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KEYWORDS Abstract

Surveys and Objective: To develop and test a culturally adapted core set of questions to measure patients’
questionnaires; experience after in-patient care.

Patient satisfaction; Material and methods: Following the methodology recommended by international guides, a
Validation studies; basic set of patient experience questions, selected from Picker Institute Europe questionnaires
Translating; (originally in English), was translated to Spanish and Catalan. Acceptability, construct valid-
Cross-cultural ity and reliability of the adapted questionnaire were assessed via a cross-sectional validation
comparison; study. The inclusion criteria were patients aged >18 years, discharged within one week to one
Patient-centered care month prior to questionnaire sending and whose email was available. Day cases, emergency

department patients and deaths were excluded. Invitations were sent by email (N=876) and
questionnaire was fulfilled through an online platform. An automatic reminder was sent 5 days
later to non-respondents.

Results: A questionnaire, in Spanish and Catalan, with adequate conceptual and linguistic equiv-
alence was obtained. Response rate was 44.4% (389 responses). The correlation matrix was
factorable. Four factors were extracted with Parallel Analysis, which explained 43% of the total
variance. First factor: information and communication received during discharge. Second fac-
tor: low sensitivity attitudes of professionals. Third factor: assessment of communication of
medical and nursing staff. Fourth factor: global items. The value of the Cronbach alpha was
0.84, showing a high internal consistency.
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Conclusions: The obtained experience patient questionnaire, in Spanish and Catalan, shows
good results in the psychometric properties evaluated and could be a useful tool to identify
opportunities for health care improvement in our context. Email could become a feasible tool
for greater patient participation in everything that concerns his health.

© 2018 SECA. Published by Elsevier Espana, S.L.U. All rights reserved.

Traduccion al espanol y al catalan, adaptacién transcultural y validacion del Picker
Patient Experience Questionnaire-15

Resumen

Objetivo: Disenar y validar un conjunto basico de preguntas culturalmente adaptadas para
medir la experiencia de los pacientes después de un ingreso hospitalario.

Material y métodos: Siguiendo la metodologia recomendada por guias internacionales, se real-
izd la traduccion y adaptacion al espanol y al catalan de un conjunto basico de preguntas
sobre experiencia del paciente, seleccionadas de cuestionarios en inglés del Picker Institute
Europe. Se realizé un estudio transversal de validacion para evaluar la aceptacion, la validez
de constructo y la fiabilidad del cuestionario adaptado. Los criterios de inclusion seleccionaron
adultos dados de alta del hospital entre una semana y un mes antes, y de los que se disponia
de su correo electronico. Se excluyeron los ingresos de menos de 24 h, las altas del servicio de
urgencias y las altas por defuncion. Se les invit6 a participar por correo electronico (N=876) y
el cuestionario fue completado a través de una plataforma online. Un recordatorio automatico
fue enviado a los no respondedores 5 dias después del primer correo electronico.

Resultados: Se obtuvo un cuestionario, en espafiol y en catalan, con una equivalencia concep-
tual y linglistica adecuada. La tasa de respuesta fue del 44,4% (389 respuestas). La matriz de
correlacion fue factorizable. Cuatro factores fueron extraidos en un analisis paralelo, que expli-
caron el 43% de la varianza total. Primer factor: informacion y comunicacion recibida durante
el alta; Segundo factor: actitudes poco sensibles de los profesionales; Tercer factor: evalu-
acion de la comunicacion con médicos y enfermeras; Cuarto factor: items globales. El valor del
coeficiente alfa de Cronbach fue de 0,84, indicando una alta consistencia interna.
Conclusiones: El cuestionario de experiencia del paciente obtenido, en espafol y en catalan,
muestra buenos resultados en las propiedades psicométricas evaluadas y puede constituir un
instrumento Gtil para identificar oportunidades de mejora de la asistencia sanitaria en nuestro
entorno. El correo electrénico podria convertirse en una herramienta viable para una mayor
participacion del paciente en todo lo que concierne a su salud.

© 2018 SECA. Publicado por Elsevier Espana, S.L.U. Todos los derechos reservados.

