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ABSTRACT

Patients’ experiences and satisfaction should be incorporated when quality of healthcare is assessed as patients offer key
insights into the quality of care and treatment. Over a period of 12 months, 236 elderly patients (+65 years) with hip fracture,
vertebral fracture or other appendicular fractures were questioned concerning their satisfaction and experience of admission to an
orthogeriatric unit. Research nurses questioned the patients using an electronic questionnaire. Our survey documents a high level
of satisfaction with the clinical elements of orthogeriatric care. On average 80% of the patients felt respected by professionals all
or most of the time; 72% felt confident at discharge. Equally large groups preferred very much, little or no involvement; and 74%
of the patients preferred family involvement. In total, 64% felt the extent of their own involvement in care and treatment had been
appropriate, while 52% felt this was the case for family involvement. Some patients reported no experience of training or ward
rounds taking place, no opportunity to speak with a physician when needed, and receiving no information about waiting time.
Our results contribute to the limited knowledge concerning the satisfaction and experiences of orthogeriatric in-hospital patients.
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1. INTRODUCTION
Patients’ experiences and satisfaction should be incorporated
when quality of healthcare is assessed.[1] Patients’ unique
experiences enable them to offer key insights into the qual-
ity of care and treatment, specifically concerning the way
treatment, processes or interactions are perceived.[2]

Research shows that patient satisfaction present a highly op-
timistic picture, whereas detailed questions about specific
aspects of patient experiences are likely to be more useful
for monitoring quality in care.[3] Questions assessing patient
experience are directed more towards a particular service,
hospital episode or clinician and respondents are asked to
report whether or not certain processes or events occurred.[4]

Generally recognised, the concept of patient satisfaction has
an array of interpretations and lacks clarity. Donabedian[5]

argue that satisfaction is based on personal relationships
within healthcare systems and healthcare outcomes. Thus,
themes about satisfaction with treatment provided, interpro-
fessional processes including respect, information received
and experienced participation are relevant.[6]

Furthermore, there is a growing body of qualitative and quan-
titative studies on elderly patients’ preferences in relation
to different aspects of care experience. Elderly hospitalised
patients wish to be involved in the discharge planning.[7]

However their preferences and capacity for participation
in hospital admission and discharge seem to vary consid-
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erably[8] and to some extend frail elderly patients think of
participation as good communication and information and
not necessarily as participating in decisions on medical treat-
ments.[9] Moreover, relatives appear to be an important ad-
vocate to the elderly patients in providing practical support
both during admission and discharge.[8]

This paper is, to our knowledge, the first to report a study
of orthogeriatric care from a patient perspective. The aim
was to investigate patient satisfaction and patient-reported
experiences in an orthogeriatric unit.

2. METHOD

2.1 Design

The study was designed as a cross-sectional questionnaire
survey. Data were collected between September 2014 and
September 2015 in a regional hospital with no co-payment
serving a mixed rural and urban district in Denmark.

2.2 Respondents and data collection

The study was carried out in an orthogeriatric unit in which
all acute patients of 65 years or older with fragility fracture
were admitted.

Fragility fractures were defined as fractures occurring after
minimal trauma, such as falling from a standing height or
less, or after no identifiable trauma.[10]

All patients admitted to this orthogeriatric unit were assessed
for eligibility to our study by a research nurse prior to dis-
charge. Patients were excluded on the following grounds:
surgery elsewhere; transferred to another department or hos-
pital after surgery; discharged during weekends, holidays or
within 24 hours of admission; no command of Danish; or
death during the data collection period. Also patients suffer-
ing from mental or physical conditions precluding meaning-
ful response were excluded.

Patients were contacted on the day of discharge or the day
before, yet no contact during weekends and holidays. Due to
the age and frailty of the population, research nurses ques-
tioned the patients using an electronic questionnaire accessi-
ble from an iPad device.[11] The questioning was performed
by four experienced research nurses who had received train-
ing to ensure uniformity in procedure, approach, and motiva-
tion of the patients. To avoid bias they were asked to dress in
their own clothes and introduce themselves as “interviewers”.

