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VERSION 1 - REVIEW 

REVIEWER Eliza Wong 
JC School of Public Health & Primary Care, The Chinese University 
of Hong Kong 

REVIEW RETURNED 16-Oct-2015 

 

GENERAL COMMENTS (1) elaboration of the study gap  
(2) literature review is not comprehensive and updated e.g. reasons 
of using Beattie's Model of Quality of Care, what is the difference of 
the tool between measuring patient experience/journey and general 
quality of care, other available tool measuring quality of care  
(3) criteria of expert panel is not clear  
(4) explanation on the sample size and two selected geographical 
area is required to address the issue of generalization which also 
link up to whether there is any study limitation on this regard.   

 

REVIEWER Niklas Bobrovitz 
University of Oxford, UK 

REVIEW RETURNED 12-Dec-2015 

 

GENERAL COMMENTS Overall, this was a well-written manuscript, with a detailed 
background, well-informed discussion regarding current issues of 
patient experience measurement and it addresses the need for a 
brief patient experience measure.  
 
I have some comments/questions/requests for the authors.  
 
The intended scope for the use of this survey is unclear in the 
objective in the abstract and aims statement. It should be made 
clear that the authors intended to develop a measure to assess 
patient experiences with hospital care. Also, in the discussion 
section, the authors describe that the "the primary purpose of CEFIT 
is to us patient experience data for real time feedback at team or unit 
level within a health care environment". The authors should clarify 
that the target environments are hospitals.  
 
A statement is required regarding the informed consent or ethics 
approval for the process of developing the survey with former 
patients and healthcare staff.  
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Few patient or provider characteristics are reported for those that 
contributed to the content validation. If possible, the authors should 
provide additional details (age, sex, types of providers, types of 
patients). Different types of patients (elective surgery, trauma, 
general medical) may have different priorities in healthcare and an 
understanding of whom informed the development of the content 
would be relevant to understand the robustness of the content 
validation step.  
 
Few patient characteristics are reported for those that completed the 
survey. What types of patients were these? Surgical? Medical? 
Elective? If the authors have additional details they should include 
these in the manuscript. This is relevant to assess generalizability of 
the results.  
 
On page 17 the authors write "Our findings support good content 
and construct validity..." How was construct validity assessed? This 
was not made clear in the methods or results.  
 
It's unclear whether or not a global rating item was included on the 
survey. On page 10 the authors write "The item rated as 'needing 
revision' was the overall global rating scale as there was no 
yardstick or parameter to help patients respond appropriately. The 
expert feedback and literature supported removal of the global rating 
scale as CEFIT was designed to highlight key areas for 
improvement and action as opposed to an assessment for 
judgment.....Five items, with a point rating response option, plus a 
global rating question, with an eleven point response, remained in 
the final version". However, no results are reported for the global 
rating item. Was one included? If yes, the results need to be 
reported. The authors should also consider additional analysis. The 
authors may consider regressing the items on the global rating item 
to determine the independent contribution of each item to a patient's 
overall assessment of care. This would provide some evidence of 
construct validity.  
 
Can the authors please provide the items for the purpose of this 
review? A discussion regarding the wording of the effectiveness item 
may be warranted given that previous robust survey development 
efforts, including those for the HCAHPS and QTAC-PREM, have 
shown, using cognitive interviews, that patients have a limited ability 
to assess the clinical effectiveness of care and instead assess 
elements of communication with providers.  
 
The authors should discuss 2-3 limitations of this study in the 
discussion section. 

 

REVIEWER Stefan Noest 
University Hospital Heidelberg, Dept. of General Practice and Health 
Services Research, Heidelberg, Germany 

REVIEW RETURNED 14-Dec-2015 

 

GENERAL COMMENTS Review Manuscript ID bmjopen-2015-010101  
"Development and psychometric properties of the Care Experience 
Feedback Improvement Tool (CEFIT)."  
 
Instrument use is important for effective patient surveys and brief 
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patient surveys also have their place in such processes. The authors 
decide to use a brief evaluation concept instead of an elaborate 
measurement concept of patient experiences. This was the main 
purpose and was central to the manuscript. I think the focus in this 
paper on briefness of an instrument is a very important matter in 
regard to patient’s views on quality performance measurement, but I 
have also some critical notes:  
 
General  
 
Generally, developing a brief instrument instead of an elaborate 
questionnaire is very challenging in the context of quality 
improvement. Concerning this challenge and to the described study 
design, I think the authors should be more moderate with reasoning 
that the CEFIT is a “brief yet valid and reliable measure of patient 
experiences of quality of care”. Instead of this conclusion, I 
recommend that they report that content validation was performed 
and internal consistency and dimensionality were tested as part of 
validating the CEFIT.  
Furthermore, I recommend the same “quality critique procedure” for 
reporting and discussing the CEFIT validation as used in the 
previous systematic review which was conducted by the authors 
themselves to develop the CEFIT (cf. Beattie et al., according to 
Terwee et al.).  
Main focus of this paper could be the discussion of a brief instrument 
(vs. comprehensive evaluation). Therefore a clear purpose/research 
question has to be defined and the setting of appliance of the 
questionnaire as well as the possibilities of quality improvement has 
to be accurately described.  
 
