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VERSION 1 - REVIEW 

REVIEWER Gordon Hale 
Queen Elizabeth University Hospital, Glasgow, Scotland, UK. 

REVIEW RETURNED 28-Jan-2016 

 

GENERAL COMMENTS The purpose of the study is made clear from the outset. In the 
introduction it states that the PMOS has not been tested with a 
principally vulnerable older adult population - what age group was 
the PMOS validated for and how does this differ from your group of 
patients? Are there any similar care quality questionnaires which 
have been designed which could have been used instead - why was 
PMOS chosen?  
 
The authors need to either further expand on the potential for bias in 
their discussion, or need to explain more fully in their methods 
section how bias was avoided. There is potential here for selection 
bias and also investigator bias (the patient may be more inclined to 
give a favourable response to the investigator if their answers were 
not anonymised). Was there any randomisation of subjects chosen 
for study? Might it have been possible to have a control group of 
patients from another ward or department to use for comparison? 
This could be mentioned in the discussion.  
 
The authors report that the standard introduction for approaching 
patients was refined as the project evolved - how was it refined? 
With regards to timing of the questionnaire and the difficulties on 
discharge - would it be better to carry out the questionnaire after 
discharge eg. one or two weeks after discharge, to help minimise 
disruption to the ward? With regards to the PMOS subscale which 
did not achieve acceptable reliability - is this going to be removed 
from the PMOS when it is used for the larger DUQuA study? 

 

REVIEWER Sylvia J. Hysong, Ph.D. 
Michael E. DeBakey VA Medical Center and Baylor College of 
Medicine, USA 

REVIEW RETURNED 29-Jan-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review this manuscript. The authors 
in this manuscript aimed to re-validate the Patient Measure of Safety 
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(PMOS) for use with stroke, AMI, and hip fracture patients in 
Australian hospitals and to assess the feasibility of using this 
measure in a larger study of quality and safety.  
The authors do a nice job of describing everything they did in 
sufficient detail to understand what was done and potentially 
replicate their methods. However, they do themselves a disservice 
by calling this a validation study, as what is reported in the 
manuscript does not really meet criteria for validation*. Specific 
issues:  
1. JUSTIFICATION FOR VALIDATION IN A NEW POPULATION – it 
is often the case that people feel the need to validate in what they 
believe is a new population simply because they think there would 
be subgroup differences, rather than because there is genuine 
reason to think the test is actually functioning differently in the two 
populations (the classic example being giving a cognitive ability test 
that requires reading to someone who is illiterate). The authors 
provide good justification for at least assessing the extent to which 
there may be a problem in using the PMOS in their population: They 
nicely describe on p. 4 how their population is different from the 
general population, and describe how there might be differences in 
the scale respondents' ability to respond to the survey items due to 
cognitive, hearing, or visual impairments -- thereby justifying the 
need to assess the quality of the data obtained from this population 
using this scale.  
2. SAMPLE SIZE: The main problem with the analysis boils down to 
a matter of sample size. Whether it is representative or not (the 
authors state that it is), statistically speaking an n of 34 is simply not 
sufficient to calculate stable estimates of a 43-item scale that breaks 
down into 9 dimensions. Generally speaking at least 10 respondents 
per dimension are needed for the simplest of analyses. Further, 
because the sample size is so small, it was not possible to conduct 
any type of factor analysis or differential item functioning statistics, 
which would reveal whether the items were loading on the same 
factors as the original and behaving as expected.  
3. FACE VALIDITY – Given the small sample size, the only evidence 
the authors have is the evidence of usability and feasibility they 
collected during the pilot test for the DUQuA study. “Face” evidence 
of validity is insufficient to establish with reasonable confidence 
whether or not valid inferences can be made from the scores 
obtained with this instrument.  
4. COMPARING VALIDITY STATISTICS TO ORIGINAL 
POPULATION – It would be useful to compare the results of the 
reliability and validity analyses performed for this population to the 
validity and reliability values obtained for the original population on 
which the PMOS is validated, so that one can compare how big (or 
small) of a problem using the PMOS on the new population would 
be.  
The authors would be better off describing what they did as a 
feasibility assessment for using the PMOS in their population of 
interest, rather than a re-validation, as it is a much more accurate 
description of what they did. Whether a feasibility assessment 
constitutes sufficiently generalizable knowledge to warrant scientific 
publication is for the editors to decide.  
 