Patient data regarding fracture type, age, gender, time to
surgery (hours) and length of stay (hours) were furthermore
obtained from the hospital’s patient administration system.

2.3 Orthogeriatric care
At the emergency room all acutely admitted patients were
examined by an orthopaedic surgeon and transferred to the
orthogeriatric unit for care and treatment.

The orthogeriatric unit was staffed with an interprofessional
team of orthopaedic surgeons, geriatric specialists, nurses,
nursing assistants, physiotherapists, occupational therapists
and dietitians collaborating on the treatment of elderly pa-
tients with a fragility fracture in addition to chronic or other
diseases and with functional disabilities.

Each weekday, an interprofessional conference was con-
ducted in which treatment, training, nursing care and dis-
charge planning for each patient was discussed. The patients
were assessed in ward rounds by an orthopaedic surgeon
or a geriatric specialist. Nurses and nursing assistants were
responsible for nursing and the collaboration with relatives
and municipalities. All patients received daily physiother-
apy training, while those with severe functional challenges
were offered training in daily living activities by occupa-
tional therapists. Where relevant, plans for early discharge
were discussed with the family. For all patients who had
previously received municipal home care, a discharge report
was sent. If major changes were needed, video conferences
were conducted.

2.4 Questionnaire
Our questionnaire was inspired by both the generic seven-
item Short Assessment of Patient Satisfaction Survey (SAPS)
developed and validated by Hawthorne et al.[6] and a Danish
satisfaction survey developed and validated for orthopaedic
patients.[12] The SAPS scale is based on a theoretical model
covering all dimensions known to contribute to patient satis-
faction.[6] The original Danish questionnaire covers the sub-
themes availability, information, medical ability, nursing abil-
ity, planning of care path, and physical environment. It was
developed for and validated in orthopaedic patients above the
age of 18.[12] Ten items from this questionnaire were added
to the SAPS questions. Eight questions concerning thera-
pists’ competence, interprofessional collaboration, patient
and family involvement and confidence at discharge were
added to reflect the interprofessional orthogeriatric model
and the frailty of the patient population. We furthermore
asked them about training specified in details as: rise and sit
on the bedside, get out of bed, gait training, training in the
bathroom, workout on stairs and group exercise.

The 25-item questionnaire was face validated and pilot tested
in a three-step procedure involving 15 representative patients.
This prompted the removal of six redundant items and fur-
thermore accommodated the patients’ wish for a less compre-
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hensive questionnaire. Minor adjustments were subsequently
made to improve comprehensibility and relevance, thus a
19-item questionnaire was used in the study.

The relevance of each question was furthermore assessed by

an expert group of eight professionals (therapists, physicians
and nurses) working in the orthogeriatric unit. On a 1-4 point
scale, 1 indicated items deemed irrelevant, 4 highly relevant
items. The mean scores for the 19 items were 3.1–4.0 (see
Table 1).

Table 1. Assessment of item relevance (Score 1-4; 1 indicating item is irrelevant and 4 highly relevant)
 

 

Item 
number 

Healthcare professionals Number of profe- 
ssionals scoring ≥ 3 

Mean 
A  B C D E F G H 

1 4 4 4 3 1 3 4 2 6 3.1 

2 4 4 4 4 4 4 4 4 8 4 

3 4 3 4 4 4 4 4 4 8 3.9 

4 4 4 4 4 4 1 4 4 7 3.6 

5 4 3 4 3 4 3 4 3 8 3.5 

6 4 4 4 4 4 3 4 3 8 3.8 

7 3 3 4 4 4 3 4 3 8 3.5 

8 4 3 4 4 4 3 4 4 8 3.8 

9 3 3 4 4 4 3 4 3 8 3.5 

10 4 2 4 4 4 4 4 4 7 3.8 

11 3 4 4 4 1 4 4 3 7 3.4 

12 4 3 4 3 1 4 4 4 7 3.4 

13 4 4 4 3 3 4 4 2 7 3.5 

14 4 4 4 3 2 4 4 2 6 3.4 

15 4 4 4 3 4 4 4 3 8 3.8 

16 4 4 4 3 4 4 4 3 8 3.8 

17 4 4 4 3 4 4 4 3 8 3.8 

18 4 4 4 3 4 4 4 4 8 3.9 

19 4 4 4 3 4 - 4 4 7* 3.9* 

*1 missing answer 

 