Item design, ceiling effects and discrimination of Quality  
 
The concepts of patient satisfaction and patient experiences overlap 
in many patient questionnaires and in my understanding the both 
approaches cannot be separated accurately. This issue is also 
methodologically discussed with regard to the item design: report vs. 
rating, as the authors mentioned in the background section.  
Based on my subjective assessment of face validity, the CEFIT-
items are designed as overall rating outcome measures and do not 
obviously differ from a patient satisfaction instrument. I hypothesize 
that there are less differences in cognitive processes of patients in 
responding the following questions:  
 
“Staff were CARING towards me” (never, occasionally, sometimes, 
often, always)  
 
“I am satisfied with the health care staff” (not at all, slightly, 
moderately, very, completely)  
 
Maybe this could be a reason for the high ceiling effects in the study, 
which was also mentioned in the background section as 
characteristic of measuring patient satisfaction. This creates the 
tendency for another problem: As the authors mentioned in the 
background section, such instruments are not eligible to differ 
between poor and good quality of care and therefore the use of the 
instrument as quality improvement tool is restricted. I think there are 
some inconsistences between the results, the aims and the 
requirements also represented in the title and the background 
section. I would recommend discussing these crucial points with 
regard to the limitations in the discussion section in a more intensive 
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way and be more moderate with the conclusion “valid and reliable”. I 
would also recommend discussing the challenge between briefness 
(short evaluation) and using CEFIT as data basis for quality 
improvement. This is a general discussion and very important.  
 
Content validity  
 
The measuring concept is reported. The reported process (CVI) can 
be one part of validation. But: I think the rating of the items as 
“relevant” or “irrelevant” produced a suggestive effect. e.g. cognitive 
testing with patients in care settings would be adequate.  
I recommend that the authors describe clearly the measurement 
aim, the target population and the health-care setting for applying 
the CEFIT. (cf. Terwee et al.) The last paragraph in discussion 
section is not suitable therefore and it appears that this was added 
ex post. Why is the primary purpose of CEFIT (real time feedback 
instrument at team or unit level) firstly mentioned in the last 
paragraph of the discussion section???  
 
Statistical methods  
 
Data differ with normal distribution (ceiling effects). Are the replied 
statistical methods (e.g. Cronbach Alpha or PCA) are robust for this 
distribution?  
 
Design and data collection  
 
The authors mentioned the importance of the development context 
in the background section. If the CEFIT will be applied in the setting 
of a population/household survey the design is appropriate. If the 
CEFIT will be applied in other settings, e.g. hospital inpatient care as 
mentioned in the background section, the design has limited 
transferability. This problem is discussed in the discussion section 
and (in my eyes) limits the reasoning that the CEFIT is “valid and 
reliable”.  
 
Ethics  
 
I recommend providing the reference/ID of the ethics committee 
approval.  
Results  
Based on the stated number of participants I cannot reproduce the 
response rate. The description of the participants’ characteristics is 
narrow. Furthermore, I miss the results of confirmatory factor 
analysis, which was announced in the section “Analysis” and I am 
not sure whether internal consistency/Cronbachs Alpha is a 
sufficient measure for reliability on its own.  
 
Discussion  
 
The authors discuss a number of limitations. I recommend a more 
moderate approach in reasoning that the CEFIT is a “brief yet valid 
and reliable measure of patient experiences of quality of care” (cf. 
my general critique above). I miss the general discussion between 
(1) short evaluations/utility and (2) comprehensive 
evaluation/detailed information as source for quality improvement. I 
remember that some reviews exist to appropriate questionnaire 
lengths and suitable number of items offered to patients. This 
depends on the purpose and the setting of the survey and has to be 
discussed if the main purpose is to develop a brief instrument.  
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The authors refer in the discussion section that their “findings 
support good … construct validity” but do not describe the 
conditions, hypothesis or findings before (except for PCA=structural 
validity). 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 Comments  

(Eliza Wong)  

 

Authors’ Response  

 

1.  

Elaboration of the study gap  

 

Many thanks for highlighting this area of the paper for further development. Four paragraphs have 

been added (pages 6-8) highlighting the different purpose or limitations of existing instruments to 

elaborate the gap to create a brief instrument of the patient experience of hospital quality of care.  

 

 

2.  

Literature review is not comprehensive and updated e.g. reasons of using Beattie's Model of Quality 

of Care, what is the difference of the tool between measuring patient experience/journey and general 

quality of care, other available tool measuring quality of care  

 

Content is available to provide an understanding of the specific construct of interest of patient 

experience, as opposed to satisfaction (content of two previous paragraphs have been edited and 

merged on page 6).  

Instruments to measure quality of care is a vast topic area, but we have added a paragraph to 

illustrate the difference between existing instruments; measuring aspects of, as opposed to global 

construct of hospital quality of care for generic use (page 6 and 7). Additional references have been 

added (Black et al 2014,28 Ikkersheim and Koolman,29 Murrells et al 2013,30 Mercer et al 200831).  

 

 

3.  

Criteria of expert panel is not clear  

 

More detail has been provided on the criteria of the expert panel (last paragraph, page 10) 

Specifically, professional ‘expert’ was assumed when the following two criteria were met:  

1. Current or previous role providing direct patient care and  

2. Current specific role in patient experience policy or practice or  

3. Published research in relation to patient experience or quality of care  

The public volunteer group were volunteers who had been an inpatient in a hospital in the last 6 

months.  

 

 

4.  