Introduction

Patient-centered care concerns the relationship between
health providers and patients (and their relatives and care-
givers) along the healthcare process.” It implies patient
involvement in decision-making about their healthcare and
treatment, as well as patient and public participation in
healthcare planning.? Both of them require the establish-
ment of mechanisms to identify preferences, problems or
unmet needs of patients. Satisfaction analysis has shown
limitations in understanding these problems, as satisfaction
is a subjective construct related to expectations rather than
with problem solving.>*

The Beryl Institute defines patient experience® as ‘‘the
sum of all interactions, shaped by an organization’s culture,
that influence patient perceptions across the continuum of
care’’. The assessment and measurement of patients’ expe-
rience facilitates both strategic and shared decision-making

affecting every patient.® The increasing interest from policy
makers to obtain this information and build a ‘‘health ser-
vice designed around the patient’’” shows a trend toward
studying patients’ experience.?”’

However, there are numerous ways to measure and
understand patient experience, and no one ‘best’ method
for all circumstances. A combination of methods, both
qualitative and quantitative, must be often used for its
assessment.'? Patient-reported experience measures cap-
ture a person’s perception of their experience with health
care or service, providing insight into what truly matters
most to patients and information about the patient-
centeredness of the health care they receive."

One example of patient’s experience assessment is the
Hospital Consumer Assessment of Healthcare Providers and
Systems,'? which results influence decisions about health
services financing in MEDICARE. Another example are the
surveys conducted by the Picker Institute Europe in the
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National Health Service for assessing patient experience of
in-patient care.'' In Spain, there are some surveys to mea-
sure satisfaction during hospitalization,>~"” yet not directly
experience.

Building on extensive qualitative research to determine
which aspects of care are important to patients, the Picker
Institute developed standardized instruments to measure
the quality of care.'' The Picker Adult in-Patient Ques-
tionnaire consists of a number of sections asking patients
about their condition, demographic details, and aspects of
their health care experience. A core set of 15 questions
selected from that questionnaire, known collectively as the
Picker Patient Experience questionnaire (PPE-15), has been
developed and validated for use in comparative and longi-
tudinal benchmarking. In 2014, another short form scale,
the Oxford Patient Involvement and Experience scale,'® was
developed from the adult inpatient survey to compare the
hospital experiences of patients regarding the presence of
long-term conditions.

Before being used in a new cultural or linguistic context,
any questionnaire should be translated and adapted in an
appropriate manner so that the results are a good reflec-
tion of what is being measured and to allow comparability
between different contexts.”’ The PPE-15 questionnaire
was translated to Spanish and extended in 2009 by Barrio-
Cantalejo et al.?" in order to obtain a tool of 33 questions
that explored the perception of patients about the process
of information and participation in decision-making, specifi-
cally directed to the Informed Consent procedure. However,
the objective of that translation was different from ours and
the questionnaire was translated only to Spanish.

The purpose of this study was to develop and test an
adapted core set of questions to measure patients’ experi-
ence after in-patient care in Spanish and Catalan.

Material and methods

Study design

Cross-cultural adaptation of the Picker Patient Experience
questionnaire and cross-sectional validation study

Questionnaire development

Picker Institute was asked for permission. The original PPE15
was modified, with their collaboration, in order to adapt
it to the on-going objectives. First, the question refer-
ring to whether medical staff talked as if the patient was
not there was divided in two; doctors and nurses, accord-
ing to how it is done in the most recent version of the
Adult In-Patient Survey. Secondly, four questions from the
Oxford Patient Involvement and Experience scale' were
incorporated referring to feeling enough emotional support
from staff; being treated with respect and dignity; being
involved in decisions about discharge; and being told who
to contact after discharge. Demographic questions from the
National Health System survey were used, besides the eth-
nicity question, which was adapted following the Barcelona
Health Survey.? Finally, the questionnaire had 16 questions
about experience (Q2-Q9, Q11-Q18), an introductory ques-
tion about the hospitalization route (Q1), a filter question

Table 1 Problems identified by the 16 questions about

patient experience included in the questionnaire.