We furthermore evaluated the consistency of our question-
naire using Cronbach’s alpha; the full-scale alpha was 0.7;
when analysed case-wise, the alpha ranged between 0.68 and
0.71.

Response options concerning satisfaction (9 items) were
presented on a 4-point Likert scale with the options very
satisfied, satisfied, dissatisfied, very dissatisfied, don’t know
and (where relevant) an option to indicate that the respon-
dent had no experience of the issue. Eliciting responses on
perceived respect, the options were presented on a 5-point
Likert scale with the options all the time, most of the time,
half the time, some of the time, at no time and don’t know.
To questions concerning preferences for the degree of in-
volvement, the response options were yes, very much, yes, to
some extent, no, not at all, don’t know or not relevant. The
perceived degree of involvement was indicated by either too
much, appropriate, too little, don’t know or, for questions

on family involvement not relevant. Finally, the response
options for question on confidence at discharge were very
confident, confident, unconfident or very unconfident. All 19
questions required a response.

2.5 Ethics

Oral and written information of the survey was given to all
participants just before the questioning. According to Dan-
ish law, response to the questions was considered indication
of voluntary consent to participation. Patient information
included information on anonymity, confidentiality and the
possibility to withdraw at any time without consequences.

The study was approved by the Danish Data Protection
Agency (2008-58-0035), the Danish Health and Medicines
Authority (3-3013-612/1); no approval from the Regional
Scientific Ethical Committees of Southern Denmark was
required.
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2.6 Analysis

The questionnaire data were merged with data from the ad-
ministration system using the patients’ Danish social security
number. Only matching data from both sources were in-
cluded in the final analyses.

Responses concerning satisfaction were dichotomized, col-
lapsing very satisfied and satisfied and dissatisfied and very
dissatisfied into two groups. Responses regarding perceived
respect were coded as either all or most of the time or nearly
half the time or less. Responses regarding discharge were
coded as either positive responses or negative responses.

Questionnaire data and categorical patient characteristics
were expressed as proportions and analysed by, chi-squared
test. Numeric patient characteristics were expressed in means
and compared using Kruskal–Wallis tests with p < .05 as sig-
nificance level.

Furthermore, confidence at discharge was explored in rela-
tion to age and length of stay by using Student’s t-test and in
relation to gender by using chi-squared test.

In order to test the internal consistency of our questionnaire
we performed a full scale Cronbach’s Alpha.

All analyses were performed using Stata 13 software (Stata-
Corp. 2013. Stata Statistical Software: Release 13. College
Station, TX: StataCorp. LP).

3. RESULTS
Of the 306 elderly patients included in the study, 236 com-
pleted the questionnaire, equivalent to a response rate of
77.1% (see Figure 1).

Mean age 78.8 years (SD 8.3); mean length of stay 157.2
hours (SD 88.5); mean time to surgery 29.4 hours (28.3);
females 78.0% (see Table 2).

