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Background: Quality of care remains a priority issue and is correlated with patient experience. Measuring multidimensional patient primary care 
experiences in multiprofessional clinics requires a robust instrument. Although many exist, little is known about their quality.
Objective: To identify patient perception instruments in multiprofessional primary care and evaluate their quality.
Methods: Systematic review using Medline, Pascal, PsycINFO, Google Scholar, Cochrane, Scopus, and CAIRN. Eligible articles developed, 
evaluated, or validated 1 or more self-assessment instruments. The instruments had to measure primary care delivery, patient primary care 
experiences and assess at least 3 quality-of-care dimensions. The COnsensus-based Standards for the selection of health status Measurement 
Instruments (COSMIN) checklist was used to assess methodological quality of included studies. Instrument measurement properties were 
appraised using 3 possible quality scores. Data were combined to provide best-evidence synthesis based on the number of studies, their meth-
odological quality, measurement property appraisal, and result consistency. Subscales used to capture patient primary care experiences were 
extracted and grouped into the 9 Institute of Medicine dimensions.
Results: Twenty-nine articles were found. The included instruments captured many subscales illustrating the diverse conceptualization of patient 
primary care experiences. No included instrument demonstrated adequate validity and the lack of scientific methodology for assessing reliability 
made interpreting validity questionable. No study evaluated instrument responsiveness.
Conclusion: Numerous patient self-assessment instruments were identified capturing a wide range of patient experiences, but their measure-
ment properties were weak. Research is required to develop and validate a generic instrument for assessing quality of multiprofessional primary 
care.
Trial registration: Not applicable.

Lay summary 
Good quality health care should be safe, effective, timely, efficient, equitable, and patient-centred. Patients describing their health care experi-
ence provides information about the quality of health care. Patient health care experiences can be recorded using questionnaires. These ques-
tionnaires measure specific aspects of the health care experience such as communication and timeliness, as well as their experience within a 
multiprofessional clinic, where different health professionals work together. These specific measurements evaluate how health care affects the 
patient’s experience. However, more information is needed to understand which questionnaires are the most appropriate to evaluate patient 
experience. The objective of this systematic review study is to identify the number of patient experience questionnaires available and evaluate 
their effectiveness. Researchers examined different literature databases to identify questionnaires which measure primary care delivery, patient 
primary care experiences and assess at least 3 aspects of quality of care. Twenty-nine questionnaires were found which measured a wide range 
of patient experiences but none of them were found to be sufficient to understand all aspects of patient experience. An effective questionnaire 
needs to be developed and validated to assess quality of primary care in multiprofessional practices.
Key words: multiprofessional clinics, patient experience, patient self-assessment instrument, quality of primary care, systematic review

Background
In an ageing population, the prevalence of multimorbidity 
is growing.1 Health care systems are becoming more com-
prehensive to meet the growing scope and scale of care re-
quired for complex, multimorbid patients and disease-centred 
care is giving way to patient-centred care.2,3 To meet these 
demands, single professional practices are increasingly 

becoming multiprofessional clinics4 and new primary health 
care models, such as the Chronic care model5 or the Patient-
centred medical home,6,7 are being applied.

In France, these multiprofessional structures are financed 
by the French health authority (HAS) so their productivity 
and economic value are monitored closely. The HAS recently 
concluded that quality of care and patient satisfaction also 
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need assessing for these structures yet they have not been 
studied to date.8 This is therefore a new and rapidly chan-
ging area of interest in France requiring more assessment and 
research.