Item Item content

Q2 Doctors’ answers to questions not clear

Q3 Doctors sometimes talked as if patient wasn’t
there

Q4 Nurses’ answers to questions not clear

Q5 Nurses sometimes talked as if patient wasn’t
there

Q6 Staff gave conflicting information

Q7 Patient not sufficiently involved in decisions about
treatment and care

Q8 Staff didn’t discuss worries and fears

Q9 Staff didn’t give enough emotional support

Q11 Staff did not do enough to control pain

Q12 Patient not sufficiently involved in decisions about
hospital discharge

Q13 Purpose of medicines not explained

Q14 Patient not told about medication side effects

Q15 Patient not told about danger signals to look for
at home

Q16 Patient’s family not given information needed to
help patient recovery

Q17 Patient not told about the contact person after
discharge

Q18 Patient not always treated with respect and
dignity

about whether or not they had had pain (Q10) and seven
socio-demographic questions (Table 1).

The PPE15 was designed to be easily and quickly com-
pleted by patients, and to enable straightforward scoring. To
this end the instrument is brief, and a simple additive scoring
algorithm has been adopted.' Following Jenkinson et al.,'®
each item was coded for statistical analysis as a dichotomous
“‘problem score’’, indicating the presence or absence of a
problem. A problem was defined as an aspect of health care
that could, in the eyes of the patient be improved upon.

The obtained questionnaire underwent a cross-cultural
adaptation process following the guidelines established by
the International Society for Pharmacoeconomics and Out-
come Research?® in order to obtain Catalan and Spanish
versions. Including investigation of conceptual and item
equivalence, two original instrument translation and two
back translations for each target language, synthesis of the
documents and revision by an expert committee. For the
Spanish translation, the previous Spanish version of the PPE-
15 was taken into account.?’

The versions obtained were then tested via cognitive
debriefing. In December 2015, 10 patients discharged from
different hospitalization units of Hospital Clinic of Barcelona
were asked to complete the questionnaire. Afterwards, they
were asked about how they had understood it. We tried to
get as much diversity as possible in the group.

Study participants

Patients aged 18 years or more, discharged from Hospital
Clinic within one week to one month prior to questionnaire
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sending (10™" March to 10™ April 2016) and whose e-mail
address was available in the hospital database were invited
to participate. The following patients were excluded: (i)
patients whose length of stay lower than 24h (ii) patients
discharged from emergency department and (iii) deaths. To
estimate a confidence interval of 95% for the Cronbach’s
alpha of a scale of 16 items with a margin of error of +/—0.1
and hypothetical value of alpha=0.8, a sample size of 147
patients was required. This sample size was considered fair
for factor analysis.?*

LimeSurvey® virtual platform was used to send an e-mail
invitation to participate with a unique link to an online
version of the questionnaire, allowing patients to choose
between Spanish and Catalan. An automatic reminder was
sent five days later to non-respondents.

Statistical analysis

Descriptive statistics included frequencies and percentages
of the categorical variables and means and standard devia-
tion, or median and interquartile range, of the continuous
variables. In order to identify possible differences regard-
ing questionnaire language, bivariate analysis was carried
out using the chi-squared test for categorical variables and
Student’s t test for continuous variables.

Questionnaire acceptability was judged according to the
total percentage of respondents, the percentage of respon-
dents to answer individual items, and the total completion
time.

Exploratory factor analysis was carried out to test con-
struct validity of the questionnaire. A correlation matrix was
calculated, using pairwise deletion in the case of item non-
response. The Kaiser-Mayer-Olkin index and Barlett’s test
of sphericity first measured the strength of inter-correlation
between items and tested whether the population correla-
tion matrix was an identity matrix. Factor extraction was
performed using the minimum residual (minres) procedure,
and Parallel Analysis was used to determine the number of
factors. After oblimin rotation, the extracted factors were
interpreted considering loading of 0.32 or above as indica-
tive of the underlying dimension.?*

Questionnaire internal consistency was tested using Cron-
bach’s alpha coefficient for the whole questionnaire and
after the suppression of each item. The level generally
regarded as adequate is 0.7.%° Finally, item-total correla-
tions were evaluated expecting moderate correlations, since
they assess a construct but are not considered to be para-
phrases.

