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Abstract

Recognition of the value of the patient perspective on services has led healthcare organiza-
tions to measure patient care experiences. A brief, generic and psychometrically sound scale
to measure patient experiences in ambulatory/outpatient settings in Canada would be useful
and is currently lacking. The purpose of this study was to develop and validate an English-

language hospital-based ambulatory patient experience survey tool in a Canadian context.
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Based on a review of more than 20 instruments measuring experiences predominately in
non-acute care settings, we initially selected 27 items to be included in the questionnaire,
addressing quality dimensions of access, communication, continuity and coordination, shared
decision making, emotional support, trust/confidence, privacy, patient-reported impact and
physical environment. The survey instrument was subsequently tested among 1,219 ambu-
latory patients, and its psychometric properties were assessed. A final questionnaire was
produced with 14 items and two emerging subscales: Patient—Provider Communication and
Opverall Quality of Experience, as determined by a factor analysis. The items within the

scale showed high construct validity. Reliability was also excellent for the instrument. The

applicability of this tool in supporting quality improvement initiatives is discussed.

Résumé

La reconnaissance de la valeur du point de vue du patient sur les services a mené les organisa-
tions de santé 3 mesurer l'expérience des patients. Il serait utile d'avoir, au Canada, une bréve
échelle générique et psychométriquement solide pour mesurer l'expérience des patients en
consultation ambulatoire ou externe. Le but de cette étude était de développer et de valider
un outil d'enquéte de langue anglaise sur I'expérience des patients ambulatoires en milieu
hospitalier dans un contexte canadien. Sur la base d'une analyse de plus de 20 instruments
mesurant lexpérience principalement dans des établissements de soins non actifs, nous avons
sélectionné 27 éléments A inclure au questionnaire et qui portent sur les aspects qualitatifs
de l'accessibilité, la communication, la continuité et la coordination, la prise de décision
partagée, le soutien émotionnel, la confiance, la vie privée, 'impact signalé par le patient et
l'environnement physique. Linstrument d'enquéte a ensuite été testé aupres de 1 219 patients
ambulatoires et ses propriétés psychométriques ont été évaluées. Cela a donné lieu & un ques-
tionnaire final comportant 14 items et deux sous-échelles émergentes : la communication
patient-prestataire et la qualité globale de I'expérience, telles que déterminées par l'analyse
factorielle. Les éléments de 1'échelle présentent une validité de construit élevée. La fiabilité de
I'instrument est également excellente. Lapplicabilité de cet outil aux initiatives d'amélioration

de la qualité est abordée dans l'article.

Introduction

In the past two decades, the focus of patient feedback tools has shifted from probing about
“satisfaction” to inquiring about “experiences” (Cleary 1999; Doyle et al. 2013; LaVela and
Gallan 2014). While satisfaction surveys measure attitudes about care, they say very little
about the nature of the services received. Experience surveys, on the other hand, focus on
whether processes or events occurred during the care encounter, providing more action-
able insights (Jenkinson et al. 2002). Patient experience refers to any process perceptible
by patients. This can include subjective experiences (e.g, felt supported), objective experi-
ences (e.g., waited 15 minutes) and observable experiences (e.g., answered questions; Price

et al. 2014). Regardless of how experiences are processed, likely filtered through a subjective
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experience lens (LaVela and Gallan 2014), research has shown that better patient care experi-
ences are associated with higher levels of adherence to treatment, better clinical outcomes,
better safety and less care utilization (Boulding et al. 2011; Doyle et al. 2013; Glickman et al.
2010; Tssac et al. 2010; Price et al. 2014).

The importance of capturing patient voice has led organizations to measure and monitor
patient care experiences. Continuous monitoring of patient experiences using self-reported
tools, combined with feedback mechanisms to managers and healthcare providers, can lead
to service improvements and a culture of quality and patient engagement (Boyer et al. 2006;
Jangland et al. 2012; Larsen 2011; Rogers and Smith 1999). Using patient feedback for
improvement does require a concerted effort, often requiring an existing culture of quality
improvement to support potential changes (Davies and Cleary 2005; Luxford and Sutton
2014) and a robust feedback mechanism for service providers involving structured debriefing
activities (Larsen 2011).