Quality of care can be defined in terms of structure, pro-
cess, and outcome.9,10 Specifically, the WHO defines quality 
of care as “the extent to which health care services provided 
to individuals and patient populations improve desired health 
outcomes. To achieve this, health care must be safe, effective, 
timely, efficient, equitable and people-centred.”11 In fact, 
patient-centred care is an essential requirement of modern 
medicine. Therefore, when assessing quality of care, the 
Institute of Medicine (IOM) health care quality and patient-
centredness dimensions should be considered.12,13

Patient satisfaction is positively correlated with quality of 
care received14,15 so a satisfaction survey measuring patient 
appreciation of the care received, could be 1 research op-
tion.10 However, these surveys only provide a limited view 
of care as an experience16 and are unable to assess potential 
improvements.17 Measuring patient experience is 1 solution 
to this limitation and reflects the paradigm shift towards 
patient-centred care.18 These patient care experience measures 
could facilitate efforts targeting patient-centred care such as 
improved accountability and quality. Furthermore, better pa-
tient experiences are linked to improved adherence to pre-
ventive and treatment processes, improved clinical outcomes 
and patient safety, and reduced health care use.19

Patient Reported Experience Measures (PREMs) are a more 
complete measure of patient experiences whilst receiving 
care20 and directly evaluate how patient-centred the care is.19 
These instruments evaluate the impact of care processes on 
patient experience and differ from satisfaction surveys in that 
they objectively measure specific aspects of patient experience 
such as communication and timeliness.

Measuring multidimensional patient perception of their 
primary care experiences requires a robust instrument, with 
proven reliable, valid, and responsive measurement prop-
erties according to current standards such as COSMIN 
(COnsensus-based Standards for the selection of health status 
Measurement Instruments).21,22 Evaluating measurement 
properties determines instrument quality. COSMIN defines 9 
measurement properties within the 3 domains of reliability, 
validity, and responsiveness. The quality criteria for measure-
ment properties in health status instruments include content 
validity, internal consistency, criterion validity, construct val-
idity, reproducibility, responsiveness, floor and ceiling effects, 
and interpretability with content validity arguably being the 
most important.23

Although numerous patient perception instruments are 
available, their quality has not been systematically reviewed, 
despite these measurement standards. This systematic review 
aims to identify existing patient perception instruments in 
multiprofessional primary care and evaluate their quality.

Methods
To minimize potential sources of bias, this systematic re-
view followed the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines.

Definitions
For this study, the following definitions were used.

Instrument: a questionnaire built with objective and sub-
jective questions used to evaluate patient satisfaction 
and experience of primary care (authors’ definition).

Primary care (IOM definition): “the provision of inte-
grated, accessible health care services by clinicians who 
are accountable for addressing a large majority of per-
sonal health needs, developing a sustained partnership 
with patients, and practicing in the context of family 
and community.”24

Quality of care: see WHO definition in Background.

Search strategy
A systematic literature review was undertaken in Medline, 
Pascal, Cochrane, Scopus, Cairn, PsycINFO, and Google 
Scholar with publication dates from 1990 to November 2019. 
1990 was chosen as the start date because multiprofessional 
practice only emerged as the main practice model in that year. 
The search strategy was constructed with help from an expert 
at the University of Western Brittany (Université de Bretagne 
Occidentale). It was developed using MeSH terms and non-
MeSH terms including tool, instrument, family practice, and 
scale. Furthermore, the terms patient “experience” and “sat-
isfaction” are often used interchangeably in the literature, so 
both were included in the search strategy. After trying different 
search strategies, it was discovered that using multiple terms 
for questionnaire and primary care did not alter the search 
results. For this reason, the following MeSH terms and key-
words in 4 domains were used: “questionnaire,” “patient sat-
isfaction,” “patient experience,” and “primary health care.” 
The Search strategy carried out in Pubmed was ((“patient 
satisfaction”[MeSH Terms] OR “patient satisfaction”[All 
Fields]) OR “patient experience”[All Fields]) AND (“general 
practice”[MeSH Terms] OR “primary care”[All Fields]) 
AND (“surveys and questionnaires”[MeSH Terms] OR 
“questionnaires”[All Fields] OR “surveys”[All Fields]). Filters 
activated: Publication date from 1990/01/01 to 2019/11/22.

