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The availability of patient-reported experience measures (PREM) is an unmet need in Russian healthcare.
Objective: To translate, adapt culturally, and validate PREM for outpatients.
Methods: A core set of questions from the Patient Experience Questionnaire (PEQ, in Norwegian, available in English)
was translated toRussian (forward-backward translation). Acceptability, construct validity, and reliabilitywere assessed.
Patients aged≥18 y.o. were invited to complete the questionnaire via QR-code within 24 h after a medical encounter.
Results: A questionnaire with adequate conceptual and linguistic equivalence was obtained. For four questions, a rating
scale was replaced by Likert-type. A total of 308 responses were received (median age 55 y.o., 52% females). The cor-
relation matrix was factorable. Four factors were extracted using varimax rotation: 1) outcome of this specific visit;
2) communication experiences; 3) communication competency; 4) emotions after this visit. These explained 65.4% of
the total variance. Three items were excluded. The model was confirmed to be adequate. The Cronbach alpha was
>0.9. Item-total correlation confirmed discriminative validity.
Conclusion: These preliminary results show that the Russian version of PEQ, adapted to national features, shows good
psychometric properties. External validation is needed for the broad implementation of this PREM.
Innovation: This research is first attempt to use PREM in the Russian Federation. The use of quick response codes is
feasible and eases survey conduction. The more PREMs are used the higher the quality of healthcare.
1. Introduction

With the advent of the Millennium, industrialized countries have faced
the problem of a shortage of funds superimposed on social imbalances. A
novel, value-based approach was proposed as one of the responses to
these challenges [1].Within the newparadigm, the patient ‘values’ have be-
come a pivotal component in linking the clinical and financial components
of the system. Aside from patient-reported outcomes (PROs), reflecting
patient-perceived usefulness of interventions, the quality of care have be-
come another central element [2]. Healthcare quality is commonly defined
as ‘a set of characteristics of medical care, reflecting its ability to meet the
needs of patients, considering health standards that correspond to the
current level of medical science’ [3].
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To objectively assess patients' needs, expectations, and experience with
healthcare, special instruments are used called patient-reported experience
measures or PREMs [4]. Patient experience assesses whether something
that should happen in a healthcare setting (i.e., the proper communication
with a doctor) actually happened or how often it happened [5]. These tools,
like PROMs,may evaluate a variety of domains, including but not limited to
engagement in the decision-making process, accessibility of services, and
coordination of care. PREMs are also increasingly included in public
reporting, benchmarking, and pay-for-performance programs [6,7]. For
example, the higher the hospital scores in PREMs, the better treatment re-
sults and safety [8]. There is also a straight association between PROMs
and PREMs. Black et al. have shown a 3% improvement in PROswith a con-
comitant 10% PRE increase [9].
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Several PREMs have been developed and successfully validated across
Europe and the USA for in- and outpatient care [10]. However, in the
Russian Federation, no PREMs exist. Therefore, healthcare benchmarking
is often chaotic and only occasionally incorporates patient-perceived
values. As per Federal Law #323-FZ ‘On Basics of Health Protection of
the Citizens in the Russian Federation’ an independent assessment of the
quality of medical services provided includes such parameters as: ‘openness
and accessibility of information, the comfort of conditions, waiting time, at-
titude of employees of the organization and their competence’ [11]. This
definition might be interpreted rather broadly, and quality of care analysis
is carried out periodically by the judge since the information is provided
mainly by the medical authorities. Several surveys were developed by the
Ministry of Health of the Russian Federation [12], but they measure satis-
faction with care and facility rather than patient-perceived experience.
PREMs differ from satisfaction surveys by reporting objective patient expe-
riences and removing subjectivity [4]. Due to, e.g., gratitude bias, patients
frequently overrate their level of satisfaction. As a result, satisfaction ques-
tionnaires have certain limitations regarding reliability and utility [13].

Stressing the lack of valid and reliable PREMs in Russia, we aimed to
validate one questionnaire developed abroad for ambulatory patients.
Before being used in a new cultural or linguistic context, any questionnaire
should be translated and appropriately adapted to be interpretable and to
allow comparability between different contexts [14].

We picked the Patient Experience Questionnaire which provides experi-
ence and emotions after outpatient appointment. It was originally devel-
oped in Norway, and available in English language [15].

2. Methods

2.1. Study design

This was a cross-cultural adaptation of the Patient Experience Question-
naire (PEQ) and cross-sectional validation study.

This original questionnaire comprises four domains: ‘Outcome of this
specific visit’ (4 items), ‘Communication experiences’ (4 items), ‘Communi-
cation barriers’ (4 items), ‘Experience with the auxiliary staff’ (2 items) and
‘Emotions immediately after the visit’ (4 items). The first 4 domains (14
items) are measured on a 5-point Likert scale ranging from 1 (worst-case
scenario) to 5 (best-case scenario). The last emotional domain represents
4 emotions regarding one open-type statement (‘After this visit, I felt:’)
with 7-point rating scale (again, from 1 to 7, meaning worst- and best-
case scenarios, respectively).

