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Abstract

Introduction. Palliative care quality is a critical determinant of end-of-life experience for
both patients and their families. Family satisfaction reflects not only clinical outcomes but also
communication, accessibility, and psychosocial support. Validated instruments, such as
FAMCARE, allow standardized measurement across domains of care.

Aim. The aim of the study was to evaluate family caregivers’ satisfaction with the quality
of palliative care in a hospice setting using the validated RU/KZ version of the FAMCARE
questionnaire, and to examine its association with health literacy and organizational factors.

Materials and methods. A cross-sectional study was conducted among 100 family
caregivers of hospice patients. The RU/KZ version of FAMCARE (20 items, 4 domains) was
applied after forward—backward translation and expert panel adaptation. Additional items
assessed health literacy (3 questions). Data analysis included descriptive statistics, Cronbach’s
alpha, y* tests, Mann—Whitney U test, and Spearman correlations.

Results. Internal consistency of FAMCARE was high (¢=0.86 RU, 0=0.82 KZ). The
overall mean satisfaction score was 3.284+0.77 for the Russian version and 3.34+0.72 for the
Kazakh version (out of 5). Family members with low health literacy (56%) reported higher
satisfaction compared to those with adequate literacy (3.45+0.6 vs. 2.9540.6; p=0.004). The
greatest differences were observed in the domains of information (3.4+0.8 vs. 2.9+0.7; p=0.018)
and accessibility/coordination (3.5+0.7 vs. 3.0+0.7; p=0.015). Correlation analysis
demonstrated significant associations: physician response time (p=0.48; p=0.002), nurse
response time (p=—0.41; p=0.006), and bed waiting time (p=0.36; p=0.011).

Conclusion. The RU/KZ FAMCARE demonstrated high reliability and feasibility for
evaluating family satisfaction in hospice care. Family members with higher health literacy
tended to assess care more critically, highlighting gaps in information and psychosocial support.
Reducing response times and improving communication should be priorities for quality
improvement in palliative services.

Key words: palliative care, family satisfaction, hospice, FAMCARE, health literacy,
quality of care.

Introduction. End-of-life care in hospitals and hospices is increasingly recognized as a
critical component of modern healthcare systems, demanding continuous improvement in
quality and responsiveness to patients’ and families’ needs [1]. Previous studies emphasize the
importance of integrating family perspectives, as bereaved relatives often highlight gaps in care
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structures and request more comprehensive support beyond medical treatment, including
emotional and psychosocial aspects [2].

Research also shows that the dying process in hospitals is characterized by insufficient
preparation for imminent death among both patients and relatives, with quality of dying (QOD)
strongly influenced by medical attentiveness, symptom relief, and personalized support [3].
This underlines the multidimensional nature of quality, where both technical competence and
humane care are essential.

Patient-centered evaluations of palliative care have revealed heterogeneous profiles:
some patients report high satisfaction alongside high quality perceptions, while others identify
clear deficiencies [4]. Coping strategies among terminally ill patients, such as religious or
problem-focused coping, have also been shown to correlate with higher life satisfaction,
whereas denial and substance use negatively affect outcomes [5].

To address these gaps systematically, initiatives such as the Palliative Care Quality
Network (PCQN) have developed standardized data collection and benchmarking methods to
monitor processes, outcomes, and family experiences [6]. At the same time, cross-sectional
studies comparing different care settings — inpatient hospices, day hospices, nursing homes, and
home care — have highlighted strengths (such as compassion and supportive atmosphere) as
well as weaknesses (particularly information sharing) [7].

Practical tools like the Gold Standards Framework (GSF) Prognostic Indicator Guidance
(PIG) have been introduced to facilitate earlier identification of patients nearing end of life,
enabling proactive and coordinated care planning [8]. Nevertheless, systematic reviews reveal
that existing quality indicators in palliative care disproportionately emphasize physical
symptoms, particularly pain and dyspnea, while psychosocial, spiritual, and cultural dimensions
remain underrepresented [9].

The quality imperative in palliative care is further reinforced by the shift from volume-
to value-based healthcare financing, which necessitates robust data on outcomes and care
processes [10]. For professionals, continuous quality improvement skills — alongside
communication and goal-setting competencies — are now essential [11]. Methodological
research priorities include clarifying target populations, developing patient- and family-
reported measures, and integrating multiple data sources to capture the full scope of care quality
[12].

Collaborative national and regional initiatives further demonstrate the potential of shared
learning and benchmarking to standardize and elevate palliative care practices globally [13].

However, no studies in Kazakhstan have assessed family satisfaction with hospice care
using a validated instrument, and FAMCARE has never been adapted for bilingual use (Russian
and Kazakh). Furthermore, previous international studies rarely linked satisfaction scores to
concrete organizational indicators such as waiting time for pain relief, staff availability, or the
timing of death-related communication. Addressing these gaps, our study provides the first
bilingual adaptation of the FAMCARE questionnaire in Kazakhstan and enhances its
application by incorporating process-level variables to enable a more comprehensive
assessment of hospice care quality.

The aim of this study was to evaluate family satisfaction with hospice care in Almaty
using the adapted FAMCARE questionnaire and to identify key organizational and care-related
factors influencing satisfaction.

Materials and Methods.

Ethical issues

The study was approved by the local ethics committee of Kazakhstan’s Medical
University “KSPH”, Almaty, Kazakhstan (protocol IRB-416-2025 dated October 24, 2025).
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Moreover, this study complied with the principles of the Declaration of Helsinki. Informed
consent was obtained from all participants, and confidentiality was ensured.

Study design

A descriptive cross-sectional study was conducted to assess family satisfaction with
hospice care.

Participants

A broader pool of potential respondents was contacted by telephone using the contact
information available in hospice medical records. In total, 132 relatives confirmed that the time
since the patient’s death was within the required window of 4 to 12 months, with recruitment
primarily targeting the 6-month period to reduce the influence of acute grief. Among them, 32
individuals declined participation, and 100 relatives agreed to be interviewed and completed
the survey. After reaching the predefined sample size of 100 participants, further recruitment
calls were discontinued.

The inclusion criteria were:

(1) age >18 years;

(2) voluntary informed consent;

(3) confirmation that the patient had died not less than four months and not more than one
year prior to the interview.

