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Abstract. – OBJECTIVE: Investigating the 
experiences perceived by COVID-19 inpatients 
is a fundamental research area that is start-
ing to be explored. For this reason, our ob-
jective was to provide the first Italian survey 
on COVID-19 inpatients’ satisfaction, obtained 
through a self-completed questionnaire previ-
ously used in a reference study in a UK cohort 
of COVID-19 patients.

SUBJECTS AND METHODS: Hospitalized 
COVID-19 patients (>20 days) admitted to Ferr-
ara University Hospital who underwent rehabil-
itation during their hospital stay were invited to 
complete an anonymous questionnaire. The sur-
vey’s questions explored the patients’ satisfac-
tion with the health services received, and their 
completion took place approximately one year 
after hospitalization. Information on sex, num-
ber of wards, ICU stays, and hospital discharge 
dates was collected.

RESULTS: Sixty-two completed question-
naires were analyzed. The average overall satis-
faction score obtained from the answers indicat-
ed by the participants in the tenth question was 
4.7 out of 5.0. Very positive responses were ob-
served for information about discharge plans, 
privacy, management of pain, sleep quality, and 
feeling of safety. The possibility of being con-
sulted about medications and side effects re-
ceived a very low satisfaction score. Consider-
ing overall satisfaction, no significant differenc-
es were noted for sex or ICU stay. The obtained 

results were almost superimposable to those re-
ported in the cohort of COVID-19 patients of the 
reference study.

CONCLUSIONS: This survey suggested that 
COVID-19 patients’ healthcare satisfaction was 
high. Nevertheless, some areas must be im-
proved, such as the communication and involve-
ment of the patients in the decision-making of 
care and the discussion about medications or 
possible side effects.

Key Words:
COVID-19, Patient satisfaction, Hospitalization, Sur-

vey, Health services, Rehabilitation, Sex.

Introduction

Coronavirus disease (COVID-19) is an infec-
tious disease caused by the SARS-CoV-2 virus 
that was first identified in Wuhan (China) in 
December 20191. The virus rapidly spread world-
wide, which led the World Health Organization 
(WHO) to declare COVID-19 a public health 
emergency of international concern on 30 Jan-
uary 2020 and the outbreak of the pandemic on 
11 March 20202. Although most people infect-
ed with the virus experience mild to moderate 
symptoms and recover without requiring spe-
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cial treatment, some people become critically 
ill and need medical attention1. As affirmed by 
the WHO, the COVID-19 virus infects people 
of all ages3. Evidence suggests that older people 
(>60 years old) and those with underlying med-
ical conditions have a higher risk of developing 
severe COVID-193. From 30 January 2020 to 31 
May 2023, the rapid spread of COVID-19 from 
China to other countries led to about 767.36 mil-
lion cases worldwide4. In particular, the cumu-
lative number of confirmed cases in Italy from 
31 January 2020 to 31 May 2023 is about 25.86 
million5, while the cumulative number of deaths 
in Italy from 23 February 2020 to 31 May 2023 
is 190,3926. The global health emergency due to 
COVID-19 stressed the hospital system, saturat-
ed the available health services, and produced a 
need to improve the identification of risks and 
outcomes in different care settings7-10. Therefore, 
the COVID-19 pandemic forced a reduction in 
hospital stays and healthcare services dedicated 
to non-COVID-19 patients affected by acute or 
chronic diseases. A study11 reporting the results 
of twelve studies from nine European countries 
during the pandemic, in addition to positive re-
ports from the United Kingdom (UK), revealed 
a general decrease in the quality of healthcare 
services provided11. Furthermore, the necessity 
to understand the pandemic’s social, economic 
and public health consequences gave rise to an 
enormous number of surveys across disciplines 
and countries12. Investigating the experiences 
perceived by COVID-19 inpatients is an addi-
tional fundamental research area that is starting 
to be explored13-16. Patient satisfaction is a com-
plex, multidimensional judgment resulting from 
an individual’s appraisal of experiences and a 
comparison of experiences with expectations17. 
The level of patient satisfaction is an essential 
indicator of the quality of the service delivery 
system18. Its measurement has an impact on the 
quality improvement process of healthcare or-
ganizations18. For these reasons, several studies 
were conducted during the pandemic to analyze 
patient satisfaction levels with healthcare ser-
vices during hospitalization7,13-16,17-23. However, 
in some cases, the impact of the emergency 
on patients hospitalized for diseases other than 
COVID-19 was studied7,19,20. In one study21, it 
was not possible to determine which respondents 
were hospitalized due to COVID-19. On the oth-
er hand, other studies included both COVID-19 
and non-COVID-19 patients22,23. Some studies 
include only COVID-19 patient13-16. Moreover, 

the available data from questionnaires regarding 
the perception of the healthcare services received 
by inpatients are hardly comparable due to meth-
odological issues or different study populations. 