It is the first questionnaire developed in a Scandinavian primary care
setting and one of the first consultation-specific questionnaires not limited
to satisfaction items.

The original article describes this questionnaire's conceptual basis and
design [15]. Briefly, the development of the instrument involved consulta-
tion with experts, a systematic literature review, organization of patient
focus groups, and in-depth interviews to determine issues of salience to
them in health care encounters.

This study comprised several consequent stages: questionnaire re-
development (forward-backward translations, cognitive debriefing,
editing), mass survey, and internal validation per se (including exploratory
and partial confirmatory factor analyses).

2.2. Questionnaire re-development

The authors-developers of PEQ were asked permission to use the tool.
The English version of the questionnaire was obtained from the published
article [15] and underwent a cross-cultural adaptation process following
the guidelines established by the International Society for
Pharmacoeconomics and Outcome Research [16] to obtain Russian ver-
sion. These included investigation of conceptual and item equivalence,
two English-Russian original PEQ forward translations and two
Russian-English back translations, synthesis of the documents, and revision
by an expert committee (two psychologists, two physicians). An expert
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panel confirmed linguistic equivalence at word and phrase level, as well
as grammatical and pragmatic equivalence [17]. The conceptual equiva-
lence was deemed satisfactory as our research team identified the exact
five domains as the researchers in the original paper.

The cognitive debriefing was performed to test the version obtained. In
July 2021, 13 ambulatory patients (6 male and 7 female patients) and 3
non-medical specialists working in the Centre were asked to complete the
questionnaire. The mean completion time in non-medical staff was 3 min
(1 to 5 min). Afterward, they were asked about how they had understood
it. The participants needed help understanding the last part of the question-
naire as theymost often contoured the extreme terms placed on the edges of
the rating line. Though theywere properly trained before going through the
questionnaire, when they were inquired, eight patients answered that they
could not match their emotions with numbers on the rating scale accord-
ingly. Therefore, following a discussionwith the pilot group of respondents,
experts decided to replace the original rating scale with Likert-type answers
for these four last questions retaining their initial meaning. Following this
editing, patients from the pilot group became more confident in their an-
swers when the study team interviewed them. The modified questionnaire
was ready for a cross-sectional validation study.

2.3. Study participants

The study was conducted in the Diagnostic Center, an ambulatory divi-
sion of Almazov National Medical Research Centre in Saint-Petersburg,
Russia. Patients here receive high-quality counseling, various examina-
tions, and long-term follow-up. It is a multispecialty clinic of >50 doctors
serving patients within 33 medical specialties. A mean of 14,149 ambula-
tory appointments per month is performed (a total of ∼170,000 patients
per year from more than four regions, including Saint-Petersburg).

Fifteen doctors were randomly (sealed envelopes with names) selected.
At the bottom of the printed medical certificates (a report given to a patient
containing one's diagnosis and recommendations signed by an attending
physician), a unique Quick Response (QR) code was generated automati-
cally. The Internet linkwas embedded in theQRcode, allowingonline access
to the questionnaire, and storing data anonymously in the internal server of
the Centre. TheseQR codes could be activated only frommedical certificates
that randomly selected doctors gave. Сodes from other doctors were inac-
tive. QR codes were not associated with the patient's data. It allowed only
one entry per person 24 h after an appointment. Patients were informed
about the study objectives. Doctors obtained verbal (at the appointment)
and electronic (following the link in the QR-code) informed consents from
patients. Ethical approval for this study was sought and obtained from the
Local Ethics Committee (approval No 77 dated May 15, 2017).

The patients were self-included as they proceeded to questionnaire
polling via QR-code, so nonspecific inclusion/exclusion criteria were pres-
ent. The questionnaire was polled only among adult patients (aged
≥18 years old); therefore, no pediatric patientswere included in this study.

2.4. Statistical analysis

Descriptive statistics included frequencies and percentages of the cate-
gorical variables and means and standard deviation, or median with first
and third quartiles, of the continuous variables. To identify possible differ-
ences between patient groups from the original paper and our research, we
conducted the bivariate analysis using the chi-squared test for categorical
variables and Manna-Whitney or Kruskal-Wallis tests for continuous vari-
ables. Questionnaire acceptability was judged according to the total
percentage of respondents and the total completion time.