The predefined sample size was justified based on commonly used psychometric
recommendations indicating that 5-7 respondents per domain are sufficient for preliminary
assessment of internal consistency when the factorial structure is being applied rather than
reconstructed. Given that the FAMCARE scale comprises four domains, a minimum of 20-28
participants would be acceptable; therefore, a sample of 100 respondents provides a robust basis
for reliability estimation and subgroup comparisons.

For content validity, a subsample of 12 bilingual respondents was invited for cognitive
debriefing to assess clarity, semantic equivalence, and interpretability of the Russian and
Kazakh versions of the instrument.

Study tools

Satisfaction was measured using the FAMCARE questionnaire, which consists of 20
items in four domains: information provision, physical care and symptom control, psychosocial
support, and availability/coordination of care. Each item was scored on a 5-point Likert scale
(1 = very dissatisfied to 5 = very satisfied). The questionnaire was translated into Russian and
Kazakh using forward—backward translation. Content validity was tested in a bilingual focus
group (n = 12), and external validity was reviewed by two public health experts.

Data collection

In addition to FAMCARE, a custom data form was used to collect supplementary
information:

—Patient: age, primary diagnosis and stage, ECOG performance status, intensity of pain
and other symptoms (0—10), length of stay.

—Care processes: family conference (yes/no), time to pain relief, physician/nurse
availability (response time), bed waiting time.

—Relative: relationship to the patient, cohabitation, brief health literacy (1-3 items),
employment status.

— Context: shift (day/night/weekend), ward/area.

Scoring

Responses were coded from 1 to 5. A total score (20-100), mean score (1-5), and
standardized index (0—100) were calculated. Subscale scores were also derived.

Statistical analysis

130



BECTHUK KA3SHMY Ne4 (75) — 2025

ISSN 2524 - 0684 e-ISSN 2524 - 0692

Data were analyzed in SPSS v26.0. Descriptive statistics included means £ SD for
normally distributed variables and medians with interquartile ranges for variables with
distributions deviating from normality; categorical variables were summarized as frequencies
(%). Normality was assessed using the Kolmogorov—Smirnov test (>50 cases) or the Shapiro—
Wilk test (<50). Internal consistency of FAMCARE was evaluated using Cronbach’s alpha.
Following the approach of recent FAMCARE validation studies, reliability was assessed only
for the total 20-item scale, and Cronbach’s alpha was calculated separately for the Russian and
Kazakh versions at the total-score level [14-16]. Group comparisons were performed using
Student’s t test or the Mann—Whitney U test, as appropriate. Associations between continuous
and ordinal variables were examined using Spearman’s correlation coefficients. Nominal
variables were analyzed using Pearson’s y* test. A two-sided p value < 0.05 was considered
statistically significant.

Results. The FAMCARE questionnaire was successfully adapted into Russian and
Kazakh using a forward—backward translation procedure with expert consensus. Semantic
clarity and cultural appropriateness were confirmed during pilot testing with 12 bilingual
participants; the average completion time was 5—7 minutes, and missing responses were
minimal. Content and face validity were supported by expert review.

Overall satisfaction with hospice care was moderate (Table 1). The total mean score was
3.28+0.77 for the Russian version and 3.34+0.72 for the Kazakh version, indicating generally
average satisfaction with several areas requiring improvement. Internal consistency of the
instrument was high: Cronbach’s a = 0.86 for the Russian version and 0.82 for the Kazakh
version. A total of 63 respondents completed the Russian version and 37 completed the Kazakh
version, underscoring the relevance of bilingual adaptation in Kazakhstan.

Table 1. Internal consistency and mean satisfaction scores for the FAMCARE questionnaire
(Russian and Kazakh versions)

Domain Mean SD Mean SD Cronbach’s | Cronbach’s
(RU) (RU) (KZ) (K7Z) a (RU) o (KZ)
Total 3.28 0.77 3.34 0.72 0.86 0.82
(20 items)

We divided respondents into two groups based on health literacy scores derived from
three additional questions. A total of 56 participants (56%) demonstrated low health literacy,
with scores ranging from 3 to 8, a mean of 6.7+1.4, and a median of 7 (IQR 6-8). The remaining
44 respondents (44%) had adequate health literacy, with scores ranging from 9 to 15, a mean
of 10.9£1.6, and a median of 11 (IQR 10-12). For the overall sample, the mean score was
8.6+2.7, with a median of 8 (IQR 6-11). Thus, a substantial proportion of relatives had limited
understanding of medical information, which justified stratification into these two groups for
further comparison of satisfaction with care (Figure 1).
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Figure 1. Distribution of health literacy scores among respondents, stratified into low
and adequate groups (range 3—15)

Table 2 presents detailed characteristics of the two groups formed according to health
literacy level. The mean age was 64.2 = 9.1 years in the low literacy group and 62.8 + 8.7 years
in the adequate literacy group, with no significant differences (p>0.05). Oncology
predominated in both groups (80.4% vs. 77.3%), while other diagnoses accounted for 19.6%
and 22.7% (p>0.05). ECOG performance tended to be worse in the low literacy group (median
3 [2-3] vs. 2 [2-3]), and pain intensity was slightly higher (6.1 £ 2.0 vs. 5.4 £ 1.8), although
differences were not statistically significant. The average length of hospice stay was
comparable between the groups (12.8 £ 5.6 vs. 13.4 £ 6.1 days).

Process-of-care indicators showed trends but no significant differences: family meetings
within 72 h occurred more often with higher literacy (61.4% vs. 51.8%), and response times for
pain relief, physicians, and nurses were shorter in this group. Bed availability delays (>72 h)
were more frequent among low literacy respondents (7.1% vs. 4.5%).

Most respondents were children (46.4% vs. 47.7%) or spouses (~'3), with co-residence in
two-thirds of cases. Respondents’ mean age was 49.6 = 10.8 vs. 47.2 + 11.2 years, women
predominated (66.1% vs. 63.6%), and employment was lower among low literacy relatives
(37.5% vs. 45.5%).

Contextual characteristics were comparable: most admissions occurred during daytime
(60.7% vs. 65.9%), with shared rooms more common than private rooms (73.2% vs. 68.2%).
No significant group differences were found across these domains.

