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Abstract

Objective. The aim of this study was to develop and to assess the validity and reliability of two btief questionnaires for asses-
sing patient experiences with hospital and outpatient care in a low-income setting,

Design. Using literatute review and data from focus groups (7 = 14), we developed questionnaites to assess patient expeti-
ences with inpatient (I-PAHC) and with outpatient (O-PAHC) care in a low-income setting. Questionnaires were administered
in person by trained interviewers. Construct validity was assessed with factor analysis; convergent validity was assessed by
correlating summary scores for each scale with overall patient evaluations, and reliability was assessed with Cronbach’s alpha
coefficients.

Setting. Eight health facilities in Ethiopia.

Participants. Patients >18 years old who had a hospital stay >1 day (» = 230), and patients who received outpatient cate
(n = 480).

Main outcome measures. Patient evaluations of health care experiences.

Results. The factor analysis revealed 12 items that loaded on five factors for the I-PAHC questionnaire. The O-PAHC
showed similar results with 13 items that loaded on four factors. Summary scores for nearly all factors were significantly

associated (P-value < 0.05) with the patient’s overall evaluation score. The measure of reliability, Cronbach’s alpha coefficients,
showed good to excellent internal consistency for all scales.

Conclusions. The I-PAHC on O-PAHC questionnaites can be useful in assessing patients” evaluations of cate delivery in
low-income settings. The questionnaires ate brief and can be integrated into health systems strengthening efforts with the
support of leadership at the health facility and the country levels.
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health care delivery have been made and where to focus
future improvement efforts.
As part of the Ethiopian Hospital Management Initiative

Introduction

Health systems strengthening is an important international

priority for the World Health Organization (WHO) [1], the
United States Agency for International Development
(USAID) [2] and numerous donor organizations [3]. One of
the WHO?s six building blocks of health systems is the deliv-
ery of health services that are effective, safe and good quality
for those who need them [1]. Strengthening health service
delivery requites special attention to the experiences of
patients as it is a key indicator of whether improvements in
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and broader health care reform efforts in Ethiopia, the
Ethiopian Federal Ministry of Health sought to integrate
ongoing measurement of patients’ experiences into its health
system strengthening efforts; nevertheless few studies have
been conducted to validate measures of patient experience in
low-income countries, and none exists within Ethiopia.
Although standardized patient surveys are widely used in
countries such as the USA and UK, existing literature
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measuring patient experience in low-income countries is
limited. Many studies have used the SERVQUAL instrument
[4—8], which was originally designed for the retail sector and
has been shown to have limited convergent and construct
validity [9]. Other survey instruments for assessing patient
experiences that have been validated in low-income settings
have been designed for specific services, such as dental care
[10], diabetes care [11], antiretroviral therapy services [12] or
primary care [13, 14]. We could find no studies in low-
income countries that utilized validated measures for hospital
care, and those that assessed patient experiences in primary
care [13, 14] were developed and tested in West Africa; we
know of no published studies of an instrument that has been
validated for use in Ethiopia or in East Africa.

Accordingly, we sought to develop and validate a brief
measurement tool for assessing patient experiences with hos-
pital and outpatient care in Ethiopia. Using focus group data
to identify potentially important concepts in patient’s evalu-
ation of health care and multiple revisions and stakeholder
pre-testing of survey items, we developed two surveys, which
were then validated using data from five hospitals and three
health centers. Information from this study can be useful for
policy makers, clinicians and healthcare managers in low-
income settings secking to promote patient-centered care.

Methods

Questionnaire design

We developed separate questionnaires for patient assessment
of healthcare for inpatient care (I-PAHC) and outpatient care
(O-PAHC) in several steps. First, we conducted a thorough
literature review to identify instruments that could be used to
assess patient healthcare experiences in low-income countries.
Although we examined multiple instruments [15-19], we
identified the Consumer Assessment of Healthcare Providers
and Systems (CAHPS) questionnaires [20—23] as the most
widely used and survey with the most empirical research sup-
porting its reliability and validity. Nevertheless, given that it is
primarily used in the USA, we sought to evaluate the appro-
priateness of the CAHPS questions for use in Ethiopia and
make appropriate modifications for use in FEthiopia.
Therefore, as a second step, we conducted 14 focus groups
in geographically diverse areas of Ethiopia to learn about
aspects of care that were most salient to individuals in this
context. Focus groups included 8—10 people and were
homogeneous in gender with seven male and seven female
groups. Based on focus group data, we identified additional
potential domains that were viewed by individuals as impor-
tant to their healthcare experience. Third, based on interviews
with stakeholders in the Ministry of Health, physicians and
hospital administrators in Ethiopia, we modified some items,
eliminated items that were not relevant (e.g. responsiveness of
nurse to call buttons, which are not used in Ethiopia) and
added items that were expected to be important in the setting
of Ethiopia (e.g ease of finding way around the facility).
Fourth, the survey was translated into Ambharic and back-