We applied an expectation maximization algorithm within the Little's
Missing Completely at Random (MCAR) test to report the missing data's
quantity and nature. The imputation technique was applied depending on
the percentage of missing data and the results of the MCAR test [18]. The
basic rule of thumb is that if <5% of the observations are missing, the miss-
ing data can be deletedwithout significant ramifications [19]. Based on the
original study's results and since ours was a cross-sectional survey within a
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smaller population than in the original research, we expected that far >5%
of the answers would be missed. We employed a multiple imputation with
regression [20].

Exploratory factor analysis was carried out to test construct validity. A
correlationmatrixwas calculated. Bartlett's test of sphericity [21] first mea-
sured the strength of inter-correlation between items and tested whether
the population correlation matrix was an identity matrix.

Kaiser-Meier-Olkin statisticwas required to be above aminimumof 0.50
[22]. Factor extraction was performed using the minimum residual
(MINRES) procedure with promax (oblique) and varimax rotations. The
best and the simplest structure was selected according to the results of two
rotations. The Parallel Analysis [23] and Cattel's visual scree test [24] were
used to determine the appropriate number of factors to retain. Factors with
an eigenvalue >1 were retained. Criteria for determining factor adequacy
were established a priori. Given the number of participants in this study, pat-
tern coefficients (factor loading)≥0.30 might have been considered salient
(as perNorman& Streiner [25]). However, we decided the extracted factors
should be interpreted considering loading of 0.5 or above to indicate of the
underlying dimension (based on the original research and [26]). We per-
formed partial confirmatory factor analysis (pCFA) to support the results of
the EFA at this stage of the study. The fit of the model was evaluated by
the indexes as follows: standardized root mean square residual (SRMR) is
<0.10; root mean square error of approximation (RMSEA) is <0.09; Tucker
Lewis index (TLI) and comparative fit index (CFI) both are >0.90.

Questionnaire internal consistency was tested using Cronbach's alpha
and McDonald's omega coefficients for each factor, as well as for the
whole scale and after the suppression of each item. Factors with aminimum
internal consistency reliability ≥0.70 and theoretically meaningful were
considered adequate [27]. Finally, item-domain correlations were evalu-
ated expecting moderate correlations since they assess a construct but are
not considered paraphrases.

Statistical analyses were performed using SPSS software Version 23.0
(IBM, Armonk, NY, USA) and jamovi. (the jamovi project, version 1.6 for
MacOS, retrieved from https://www.jamovi.org). All p values <0.05 were
considered significant, and all p values were 2-sided.

3. Results

3.1. Study participants and questionnaire acceptability

Overall, 308 completed questionnaires were analyzed out of 492 pa-
tients (63%). Median patient age was 55 years (interquartile range of 38
to 64 years old), with a minimum of 18 and a maximum of 89 years old;
Fig. 1. Cattel's
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161 (52.3%) were females, 197 (64%) were married, 233 (75.6%) had
received higher education. Female doctor consulted 241 (78.2%) patients.

A total of 308 surveys were analyzed, and 45 item responses were miss-
ing. These represented 14.2% (‘emotional’ questions represented 6.8% of
these) of the data to be missing. The result of Little's MCAR test was nega-
tive (χ2 = 181.1; p = 0.017), and since there was no specific pattern of
missingness, we consumed that the data were missed at random (MAR,
not ‘completely’ at random).

Acceptability was measured by the mean time needed to complete the
PEQ and the response rate.

A typical survey response rate is usually from 5 to 30%, and a 50% re-
sponse is excellent. As our questionnaire polling was stricter than a classic
online survey, the expert panel decided that the cut-off of 50% response
was acceptable for this study. As stated above, the response rate was
63%, deemed appropriate.

The authors of the original research did not provide a precise time to
complete the questionnaire. They have just stated that “…[it] can be com-
pleted in a fewminutes in thewaiting room”. We used themean completion
time from non-medical specialists (participants of the study's first phase).
We assumed they would complete the questionnaire quicker than ‘real’ pa-
tients. Patientswere expected tofill in the questionnaire nomore than three
times longer (i.e., 9 min). The mean time of a webpage session in the mass
survey did not exceed 7 min (from 4 to 7 min).

3.2. Validity

As the data was skewed (−2.0 ± 0.98) and the kurtosis was also pro-
nounced (4.79 ± 0.28), non-parametric methods were deemed appropri-
ate. The results of Bartlett's test of sphericity indicated that the
correlation matrix was not random, χ2 = 2.648, p < 0.001, and the KMO
statistic was 0.80, well above the minimum standard for conducting factor
analysis. Therefore, it was determined that the correlation matrix was
appropriate for factor analysis.

As a result of the Parallel Analysis, four factors were extracted (Fig. 1).