Table 2. FAMCARE Supporting Data Questionnaire

. Low literac Adequate literac
Indicator (n=56) y q (n=44) y y2
Patient
Age, years (M£SD) | 64.2+9.1 \ 62.8+8.7 | >0.05%**
Main diagnosis
— Oncology, n (%) 45 (80.4%) 34 (77.3%) >0.05*
— Other, n (%) 11 (19.6%) 10 (22.7%)
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— Private, n (%)

15 (26.8%)

14 (31.8%)

ECOG, Me [Q1-Q3] 3 [2-3] 2 [2-3] >(.05%**
Pain intensity (0—10), 6.1£2.0 54+1.8 >().05%**
M=SD
Length of stay, days 12.8+5.6 13.4+6.1 >0.05%*
(M£SD)
Care processes
Family meeting held, n 29 (51.8%) 27 (61.4%) >0.05*
(%)
Time to pain relief, min 35 [25-50] 28 [20—40] >(0.05%**
(Me [Q1-Q3])
Physician availability, 20 [15-30] 15 [10-25] >(0.05%*
min (Me [Q1-Q3])
Nurse availability, min 8 [5-12] 6 [4-10] >(.05%*
(Me [Q1-Q3])
Bed waiting time
— None, n (%) 30 (53.6%) 27 (61.4%) >(0.05*
—<24 h,n (%) 13 (23.2%) 10 (22.7%)
—24-72 h, n (%) 9 (16.1%) 5 (11.4%)
—>72 h, n (%) 4 (7.1%) 2 (4.5%)
Relative (respondent)
Relationship
— Spouse, n (%) 18 (32.1%) 16 (36.4%) >0.05*
— Son/daughter, n (%) 26 (46.4%) 21 (47.7%)
— Parent, n (%) 4 (7.1%) 3 (6.8%)
— Other, n (%) 8 (14.4%) 4 (9.1%)
Co-residence, n (%) 37 (66.1%) 31 (70.5%) >().05%*
Age of respondent, 49.6 £10.8 472 +11.2 >().05%**
years (M£SD)
Gender
— Women, n (%) 37 (66.1%) 28 (63.6%) >(0.05*
— Men, n (%) 19 (33.9%) 16 (36.4%)
Employment
— Employed, n (%) 21 (37.5%) 20 (45.5%) >0.05*
— Unemployed, n (%) 35 (62.5%) 24 (54.5%)
Context
Shift
— Daytime, n (%) 34 (60.7%) 29 (65.9%) >(0.05*
— Nighttime, n (%) 15 (26.8%) 10 (22.7%)
— Weekend, n (%) 7 (12.5%) 5 (11.4%)
Room type
— Shared, n (%) 41 (73.2%) 30 (68.2%) >0.05*

Note: * Pearson’s y? test; ** Mann—Whitney U test; *** Student’s t test, p - value < 0.05 was
considered statistically significant.

Comparison of mean satisfaction scores using the FAMCARE questionnaire revealed
statistically significant differences between the groups (Table 3). Relatives with low health
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literacy reported higher satisfaction (mean scores across domains ranged from 3.3 to 3.6), while
those with adequate literacy rated care more critically (2.8-3.1 points).

The largest differences were observed in the domains of Information (3.4+0.8 vs 2.9+0.7;
p=0.018) and Accessibility/Coordination (3.5+0.7 vs 3.0+0.7; p=0.015). Overall, the mean
score was 3.45+0.6 in the low-literacy group and 2.95+0.6 in the adequate-literacy group, a
highly significant difference (p=0.004).

Thus, higher health literacy among relatives was associated with more critical evaluations
and lower satisfaction with the quality of hospice care.

Table 3. Mean satisfaction scores (FAMCARE) by health literacy level

Questionnaire domain Low literacy Adequate P
(n=56) literacy (n=44)

Information (5 items) 34+0.8 29+0.7 0.018*
Physical care & symptom control (5 items) 3.6£0.7 3.1£0.8 0.012*
Psychosocial support (5 items) 3.3+0.9 2.8+£0.8 0.021*
Accessibility & coordination (5 items) 3.5+£0.7 3.0£0.7 0.015%*
Total score (20 items) 345+0.6 2.95+0.6 0.004**
Note: * Mann—Whitney U test; ** Student’s t test, p - value < 0.05 was considered
statistically significant.

Correlation Analysis

The analysis of associations between additional parameters and the overall satisfaction
score (FAMCARE) revealed several significant relationships. The strongest inverse correlation
was found with physician accessibility: shorter response times were associated with higher
satisfaction. Spearman’s correlation coefficient was p =—0.48; p = 0.002, indicating a moderate
and statistically significant relationship. A similar trend was observed for nurse accessibility (p
=-0.41; p=0.006), confirming that faster responses were linked to greater satisfaction among
family members. In addition, a significant association was found with bed availability: longer
waiting times were associated with lower satisfaction scores. For this parameter, the correlation
coefficient was p =—0.36; p=0.011.

Discussion. In the present study, the Russian- and Kazakh-language versions of
FAMCARE showed high internal consistency (0=0.86 and 0d=0.82). We used the coefficient a
for the integral 20-point scale, since this approach is the predominant one in modern
publications and is reflected in the summary review of the practice of summing FAMCARE
scores [14]. The four-domain structure, which was presented in detail in the early developments
of the tool [15,16], is less commonly used today, and most studies in recent years rely on a
common final indicator, which ensures comparability of data.

We have identified differences in the perception of the quality of palliative care depending
on the level of medical literacy (HL). Respondents with low HL gave higher satisfaction ratings,
while participants with adequate HL rated assistance more critically. Although detailed
numerical differences are presented in the Results section, the general trend indicates that
informed respondents are more sensitive to lack of awareness, delays, and organizational
constraints. These findings are consistent with the studies of Adewole et al. [17], Seenivasan et
al. [18] and Risberg et al. [19], where a higher level of education, awareness, and engagement
was associated with increased expectations and, as a result, lower satisfaction in the presence
of communication or organizational deficits.

At the same time, an alternative model — high medical literacy promotes better
communication, understanding of information, and higher satisfaction — is also supported by a
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number of studies [20-23]. Thus, the differences between the studies are explained by the action
of two mechanisms: (1) a higher HL increases the quality of interaction with the system, (2) a
higher HL increases the criticality of the assessment when expectations do not match the actual
level of assistance. In our case, the second mechanism dominates.