Assessing patient experiences

translated to check the validity of the translation. The survey
was then pre-tested in one hospital in Addis Ababa with 50
patients purposefully sampled through a 2-week period to
reflect different days of the week and times of day; with ~10
of these patients, we conducted cognitive interviews [24] to
identify questions that were unclear or confusing. Based on
these data, the survey items were modified, and final ques-
tionnaire were developed for fielding, The final I-PAHC and
O-PAHC questionnaires covered five domains of care: nurse
communication, doctor communication, physical environ-
ment, pain management and medication and symptom com-
munication. Items were scored using a 4-point Likert scale,
ranging from 1 (never) to 4 (always) in the I-PAHC survey
and 1(strongly disagree) to 4 (strongly agree) in the O-PAHC
survey. In both questionnaires, we added items asking
patients to provide an overall evaluation of care (scored 0—
10) and asking patients if they would recommend this facility
to friends and family (on a 4-point scale from definitely no to
definitely yes). The final questionnaires in their validated
form are shown in Appendices 1 and 2.

Sample and data collection

The validation study was conducted in five hospitals and
three health centers, with the goal of recruiting 50 patients
per facility to participate. All eight health facilities were
located in urban or semi-urban areas in Addis Ababa or
Amhara region of Ethiopia. We employed a non-random
quota sampling technique to recruit patients for participation
in the study to ensure a representative sample of demo-
graphic variables, such as age and sex. Data were collected
using face-to-face interviews due to the prevalence of illiter-
acy in Ethiopia. Prior to survey completion, the interviewers,
who were hired as data collectors and were not facility
employees, explained the study to potential participants and
obtained their consent to participate. For both surveys, inter-
viewers conducted the surveys in-person on different week-
days and different times of day (i.e. morning, afternoons and
evenings) secking to recruit 25 adult patients (cat 16 years
old) per week with an effort to get a representative sample.
To be eligible for the I-PAHC survey, patients had to have a
length of stay of at least one overnight stay. In order to be
eligible for O-PAHC, the patient had to have received care at
the health facility on the day the survey was conducted. The
survey was conducted at the time of discharge, after the
patient had been treated either as an inpatient or an outpati-
ent. A total of 50 patients were recruited from each facility
to ensure that there was sufficient power to detect a 1-point
change in the overall 10-point patient evaluation rating, The
research procedures were approved by the institutional review
board at the Yale University School of Medicine.

Data analysis

We assessed the reliability as well as construct and convergent
validity of the questionnaire. To evaluate reliability, we used a
measure of internal consistency, Cronbach’s alpha coefficient,
with coefficients of 0.70 or higher interpreted as indicating
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good to excellent internal consistency, as recommended by
experts [25, 26]. Construct validity assesses the degree to
which items that are conceptually related (i.e. are meant to
measure the same construct) are empirically associated as one
would expect if the measurement is valid. We assessed con-
struct validity of each questionnaire using factor analysis.
Based on existing literature and focus groups, we anticipated
specific items would load on specific factors, anticipating a
total of 5 factors in each questionnaire. A factor is the latent
concept that the questionnaire seeks to measure empirically.
In order to avoid correlations between factors and to deter-
mine distinct domains, an orthogonal rotation was used.
Consistent with the current literature using factor analyses
[27], factor loadings >0.40 indicated that the sutrvey items
were correlated with the common factors that were detet-
mined a priori. Owing to structured missing data in the data
set (i.e. skip pattern questions), we ran two sets of factor ana-
lyses for both PAHC questionnaires, one with and without
skip pattern questions. The statistical procedure used deletes
the respondents with missing data on any included items,
which results in the analyses being limited to only the respon-
dents who answered all of the questions, including those that
would have been appropriately skipped by respondents who,
for instance, did not have pain or did not have medications.
Therefore, we conducted the factor analysis in two ways: both
with and without the items related to the skip patterns, in
order to ensure we used of all available data. We did not
impute missing data because the vast majority of missing data
were missing due to skip patterns. A total of » = 146 of 230
respondents for I-PAHC and » = 347 of 486 respondents for
O-PAHC had missing data due to questionnaire skip patterns
(i.e. these respondent had not experienced pain or had not
been prescribed medication). Other missing data comprised
<10% of the samples and hence were not imputed [28]. We
created summary scores by summing item responses within
each construct, creating a scale. These summary scores were
used to assess convergent validity by examining the statistical
Pearson correlation of the summary scores with responses to
the overall patient evaluation item.