Studies on COVID-19 inpatient satisfaction 
with the healthcare services received have not 
been published in Italy. Furthermore, to our 
knowledge, no studies have analyzed the satis-
faction level of patients who have experienced 
prolonged hospitalization with access to reha-
bilitation. However, a recent study24 analyzed 
the experiences of patients discharged from the 
COVID-19 rehabilitation unit and those of their 
family caregivers and healthcare providers work-
ing in COVID-19 units. In this study, data were 
collected through one-on-one semistructured in-
terviews, but patient satisfaction was not inves-
tigated24. Therefore, the objective of the present 
study was to provide the first Italian survey 
on COVID-19 inpatient satisfaction, obtained 
through a self-completed questionnaire previous-
ly used in a UK cohort of COVID-19 patients17.

Subjects and Methods

This study was conducted at the University 
Hospital of Ferrara between March and June 
2022. It included patients enrolled in an ob-
servational study to analyze recovery profiles 
in patients with SARS-CoV-2 undergoing reha-
bilitation (registration number: NCT04615390). 
The CE-AVEC Ethics Committee authorized this 
study (approval number 539/20), and participants 
signed written informed consent forms to partic-
ipate. 

The inclusion criteria were as follows: 
COVID-19 infection that required prolonged hos-
pitalization (>20 days) from January to June 2021, 
stay in at least two hospital wards (intensive care 
unit and subintensive pneumology, medicine, or 
rehabilitation unit), referral to a rehabilitation 
service (early rehabilitation in the acute wards or 
inpatient rehabilitation), and age > 18 years old, 
both males and females were included. Patients 
with a severe cognitive deficit that could affect 
their ability to understand the survey were ex-
cluded. 

Structure of the Satisfaction Survey 
We employed the questionnaire developed by 

Wu et al16. We translated the survey from English 
to Italian using a back-translation approach. Qual-
ified translators with familiarity with health and 
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disability performed the first translation. Then, 
the Italian version provided was discussed with 
the rehabilitation team, and, if necessary, a new 
translation was requested by independent blinded 
experts. The final version of the questionnaire in 
Italian, mirroring the original English version, 
was composed of 9 questions with a “yes” or 
“no” response and a tenth question to rate the 
quality of the health care received on a scale 
from 1 (lowest level) to 5 (highest level). More-
over, as in the original version, three open-ended 
questions on any excellent experience, any room 
for improvement, and any other comments were 
also translated. In addition to the original version, 
we added a general part on patients’ sex (male, 
female or prefer not to say), the number of wards 
they stayed in, intensive care unit (ICU) stay and 
date of last hospital discharge. The final version 
of the survey is reported in Table I. 

Data Collection 
Patients who met the inclusion criteria were 

invited to complete the anonymous questionnaire 
after the last planned check-up visit at the rehabil-
itation center (approximately one year later after 
hospitalization) as part of their post-COVID-19 
follow-up at Ferrara University Hospital. 

A researcher gave the patients a copy of the 
survey and a pen. The patients could self-com-
plete the questionnaire or with the help of a rel-
ative, if present or necessary. A specific opaque 
box was positioned nearby the rehabilitation clin-
ics to collect all the completed surveys.

Statistical Analysis
Descriptive statistics were employed to analyze 

the respondent population. Data are presented as 
the means ± standard deviations for continuous 
variables and numbers and percentages for cat-
egorical variables. Overall satisfaction between 
subgroups (sex and ICU stay) was compared with 
the Kruskal-Wallis test. The comparison between 
the proportions of positive responses in our study 
and those in the reference study by Wu et al16 
was performed with a chi-squared test for each 
question, with a significance level set at p<0.05. 
Statistical analyses were conducted with Med-
Calc® Statistical Software version 20.110 (Med-
Calc Software Ltd, Ostend, Belgium). 

Results

Of the 71 questionnaires administrated, 62 com-
pleted questionnaires were collected from the box, 
resulting in a response rate of 87%. Considering 
a population size of n=71 (hospitalized during the 
selected timeframe) and a response rate set at 80%, 
the minimum recommended sample size for study 
validity was n=56. The population of responders 
was mainly males (n=41, 66%) and people hospital-
ized in the intensive care unit (n=54, 87%). During 
their hospital stay, 23 (37%) patients were admitted 
to two different wards, 28 (45%) patients to three, 
9 (15%) people to four and 2 (3%) people reported 
having been in five or more different wards. The 
time from discharge to the survey was 11±2 months.