Selection of eligible articles
Peer-reviewed articles in English or French were included if 
they described a primary study that developed, evaluated, or 
validated 1 or more self-reported instruments. These instru-
ments had to assess at least 3 quality-of-care dimensions and 
be developed to measure the health care process delivered to a 

Key Messages

	•	 Review found 29 patient perception instruments in multiprofessional primary care.
	•	 A wide range of patient experiences were captured.
	•	 No instrument had adequate validity and measurement properties were weak.
	•	 No study evaluated instrument responsiveness.
	•	 An instrument to assess quality of multiprofessional primary care is needed.
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patient (of any age) by at least 2 primary health care providers 
or be developed to measure patient primary care experiences.

To guarantee that the investigated instrument indeed 
measured patient experiences of primary care, articles were 
excluded if they evaluated instruments in health care estab-
lishments other than general practitioner centred settings, 
evaluated instruments in a restricted population (including 
ageing, specific condition, specific gender), or investigated in-
struments measuring other health outcomes such as quality of 
life, health status, burden of disease, or disability.

Titles and abstracts were independently screened by 2 re-
searchers (JD and TP) who then reviewed the full text. Where 
necessary, a third reviewer (JYLR) was consulted for a final 
decision. The bibliography of each included article was then 
checked following the same inclusion process.

Data extraction
For each included study, data were extracted manually by 1 
team member (TP) and checked by a second (JD); differences 
of opinion were discussed until a consensus was reached. 
Where there was any doubt, a third researcher was consulted 
(JYLR).

Patient experience captured through subscales
Subscales reported in the study were analysed to measure the 
breadth of patient experience captured by the instrument.

The following data were extracted for each instrument 
identified: instrument name, number of subscales and items, 
response scale, and score range.

Details of the subscales used to capture patient primary 
care experiences were extracted and grouped into the 6 IOM 
patient-centredness dimensions: respect for patient values, 
preferences, and expressed needs; coordination and integra-
tion of care; information, communication, and education; 
physical comfort; emotional support—relieving fear and anx-
iety, involvement of family and friends,13 and 3 IOM health 
care quality dimensions: timeliness; efficiency and equity/
accessibility.12

Where articles evaluated multiple instruments, data for 
each instrument were extracted separately.

Descriptive statistics are presented in a bar graph and in 
tables.

Quality appraisal
For each instrument, the measurement properties and inter-
pretability (see Appendix 1) were appraised in 2 ways. Firstly, 
the methodological quality of each included study was as-
sessed (methodological quality appraisal). Secondly, the meas-
urement properties themselves were appraised according to 
the study results. Four members of the research team (TP, BP, 
JD, and JYLR) rated the methodological quality and measure-
ment property of each article. Discrepancies were discussed 
until a consensus was reached. Data from these 2 appraisals 
were combined to provide best-evidence synthesis.

Methodological quality appraisal
The COSMIN checklist22,23 was used to assess the methodo-
logical quality of each included study. The methodology of 
each study was examined according to the 9 COSMIN meas-
urement properties. These were categorized into 3 quality 
domains, according to the COSMIN taxonomy: (i) reliability 
(including internal consistency, reliability, and measurement 

error), (ii) validity (including content validity, criterion val-
idity, structural validity, cross-cultural validity, and hypoth-
esis testing (construct validity), and (iii) responsiveness (see 
Appendix 1).

For each measurement property evaluated within each 
study, the methodological quality was rated as: “excellent,” 
“good,” “fair,” or “poor.” An additional box was used to as-
sess requirements for studies using item response theory.

For interpretability, floor and ceiling effects, minimally im-
portant change (MIC), and minimally important difference 
(MID) values were evaluated. Results are presented in tables.

Measurement property appraisal
Criteria developed by Terwee et al.21 and Schellingerhout et 
al.25,26 (see Appendix 2) were used to rate the instrument 
measurement properties within each particular study with 
3 possible quality scores: a positive rating (labelled +), an 
inconclusive rating (labelled ?), and a negative rating (la-
belled −).

