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1  Part I: Swiss hospitals & clinics brief 
survey 2020 

1.1 Introduction 

The ANQ (Swiss National Association for Quality Development in Hospitals and Clinics) has been 

conducting annual satisfaction surveys for inpatients in acute care settings since 2011. Within a few 

years, similar surveys were developed and implemented in other settings, for parents of 

hospitalized children in acute hospitals, adult inpatients in rehabilitation and in psychiatric clinics. 

The implementation of patient surveys is a mandatory component of the National Measurement 

Plan to promote and maintain the quality of care in Swiss hospitals. The ANQ surveys are very brief 

and actually carried out once every two years during one to three months. The findings are used 

for monitoring temporal changes, for benchmarking among providers and are published in a 

transparent way to inform the public. However, the usefulness of these results for quality 

improvement in hospitals is somewhat limited because the selected questions are of a general 

nature and not suitable to identify precisely potential areas for improvement, a near real-time 

analysis is not possible and the limited collection period reduces the sample size for small hospital 

sites. Therefore, hospitals and clinics who would like to monitor and improve patient care have to 

carry out their own surveys.  

The purpose of this brief survey among Swiss hospitals and clinics was to make an inventory of 

existing satisfaction/care experiences surveys, to find out which instruments are used, which 

methods are applied, and how the findings of the surveys are used to improve inpatient care. 

1.2 Methods 

This survey was developed by ESOPE in close collaboration with the ANQ. It included less than 20 

questions, with filter questions to allow different answers depending on the setting of the surveys 

(acute care, rehabilitation or psychiatry). Three versions of the questionnaire were developed: in 

German, French and Italian. The survey was set up by the ANQ using SurveyMonkey, an online 

survey software. The links to the survey were sent by email to the quality managers of all hospitals 

and clinics who currently participate in the national ANQ surveys; these quality managers may be 

in charge of one or several hospital sites or sectors of an institution. Because the survey was 

anonymous, it was not possible to backtrack the exact number of sites and hospitals covered by the 

answers. A reminder was sent after three weeks and the survey was closed after one month. 
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1.3 Results 

1.3.1 Participants and additional surveys 

Participants 

There were 200 exploitable responses, 160 in German, 32 in French and 8 in Italian. Approximately 

half of responding quality managers are in charge of hospitals/clinics with less than 2000 

discharges/year; large hospitals were well represented. Whereas figure 1 shows the distribution of 

respondents according to hospital size, table 1 shows the number of responses for each setting and 

the corresponding number of participants in the ANQ survey. Compared to the number of sites in 

the ANQ national surveys from 2019 the number of respondents was quite important. 

 

 

Figure 1: Distribution of respondents (number in the bars) according to hospital size (numbers of 

discharges/year) 

 

Table 1: Number of respondents per medical field and corresponding number of participating 

hospital sites in ANQ surveys (several answers were possible) 

 

Medical field Number of answers Number of sites in ANQ 

national surveys 2019 

Acute care 119 200 

Psychiatry  65  78 

Rehabilitation 69 100 
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Realization of satisfaction surveys (in addition to ANQ Survey) 

82% of respondents reported to conduct their own satisfaction survey (table 2). Table 3 shows the 

distribution of additional surveys according to medical field. 

Table 2: Conducting an additional satisfaction survey (N=200) 

 

Answer Number Proportion 

Yes 164 82.0% 

No, but will do soon  10   5.0% 

No  21  10.5% 

No answer   5    2.5% 

Table 3: Medical fields concerned by additional survey 

 

Medical field Number of answers 1) 

Acute 98 

Mental health 49 

Rehabilitation 59 

1) Several answers are possible 

In the following tables and figures, only hospitals/clinics, which conduct additional patient surveys, 

are included. 

1.3.2 Survey instruments 

Type of instrument used 

The choices or instruments reported were: Picker or Picker modified questionnaires; surveys carried 

out by professional companies with their own instruments (MECON, Riedo, Press Ganey, PZ-

Benchmark); hospital specific instruments (i.e. instruments developed by the hospital); 

questionnaires specific for psychiatric clinics (Müpf: Münsterlinger Patienten Fragebogen; ZüPAZ 

(Zürcher Patientenfragebogen), POC-18 (Perception of care). 