Table I. Final version of the questionnaire with the possible answers for each question.

 Question Possible answers

Sex Male/Female/Prefer not to say
Date of last hospital discharge Open-ended response
Number of wards you stayed in Open-ended response
Intensive care stay Yes/No
Q1: Did you find someone to talk about your worries and fears with? Yes/No
Q2: Did you feel safe in the ward? Yes/No
Q3: Were you given enough privacy when discussing your condition or treatment? Yes/No
Q4: Were you involved as much as you wanted to be in decisions about your care? Yes/No
Q5: Were your medications and possible side effects discussed with you? Yes/No
Q6: Was your pain managed effectively? Yes/No
Q7: Was the environment calm and quiet enough for you to be able to sleep? Yes/No
Q8: Were you kept informed of your discharge plans? Yes/No
Q9: Are you likely to recommend our hospital to friends and family if they need Yes/No
similar care or treatment? 
Q10: On a scale of 1 (lowest) to 5 (highest), how would you rate the quality of 1/2/3/4/5
the care you received?
Was there anything particularly good about your hospital care? Open-ended response
Was there anything that could be improved? Open-ended response
Any other comments? Open-ended response
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Survey Results
The average overall satisfaction score obtained 

from the answers indicated by the participants in 
the tenth question was 4.7 out of 5.0. Considering 
the nine dichotomous questions, all responders 
would recommend the hospital to their friends 
or family (Figure 1). Very positive answers with 
a response rate greater than 80% were observed 
for information about discharge plans, privacy, 
management of pain, sleep quality and feeling of 
safety. The possibility of being consulted about 
medications and side effects received a very low 
satisfaction score (31% of positive responses). 
The distribution of the score for each question is 
reported in Figure 1. 

A total of 49 open-ended responses were col-
lected, divided into 29 positive comments and 20 
suggestions for improvement. Notably, the most 
frequently reported positive answer was related 
to the expertise and kindness of the health care 
professionals, including doctors, nurses and phys-
ical therapists. Positive feedback was also given 
about the possibility of having video call contacts 
with relatives and for the attention given to the 
patients. Regarding the areas for improvement, 
patients reported too quick or concise commu-
nication from health care professionals, and sev-
eral complaints were collected due to the room’s 
noise, the roommate, and the lack of silence. The 
food quality was finally reported as an area for 
improvement. Considering overall satisfaction, 

no significant differences were noted for sex (F 
4.6±0.5 vs. M 4.7±0.7; p=0.88) or ICU stay (yes: 
4.7±0.7; no 4.9±0.4; p=0.36). The graphical dis-
tribution of the positive scores for the nine ques-
tions is reported in Figure 2.

Discussion

This study is the first Italian survey to evalu-
ate the satisfaction level of COVID-19 inpatients 
with the translated version of a questionnaire 
previously used in a survey conducted in Liver-

Figure 1. Percentage of positive and negative answers.

Figure 2. Comparison of the satisfaction with care between 
Italy and the UK.
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pool16. The results showed that the average level 
of overall satisfaction was high, as observed in 
the results published in the Wu et al16 survey. 
Our survey provides original data owing to 
the characteristics of the cohort of participants 
compared to those present in other surveys 
published in the literature. In fact, to our knowl-
edge, no other published studies have analyzed 
the satisfaction level of the health care received 
among severe COVID-19 in-patients who have 
experienced prolonged hospitalization with ac-
cess to rehabilitation. According to the inclusion 
criteria, only patients who stayed in at least two 
hospital wards were studied to obtain a broader 
evaluation of the health care facility’s response 
rather than a limited single experience. This also 
enabled people to perceive the feelings of indi-
viduals with different experiences associated 
with progressive health statuses. Furthermore, 
the translation of a pre-existent questionnaire 
used in a cohort of COVID-19 patients in the Wu 
et al16 survey allowed a comparison of the results 
reported in a different country during the same 
emergency. Analyzing the results obtained, a 
similar (almost superimposable) response was 
observed. In our study, the questions that regis-
tered a lower level of satisfaction were commu-
nication-related questions, which are Q1, Q4 and 
Q5. The possibility for the patients to find some-
one with whom they could share their worries 
and fear (Q1) was perceived as satisfactory by 
just 76% of the participants, and just 74% of the 
participants reported being involved as much as 
they wanted in the decision making of care (Q4). 
The lowest percentage of satisfaction (31%) was 
registered for the fifth question (Q5), which was 
about discussions with the patient about medica-
tions and possible side effects. 