*the Standards for Educational and Psychological Testing (a joint 
publication by APA, AERA, and NCME) and the Principles for the 
Validation and Use of Personnel Selection Procedures (a publication 
by the Society for Industrial/Organizational Psychology) provide 
clear and current standards for validation and validity generalization 
of measures of similar types as the PMOS. 
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REVIEWER Leo Westbury 
MRC Lifecourse Epidemiology Unit  
University of Southampton  
United Kingdom 

REVIEW RETURNED 05-Mar-2016 

 

GENERAL COMMENTS Thank you for the opportunity to do a statistical review of this 
interesting paper. I feel that some modifications to the paper would 
be beneficial (see below).  
 
Best wishes,  
Leo Westbury  
 
 
In the abstract, it would be beneficial to mention that 34 patients 
were approached but 29 were included in the analysis sample for 
Phase 2, along with the mean (SD) age of the 29 participants.  
 
It states that differences were observed for the most and least 
favourably rated areas of safety on the three wards (Abstract, lines 
31-33; page 15, line 39). This is a little confusing as it may imply that 
the areas of safety differed within each ward. Explaining that the 
most and least favourably rated aspects of safety differed between 
the three wards may add clarity.  
 
On page 5, lines 5-15, it would be helpful to state how this hospital 
was selected out of the other hospitals that had enrolled in the 
DUQuA study. As there is likely to be variation among hospitals, the 
results could differ depending on what hospital was selected. In 
addition, it states that the sample was representative of the 
forthcoming DUQuA study population (page 17, line 28) but does not 
explain how. It would be beneficial to explain in what way the sample 
was representative, such as the comparison of key participant 
characteristics.  
 
It states that five patients agreed to participate in the ‘think aloud’ 
study and, as one patient was excluded, four patient consultations 
were included in this phase (page 10, lines 33-40). However, earlier, 
it states that five patients were approached to participate in the ‘think 
aloud’ phase and that recruitment continued until evidence of data 
saturation (page 5, line 26). The latter would imply that more than 
five patients would eventually be included in this phase so this point 
needs clarification.  
 
It states that r=0.2 is acceptable for a subscale with two items and 
alpha=0.7 is acceptable for a subscale with more than two items 
(page 10, lines 11-14). Should these read ‘r>=0.2’ and ‘alpha>=0.7’ 
to indicate that greater values than these are also acceptable?  
 
It could be argued that the method of assessing the validity of the 
feasibility of the health measures is unreliable as it was only based 
on the opinions of four people, despite the fact that no new 
comments or suggestions were made (page 10, lines 33-43). Have 
previous studies conducted 'think aloud' analyses with so few 
participants? If so, this potential weakness could be justified in the 
limitations section. Of course, findings from additional studies and 
the opinions of the UK PMOS lead (RL) were also used to inform the 
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Phase 1 stage.  
 
I think the phrase 'inter-item correlation (r> .02)' should read 'inter-
item correlation (r> 0.2)' (page 11, line 54).  
 
It states that on average people answered 2 to 3 out of the 43 
questions negatively (<=2/5) (page 12, lines 6-8). As a Likert scale is 
used, it might be clearer to state '...questions negatively ("strongly 
disagree" or "strongly agree"). A similar correction could be made in 
line 18, page 10.  
 
It states that the Mean (SD) for the delays subscale was 3.87 (1.11) 
(page 12, lines 23-25). However, this figure is stated as 3.89 (1.11) 
in Table 4.  
 
Instead of writing 'M [SD]' throughout the report, stating 'Mean [SD]' 
would be preferred or an indication when M is first mentioned that it 
is an abbreviation for 'Mean'.  
 
In Table 4, 'PMOS negative index' could be defined in the footnote.  
 