Results

Demographic characteristics of study sample

A total of 230 of 242 patients approached participated in the
inpatient survey (response rate of 95%) (See Appendix 1 for
I-PAHC instrument); 486 of 512 patients approached partici-
pated in the outpatient survey (response rate of 95%) (See
Appendix 2 for O-PAHC instrument) (Table 1). In the
I-PAHC sample, the mean age of the participants was 37
years, with a range of 16 to 88 years. About half (52%) of
the participants were female. Twenty-one petrcent of patients
reported themselves as illiterate, and 18% reported that they
had a diploma or more education. Many patients (57%)
reported their health as fair or poor.

In the O-PAHC sample, the mean age of the participants
was 38 years, with a range of 16 to 83 years. Fifty-one
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Table | Demographic characteristics of patients

Characteristics I-PAHC O-PAHC
(n = 230) (n = 480)
7 (%o) n (%o)
Age
<18 years 7 (5) 48 (15)
18—34 years 9 () 11 (4)
35—064 years 110 (706) 219 (69)
>G4 years 19 (13) 9 (12)
Mean (SD) 36.80 (15.89)  38.16 (15.23)
Gender
Male 104 (48) 211 (49)
Female 113 (52) 223 (51)
Education
Tlliterate 46 (21) 75 (16)
Reading and writing ability 16 (7) 39 (8)
1-8th grade 60 (27) 110 (24)
9—12th grade 60 (27) 161 (34)
Diploma and above 33 (15) 75 (16)
Other 63 72
Self-reported overall health status
Poor 44 (20) 125 (28)
Fair 81 (37) 215 (49)
Good 63 (28) 73 (18)
Excellent 34 (15) 22 (5)

Totals do not sum to sample size due to missing data for some
demographic characteristics of participants, especially age, which
was frequently unknown.

Table 2 Hospital characteristics

n (Vo)
Governance type
Ministry of Health 1 (13)
Ministry of Education 1 (13)
Addis Ababa City Health Bureau 6 (74)
Number of beds
<100 beds 4 (50)
100—-299 beds 3 (37)
>299 beds 1(13)
Teaching status
Non-teaching 4 (50)
Teaching 1(13)
Not applicable 3 (37)

percent of the outpatient sample was female. Sixteen percent
of the patients reported themselves as illiterate, and another
sixteen percent reported having a diploma or more edu-
cation. The majority of respondents (77%) reported their
health as fair or poor.

All health facilities recruited a minimum of 50 patients to
participate in each survey, except for one hospital which only
recruited only 27 patients for the I-PAHC survey due to
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Table 3 Factor analysis including skip pattern questions

Assessing patient experiences

Factors

Communication
with nurses
Factor 1

Communication
with doctors
Factor 2

Physical
environment
Factor 3

I-PAHC items (z = 79)

Q1 Nurses treat with courtesy and
respect

Q2 Nurses listen carefully

Q3 Nurses explain things in an
understandable way

Q4 Doctors treat with courtesy and
respect

Q5 Doctors listen carefully

Q06 Doctors explain things in an
understandable way

Q8 Hospital room was kept clean

Q9 Surrounding area was kept quiet
Q12 Pain was well controlled

Q13 Staff did everything they could to
help with pain

Q15 Staff explained what medication
was for

Q16 Staff explained possible medication
side effects

0.75

0.59
0.74

0.22

0.09
0.25

0.05
0.09
0.25
0.22
0.08

0.08

0.12

0.37
0.30

0.67

0.86
0.66

0.13
—0.03
0.11
0.20

0.02

0.18
0.14

—0.11

0.06
0.17

0.58
0.60
0.18
0.10

—0.26

Communication
with nurses
Factor 1

Communication
with doctors
Factor 2

Physical
environment
Factor 3

O-PAHC items (= 163)