The results obtained were analogous to those 
published in the study by Wu et al16, in which 
the question that had the lowest percentage was 
Q5, with 63% satisfaction. Indeed, the use of 
personal protective equipment (PPE) that health-
care professionals had to adhere to in COVID-19 
wards might have prevented effective communi-
cation during the hospital stay. According to a 
study published in 201325, wearing face masks 
by doctors significantly and negatively affect-
ed patients’ perceptions of the doctor’s empa-
thy. Nevertheless, no significant association was 
found between face mask-wearing and patient 
satisfaction25. Empathy is also fundamental in 
developing the therapeutic relationship26 and im-
proving patient satisfaction27. The overall satis-

faction level that we obtained is 4.7/5, which was 
precisely the satisfaction level identified by Wu 
et al16. Despite the similar percentages for the 
close-ended questions, the questionnaire sec-
tion dedicated to the open-ended question also 
revealed the presence of negative comments, as 
was also observed in the English population16. 
To this end, it must be considered that our pa-
tient cohort experienced more severe COVID-19 
with prolonged hospitalization, where they ex-
perienced a higher complexity of the health care 
services delivered and the diversity of wards 
frequented. A prolonged hospital stay increas-
es the chances of negative experiences. After 
all, the negative comments were related on the 
one hand to coincidental episodes (e.g., a noisy 
roommate), and on the other hand to improvable 
aspects to be carefully considered (food, com-
munication, etc.). However, this fact emphasizes 
how aspects unrelated to the therapeutic pro-
cess, apparently of little value from an external 
perspective, represent a considerable part of the 
care perceived by the patient. Conversely, the 
positive comments reflected gratitude and gen-
eral satisfaction with health care professionals, 
possibly related to the whole therapeutic course 
from intensive care to (extensive) rehabilitation. 
This appreciation might be associated with se-
quential and continuous care, considering that in 
a report of the NHS Patient Survey Programme22 
on inpatient experiences during the COVID-19 
pandemic, patients with a COVID-19 diagnosis 
reported consistently poorer experiences mainly 
due to the uncertainty of their care after leaving 
the hospital.

Limitations
This study has several limitations. The main 

issue is represented by the time frame between 
the retrospective completion of the satisfaction 
questionnaire and the patient’s last discharge 
date. In our survey, the questionnaire was ad-
ministered on average 11 months after hospital 
discharge. For this reason, the answers reported 
in the questionnaire were subject to recall bias, 
which is a type of bias that occurs when patients 
are not able to recall their former state accurately 
during the completion of a retrospective ques-
tionnaire, and this could lead them to remember 
it in an underestimated or overestimated way28. 
However, if none of the recall periods were short 
enough to eliminate all bias26, the extended hos-
pital stays, the associated extraordinary event, the 
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use of simple questions and nonspecific themes, 
and the dichotomous answer choice may have 
reduced the possibility of this memory bias. In 
addition, for an aggregated measure of hospital-
ization, longer recall periods may be preferred29. 
Second, the small sample size reduced the possi-
bility of making inferences based on the results 
and generalizing the obtained data to the rest of 
the population with the same characteristics as 
the participants. Finally, the anonymous nature of 
this survey prevented us from analyzing the influ-
ence of potentially relevant factors both regarding 
the hospitalization period (e.g., eventual need 
for sedation and sedation period lasting in ICU 
patients) and the patient perception of quality of 
care (i.e., age, socioeconomic status or disease 
characteristics).

Conclusions

The survey demonstrated that the satisfaction 
of COVID-19 inpatients with the quality of the 
health care services received was high. Neverthe-
less, our survey highlighted some areas that must 
be improved, such as the communication and 
involvement of patients in the decision-making of 
care and in the discussion about medications and 
possible side effects. Improving these areas in 
clinical practice is fundamental to improving the 
level of patient satisfaction and the quality of the 
health care delivered. In fact, patient satisfaction 
in the emergency department is positively asso-
ciated with patient compliance and is considered 
an indicator of the quality of care30. Accordingly, 
the policy implication of the present survey is that 
greater attention must be paid to the allocation of 
resources to create a quiet environment in hospi-
tal wards, provide higher-quality food and train 
health care professionals on adequate communi-
cation strategies. There is also a need to conduct 
future studies in other international hospitals to 
analyze the perception of the quality of care in 
different geographic areas to understand if there 
are territorial differences that may impact patient 
perception.
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