Ethical considerations

The virtual platform emailed a link allowing access to
the questionnaire, storing data anonymously. Patients were
informed about the study objectives and the voluntary and
anonymity of the survey. Receipt of a completed question-
naire was taken as consent to participate in the survey.
Ethical approval for this study was sought and obtained from
the Hospital Clinic Research Ethics Committee with refe-
rence number HCB/2015/1041.

Table 2 Socio-demographic characteristics according to
hospital database.

Patients who meet
inclusion criteria

Patients who
meet inclusion

criteria with email
(n=2010) registered
(n=876)
Sex?

Male 1120 (55.7) 480 (54.8)
Female 890 (44.3) 396 (45.2)
Age® 66 (52-76) 60 (46-70)

Department?®
Medicine 1070 (53.2) 481 (54.9)
Surgery 801 (39.9) 336 (38.4)
Other 139 (6.9) 59 (6.7)
Hospitalization days® 5 (2-9) 4 (2-8)

@ Frequency (percentage).
b Median (interquartile range).

Results
Cross-cultural adaptation process

As a result of the translation and adaptation process, the
questionnaire was modified in order to guarantee conceptual
and linguistic equivalence. As there is no difference between
the concept ‘‘emergencia/emergéncia’’ (emergency) and
"furgencia/urgencia’’ (urgency) among general population,
the term ‘‘Servicio de Urgencias/Servei d’Urgencies’’ was
considered easier to understand. The literal translation of
the term ‘involved’ would be *‘involucrado/involucrat’’ but
it was replaced by the verb ‘‘participar’’ (to participate in),
because in Spanish and Catalan language it matches better
to the real aim of the question. The comprehension problems
identified during the cognitive debriefing were discussed
and changes were made to the questionnaire as follows. Q7
and Q12 were rephrased in a way that helps understanding
while keeping the question’s original aim. A clarification sen-
tence was added to Q15 so that patients could contextualize
the term ‘‘danger signals’’. It was also observed that many
patients needed support of a relative or friend to answer the
questionnaire. Therefore, the possibility to do so was noted
in the invitation letter.
Questionnaires are available on request to the authors.

Study participants

After applying the selection and exclusion criteria, 876
patients were invited to participate. Table 2 summarizes the
socio-demographic data, from the hospital database.

In total, 389 patients completed the questionnaire,
178 in Spanish and 211 in Catalan. The respondents
socio-demographic characteristics, according to the ques-
tionnaire, are given in Table 3. The median age was 56 and 61
years respectively. The number of participants with at least
one limiting long-term condition was 95 (45%) and 62 (34.8%)
respectively. About half of the participants had a planned



14 M.J. Bertran et al.
Table 3 Socio-demographic characteristics and experience indicating that the correla’qon matrix is factorable. As a
results from the questionnaire. resglt of the_ Parallel Analysis, four fagtors were extract_ed,

which explained 43% of the total variance. Factor loadings
Catalan Spanish are presented in Table 5.
(n=211) (n=178) The first factor is mainly loaded by items Q12 to Q15,
Admission type® P=0.93¢ which refer to information and communication received dur-
Emergency 84 (39.8) 70 (39.3) ing discharge. Thg ’secon'd factor, loadeq by Q3 and QS,
Planned 111 (52.6) 94 (52.8) reﬂects low sen51t1v1'Fy attitudes of profess.1onals, not taking
Other 10 (4.7) 12 (6.7) into account the patient presence. The third factor encom-
NR 6(2.8) 2(1.1) passes items Q2, Q4, Q6, Q8 and Q9 which relate to the
assessment of communication of medical and nursing staff.
Sex? P=0.98° Finally, the fourth factor is loaded by global items: Q18
Female 99 (46.9) 85 (47.8) (respect and dignity) and Q11 (pain control). The Q16 (Did
Male 102 (48.3) 88 (49.4) the doctor or nurses give your family or someone close to
NR 10 (4.7) 5(2.8) you all the information they needed to help you recover?)
Age® 61(51-72) 56 (43-67) P=0.56¢ appeared in factors 1 and 3 with a similar magnitude, but
NR 39 36 met the 0.32 threshold for inclusion only in factor 3.
These four factors significantly correlated between
Long-standing P=0.03¢ them, indicating that the assessment of the communication,
limiting information and emotional support received are related.
conditions®
None 111 (52.6) 109 (61.2) o
One 62 (29.4) 49 (27.5) Reliability
Two or more 33(15.6) 13(7.3)
NR 5(2.4) 7(3.9) The Cronbach’s alpha coefficient of the overall scale was
0.84 (CI 0.81-0.87) indicating high internal consistency.
Nationality® P=0.11¢ Specifically for Catalan version was 0.84 (Cl 0.81-0.87); and
Spanish 190 (90.1) 160 (89.9) for Spanish 0.83 (Cl 0.79-0.87).
Foreigner 2(1.0) 5(2.8) These figures do not improve substantially after the
Both 4(1.9) 9(5.1) removal of each item individually (between 0.82 and 0.85
NR 15(7.1) 4(2.3) in Catalan; between 0.81 and 0.84 in Spanish). Correlations
Respondent? P=0.01¢ between each item and the total scale indicate adequate
Patient 148 (70.1) 130 (73.0) discrimination for each item (Table 4).
Relative/Friend 32 (15.2) 21 (11.8)
Both 24 (11.4) 20(11.2) Discussion
With health 0 0
professional The cross-cultural adaptation process included a literature
NR 7(3.3) 7(3.9)