Having a validated and standardized tool to measure hospital ambulatory (outpatient)
experiences is timely, especially in light of standardization of patient experience measure-
ment across acute settings in Canada (Canadian Institute for Health Information [CIHI]
2014). Despite a number of patient experience tools that measure care in both primary and
some ambulatory settings, to our knowledge, a brief, validated and generic instrument that
measures hospital ambulatory experiences is currently lacking in Canada. The standardized
tools that do exist are often lengthy, not generic (Benson and Potts 2014; Sjetne et al. 2011),
may have a primary care focus and may lack the important dimensions of patient experience
(Sjetne et al. 2011; Wong and Haggerty 2013).

Wong and Haggerty (2013) identified a need for a standardized tool to measure patient
experiences in the primary healthcare system in Canada. We argue that the need can be
extended to the ambulatory settings. Ambulatory/outpatient care is distinct from primary
care in that ambulatory patients may receive care from a team of specialized care providers,
patients may visit different providers at each care encounter and care is often discontinuous,
with the expectation that patients will return to their primary care provider for
ongoing support.

Looking at existing non-acute survey tools, a few are notable. The Picker’s ambulatory
surveys often have between 60 and 100 questions, depending on the patient population
(NRC+Picker 2003; Picker Institute Europe 2015). Survey length is a major barrier to
survey completion, often contributing to survey fatigue and low response rates (Benson
and Potts 2014; Haggerty et al. 2011a; Hojat et al. 2011; Patwardhan and Spencer 2012;
Sjetne et al. 2011). Shorter tools sometimes used in ambulatory settings have a predomi-
nately primary care focus. The CAHPS Clinician and Group Survey, one of the widely
used surveys in the US, and also used in ambulatory clinics, is a 31-item questionnaire with
provider-specific questions, including questions regarding relational continuity (e.g,, “Is this
the provider you usually see if you need a checkup, want advice about a health problem or
get sick or hurt?”; AHRQ 2015). The 34-item Massachusetts Ambulatory Care Experiences
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Survey, despite its name, has also a primary care focus, with most questions framed toward
“your personal doctor” (Safran et al. 2006). The General Practice Assessment Questionnaire,
widely used in the UK, consists of 46 items and, as the name implies, focuses on patients’
primary care experiences. Benson's and Potts’ (2014) howRwe tool is a very brief (four-item)
tool that can be used in a variety of care contexts for continuous feedback but does not
address all of the experience quality dimensions important to patients (Price et al. 2014).
Hence, there is a need for a validated, ambulatory-focused instrument that is brief,
comprehensive and yet generic enough to be used across a wide range of ambulatory clinics.
This article describes the development and validation of an English-language hospital-based

ambulatory patient experience survey tool in one Canadian context.
Methods

Questionnaire development

Existing validated patient experience tools used in non-acute care settings were reviewed.
This review was predominately informed by the work of Wong and Haggerty (2013), who
conducted a scoping review and identified 17 publicly available instruments from Canada,
the UK and the US that measure patients' experiences in non-acute care settings, includ-
ing the CAHPS Clinician and Group Survey, the Ambulatory Care Experiences Survey
and the General Practice Assessment Questionnaire. In particular, the 87 questions they
selected as the result of their review and deemed as important in capturing dimensions of
patient experience were assessed. In addition to the instruments/questions identified by
Wong and Haggerty, a number of publicly available tools were identified and reviewed,
namely, the Ontario Primary Care Patient Experience Survey (Health Quality Ontario
(HQOQO] 2015), the Australian Bureau of Statistics (2014) Survey, the Massachusetts Health
Quality Partners (2009) Survey, the Communication Assessment Tool (Makoul et al. 2007)
and the Patient Experience Questionnaire (Steine et al. 2001). The review also included the
Canadian Institute for Health Information’s (2014) Canadian Patient Experiences Survey.
This tool, developed to support pan-Canadian comparisons of acute patient experiences, is
currently being used in many health jurisdictions across Canada. Due to the relevancy of
this tool in the Canadian context, it was important to explore its potential for adaptation

to the ambulatory/outpatient setting. In fact, all of the survey instruments noted earlier
were reviewed for applicable questions across a wide variety of ambulatory/outpatient
environments.