Explanation on the sample size and two selected geographical area is required to address the issue 

of generalization which also link up to whether there is any study limitation on this regard.  
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We have now clarified this on page 13. We reported the survey response rate for the whole of the 

Queensland Survey as opposed to those participants eligible to complete the CEFIT questions (i.e. 

having had a healthcare experience in the preceding 12 months). 802 (66%) of those participating in 

the survey were eligible to complete CEFIT. All (100%) eligible participants responded to the CEFIT 

questions. We think it is important to report the overall survey response to illustrate the random nature 

for the sample from which eligible CEFIT participants were drawn. We did not report or differentiate 

between CEFIT responses from the two geographical areas (South-East Queensland and the rest of 

Queensland) as we aimed to test the CEFIT structure within the general population of both regions. 

We acknowledge the limitation of testing the CEFIT within a general population survey and 

recommend further testing of validity with an inpatient population in the discussion section.  

 

 

Reviewer 2 Comments  

(Niklas Bobrovitz)  

 

 

Overall, this was a well-written manuscript, with a detailed background, well-informed discussion 

regarding current issues of patient experience measurement and it addresses the need for a brief 

patient experience measure.  

 

No action required. We are encouraged by the reviewer’s remark that that the manuscript has been 

well written and addresses the need for a brief measure of patient experience.  

 

1.  

The intended scope for the use of this survey is unclear in the objective in the abstract and aims 

statement. It should be made clear that the authors intended to develop a measure to assess patient 

experiences with hospital care. Also, in the discussion section, the authors describe that the "the 

primary purpose of CEFIT is to use patient experience data for real time feedback at team or unit level 

within a health care environment". The authors should clarify that the target environments are 

hospitals.  

 

As suggested, we have been more specific that the intended context for CEFIT use is a hospital 

setting, however initial testing has been conducted on those with a previous care experience. Detail 

has been amended throughout the text. Whilst our aim is to create an instrument which can be easily 

adapted to a wide range of healthcare contexts, we recognise the need to be explicit about the 

instruments primary intention; which is the hospital context. We have been more specific about the 

context and purpose of CEFIT throughout the manuscript.  

 

2.  

A statement is required regarding the informed consent or ethics approval for the process of 

developing the survey with former patients and healthcare staff.  

 

Obtaining feedback from previous patients and patient experience experts on the draft tool was 

deemed service evaluation by the local R&D Manager (now added to page 10) The tool was planned 

to be used for local service evaluation at that time. Once the idea was formed to develop the 

psychometric properties of the tool within the survey full ethical approval was sought to embed CEFIT 

within the Queensland survey. Please find enclosed letter regarding the ethical opinion of the initial 

tool development.  

 

 

3.  

Few patient or provider characteristics are reported for those that contributed to the content validation. 
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If possible, the authors should provide additional details (age, sex, types of providers, types of 

patients). Different types of patients (elective surgery, trauma, general medical) may have different 

priorities in healthcare and an understanding of whom informed the development of the content would 

be relevant to understand the robustness of the content validation step.  

 

The CVI exercise involved getting both a public volunteer and professional group to give their view on 

the draft CEFIT tool for comprehension and completeness. Both groups met specified criteria 

(detailed on page 10). We did not collect data on age, type of hospital admission, patient types or 

details of professionals. Given that public volunteers were attending cardiac rehabilitation it could be 

assumed that they were medical patients. However, sampling across all patient types would not have 

been possible or necessary to calculate a CVI. CEFIT items were originally constructed from the 

published integrative review which included the views of multiple patients and providers from many 

contexts. CEFIT aims to be used in a hospital context across generic contexts. We recognise the 

limitation of a small scale CVI but recommend further validation studies of CEFIT in the context and 

population in which it will be used.  

 

 

4.  

Few patient characteristics are reported for those that completed the survey. What types of patients 

were these? Surgical? Medical? Elective? If the authors have additional details they should include 

these in the manuscript. This is relevant to assess generalizability of the results.  

 

Those that completed the survey were members of the public whom had a healthcare experience in 

the previous 12 months. We did not collect data on patient types. The population survey provided an 

opportunity to test with a large number of participants, within a true random sample of a population, 

the structural validity and internal consistency of the CEFIT items. The results of these findings were 

positive enough to justify further investigation. We have edited a sentence under the ‘Design’ heading 

on page 11 and discussed under limitations on page 21.  

 

 

5.  

On page 17 the authors write "Our findings support good content and construct validity..." How was 

construct validity assessed? This was not made clear in the methods or results.  

 

Many thanks for pointing out this important point. We were in fact referring to content and structural 

validity as defined by COSMIN. Structural validity was tested using factor analysis and results are 

detailed on last paragraph of page 14 and tables 4 and 4. We have now re-worded as appropriate and 

assessed our study using the COSMIN criteria and Additional Aspects of Utility Criteria as suggested 

by another reviewer. Our findings support fair content validity and excellent structural validity for the 

quality of the methods using the appropriate COSMIN checklist. The quality of all study results were 

positive using the Terwee Quality criteria for measurement properties. Details of how we arrived at 

these results are detailed in CEFIT Quality Critique section of the paper (pages 15 and 16).  

 

 

6.  

It's unclear whether or not a global rating item was included on the survey. On page 10 the authors 

write "The item rated as 'needing revision' was the overall global rating scale as there was no 

yardstick or parameter to help patients respond appropriately. The expert feedback and literature 

supported removal of the global rating scale as CEFIT was designed to highlight key areas for 

improvement and action as opposed to an assessment for judgment.....Five items, with a point rating 

response option, plus a global rating question, with an eleven point response, remained in the final 

version". However, no results are reported for the global rating item. Was one included? If yes, the 
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results need to be reported. The authors should also consider additional analysis. The authors may 

consider regressing the items on the global rating item to determine the independent contribution of 

each item to a patient's overall assessment of care. This would provide some evidence of construct 

validity.  

