
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Association of Inpatient Hospital Experience with Patient Safety 
Indicators: A Cross-Sectional, Canadian Study 

AUTHORS Kemp, Kyle; Santana, Maria-Jose; Southern, Danielle; McCormack, 
Brandi; Quan, Hude 

 

VERSION 1 - REVIEW 

REVIEWER Anna R Gagliardi 
University Health Network, Canada 

REVIEW RETURNED 01-Mar-2016 

 

GENERAL COMMENTS Many thanks for the opportunity to review this interesting manuscript 
and kudos to the investigators for successfully conducting such a 
complex study. Following are a few suggestions that may clarify 
some details for readers:  
 
Strengths and Limitations of this Study  
- last bullet not clear; what does "patient voice" mean and how is 
that idea related to PSIs?  
 
Background  
- clarify similarities and differences between patient satisfaction and 
patient experience, and how are those outcomes linked to patient-
centred care/engagement and patient ability to assess the quality of 
their care  
- HCAHPS is the current gold standard where specifically?  
 
Methods  
- provide more detail about the domains measured by HCAHPS  
- define what is meant by "top-box", particularly because the term is 
used repeatedly and state the rationale for using ratings of 9 or 10 to 
distinguish patients who had a good experience (or a high rating for 
each question)  
- the survey included 32 HCAHPS questions plus 19 other 
questions; dependent variables were based on three HCAHPS 
questions only; how were the remaining survey data used?  
- readers may wish to know what the three specific questions were 
which were used as dependent variables  
 
Results  
- female repeated twice at top of page 10 (Patients experiencing at 
least one PSI...)  
- the findings are reported in a somewhat convoluted way; increased 
odds of good experience observed among those with no PSI, but 
having a PSI not associated with decreased odds?  
 
Discussion  

 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-2016-011242 on 1 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/site/about/resources/checklist.pdf
http://bmjopen.bmj.com/


- continuing from my last comment, the first line of the Discussion 
states that having a PSI was associated with decreased odds, but 
this is not what the Results stated  
- given that many unactionable factors (educational, comorbidities) 
were associated with inpatient experience, the statement that 
patient-reported experience reflects quality of care is not entirely 
correct  
- how is patient-reported experience related to PCC? HCAHPS 
measures many aspects of hospital care, and many factors 
(education, comorbidity) other than physician or nurse 
communication were associated with patient experience ratings  
- elaborate on implications for policy and practice, and issues that 
warrant further research  

 

REVIEWER Grant Martsolf, PhD, MPH, RN 
RAND Corporation, USA 

REVIEW RETURNED 18-Mar-2016 

 

GENERAL COMMENTS The authors are attempting to address a question that has been 

hotly debated in health policy and medical research communities; 

namely do patients' subjective reports of healthcare experience 

reflect high quality care as measured using different constructs of 

quality. The authors do a fine job explaining their approach. I have 

provide some comments that I hope will improve the manuscript. 

Major comments 

1. In the introduction, the authors do not differentiate between 

studies performed in inpatient and outpatient settings. The 

results of these studies would have significantly different 

implications. This may explain why the results are mixed 

and places this study in the right context. 

2. The authors should do a better job of explaining why we 

should care that patient experience is or is not correlated 

with “quality” of care. The introduction says that there 

“remains skepticism to whether patients possess the ability 

to accurately assess the quality of their care”.  This seems 

to suggest that patient experience is only a measure of 

“quality” if it is somehow correlated with other more technical 

processual measures of quality. Many would argue that 

patient experience is important in its own right and need not 

be justified by its correlation with other measures. This 

broader philosophical question should at least be raised and 

given some real estate in the paper. 

3. The authors note that a tertiary goal of the study was to 

validate their PSI measure. I am not quite sure how this 

study accomplishes that, by showing that it is correlated with 

patient experience? How does that show validity of the PSI 

measure and why is that not discussed in the conclusions? I 

would either give this some space in the discussion or leave 

out this goal. 

4. I couldn’t find a place in which the authors listed the specific 

PSIs that they focused on. The authors said in the methods 
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that they describe the rates of each PSI, but I don’t see that 

anywhere in a Table. It would help to understand which 17 

events are included to better interpret the results. 