The instruments used according to settings are presented in figures 2-4 below.  
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Figure 2: Instruments used in acute care  

 

 

 
Figure 3: Instruments used in psychiatric clinics  

 
 

 
Figure 4: Instruments used in rehabilitation  
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Number of items  

More than 50% of the instruments have less than 30 questions. In surveys for psychiatric inpatients, 

three quarters use less than 30 questions (Figure 5). 

 

 

Acute care Psychiatry Rehabilitation 
   

   
 

Figure 5: Number of items in used questionnaire 

Type of questions asked 

According to the survey responses, global satisfaction questions or questions about recommending 

the hospital appeared in almost all questionnaires (94%). In 54% of the questionnaires, socio-

demographic factors were also collected. Some of these factors can be obtained from hospital data 

but it is not known for how many hospitals this was the case. 

The frequencies (in percent) of dimensions/themes of questions asked in acute care (responses for 

84 hospitals/clinics) are presented in the figure below (figure 6). There were too few responses to 

this question for evaluation in rehabilitation and psychiatric settings. 

 

 

Figure 6: Frequency (in %) of dimensions appearing in the used questionnaires 
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In the open question field, the respondents most frequently mentioned that they added a text field 

in their survey, where patients were encouraged to leave suggestions for improvement, points of 

criticism or complaints. 

 

Translation of questionnaires 

Most surveys only exist in the official language of the region, and are not translated into other 

languages. This is also the case for hospitals/clinics located in bilingual regions, for which it is 

impossible to know how many respondents came from. Out of 161 respondents to this question, 

only 30% indicated to offer translated versions of their questionnaire, mostly either in German or 

French; 15 questionnaires were translated to English and only a handful to various other languages.  

1.3.3 Survey methods 

Timing of survey 

85% of respondents indicated that their hospital/clinics (N=126) conduct their patient satisfaction 

surveys throughout the year (146 answered this question). 

If the surveys are not conducted year-round, they last up to three months (consecutive or not) 

(table 4). Targeted survey months are shown in figure 7 (answers from acute care, psychiatry and 

rehabilitation settings are pooled).  

 

Table 4: Length of survey if not year-round 

Time (total in 1 year) Number of hospitals/sites 

3 months 11 

2 months 2 

1 month 5 
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Figure 7: Preferred months for carrying out the patient surveys 

Survey mode 

Whereas most surveys use traditional paper questionnaires only, an important proportion uses 

mixed mode (paper or online); few hospitals/clinics use online-mode (digital) only (figure 8). 

 

 
 
 
 
 
 
 
Acute care (N=83) Psychiatry (N=40) Rehabilitation (N=48) 

   
 

Figure 8: Survey mode 

Timing of questionnaire distribution: during (before) of after discharge 

Acute care questionnaires are administered after the patient’s discharge in a little more than half 

of the cases. In contrast, in psychiatric and rehabilitation clinics, the questionnaire is more often 

distributed to patients before discharge (figure 9). 
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Acute care (N=83) Psychiatry (N=40) Rehabilitation (N=49) 

   

 

Figure 9: Timing of questionnaire distribution 

1.3.4 Use of survey results 

Evaluation of 146 responses with at least one answer answered shows that somewhat more than 

¾ of hospitals/clinics use their results for in-house benchmarking and somewhat less than ¾ use 

them for follow-up of interventions and monitoring of improvement measures. The results of the 

surveys are mainly used for in-house purposes; few inform patients or consumers (figures 10 and 

11). 

 
 

Figure 10: Use of survey results for quality of care improvement (several answers are possible) 

 

 
 

Figure 11: Person/institution using the survey results (several answers are possible) 
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1.3.5 Plans for the future 

Fifty-five percent of respondents intend to modify or adapt their survey instrument/methodology 

in the near future. Details of the intended changes are shown in the figure below (figure 14): 

 

 
 

Figure 12: Intention to modify the survey (N=81; several answers are possible) 
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1.4 Discussion 

The results of this anonymous survey show that the vast majority of respondents conduct additional 

inpatient surveys in acute care, rehabilitation and psychiatric clinics. Most of the instruments used 

appear to be «own» instruments («hospital specific».), possibly without psychometric validation, 

and surprisingly few respondents indicated the use of existing validated instruments or instruments 

from professional survey vendors. Almost all surveys include a global satisfaction or 

recommendation question and an open-ended question. Questions about the subject of 

communication/information and accommodation are also very common. Only about half ask 

questions about sociodemographic characteristics. Open-ended questions used by many hospitals 

can be helpful to get rapid feedback from patients and to uncover previously unknown problems. 