@ Frequency (percentage).

b Median (interquartile range).
¢ Chi-squared test.

d T-test. NR: no response.

admission, 94 (52.8%) among Spanish respondents and 111
(52.6%) among Catalan respondents. In each group, more
than 70% of patients completed the questionnaire them-
selves.

Acceptability

On average, participants spent 9min 11s completing the
questionnaire. The initial response rate was 29.3%, which
increased to a final response rate of 44.4% after the
reminder. The number of missing values per item ranged
from 4 (1.9%) to 19 (9%) in Catalan and from 1 (0.6%) to 15
(8.4%) in Spanish (Table 4).

Validity

Bartlett’s test of sphericity gave a value of 1522.7 (P<0.001)
and KMO index of sample adequacy was 0.86, thus

review, team discussions, opinions of experts and profes-
sionals and a pilot test in a group of patients, thus ensuring
the conceptual and linguistic equivalence of the translated
questionnaires. From the perspective of patient experience
evaluation, increasing the number of assessment tools which
are available allows greater flexibility and adaptation to
specific needs.

The response rate is at the bottom end of the 46%-74%
range that has been reported in other countries using the
PPE-15'%; however, in other cases the questionnaire was
paper-based and sent by post. The response rate obtained
with the previous adaptation of the PPE15 performed by
Barrio-Cantalejo?' was 71.4% but the survey was phone-
based. If we look at the response rate of satisfaction
questionnaires used in Spain,'>~72¢ a considerable variabil-
ity can also be observed. According to a meta-analysis of 39
studies the median response rate on internet surveys was
27% (range 14.5%-51%).%

However, none of the mentioned studies has used an
online-based questionnaire. Although some comparative
studies showed a lower response rate for digital question-
naires compared to paper when they started to be used, this
trend is reversing, probably related to the general increase
in internet use and information and communication technol-
ogy literacy, and later studies have shown similar response
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Table 4 Item study.

Item Catalan Spanish

Missing values (%) Item-total correlations Missing values (%) Item-total correlations

Clear doctors answers 8 (3.8) 0.60 5(2.2) 0.59
Doctors talking in front of patient 13 (6.2) 0.33 4(2.2) 0.26
Clear nurses answers 14 (6.6) 0.58 15 (8.4) 0.63
Nurses talking in front of patient 19 (9.0) 0.41 13 (7.3) 0.35
Discrepant information 4(1.9) 0.52 6 (3.4) 0.56
Involved in decisions 13 (6.2) 0.47 11 (8.2) 0.56
Worries and fears 9 (4.3) 0.69 8 (4.5) 0.59
Emotional support 11 (5.2) 0.67 5 (2.8) 0.62
Pain control 12 (5.7) 0.57 5(2.8) 0.44
Involved in discharge 14 (6.6) 0.50 7 (3.9) 0.56
Purpose of medicines explained 8 (4.0) 0.59 6 (3.4) 0.51
Side effects explained 9 (4.3) 0.57 7 (3.9) 0.57
Danger signal explained 11 (5.2) 0.64 11 (8.2) 0.64
Information delivered to caregivers 12 (5.7) 0.59 6 (3.4) 0.63
Contact information 12 (5.7) 0.50 9 (5.1) 0.46
Respect and dignity 6 (2.6) 0.57 1 (0.6) 0.49

Table 5 Factor loadings.