5. My major comment is that I am not quite clear what effect 

the authors have really identified and how to interpret what 

they have found. Are the authors interested in 

understanding if an individual patient’s reported experience 

is affected by experiencing a patient safety event or if 

patient experience is correlated with the broader quality of 

an institution? If it is the former, I am not convinced of the 

usefulness of such a study. Although the authors don’t 

provide specific detail on the components of their PSI 

measure, I suspect that these are events such as central 

line infections and foreign objects left in the body after 

surgery.  These events are very rare and are tremendously 

remarkable. Given their methods, I think that all the authors 

have shown is that when patients experience a significantly 

negative event in a hospital, they do not think very highly of 

their experience. I find this result to be very obvious and 

very limited, therefore, not a significant addition to the 

literature. However, on page 12 line 9, the author’s state that 

“our results suggest that when reported as a summarized 

system-level performance measure, patient experience 

reflects quality of care” This statement in the discussion 

seems to suggest that the authors are interested in the 

extent to which patient experience is correlated with broader 

quality of the institution. If they are trying to make this point, 

I think some more investigation of the  identified relationship 

is warranted. This is my major concern about the entire 

premise the study. I do not think the authors have not shown 

sufficiently that patient experience is significantly associated 

with the overall quality of the institution or broader quality 

constructs, which is what patient experience is ultimately 

meant to measure, given that they have chosen such a rare 

and remarkable event. If the authors want to suggest that 

they have identified a broader relationship between patient 

experience and quality of the institution, I would suggest 

some other analyses even as sensitivity checks. This might 

include focusing on some other process or outcome 

measures that might measure broader quality constructs or 

including hospital fixed effects to see if the effect of PSIs 

might be picking up other broader quality considerations. If 

the authors are truly just interested in the effect of PSIs 

directly on an individual patient’s experience, I am not sure 

how useful this is. 

6. It seems as though the authors did not cluster standard 

errors at the hospital. Given that there are only 95 

institutions. The standard errors may be inappropriately 

small if the authors do not cluster. 

Minor comments 

1. I was curious how the authors achieved a 73% response 
rate on a random digit dial. That is exceedingly high for an 
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RDD. That makes me wonder how the RR was calculated. 
See Martsolf, G., Schofield, R., Johnson, D. and Scanlon, D. 
(2013).  Editors and researchers beware: Calculating 
response rates in random digit dial health surveys.  Health 
Services Research, 48(2pt1): 655-676. 

2. I do not totally understand what the authors mean by 

random digit dial. Does this mean that they randomly dialed 

all numbers within a geographic area until they found 

someone who was discharged from the target hospitals or is 

this a random digit dial of a subset of numbers among those 

discharged from the hospital? I suspect it is the latter but 

that is not clear. 

3. Page 13 line 6, I think that there is a typo and should read 

“This encourages transparency as well as…” 

 

 

REVIEWER Chris Graham 
Picker Institute Europe  
United Kingdom 
 
I am employed by the Picker Institute, a charity that receives income 
for designing, co-ordinating, and implementing patient surveys at 
national and local level. My role includes responsibility for England's 
NHS Patient Survey Programme, which uses a similar type of 
collection to the one described here (albeit a different methodology). 
I have no competing financial or personal interests. 

REVIEW RETURNED 28-Mar-2016 

 

GENERAL COMMENTS This was a strong manuscript that addressed an important question 
clearly and concisely. Its findings are of international relevance and 
will make a useful addition to existing literature on the measurement 
and use of people's experiences of inpatient care. The methodology 
used in particular was highly robust, with a large sample and 
excellent response rate, and the conclusions are thus well founded.  
 
Although the manuscript was generally sound, there were a number 
of areas that should be improved ahead of publication.  
 
1. Coverage of relevant literature  
 
There were a number of gaps in the description of previous relevant 
research, and these should be addressed before publication. For 
example:  
p5 line 51-53 - the relationship between rates of complication and 
patient experience is also covered in Black et al (2014)  
p5 line 39 - p6 line 6 - I would suggest also considering Doyle et al's 
(2013) systematic review of links between patient experience and 
clinical safety  
p6 line 25-27 - I'm not aware of studies specifically linking HCAHPS 
and patient safety events, but Forster et al (2005) uses a very similar 
survey methodology (telephone surveys post discharge) to 
demonstrate a strong association between patient experience and 
adverse drug events.  
 