Whereas a slight majority of the instruments includes less than 30 questions, ¾ of questionnaires 

used in psychiatric clinics contain less than 30 question. Hence, there are few (about 20%) long 

questionnaires (with more than 50 questions). A vast majority of respondents conduct their surveys 

year round. Pure online surveys are not common. In many hospitals and clinics, the questionnaire 

is given to patients before they leave the hospital, especially in psychiatry and rehabilitation but in 

acute care, they are sent to patients after discharge in over half of the cases. The findings are used 

for internal benchmarking and follow-up of interventions. Very few inform their patients about the 

survey results. 

In order for survey measurements to be valuable for quality improvement and monitoring 

purposes, the instruments should be developed and tested on a scientifically sound basis. A survey 

that is not validated properly may not provide reliable data to identify potential areas for 

improvement. A validated questionnaire that is widely used for inpatients in psychiatric clinics for 

example is the well-known 27-items MüPF (Münsterlinger Patienten Fragebogen) developed for 

psychiatric inpatients. It would be helpful if such validated instruments were also employed in acute 

care and rehabilitation hospitals and clinics. In this context, it would be helpful to have a pool of 

selected, thoroughly tested and translated questions that could be used by all Swiss hospitals and 

clinics to compose their own questionnaires according to their specific needs.  

Socio-demographic factors can be collected either by including appropriate questions in the 

instrument or, for some characteristics such as age, sex or insurance type, they can be extracted 

from hospital data. The latter is useful when these factors are needed for case-mix adjustment 

because there are no missing data; but when the results are not used for external benchmarking, 

adjusting is not necessary.  

Conducting surveys year-round, as most responders indicated they do, is advantageous for better 

monitoring of the effect of interventions, to spot emerging issues faster and account for seasonal 

effects. When the survey is conducted only during a limited time of the year these targets may be 

more difficult to achieve. 

There are several advantages to online surveys: costs are reduced, data handling is much easier and 

feedback is faster. The latter is essential to identify potential areas for improvement. However, 

there are concerns about drawbacks, such as lower response rates or the fact that some population 

groups cannot respond because they do not have internet. These reasons may explain why online 

surveys are not yet used everywhere despite the potential benefits. 

The process of administering a survey must follow certain well-defined standards so that the 

findings are relevant and do not mislead. This is especially true if the questionnaires are distributed 
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and completed by patients before leaving the hospital, which is apparently often the case. In this 

situation a number of problems may occur. For example, patients who have not yet been 

discharged may not answer questions concerning discharge procedures correctly; also, anonymity 

of the patients’ identity may not be guaranteed or they do not have the necessary hindsight while 

being still at the hospital. To prevent these problems, a set of strict guidelines has to be established 

and only well-trained employees should hand over the questionnaires. Nevertheless, in this context 

the risk of social desirability bias, usually associated with self-reported measures, may be 

potentially higher. This bias consists of wanting to present oneself in a favorable light to hospital 

staff and to give the expected answer, to comply with social expectations. 

It is possible that an in-house distribution of the questionnaire is preferred for economic reasons 

or because a higher response rate is hoped for. We must nevertheless keep in mind that quality of 

the survey data is no less important than quantity. It could also be beneficial to inform the patients 

about the results so that they realize that answering the questionnaires is useful and appreciated. 

These findings need to be interpreted considering the following limits: Since the survey was 

anonymous, it is impossible to know exactly how representative it is of all Swiss hospitals and clinics. 

Compared to the number of sites participating in the national ANQ surveys, however, the number 

of answered questionnaires is quite important. The number of discharges per year reported by the 

respondents, shows that all hospital sizes are well represented in this survey, even if there may be 

overrepresentation of German speaking hospitals. The other limitation of this survey is that it was 

very brief and therefore not optimal to get detailed information (e.g. about the content or the 

development and testing of the instruments). Furthermore is not possible to know if certain 

standards are met when the questionnaire is administered, this was beyond the scope of the 

survey.  