Negative correlations of satisfaction with the response time of the doctor and nurse, as
well as with bed availability, indicate key organizational constraints. This is consistent with
research in Toronto palliative hospitals, where communication, teamwork, family orientation,
and resource availability have been identified as the main carriers of quality [1]. Similar
conclusions are demonstrated by a large study among 270 relatives, noting a lack of structural
support and the need for regular family conferences [2]. Our results are also comparable to the
Dutch multicenter data on Quality of Dying (QOD), where lack of awareness and delays in
coordination were the most common problems [3].

Differences in satisfaction profiles by HL level are consistent with Norwegian cluster
studies, where groups of respondents with different levels of criticality are identified [4], and
the role of psychological factors (religious/problem-oriented coping behavior vs denial and
emotional discharge) additionally confirms the heterogeneity of quality perception [5].

From an organizational point of view, our data is consistent with PCQN requirements,
where 23 basic and 22 additional quality indicators are standardized, including response time
and interagency process comparison [6]. As in the study with 191 respondents, the information
block remains the most pronounced gap between significance and actual achievement [7]. Early
identification of patients in the last year of life and early planning of preferences can reduce
delays, which corresponds to those aspects that showed the strongest correlations in our study
[8].

A systematic review of 284 indicators of palliative care in oncology revealed an
imbalance between the assessment of physical indicators and the lack of representation of
spiritual, cultural and communicative components [9]. The growth of value-based healthcare
models reinforces the need for regular quality monitoring and verification [10], and the
introduction of quality improvement tools (navigation, rapid analysis, lean cycles) is becoming
a key area of development [11]. Methodological priorities include the correct choice of
denominators, the use of multi-source data, and the wider use of PROMs/PREMs [12]. National
and regional collaborations demonstrate that data synthesis and benchmarking make it possible
to standardize processes and improve practices [13].

Our data also fits into the context of health literacy research. In a sample of 7,334 elderly
patients, inadequate HL was associated with lower preventive activity and lower satisfaction
[20], in Germany better accessibility and coordination were independent predictors of
satisfaction [21,22], and in Turkey higher organizational HL correlated with higher care scores
[23]. In inpatient studies, HL was also positively associated with the perception of the quality
of care, including nursing care [25]. Finally, a systematic review of emergency care confirmed
that delays and the subjective ability of services to solve problems remain key factors of
satisfaction [26], which is in direct agreement with our data on staff response time and bed
availability.

Collectively, the results confirm:

—The Russian- and Kazakh-language versions of FAMCARE have high psychometric
reliability;

—The impact of HL on satisfaction is twofold, and under organizational constraints, a
higher HL is associated with greater criticality;

—Communication, timely response, and process coordination remain key points of
improvement;
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—The identified patterns are consistent with global trends in the development of palliative
care and international data on the satisfaction factors of patients' relatives.

Study strengths

This study has several important strengths that advance both research and practice in
palliative care in Kazakhstan.

First, it presents the first bilingual (Russian — Kazakh) adaptation and psychometric
evaluation of the FAMCARE questionnaire, demonstrating strong reliability and validity across
both language versions. This methodological contribution fills a major gap in the measurement
of palliative care quality in multilingual settings and provides a standardized tool for future
routine assessments.

Second, unlike most previous studies using FAMCARE, our design integrated process-
level organizational indicators (physician and nurse response times, bed availability, family
conferences, and timing of key communication events). This expanded framework enabled the
identification of modifiable structural and workflow factors directly associated with family
satisfaction — an innovation that strengthens the practical value of the findings for quality
improvement.

Third, the study included a representative sample of bereaved relatives, surveyed at a
methodologically appropriate interval after death, reducing acute grief bias and increasing the
credibility of reported experiences.

Finally, the analysis of health literacy subgroups offered a novel perspective on
heterogeneity in perceptions of care and highlighted potential inequities in communication and
information practices within hospice settings.

Study limitations

This study has several limitations that should be considered when interpreting the
findings.

First, satisfaction was assessed six months after the patient’s death. Although this
retrospective interval aligns with international recommendations, the passage of time may
influence emotional recall and the way respondents evaluate their experience.

Second, the study sample reflects a single model of palliative care delivery. As a result,
the generalizability of the findings may be limited in settings with different organizational
structures, resource availability, or patterns of family—provider interaction.

Finally, the data rely on subjective reports from family members. While this approach is
standard for measuring satisfaction, it inherently reflects individual emotional, cultural, and
communication-related factors that may influence responses.

Conclusion. The RU/KZ FAMCARE demonstrated high reliability and feasibility for
evaluating family satisfaction in hospice care. Family members with higher health literacy
tended to assess care more critically, highlighting gaps in information and psychosocial support.
Reducing response times and improving communication should be priorities for quality

improvement in palliative services.

Conflict of interest.

The authors declare no conflict of interest

Authors' contribution.

Concept, AK, MB; Execution, AK, MS, MM; Processing of results, AK, ML; Scientific interpretation of the
results, AK, MB; Article writing, AK, MB, DA, MM. This material has not been previously submitted for
publication in other publications and is not under consideration by other publishers

Funding. None.

136



10.

11.

12.

13.

14.

15.