2. Framing of the question  
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The study asks an important question about the relationship 
between patient experience and other elements of quality in 
healthcare. The concept of 'quality' could be more clearly defined, 
though, particularly in terms of what patient experience surveys are 
measuring. For example, p5 (lines 20-37) talks about patient 
experience surveys as "a typical method for assessing healthcare 
quality". I think this overstates the use of patient experience surveys 
- they certainly are seen as a way of measuring quality from the 
patient's perspective, but few would seriously argue that they 
provide an overall measure of quality including technical quality of 
care. This is discussed in Coulter (2006) for example. In the UK, 
patient experience is typically seen as one component of healthcare 
quality, alongside patient safety and clinical effectiveness (eg Darzi 
2008), which is an approach that seems relevant to this manuscript.  
 
3. Ethics and consent  
 
p8 describes the process used to link patient survey responses to 
patient records. It appears from the description of the process and 
from the note on p16 that patient consent was not sought for this 
data linkage and that a waiver was obtained from an ethics review 
board. This would benefit from a clearer description in the text on 
methods as data linkage without prior consent is likely to be 
impossible or prohibitively difficult in other jurisdictions.  
 
4. Presenting results clearly  
 
The manuscript presents a reasonable large volume of results, with 
useful tables. The description of the results in the text and the 
presentation of the figures could be improved to make them clearer.  
 
In the results section, a large amount of text (the bulk of p10-11) is 
spent describing each of the significant results from table 2 and 
figure 2; it would be helpful if possible to reduce this as the level of 
detail given breaks the flow of the manuscript and does not readily 
highlight the most important findings.  
 
Figure 2 would benefit from some revision. The review version has 
no legend, which is odd for a complex chart like this. Visually 
splitting the blocks of results - eg by adding horizontal gridlines at 
intervals of three results - would help readers to more easily 
distinguish related results.  
 
5. Minor issues and typos  
 
Finally, there were some minor issues and typos to correct:  
 
p7 line 32 - reference to "random-digit dialling" as the methodology - 
I think this should just say "random dialling" as the numbers 
themselves (those of patients) are non-random.  
p9 line 41-2 "A majority of patients was admitted" - should be 'were 
admitted'  
p10 line 3-8 - sentence uses 'female' twice and has a few missing 
words - ie I think it should read "Patients experiencing at least one 
PSI during their hospital stay were more likely to be female..." etc  
 
References  
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VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 

Many thanks for the opportunity to review this interesting manuscript and kudos to the investigators 
for successfully conducting such a complex study. Following are a few suggestions that may clarify 
some details for readers:  
 

Comment from Reviewer Changes/Actions made 

Strengths and Limitations of this Study  
- last bullet not clear; what does "patient voice" 
mean and how is that idea related to PSIs?  
 
 
 
 

We have re-worded this fourth bullet point as follows: 
“The association between patient-reported hospital 
experience and PSIs lends credibility to the inclusion 
of patient experience as a reliable, patient-reported 
account of what occurred in-hospital.” 

Background  
- clarify similarities and differences between 
patient satisfaction and patient experience, and 
how are those outcomes linked to patient-
centred care/engagement and patient ability to 
assess the quality of their care  
 
 

Thank you for this suggestion. We now discuss and 
make the distinction between patient satisfaction and 
patient experience in the 4

th
 paragraph of the 

introduction. The ability of patient experience surveys 
to assess aspects of care quality and PCC are 
discussed. 

Background  
- HCAHPS is the current gold standard where 
specifically? 
 

We have added this information on page 5. The text 
now reads: “It is the current gold standard in the 
United States, where it is mandated under the U.S. 
Affordable Care Act.” 

Methods  
- provide more detail about the domains 
measured by HCAHPS  
 

We have now included this information in the methods 
section (“survey of inpatient experience”) sub-heading. 

