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Patient satisfaction: a cause
for concern
Sir,
With the introduction of the new contract
there is a greater pressure on all areas of
the profession to produce an enhanced
service. Of all the performance indicators
used, the most important must surely be
that of patient satisfaction. I should like
to report on one aspect of surgical care,
related to general practice, where im-
provements are needed.

In a recent pilot study undertaken in a
general surgical outpatients department,
a questionnaire was distributed to 150
patients. Fifteen per cent of patients were
unable to recall their diagnosis or explain
the procedure they had experienced. As
expected, the majority of patients unable
to recall or explain their diagnosis were
over 70 years old, but many were between
30 and 50 years old. Patient confusion was
rated subjectively by the doctor and none
of these patients could be considered con-
fused. On further questioning 1007o ex-
pressed some degree of dissatisfaction
with the service offered to them and the
majority of this group claimed to be poor-
ly informed or were unable to recall their
diagnosis or mode of therapy. There was
a predominance of men in this group
(ratio 4:1), but no significant pattern of
age distribution was noted.
A significant burden in correcting this

situation must lie with the surgeons; in-
deed this is being improved with the use
of printed leaflets and more attention at
the time of consenting. This includes a
more detailed explanation by the doctor,
using anatomical diagrams, and tailored
to the patient's level of interest and in-
telligence, and also explanations from
other health care workers. A reasonable
proportion of the patients were, however,
on long term follow up and also saw their
general practitioners for the same condi-
tion on a regular basis. There is a case,

therefore, for more careful questioning of
patients once they are discharged back in-
to the community after surgery, to iden-
tify and rectify the situation for those
dissatisfied patients. As in other areas, an
improvement in both hospital and com-
munity practice is required in order to
alter the patient's perception of the health
service and enhance patient satisfaction.

I J M JOHNSON
Department of Cardiothoracic Surgery
John Radcliffe Hospital
Oxford

Home artificial nutritional
support
Sir,
The King's Fund Centre recently conven-
ed a meeting of interested parties to define
a coordinated strategy for the provision
of artificial nutrition in the United
Kingdom. The Primary Care Society for
Gastroenterology was invited to attend
and represent the view of general practice.
Under consideration were total parenteral
nutrition and enteral nutrition but not the
use of sip feeds or supplemental feeds.

National and district surveys have
demonstrated a serious lack of coordina-
tion in the provision of artificial nutri-
tional support in the UK.1"2 Factors
responsible include the involvement of a
wide range of disciplines, all com-
municating poorly with each' other,
together with a widespread lack of
understanding of the principles, potential
benefits and practical techniques involved.
The use of nutritional support in the

home is on the increase, since it allows the
survival of patients with severe disabilities
who are unable to eat normally and those
who are unable to maintain an adequate
food intake owing to illness.2 Artificial
nutritional support presents specific pro-
blems for the general practitioner; par-

ticularly the high cost of such therapy and
the question of where clinical responsibili-
ty for patients receiving this support
should properly lie.

Patients receiving artificial nutritional
support at home face a multitude of
physical, social and psychological pro-
blems. Primary care teams are unlikely to
have any special expertise in the manage-
ment of artificial nutrition and specialist
nursing and medical support may be bas-
ed in a unit up to 100 miles away. The bulk
of the supplies required poses serious pro-
blems of storage and refrigeration and
equipment supplied by the hospital is
often unsuitable for home use. In addi-
tion, the demands of the feeding regimen
make a normal social life exceedingly
difficult for the patient to sustain.
Knowledge of the current prevalence of

home nutritional support is sketchy. The
national register of home total paretiteral
nutrition currently lists 300 patienits and
50 new names are added each year, while
the national register of home enteral nutri-
tion lists 1300 patients.

Wilcock and colleagues found that over
a 12 month period in Cambridge health
district 486 non-neonates received nutri-
tional support.2 Although only 4% of
these were home based, they accounted
for 4829 patient treatment days, 33% of
the total.
The King's Fund meeting produced

broad agreement on the need for specializ-
ed nutrition teams in recognized centres
using uniform management and feeding
regimens. These would provide a 24 hour
telephone advice service for both patients
and general practitioners. There is also a
need to educate district nurses and general
practitjoners in the principles, benefits
and management of artificial nutrition.
The clinical management of patients
receiving total parenteral nutrition is
highly specialized and should rest with the
hospital nutrition team. Enteral nutrition,
however, is less complex and more
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