Factor number: 1 2 3 4

Q2. When you had important questions to ask a doctor, did you get 01 —01 74 —04
answers that you could understand?

Q3. Did doctors talk in front of you as if you weren’t there? 10 50 00 -1

Q4. When you had important questions to ask a nurse, did you get 00 24 36 27
answers that you could understand?

Q5. Did nurses talk in front of you as if you weren’t there? —01 100 —.01 01

Q6. Sometimes in a hospital, a member of staff will say one thing and 04 —-04 34 27
another will say something quite different. Did this happen to you?

Q7. Were you involved as much as you wanted to be in decisions 39 02 07 05
about your care and treatment?

Q8. Did you find someone on the hospital staff to talk to about your 22 01 36 17
worries and fears?

Q9. Do you feel you got enough emotional support from hospital staff 12 00 35 31
during your stay?

Q11. Do you think the hospital staff did everything they could to help —01 01 —03 73
control your pain?

Q12. Did you feel you were involved in decisions about your 46 -10 04 10
discharge from hospital?

Q13. Did a member of staff explain the purpose of the medicines you 50 07 00 11
were to take at home in a way you could understand?

Q14. Did a member of staff tell you about medication side effects to 71 01 —04 —-09
watch for when you went home?

Q15. Did a member of staff tell you about any danger signals you 58 —01 17 00
should watch for after you went home?

Q16. Did the doctors or nurses give your family or someone close to 31 06 32 4
you all the information they needed to help care for you?

Q17. Did hospital staff tell you who to contact if you were worried 48 00 —14 15
about your condition or treatment after you left hospital?

Q18. Overall, did you feel you were treated with respect and dignity 08 04 04 54
while you were in the hospital?

Percentage of explained variance 14 9 10

Accumulated percentage of explained variance 14 22 32 41

In bold: loadings >0.32. Loadings have been multiplied by 100.
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rates between them and also a decrease in costs when digital
questionnaires are used.?®?° Couturier et al. showed that the
information reported online did not differ significantly from
those collected by phone.*° Consequently, we believe that
an online-based approach could become a feasible alterna-
tive for patients’ experience surveys in our context, subject
to availability of e-mail addresses for contacting patients.

The results of the exploratory factor analysis showed four
interpretable factors explaining 41% of the variance. This
indicates that the 16 survey questions cannot be reduced
to four factors. In any case these four dimensions can be
considered the most important. The number of respondents
indicating a problem in each item ranged from a minimum
of 17 (9.6%) for Spanish and 28 (13.3%) for Catalan, to a
maximum of 97 (54.5%) and 147 (69.7%), respectively. These
results are similar to those obtained with PPE-15 in other
countries'*'® although the Catalan maximum limits exceeds
the figure by 10 percentage points.

Regarding the reliability of the questionnaire, both Cata-
lan and Spanish questionnaire versions had high Cronbach’s
alpha, indicating good internal consistency.

With regard to limitations some points must be taken
into account. Firstly, e-mail addresses were unavailable for a
majority (56.4%) of eligible patients. Baseline demographic
characteristics show a possible selection bias, since patients
whose e-mail was registered in the database are younger and
had shorter hospitalization than the total sample. This may
cause bias in results, particularly if the trend for younger
people to give more critical reports of their care is present as
it is in other countries. However, we would obtain the most
critical opinion and therefore this would identify opportuni-
ties for improvement.

Moreover, there may be unmeasured characteristics asso-
ciated with whether or not patients have e-mail that are also
related to their experiences of care. For example, one might
hypothesize that more affluent and better educated patients
may be more likely to have e-mail addresses recorded; if
these factors are, as might be expected, related to people’s
experiences of care then this may create further bias.