Methods  
- define what is meant by "top-box", particularly 
because the term is used repeatedly and state 
the rationale for using ratings of 9 or 10 to 
distinguish patients who had a good experience 
(or a high rating for each question)  
 

We have now included this info in the second-to-last 
paragraph of the methods section. 

Methods  
- the survey included 32 HCAHPS questions 
plus 19 other questions; dependent variables 
were based on three HCAHPS questions only; 
how were the remaining survey data used?  
 

The remaining survey data are currently used for 
quality improvement purposes within Alberta Health 
Services. They are not featured in the present paper. 

 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-2016-011242 on 1 July 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


Methods  
- readers may wish to know what the three 
specific questions were which were used as 
dependent variables 
 

We agree, we have added the text for the 3 questions 
(as read to patients) on page 9. 

Results  
- female repeated twice at top of page 10 
(Patients experiencing at least one PSI...)  
 
 

Thank you for noticing this error. We have corrected 
this. We have also done a minor re-wording of this 
sentence, as per a comment from Reviewer #3. 

Results  
- the findings are reported in a somewhat 
convoluted way; increased odds of good 
experience observed among those with no PSI, 
but having a PSI not associated with decreased 
odds?  
 

Thank you for this – we have edited the results section 
to be consistent with the discussion and Table 3 
(having 1+ PSI associated with decreased odds in all 
cases). 

Discussion 
continuing from my last comment, the first line 
of the Discussion states that having a PSI was 
associated with decreased odds, but this is not 
what the Results stated 

We have remedied this, as per your above comment. 

Discussion 
given that many unactionable factors 
(educational, comorbidities) were associated 
with inpatient experience, the statement that 
patient-reported experience reflects quality of 
care is not entirely correct 

We have changed this statement (as per the 
comments of the other reviews as well). It now reads: 
“…our results suggest that when reported as a 
summarized, system-level performance measure, 
patient-reported experience is associated with patient 
safety indicators; one element of quality of care.” 
This highlights that PSIs are only one element of 
quality of care. Other factors may be at play (as you 
stated). 

Discussion 
how is patient-reported experience related to 
PCC? HCAHPS measures many aspects of 
hospital care, and many factors (education, 
comorbidity) other than physician or nurse 
communication were associated with patient 
experience ratings 

Patient experience is a means of documenting PCC. 
We have bolstered our introduction to reflect this (also 
relates to your second comment in the intro). 
We have provided further comment on this in the 
limitations section. Although patient experience was 
associated with PSI, so were other factors. This is 
concurrent with previous work by our group – basically 
saying that patient experience is not the sole factor at 
play. 

Discussion 
elaborate on implications for policy and practice, 
and issues that warrant further research 

We have added to the final paragraph – demonstrating 
the clear policy implications of our findings. We also 
mention the potential benefit of our findings for quality 
improvement purposes. Future research to examine 
other aspects of quality of care is also mentioned. 

 

Reviewer 2 

The authors are attempting to address a question that has been hotly debated in health policy and 
medical research communities; namely do patients' subjective reports of healthcare experience reflect 
high quality care as measured using different constructs of quality. The authors do a fine job 
explaining their approach. I have provided some comments that I hope will improve the manuscript. 
 

Major Comments: 

Comment from Reviewer Changes/Actions made 

In the introduction, the authors do not 
differentiate between studies performed in 

This is a good point. We have included the context of 
care as a potential reason for variation in the studies 
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inpatient and outpatient settings. The results of 
these studies would have significantly different 
implications. This may explain why the results 
are mixed and places this study in the right 
context.  

that are cited (end of third paragraph of introduction). 

The authors should do a better job of explaining 
why we should care that patient experience is or 
is not correlated with “quality” of care. The 
introduction says that there “remains skepticism 
to whether patients possess the ability to 
accurately assess the quality of their care”. This 
seems to suggest that patient experience is only 
a measure of “quality” if it is somehow 
correlated with other more technical processual 
measures of quality. Many would argue that 
patient experience is important in its own right 
and need not be justified by its correlation with 
other measures. This broader philosophical 
question should at least be raised and given 
some real estate in the paper. 