1.5 Conclusions 

This survey shows that Swiss hospitals and clinics consider necessary to hold additional surveys in 

order to control and improve healthcare quality and thus complement the findings of the ANQ 

surveys. 

It might be appropriate to support the providers in this effort by jointly developing and testing 

instruments, setting quality standards to ensure the quality and usability of these surveys, and 

encouraging capacity building to maximize the benefits of these surveys.  

 

 

 

 

 





2  Part II: Grey Literature Review 

 19 

2 Part II: Grey Literature Review 

2.1 Introduction 

While healthcare aims to improve patients’ health and quality of life, while minimizing disability, it 

also aims to improve their experiences while receiving care. To evaluate the performance of 

healthcare in achieving these goals, a number of quality indicators have been developed. In the 

past, these quality indicators were essentially based on clinical outcomes (e.g. blood pressure, 

mortality), but these clinical indicators do not encompass certain aspects of patients’ health that 

can only be reported by patients, such as quality of life, and aspects of the delivery of care. 

Nowadays, patient-reported measures are considered a component of validated healthcare quality 

indicators used to monitor healthcare performance at provider, national or international level [1]. 

Understanding the patient’s and their family’s point of view on their health and their needs and 

expectations on healthcare delivery is essential to improve care and achieve a more patient-

centered delivery of care. Patient-reported outcome measures (PROMs) and patient-reported 

experience measures (PREMs) were developed to integrate what actually matters to patients in the 

evaluation of the care process (see the text field below for a detailed description and definitions 

for these concepts). As both measures are important in the evaluation of clinical achievements and 

quality of care, PROMs and PREMs initiatives are expected to expand significantly [2]. While PROMs 

complement traditional clinical outcome measures, PREMs are mostly used on a service and 

institutional level to guide quality improvement initiatives [3]. This report focuses on PREMS and 

does not cover PROMs. 

PREMs are typically measured through patient surveys at healthcare provider level to identify 

potential areas for improvement of care, to monitor the effect of interventions, for internal 

benchmarking (services, teams) and to monitor evolution of patient satisfaction and experiences of 

care over time or detect punctual failings. A wider collection of patient satisfaction and experience 

at a regional or national level can help to obtain a comprehensive picture of the health system 

performance as a whole. A national survey will measure accountability and compliance with 

standards, compare performance of competing providers, condition hospital accreditation or 

incentivizing providers to improve quality by linking payment to performance [4-6]. Health insurers 

who purchase care services may also be interested in the findings of national surveys.  

In many countries, patient satisfaction and experience surveys have been carried out at regular 

intervals; their implementation on a national level is often difficult because many stakeholders 

representing different opinions and interests are involved and need to find common grounds.  

In Switzerland, nationwide surveys for inpatients have been implemented by the ANQ (Swiss 

National Association for Quality Development in Hospitals and Clinics) since 2011. Currently, 

inpatients in acute care, rehabilitation and psychiatric care are surveyed during a short period of 

time every two years with a brief questionnaire of 6 questions. A possible revision of the survey is 

under consideration in order to adapt it to recent developments in the healthcare sector. 
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The aim of this grey literature review is to report on trends and tendencies in large-scale 

measurements of patient satisfaction and experiences with hospital care, in eight a priori selected 

countries. More specifically, we want to identify which type of instruments and methods are 

currently used for regional or national surveys, and what the aims of such wide-ranging surveys are. 

Additionally, we want to find out how the surveys are modified or reshaped over time, integrating 

new research findings and insights, as well as potential benefits from new technological 

possibilities. A comprehensive picture of patient survey trends in other countries can offer valuable 

insights that may eventually be applied to the Swiss context. The focus will be on surveys in acute 

care settings. 

In the following chapters, the term «satisfaction and experience of care» is used to refer to PREMs, 

patient satisfaction or patient experience. 

Patient Satisfaction: it is a multidimensional concept measuring whether the care provided to 

patients met their expectations [7, 8]. However, satisfaction with a service does not 

necessarily mean that the quality of the service is good; it merely reports that the patient was 

satisfied with it [9]. Two people who receive the same care, but who have different 

expectations for how care is supposed to be delivered, can give different satisfaction ratings 

because of their different expectations. Although patient satisfaction with care remains the 

ultimate goal, it has to be measured with other means to make sure that different expectations 

of individual groups of patients do not distort the results and alienate comparability of the 

measure. Satisfaction questions are considered a subgroup of PREMs, but may also be 

interpreted as an outcome of care [6, 10]. 