BECTHUK KA3SHMY Ne4 (75) — 2025

ISSN 2524 - 0684 e-ISSN 2524 - 0692

REFERENCES
Bussmann S, Muders P, Zahrt-Omar CA, Escobar Pinzon LC, Radbruch L, Elsner F.
Improving end-of-life care in hospitals: a qualitative analysis of bereaved families’
experiences and suggestions. Am J Hosp Palliat Med. 2015;32(1):44-51.
Witkamp FE, van Zuylen L, van der Rijt CC, van der Heide A. Dying in the hospital:
what happens and what matters, according to bereaved relatives. J Pain Symptom
Manage. 2015;49(2):203-213. https://doi.org/10.1016/j.jpainsymman.2014.06.013
Sandsdalen T, Wilde-Larsson B, Grendahl VA. Patients’ perceptions of the quality of
palliative care and satisfaction — a cluster analysis. J Multidiscip Healthc. 2019;12:903—
915. https://doi.org/10.2147/JMDH.S220656
Garg R, Chauhan V, Sabreen B. Coping styles and life satisfaction in palliative care.
Indian J Palliat Care. 2018;24(4):491-496. https://doi.org/10.4103/IJPC.IJPC 125 18
Pantilat SZ, Marks AK, Bischoff KE, Bragg AR, O’Riordan DL. The palliative care
quality network: improving the quality of caring. J Palliat Med. 2017;20(8):862—868.
https://doi.org/10.1089/;pm.2016.0514
Sandsdalen T, Hov R, Heye S, Rystedt I, Wilde-Larsson B. Patients’ perceptions of
palliative care quality in hospice inpatient care, hospice day care, palliative units in
nursing homes, and home care: a cross-sectional study. BMC Palliat Care. 2016;15(1):79.
https://doi.org/10.1186/s12904-016-0152-1
Thomas K, Armstrong Wilson J, Gold Standards Framework (GSF) Team. Prognostic
Indicator Guidance (PIG). 4th ed. London: The Gold Standards Framework Centre in End
of Life Care CIC; 2011. Available from: http://www.goldstandardsframework.org.uk
[cited 2025 May 6].
Kamal AH, Currow DC, Ritchie CS, Bull J, Abernethy AP. Quality measures for
palliative care in patients with cancer: a systematic review. J Oncol Pract.
2014;10(4):281-287. https://doi.org/10.1200/JOP.2013.001212
Kamal AH, Hanson LC, Casarett DJ, Dy SM, Pantilat SZ, Lupu D, et al. The quality
imperative for palliative care. J Pain Symptom Manage. 2015;49(2):243-253.
https://doi.org/10.1016/j.jpainsymman.2014.06.008
Kamal AH, Nicolla J, Power S. Quality improvement pearls for the palliative care and
hospice  professional. J Pain  Symptom  Manage. 2017;54(5):758-765.
https://doi.org/10.1016/j.jpainsymman.2017.07.040
Dy SM, Herr K, Bernacki R, Kamal AH, Walling AM, Ersek M, et al. Methodological
research priorities in palliative care and hospice quality measurement. J Pain Symptom
Manage. 2016;51(2):155-162. https://doi.org/10.1016/j.jpainsymman.2015.10.019
Kamal AH, LeBlanc TW, Meier DE, Morrison RS. Improving the quality of palliative
care through national and regional collaboration efforts. Cancer Control. 2015;22(4):396—
402. https://doi.org/10.1177/107327481502200407
Pfaff K, Markaki A. Compassionate collaborative care: an integrative review of quality
indicators in  end-of-life = care. BMC  Palliat Care. 2017;16(1):65.
https://doi.org/10.1186/s12904-017-0246-4
Guldhav KV, Andersen JR, Eldal K, Lundeby T, Hegland PA. Practices for reporting
scale structure and summarizing scores in studies using FAMCARE scale to assess
caregiver satisfaction with cancer care: a scoping review. Patient Relat Outcome Meas.
2024;15:271-286. https://doi.org/10.2147/PROM.S479195
Kristjanson LJ. Validity and reliability testing of the FAMCARE scale: measuring family
satisfaction with advanced cancer care. Soc Sci Med. 1993;36(5):693-701.
https://doi.org/10.1016/0277-9536(93)90066-D

137


http://www.goldstandardsframework.org.uk/

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

BECTHUK KA3SHMY Ne4 (75) — 2025

ISSN 2524 - 0684 e-ISSN 2524 - 0692

Aoun S, Bird S, Kristjanson LJ, Currow D. Reliability testing of the FAMCARE-2 scale:
measuring family carer satisfaction with palliative care. Palliat Med. 2010;24(7):674—
681. https://doi.org/10.1177/0269216310373166

Adewole DA, Reid S, Oni T, Adebowale AS. Factors influencing satisfaction with service
delivery among National Health Insurance Scheme enrollees in Ibadan, Southwest
Nigeria. J Patient Exp. 2022;9:23743735221074186.
https://doi.org/10.1177/23743735221074186

Seenivasan M, Banu F, Inbarajan A, Natarajan P, Natarajan S, V AK, et al. The
consequence of complete dentures on quality of life of edentulous patients in the South-
Indian population based on educational and socioeconomic grades. Cureus.
2020;12(2):€6923. https://doi.org/10.7759/cureus.6923

Risberg T, Bremnes RM, Wist E, Kaasa S, Jacobsen BK. Communicating with and
treating cancer patients: how does the use of non-proven therapies and patients’ feeling
of mental distress influence the interaction between the patient and the hospital staff. Eur
J Cancer. 1997;33(6):883—890. https://doi.org/10.1016/S0959-8049(97)00025-7
MacLeod S, Musich S, Gulyas S, Cheng Y, Tkatch R, Cempellin D, et al. The impact of
inadequate health literacy on patient satisfaction, healthcare utilization, and expenditures
among older adults. Geriatr Nurs. 2017;38(4):334-341.
https://doi.org/10.1016/j.gerinurse.2016.12.003

Altin SV, Stock S. Impact of health literacy, accessibility and coordination of care on
patient’s satisfaction with primary care in Germany. BMC Fam Pract. 2015;16:148.
https://doi.org/10.1186/s12875-015-0362-0

Altin SV, Stock S. The impact of health literacy, patient-centered communication and
shared decision-making on patients’ satisfaction with care received in German primary
care practices. BMC Health Serv Res. 2016;16:450. https://doi.org/10.1186/s12913-016-
1693-y

Hayran O, Ozer O. Organizational health literacy as a determinant of patient satisfaction.
Public Health. 2018;163:20-26. https://doi.org/10.1016/j.puhe.2018.06.011

Koca M, Inceoglu F, Deniz S. Determining the relationship between e-health literacy and
personal health system and patient satisfaction using structural equation model: an
example of a training and research hospital. BMC Health Serv Res. 2025;25(1):771.
https://doi.org/10.1186/s12913-025-12834-5

Karakiz E, Tosun B. Evaluation of patients’ health literacy and nursing care satisfaction
levels according to some descriptive characteristics. Hacet Univ Hemsire Fak Derg.
2022;9(1):48-56.