3.2.1. Exploratory factor analysis
As the first step, we tried to build a simple structure with a promax

(oblique) technique. Unfortunately, the results were inadequate: while
the same items formed thefirst three domains, the fourth domain (‘Commu-
nication barriers’) comprised both useful and unsuitable items. The latter
was a question from the ‘Experience with the auxiliary staff’. Another ques-
tion from this domain has had low factor loading. Moreover, the promax
rotation has given us only a 59% explanation of the total variance.
Scree Test.

https://www.jamovi.org
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On the other hand, we have built an adequate exploratory factor loading
model when the varimax rotation was applied (Table 1 and Fig. 2). With
the varimax rotation the model explained 65.4% of the total variance.

We revealed that the factor loadings of questions Q_3 (Will you be able to
handle your health problems differently?), Q_13 (I sensed that other patients
could listen in when I was talking to the staff), and Q_14 (I felt like one of the
crowd) were constantly below the threshold of 0.3 or within 0.3–0.5. In ad-
dition, it was these questions that turned out to be attributed to different or
even several factors at once at each iteration. In the original questionnaire,
Q_3 should have been assigned to the factor ‘Outcome of this specific visit’,
and questions Q_13 and Q_14 formed a separate factor ‘Experience with the
auxiliary staff’. After these questions were excluded, the remaining 15were
retained and formed amodel. Thefirst factor ismainly loaded by itemsQ_1,
Q_2, and Q_4, which refer to the outcomes of this specific visit. The second
factor is loaded with Q_5 to Q_8 as in the original PEQ and reflects commu-
nication experiences. The third factor encompasses itemsQ_9 toQ_12, again
similar to the original questionnaire. However, the name of the factor was
changed from ‘Communication barriers’ to ‘Communication competency’
as these questions sounded different, and this combination of questions de-
noted another term when translated into Russian. Finally, the fourth factor
retained all 4 questions of the emotional sphere (Q_15-Q_18). Correlations
between each item and the related domain indicated adequate discrimina-
tion for each item (> 0.5 for each of the retained questions).
Table 1
Results of an exploratory factor analysis compared with original PEQ.

Question Outcome of this 
specific visit (F1)

Co
exp

Q_1
Do you know what to do to reduce your 

health problem(s)?
0.79 0.82

Q_2
Do you know what to expect from now 

on?
0.92 0.82

Q_4
Will it [this specific visit] lead to fewer 

health problem(s)?
0.51 0.67

Q_5 We had a good talk [with the doctor] 0.

Q_6 I felt reassured 0.

Q_7
The doctor understood what was on my 

mind
0.

Q_8 I felt I was taken care of 0.

Q_9
It was a bit difficult to connect with the 

doctor

Q_10 Too much time was spent on small talk

Q_11 It was a bit difficult to ask questions

Q_12
Important decisions were made over my 

head

Q_15 After this visit I felt: relieved or worried

Q_16 After this visit I felt: sad or cheerful

Q_17
After this visit I felt: strenthened or worn 

out

Q_18 After this visit I felt: relaxed or tense

Footnote: "Minimum residual" extractionmethodwas used in combinationwi
the original PEQ are given on white background.
Questions 3, 13, 14 are excluded (see in text).
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3.2.2. Partial confirmatory factor analysis
We did not perform an additional survey to obtain data for classical con-

firmatory analysis. Our studywas underpowered to randomly divide the co-
hort as fewer than 200 participants would be in either subgroup. Therefore,
we decided to conduct a pCFA at the first stage of the work, as this is a
feasible option [28].

As shown in Table 2, the standardized factor loadings for all the retained
questions were >0.5. Moreover, most fit indexes met the requirements
(Table 3).

The four-factor structure of the questionnaire remained stable without
any dropouts. There was a fair-to-moderate but significant correlation be-
tween all four factors (inter-factor correlation <0.59 for each pair of the
factors), indicating that the outcomes, communication, and emotions are
closely related to each other (Fig. 3). It is worth noting that the
mean inter-factor correlation was lower than within-factor correlation
(0.718).

3.3. Reliability

The Cronbach's alpha and McDonald's omega coefficients of the overall
scale were 0.912 and 0.921, indicating high internal consistency (Table 4).
As shown in Table 5, there was no substantial improvement after each
item's removal (coefficients between 0.910 and 0.920).
Factor
Item-
Factor 

correlation

mmunication 
eriences (F2)

Communication 
competency (F3)

Emotions after 
this visit (F4)

0.78

0.83

0.88

78 0.83 0.62

73 0.84 0.85

81 0.78 0.80

86 0.84 0.68

0.54 0.64 0.69

0.54 0.82 0.62

0.77 0.76 0.77

0.66 0.72 0.79

0.60 0.74 0.80

0.87 0.82 0.88

0.74 0.78 0.86

0.74 0.73 0.84

th an oblimin rotation; Q_n - number of a question. The factor loadings of



Fig. 2. Visual representation of the questions and their related factors according
factor loadings (Path diagram). Footnotes: Q_n – number of the question; Fc_n –
serial number of the factor with the brand-new Factor names.