 

Many thanks for highlighting this important point. We had not made this point clear in the paper and 

had incorrectly left in a statement relating to the overall rating scale.  

 

The initial draft of CEFIT contained a global question designed to rate the patients overall healthcare 

quality experience, where 1= the worst quality care and 5= the best quality of care. We decided to 

remove the overall rating scale for two mains reasons. Firstly, the CVI indicated some difficulty in 

responders gauging an overall score. Secondly, the primary purpose of CEFIT was to provide 

formative feedback for improvement purposes as opposed to a summative score for comparison or 

judgement.  

 

Unfortunately, our questions had already been submitted for the Queensland Survey before the 

decision was made to remove the final rating scale. However, we are intending to report the analysis 

suggested in a future paper to help determine whether simple scoring is valid for CEFIT or whether 

weighting of individual items needs to be considered. At this point we feel it is important to remove the 

overall rating as the intention of this paper is to report the initial development and testing of CEFIT, as 

well as being explicit about the instruments intended purpose. We have no intention of retaining the 

global rating scale in the CEFIT instrument, therefore the sentence referring to this remaining in the 

final version has been removed, whilst the reference made to the draft tool prior to CVI has been 

retained for accuracy.  

 

 

7.  

Can the authors please provide the items for the purpose of this review? A discussion regarding the 

wording of the effectiveness item may be warranted given that previous robust survey development 

efforts, including those for the HCAHPS and QTAC-PREM, have shown, using cognitive interviews, 

that patients have a limited ability to assess the clinical effectiveness of care and instead assess 

elements of communication with providers.  

 

We appreciate the reviewer highlighting this important anomaly. A copy of the CEFIT has now been 

included as Figure 2.  

 

Whilst previous instruments have interpreted effectiveness as clinical effectiveness we have 

articulated all of our domains in a person-centred way. In line with the IOM definition we interpret 

effectiveness as matching science to personal care (IOM, 2001). Effectiveness from a person-centred 

perspective them becomes “My care met my personal needs.” Prompts include care and treatment 

being adapted to fit the individual, for example prescribing new medicine whilst considering 

interactions with current medication, or treatment adjusted to meet individual circumstances, such as 

chemotherapy regime selected to suit the rural location of the patient. Patients are therefore being 

asked whether their personal needs were considered during treatment options, as opposed to rating 

technical aspects of care. This, of course, will include how well these aspects have been 

communicated by the clinician. We do not think this is the same as patients judging the technical skill 

or clinical effectiveness of clinicians, which has previously been shown to be of limited value. There is 

a statement within Stage One of Instrument Development which provides an example of the person-

centred interpretation of the effectiveness domain (page 9).  

 

 

8.  
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The authors should discuss 2-3 limitations of this study in the discussion section.  

 

The limitation of testing CEFIT within a population survey has been acknowledged and highlights the 

fact that the findings are limited to an Australian population with a healthcare experience as opposed 

to inpatients. However, the promising psychometric results suggest it would be worthwhile to test 

CEFIT with recently hospitalised patients to determine validity in this population and the numbers 

needed to differentiate between good and not so good patient experience of hospital quality.  

 

Whilst not necessarily a limitation, we acknowledge the ongoing challenge of devising a patient 

experience instrument for quality improvement purposes, including the debate of necessity versus 

sufficiency and psychometric strength versus practicalities.  

 

We also recognise the potential limitation of range due to CEFIT responses being mostly towards the 

high end of response options (see response to comment 5 by the third reviewer).  

 

All of these points have been highlighted within the discussion section.  

 

Reviewer 3 Comments  

(Stefan Noest)  

 

 

1.  

Instrument use is important for effective patient surveys and brief patient surveys also have their 

place in such processes. The authors decide to use a brief evaluation concept instead of an elaborate 

measurement concept of patient experiences. This was the main purpose and was central to the 

manuscript. I think the focus in this paper on briefness of an instrument is a very important matter in 

regard to patient’s views on quality performance measurement.  

 

We agree that this was an underdeveloped, yet key aspect of the manuscript and thank the reviewer 

for highlighting this point.  

 

We have added content to the introduction to highlight the necessity of balancing all aspects of 

instrument utility (which includes length of instrument), depending on the instruments primary purpose 

(pages 7 and 8), which helps set the scene for the discussion between brief and lengthy instruments 

(see discussion section pages 19 and 20).  

 

 

2.  

Generally, developing a brief instrument instead of an elaborate questionnaire is very challenging in 

the context of quality improvement. Concerning this challenge and to the described study design, I 

think the authors should be more moderate with reasoning that the CEFIT is a “brief yet valid and 

reliable measure of patient experiences of quality of care”. Instead of this conclusion, I recommend 

that they report that content validation was performed and internal consistency and dimensionality 

were tested as part of validating the CEFIT.  

 

We agree with the reviewer that we initially overstated the validity and reliability of the CEFIT 

instrument, based on psychometric testing so far. In line with your recommendation we have been 

more specific about the intentions and results of CEFIT from this paper. More appropriately we have 

stated that CEFIT has demonstrated content and structural validity and internal consistency. Note that 

we have used the term ‘structural’ validity to describe testing the dimensionality of the instrument in 

line with the categorical definitions used by COSMIN (Consensus-based Standards for the Selection 

of Health Measurement Instruments). Using COSMIN definitions enabled easier application of their 
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criteria as you have suggested below.  

 

 

 

3.  