Another possible limitation is the data collection during
a particular year period, which can influence the pathology
prevalence and hospital disease burden. We therefore rec-
ommend that the survey is carried out in different periods
of the year. These limitations should be considered when
generalizing the results obtained in relation to the patient’s
experience in this study and when using this questionnaire in
other contexts. The translated questionnaire is orientated
toward patient experience and patient-centered care and
designed to be easily and quickly completed by patients,
as well as to allow straightforward interpretation by pro-
fessionals. These features, together with the fact that it is
currently being used in other countries, make it a useful tool
for comparison between centers.

In conclusion, the process of adaptation of a question-
naire is a dynamic process that must add up evidence to
obtain the best tool for a given context. The questionnaire
obtained showed conceptual and linguistic equivalence, as
well as acceptable validity and reliability. Using e-mail as
the way of invitation and a web-based survey tool was pio-
neer in our hospital and the response rates were higher than
expected. Despite the possible selection bias, which should
always be considered when interpreting the data, e-mail and

web-based approach seems to be feasible and economically
sustainable. It is therefore believed that this approach may
allow the systematic study of patient experience in order to
assess temporal evolution and to implement improvements.

Funding

This study has been funded in part by the Master Plan for
Respiratory Diseases, Ministry of Health (Catalonia). The
Catalan Society of Healthcare Quality (SCQA) contributed to
the dissemination of the study results at the XXXV Congress
of the Spanish Society of Healthcare Quality (SECA) and XIX
Conference of the SCQA.

Conflict of interest

The authors declare no conflict of interest.

Acknowledgements

The authors are grateful to Margarida Jansa, Jordi Vilardell,
Roser Cadena, Montserrat NUfez, Imma Grau and Merce
Vidal, as members of the Hospital Clinic’s working group
for information and patient education, for providing con-
structive suggestions based on an initial draft of the study
protocol.

Special thanks to Carolina Casanas, for her advisory con-
tributions.

References

1. Epstein RM, Fiscella K, Lesser CS, Stange KC. Why the nation
needs a policy push on patient-centered health care. Health
Aff. 2010;29:1489-95.

2. Foot C, Gilburt H, Dunn P, Jabbal J, Seale B, Goodrich J, et al.
People in control of their own health and care: the state of
involvement. London: The King’s Fund; 2014.

3. Williams B. Patient satisfaction: a valid concept? Soc Sci Med.
1994;38:509-16.

4, Cleary PD. Satisfaction may not sufficel: a commentary on
‘a patient’s perspective’. Int J Technol Assess Health Care.
1998;14:35-7.

5. The Beryl Institute. Available at:
http://www.theberylinstitute.org [accessed 05.11.15].

6. LaVela S, Gallan A. Evaluation and measurement of patient
experience. Patient Exp J. 2014;1:28-36.

7. Department of Health. The NHS plan: a plan for investment a
plan for reform. London: Department of Health; 2000.

8. Edwards KJ, Walker K, Duff J. Instruments to measure the inpa-
tient hospital experience: a literature review. Patient Exp J.
2015;2:77-85.

9. Lehrman W, Silvera G, Wolf J. The patient experience move-
ment moment. Patient Exp J. 2014;1:9-11.

10. Ziebland S, Coulter A, Calabrese JD, Locock L. Understanding
and using health experiences. Oxford: Oxford University Press;
2013.

11. Etingen B, Miskevics S, LaVela SL. Assessing the associations of
patient-reported perceptions of patient-centered care as sup-
plemental measures of health care quality in VA. J Gen Intern.
2016;31 Suppl. 1:10-20.

12. Tefera L, Lehrman WG, Conway P. Measurement of the patient
experience: clarifying facts, myths, and approaches. JAMA.
2016;315:2167-8.


http://www.theberylinstitute.org/

Patient experience questionnaire

17

13.

20.

21.

. Aguado-Blazquez H, Cerda-Calafat I,

Reeves R, Cartwright J, Bruster S, Catwright J, Bruster S,
Richard N. Development and pilot testing of questionnaires for
use in the acute NHS trust inpatient survey programme. Oxford:
Picker Institute Europe; 2002.