Q1 Nurses treat with courtesy and
respect

Q2 Nurses listen carefully

Q3 Nurses explain things in an
understandable way

Q4 Doctors treat with courtesy and
respect

Q5 Doctors listen carefully

Q6 Doctors explain things in an
understandable way

Q8 Outpatient department was clean
Q9 Bathrooms/latrines were clean
Q10 Enough time to discuss medical
problem the doctor /health officer

of nurse

Q11 Given information in an
understandable way regarding symptoms
or health problems

Q13 Staff explained what medication
was for

Q14 Staff explained possible medication
side effects

0.83

0.90
0.75

0.41

0.36
0.34

0.16

0.13
0.39

—0.22

—0.08

—0.03

0.34

0.30
0.32

0.77

0.85
0.73

0.22

0.12
0.34

—0.21

—0.10

—0.05

0.26

0.21
0.11

0.28

0.25
0.21

0.82

0.43
0.25

0.06

—0.10

—0.04

Pain Medication

management communication

Factor 4 Factor 5
0.48 0.06
0.31 0.10
0.11 0.12
0.21 —0.10
0.11 0.00
0.04 0.07
0.18 0.00
0.02 —0.03
0.86 —0.01
0.80 0.01
0.20 0.82

—0.14 0.70

Medication

communication

Factor 4

—0.12

—0.13

—0.19

—0.18

—0.18

—0.21
0.07

—0.11

—0.54
0.71
0.90
0.70

Note: The table displays the factor loadings for an orthogonal rotation, i.e. varimax, using five factors for I-PAHC and four factors for

O-PAHC.
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Table 4 Items factor analysis without skip pattern questions

Factors

Communication Communication Physical

with nurses with doctors environment
Factor 1 Factor 2 Factor 3
I-PAHC items (» = 199)
Q1 Nurses treat with courtesy and respect 0.71 0.19 0.29
Q2 Nurses listen carefully 0.80 0.31 0.15
Q3 Nurses explain things in an understandable way 0.65 0.40 0.15
Q4 Doctors treat with courtesy and respect 0.36 0.66 0.27
Q5 Doctors listen carefully 0.24 0.80 0.17
Q06 Doctors explain things in an understandable way 0.25 0.74 0.19
Q8 Hospital room was kept clean 0.10 0.17 0.73
Q9 Surrounding area was kept quiet 0.23 0.15 0.47
Factors
Communication Communication Physical Health
with nurses with doctors environment communication
Factor 1 Factor 2 Factor 3 Factor 4
O-PAHC items (# = 264)
Q1 Nurses treat with courtesy and respect 0.81 0.30 0.26 —0.17
Q2 Nurses listen carefully 0.81 0.39 0.21 —0.17
Q3 Nurses explain things in an understandable way 0.72 0.31 0.18 —0.34
Q4 Doctors treat with courtesy and respect 0.36 0.81 0.20 —0.20
Q5 Doctors listen carefully 0.31 0.85 0.23 —0.20
Q06 Doctors explain things in an understandable way 0.36 0.67 0.21 —0.35
Q8 Outpatient department was clean 0.21 0.32 0.63 0.08
QY Bathrooms /latrines were clean 0.13 0.07 0.61 —0.16
Q10 Enough time to discuss medical problem the 0.36 0.28 0.34 —0.55
doctor/health officer or nurse
Q11 Given information in an understandable way —0.15 —0.16 —0.01 0.69

regarding symptoms or health problems

Note: The table displays the factor loadings for an orthogonal rotation, i.e. varimax, using three factors for I-PAHC and four factors for

O-PAHC.

poor tesponse rate (Table 2). Half of the health facilities had
fewer than 100 beds and were non-teaching.