Table 3
Goodness-of-fit statistic and the fit indexes.

CFI TLI SRMR RMSEA RMSEA 90% CI Test for exact fit

Lower Upper χ2 df p-value

0.94 0.92 0.048 0.083 0.072 0.094 264 84 <0.001

Footnotes: CFI - Comparative fit index; TLI - Tucker-Lewis index (Non-normed fit
index); SRMR - standardized root mean square residual; RMSEA - root mean square
error of approximation (with 90% confidence interval (CI); df - degrees of freedom.
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Fifty-three percent of patients were satisfied with their care. The mean
score for the outcome domain was 4.34 ± 0.95 (95% CI [4.24;4.45]), for
communication experiences 4.74±0.71 (95%CI [4.66;4.82]), for commu-
nication competency 4.63 ± 0.77 (95% CI [4.55;4.72]) and for emotional
domain 3.88 ± 0.96 (95% CI [3.77;3.98]). Merely 16.2% of patients
Table 2
Partial confirmatory factor analysis.

Factor Question Estimate SE Z p-value

Factor 1 Q_1 0.799 0.0422 18.9 <0.001
Outcome of this specific visit Q_2 0.932 0.0504 18.5 <0.001

Q_4 0.762 0.0549 13.9 <0.001
Factor 2 Q_5 0.626 0.0348 18.0 <0.001
Communication experiences Q_6 0.725 0.0393 18.4 <0.001

Q_7 0.697 0.0376 18.5 <0.001
Q_8 0.683 0.0364 18.7 <0.001

Factor 3 Q_9 0.710 0.0505 14.1 <0.001
Communication competency Q_10 0.594 0.0416 14.3 <0.001

Q_11 0.689 0.0458 15.0 <0.001
Q_12 0.743 0.0613 12.1 <0.001

Factor 4 Q_15 0.879 0.0648 13.6 <0.001
Emotions after this visit Q_16 0.906 0.0569 15.9 <0.001

Q_17 0.867 0.0545 15.9 <0.001
Q_18 0.882 0.0581 15.2 <0.001

Footnote: Q_n - number of a question; SE - standard error of a mean; Z- value of the
Fisher's test.
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described their experiences with communication as less than optimal. Up
to 16% of patients reported communication incompetency, and 42% had
not experienced the optimal outcome after the encounter. Up to 35.7% of
patients left the Center with negative or no positive feelings. Just 2.6%
scored below three on the total scale. No differences were noted between
the groups analyzed (according to sex, doctor's gender, education, andmar-
ital status) neither when the mean scoring was applied nor with the total
score of the questionnaire.

The Russian translation of the PEQ can be found in the Appendix sec-
tion. The scoring instructions are simple. The overall score can be calcu-
lated by quickly summing all the points item-by-item or dividing items by
the number of items (i.e., the mean score).

4. Discussion and conclusion

4.1. Discussion

Approaches to assessing the quality of care for outpatients in the
Russian Federation still need to be fully formed, and therefore the develop-
ment of such instruments is of particular interest. In this study, we have
consistently passed the mandatory initial stage of cultural adaptation and
internal validation of the PREM for outpatients. The cross-cultural adapta-
tion process included expert team and patient discussions, a pilot testing,
thus ensuring the conceptual and linguistic equivalence of the translated
questionnaire. The face and content validity of the original tool was con-
firmed both in pilot and general surveys. In the qualitative phase of the
study, the questionnaire was restructured. During the quantitative phase,
some questions were deemed redundant or irrelevant to Russian-language
patients. These first assumptions should now be externally validated in
the more extensive and differing cohorts of patients.

The choice of the questionnaire is quite understandable and arises from
the two rationales: theoretical and practical.

The theoretical rationale is that the PEQ was one of the first PREMs of
its kind, which was not limited to determining only satisfaction with the
treatment rather than focusing on the whole process of doctor encounters.
Moreover, the questionnaire was designed ‘…in line with patient's pre-
ferred content and using their own words and statements’, which is rele-
vant to the VBM approach. The original paper's authors shifted their
vision from capturing satisfaction to more personal, affective responses.
Moreover, satisfaction with care is mainly driven by social preconceptions
and consumerism. Since medical consumerism is not very prominent in
today's Russia, but social preconceptions prevail, the rationale from the
PEQ authors seems adequate. Like in Norway in the 2000s, healthcare in
the Russian Federation is not as competitive as in the USA or Europe,
and it is primarily true for large cities. Therefore, like the PEQ authors,
we believed we did not need another satisfaction questionnaire. Theory
is supported by a proper statistical analysis. In the most recent systematic
review Derriennic J et al. provide an overview of 29 questionnaires con-
cerning quality of medical care [29]. Although, most of questionnaires
are satisfy ones from 1990s, it seems to us that the PEQ stands out by ex-
cellent structural validity, low responder-burden (only 18 questions in
the original version).