Thank you for this suggestion. We have added to the 
introduction (primarily paragraph 2) – highlighting that 
patient experience is indeed valuable in its own right 
(as a means of quality improvement). We have also 
highlighted that despite its stand-alone merits, some 
may feel that patient experience would be a more 
rigorous measure if it were demonstrated to be 
associated with measures of quality of care (PSIs 
being one). 

 

The authors note that a tertiary goal of the study 
was to validate their PSI measure. I am not 
quite sure how this study accomplishes that, by 
showing that it is correlated with patient 
experience? How does that show validity of the 
PSI measure and why is that not discussed in 
the conclusions? I would either give this some 
space in the discussion or leave out this goal. 

Thank you for this suggestion. We agree with this 
point, and at your advice, we have removed this 
tertiary goal.  

I couldn’t find a place in which the authors listed 
the specific PSIs that they focused on. The 
authors said in the methods that they describe 
the rates of each PSI, but I don’t see that 
anywhere in a Table. It would help to 
understand which 17 events are included to 
better interpret the results. 

We have now provided a new “Table 1”, which lists the 
17 events that were captured. 

My major comment is that I am not quite clear 
what effect the authors have really identified 
and how to interpret what they have found. Are 
the authors interested in understanding if an 
individual patient’s reported experience is 
affected by experiencing a patient safety event 
or if patient experience is correlated with the 
broader quality of an institution? If it is the 
former, I am not convinced of the usefulness of 
such a study. Although the authors don’t provide 
specific detail on the components of their PSI 
measure, I suspect that these are events such 
as central line infections and foreign objects left 
in the body after surgery. These events are very 
rare and are tremendously remarkable. Given 
their methods, I think that all the authors have 
shown is that when patients experience a 
significantly negative event in a hospital, they do 
not think very highly of their experience. I find 
this result to be very obvious and very limited, 
therefore, not a significant addition to the 
literature. However, on page 12 line 9, the 
author’s state that “our results suggest that 
when reported as a summarized system-level 
performance measure, patient experience 

You are correct in that the overall aim of this paper 
was to demonstrate that patient experience is 
correlated with the broader quality of the institution.  

We agree that simply showing that a PSI lowers 
experience scores is somewhat intuitive and is not a 
great addition to the literature. 

One of the common criticisms in our jurisdiction around 
patient experience measures is that (much like in 
previous literature), there is a notion that patients may 
not always be able to accurately report their 
experience, as they may not be aware of the entirety of 
what was done while in hospital.  

We agree that there are many dimensions of quality – 
PSIs are just one. As such, we have tempered the 
statement in our discussion. It now reads: 

“Perhaps most important, our results suggest that 
when reported as a summarized, system-level 
performance measure, patient-reported experience is 
associated with patient safety indicators; one element 
of quality of care.” 

As we only looked at PSIs, we concur that we cannot 
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reflects quality of care” This statement in the 
discussion seems to suggest that the 
authors are interested in the extent to which 
patient experience is correlated with broader 
quality of the institution. If they are trying to 
make this point, I think some more investigation 
of the identified relationship is warranted. This is 
my major concern about the entire premise the 
study. I do not think the authors have not shown 
sufficiently that patient experience is 
significantly associated with the overall quality 
of the institution or broader quality constructs, 
which is what patient experience is ultimately 
meant to measure, given that they have chosen 
such a rare and remarkable event. If the authors 
want to suggest that they have identified a 
broader relationship between patient experience 
and quality of the institution, I would suggest 
some other analyses even as sensitivity checks. 
This might include focusing on some other 
process or outcome measures that might 
measure broader quality constructs or including 
hospital fixed effects to see if the effect of PSIs 
might be picking up other broader quality 
considerations. If the authors are truly just 
interested in the effect of PSIs directly on an 
individual patient’s experience, I am not sure 
how useful this is. 

state that experience is associated with quality of care 
(as a whole), as there are many other measures that 
constitute this.  

It seems as though the authors did not cluster 
standard errors at the hospital. Given that there 
are only 95 institutions. The standard errors 
may be inappropriately small if the authors do 
not cluster. 

Thank you for this suggestion. You are correct in that 
we did not cluster errors at the hospital-level. As the 
province of Alberta represents one health authority, the 
overall goal was to provide a snapshot at the province-
level.  