It would be beneficial to show the appropriate inter-item correlation 
or Cronbach's alpha values for the subscales in Table 4 as these are 
not shown in the report.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Gordon Hale  

Queen Elizabeth University Hospital, Glasgow, Scotland, UK.  

The purpose of the study is made clear from the outset.  

 

1) In the introduction it states that the PMOS has not been tested with a principally vulnerable older 

adult population - what age group was the PMOS validated for and how does this differ from your 

group of patients?  

 

We found this to be a useful suggestion. Much appreciated.  

 

In the original PMOS study, the mean age of patients across the 10 adult wards was 54 years (SD 

18.13 years). The mean age of participants in our pilot study was 71.3 (SD = 16.39) across all wards 

(stroke M = 69.83, SD = 18.89; cardiology M = 62.25, SD = 12.81; hip fracture M = 82.10, SD = 9.56). 

We have included the following information to highlight the age differences in the following sections of 

the manuscript:  

 

Page 4, lines 6 - 8: However, to date the PMOS has neither been tested in the Australian setting, nor 

with a principally vulnerable older adult population (the mean [SD] age of the original validation 

sample was 54 [18.13] years).  

 

Page 16, lines 14 - 18: By piloting the PMOS, the research team have experienced the process of 

administering the questionnaire and have developed ideas for improving the feasibility of using this 

measure with an older, vulnerable cohort of patients (the mean age of patients this study was 71.3 

years, 17.3 years older than the sample used for the original PMOS validation) for the DUQuA study.  

 

 

2) Are there any similar care quality questionnaires which have been designed which could have been 
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used instead - why was PMOS chosen?  

 

 

We thank the reviewer for raising this point. We have attempted to summarise our response in the 

following section of the manuscript.  

 

Page 3, lines 28 to page 4, line 2: A large national study, ‘Deepening our Understanding of Quality in 

Australia’ [DUQuA; a modified replication of a European study of 188 hospitals (DUQuE)], aims to 

explore the relationships between organisation and department level quality management systems 

and patient factors in 60 large public hospitals across Australia. One of the factors that will be 

measured in DUQuA is patient reported perceptions of safety, and for this the PMOS will be 

used.(footnote belongs here and is as follows):  

 

Footnote on page 4: The original DUQuE study found that patient experience showed no relationship 

with hospital quality management strategies.1 However, in the DUQuE study, the Nordic Patient 

Experiences Questionnaire (NORPEQ) was used, for which we identified some limitations that may 

have influenced the strength of the relationship. More specifically, in the NORPEQ development and 

validation study, the questionnaire was completed by patients independently at home following in-

patient care, and the measure does not have any scales to measure experiences of safety; whereas 

in the DUQuE study used in-hospital patient completion, and the measures of quality management 

systems that were compared to the NORPEQ results focused primarily on ‘patient safety’ (as opposed 

to general experience).  

The original PMOS was developed and validated with an in-hospital patient sample, and measures 

patient experiences of safety on the ward which provided the majority of their care. The PMOS is also 

designed based on contributory factors to patient safety framework. For these reasons, and the 

issues outlined with the measures used in the original DUQuE study, the PMOS was identified as an 

appropriate tool for our national DUQuA study.  

 

3) The authors need to either further expand on the potential for bias in their discussion, or need to 

explain more fully in their methods section how bias was avoided. There is potential here for selection 

bias and also investigator bias (the patient may be more inclined to give a favourable response to the 

investigator if their answers were not anonymised). Was there any randomisation of subjects chosen 

for study? Might it have been possible to have a control group of patients from another ward or 

department to use for comparison? This could be mentioned in the discussion.  

 

These are useful points. We have addressed in the following limitations section of the manuscript.  

 

Page 18, line 2 to page 18, line 12: Factors including selection and investigator bias, randomisation, 

and the use of a control group could have been improved within the study. For practical reasons we 

had to rely on the ward managers to identify the patients based on their discharge lists for the day. 