Factor analysis

The factor analysis revealed 12 items in the I-PAHC that
loaded on 1 of 5 factors (Table 3). The five-factor model
generally corresponded with the constructs that were antici-
pated based on the literature and @ priori hypotheses. Fach of
the items had a loading of 0.40 or greater on only 1 of the
factors, except for the item that measured nurses’ courtesy
and respect, which loaded on both the communication with
nurses factor (factor 1, loading = 0.75) and the pain man-
agement factor (factor 4, loading = 0.48). This is likely as
nurses are instrumental in pain management for patients.
Because the item had a higher loading on the communi-
cation with nurses factor, the item remained grouped under
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that factor for all subsequent analyses. Three items regarding
privacy (item 10), symptom recognition (item 17) and ease of
finding way around the hospital (item 18) did not load on
any of the five factors, and, therefore, were excluded from
further analysis.

The factor analysis for the O-PAHC survey generated
similar results, with 13 items loading on four distinct factors
(Table 3). A five factor model was determined a priors
however, items 10 and 11 loaded on the same factor as items
13 and 14. Items 10 and 11 were expected to measure health
communication while items 13 and 14 were expected to
measure medication communication, suggesting much of the
communication influencing patients” experiences may be
about medications. Given that items 10 and 11 were thought
to be measuring a different domain conceptually, these two
items were dropped from the factor summary scores. Three
items regarding the ability to distinguish between doctors/
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Table 5 I-PAHC ad O-PAHC reliability estimates for multi-item scales and items

I-PAHC scale / item

Communication with nurses

Q1: Nurses treat with courtesy and respect

Q2: Nurses listen carefully

Q3: Nurses explain things in an understandable way
Communication with doctors

Q4: Doctors treat with courtesy and respect

Q5: Doctors listen carefully

Q6: Doctors explain things in an understandable way
Physical environment

Q8: Hospital room was kept clean

Q9: Surrounding area was kept quiet
Pain management

Q12: Pain was well controlled

Q13: Staff did everything they could to help with pain
Medication communication

Q15: Staff explained what medication was for

Q16: Staff explained possible medication side effects
O-PAHC scale/item
Communication with nurses

Q1: Nurses treat with courtesy and respect

Q2: Nurses listen carefully

Q3: Nurses explain things in an understandable way
communication with doctors

Q4: Doctors treat with courtesy and respect

Q5: Doctors listen carefully

Q6: Doctors explain things in an understandable way
Physical environment

Q8: Outpatient department was clean

Q9: Bathrooms /latrines wete clean
Medication communication

Q13: Staff explained what medication was for

Q14: Staff explained possible medication side effects

V] Reliability (Cronbach o)
225 0.85
214 0.86
213 0.54
136 0.88
116 0.70
460 0.92
440 0.92
300 0.59
283 0.77

health officers and nurses (item 7), availability of medication
in the dispensary (item 15) and ease of finding way around
the health facility (item16) were excluded from further ana-
lyses due to loadings <<0.40.

As an additional analysis, we re-ran the factor analyses
excluding the skip pattern questions (Table 4), which existed
in both surveys. As expected, this resulted in fewer factors
(as skip questions pertained to medication use and pain man-
agement and were eliminated from this additional analysis).
The factor analysis for the I-PAHC survey revealed three
factors. All of the items loaded on the same factors as the
previous analysis, except for one item. The item ‘nurses
explain things in an understandable way’ loaded on two
factors, communication with nurses (factor 1) and communi-
cation with doctors (factor 2), reflecting the correlation of
patient views concerning physicians’ and nurses’ interactions
with patients. Excluding the skip pattern questions from the
O-PAHC factor analysis did not substantially change the
factor loadings (Table 4).

Reliability

Cronbach’s alpha coefficients for all the scales for the
I-PAHC and O-PAHC surveys exceeded 0.70 (except for
physical environment scale, which had a Cronbach’s alpha
coefficient of 0.54 in I-PAHC and 0.59 in O-PAHC),
suggesting good to excellent reliability for the scales pertain-
ing to communication with nurses, communication with
doctors, pain management and medication communication

factors for both I-PAHC and O-PAHC surveys (Table 5).