Questions from the above-mentioned survey tools were compiled and organized by the
following experience domains: access, communication, continuity and coordination, shared
decision-making, emotional support, trust/confidence, privacy, patient-reported impact,
physical environment and overall assessment/satisfaction. These domains are similar to the

quality dimensions proposed in the literature, namely, the Picker Institute’s dimensions
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of patient-centred care (Gerteis et al. 2005; Jenkinson et al. 2002; Kitson et al. 2012).
Questions pertaining to in-patient care (e.g., response time to call bell) were omitted from
this compilation.

A working group (n = 9) comprising BC Women’s Hospital + Health Centre (BC
Women’s) managers and directors was formed. A few members of the working group had
clinical backgrounds and were involved in direct patient care in their previous roles. Some
of the members were public health professionals. One manager was a quality and system
improvement expert, and a few of the working group members were involved in research and
had expertise in questionnaire development. Working group members reviewed each ques-
tion and voted on its inclusion/exclusion via a modified Delphi process (Hagen et al. 2008).
Voting was done in private; individuals selected the items they favoured to keep and sent
their choices back to the first author. The instruction was to keep at least one item from each
experience domain (e.g, communication). Results of the voting rounds were presented to the
group, followed by discussion to reach consensus on which questions to retain and how to
best modify/adapt them as necessary. Three rounds of voting and discussion resulted in the
inclusion of 23 questions. Another four questions were added to the questionnaire related to
the use of interpretive services, ease of wayfinding and the “Hello, My Name Is” campaign,
an initiative to encourage providers to introduce themselves by name to establish rapport and
show respect (National Health Service [NHS] 2013).

Many of these questions were selected and/or modified to address patient care and flow
in ambulatory environments. For example, questions pertaining to “‘communication between
team members,” “coordination of appointments,” “provider introducing himself/herself by
name” and “wayfinding” are particularly relevant in hospital ambulatory care settings. Other
questions were not selected due to their primary care focus (e.g,, “How often were you taken
care of by the same person?” “When you made an appointment for a checkup or routine care
with this provider, how often did you get an appointment as soon as you needed?”). Some of
the questions were also rephrased to ask about experience as opposed to satisfaction. Response
scales were similarly kept consistent across questions, as much as possible, for ease of comple-
tion. The response categories of “yes,” “somewhat” and “no” were opted wherever applicable
(Jenkinson et al. 2002) because experience, as opposed to satisfaction (e.g,, excellent, very
good), was mainly assessed. Furthermore, the frequency of care (e.g,, always, sometimes),
often gauged in acute and primary care surveys (CIHI 2014; HQO 2015), was not evaluated
because in ambulatory settings, patients’ contact with healthcare providers and staff may be
time-limited.

The resulting questionnaire included questions addressing access, environment, continu-
ity and coordination, communication, shared decision-making, emotional support, trust/
confidence, privacy, self-reported impact and overall assessment dimensions that are deemed
as important for measuring patient experience (Gerteis et al. 1993; Price et al. 2014; Wong

and Haggerty 2013).
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The new 27-item questionnaire was pretested with 20 patients from various BC
Women’s ambulatory clinics. The instrument was pretested in English. After survey
completion, patients were asked about length, flow, clarity, simplicity and importance.

For example, questions regarding importance included the following: “Were the questions
included important to ask?” “Anything about your experience that we did not ask in the sur-
vey?” All of the patients provided favourable responses and viewed all questions as relevant.
After the pretest, minor revisions (wording changes) were made to the survey, and no changes
were made to the flow or order of the questions. Table 1 (available at www.longwoods.com/
content/26068) shows the final questionnaire before psychometric testing, including

the instrument from which the questions originated or were adapted from and the

service/care domain these represent.

Participants and procedures

The paper survey was distributed to all unique patients who visited BC Women’s ambula-
tory clinics in the month of October 2016. BC Women'’s ambulatory clinics, with over 30
outpatient clinics and approximately 60,000 patient visits annually, provide diverse services
ranging from high-risk maternity care and diagnostics (e.g., Diabetes Clinic, Hematology
Clinic, Internal Medicine), gynecology, sexual and reproductive health (e.g., Recurrent
Pregnancy Loss Clinic, Continence Clinic, Abortion and Counselling Services) and specialty
services such as medical genetics, HI'V care, complex chronic diseases program, heart health
program and health services for new immigrants. The questionnaire was distributed at the
time of check-in by clerical staff at each of the ambulatory clinics. Patients were instructed to
complete the anonymous survey after their visit (on-site) and to place the completed survey in
designated collection boxes. Patients who had already completed the survey during the survey
month were not asked to complete it again. Staff were fully briefed and trained before survey

launch. In total, 1,411 surveys were completed, resulting in a 55% response rate.