Whilst patients were not randomly selected, the full list of patients due to be discharged was used, 

and all patients on this list were approached, removing an element of selection bias. The investigator 

was chosen as an impartial, unbiased person to administer the questionnaire, rather than members of 

staff working on the ward, in order to reduce the risk of patients providing responses that were more 

favourable than their genuine perceptions (e.g., for fear of offending staff who may have directly cared 

for them). Limited timeframes and the difficulty recruiting these types of patients meant the decision to 

use a control group/comparison questionnaire was not taken.  

 

4) The authors report that the standard introduction for approaching patients was refined as the 

project evolved - how was it refined?  

 

This is an interesting question. By refined we mean the language was simplified for patients, and/or 
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the speed of the introduction was slowed and words pronounced very clearly. However, what we 

probably meant was ‘adjusted’ depending on the nature of the patient. We have amended this 

sentence to reflect this more clearly.  

 

Page 7, lines 12 - 15: Once identified, the research lead approached the patient with a standard 

introduction (Box 1), which was adjusted (e.g., through language simplification, emphasising word 

pronunciation, reducing the speed of word flow, or repetition) based on individual patient 

responses/needs.  

 

 

5) With regards to timing of the questionnaire and the difficulties on discharge - would it be better to 

carry out the questionnaire after discharge eg. one or two weeks after discharge, to help minimise 

disruption to the ward?  

 

We thank the reviewer for raising this point.  

 

It is possible to do this, but it would create substantial limitations. The PMOS was originally tested 

with in-patients. Many studies show poor response rates with follow up surveys after discharge. 

Attempting to mail the PMOS to patients at home would be likely to reduce the response rate, and 

possibly provide a biased view of care from the patient based on their current health status. What we 

want to know is the patient perceptions of safety on the ward.  

 

We believe that the rationale provided as part of the explanation to reviewer 1 point 2 also clearly 

outlines the rationale for using the PMOS in this way.  

 

Page 3, line 28 to page 4 line 2: A large national study, ‘Deepening our Understanding of Quality in 

Australia’ [DUQuA; a modified replication of a European study of 188 hospitals (DUQuE)], aims to 

explore the relationships between organisation and department level quality management systems 

and patient factors in 60 large public hospitals across Australia. One of the factors that will be 

measured in DUQuA is patient reported perceptions of safety, and for this the PMOS will be used. 

(footnote belongs here and is as follows):  

 

Footnote on page 4: The original PMOS was developed and validated with an in-hospital patient 

sample, and measures patient experiences of safety on the ward which provided the majority of their 

care. The PMOS is also designed based on contributory factors to patient safety framework. For 

these reasons, and the issues outlined with the measures used in the original DUQuE study, the 

PMOS was identified as an appropriate tool for our national DUQuA study.  

 

6) With regards to the PMOS subscale which did not achieve acceptable reliability - is this going to be 

removed from the PMOS when it is used for the larger DUQuA study?  

 

 

We considered removing the organisation and care planning subscale. We deemed the items 

contained within the subscale as important from a conceptual point of view, and that the low sample 

size may have reduced the likelihood of reaching an acceptable level. With a larger dataset (n = 297), 

McEachen et al found the Cronbach’s alpha for this subscale was 0.75. Furthermore, that team also 

calculated average inter-item correlations for each subscale and for this one found an average inter-

item correlation of 0.38. Given their additional approach to testing reliability, we also calculated inter-

item correlations for this subscale and found the average inter-item correlation was 0.302 (above the 

acceptable range). Therefore, we decided not to remove the organisation and care planning subscale.  

 

Reviewer 2 (point 4) also highlighted an area for improvement in relation to reviewer 1 point 6. 

 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-2016-011069 on 8 June 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


Therefore, we have provided an extra table as an additional file for the manuscript which compares 

the cronbach’s alpha, inter-item correlations, and mean subscale inter-item correlations for the 

originally tested PMOS and our revised version. In summary, the results are very comparable 

between the two studies, despite the smaller sample size in our pilot study.  

 

Page 12, lines 8 - 10: Additional file 1 compares the Cronbach’s alpha, inter-item correlations, and 

mean subscale inter-item correlations for the originally tested PMOS and our revised version.  