 

PREMs: Patient-Reported Experience Measures, abbreviated PREMs, are measures typically 

collected through patient surveys asking patients to report about their experiences of a 

particular care service or process in an objective manner and to report whether or not a certain 

process occurred. For example, they are asked if they were involved in the decision making 

[11]. PREMs also include objective questions like «Did you have to wait for more than 15 

minutes?». Although these questions are less subjective, they still include, to a certain degree, 

patient’s evaluation of an event. There are several advantages to asking more objective 

experience questions. Satisfaction questions tend to elicit very positive responses (ceiling 

effect); experience questions may have less ceiling effects and may be more useful to 

differentiate between responders. Another advantage is that responses are easier to interpret 

and more useful to improve care. Knowing for example, that many patients are rating the 

overall quality of care, as «poor» does not inform the quality manager about what needs to 

be improved specifically. On the other hand, detailed questions on specific aspects of care can 

help to pinpoint areas for improvement more precisely [10]. However, there are no clear-cut 

differences between experience and satisfaction questions and a patient’s answer to 

healthcare experience questions, which seek to establish facts, will necessarily be subjective 

to a certain degree. Difficulties in interpretation remains one of the barriers of using PREMs. 

Patient satisfaction and experiences measures with care are sometimes considered an 

outcome measure in its own right [1]. 

In scientific publications, the term PREM is now mostly used to name surveys about patient 

experiences with healthcare, but the term patient satisfaction is still widely used. 
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PROMs Patient-Reported Outcome Measures, abbreviated PROMs, are self-reported 

perceptions and evaluations of a patient’s own health, including not only physical health but 

also other symptoms such as pain, capacity to do certain activities, mobility and health-related 

quality of life or quality of life. An example of PROMs is asking a patient about his/her mobility 

before and after a hip replacement to evaluate the impact of the intervention on their self-

perceived mobility (OECD). The data is provided directly by the patients without interpretation 

by healthcare professionals and allow to understand which clinical achievements are really 

important for patients [3, 11]. Many PROMs are specific, tailored to a certain condition or a 

particular disease or intervention, to a certain diagnosis or treatments (for example cancer or 

hip replacement surgery) [3]. The collected measures are relevant for the evaluation of clinical 

outcomes and may be used to improve care in daily practice and measure cost-efficiency.  
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2.2 Methods 

Selection of countries for in depth study 

The selection of countries to consider in this grey literature review was based on an OECD working 

paper [1] listing all countries which had implemented nationwide satisfaction and experience of 

care surveys. In a first approach, we searched for more precise information about national surveys 

carried out at regular intervals in these countries, to find out how advanced these initiatives were 

and how much information and documentation was available on instruments, methodology and 

presentation of findings. 

 

After this preliminary sighting, eight countries were selected for a more in-depth analysis. The 

inclusion criteria were: 

 

→ experience with national inpatient surveys in acute care settings 

→ expertise in quality of care initiatives in hospitals 

→ transparently published results 

→ cultural or geographic proximity to Switzerland  

→ documents available in French, German or English (except for 2 countries) 

 

We focused on inpatient surveys in acute care settings because this is the generic setting commonly 

used to initiate national inpatient satisfaction and experience surveys.  

Population based satisfaction and experience of care surveys, which are carried out in many 

countries to account for patient satisfaction with care ata  system level, were not considered. 

 

In agreement with the ANQ; we chose the following eight countries for an in depth study: 

− England 

− USA 

− France 

− Germany 

− New Zealand 

− Canada 

− Denmark 

− Netherlands 

 

England, the USA and the Netherlands were a natural choice because of their long-standing 

experience with implementation of satisfaction and experience of care surveys on a national level. 

Germany and France were added as neighboring countries with well-established survey programs 

at national level and the list was completed with Denmark, Canada and New Zealand. Language 

spoken was also an issue because most grey literature is available only in the national language and 

to limit the workload only two countries, which required translation of documents, were chosen.  