Convergent validity

Nearly all associations between each of the summary scores
and the item assessing patients’ overall evaluations of the
health care experience for both I-PAHC and O-PAHC scales
were statistically significant (Table 6). For instance, strong
and statistically significant associations were apparent with
the communication with nurses scale for I-PAHC (tho =
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Table 6 Correlations of scales and items with patients’
overall evaluation

I-PAHC scale/item (# = 76) Overall

evaluation

Communication with nurses 0.46%*
Q1 Nurses treat with courtesy and respect 0.39*
Q2 Nurses listen carefully 0.40*
Q3 Nurses explain things in an 0.40*

understandable way

Communication with doctors 0.40%
Q4 Doctors treat with courtesy and respect 0.30*
Q5 Doctors listen carefully 0.37*
Q6 Doctors explain things in an 0.29%*

understandable way

Physical environment 0.32%
Q8 Hospital room was kept clean 0.35%
Q9 Surrounding area was kept quiet 0.17

Pain management 0.36*
Q12 Pain was well controlled 0.34*
Q13 Staff did everything they could to help 0.33*

with pain

Medication communication —0.04
Q15 Staff explained what medication was —0.12

for
Q16 Staff explained possible medication 0.06

side effects

O-PAHC scale/item (7 = 166)

Communication with nurses 0.51*
Q1 Nurses treat with courtesy and respect 0.47*
Q2 Nurses listen carefully 0.48*
Q3 Nurses explain things in an 0.47*

understandable way

Communication with doctors 0.56*
Q4 Doctors treat with courtesy and respect 0.56*
Q5 Doctors listen carefully 0.52*
Q6 Doctors explain things in an 0.53*

understandable way

Physical environment 0.23*
Q8 Outpatient department was clean 0.23*
Q9 Bathrooms/latrines were clean 0.16*

Medication communication —0.40%
Q13 Staff explained what medication was —0.44*

for
Q14 Staff explained possible medication —0.30*

side effects

*P-value < 0.05.

0.46, P<<0.05) and with the communication with doctors
scale for O-PAHC (rtho = 0.56, P < 0.05). Summary scores
for the communication with doctors scale, physical environ-
ment scale and pain management scale showed moderate
and statistically significant associations with the overall evalu-
ation rating (tho coefficients = 0.40, 0.32 and 0.36, respect-

ively, P-values < 0.05) for the I-PAHC survey. The
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medication communication scale summary scote for the
I-PAHC survey, however, did not correlate very highly
(tho = —0.04, P-value =0.71) with the overall evaluation
rating, All of the correlations between the summary scores
for scales and patients’ overall evaluation for the O-PAHC
survey were >0.40 (P-values < 0.05), except for the corre-
lation between the summary score for the physical environ-
ment scale and patients’ overall evaluation (r= 0.23, P<<

0.05).

Discussion

This study reports on the development and validation of
questionnaires to assess patients’ experience in health in a
low-income country, Ethiopia. The I-PAHC questionnaire
includes 25 questions that comprise 5 constructs, and the
O-PAHC questionnaire includes 23 questions that comprise
4 constructs. The results indicate that the scales in both
questionnaires have good to excellent reliability, and both
questionnaires have good construct validity. Together, these
results indicate that the items that were conceptually related
were also highly correlated statistically, providing evidence
that they were measured by the instruments appropriately.
Additionally, we found the survey adminstration to be feas-
ible and useful in detecting differences across hospitals.