. Jenkinson C, Coulter A, Bruster S. The Picker Patient Expe-

rience Questionnaire: development and validation using data
from in-patient surveys in five countries. Int J Qual Heal Care.
2002;14:353-8.

. Gonzalez N, Quintana JM, Bilbao A, Escobar A, Aizpuru F,

Thompson A, et al. Development and validation of an in-
patient satisfaction questionnaire. Int J Qual Heal Care.
2005;17:465-72.

Argimon-Pallas JM,
Murillo-Fort C, Canela-Soler J. Satisfaction survey of CatSalut-
PLAENSA(©) strategies to incorporate citizens’ perception of
the quality of the service in Health policies. Med Clin (Barc).
2011;137 Suppl. 2:55-9.

. Plan de encuestas de satisfaccion. Estudio de calidad de servicio

y satisfaccion con la linea de servicio atencion hospitalaria con
internamiento 2015. Barcelona: Unidad de Calidad-Gerencia de
Atencion Ciudadana, CatSalut; 2016.

. Jenkinson C, Coulter A, Reeves R, Bruster S, Richards N. Prop-

erties of the Picker Patient Experience questionnaire in a
randomized controlled trial of long versus short form survey
instruments. J Public Health Med. 2003;25:197-201.

. Hewitson P, Skew A, Graham C, Jenkinson C, Coulter A. People

with limiting long-term conditions report poorer experiences
and more problems with hospital care. BMC Health Serv Res.
2014;14:33.

Gjersing L, Caplehorn JRM, Clausen T. Cross-cultural adaptation
of research instruments: language, setting, time and statistical
considerations. BMC Med Res Methodol. 2010;10:13.
Barrio-Cantalejo IM, Simén-Lorda P, Sanchez Rodriguez
C, Molina-ruiz A, Tamayo-Velézquez MI, Suess A, et al.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Cross-cultural adaptation and validation of the Picker Patient
Experience Questionnaire-15 for use in the Spanish population.
Rev Calid Asist. 2009;24:192-206.

Bartoll X, Rodriguez-Sanz M, Borrell C. Manual de I’Enquesta
de Salut de Barcelona. Barcelona: Agencia de Salut Publica de
Barcelona; 2011.

Wild D, Grove A, Martin M, Eremenco S, McElroy S, Verjee-
Lorenz A, et al. Principles of good practice for the translation
and cultural adaptation process for patient-reported outcomes
(PRO) measures: report of the ISPOR task force for translation
and cultural adaptation. Value Health. 2005;8:94-104.
Tabachnick BG, Fidell LS. Using multivariate statistics. 6th ed.
Boston: Pearson; 2012.

Bonett DG, Wright TA. Cronbach’s alpha reliability: interval esti-
mation, hypothesis testing, and sample size planning. J Organiz
Behav. 2015;36:3-15.

Mas A, Parra P, Bermejo RM. Improving quality in health-
care: what makes a satisfied patient? Rev Calid Asist.
2016;31:196-203.

Shih TH, Fan X. Comparing response rates from Web and mail
surveys: a meta-analysis. Field Methods. 2008;20:249-71.
Hohwii L, Lyshol H, Obel C. Web-based versus traditional paper
questionnaires: a mixed-mode survey with a Nordic perspective.
J Med Internet Res. 2016;15:e173.

Uhlig CE, Seitz B, Eter N, Promesberger J, Busse H. Efficiencies
of internet-based digital and paper-based scientific surveys and
the estimated costs and time for different-sized cohorts. PLOS
ONE. 2014;9:108441.

Couturier B, Carrat F, Hejblum G. Comparing patients’ opinions
on the hospital discharge process collected with a self-reported
questionnaire completed via the internet or through a tele-
phone survey: an ancillary study of the SENTIPAT randomized
controlled trial. J Med Internet Res. 2015;17:e158.



	Spanish and Catalan translation, cultural adaptation and validation of the Picker Patient Experience Questionnaire-15
	Introduction
	Material and methods
	Study design
	Questionnaire development
	Study participants
	Statistical analysis

	Ethical considerations
	Results
	Cross-cultural adaptation process
	Study participants
	Acceptability
	Validity
	Reliability

	Discussion
	Funding
	Conflict of interest
	Acknowledgements
	References