The practical rationale for using the PEQ was its ease of use, which is
crucial for the busy schedule in most ambulatory centers and clinics in
the Russian Federation. The less time it takes to fill in, the fewer answers
one can get, and the less is missing data. It is particularly true for our



Fig. 3. Between factor correlation heatmap.
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center: while patients give little attention to a substantial satisfactory sur-
vey, patients more readily fill in the short PEQ.

Different PREMs have been developed across the globe. Some re-
searchers have mentioned constraints of PEQ and similar EUROPEP [30]
that concerned their reliability and construct validity, respectively [7].
However, these issues were mentioned only because the authors wanted
to develop a nationwide survey for which these tools were unsuitable.
There are several such national surveys have been recently developed: for
Table 4
Item reliability.

If the item is dropped

Question Item-factor correlation Cronbach's α McDonald's ω

Q_1 0.766 0.904 0.914
Q_2 0.785 0.905 0.915
Q_4 0.654 0.905 0.915
Q_5 0.797 0.905 0.912
Q_6 0.802 0.902 0.910
Q_7 0.818 0.903 0.911
Q_8 0.824 0.903 0.911
Q_9 0.621 0.908 0.917
Q_10 0.635 0.908 0.917
Q_11 0.699 0.907 0.916
Q_12 0.595 0.911 0.919
Q_15 0.636 0.909 0.918
Q_16 0.735 0.910 0.920
Q_17 0.722 0.907 0.918
Q_18 0.688 0.907 0.918

Footnote: Q_n - number of a question.
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example, the Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS) survey, which consists of 27 questions and is adminis-
tered to a sample of hospital inpatients chosen at random, was created in
2002 by the Centers for Medicare and Medicaid Services and the Agency
for Healthcare Research and Quality. With the Clinician and Group
CAHPS (CG-CAHPS) survey, a version of the HCAHPS created for outpa-
tient contacts, the emphasis on tracking and improving the patient experi-
ence has gradually moved to the outpatient setting [31]. These
questionnaires, like NHS Patient Experience or Press Ganey Patient Satis-
faction surveys, are complex and comprise dozens of questions that may
seem irrelevant to patients [32], although their wide adoption led to im-
provement in patients' experiences with care [33].

On the contrary, disease-specific tools do not represent the quality of
primary care for most patients; neither are they developed properly nor fea-
sible [34]. We did not aim to develop either a national or disease-specific
survey. We have decided to test the primary care questionnaire as the
first step towards a better understanding of what matters for Russian
ambulatory patients because, in Russia, ambulatory care is, like in most
countries, the cornerstone of the whole healthcare system.

The short PEQ is easy to complete. Given the average time required to
fill in the questionnaire (∼7 min), it can be provided to patients immedi-
ately after the visit to the facility or, as we found out, using a simple and
widely available online option. Online polling is one of the strengths of
our study. Asmany patient-experience surveys are conducted by telephone,
thus adding more personnel and decreasing the reliability of the proxy-
derived data [35], online-survey may serve as an alternative to obtain
more reliable data with a higher response rate [36,37].

Some questions were excluded from the original PEQ questionnaire.We
eliminated the fifth domain (Experience with the auxiliary staff) after



Table 5
Internal consistency compared with the original PEQ.

Cronbach's α McDonald's ω
Whole scale 0.912 0.82 0.921

Outcome of this specific visit (F1) 0.856 0.80 0.866

Communication experiences (F2) 0.917 0.9 0.918

Communication competency (F3) 0.810 0.77 0.820

Emotions after this visit (F4) 0.852 0.82 0.856

Footnotes: The indicators of internal consistency of the original PEQ are given on white background.
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retracting Q_13 (I sensed that other patients could listen in when I was talking to
the staff) andQ_14 (I felt like one of the crowd). The peculiarities of outpatient
care in Russia can explain this exclusion. Almost all medical procedures,
whether the history taking or physical examination, are carried out by a
doctor, not by othermedical or paramedical staff (i.e., a nurse or nursing as-
sistant). The whole appointment takes place in a separate room. Occasion-
ally (more often in public clinics called ‘polyclinics’), a nurse is present in
the doctor's office tofill in the information into themedical information sys-
tem. Therefore, relevant questions for patients in Europe or the USA turned
out to be obscure to Russian outpatients. On the other hand, these items
might be engaging to in-patients because the situation in hospitals is the op-
posite. There are usually 3 or 4 patients in the ward in Russian hospitals, so
they may feel uncomfortable talking to their doctor in front of others. Al-
though when using promax rotation, the factor loadings of variables were
higher than with varimax, one of the ‘Auxiliary staff’ questions (Q_13)
was falsely assigned to one of the retained factors (in the original PEQ,
this factor was called ‘Communication barriers’) and another one (Q_14)
had a low factor loading, and thus excluded from themodel. In our opinion,
this model did not make much sense, as the question regarding
comfortability and privacy is unrelated to the ‘barrier’ when it comes to a
communication with the doctor. Along with low cumulative variance, the
promax rotation was deemed inappropriate. While some researchers state
that oblique rotation is highly accurate, others point out that orthogonal ro-
tation produces more easily interpretable results and is slightly simpler
[38]. An additional explanation of favoring varimax rotation is that the au-
thors of the original research used this method during validation process,
however, without clear reasoning. Even assuming the presets of varimax ro-
tation, all the factors correlated with each other but less than the items of
which they were built.