Patient experiences are frequently assessed as part of
quality improvement efforts in high-income settings; however,
few validated questionnaires are available for use in low-
income settings. The SERVQUAL, although used in other
studies, is not designed for health care facilities and therefore
may miss important contextual aspects of patient experiences,
such as experiences with physicians and nurses, particularly in
low-income settings. Additionally, the SERVQUAL assesses
both individual’s expectations and perceptions of actual per-
formance, which are measured at the same time and can intro-
duce bias, as well as result in a substantially longer survey
instrument and increased respondent burden. Some of the
other surveys that have been assessed focus on specific types
of care, such as diabetes [11] or HIV treatment [12] and thete-
fore are less applicable to general hospital and outpatient care.
One additional survey, designed for use in primary outpatient
care rather than in hospitals, has been shown to be valid for
populations in Upper Guinea and in Burkina Faso [13, 14],
but has not been validated in East Africa. Another survey was
developed for assessing patient satisfaction with hospital care
in Bangladesh [15]; however, the survey was specific to the
Bangladesh context, again not necessarily reflecting the health
care system issues in Hast Africa. The I-PAHC and O-PAHC,
which are brief, valid and reliable questionnaires, may be par-
ticularly helpful in evaluating the impact of health systems
strengthening efforts on patients’ experiences with facility-
based care. These questionnaires will allow facilities to
measure patient experiences at one point in time as well as
monitor trends over time. Ongoing monitoring of such data
can be used at the national level to set benchmarks for hospi-
tals and health centers.
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Despite the benefits of measuring patient experience,
implementation of the surveys for routine use requires
focused efforts and human resource capacity. First, inter-
viewers must be identified, trained and supervised. Although
we anticipated some patients may complete the surveys
themselves, we learned that due to illiteracy rates, physical
disabilities and consistency of completion, in-person admin-
stration by a trained interviewer was most effective for gath-
ering high quality and consistently completed questionnaires.
Nonetheless, training was important, particularly in the
sampling and consent procedures. Training of interviewers
was accomplished in a one-day session. In addition, data
were compiled on site and entered using a pre-formatted MS
Access programme, which then exported data to Excel to
produce automatically summary tables and figures to track
hospital performance. Completion of the interview and its
data entry was estimated to require an average of 15 min per
questionnaire for a total staff time of just more than 12 h for
50 questionnaires in the month of the survey.

The results of this study must be viewed in light of several
limitations. First, the sample size is relatively small, although
we had adequate power to detect the expected statistical
associations. Second, although we tested internal consistency
reliability, we were unable to assess the questionnaire’s test—
retest reliability due to the logistical challenges of having
patients complete the survey twice. Third, the physical
environment construct had relatively lower internal consist-
ency reliability than the other scales in the instruments,
which would suggest that the two items do not fully capture
the physical environment construct. More items in this con-
struct may be needed to improve internal consistency
reliability of the physical environment scale. Finally, we con-
ducted the study in one low-income country; results may
differ in other low-income countries and evaluating question-
naires in the context where they will be used is important.

Assessing patient experiences

The international focus on strengthening health systems
includes expanded efforts in quality improvement of delivery
systems. Measuring impact of such efforts is challenging, par-
ticularly in resource-limited settings where medical records
are often limited and data capture systems can be unreliable.
In such contexts, the patient’s experience can be an impor-
tant indicator for comparing facilities and for evaluating
efforts to enhance patient-centered, higher quality care. The
PAHC questionnaires are brief and can easily be adminis-
tered in health care settings with the support of leadership at
the health facility level as well as the country level
Leadership support has been apparent in Ethiopia as the
Federal Ministry of Health has endorsed the use of the
PAHC questionnaires in its national reform guidelines, and
hospital managers are beginning to use the questionnaire reg-
ularly. The presence of effective leadership at both ministry
and facility levels is critical for facilitating the implementation
process as well as providing the resources needed for
ongoing data collection, analysis and action to enhance the
quality of care and improve patients’ experiences.
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Appendix I: In-Patient Assessment of Health Care (I-PAHC) Survey
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Survey # Hospital Name: Department: Ward:

Age: Date:

Male O, Female O, Never Sometimes Usually Always

1. During this hospital stay, how often did nurses treat you with o 0 0O O

courtesy and respect? X £ 3 1

;E;rmg this hospital stay, how often did nurses listen carefully to 0 0 0 .0

3. During this hospital stay, how often did nurses explain things in a O O O o

way you could understand? z 4 3 4

4. During this hospital stay, how often did doctors/health officers treat o O O o

you with courtesy and respect? : £ 4 )

5. During this hospital stay, how often did doctors/health officers listen o O O o

carefully to you? ! ? ! 4

6. During this hospital stay, how often did doctors/health officers O O ) O

explain things in a way you could understand? ! : ? 4

7. | could distinguish between doctors/health officers and nurses. ,0 .0 s |

8. During this hospital stay, how often was the room you were sleeping o O O o

in kept clean? 3 2 * 4

g; :Il.;r;!:?g this hospital stay, how often was the area around you guiet 0 0 0 0

10. During this hospital stay, how often did staff make sure you have O O O o
. 1 F 3 4

enough personal privacy?