 

Page 15, lines 8 - 12: Whilst the ‘organisation and care planning’ produced a Cronbach’s alpha of 

0.52, the comparisons for the Cronbach’s alpha, inter-item correlations, and mean subscale inter-item 

correlations for the originally tested PMOS and our revised version demonstrate similar findings 

(Additional file 1), despite our smaller sample size in our pilot study.  

 

Reviewer: 2  

 

Sylvia J. Hysong, Ph.D.  

Michael E. DeBakey VA Medical Center and Baylor College of Medicine, USA  

Thank you for the opportunity to review this manuscript. The authors in this manuscript aimed to re-

validate the Patient Measure of Safety (PMOS) for use with stroke, AMI, and hip fracture patients in 

Australian hospitals and to assess the feasibility of using this measure in a larger study of quality and 

safety. The authors do a nice job of describing everything they did in sufficient detail to understand 

what was done and potentially replicate their methods. However, they do themselves a disservice by 

calling this a validation study, as what is reported in the manuscript does not really meet criteria for 

validation*. Specific issues:  

 

1) JUSTIFICATION FOR VALIDATION IN A NEW POPULATION – it is often the case that people feel 

the need to validate in what they believe is a new population simply because they think there would 

be subgroup differences, rather than because there is genuine reason to think the test is actually 

functioning differently in the two populations (the classic example being giving a cognitive ability test 

that requires reading to someone who is illiterate). The authors provide good justification for at least 

assessing the extent to which there may be a problem in using the PMOS in their population: They 

nicely describe on p. 4 how their population is different from the general population, and describe how 

there might be differences in the scale respondents' ability to respond to the survey items due to 

cognitive, hearing, or visual impairments -- thereby justifying the need to assess the quality of the data 

obtained from this population using this scale.  

 

We appreciate the reviewer’s positive comments on our manuscript.  

 

2) SAMPLE SIZE: The main problem with the analysis boils down to a matter of sample size. Whether 

it is representative or not (the authors state that it is), statistically speaking an n of 34 is simply not 

sufficient to calculate stable estimates of a 43-item scale that breaks down into 9 dimensions. 

Generally speaking at least 10 respondents per dimension are needed for the simplest of analyses. 

Further, because the sample size is so small, it was not possible to conduct any type of factor 

analysis or differential item functioning statistics, which would reveal whether the items were loading 

on the same factors as the original and behaving as expected.  

 

We thank the reviewer for raising this point.  

 

We did mention in the limitations that the sample size was modest, but that it was representative of 

the forthcoming DUQuA study population, which bolsters the ecological validity of this test. 

Furthermore, we have also responded to reviewer 2 point 4 (below) with some comparison statistics 

which indicate no major differences in reliability of subscales between the original and revised PMOS 
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used with this new population. Whilst we agree that a sample size big enough to allow for factor 

analysis would be ideal, this was beyond the scope of this pilot study, but we do intend to perform this 

analysis with the study of 5,400 patients across 60 hospitals. In addition, we take the point, and have 

reduced the emphasis on the ‘validation’ component of this study, based on other comments (see 

response to points 3 and 5) from reviewer 2.  

 

3) FACE VALIDITY – Given the small sample size, the only evidence the authors have is the 

evidence of usability and feasibility they collected during the pilot test for the DUQuA study. “Face” 

evidence of validity is insufficient to establish with reasonable confidence whether or not valid 

inferences can be made from the scores obtained with this instrument.  

 

Much appreciated for the thoughtful suggestion. Whilst we have retained the information about ‘face 

validity, we have reduced the emphasis on the ‘validation’ component of this study, based on other 

comments from reviewer 2. We have removed the word from the title of the manuscript, and within the 

following section of the manuscript:  

 

Page 17, lines 12 - 14: The experiences in this PMOS pilot and feasibility study have influenced key 

decisions for the use of this measure in the national DUQuA study (Table 5), and will inform the 

design of future health services research studies measuring patient perceptions.  

 

4) COMPARING VALIDITY STATISTICS TO ORIGINAL POPULATION – It would be useful to 

compare the results of the reliability and validity analyses performed for this population to the validity 

and reliability values obtained for the original population on which the PMOS is validated, so that one 

can compare how big (or small) of a problem using the PMOS on the new population would be.  