For data extraction and description of national surveys the last survey version was considered (or 

taken into account in some way), even if the first implementation had not started yet or was 

ongoing (Denmark and England).The aim was also to get an insight into the most recent 

developments 
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Data collected and search strategy 

The following information was considered and extracted from the available documents: 

 

• History of patient experience and satisfaction surveys 

• Instrument development (including stakeholders involvement) 

• Methods of survey administration: mode of survey (online  or mailed paper questionnaires 

etc., timing of survey, sampling of patients, inclusion criteria 

• Methods of data analysis and evaluation  

• Publication and use of results, availability to public and providers 

• Revisions of survey instrument and survey methodology over time  

 

To obtain the data, the following search strategies were performed for each of the eight countries: 

 

• Google and google scholar: Search terms were: care, PREM, patient, inpatient, «patient 

experience», satisfaction, «patient satisfaction» consumer, national survey, questionnaire, 

hospital, acute care. All types of documents were included. 

• Targeted websites: websites of government organizations, health insurance companies, 

foundations and non-profit organizations in the health sector, patient organizations, 

research institutes and professional vendors; websites consulted for each country are listed 

in the appendix 3. Websites of international organizations such as the WHO, ICHOM and 

OECD were also searched. 

• Experts: in each country experts were contacted via e-mail, outlining the objectives of the 

study and the documents already selected. They were asked if there were other important 

publications or websites that had been missed. In some cases, a video conference was 

organized to answer specific questions about their survey. The names of experts consulted 

are given in appendix 4 

 

Translation of Dutch documents was performed with Deep L professional and Danish documents 

with google (https://translate.google.com/) or Deep L (https://deepl.com/) free or professional. 

Websites in Danish and Dutch were viewed with automated Chrome translation to English. 
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2.3 Results: Description of national/regional 
satisfaction and experience surveys 

The main features of the national and regional patient satisfaction and experience surveys in acute 

care settings are described hereafter, starting with a brief history of survey development and 

followed by the comparison of the aims, the instrument used, the methods and conditions of survey 

administration, their evaluation and the presentation and publication of the results. The tables with 

the data extraction are in appendix 1, with data for eight countries included. Also, a description of 

each country’s national surveys, the national context and how the patient experience and 

satisfaction initiatives were implemented can be found in appendix 2; the latter includes a brief 

description of some countries that were also considered for this review but not selected for a 

detailed data extraction (Austria (A), Italy (I), Belgium (B), and Australia (AUS).  

2.3.1 History of survey development, implementation and modifications 

Most initiatives of patient satisfaction and experience measurements were developed and piloted 

over several years until they could be implemented successfully at a nationwide level. These 

developments are briefly described below, for each of the eight countries: 

→ England (NHS) was the first country to implement an inpatient survey on a national level in 

2002. The survey was developed and tested by the Picker institute. Over the years, some 

minor changes were made to the questionnaire, omitting or adding new questions or 

rewording existing ones. In 2020, the questionnaire was adapted and shortened for online 

use. 

→ The HCAHPS in the USA was implemented on a nationwide level in 2006. The development 

of the questionnaire took place over several years. Since its first implementation, the 

questionnaire has experienced minor changes (addition, removal or rewording of 

questions). 

→ The Netherlands developed the Consumer Quality Index from 2006 onwards. Well over 20 

specific questionnaires were developed and implemented for specific patient groups such 

as cancer patient, patients with cataract operations, varicose vein care, etc. In recent years, 

these surveys have been replaced by much shorter and more generic PREMs, while the use 

of PROMs increased.  

→ Denmark conducted a yearly national inpatient survey from 2009-2020 and will implement 

a revised survey in 2021.  

→ The Weisse Liste Foundation in Germany started to implement a brief inpatient 

questionnaire in 2011 with participating insurers. The survey now covers all regions and 

hospitals in Germany but not all health insurers participate in the project, so the patient 

population is not fully covered by the survey. 

→ France has implemented an online survey nationwide in 2016. The questionnaire is based 

on a former phone survey. It is sent only to patients, which have provided an email address. 

→ New Zealand implemented its first inpatient survey nationwide in 2015. A revised version 

of the questionnaire is used since 2020. 

→ Canada started to develop and implement an inpatient survey in 2016. It is not yet applied 

on a national level but in up to 6 participating jurisdictions. Overall results of the survey 
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were first published in 2019 and transparent publication of provider results is planned for 

2022. 