Figure 1. Flowchart

Table 2. Respondent demographics
 

 

  
Hip  Vertebral Other fragility  

Total 
fracture fracture fractures 

Participants (%) 120 (50.9) 26 (11.0) 90 (38.1) 236 (100) 

Female (%) 84 (70.0) 23 (88.5) 77 (85.6) 184 (78.0)^ 

Mean age (years, SD) 80.2 (8.3) 80.1 (7.7) 76.6 (7.9) 78.8 (8.3)^ 

Mean length of stay (hours, SD) 190.8 (76.3) 140.7 (66.7) 117.3 (92.0) 157.2 (88.5)^ 

Mean time to surgery (hours, SD) 23.6 (21.4) 29.0* 37.7 (34.6) 29.4 (28.3)**^ 

* 1 of whom underwent surgery; thus SD = 0. ** 195 of whom underwent surgery. ^ significant difference between patient groups (< .01) 

 

3.1 Waiting times, information and staff accessibility
(Q1, Q2, Q4, Q5 and Q6)

The questions concerning waiting time from admission to
surgery were irrelevant for those 14.4% of the patients who
did not require surgery; 22.8% experienced no waiting time,
while 6.6% reported that no information on waiting time
had been given. In total, 69.5% indicated satisfaction with

waiting times from admission to surgery; 53% satisfaction
with information about waiting time (see Table 3). We found
no correlations between satisfaction with waiting time and
time to surgery.

Of all respondents, no less than 30.9% stated they had no ex-
perience of ward rounds, while 58.1% expressed satisfaction
with the ward rounds (see Table 3).
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Table 3. Patient experience and patient satisfaction (n = 236)
 

 

Waiting time, information and staff accessibility 
Very satisfied 

or satisfied 

Dissatisfied or 

very dissatisfied  

Don’t  

know 

No 

experience  

1 
How satisfied were you with the waiting time from 
admission to surgery?   

164 (69.5) 28 (11.9) 
 

10 (4.2) 34 (14.4)* 

2 
How satisfied were you with information about reasons 
for waiting time in general? 

125 (53.0) 26 (11.0) 
 

15 (6.4) 70 (29.6)** 

5 How satisfied were you with ward rounds? 137 (58.1) 12 (5.1) 14 (5.9) 73 (30.9) 

6 
How satisfied were you with the possibility of talking to a 
physician when needed?  

70 (29.7) 11 (4.7) 
 

70 (29.7) 85 (36.0) 

4 
How satisfied were you in general with information from 

physicians? 
180 (76.3) 12 (5.1) 

 
15 (6.4) 29 (12.2) 

Treatment, care and training 
Very satisfied 

or satisfied 

Dissatisfied or 

very dissatisfied  

Don’t    

know 

No 

experience  

3 How satisfied were you with treatment by physicians? 216 (91.5) 7 (3.0) 9 (3.8) 4 (1.7) 

8 How satisfied were you with nursing and care? 217 (91.9) 16 (6.8) 3 (1.3) 

10 How satisfied were you with training?  173 (73.3) 9 (3.8) 11 (4.7) 43 (18.2) 

12 
How satisfied were you with staff collaboration on your 

treatment? 
165 (69.9) 11 (4.7) 

 
60 (25.4) 

 

Respect 
All or most  Nearly half the  

 

Don’t  Not  

of the time time or less know relevant 

7 
How much of the time did you feel respected by the 

physicians?  
179 (75.8) 15 (6.4) 

 
42 (17.8) 

 

9 
How much of the time did you feel respected by the 

nursing staff?  
209 (88.6) 24 (10.2) 

 
3 (1.2) 

 

11 
How much of the time did you feel respected by the 
therapists?  

175 (74.1) 12 (5.1) 
 

49 (20.8) 
 

Patient and family preference for involvement 
Yes,  Yes, No,  Don’t  Not  

very much to some extent not at all know relevant 

13 Do you wish to be involved regarding treatment options? 75 (31.8) 50 (21.2) 81 (34.3) 30 (12.7) 

15 
Do you think that your family should be involved during 

your admission? 
111 (47.0) 64 (27.1) 17 (7.2) 5 (2.1) 39 (16.5) 

Perceived involvement of patient and family Too much Appropriately Too little 
Don’t  Not  

know relevant 

14 To what extent were you involved regarding treatment? 2 (0.8) 150 (63.6) 16 (6.8) 68 (28.8) 

16 
To what extent was your family involved regarding care 
and treatment?  

1 (0.4) 123 (52.1) 10 (4.2) 27 (11.5) 75 (31.8) 