Another question (Q_3 - Will you be able to handle your health problems
differently?) was excluded from the first domain because of the high skew-
ness and low factor loading. When analyzing the statements of the Q_1
(Do you know what to do to reduce your health problem(s)?) and the Q_3
(Will you be able to handle your health problems differently?) sounded and for-
mallymeant similar in Russian. The name of the fourth domain, calledCom-
munication barriers, was replaced by Communication competency. If it is
difficult to establish communication to ask questions, and the doctor talks
a lot about unimportant matters while simultaneously making treatment
decisions on his own, it is likely because of the doctor's communicative in-
competence, not of the barrier itself. Norwegian PEQ was also taken as the
doctor's technical skills are irrelevant for Russian patients because they take
doctors' qualifications for granted, and communicative competency comes
to the fore.

It is intriguing that patients in our study were mostly satisfied with the
outcomes of the appointment and experienced good communication with
doctors. These results contrast with the original research, where almost
half of the patients neededmore understanding of what to do and anticipate
concerning theirmedical issues. They did not believe the visit would lead to
fewer troubles or that it would significantly change their health behaviors.
These may be due to the selection bias (large reference center with highly
qualified staff) and because the practice of medicine has changed in the
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last 20 years (the original PEQ was developed in 2001). In our research al-
most all the domains have the same mean scores as in the original analysis
except the Communication barriers (or Communication competency in our
variant). The emotional domain had fewer answers on the extremes (30%
scored 5, and 9.4% scored 1 or 2). It may be because patients' illnesses
were mostly longstanding, and they did not expect surprising news about
their health state and treatment, so 60% scored 3 or 4 instead.

In the original PEQ questionnaire [15], the authors faced the problemof
pronounced skewness of questions in the emotional scale and decided to re-
place the 5-point with a 7-point rating scale. After this, factor loadings were
acceptable for half of the initially included items (5 out of 10) and de-
creased the percentage of missing data. We have done the opposite, and it
was the right thing to do. Only in the first question of this domain (After
this visit, I felt: relieved or worried) was high negative skewness observed,
with 55.8% of patients being mostly relieved. This result may occur since
our center is not a reference for oncology outpatients. Patients attending
our clinic are mostly consulted for other non-communicable diseases with
a better prognosis. Although the rest of the questions followed the
non-parametric distribution, they were not so highly skewed. The mean
skewness and kurtosis and their standard deviations fall in acceptable the
cut-offs for performing structural equation modelling [39].

We found no differences between pre-specified patient groups (accord-
ing to patient gender, physician gender, marital status, and educational
level). It limited the assessment of responsiveness and construct validity.
Examining hypothesized differences in scores by additional patient charac-
teristics (for example, the reason for the encounter, prior medical experi-
ences, and self-assessed health-related quality of life) and by
characteristics of the medical visit will provide additional evidence. The
questionnaire's ability to identify variations between specific medical pro-
fessionals (within one medical facility), medical units, or even clinics is
equally crucial.

4.1.1. Limitations
To correctly interpret the study's results, it is necessary to identify its

possible limitations. Despite the sufficient sample size, it was impossible
to avoid selection bias and limited generalizability since the patient enroll-
ment and surveying occurred in a metropolitan city and at a large outpa-
tient center. Selection bias is inevitable in single-center studies. On the
other hand, a doctor's appointment in our Centre is usually the first for
most visiting patients, and many specialists consult patients on different
health problems. Both provide patient diversity. To overcome selection
bias, we encourage researchers to conduct further studies in different set-
tings for external validation and tofind possible discrepancies within differ-
ent populations, thus providing evidence for future benchmarking. This
idea is supported by the studies from Sweden, where the authors have
found covariation between registered process measures and PREMs. It
helped compare performance among providers as those highly ranked
with process measures tend to be ranked high with PREMs (patient views
correlated with clinical quality) [40].