Furthermore, I recommend the same “quality critique procedure” for reporting and discussing the 

CEFIT validation as used in the previous systematic review which was conducted by the authors 

themselves to develop the CEFIT (cf. Beattie et al., according to Terwee et al.).  

 

We appreciate the excellent suggestion that the same quality critique procedure we have previously 

applied in a systematic review of existing instruments should be used for developing CEFIT. We have 

now applied COSMIN criteria for study quality, Terwee et al criteria for psychometric results (see 

Figure 3) and criteria for additional aspects of utility developed and applied in our previous systematic 

review for cost, acceptability and educational impact (see Figure 4). See section on Quality Critique 

on page 15 and 16. Results are presented in an adapted matrix in Table 5.  

 

 

4.  

Main focus of this paper could be the discussion of a brief instrument (vs. comprehensive evaluation). 

Therefore a clear purpose/research question has to be defined and the setting of appliance of the 

questionnaire as well as the possibilities of quality improvement has to be accurately described.  

 

Many thanks for the suggestions for a more tightly focused purpose and discussion for our paper. The 

aim and objectives have been re-written to be more focused (see pages 8 and 9). Content has been 

added to introduction on the use of different instruments for different purposes. The discussion is now 

predominantly focused around the differences and challenges of using a brief versus a 

comprehensive instrument to evaluate the patient experience of hospital quality of care.  

 

 

5.  

The concepts of patient satisfaction and patient experiences overlap in many patient questionnaires 

and in my understanding the both approaches cannot be separated accurately. This issue is also 

methodologically discussed with regard to the item design: report vs. rating, as the authors mentioned 

in the background section.  

Based on my subjective assessment of face validity, the CEFIT-items are designed as overall rating 

outcome measures and do not obviously differ from a patient satisfaction instrument. I hypothesize 

that there are less differences in cognitive processes of patients in responding the following 

questions:  

 

“Staff were CARING towards me” (never, occasionally, sometimes, often, always)  

 

“I am satisfied with the health care staff” (not at all, slightly, moderately, very, completely)  

 

Maybe this could be a reason for the high ceiling effects in the study, which was also mentioned in the 

background section as characteristic of measuring patient satisfaction. This creates the tendency for 

another problem: As the authors mentioned in the background section, such instruments are not 

eligible to differ between poor and good quality of care and therefore the use of the instrument as 

quality improvement tool is restricted. I think there are some inconsistences between the results, the 

aims and the requirements also represented in the title and the background section. I would 

recommend discussing these crucial points with regard to the limitations in the discussion section in a 

more intensive way and be more moderate with the conclusion “valid and reliable”. I would also 

recommend discussing the challenge between briefness (short evaluation) and using CEFIT as data 
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basis for quality improvement. This is a general discussion and very important.  

 

 

 

There remains much debate as to the difference or indeed interrelatedness of satisfaction and patient 

experience. The CEFIT items attempt to extrapolate from the patient whether certain care processes 

actually occurred, and the frequency of that occurrence. In our view this is different from their 

judgement of whether or not they are satisfied with the care process. For example, the patient may 

suggest that care met their personal needs only ‘sometimes’. However, if you ask a patient whether or 

not they were satisfied with their care being adapted to their personal needs they may rate 

‘completely.’ Given that satisfaction is linked to their expectations (and other factors) perhaps they did 

not expect care to be adapted to their specific needs due to previous experience etc. We think there is 

a difference in obtaining reports of what happened (experience) as opposed to patient satisfaction of 

their quality of care. We give an example of this on page 6. Of course further validation studies will 

investigate this further.  

 

 

We have now refocused the paper to provide a more moderate claim of validity and reliability. We 

have also addressed the gap in our main direction and discussion of the paper around short versus 

longer evaluation instruments for hospital quality of care.  

 

We recognise the potential limitation of range due to CEFIT responses being mostly towards the high 

end of response options. However, although CEFIT responses were mostly towards the high end of 

the scale all responses were utilised, indicating the potential range necessary to differentiate between 

excellent and poor care experiences. Other instruments with high ceiling effects have been able to 

differentiate between aspects of good and not so good care. We will remain vigilant of the potential 

threat, but will not know whether CEFIT can differentiate between different experiences of quality of 

care until we conduct our future generalisability study. We have added this detail within the discussion 

section.  

 

Addressing these points have help to reconcile the inconsistencies within the paper.  

 

6.  

Content validity  

 

The measuring concept is reported. The reported process (CVI) can be one part of validation. But: I 

think the rating of the items as “relevant” or “irrelevant” produced a suggestive effect. e.g. cognitive 

testing with patients in care settings would be adequate.  

I recommend that the authors describe clearly the measurement aim, the target population and the 

health-care setting for applying the CEFIT. (cf. Terwee et al.) The last paragraph in discussion section 

is not suitable therefore and it appears that this was added ex post. Why is the primary purpose of 

CEFIT (real time feedback instrument at team or unit level) firstly mentioned in the last paragraph of 

the discussion section???  

 

 

 

We have provided more detail on the CVI procedure. However, we did not collect data on the target 

population, rather previous patients and patient experience experts gave their view on the relevance 

and sufficiency of the draft tool. We have now been more explicit about this by applying the COSMIN 

checklist for content validity. The quality of the methods for the content validity of CEFIT was found to 

be fair as it has yet to be tested in the population and context for which it is designed. We 

acknowledge this limitation and recommend a future validation study in an inpatient context (see 
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CEFIT Quality Critique on pages 15 and 16 and Table 5).  