17 
To what extent was your family involved regarding 
discharge? 

0 (0) 114 (48.3) 10 (4.2) 40 (17.0) 72 (30.5) 

Discharge 
Very  

Confident Unconfident  
Very 

unconfident  confident 

18 How confident do you feel about discharge? 64 (27.1) 105 (44.5) 49 (20.8) 18 (7.6) 

19 What makes you feel unconfident (n=67)? Yes  

      Transportation to home  14 (20.9) 

      Health situation 41 (61.2) 

      Functional ability 56 (83.6) 

      Medication 10 (14.9) 

      Doubts about sufficient home help 39 (58.2) 

        Practical issues  27 (40.3)         

* No surgery, **6.8% no information and 22.8% no waiting time in general 

 

When asked about their satisfaction with opportunities to
talk to a physician when they had needed this, 29.7% of the
patients reported satisfaction, 29.7% (sic) responded don’t
know and 36.0% had no experience of meeting a physician
when they had needed it. However, 76.3% expressed satisfac-
tion with the information they had received from physicians

(see Table 3).

Clinical elements of orthogeriatric care: Treatment, training,
care and staff collaboration. (Q3, Q 8, Q10 and Q12) Satis-
faction with physicians’ treatment were reported by 91.5%;
satisfaction with nursing and care by 91.9%; 73.3% were
satisfied with the training and 69.9% with the collaboration
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on their treatment. However, 18.2% of the respondents indi-
cated that they had no experience of training; while 25.4%
responded don’t know when asked about staff collaboration
(see Table 3).

3.2 Respect (Q7, Q9 and Q11)
Of all responders, 74.1%, 75.8% and 88.6% felt respected
all or most of the time by therapists, physicians or nursing
staff, respectively. The nursing staff had made 10.2% feel
respected nearly half the time or less. Almost 18% and 21%
expressed no opinion concerning perceived respect from
physicians and therapists, respectively (see Table 3).

3.3 Patient and family involvement (Q13-Q17)
The respondents were asked about their preferences and per-
ceptions concerning involvement in decisions on treatment.
Overall, 53% of them expressed a wish for extensive or
moderate involvement, 34.3% wanted no involvement, while
12.7% expressed no opinion (see Table 3). One hundred
and fifty respondents (63.6%) found they had been involved
to an appropriate degree; 28.8% expressed no opinion. Of
the first group, there were respondents expressing extensive,
moderate or no involvement. Analysis of the association
between the preference for high patient involvement and age
by groups (65-74 years [ref]; 75-84 years; above 85 years)
showed decreasing OR values with increasing age (OR 0.66;
p = .2; OR 0.39; p = .008) indicating that preference for high
patient involvement decreased with age.

When asked about preferences regarding family involvement
during their admission, 175 respondents (74.1%) expressed
a wish for extensive or moderate involvement, while 16.5%
responded that the question was not relevant. Eliciting the
patients’ perceptions of family involvement in decisions on
care and treatment options, 52.1% found that the degree of
involvement had been appropriate; 31.8% indicated that the
question was not relevant. Furthermore, 48.3% of the patients
stated that family involvement in connection with discharge
had been appropriate, while 4.2% felt the involvement had
been inadequate. The question was deemed irrelevant by
30.5% (see Table 3).

3.4 Discharge (Q18-Q19)
Overall, 71.6% of the respondents felt confident about dis-
charge, while 20.8% reported feeling unconfident and 7.6%
that they felt very unconfident. Of the 67 respondents who
indicated a lack of confidence, 83.6% expressed concern
about their functional ability, 61.2% about their health, 58.2%
about sufficient help in the home, and 40.3% about practi-
cal issues. Medication and transportation to their home was
indicated as the cause of concern by 14.9% and 20.9%, re-
spectively (see Table 3). Fifty patients (74.6%) reported 2-4

reasons each for feeling unconfident at discharge, ten patients
reported no more than one reason and seven reported 5-6
reasons.