 

We thank the reviewer for this useful suggestion.  

 

We have provided an extra table as an additional file for the manuscript which compares the 

Cronbach’s alpha, inter-item correlations, and mean subscale inter-item correlations for the originally 

tested PMOS and our revised version. In summary, the results are very comparable between the two 

studies, despite the smaller sample size in our pilot study.  

 

Page 12, lines 8 - 10: Additional file 1 compares the Cronbach’s alpha, inter-item correlations, and 

mean subscale inter-item correlations for the originally tested PMOS and our revised version.  

 

Page 15, lines 8 - 12: Whilst the ‘organisation and care planning’ produced a Cronbach’s alpha of 

0.52, the comparisons for the Cronbach’s alpha, inter-item correlations, and mean subscale inter-item 

correlations for the originally tested PMOS and our revised version demonstrate similar findings 

(Additional file 1), despite our smaller sample size in our pilot study.  

 

5) The authors would be better off describing what they did as a feasibility assessment for using the 

PMOS in their population of interest, rather than a re-validation, as it is a much more accurate 

description of what they did. Whether a feasibility assessment constitutes sufficiently generalizable 

knowledge to warrant scientific publication is for the editors to decide.  

*the Standards for Educational and Psychological Testing (a joint publication by APA, AERA, and 

NCME) and the Principles for the Validation and Use of Personnel Selection Procedures (a 

publication by the Society for Industrial/Organizational Psychology) provide clear and current 

standards for validation and validity generalization of measures of similar types as the PMOS.  

 

We have reduced the emphasis on the ‘validation’ component of this study, based on other comments 

from reviewer 2. We have removed the word ‘validation’, from the title of the manuscript, added the 

word ‘feasibility’ to the title, and have amended the following sections of the manuscript:  
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Page 17, lines 12 - 14: The experiences in this PMOS pilot and feasibility study have influenced key 

decisions for the use of this measure in the national DUQuA study (Table 5), and will inform the 

design of future health services research studies measuring patient perceptions.  

 

Whilst the reviewer notes that the editors may question whether this change warrants publication in 

BMJ Open, we hope they recognise the valuable content of the manuscript has been fully maintained 

and, with the addition of information based on the useful comments from the reviewers, further 

enhanced.  

 

Reviewer: 3  

Leo Westbury  

MRC Lifecourse Epidemiology Unit, University of Southampton  

Dear Authors,  

Thank you for the opportunity to do a statistical review of this interesting paper. I feel that some 

modifications to the paper would be beneficial (see below).  

Best wishes,  

Leo Westbury  

 

1) In the abstract, it would be beneficial to mention that 34 patients were approached but 29 were 

included in the analysis sample for Phase 2, along with the mean (SD) age of the 29 participants.  

 

We thank the reviewer for this suggestion and have inserted this information in the abstract:  

 

Page 2, lines 16 - 17: In phase 2, a total of 34 patients were approached and 29 included, with a 

mean age of 71.3 years [SD = 16.39].  

 

2) It states that differences were observed for the most and least favourably rated areas of safety on 

the three wards (Abstract, lines 31-33; page 15, line 39). This is a little confusing as it may imply that 

the areas of safety differed within each ward. Explaining that the most and least favourably rated 

aspects of safety differed between the three wards may add clarity.  

 

This is a good point, and opportunity to reduce potential confusion. We have revised this sentence in 

the abstract:  

 

Page 2, lines 19: The most and least favourably rated aspects of safety differed between the three 

wards.  

 

3) On page 5, lines 5-15, it would be helpful to state how this hospital was selected out of the other 

hospitals that had enrolled in the DUQuA study. As there is likely to be variation among hospitals, the 

results could differ depending on what hospital was selected. In addition, it states that the sample was 

representative of the forthcoming DUQuA study population (page 17, line 28) but does not explain 

how. It would be beneficial to explain in what way the sample was representative, such as the 

comparison of key participant characteristics.  