 

The last paragraph in the discussion section has been removed and the discussion now focuses on 

the different purposes and pros and cons of using a brief versus a longer instrument to measure the 

patient experience of hospital quality of care.  

 

 

7.  

Statistical methods  

 

Data differ with normal distribution (ceiling effects). Are the replied statistical methods (e.g. Cronbach 

Alpha or PCA) are robust for this distribution?  

 

Many thanks for raising this interesting point.  

 

Whilst it would appear that skewed distribution can affect the robustness of Cronbach alpha and PCA 

this has not been well investigated and remains subject to much debate. A study by Sheng and 

Sheng (2012)52 used various statistical simulations to observe the effect of different distributions on 

Cronbachs alpha. There findings suggest that Cronbach alpha is affected by skewed distributions but 

increased sample sizes help improve the accuracy of non-normal data. Whilst debate remains around 

what constitutes an adequate sample, we think that our large sample of 802 would potentially reduce 

the error.  

 

Norman (2010)53 suggest that if we were to assure the assumption of normally distributed data for 

factor analysis (and some other tests) we would effectively dismiss about 75% of educational, health 

status and quality of life assessment. Again, they conduct various modelling with skewed data and 

conclude that parametric statistics can be used with Likert data with non-normal distributions. In 

summary we think that PCA is likely influenced by ceiling effects but the effect is unlikely to be so 

great as to affect the robustness of our actual result.  

 

As a result, given the above, we assert that the statistical analyses used, item total correlation and 

PCA analyses, support the hypothesis that CEFIT questions are related and tap into a construct to 

measure patient experience. The challenge for the future will be to ensure that skewed data and 

ceiling effects will not limit the capacity of CEFIT to discriminate reliably between care providers (as 

mentioned in response to point 5). The risk is that a limit in variation between care providers, if 

caused by universally high scores, could make differentiation between providers patients’ care 

experience too difficult thus depressing inter-rater (inter- patient) reliability and/or demanding an 

unfeasibly high number of patient opinions to be reliable. A Generalizability (G-) study is planned to 

research this aspect and determine the number of patient opinions needed. Previous experience, by 

one of our authors, with G-studies used for the development of the CARE empathy measure is 

encouraging, While CARE has similarly skewed data to CEFIT, it has been proven as valid and 

reliable and been adopted to drive personal quality improvement in healthcare personnel across a 

range of contexts internationally. We have added comment to our manuscript to highlight the 

challenges and future planned work (page 22).  

 

8.  

Design and data collection  

 

The authors mentioned the importance of the development context in the background section. If the 

CEFIT will be applied in the setting of a population/household survey the design is appropriate. If the 

CEFIT will be applied in other settings, e.g. hospital inpatient care as mentioned in the background 

section, the design has limited transferability. This problem is discussed in the discussion section and 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010101 on 14 June 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


(in my eyes) limits the reasoning that the CEFIT is “valid and reliable”.  

 

 

 

CEFIT aims to be used in hospital context, but was tested in a general population by people whom 

had had a healthcare experience within the last 12 months. However, the promising psychometric 

results suggest it would be worthwhile to test CEFIT with recently hospitalised patients (day of 

discharge) to determine validity in this population and the numbers needed to differentiate between 

good and not so good patient experience of hospital quality of care. This has been acknowledged as 

a limitation within the discussion. We have also re-aligned the aims and claims to test the content and 

structural validity and internal consistency.  

 

9.  

I recommend providing the reference/ID of the ethics committee approval.  

 

The reference ID has been inserted on page 12, within the Design section (H13/06-120).  

 

10.  

Based on the stated number of participants I cannot reproduce the response rate. The description of 

the participants’ characteristics is narrow. Furthermore, I miss the results of confirmatory factor 

analysis, which was announced in the section “Analysis” and I am not sure whether internal 

consistency/Cronbachs Alpha is a sufficient measure for reliability on its own.  

 

I think the confusion was due to the fact that we reported the survey response rate for the whole of 

the Queensland Survey as opposed to those participants eligible to complete the CEFIT questions 

(i.e. having had a healthcare experience in the preceding 12 months). 802 (66%) of those 

participating in the survey were eligible to complete CEFIT. All (100%) eligible participants responded 

to the CEFIT questions. We think it is important to report the overall survey response to illustrate the 

random nature for the sample from which eligible CEFIT participants were drawn. We have now 

clarified this at the beginning of the results section.  

 

Confirmatory factor analysis is reported in the text above table 3 and the data reported on Table 3 and 

Table 4.  

 

We agree that Cronbach’s alpha is only part of reliability. However, it is a common starting point 

therefore we have more appropriately claimed internal consistency as opposed to reliability per se 

thought the manuscript. We plan to test the reliability of the instrument to distinguish between different 

experiences of quality of care in a future generalisability study.  

 

 

 

11.  

The authors discuss a number of limitations. I recommend a more moderate approach in reasoning 

that the CEFIT is a “brief yet valid and reliable measure of patient experiences of quality of care” (cf. 

my general critique above). I miss the general discussion between (1) short evaluations/utility and (2) 

comprehensive evaluation/detailed information as source for quality improvement. I remember that 

some reviews exist to appropriate questionnaire lengths and suitable number of items offered to 

patients. This depends on the purpose and the setting of the survey and has to be discussed if the 

main purpose is to develop a brief instrument.  

 

 

We agree with the reviewer that a more moderate claim of the psychometric properties of CEFIT was 
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necessary. We have also reframed the direction of the paper to be a discussion around the utility of 

instruments, depending on purpose and context (see amended text in red within the introduction, aims 

and discussion).  