Data preparation

Among the 1,411 returned surveys, the second page was not completed (Questions 15 to 27)
in 192 (14%) of the cases. Hence, those surveys were excluded from further analysis, bringing
the survey count to 1,219. Questions that had more than 10% of missing or non-applicable
responses or had categorical responses were removed from the subsequent factor analysis

(see Table 2 for description, available at www.longwoods.com/content/26068). However,
questions omitted from the analysis do not necessarily need to be removed from the survey
(Floyd and Widaman 1995; van der Eijk et al. 2012). All remaining ordinal or binomial
items were used in the factor analysis, except the overall assessment questions (Questions 26

and 27).
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Data analysis

Psychometric properties of the survey tool were assessed using exploratory factor analysis
(EFA) to reveal underlying constructs and to calculate construct validity and internal reli-
ability. All analyses were carried out in R version 3.5.0 (R Core Team 2018). The EFA was
based on polychoric correlations because the items were mostly ordinal with three or five
options (Revelle 2016). The polychoric correlation matrix was used in a2 minimum residual
factor analysis with oblique rotation. The number of factors to include was chosen using

a combination of the very simple structure criterion (Revelle and Rocklin 1979) and the
Velicer (1976) minimum average partial criterion. Any items with < 0.3 loading on any
factor were removed, and the factor analysis was rerun until all items had loadings > 0.3
on a factor.

Once factors (scales) were identified, scale scores were constructed by summing the val-
ues of the items that were included in that scale. If the scale contained items with different
numbers of possible responses, the values of the responses were centred and scaled before
summation. Validity was assessed by calculating a Spearman’s ranked correlation between
the scale scores and the overall experience rating (Question 26). Correlation would suggest
that the scales are measuring experience in a meaningful way. Construct validity was also
assessed by determining the strength of the relationship between all individual questions and
the overall experience score. This allowed further assessment of the merit of the questions
that were not pulled into any scale. Polyserial correlations were calculated assuming ordinal,
binary or categorical structure of the items where appropriate. Question 24 (on courtesy
and respect) was excluded because of lack of variance in the responses, with 1,179 (96.7%)
responding that they had been treated with courtesy and respect.

Internal reliability was evaluated using ordinal alpha, as calculated from polychoric
correlations (Zumbo 2007) for the overall instrument and within each identified scale. An
alpha value of > 0.70 was considered an indication of reliability.

This study was conducted for quality improvement and monitoring and, therefore,

did not fall under the scope of the Research Ethics Board, as per the University of British
Columbia Guidance notes, Article 4.4.1 and Tri-Council Policy Statement 2 (TCPS2)
Article 2.5. However, verbal consent was gathered by the clerical staff at the time of survey

distribution. Data collection occurred in accordance with the agency’s privacy laws.
Results

Factor structure

After two rounds of EFA, 14 items remained in the analysis. Two factors emerged as the
best solution by the very simple structure criterion and one factor by the Velicer minimum
average partial criterion. However, the two-factor solution makes the most sense from a con-
struct validity perspective. The first factor contains Items 13, 15, 16, 17, 18, 19, 21, 22 and
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23 and relates to provider—patient communication. The second factor contains Items 1, 2, 6,
8 and 24 and relates to the quality of the experience in relation to operations and interaction

with providers. Table 2 gives a summary of the item loadings on the factors.

Construct validity

There was a strong and significant negative correlation between the scale scores and the over-
all experience score (Question 26; Factor 1 Spearman’s p = -0.38, p = < 0.0001, and Factor
2 Spearman’s p = -0.51, p = < 0.0001). The correlation is negative because the scale scores
are higher for those who had a worse experience.

In addition, polyserial correlations were calculated for all survey items with the overall
experience score (Question 26; Table 2). Most of the correlations are negative because the
items are scored such that increasing scores indicated poorer experiences. The two exceptions
were Questions 5 and 25, which were reverse scored relative to the other items. The strongest
item correlations with overall experience were for Question 21 (“Did you feel supported by
the clinic team?”) and Question 23 (“Did you have confidence in the healthcare provider(s)
treating you at the clinic?”). Most items had fairly high correlations with overall experience
(> 0.3), whereas only four items had correlations lower than 0.2 (Questions 5, 10, 11 and 12).
These questions include wayfinding, the need for interpretation and introduction of health-

care provider by name.