Best-evidence synthesis
When the same measurement properties of a specific instru-
ment were evaluated in more than 1 study, the quality of each 
measurement property was determined using the method re-
commended by Schellingerhout et al.25,26 The results from the 
different studies were then synthesized, as suggested by Terwee 
et al., considering study methodological quality, measurement 
property appraisals, number of studies assessing the property, 
and result consistency from multiple studies. This overall 
result was rated as “strong,” “moderate,” “limited,” “con-
flicting,” or “unknown” (see the footer of Table 3 for more 
information about result ratings). One researcher then per-
formed the best-evidence synthesis (JD), which was checked 
by a second researcher (JYLR).

Results
Included studies
Electronic searches identified 2,775 articles. Title and abstract 
screening excluded 2,627 records, leaving 148 full-text art-
icles. A hand search of these articles identified an additional 
236 records. Of these, 170 were excluded leaving 66 full-text 
articles. A total of 214 full-text articles were therefore re-
trieved and assessed for eligibility. In total, 37 articles met the 
inclusion criteria, of which 21 were derived from the primary 
search and 16 from the hand search. After removing 8 du-
plicates, 29 articles were included in the analysis. The main 
reason articles were excluded was nonassessment of instru-
ment measurement properties (97 articles). Figure 1 provides 
the PRISMA flow chart of the inclusion process with the com-
plete list of reasons for exclusion at each step.

Overview of studies
Table 1 gives an overview of included instruments (see 
Appendix 3 for details on the included studies). Overall, of 
the 29 articles included, 15 reported on the initial instrument 
development and validation and 14 reported on further de-
velopment and validation of an existing instrument (with a 
different sample, assessing a different psychometric property). 
Some studies compared several instruments, and some instru-
ments were included in several studies. Most studies [66% 
(19/29)] were conducted in the United Kingdom (N = 12) and 

http://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cmac007#supplementary-data
http://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cmac007#supplementary-data
http://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cmac007#supplementary-data
http://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cmac007#supplementary-data
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United States (N = 7). All studies reported on instruments val-
idated in English.

These 29 articles evaluated, developed, or validated 29 in-
dividual instruments. The number of items in the included in-
struments ranged from 6 to 84. Of the 29 instruments, 19 
used a 5-point Likert scale for response categories. Study 
sample size varied from 21 to 190,038 patients.

Subscales captured by the included measurement 
instruments
Table 1 illustrates the 58 subscales used to capture patient 
primary care experiences in multiprofessional clinics. Twenty-
one studies reported subscales, but no instrument captured 
all 9 IOM dimensions. However, the most frequently assessed 
IOM dimension was “respect for patient values, preferences, 

Fig. 1. Flow diagram of article selection process for the systematic review (1990–2019) showing article inclusion and exclusion with the complete list of 
reasons for exclusion at each step.
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Table 1. Overview of the 29 eligible instruments found from the systematic review (1990/01/01–2019/11/22) showing instrument name, study authors, 
number of items, subscales, response scale, and language.

Instrument name (article) Instrument 
authors (year) 

Items Subscales Response scale Language 

Ambulatory Care Experience 
Survey (ACES)27

Safran et al. 
(2006)

39 Eleven subscales: organizational access, 
visit-based continuity, integration, clin-
ical team, office staff, communication, 
whole-person orientation, health pro-
motion, interpersonal treatment, patient 
trust, relationship, and duration.

6-Point Likert scale English

Components of Primary Care 
Index (CPCI)28,29

Flocke et al. 
(1997)

19 Seven subscales: comprehensiveness of 
care, accumulated knowledge, interper-
sonal communication, coordination of 
care, first contact, continuity of care, and 
longitudinally.

5-Point Likert scale English

Consultation Satisfaction 
Questionnaire (CSQ)30–32

Baker et al. 
(1990)

18 Four subscales: general satisfaction, pro-
fessional care, depth of relationship, and 
perceived time.

5-Point Likert scale English

Consumer Satisfaction Survey 
VF (CSS-VF)33

Gasquet et al. 
(2003)

39 Nine subscales: access to primary care, 
access to secondary care, communication 
and competence of general practitioner, 
communication of specialist, compe-
tence of specialist, choice and continuity, 
interpersonal care, general satisfaction, 
and finances.