This is an excellent suggestion, and provides further 
impetus for further investigation at the rural (small 
hospital) vs. urban (larger hospital). We would suspect 
that some case-mix adjustment would be necessary, 
as the more complex patients tend to seek care in the 
larger urban centers within our jurisdiction. 

 

Minor Comments: 

Comment from Reviewer Changes/Actions made 

I was curious how the authors achieved a 73% 
response rate on a random digit dial. That is 
exceedingly high for an RDD. That makes me 
wonder how the RR was calculated. See 
Martsolf, G., Schofield, R., Johnson, D. and 
Scanlon, D. (2013). Editors and researchers 
beware: Calculating response rates in random 
digit dial health surveys. Health Services 
Research, 48(2pt1): 655-676. 

We agree, this number is high when considering the 
calculation methods provided in the Martsolf et al. 
paper. Considering that we dialed numbers until we 
achieved a set quota of complete surveys, and that all 
patients were eligible (by pre-screening using 
administrative data), then the only two options were 
completion of survey or refusal.  

As such, there are a large number of patients who 
were never dialed (as quotas were attained before 
their numbers were needed). We have edited this 
paragraph to illustrate how the 73.3% was calculated 
(so that there is no confusion). We have also provided 
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further detail around the quotas that were pre-set. 

From work with the survey data in our organization, 
one criticism about our methods was the possibility 
that only younger, healthier patients may respond. We 
have published and earlier paper to show that this was 
not the case, and that we obtain a representative 
sample of patients who complete the survey (reference 
#40).  

I do not totally understand what the authors 
mean by random digit dial. Does this mean that 
they randomly dialed all numbers within a 
geographic area until they found someone who 
was discharged from the target hospitals or is 
this a random digit dial of a subset of numbers 
among those discharged from the hospital? I 
suspect it is the latter but that is not clear. 

Sorry for this confusion. Yes, you are correct; it is the 
latter, in that we dialed the numbers from each of the 
93 hospitals until we attained our targeted quota of 
complete surveys (5% of eligible discharges from each 
of the hospitals). 

We have re-worked this paragraph as per your 
feedback and that of Reviewer #3. We have included 
further information for clarity. Readers may now see 
how we obtained the list of eligible patients, as well as 
further details about the dialing protocol (e.g. did not 
differentiate between mobile phones and landline).  

Page 13 line 6, I think that there is a typo and 
should read “This encourages transparency as 
well as…” 

Thank you for noticing this. We have corrected this 
typo. 

 

Reviewer 3 

This was a strong manuscript that addressed an important question clearly and concisely. Its findings 

are of international relevance and will make a useful addition to existing literature on the 

measurement and use of people's experiences of inpatient care. The methodology used in particular 

was highly robust, with a large sample and excellent response rate, and the conclusions are thus well 

founded.  

 

Although the manuscript was generally sound, there were a number of areas that should be improved 

ahead of publication. 

Comment from Reviewer Changes/Actions made 

Coverage of relevant literature  
 
There were a number of gaps in the description 
of previous relevant research, and these should 
be addressed before publication. For example:  
p5 line 51-53 - the relationship between rates of 
complication and patient experience is also 
covered in Black et al (2014)  
p5 line 39 - p6 line 6 - I would suggest also 
considering Doyle et al's (2013) systematic 
review of links between patient experience and 
clinical safety  
p6 line 25-27 - I'm not aware of studies 
specifically linking HCAHPS and patient safety 
events, but Forster et al (2005) uses a very 
similar survey methodology (telephone surveys 
post discharge) to demonstrate a strong 
association between patient experience and 
adverse drug events.  

Thank you for suggesting that we include these 
manuscripts. We have now included them in the 
portions of text that you reference. 
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Framing of the question  
 
The study asks an important question about the 
relationship between patient experience and 
other elements of quality in healthcare. The 
concept of 'quality' could be more clearly 
defined, though, particularly in terms of what 
patient experience surveys are measuring. For 
example, p5 (lines 20-37) talks about patient 
experience surveys as "a typical method for 
assessing healthcare quality". I think this 
overstates the use of patient experience 
surveys - they certainly are seen as a way of 
measuring quality from the patient's perspective, 
but few would seriously argue that they provide 
an overall measure of quality including technical 
quality of care. This is discussed in Coulter 
(2006) for example. In the UK, patient 
experience is typically seen as one component 
of healthcare quality, alongside patient safety 
and clinical effectiveness (eg Darzi 2008), which 
is an approach that seems relevant to this 
manuscript.  
 