 

Whilst the hospital was recruited based on an opportunistic sampling strategy, it is typical of the 

DUQuA hospital sample (i.e. tertiary metropolitan public hospital that treats all three conditions and 

with approx. 320 beds is in the middle of the 200-500 bed group, which is where most of the hospitals 

sit). At the time of this study, the team were still in the process of recruiting hospitals to the main 

study. It was not feasible to pilot the measure in every participating hospital; what we hope to find 

using the full deployment of the PMOS, is variation between hospitals, accounting for individual 

hospital and state based differences. We have acknowledged the limitations of using a single hospital 
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and a small sample size in the manuscript:  

 

Page 18, line 13 - 16: Whilst only one hospital was used, it is typical of the DUQuA hospital sample 

(i.e. it is tertiary metropolitan public hospital that treats all three conditions and with approximately 320 

beds is in the middle of the 200-500 bed group, which is where most of the DUQuA sample hospitals 

sit).  

…………..  

 

With regards to the comment around how the sample was representative we have provided a 

reference to the full list, and some examples of, the inclusion criteria for DUQuA patients:  

 

Page 6 line 20 to page 7 line 1: Table 2. PMOS subscales and example items  

 

Page 18, lines 17 - 19: the sample was representative of the forthcoming DUQuA study population 

(i.e., in terms of the patient inclusion criteria, including the primary diagnosis for admission, which is 

fully specified in the DUQuA study protocol2)  

 

4) It states that five patients agreed to participate in the ‘think aloud’ study and, as one patient was 

excluded, four patient consultations were included in this phase (page 10, lines 33-40). However, 

earlier, it states that five patients were approached to participate in the ‘think aloud’ phase and that 

recruitment continued until evidence of data saturation (page 5, line 26). The latter would imply that 

more than five patients would eventually be included in this phase so this point needs clarification.  

 

The opportunity to resolve this discrepancy is appreciated.  

 

The third patient was excluded, therefore, when we got to the fifth consecutive patient who agreed to 

participate (which gave us four complete sets of think aloud data), we had reached data saturation. 

We have clarified the point as follows:  

 

Page 10, lines 28 - 30: Five patients agreed to participate in the ‘think aloud’ study but upon 

continuous screening during the third consultation, it was clear that this patient was not engaging with 

the researcher to answer questions appropriately.  

 

5) It states that r=0.2 is acceptable for a subscale with two items and alpha=0.7 is acceptable for a 

subscale with more than two items (page 10, lines 11-14). Should these read ‘r>=0.2’ and 

‘alpha>=0.7’ to indicate that greater values than these are also acceptable?  

 

We thank the reviewer for pointing out this discrepancy, too.  

 

We have clarified the point as follows:  

 

Page 10, lines 14 - 16: The reliability of the PMOS subscales were assessed using inter-item 

correlation for subscales with two items (r >0.2 acceptable), and Cronbach’s alpha for subscales with 

more than two items (α = >0.7 acceptable).  

 

6) It could be argued that the method of assessing the validity of the feasibility of the health measures 

is unreliable as it was only based on the opinions of four people, despite the fact that no new 

comments or suggestions were made (page 10, lines 33-43). Have previous studies conducted 'think 

aloud' analyses with so few participants? If so, this potential weakness could be justified in the 

limitations section. Of course, findings from additional studies and the opinions of the UK PMOS lead 

(RL) were also used to inform the Phase 1 stage.  
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This is an interesting point. We are aware of additional studies indicating that the first five participants 

should usually reveal around 85% of the problems available for discovery in that iteration.3,4 

Furthermore, given it is likely that a large proportion of the issues with the original PMOS would have 

been picked up in the think aloud aspect of that study, it was deemed appropriate to recruit five 

participants to identify any additional problems, particularly relevant to the older, vulnerable, and 

Australia-specific population. Whilst the answers from one participant had to be excluded (based on 

recognition by the researcher of insufficient engagement to answer questions appropriately), the lack 

of new information based on the four think aloud participant answers provided the research team with 

sufficient confidence that the no further major amendments would be identified by recruiting additional 

participants.  