Garcia-Alfranca F, Sanchez-Martinez FI, Sarria-Santamera A, Otero-Garcia L. Patient
satisfaction with pre-hospital emergency services: a qualitative study comparing
professionals’ and patients’ views. Int J Environ Res Public Health. 2018;15(2):233.
https://doi.org/10.3390/ijerph15020233

Information about authors
@XKatayeva Aiya Kairbekovna, 2nd year master's student "Medical and Preventive Care",

Kazakhstan’s Medical University “KSPH”, kataeva.ajya@bk.ru, https://orcid.org/0000-0003-
3226-1363

Baimuratova Mairash Aushatovna, candidate of medical sciences, Professor of the

Department of Public Health and Social Sciences, Kazakhstan’s Medical University “KSPH”,
mairash@list.ru, https://orcid.org/0000-0003-0219-7874,

138


https://doi.org/10.3390/ijerph15020233
mailto:kataeva.ajya@bk.ru
mailto:mairash@list.ru

BECTHUK KA3SHMY Ne4 (75) — 2025

ISSN 2524 - 0684 e-ISSN 2524 - 0692

Laktionova Mariya Vladimirovna, PhD, obstetrician - gynecologist, LLP “Ls Clinic”,
Department of Public Health and Social Sciences, Kazakhstan’s Medical University “KSPH”,
rigel1992@mail.ru, https://orcid.org/0000-0002-9435-8841,

Sarsenbaeva Maira Zamanbekovna, director of the medical college "KSPH", Senior
Lecturer of the Department of Public Health and Social Sciences, Kazakhstan’s Medical
University “KSPH”, maira.sarsenbaeva@mail.ru, https://orcid.org/0009-0001-4747-5391

Abdukalikova Delmira Bakytbekovna, master of public health, PhD candidate, Head of
the Department of Public Health and Social Sciences, Kazakhstan’s Medical University
“KSPH”, delmira-555@mail.ru, https://orcid.org/0000-0001-8735-305X

Makka Mayra Makkakyzy, 2nd year master's student "Medical and Preventive Care",
Kazakhstan’s Medical University “KSPH”, doctor of ultrasound diagnostic, SCE on REM
CCHNe7, makoskal989@mail.ru, https://orcid.org/0009-0005-6256-2310,

ABTOpJap TypaJibl MAJIiMeTTEp

@KataeBa Aiis KaupOexkoBHa, «MEAMIMHAIBIK-POPUIAKTHKAIBIK 1C»  2-Kypc
maructpanTsl, Kazakctan Menununaneik YrauBepcuteti "KJICKM", kataeva.ajya@bk.ru,
https://orcid.org/0000-0003-3226-1363

baiimypaToBa Maiipam AymaToBHa, M.F.K, «KOFaMIbIK TEHCAYJBIK JKOHE OJICYMETTIK
FRUTBIMIAp» KadenpacelHbiH Tpodeccopsl, Kazakcran MeaunuHaIbK YHUBEPCHUTETI
"KACKM", mairash@]list.ru, https://orcid.org/0000-0003-0219-7874

JlakTnonoBa Mapusi Brnagumuposna, PhD, axymep-runexonor, XKIIC «Ls clinicy,
"KoFaMIbIK JeHCAYIIBIK KOHE 9JIeyMETTIK FeutbiMaap" kadenpacel, Kazakcran MenunmuHaIbIK
Yuusepcureri "KACKM", rigel1992@mail.ru, https://orcid.org/0000-0002-9435-8841

CapcenbaeBa Maiipa 3amanbOexkoBHa, M.F.K., «KICXKXM» wMemummHa KOJUICIHKIHIH
TUPEKTOpbl, KoFaMIBIK IEHCAyNbIK KOHE OJCYMETTIK FhUIBIMAAp KadeapachiHbIH ara
OKBITYIIBICHI, Kazakcran MeunuHanbIK YHusepcureri «KICXM»,
maira.sarsenbaeva@mail.ru, https://orcid.org/0009-0001-4747-5391,

AoGnykanukosa Jlenbmupa bakeitOekoBHa, KoraMIbIK 1eHCayIbIK cakTay Maructpi, PhD
ymitkep, KoramabIK JeHCaynblK >KOHE OJIEYMETTIK FBhUIBIMAAD KadeApachlHBIH OKY
meHrepymrici, Kazakcran Meaumunansik YaUBepcuteTi «KIACXKM», delmira-555@mail.ru,
https://orcid.org/0000-0001-8735-305X

Makka Maifpa MakKakbI3bl, «MEIUIIMHAIBIK-TPOPUIAKTUKAIBIK 1C»  2-KypcC
maructpanTel, Kazakcran Memumunaneik YHusepcuteri «KICXKM», Y3 mopirepi, «Ne7
KKA» HI’KK MKK, makoskal989@mail.ru, https://orcid.org/0009-0005-6256-2310

Caenenust 00 aBTopax

@KaraeBa Alis KaupOekoBHa, MarucTpant 2-ro Kypca «Meauko-mpodriakTHIecKoe
neno», Kaszaxcranckuit MenunuHckuil YHUBepcUTeT «Bpicmias mkona oOIIECTBEHHOTO
3IpaBoOXpaHeHus», kataeva.ajya@bk.ru, https://orcid.org/0000-0003-3226-1363

BaiimyparoBa Maiipam AymaToBHa, K.M.H., mpodeccop kKadeapsl «OOmiecTBeHHOE
3I0pOBbE U COLMANIbHBIE Hayku», Kazaxcranckuii MenuuuHckuii YHuUBepcuter «Boicimas
IIKOJIa OOIIECTBEHHOTO 37paBooXpaHeHus», mairash@list.ru, https://orcid.org/ 0000-0003-
0219-7874

JlakTnoHosa Mapwus Biaangumuposna, PhD, Bpau-runexomnor, TOO «Ls clinic», kadgenpa
«OO01IecTBeHHOE 3JI0POBhE W COIMANbHBICE HaykKuW», Kazaxcranckwii MemumHCKUI
VYHuBepcuter «Bpicmas mkoybl OOIIECTBEHHOTO 3ApaBoOXpaHeHus», rigell992@mail.ru,
https://orcid.org/ 0000-0002-9435-8841