5-Point Likert scale French

EUROPEP29,34 Comité 
EUROPEP 
(1998)

23 Five subscales: relationship, technical 
aspects of care/competence, information 
and support, organization of care and 
access.

Gradual scale from 
1 to 5 points

French

Generic Medical Interview 
Satisfaction Scale 16 items VF 
(G-MISS-16-VF)35

Maurice- 
Szamburskiet al. 
(2017)

16 Three subscales: pain, communication, 
and compliance.

5-Point Likert scale French

General Practice Assessment 
Questionnaire (GPAQ)36

Mead et al. 
(2008)

46 Five subscales: access, office staff, con-
tinuity of care, communication, and 
medical care.

Gradual scale 
varying from 2 to 6 
points

English

General Practice Assessment 
Questionnaire for Revalid-
ation (GPAQ-R)37

Roland et al. 
(2013)

46 Five subscales: access, office staff, con-
tinuity of care, communication, and 
medical care.

Gradual scale ran-
ging from 2 to 6 
points

English

General Practice Assessment 
Survey (GPAS)38

Ramsay et al. 
(2000)

53 Nine subscales: access, technical aspects 
of care, communication, humanity, trust, 
accumulated knowledge, medical care, 
appointments, and premises.

5-Point Likert scale English

Grogan Patient Satisfac-
tion Questionnaire 40 Items 
(Grogan-PSQ-40)39

Grogan et al. 
(1995)

40 Five subscales: general practitioner, ac-
cess, nurses, appointment, and facilities.

5-Point Likert scale English

Haddad Patient Satisfac-
tion Questionnaire 22 Items 
(Haddad-PSQ-22)40

Haddad et al. 
(2000)

22 Three subscales: relationship, technical 
aspects of care, and outcomes.

5-Point Likert scale English

Improving Practice  
Questionnaire (IPQ)41

Greco et al. 
(2003)

27 No subscales reported (expected 
subscales were: facilities, office staff, and 
general practitioner).

5-Point Likert scale English

Marshall Patient Satisfac-
tion Questionnaire 18 Items 
(Marshall-PSQ-18)42

Marshall et al. 
(1994)

18 No subscales reported (expected 
subscales were: general satisfaction, 
technical aspect of care, communication, 
relation, finances, time, and access).

5-Point Likert scale English

Medical Interview Satisfac-
tion Scale 21 items (MISS- 
21)43

Meakin et al. 
(2002)

21 Four subscales: communication comfort, 
distress relief, compliance intent, and 
rapport.

5-Point Likert scale English

Medical Interview Satisfac-
tion Scale 26 items  
(MISS-26)44

Wolf et al. 
(1978)

26 Three subscales: cognitive satisfaction, 
affective satisfaction, and behavioural 
satisfaction.

5-Point Likert scale English

Medical Interview Satisfac-
tion Scale 29 items  
(MISS-29)32

Wolf et al. 
(1981)

29 Four subscales: communication comfort, 
distress relief, rapport, and compliance 
intent.

Scale 7 points English
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and expressed needs” (59%). The least frequently assessed 
dimensions were “physical comfort” (3.45%) and “involve-
ment of family and friends” (3.45%) (Fig. 2).

Quality of design, methods, and reporting
Table 2 provides a methodological quality appraisal overview 
of the studies using the 9 COSMIN criteria and checklist with 
4-point scale ratings. Whilst most studies used the classical 
test theory, 1 study used the item response theory. On average, 
3 out of the 9 COSMIN measurement properties were as-
sessed, and no study assessed all 9.

For interpretability, all the studies reported the way in which 
missing items had been handled. Eleven studies reported the 
percentage of respondents with the highest possible score and 

the lowest possible score. Neither MIC nor MID were as-
sessed in any study.

For generalizability, most studies reported the sampling 
method and description with the most common being con-
venience sampling. Most studies included patients with a 
wide age range and gender distribution was achieved in all 
the studies. All the studies had been conducted in Western 
countries.