Another prominent area for improvement is data and non-response bias.
However, the response rate in our study was relatively high. The recent
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meta-analysis of online surveys stated that the average response rate is
about 44% [41], and we were close to this estimate. Data loss is unavoid-
able, and although primarily seen in surveys and retrospective studies,
this is also a problem in modern randomized controlled trials with thou-
sands of participants [42]. We have found that 14% of data were missed
at random, half of them in the emotional sphere. We used the multiple im-
putation with regression method to correctly interpret the data. Studies of
imputation methods with simulated and real data demonstrate that any
method is probably effective when <5% of the data are missing, mean im-
putation is acceptable when <10% are missing, and regression imputation
is acceptable when <15% of the data are missing. Multiple imputation is
an effective method for dealing with missing data problems, according to
excellent parameter estimation, variance estimation, and increased
power. Multiple imputation is an effective method for dealing with missing
data, according to excellent parameter estimation, variance estimation, and
increased power. While some researchers say that 10% of missing data is
the upper threshold [43], others claim that when 20% of data is missed at
random, the difference between the bias of multiple imputation and the
bias of complete case analysis is only 0.43 [44]. There are studies in
which authors claim multiple imputation is unbiased even until 50% of
the data are missed [45].

We did not ask patients validation questions like the authors of the orig-
inal research (difference in simple satisfaction questions followed by ana-
lyzing the differences in all the five domains). Though it may be a
surrogate measure of responsiveness, it would be more appropriate in our
future research.

Finally, we used the English-language version of the PEQ instead of the
Norwegian language. There are a lot of guidelines and reviews on
translation-adaptation processes published to date. However, neither pro-
vides strong evidence of using the original (or so-called “mother”) language
as the source for translation. As there is a trend towards globalization and
harmonization of PRO and PRE tools, more and more researchers provide
English versions of their questionnaires along with native versions. Al-
though the Norwegian language was used in the original research, the En-
glish version was also available in a published paper [15]. The additional
reasonings for English-to-Russian instead of Norwegian-to-Russian transla-
tion are the unequivocal sounding of the statements in the questionnaire
and the lack of Norwegian native speakers in our research group. Further-
more, the result of the presentwork shows a fair item and conceptual equiv-
alence and good psychometric properties of the adapted questionnaire. We
are planning the next step of this research to confirm our preliminary
results, and if in doubt, we will consider using the Norwegian version.

4.2. Innovation

The broader and more active implementation of tools for
patient-perceived usefulness and healthcare delivery experience helps bet-
ter understand the problems not detected by internal and external audits.
Easy-to-fill questionnaires may stimulate the transition of VBM in the
Russian Federation. From our perspective, any VBM-related reorganiza-
tional types like accountable care organizations, pay-for-performance
(P4P), or bundled payment models should also include the patient's experi-
ence with care. Healthcare professionals should be able to develop and ef-
fectively implement solid strategies that place the patient at the center of
health services delivery. While the core element of VBM is cost-
effectiveness analysis which reaches mainly an incremental cost-utility
ratio, it might be of particular interest to incorporate calculation of the in-
cremental cost-effectiveness ratio based onΔPREMs. Asmore andmore pri-
vate centers are opening in big cities, the standardization of patient
experience and an established mechanism of comparing the clinics will
inform potential clients (patients [sic]).

To our knowledge, this is the first attempt to translate PREM to Russian
language which assesses the experience of patients with outpatient care.
The area of PRE is unexplored in the Russian healthcare. We sought to per-
form a guideline-directed statistical analysis with a robust theoretical basis.
So, our psychometric testing might be considered as the model for the
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future studies in this area of research. We have used emerging information
and communication technology to enroll patients effectively and to get
feedback from them (e.g., QR codes). Recent technological developments
may enable PREMs to play an essential part in the future transformation
of healthcare [46]. Our results suggest that even in our large and expert cen-
ter, many patients receive medical care, which could be of higherquality as
per their answers. One of the possible future objectives of the research
might be an attempt to conduct structured interviews with patients who ei-
ther scored low or high. Such a study will be helpful for doctor-patient
training programs or continuous medical education.

Our research will be continued to confirm the initially developed
model. Pilot resultswill form the basis for the next step – external validation
in a wide range of hospitals and healthcare centers. So, more andmore staff
of the high-quality centers and smaller clinics across the Russian Federation
will become familiar with the concept of PREM. The wider the second
external validation part of the study, the more interest it will arouse,
and more research in this area might be in the nearest future. Finally, the
higher quality PREMs are developed or adapted, the higher the healthcare
quality.

5. Conclusion

The content of the PEQ questionnaire was analyzed correctly and ad-
justed, tailoring the specifics of outpatient care in the Russian Federation.
We performed initial steps in validation of the questionnaire. We are en-
couraged to further externally validate the PEQ for its proper use in
assessing the patient's experience with a consultation service.
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