CapcenbaeBa Maiipa 3amMaHOEKOBHA, K.M.H., JUPEKTOp METUIIMHCKOTO KOJJIemKa
«BpIcmias 1Koyl OOIIECTBEHHOTO 3/pPaBOOXPAaHEHUS», CTApIIUNA MpenojgaBaTesb Kadeapbl
OO01ecTBeHHOE 37I0POBbE U COIMaNIbHBIC HayKH, Ka3axcranckuit MeauuuHCKuil Y HUBEpCUTET

139


mailto:rigel1992@mail.ru
mailto:maira.sarsenbaeva@mail.ru
mailto:delmira-555@mail.ru
mailto:makoska1989@mail.ru
mailto:kataeva.ajya@bk.ru
mailto:mairash@list.ru
mailto:rigel1992@mail.ru
mailto:maira.sarsenbaeva@mail.ru
mailto:delmira-555@mail.ru
mailto:makoska1989@mail.ru
mailto:kataeva.ajya@bk.ru
mailto:mairash@list.ru
mailto:rigel1992@mail.ru

BECTHUK KA3SHMY Ne4 (75) — 2025

ISSN 2524 - 0684 e-ISSN 2524 - 0692

«Bpicmrass  mKONBI  OOIIECTBEHHOTO  3/IpaBOOXpaHEHHWs», maira.sarsenbaeva@mail.ru,
https://orcid.org/0009-0001-4747-5391

AoGnykanukoBa JlembMupa bakpTOeKOBHA, MarucTp OOIIECTBEHHOTO 3PaBOOXPAHEHUS,
nperenaeHT PhD, 3aByu kadenpsr OOIIECTBEHHOE 3I0pOBRE W COIHMAIBHBICE HAYKH,
Kazaxcranckuit Menunuackuid  YHuBepcuter «Bpicmas  mKoiasl  0OIIECTBEHHOTO
3apaBooxpaHeHus», delmira-555@mail.ru, https://orcid.org/0000-0001-8735-305X

Makka Maiipa MakkakbI3bl, MarucTpanT 2-ro Kypca «Menuko-npopuiakTuIecKoe
neno», Kasaxcranckuii Megunuackuii Yuausepcuter «BHIO3», Bpau Y3U, KI'TI na I1XB
«I'’KBb Ne7y», makoskal989@mail.ru, https://orcid.org/0009-0005-6256-2310

FAMCARE BAJIMATEJTEH CAYATHAMACBIH ITAVJIAJTAHA OTBIPBIII,
XOCHHUCTEI'T TAJVIMATUBTIK KOMEKTIH CAITACBIHA TYBICTAPBIHBIH
KAHATATTAHYIWBUIBITBIH BATAJIAY

A.K. KATAEBA !, M.A. BAUMYPATOBA !, M.B. JAKTUOHOBA ',
M.3. CAPCEHBAEBA '3, 1.b. ABJYKAJIUKOBA ', M.M. MAKKA '*#

! Kasakcran Memuruuansix Yausepeuteti «KJICKM», Anmatel, Kazakcran
2 KUIC «Ls clinicy, Anmarsl, Kazakcran

3 «KJICXKXM» menuiuna kojutemki, AnMarsl, Kazakcran

4 «Ne7 Kananslk kInHUKANbIK aypyxana» IIDKK MKK, AnMarsl, Kasakcran

Tyiiingeme

Kipicne. ITammmaTtuBTIK KOMEKTIH camachblHa TYBICTAPBIHBIH KaHAFATTAHYIIBUIBIFBl —
XOCTIHMC KBI3METIHIH THIMIUIITIHIH MaHBI3Abl KOPCETKIMIl. XalablKapalblK JICHTeiIe KeHIHEeH
konnanbuiaTeiH FAMCARE cayannamacer Kazakcran sxarnaiibiaia OypheIH aii1ananbuIMaraH.

Makcarbl. XocmucTeri MaUIMATHBTIK ~ KOMEKTIH  calachblHa  TYBICTapbIHBIH
KaHaFaTTaHYIIBUIBIFBIH BAIMATENTEH Opbic-Ka3ak Hyckackl FAMCARE cayannamachl apKbUTb
Oaranay >KOHE OHBl MEIULMHAIBIK CayaTTBUIBIK JEHTeHIMEH J>KOHE YHBIMIACTBIPYIIBUIBIK
(axToprapMeH OalIaHBICHIH TallAY.

Marepuanaap MeH aaicrep. 3eprreyre xocnuc narueHTTepiHiy 100 TybICH KaThICTHI.
Cayannama exi Tinge oOetiimaenin (RU/KZ), munoTTeIK anmpobanus KoHE MCUXOMETPHSITBIK
tanaay xyprizina (Kpon6ax ampha=0,82). MeaunuHanblK cayaTThUIBIK JACHTEHI KOCHIMIIA
CYypakTap apKbUIbl aHBIKTANIbL. CaJbICTBIPy TOMEH AeHreiaeri (n=56) j>KOHE KETKLTIKTI
neHreiaeri (n=44) Tonrap apachlH/Ia KYPri3uil.

Horuaxenep. XKannst opraima FAMCARE ynaiist 3,3+0,75 6onasl. EH ToeMeH kepceTKir
«Ilcuxooneymertik Kommay» OnoreiHzma (3,1+0,9), en xorapbichl — «KOMKETIMAUTIK JKOHE
yinecripy» Onorsinaa (3,6+0,8) Tipkenmi. TemeH cayaTTbUIBIFBI Oap TYyBICTap KOFaphl
KaHaFaTTaHymbUIBIK ~ KepceTTi  (3,45+0,6 xapcer  2,95+0,6; p=0,004). En yikeH
aiieipMamibuibIKTap «Axkmapat» (p=0,018) xone «Komxerimaimix/yinecripy» (p=0,015)
OJIOKTapbIHAa aHBIKTAIAbI. KOppensauusiibiK Tanaay skairbl KaHaFraTTaHyIbUIBIKTBIH Aopirepai
KYTY yakbIThiMeH (p=0,48; p=0,002), menbukeni kyTy yakpiTeiMeH (p=0,41; p=0,006) xone
TOCEK OpPHBIHA KYTY yakeIThiIMeH (p=0,36; p=0,011) kepi OaitlaHbICTBI KOPCETTI.