Further analysis revealed no association between patients’
gender and confidence at discharge. However, a comparison
of patients feeling very confident or confident with patients
feeling unconfident or very unconfident showed a significant
difference of 2.6 years in mean age (78.1 vs. 80.7 years; p =
.02); the lack of confidence was thus found to increase with
respondents’ age. The length of stay was found to correlate
inversely with confidence; while the mean length of stay for
patients indicating confidence was 143.9 hours, those who
indicated a lack of confidence had stayed for a mean of 191.0
hours (p < .001), a difference of 47.1 hours.

3.5 Dropout analysis
The study population covered 306 patients, of who 70 de-
clined participation citing tiredness or lack of energy. Overall,
non-responders’ mean age was 79.7 years; mean length of
stay was 177.0 hours; mean time to surgery was 28.6 hours;
80% were female; 45.7% had been admitted with hip fracture,
17.1% with vertebral fracture and 37.2% with other fractures.
No significant differences were found when comparing the
results for non-responders with those for responders (data
not shown).

4. DISCUSSION
Generally, the patients indicated that they were very satisfied
with the clinical elements of the stay in the orthogeriatric unit
(treatment, training and care), with staff accessibility, infor-
mation and with waiting times when they occurred. As such
high ratings in relation to patient satisfaction are frequently
found,[13] what learning can be gleaned from a survey such
as this would likely come from the examination of evidence
of patients’ dissatisfaction and their experience that they had
not received elements of care.[14]

Eighteen percent of the patients stated that they had received
no training, while 29%, 31% and 36%, respectively stated
they had no experience of ward rounds, had not spoken with
a physician when needed or had received no information
about delays. As we do not know the underlying reasons for
these findings, further qualitative studies are needed. Yet, a
possible explanation for missing ward rounds could be that
the ward rounds have changed over years; from a tail of
professionals to a single person arriving at the patient for a
brief moment. Thus, elderly patients may not recognise ward
rounds as they were. Also some physicians do not introduce
themselves thoroughly by name and profession or mention
the specific purpose of meeting. Thus, responses to the lack
of experiencing ward rounds could reflect insufficient knowl-
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edge of person or setting. To accommodate these findings,
initiatives to improve patient communication and awareness
on ward rounds and training can be initiated with the inten-
tion to increase patient satisfaction and experience. In total,
74%, 76% and 89% of the patients had felt respected all or
most of the time by therapists, physicians and nursing staff,
respectively.

Furthermore, 64% felt they had been involved to an appropri-
ate degree, with equally large groups preferring very much,
little, and no involvement (don’t know: 29%). To our knowl-
edge, no studies concerning patient involvement in elderly
patients in orthopaedic surgery settings have previously been
conducted. However, a meta-analysis from 2010 found that
61% of patients with a cancer diagnosis had experienced ap-
propriate involvement in decisions on treatment; again with
an equal distribution among groups.[15] This could indicate
that patient involvement in general varies and that healthcare
professionals and patients need to balance expectations.

Seventy-four percent of the patients preferred involvement
of family; 52% and 48% had experienced appropriate family
involvement in treatment and discharge, respectively. The
question was found irrelevant by 30% of the patients; indicat-
ing not having any family or not needing them to participate.
Our results concerning perception of an appropriate degree
of family involvement are lower than the results gained from
a study conducted in five Danish emergency departments;
65.2% of the patients stated their family had been involved
appropriately.[16] The difference in appropriate family in-
volvement experienced could be explained by the missing
response category (not relevant). Yet, also here expectations
need to be balanced. In the same study, 79% of the respon-
dents stated confidence at discharge from the emergency
department.[16] This mirrors our finding of 72% feeling
confident at discharge. However, the fact that we excluded
patients discharged during weekends could imply a bias, as
their confidence may have been lower. When the patients in
our study expressed a lack of confidence, they were typically
concerned about their functional ability. Concerns about
health, sufficient help in the home and other practical issues
were also voiced. Patients lacking confidence furthermore
tended to be older and having longer admissions; this leads
us to believe that our patients are among the most fragile
persons living in their own home.