2.3.2 Aims of the national/regional surveys 

All of the reviewed patient satisfaction and experience measurement initiatives cite the 

improvement of the quality of care for the patients as one of the main goals, either through direct 

feedback from the surveys to providers or because poor scores will give local providers and regional 

authorities the incentives to identify improvement possibilities. 

The comparison of provider performance (benchmarking) to guide the patients to make an 

informed choice when they have to opt for a hospital or clinic is another aim, in some but not all 

countries. Websites for hospital comparison are available in several countries (NL, G, USA, F). These 

websites are consumer oriented and allow direct comparison of hospitals based on various criteria 

including the «patient experience» ratings derived from the patient satisfaction and experience 

surveys. In other cases, the scores are not aggregated at hospital/site level but at the organizational 

unit level (Trusts in ENG, DHBs in NZ) and they are only compared to the national mean.  

 

2.3.3 Instruments used 

Survey instruments mostly contain several dimensions/themes or composite measures (4 to 9 

according to survey) comprising each several items. In many cases, the questionnaires also include 

standalone questions. Overall satisfaction/recommendation questions are included in all surveys 

and one or several open questions can be found in almost all surveys. In the more recent Danish 

and Dutch surveys, which have very short questionnaires (9-13 items) there are no composite 

measures (dimensions), however.  

Across countries, dimensions or themes may be defined in different ways; they may encompass 

more or less broader areas of interest or overlap. Whereas some questionnaires follow the patients 

journey through their hospital stay starting with questions about «reception» and ending with the 

dimension «Leaving the hospital/discharge» (F, DK old survey, Italy), the number of dimensions 

varies from 3 (G) to 9 (DK, old survey). The dimension communication (with doctors and nurses) is 

present in all surveys. 

In several surveys, hospitals or regions can add their own survey questions (NL, USA, CAN for 

example); in Denmark for example, a pool of approved and tested questions is provided for this 

purpose (survey 2021). The questions are inserted at the end of the official core questionnaire 

before or after the «about you» questions. Data from additional questions are not included in the 

national evaluation but are directly forwarded to the hospitals. The number of questions that can 

be added is often limited to a maximum number, for example 10. 

In Denmark, an additional dimension with several questions was included each year, to get 

information on a current theme of interest. The evaluation of this theme is the subject of a specific 

report. 
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Most surveys conclude with several (3-8) «about you» questions (except DK). Commonly the latter 

include questions about age, sex and education and may include questions about ethnicity, religion 

and sexual orientation in some countries. Sometimes patients are asked to assess their physical or 

mental health or their satisfaction with life. Demographic information may also be extracted from 

the hospital records (age, sex, length of stay etc.).  

The number of items in the questionnaires varies between 9 core questions (NL) to 64 (F) items; 

this number includes the «about you» questions and possible filter questions. The most recent 

questionnaires used by these eight countries can be found in appendix 6. 

Validation of questionnaires include extensive cognitive tests with patients to make sure the 

questions are well understood and their answers correspond to what was asked. Psychometric 

validation may be carried out by the institutions organizing the national survey or by professional 

vendors. In many cases, once the national survey has been implemented, some items are modified, 

reworded, deleted or added. This may be the case when a question is not timely or relevant 

anymore or if many missing answers suggest that the question is not correctly understood. 

Sometimes, questions may also be added as an annual theme or because of particular events (the 

Covid-19 pandemic). In these latter cases, the validation is limited to cognitive interviews.  

2.3.4 Settings for patient satisfaction and experience measures implemented 

We remind the reader that the surveys described in this report refer to inpatients in acute care 

settings. These inpatient surveys are usually, but not always (ENG) the first national patient 

satisfaction and experience survey developed and sometimes the only nation-wide survey (CAN, 

NZ). Surveys for other settings are usually developed and implemented in later stages, for example 

emergency & urgent care, maternity, ambulatory surgery etc. The following is a brief description of 

the developments regarding surveys in rehabilitation and mental health settings. 

Surveys for inpatients in rehabilitation 

In Germany a survey of inpatients in rehabilitation clinics (Rehabilitandenbefragung) is conducted 

by the German Statutory Pension Insurance Scheme (Deutsche Rentenversicherung) which covers 

rehabilitations costs of individuals in working age (about two-thirds of all rehabilitations provided). 

Every month 20 patients of each rehabilitation hospital are surveyed and each year about 120’000 

questionnaires are evaluated [12]. The findings are used for an internal quality assurance program. 