11. During this hospital stay, did you experience any pain? ;0 Yes .0 No, Skip 12 & 13

12. During this hospital stay, how often was your pain well controlled? ,0 .0 ;0 |

13. During this hospital stay, how often did staff do everything they o O O o

could to help you with your pain? L 2 $ 4

14. During this hospital stay, were you given any medication that you

had not taken before? ;0 Yes .00 No, Skip 15 & 16

15. Before giving you any new medication, how often did staff tell you O o 0 O

what the medicine was for? ! 2 * 4

16. Before giving you any new medication, how often did staff describe O e e o

possible side effects in a way you could understand? ! ! ! 4

17. Were you given information in a way you could understand what

symptoms or health problems to look out for after you leave the ;0 Yes ;0 No

hospital?

18. Was it easy to find your way around the hospital? ;00 Yes .0 No

19. Is this your first time being treated at this hospital? . Yes ;0 No 30 Cannot remember

20. On a scale of 0-10 (0 being the worst hospital, 10 being the best
hospital), how would you rate this hospital?

| ! A o Yt O [ | o Y i A | L i |
0 1 2 3 4 5 6 7 8 9 10
Worst hospital ...Best hospital

21. Would you recommend this hospital to your friends and family?

a0 ,0 ;0 .0
Definitely | Probably no | Probably Definitely
no yes yes

22. Did you have to pay for this hospital stay?

1O Yes . No, Skip Q23

23. Do you consider this hospital stay too expensive?

10 Yes L0 No

24. How would you rate your overall health?

.0 Poor ] ;00 Fair |3E| Good ]4D Excellent

25. What is the highest grade or level of school that you have
completed?

10 Niterate

.00 Reading & writing ability, no formal education
401" 8" grade

09" -12" grade

;0 Diploma and above

<[ Other
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Appendix 2: Out-Patient Assessment of Health Care (O-PAHC) Survey

Survey # ____ Facility Name: Department:
Age: Date:
Male OO0, Female OJ; [S)T::;EEI: Disagree Agree SK::LE:V
1. During this visit, nurses treated me with courtesy and respect. a .0 ;0 0
2. During this visit, nurses listened carefully to me. O .0 fm] O
3. During this visit, nurses explained things in a way | could 0 0 0 .0
understand.
4. During this visit, doctors/health officers treated me with o .0 .0 .0
courtesy and respect.
5. During this visit, doctors/health officers listened carefully to me. O .0 Hm| O
6. During visit, doctors/health officers explained things in a way | 0 .0 .0 .0
could understand.
7. | could distinguish between doctors/health officers and nurses. O .0 fm] O
8. The outpatient department was clean. O .0 | i
Q. Th_e bathrooms/latrines were clean (leave blank if not R 0 0 .0
applicable).
10. I had enough time to discuss my medical problem with the O O O 0
doctor/health officer or nurse. 1 2 3 4
11. Were you given information in a way you could understand
what symptoms or health problems to look out for after you leave 0 Yes .0 No
the outpatient department/clinic?
12. Were you prescribed any new medication at this visit? 10 Yes .0 No, Skip Q13, 14, &15
13. Did the staff tell you what the medication was for? 1O Yes L0 No
14. Did health facility staff describe its possible side effectsin a 00 Yes O No
way you could understand?
1?, Were all the medications you needed available at the drug \OYes .0 No
dispensary here.
16. Was it easy to find your way around the facility? 00 Yes O No
17. Is this your first time being treated at this health facility? ;0 Yes ;,0Ne ;00 Cannot remember
18. On a scale of 0-10 (0 being the worst facility, 10 beingthebest |0 O O O O 0O O O O O O
facility), how would you rate this health facility? 01 2 3 4 5 6 7 8 9 10

Worst Best
19. Would you recommend this outpatient department/clinic to 0 .0 | O
your friends and family? Definitely no Probably Probably %

Definitely yes
no yes
20. Did you have to pay for this outpatient visit? .0 Yes .0 No, Skip Q21
21. Do you consider this outpatient visit too expensive?
.0 Yes .0 No
22. How would you rate your overall health? 0 .0 ;0 20
Poor Fair Good Excellent

23. What is the highest grade or level of school that you have ;0 llliterate
completed? ;00 Reading & writing ability, no formal education

;017 8" grade

409" -12" grade

s Diploma and above

ED Other
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