Overall results on the best-evidence synthesis of 
the included instruments
We were unable to make any clear conclusions on best-
evidence synthesis (Table 3). Best-evidence synthesis was 
unknown for more than 50% of the instruments across all 

Instrument name (article) Instrument 
authors (year) 

Items Subscales Response scale Language 

Newcastle MAAG Patient 
Satisfaction Survey Accessibil-
ity (NMPSSA)45

Eccles et al. 
(1992)

12 No subscales reported (expected 
subscales were: access and patient re-
ception).

5-Point Likert scale English

Newcastle MAAG Patient 
Satisfaction Survey Inter-
personal Aspects of Care 
(NMPSSIAC)45

Eccles et al. 
(1992)

11 Three subscales: listening, information, 
and global satisfaction.

5-Point Likert scale English

Primary Care Assessment Sur-
vey (PCAS)29,46

Safran et al. 
(1998)

51 Eleven subscales: finances, access, longi-
tudinal continuity, visit-based continuity, 
knowledge of the patient, preventive 
counselling, integration, communica-
tion, physical examination, interpersonal 
treatment, and trust.

5-Point Likert scale 
and score range 
from 1 to 100

English

Primary Care Assessment 
Tool (PCAT)47

Shi et al. (2001) 84 Nine subscales: first contact/accessibility, 
first contact/using, care in progress, co-
ordination of services, services available, 
services received, family-centred care, 
community orientation, and cultural 
competencies.

4-Point Likert scale English

Patient–Doctor Interaction 
scale (PDIS)48

Bowman et al. 
(1992)

19 No subscales reported (aim was to ex-
plore patient–doctor interactions).

5-Point Likert scale English

Patient Doctor relationship 
Questionnaire (PDRQ-9)49

Van der Feltz- 
Cornelis et al. 
(2004)

9 No subscales reported (aim was to assess 
patient–doctor relationship).

Scale 5 points English

Patient Enablement Instru-
ment (PEI)50

Howie et al. 
(1998)

6 No subscales reported (aim was to 
understand the feelings of patients after 
a consultation).

Scale 3 points English

Patient Experience Question-
naire (PEQ)51

Steine et al. 
(2001)

18 Five subscales: communication, emo-
tions, outcomes, barriers, and auxiliary 
staff.

5-Point Likert scale English

Quality of Visit to Family 
Physician (QVFP)52

Marcinowicz et 
al. (2010)

30 Three subscales: doctor–patient relation-
ship and consultation outcome, barriers 
and difficulties, accessibility to care.

5-Point Likert scale English

Surgery Satisfaction Ques-
tionnaire (SSQ)31,53

Baker et al. 
(1991)

17 Six subscales: general satisfaction, con-
tinuity, access, medical care, premises, 
and availability.

5-Point Likert scale English

Visit-specific Satisfaction 
Questionnaire VF (VSQ-VF)33

Gasquet et al. 
(2003)

9 No subscales reported (aim was to assess 
the global satisfaction after a visit).

5-Point Likert scale English

Vukovic Patient Satisfac-
tion Questionnaire 20 Items 
(Vukovic-PSQ-20)54

Vukovic et al. 
(2012)

20 No subscales reported (aim was to assess 
the global satisfaction).

5-Point Likert scale 
and dichotomous 
score

English

Ware Patient Satisfaction 
questionnaire 55 items (Ware- 
PSQ-55)55

Ware et al. 
(1983)

55 Seven subscales: access to care, finan-
cial aspects, availability of resources, 
continuity of care, technical quality, 
interpersonal manner, and overall satis-
faction.

5-Point Likert scale English

Table 1. Continued
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their measurement properties. Responsiveness had not been 
evaluated for any instrument. Cross-cultural validation and 
criterion validity were analysed in 6 instruments but with un-
known conclusion due to lack of methodology. Three studies 
had moderate evidence of positive results for internal con-
sistency. One study had moderate evidence of positive results 
for measurement error/agreement. However, for reliability, 
content validity, structural validity/item response theory, and 
hypothesis testing, results ranged from strong evidence of 
negative results to limited evidence of positive results. The 
PCAS instrument had conflicting results for internal consist-
ency, structural validity/item response theory, and hypothesis 
testing. Only the G-MISS-16-VF instrument used item re-
sponse theory.