Internal reliability
Opverall ordinal alpha, for all 14 items, was 0.91. For the first scale, the ordinal alpha was
0.90, and for the second scale, the ordinal alpha was 0.83 (Table 2), indicating very good

internal reliability of these scales.

Discussion and Conclusion
Following a review of existing non-acute patient experience survey tools, a valid instrument to
measure ambulatory patient experiences was developed. This 14-item tool, with its two sub-
scales — Patient—Provider Communication and Overall Quality of Experience (both covering
provider and operational issues) — is brief and can be completed quickly (in five minutes) in
waiting rooms. The items within the scale showed strong correlation with the overall experi-
ence score, suggesting that the scale has high construct validity, measuring some aspect of
positive care experience. Reliability is also excellent for the instrument as a whole and within
its subscales. Furthermore, the low proportion of missing or “not applicable” responses of the
items retained in the scale indicates good acceptability and applicability of this tool across a
wide range of health services — making it suitable as a generic tool (Sjetne et al. 2011).

The success of experience measurement tools lies in the extent to which these reflect
what matters most to patients (LaVela and Gallan 2014). Both patient—provider commu-
nication and interaction are important components of experience (Dang et al. 2012) that

were captured by this tool. The Patient—Provider Communication subscale measures the
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communication aspects of the clinical encounter, whereas the Overall Quality of Experience
subscale includes items related to the quality of patient—provider/staff interaction, in terms
of feeling respected and having a positive first contact. Results showed that the strongest
item correlation with overall experience was the question on “feeling supported.” This find-
ing concurs with other studies that have shown patient—provider interaction far exceeding
other components of experience in terms of predicting positive patient experiences (Dang

et al. 2012; Sjetne et al. 2011; Steine et al. 2001; Van de Ven 2014). The importance of
patient—provider communication for promoting treatment adherence and improved health
outcomes has also been well documented (Gordon et al. 2007; Street et al. 2009; Zolnierek
and Dimatteo 2009). Hence, the fact that conceptually we are measuring what matters most

to patients in their care experience provides weight to the relevancy of this scale.

Implications for practice and policy

Decision-makers need to provide directions to support site- and agency-wide patient experi-
ence surveys and initiatives. Ideally, the measurement systems should be consistent and used
across organizations, have scientific rigour, be brief and generic to be accepted and applicable
in a variety of settings and should be translated into quality improvement plans and inform
the delivery of patient‘centred care. Given the move toward standardization of in-patient
experience survey in Canada (CIHI 2014), a validated hospital-based ambulatory survey tool
becomes all the more timely.

The value of having a validated patient experience survey tool lies in not only how well it
is implemented (e.g., in terms of appropriate sampling and response rate) but also the extent
to which the findings are used in patient improvement initiatives (Patwardhan and Spencer
2012). Often a quality improvement culture becomes a prerequisite to organizational change;
otherwise, surveys may be used as accountability checks, without any meaningful improve-
ment intentions behind them. Coulter and colleagues (2014) argued that “it is unethical to
ask patients to comment on experiences if these comments are going to be ignored” (p. 3).
They further argued that only a limited number of hospitals take actions on patient experi-
ence survey findings. Factors that increase an organization’s likelihood to make changes as a
result of patient feedback include commitment of leadership, clarity of objectives, identifica-
tion of champions, patient and family engagement, skillfulness of staff, training and capacity,
availability of resources and depth of understanding of the patient perspectives (Luxford et
al. 2011). Hence, it is not enough to just have the right tool and use the right methods, but to

also have a plan of action within a culture that supports patient-centred improvements.
Limitations and future research directions

This study has several limitations. The results are based on a single organization, which

may limit generalizability, although the services at BC Women'’s are quite diverse, with over
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30 clinics that serve both pregnant and non-pregnant women and their families. Nonetheless,
the vast majority of patients at BC Women’s are women, requiring further investigation of
the acceptability of this tool in other populations and ambulatory settings.