 

12.  

The authors refer in the discussion section that their “findings support good … construct validity” but 

do not describe the conditions, hypothesis or findings before (except for PCA=structural validity).  

 

Many thanks for highlighting this anomaly. We have now corrected our terminology and used 

COSMIN criteria to provide details for content and structural validity. We also claim structurally validity 

in a population with care experience. At this stage we have not tested construct validity.  

 

 

In order to fully address the reviewer’s comments we now have four Figures and five Tables. We are 

keen to work within your guidelines and potentially add some of these as additional files if necessary. 

VERSION 2 – REVIEW 

REVIEWER Stefan Noest 
University Hospital Heidelberg  
Dept. of General Practice and Health Services Research  
Germany 

REVIEW RETURNED 15-Mar-2016 

 

GENERAL COMMENTS The authors addressed the review recommendations in order to 
improve the now revised manuscript. The revised paper does now 
more focus on brevity of questionnaires as feedback instrument to 
clinical wards or units. Compared with the initial manuscript the 
extent of the revision version increased and some critical points 
regarding to the methods and study design arise in the revised 
paper:  
Referring to point 3 and 10 of the first review:  
The authors now assessed their study and the CEFIT instrument 
using a multitude of criteria with the underlying aim to report good 
quality of the development process and the CEFIT. In my view the 
detailed reporting of the multitude approach makes it more 
complicated for the readers as before and the question arise now: 
what were the underlying criteria which guided the study design?  
The authors reported results of a Principal Component Analysis 
(PCA). PCA is usually used to explore factors (exploratory factor 
analysis) and to my knowledge this method is not appropriate for 
conducting a confirmatory factor analysis. Structural validity and 
appropriate methods were specified in the COSMIN checklist 
manual (2012). In my view, this should be considered if using the 
COSMIN checklist for criteria assessment [cf. COSMIN checklist 
manual v09 (2012): p32]  
Similar recommendations for conducting factor analyses are 
mentioned by the Terwee et al. criteria (2007): conducting factor 
analysis was mentioned in the paper in the internal consistency 
section [cf. Terwee et al. (2007): p36].  
With regard to this: The authors report “Quality criteria for 
measurement properties” in Figure 3 (Terwee et al. 2007). From my 
point of view, the content of the table differ from the criteria which 
were described in the cited publication.  
I recommend a clearer and more appropriate description of the (1) 
methods which were used for developing and validating the 
instrument in relation to the (2) application of quality criteria. 
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Focusing on one concept of assessing study quality or measurement 
properties and a short and propper description of this guided 
concept could be helpful therefore.  
Referring to point 5:  
Distinguish the CEFIT items from rating items as described in the 
background section : This is a very interesting methodological point, 
which was not addressed in the paper: The CEFIT items were 
developed as items measuring experiences with the purpose to 
feedback the results to units or wards for (directly) quality 
improvement. The question is: What are the underlying experiences 
in case of the item 1 (I received safe care…) for example? What are 
the direct improvement activities based on the outcome e.g. that 
40% received safe care occasionally? I hypothesize that the CEFIT 
items produce the same problems as well as rating items which was 
stated in the background section. Patients are not a homogenous 
group with homogenous expectations on the one hand or level of 
knowledge on the other hand. Nobody knows how patient A 
understands the term “safe care”; this could be different by the 
understanding of patient B and C. I miss therefore a validation and 
discussion of item content which is usually part of content validation. 
But this is a very difficult point and could be also addressed and 
discussed in the future studies. 

 

REVIEWER Niklas Bobrovitz 
University of Oxford, Oxford, UK 

REVIEW RETURNED 01-Mar-2016 

 

GENERAL COMMENTS Excellent Job.   

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 3 Stefan Noest  

 

Authors’ Response  

 

1.  

Referring to point 3 and 10 of the first review:  

The authors now assessed their study and the CEFIT instrument using a multitude of criteria with the 

underlying aim to report good quality of the development process and the CEFIT. In my view the 

detailed reporting of the multitude approach makes it more complicated for the readers as before and 

the question arise now: what were the underlying criteria which guided the study design?  

We agree that whilst adding the quality critique improves the paper, it also adds to the complexity. To 

improve the clarity of the quality critique process we have added the underlying criteria and results for 

each response within each checklist - available as Table 5 (content validity), Table 6 (structural 

validity) and Table 7 (internal consistency). Alternatively, If the editorial team considers this an 

excessive number of tables, we also think it is possible to present these as additional files.  

 

 

 

2.  

The authors reported results of a Principal Component Analysis (PCA). PCA is usually used to 

explore factors (exploratory factor analysis) and to my knowledge this method is not appropriate for 

conducting a confirmatory factor analysis. Structural validity and appropriate methods were specified 

in the COSMIN checklist manual (2012). In my view, this should be considered if using the COSMIN 
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checklist for criteria assessment [cf. COSMIN checklist manual v09 (2012): p32] Similar 

recommendations for conducting factor analyses are mentioned by the Terwee et al. criteria (2007): 

conducting factor analysis was mentioned in the paper in the internal consistency section [cf. Terwee 

et al. (2007): p36].  

 

 

Many thanks for highlighting this important point. The COMSIN Manual (Mokkink et al 2012p32) 

indeed differentiates between confirmatory and exploratory factor analysis. “To determine the 

structure of the instrument, a factor analysis is the preferred statistic when using CTT. Although 

confirmatory factor analysis is preferred over explorative factor analysis, both could be useful for the 

evaluation of structural validity. Confirmative factor analysis tests whether the data fit a premeditated 

factor structure. Based on theory or previous analyses a priori hypotheses are formulated and tested. 