 

We have provided a justification for the use of five patients as follows:  

 

Page 5, lines 23 - 26: Given that a) the first five participants should usually reveal around 85% of the 

problems available for discovery in that iteration of an instrument,3,4 and b) an extensive amount of 

‘think aloud’ research was undertaken on the originally developed PMOS, five stroke patients were 

approached to participate in the ‘think aloud’ (Phase 1).  

 

7) I think the phrase 'inter-item correlation (r> .02)' should read 'inter-item correlation (r> 0.2)' (page 

11, line 54).  

 

This is well spotted. Thank you.  

 

We have corrected the number:  

 

Page 12, line 7: correlation (r> 0.2),  

 

8) It states that on average people answered 2 to 3 out of the 43 questions negatively (<=2/5) (page 

12, lines 6-8). As a Likert scale is used, it might be clearer to state '...questions negatively ("strongly 

disagree" or "strongly agree"). A similar correction could be made in line 18, page 10.  

 

 

Whilst we agree clarification is needed, we could not exactly follow the reviewer’s suggestion because 

(although many negative items were changed to positive items), there were some items that needed 

to be reverse scored. As such, when the patients answer the questions, ‘strongly disagree/disagree) 

did not always represent a negative answer. Therefore, we have amended the sentences in each 

section using a slightly different approach:  

 

Page 12, lines 15: (once all items were reverse scored, a low score, i.e., ≤ 2/5 indicates a negative 

answer)  

 

Given that we provide this explanation earlier on in the manuscript, we kept page 18 in it’s originally 

presented form.  

 

9) It states that the Mean (SD) for the delays subscale was 3.87 (1.11) (page 12, lines 23-25). 

However, this figure is stated as 3.89 (1.11) in Table 4.  

 

Much appreciated. This is an error.  

 

The correct number is 3.89 (1.11). We have corrected the number in Table 4:  

 

Page 12, lines 24 - 26: Among the nine key domains measured in the PMOS, patients rated staff 
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training most favourably (M = 4.44, SD = 0.63) and the delays subscale least favourably (M = 3.89, 

SD = 1.11).  

 

10) Instead of writing 'M [SD]' throughout the report, stating 'Mean [SD]' would be preferred or an 

indication when M is first mentioned that it is an abbreviation for 'Mean'.  

 

Yes, we agree.  

 

We have spelt out the mean and standard deviation then referred to it as M [SD] throughout the 

manuscript.  

 

Page 10, lines 16 - 17: For the total sample and the individual wards, mean (M) and standard 

deviation (SD) scores  

 

11) In Table 4, 'PMOS negative index' could be defined in the footnote.  

 

We thank the reviewer for pointing out this error.  

 

We have incorporated the reference into the footnote of Table 4  

 

Page 13, line 13: ^ = represents the mean number of items that each patient scored negatively (i.e., ≤ 

2).5  

 

12) It would be beneficial to show the appropriate inter-item correlation or Cronbach's alpha values for 

the subscales in Table 4 as these are not shown in the report.  

 

We agree. We have provided an extra table as an additional file for the manuscript which compares 

the Cronbach’s alpha, inter-item correlations, and mean subscale inter-item correlations for the 

originally tested PMOS and our revised version. In summary, the results are very comparable 

between the two studies, despite the smaller sample size in our pilot study.  

 

Page 12, lines 8 - 10: Additional file 1 compares the Cronbach’s alpha, inter-item correlations, and 

mean subscale inter-item correlations for the originally tested PMOS and our revised version.  

 

Page 15, lines 8 - 12: Whilst the ‘organisation and care planning’ produced a Cronbach’s alpha of 

0.52, the comparisons for the Cronbach’s alpha, inter-item correlations, and mean subscale inter-item 

correlations for the originally tested PMOS and our revised version demonstrate similar findings 

(Additional file 1), despite our smaller sample size in our pilot study.  
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GENERAL COMMENTS Thank you for your responses to my recommended revisions. I am 
satisfied with your responses and the corresponding alterations in 
the manuscript.  
 
However, I could not find 'Additional file 1' in the main document or 
in the supplementary files. I would be interested in seeing the 
information in this file, even though it is not essential to the 
manuscript. 
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