The survey was pretested with patients before survey launch, but the initial question-
naire development phase could have been strengthened from participation of patients in the
survey instrument review process. Patients were not included in this process due to the level
of time commitment it would have required. However, the working group members often put
on their patient hats and/or their review took shape in the context of patient/family feedback
they had received as seasoned managers and leaders. Nonetheless, it can be argued that the
working group members may have been more inclined to select survey questions pertain-
ing to the areas that they could impact and improve upon. Given that few organizations
take actions based on survey data (Coulter et al. 2014), survey selection being tainted by its
actionability may not necessarily be a bad thing. Yet, a more balanced approach would be to
include the patient voice eatly on in the survey development process, as it is consistent with a
more patient-centred approach (Stevenson 2002).

Pretesting of the survey with patients (once it was developed) yielded positive feedback,
and patients deemed all of the selected questions as very important. However, cognitive or
“think-aloud” interviewing with patients during pretesting in order to gain a more in-depth
understanding of how they comprehend and respond to survey questions would have ben-
efited the pretesting and is highly recommended for any future survey development work
(Willis and Artino 2013). The next iteration of this tool should ideally include both cogni-
tive interviewing and patient engagement in question selection and prioritization.

Patients were instructed to complete the survey on-site immediately after their encoun-
ter; this method was easy to administer, was not resource intensive and proved to provide a
reasonable response rate (55%). However, the timing of survey distribution has been shown
to impact patient-reported experiences, with less favourable ratings ensuing as more time
lapses after the care encounter (Bjertnaes 2012). Hence, survey mode and timing should be
given due consideration before any agency-wide decision on survey distribution, and stand-
ardization should be implemented in order to avoid timing and survey mode as confounding
variables (Bjertnaes 2012).

It was beyond the scope of this study to collect patient outcome data; thus, future stud-
ies can examine the predictive validity of this tool by exploring the relationship between scale
scores and outcome indicators (e.g., treatment adherence). Discriminant validity can also be
looked at in future studies to determine differences in scores based on known operational
or resource issues (e.g,, wait time). Test—retest reliability can similarly be studied in repeated
measures within a patient sample.

Furthermore, the validity of this tool was not examined across clinic types (e.g., mater-

nity services, gynecology/sexual health services and specialized programs), but rather a set
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of generic questions were identified that would be applicable across all services. To develop

a generic tool, many questions were not considered for inclusion (in the review process),

and some of the included items that received high percentage of “not applicable” or missing
responses were subsequently excluded from the scale (in the validation process). The decision
to use a generic tool versus lengthier contextualized measures ultimately lies in the purpose
of the patient evaluation. In addition, the resultant 14-item tool can be used in conjunction
with other clinic-specific outcome and patient-reported experience measures when deemed
necessary (Kingsley and Patel 2017). Regardless, having a brief set of standardized questions
that can be applied across a wide variety of ambulatory services is highly valued and greatly
needed.

Although not a limitation per se, it can be argued that questions that were omitted from
the scale can potentially be used on a per-item basis, when scores are not pulled into particu-
lar scales (van der Eijk et al. 2012). The questions that are highly correlated with the overall
experience score (Questions 20, 9, 3, 14, 25 and 7) are likely the best candidates for such
usage. Some of these items did not make the scales due to a high number of non-applicable
or missing responses. Survey items should be applicable to as many respondents as possible,
especially when developing a generic tool, because non-applicability leads respondents to view
the entire instrument as not relevant (Jenkinson et al. 2002; Sjetne et al. 2011). If the nature
of the service makes these questions more applicable, then it may be worthwhile to consider
including them in the questionnaire, but treating them as single items, rather than as part
of the scale. Yet, single items normally require larger sample sizes to achieve reliable results
(Streiner and Norman 2003).

Future studies showcasing how patient experience survey findings can promote organi-
zational change and improvements are also needed. Such studies can highlight successful
strategies on how to make survey data more actionable.

Finally, it should be noted that patient experience can be captured through a variety
of means, other than self-reported surveys. In fact, qualitative methods may elicit a deeper
understanding of the patient experience and can provide added insights if used in conjunc-
tion with experience surveys. Besides the standard qualitative approaches, such as interviews
and focus groups, some new innovative methods have begun to emerge, including ethno-

graphic approaches, photovoice and guided tours (LaVela and Gallan 2014).

Conclusions

The results support the reliability, validity and acceptability of an ambulatory patient experi-
ence questionnaire with emphasis on patient—provider communication and overall quality of
care experience, with a focus on both provider and operational issues. The relevance of this

tool in other ambulatory settings and populations requires further investigation.
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