KopsbiTtbiaasl. FAMCARE cayanHamachlHBIH —~ OpbIC-Ka3aK HYCKachl  KOFaphbl
CeHIMIUTIKTI >koHe Kazakcran ikarmalblHIa KOJIIAaHYFa JKapaMIBUIBIFBIH  KOPCETTI.
KanaraTTaHymIbUIBIK ~ JIEHT€Ml MEIUIIMHANBIK CAyaTTBUIBIK TI€H YHBIMAACTHIPYIIBUIBIK
dakTopiapra Toyeni, Oy akmapaTThIK KOJIAayAbl KYIIEUTY, MaMaHIapIblH KOKETIMILTITIH
apTTHIPY ’KOHE KOMEKTI YHJIeCTIpy /Il KaKcapTy KaXKETTUIITH ailKbIH Al Tbl.
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Tyitinai ce3gep: mnaIMaTUBTIK KeMeK, KaHarartaHymbuiblk, FAMCARE,
MCIUITNHAJIBIK CayaTTI:IJ'H:IK, Bannz[Tey.

YJIOBJETBOPEHHOCTH POACTBEHHUKOB KAYECTBOM HNAJLJIMATUBHOM
IHOMOIIH B XOCIIMCE C UCITIOJIb30BAHHUEM BAJIMIUPOBAHHOI'O
OINPOCHUKA FAMCARE

AK.KATAEBA ', M.A. BAUIMYPATOBA !, M.B. TJAKTHUOHOBA 2, M.3.
CAPCEHBAEBA '*, .Lb. ABJYKAJIUKOBA ', M.M. MAKKA '

! Kazaxcranckuit MequmnHCKuii Yuusepcurer «BIIO3y», Anmarsl, Kazaxcran
2 TOO «Ls clinic», Anmarsl, Kazaxcran

3 Memuumackuii koyutemk «BIIIO3y», Anmatsl, Kazaxcran

4 KI'TI ua ITXB «l"oponckast kimuanYeckast 6onpHUIA No7y», Anmatel, Kazaxcran

AHHOTaN U,

BBenenue. Y10BIE€TBOPEHHOCTh POACTBEHHUKOB KAaYECTBOM MAJJIMATUBHOM MOMOIIM
SIBJISIETCS. BAKHBIM MHIMKATOPOM PabOThI XOCTIHCHBIX cITyk0. HecMoTpst Ha MEXTyHapOIHYIO
pacnpoctpanéHHocTh onpocHuka FAMCARE, ero npumenenue B ycinoBusix Kazaxcrana panee
HE MPOBOJNIIOCE.

Heab. OueHUTh yAOBIETBOPEHHOCTh POJACTBEHHUMKOB Kauye€CTBOM NaJUIMATUBHOMN
MOMOIII B XOCHHCE C HCIOJIB30BAHMEM BAIHMIMPOBAHHOTO PYCCKO-Ka3aXCKOrO BapHaHTa
onpocHuka FAMCARE u npoananu3upoBath €€ CBSI3b C YpPOBHEM MEIUIIMHCKON IPaMOTHOCTH
Y OPTaHU3AIHMOHHBIMH (DAKTOpPAMH.

Marepuaabl u meroabl. [IpoBeaeHo nonepedHoe uccienoBanue c¢ yyactuem 100
POJICTBEHHUKOB TMAlMEHTOB XOCTHCA. BBIMONHEH TMepeBOJ W JBYS3bIUHAS aJamTaius
onpocauka (RU/KZ), mumoTHOe TECTUpPOBaHHWE, TICHXOMETPUYECKHH aHamm3 (o
Kponb6axa=0,82). YpoBeHb MEIULIMHCKONW TPAMOTHOCTH OIPENENSIICS MO JAONOIHUTEIbHBIM
Bornpocam. CpaBHEHHE TIPOBOIUIIOCH MEXTY TPYIIIIAMH ¢ HU3KUM (n=56) 1 afekBaTHBIM (n=44)
YPOBHEM T'PaMOTHOCTH.

Pe3yabtarbl. Cpegauit o6mmit 6amn FAMCARE cocrasui 3,34+0,75. Haubomnee Huzkue
OIICHKH ObLTH TONTy4eHbI 1o 050Ky «[lcuxoconmanshas nmoanepxkkay (3,1+0,9), Hausbiciime —
no «Jlocrymuoctn u koopauHamum» (3,6+£0,8). PoAcTBEeHHHMKHM ¢ HHU3KOW TPaMOTHOCTBIO
MPOJEMOHCTPHUPOBAIH O0JIee BBICOKYIO YAOBIETBOPEHHOCTH (00muit 6amn 3,45+0,6 mpoTuB
2,95+0,6; p=0,004). HanGonpmue pazaudus BeIsIBICHBI 110 6J0KaM «ubopmarus» (p=0,018)
u «JlocrynHocts/koopauHanus» (p=0,015). Koppensaunonsslii aHanu3 mnokasan 3HAYUMBbIe
oOpaTHble CBsI3M OOIIEH YIOBIECTBOPEHHOCTH C BpeMeHeM oxuaaHus Bpada (p—~0,48;
p=0,002), mencectpst (p=0,41; p=0,006) u xoiiku (p=10,36; p=0,011).

3akiouenue. Pyccko-kazaxckuii Bapuant FAMCARE mnokasan BbICOKYIO HaIEKHOCTh
U TMIPUMEHUMOCTH B ycinoBusax KazaxcraHa. BeisiBlieHa 3aBUCUMOCTH YAOBIETBOPEHHOCTH OT
YpOBHS MEIUIMHCKOW TPaMOTHOCTH M OPraHU3alMOHHBIX (PAKTOPOB, YTO MOJUYEPKHBAET
HEOOXOJUMOCTh YCWJICHHUS HWH(POPMAIIMOHHOW TONACPKKH, MOBBIMICHUS JOCTYITHOCTH
CHEIHAJIMCTOB U YIy4IIEHUsI KOOPAUHAIIMY TOMOIIIH.

KiroueBrble cj10Ba: najuiMaTuBHAs IOMOILb, YI0BIETBOPEHHOCTH Yxo10M, FAMCARE,
MEAMIMHCKAs TPAMOTHOCTb, BaJIUAU3aIIHsL.
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