Discussion
Statement of principal findings
To our knowledge this is the first systematic review of patient 
self-assessment instruments to measure the quality of primary 
care in a multiprofessional setting. We identified a diverse 
range of concepts to describe patient primary care experience. 
However, no instrument assessed all 9 IOM quality-of-care 
dimensions. Also, of those instruments identified, the scien-
tific methodology to validate them was limited.

Quality-of-care dimension heterogeneity
Across all studies in our sample, there was a diverse conceptu-
alization of patient primary care experiences as demonstrated 
by the 58 subscales but not 1 instrument covered all IOM 
dimensions (see Appendix 4).

This is in agreement with Haggerty et al.,56 who created 
a Delphi consultation of experts to define primary care at-
tributes which should be evaluated: community orienta-
tion (equity, community participation), patient-centred care 

(global care, family-centred care, cultural sensitivity, pa-
tient–doctor relationships, respect, communication), clinical 
care attributes (technical quality, accessibility, continuity, care 
management, comprehensibility), and structural dimensions 
(information management, multidisciplinarity). These attri-
butes were all identified during this review, but no instru-
ment addressed all attributes. This is consistent with another 
study which found that validated instruments evaluating pa-
tient primary care experiences do not cover many important 
attributes.57

By classifying instruments according to the dimensions and 
attributes they cover, quality of primary care investigators can 
choose the questionnaire best suited to fulfil their research 
objectives. Since no instrument covers all attributes or dimen-
sions, a combination of instrument subscales may be required 
to give optimal measurement.57

Lack of validity
Instrument validity determines its ability to measure what 
it was designed to measure, in this case quality of primary 
care, and is the most fundamental and important concept. 
However, no included instrument demonstrated adequate val-
idity. This is consistent with findings in another review into 
the Improving Practices Questionnaire (IPQ) or the General 
Practice Assessment Questionnaire (GPAQ) which revealed 
that both had suboptimal validity.58 Some studies use the 
question: “Are you satisfied with the quality of care you have 
just received?” as a “gold standard” in their psychometric as-
sessment. This is understandable because, by nature, no gold 
standard can be designed for an instrument assessing quality 
of care. However, this question can only be used for statistical 
analysis, since it is not sufficiently descriptive to constitute an 
evaluative tool.59

Some properties were not applicable to every instrument, 
such as cross-cultural validity. This property analyses the 

Fig. 2. Percentage of instruments assessing each of the 9 IOM dimensions (1990–2019).

http://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cmac007#supplementary-data
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validity of an instrument’s translation. Therefore, only the 
2 questionnaires which had been translated into French33,35 
could have their cross-cultural validity evaluated (Table 2). 
The other 27 instruments were all written and validated in 
English.

Lack of reliability
Instrument reliability is evaluated on internal consistency 
and measurement error.60 In the included instruments, many 
authors used internal consistency as the only reliability in-
dicator, but this is inadequate. The lack of scientific meth-
odology for assessing the reliability of most of the studies 
included in this review makes interpreting their validity 
questionable because an instrument can only be valid if it is 
reliable.61

Lack of insight into the ability to measure and 
interpret change
No study evaluated the responsiveness of its instruments 
which is unfortunate as it is a particularly important di-
mension. The study authors did not provide any reasons for 
not evaluating responsiveness, but it could be due to lack of 
budget or time constraints. MIC or MID should be known 
for any given instrument to study the effects of a quality-of-
care intervention over time. This is important for measuring 
changes over time in terms of lived experiences.