Strengths and limitations

Although the differences in care pathways and lengths of stay
between the three diagnostic groups speak for the relevance
of analysis, our sample size did not permit this.

A review examining patient satisfaction after total knee and

hip arthroplasty has outlined possible determinants and com-
ponents affecting satisfaction.[17] Comorbidity, disappointed
expectations, pain and severity of disease were some of the
determinants that had a negative effect on satisfaction. Fur-
thermore anaesthetic and postoperative complications are
relevant components. As we have no data for most of these
relevant factors, we are unable to account for the possible
impact on our results. Age, which is known to correlate with
satisfaction, may, however, have affected our satisfaction
results positively.

Of our study population, 164 patients (35%) were not eligible
for inclusion, primarily due to poor health, discharge within
24 hours, death or transfer. They were significantly older
(mean 82.3 years; p < .001) than the included patients and
their stays significantly shorter, (mean 135.7 hours; p = .003).
Hip fracture was the most frequent cause of admission among
the excluded group, with 71.3%; 6.7% had suffered vertebral
fractures; other fragility fractures accounted for 22%. This
supports our perception that we reached the fittest section
of the study population. Of the 306 included patients, 236
(78.8%) responded to the questionnaire whereas 70 declined
because of tiredness, exhaustion or poor mood. Responders’
and non-responders’ age, time to surgery, and length of stay
showed no significant differences.

In orthopaedic research, the majority of studies of patient
satisfaction have concerned patients undergoing elective
surgery, or they have compared two different treatments, with
VAS scores being the typical outcome measure. None of the
available satisfaction instruments are designed or validated
for surgical practice.[18] Although improved patient satisfac-
tion is a major goal of orthogeriatric co-management.[19]

The 19-item questionnaire was based on two validated ques-
tionnaires, it was face validated and pilot tested and sub-
sequently tested for content validity by experts. We found
this context-relevant questionnaire sufficiently sensitive to
identify anticipated nuances of satisfaction and experience.
By developing a short and specific questionnaire, we sought
to raise the response rate and give respondents opportunity
to express dissatisfaction with specific elements of care.

Because of the frail elderly population and the wish for a high
response rate, we questioned the patients using an electronic
questionnaire, as it is the least burdensome method.[11] The
training of the research nurses aimed at minimizing variation
in the questioning, reduce the possibility of social desirability
bias and improve reliability.[11]

To achieve high response rates and cause minimal incon-
venience we chose to conduct the questioning immediately
before discharge. Although it is generally agreed that the

Published by Sciedu Press 19



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2017, Vol. 7, No. 9

time of administration of patient satisfaction questionnaires
influences satisfaction ratings, there is no consensus on its
precise effect. Yet responses obtained “on the spot” tend to
be more positive than in their home after discharge.[14, 20]

These findings are based on a local Danish context and cul-
ture; however the questionnaire can be recommended for use
in other orthogeriatric units.

5. CONCLUSION
Our study demonstrates high patient satisfaction ratings con-
cerning the clinical elements of the provided orthogeriatric
care. The proportion of patients feeling respected and feel-
ing confident at discharge was high. The distribution of
patients according to their preferred degree of involvement
(very much, little or no involvement) was even; yet, the ma-
jority of the patients preferred that their family was involved.
Our findings indicate room for improvement; for example

that a number of patients reported no experience of training
or ward rounds, or been offered information about waiting
time. Some felt a need for better access to physicians. As
the experiences underlying the patients’ responses are poorly
understood, further in-depth exploration is relevant.

Our results add to the limited body of knowledge on patient
satisfaction and patient experience of admission to orthogeri-
atric wards.
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