Explorative factor analysis can be used when no clear hypotheses exist about the underlying 

dimensions, or to reduce the number of items.”  

 

We conducted PCA as a method to examine the factor structure of CEFIT. We incorrectly referred to 

this in the paper as ‘confirmatory’ factor analysis, this has now been corrected to ‘exploratory’ factor 

analysis. Whilst the items of CEFIT were theoretically informed, we had no idea how many factors 

were measuring the quality of patient care experience, therefore it was appropriate and necessary to 

conduct an exploratory factor analysis.  

 

Given that we now have evidence that all items are necessary and sufficient our next steps in the 

development of CEFIT could include confirmatory factor analysis, using structural equation modelling 

in different contexts.  

 

The paper referring to structural validity within the COSMIN Manual used the following criteria to 

judge the choice of method of factor analysis in the SF-36 questionnaire: “We considered exploratory 

factor  

analyses to be appropriate if the aim of the study  

(according to the authors) was to examine the  

factor structure of the SF-36 in a patient population  

or language in which the SF-36 had not yet been used, without a prior hypothesis. If the aim of the 

study (according to the authors) was to confirm the existing first-order 8-factor structure or the second 

order 2-factor structure, we considered confirmatory factor analysis to be more appropriate.” (de Vet 

et al 2005 p1204).  

 

Given this is the first paper reporting the development and factor structure of CEFIT we believe our 

analysis using PCA was appropriate. We have corrected our terminology throughout the paper to 

reflect this.  

 

 

Reference:  

Mokkink L, Terwee C, Patrick D et al (2012) COSMIN Checklist Manual, Jan, VU University.  

 

de Vet, H. C., Adèr, H. J., Terwee, C. B., & Pouwer, F. (2005). Are factor analytical techniques used 

appropriately in the validation of health status questionnaires? A systematic review on the quality of 

factor analysis of the SF-36. Quality of Life Research, 14(5), 1203-1218.  

 

 

 

3.  

With regard to this: The authors report “Quality criteria for measurement properties” in Figure 3 
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(Terwee et al. 2007). From my point of view, the content of the table differ from the criteria which were 

described in the cited publication. I recommend a clearer and more appropriate description of the (1) 

methods which were used for developing and validating the instrument in relation to the (2) 

application of quality criteria. Focusing on one concept of assessing study quality or measurement 

properties and a short and proper description of this guided concept could be helpful therefore.  

Many thanks for pointing out the anomaly. We used the Quality Criteria for Measurement Properties 

detailed in Terwee (2011) 

http://www.cosmin.nl/images/upload/files/Protocol%20klinimetrische%20review%20version%20nov%

202011.pdf  

 

However, the 2011 document cited Terwee et al (2007) as the original publication of the Table, 

therefore this reference was used. However, on further examination, these tables do differ. Terwee et 

al (2011) is a simpler table, therefore we will use this version and change the reference accordingly 

(reference changed in manuscript). A revised Figure 3 is also included.  

 

 

4.  

Referring to point 5:  

Distinguish the CEFIT items from rating items as described in the background section : This is a very 

interesting methodological point, which was not addressed in the paper: The CEFIT items were 

developed as items measuring experiences with the purpose to feedback the results to units or wards 

for (directly) quality improvement. The question is: What are the underlying experiences in case of the 

item 1 (I received safe care…) for example? What are the direct improvement activities based on the 

outcome e.g. that 40% received safe care occasionally? I hypothesize that the CEFIT items produce 

the same problems as well as rating items which was stated in the background section. Patients are 

not a homogenous group with homogenous expectations on the one hand or level of knowledge on 

the other hand. Nobody knows how patient A understands the term “safe care”; this could be different 

by the understanding of patient B and C. I miss therefore a validation and discussion of item content 

which is usually part of content validation. But this is a very difficult point and could be also addressed 

and discussed in the future studies.  

 

The construction of the CEFIT items were derived from the literature and the CVI procedure. The 

prompts were designed to help patients interpret the key domains of quality of care. Prompts and 

items were worded in an attempt to capture patient experience of care as opposed to ratings 

(discussed in Instrument Development section).  

 

At the moment we do not know what the underlying experiences are of each of the CEFIT items. This 

paper aimed to develop a content valid tool. A future programme of research will be needed to check 

its reliability and ability to drive QI. It is likely that CEFIT will require the addition of a free text 

response to contextualise patient scores and drive improvement. Given the primary purpose of CEFIT 

is to drive QI we are keen to further investigate this.  

 

A couple of sentences have been added to the discussion (paragraph four) and an additional 

reference has been added.  

 

 

51. Sargeant J. Reflecting upon multisource feedback as ‘assessment for learning.’ Perspect Med 

Educ 2015;4:55-56. 
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VERSION 3 - REVIEW 

REVIEWER Stefan Noest 
University Hospital Heidelberg  
Dept. of General Practice and Health Services Research  
Heidelberg, Germany 

REVIEW RETURNED 25-Apr-2016 

 

GENERAL COMMENTS Thank you very much for your detailed response. I think the paper is 
now improved due to the changes in methodology and by 
strengthening the quality critique procedure. The limitations and the 
next steps are well discussed. I would appreciate the intended 
addition of items with free text response categories to the CEFIT 
instrument for further Research and validation. The quality critique 
section is now extensive and I endorse your suggestion to report 
some tables and/or figures in supplemental files. 
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