New publications since this review
Since our original search, only 2 articles have been pub-
lished which would be eligible for inclusion in this study.62,63 
However, on examination, neither study had better best-
evidence synthesis or methodology. Furthermore, neither in-
strument described in the 2 studies (Japanese Primary Care 
Assessment Tool—Short form and The Norwegian Patient 
experiences with GP Questionnaire) demonstrated adequate 
validity. There was a lack of reliability, and instrument re-
sponsiveness was not evaluated. Therefore, these 2 instru-
ments do not change the results of this study.

Strengths and limitations
This review was based on a published methodology and fol-
lowed all the standards required for a systematic literature 
review.64 It appears to be the first to evaluate measurement 
property analysis, using the COSMIN method, applied to pa-
tient self-assessment instruments on the quality of primary 
care in multiprofessional clinics.

Two researchers (or 4 when necessary) evaluated article 
eligibility, extracted the data, and performed the quality ap-
praisal for each measurement property meaning the results 
are robust. All study results, and methodological quality were 
considered to ensure unbiased appraisal of instrument meas-
urement quality. Furthermore, methodological quality was 
rated using the widely accepted COSMIN standards. The 
high number of included instruments provides an insight into 
overall trends regarding measurement property evaluations, 
their quality, and overall instrument quality. This makes 
it possible to provide general recommendations on how to 
improve instruments, and their studies, when assessing the 
quality of patient experiences in primary care.

The study had some limitations. To be eligible for inclu-
sion, articles had to describe a study developing or validating 

a primary care patient experience evaluation instrument. 
Consequently, it was possible to miss relevant articles, even 
those with excellent sensitivity, if instrument development or 
validation was not explicitly mentioned in either the title or 
abstract. Furthermore, since this review focussed on instru-
ments tested in primary care, any instruments evaluated in 
other settings such as hospitals or emergency departments, 
were excluded. This may have resulted in instruments being 
missed. In addition, with one of the objectives being psycho-
metric analysis, all the questionnaires found to be lacking a 
psychometric analysis were excluded from this review. A se-
lection bias is therefore possible for instruments without any 
psychometric analysis. The methodological analysis was per-
formed using the COSMIN criteria thus minimizing informa-
tion biases. Nevertheless, the possibility of this type of bias 
remains. In addition, due to our resources, we were only able 
to search for articles in English and French which may mean 
that studies in other languages are available on this subject 
but were not included in this review.

Interest and future implications
Interpretation within the context of the wider 
literature
This is the first systematic literature review on pa-
tient self-assessment instruments assessing the quality of 
multiprofessional primary care and including measurement 
property analysis. It enables designers of primary care quality 
studies to understand the strengths and limitations of existing 
instruments in terms of captured dimensions and measure-
ment properties. It also reveals, for a given instrument, the 
measurement property weaknesses and possibly creates the 
opportunity to design a study reinforcing these properties. 
Despite a growing interest in quality-of-care evaluation and 
the abundance of instruments validated within the hospital 
framework, particularly in the context of their accreditation, 
few psychometric evaluations of instruments have been devel-
oped in primary care.

Implications for policy, practice, and research
Researchers should choose an instrument which is reliable, 
valid, responsive, and interpretable so it can be used within 
a health care system and allow comparability, both in space 
(comparing the quality of care in 2 health care settings to 
define optimal organization) and over time (comparing re-
sults before and after an intervention to measure the impact). 
Future research will need to be of high quality and involve 
creating, developing, or validating a generic instrument for 
assessing quality of primary care. It would be beneficial to 
follow COSMIN and consider the IOM dimensions. This re-
view could be the starting point for such work and provides 
a solid foundation enabling a researcher to identify the most 
suitable questionnaire for their work and to supplement or 
reinforce the psychometric analysis. Later work could involve 
translating it, adapting it to different cultures and testing it in 
each environmental location.

Conclusions
This systematic review identified numerous patient self-assess-
ment instruments concerning the quality of primary care in 
multiprofessional clinics. Although a wide variety of patient 
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experiences were captured, few instruments have strong meas-
urement properties. High quality research is required to de-
velop and validate a generic instrument for assessing quality 
of primary care.

Supplementary material
Supplementary material is available at Family Practice online.
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