Reviewer #2 had a similar concern, in that quality of 
care has many different elements. In the present study, 
we only looked at PSIs (which is only one element). 
Had we looked at other indicators of quality, we may 
have had contradictory results.  

We also agree that patient experience doesn’t exactly 
measure quality of care, but rather, the perceived 
quality of care on the part of the patient. 

We have altered the statement that you reference to 
reflect this: 

“A common method for assessing the perceived quality 
of healthcare services on the part of patients is to 
administer a hospital experience survey.” 

Ethics and consent  
 
p8 describes the process used to link patient 
survey responses to patient records. It appears 
from the description of the process and from the 
note on p16 that patient consent was not sought 
for this data linkage and that a waiver was 
obtained from an ethics review board. This 
would benefit from a clearer description in the 
text on methods as data linkage without prior 
consent is likely to be impossible or prohibitively 
difficult in other jurisdictions. 

We have created a sub-heading in the methods 
section entitled “Ethics and Consent”. We now provide 
complete information for readers. 

Presenting results clearly  

 

The manuscript presents a reasonable large 

volume of results, with useful tables. The 

description of the results in the text and the 

presentation of the figures could be improved to 

make them clearer.  

 

In the results section, a large amount of text (the 

bulk of p10-11) is spent describing each of the 

significant results from table 2 and figure 2; it 

would be helpful if possible to reduce this as the 

level of detail given breaks the flow of the 

manuscript and does not readily highlight the 

most important findings.  

Thank you for this suggestion. We have incorporated 

the comments of all 3 reviewers. We have not altered a 

great deal with respect to Table 2 (now Table 3).  

However, we agree that Figure 2 speaks for itself, and 

we have streamline discussion around it in the results 

section. 

Presenting results clearly  

 

Figure 2 would benefit from some revision. The 

review version has no legend, which is odd for a 

Thank you – this is an excellent suggestion. We have 

included horizontal gridlines which should make it 

much easier to interpret the results. We apologize for 

the legend not appearing – we have ensured that it is 
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complex chart like this. Visually splitting the 

blocks of results - eg by adding horizontal 

gridlines at intervals of three results - would help 

readers to more easily distinguish related 

results.  

now present in the revised version.  

Minor issues and typos  

 

Finally, there were some minor issues and typos 

to correct:  

 

p7 line 32 - reference to "random-digit dialling" 

as the methodology - I think this should just say 

"random dialling" as the numbers themselves 

(those of patients) are non-random.  

 

p9 line 41-2 "A majority of patients was 

admitted" - should be 'were admitted'  

 

p10 line 3-8 - sentence uses 'female' twice and 

has a few missing words - ie I think it should 

read "Patients experiencing at least one PSI 

during their hospital stay were more likely to be 

female..." etc  

 
Thank you for your suggestions. We have made the 
following changes: 
 
P7 line 32: removed the “-digit” portion to now read 
“random dialing” 
 
P9 lines41-41: now reads “a majority of patients 
were…” 
 
P10 lines 3-8: We have corrected this as per your 
suggestion. 
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VERSION 2 – REVIEW 

REVIEWER Chris Graham 
Picker Institute Europe  
United Kingdom 
 
I am employed by the Picker Institute, an organisation that develops 
and undertakes patient experience surveys. I have no personal 
financial or other stake in the outcomes of this research and do not 
consider myself to have any substantive competing interests. 

REVIEW RETURNED 27-May-2016 

 

GENERAL COMMENTS I am grateful to the authors for their thorough response to my earlier 
comments (and those of other reviewers). The original manuscript 
was good but the revised version is significantly improved and I have 
no further comments.  
 
Congratulations on a very strong paper: I look forward to seeing it 
published. 
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