The survey comprises 40 items about the patients’ experience and satisfaction and an overall 

satisfaction question. Results of the survey are reported to the insurers and the rehabilitation 

departments. In the reports, the facility assessments are compared with the results of subject –

related groups[13] [14].  

In France the first national campaign with the e-satis SSR survey (en Soins de Suite et Réadaptation) 

started in October 2021. The survey is mandatory in rehabilitation hospitals with inpatients; only 

patients with a hospital stay of 7 days or more are surveyed, other survey methods and procedures 

are similar to those of the other national surveys (patients with a valid e-mail address and exclusion 

of hospitals with over 75% of patients older than 75). The questionnaire contains less than 60 items.  

In the USA, the IRF CAHPS (Inpatient Rehabilitation Facility Consumer Assessment of Healthcare 

Providers and Systems) provides a survey for inpatient experience in rehabilitation settings to 
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identify improvement opportunities, and implement patient experience initiatives in preparation 

for the anticipated requirements. 

Surveys for inpatients in psychiatric clinics and hospitals 

Because of the complexity of mental care, few national inpatient surveys have been implemented. 

In Denmark, several national surveys are conducted to evaluate patient experience in psychiatry. 

The surveys cover inpatients and outpatients in both adult and child & adolescent psychiatry. There 

are five patient and four family surveys. The inpatient survey is carried out during 10 weeks each 

year. The questionnaire and cover letter are handed out to patients during their hospital stay, 

preferably close to the discharge date. Instructions are provided to the hospital staff to preserve 

anonymity and avoid influencing the patients’ responses. The cover letter and the questionnaire 

include a web address and login so that patients may fill out the questionnaire online. 

Actually, a pilot study is carried out with the aim to replace the actual survey with a continuous 

measurement and to study the effect of a conversion from personal handing out of questionnaires 

to digital data collection. The future survey will consist of a core of national items and the possibility 

to choose specific additional questions if the data is collected digitally. 

The NHS in England conducts a Community Mental Health Survey, which looks at the experience of 

patients who received care in the community for a mental health condition. It is not restricted to 

inpatients. 

In the USA a new CAHPS Mental Health Care Survey is being developed for a variety of settings. It 

has not been approved yet by the AHRQ. 

2.3.5 Method of data collection 

Mode: In most cases, the mode of survey is mixed, using traditional paper questionnaires sent by 

mail, and online questionnaires. There is a push-to-online approach in some countries where 

patients with email addresses (or smartphone numbers) are prioritized and/or patients have to ask 

specifically for a paper questionnaire (ENG, N, NZ, DK). Prioritizing digital responses means that in 

a first step patients with email addresses are contacted. If there are not enough patients to reach 

a required minimum sample, other patients are contacted by postal mail (DK, NZ).Text messages 

sent with a link to the online questionnaire are used to promote online response (ENG). Telephone 

mode, together with other modes is used in the USA and Canada. Surveys are exclusively online in 

France (and Italy) and no paper questionnaires are sent. On the other hand, in Germany, only paper 

questionnaires by postal mail are sent to the patients. In all of the surveys reviewed, one or several 

reminders are sent to increase the response rate. 

Sampling: In most surveys, when the number of discharges is large enough only a sample of 

randomly selected patients is surveyed (USA, ENG, NZ, DK). If the institution/hospital/service is too 

small to attain the sample size requested, all patients are contacted or the survey period may be 

extended (ENG, NZ). 

Timing: The questionnaires are distributed after the hospital discharge (i.e. when the patient has 

left the hospital). The time lag between discharge and the first approach varies, however, from 48 

hours to several weeks; when the collection period lasts longer to reach enough patients (ENG) the 

delay may be more than 8 weeks.  
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Duration of survey: Most surveys are continuous throughout the year (USA, F) or take place several 

times a year (NZ, G). In some countries part of the hospitals measure continuously and others 

punctually but continuous measurement is recommended according to the method guidelines 

(CAN, NL). In England, the survey is conducted once a year for a month or longer (until the minimum 

sample size is reached). 

2.3.6 Score calculation 

Scores are calculated in two different ways. They may be presented as proportions, for example of 

most positive or most negative or middle answers (top-box, bottom-box, middle-box (USA, 

Canada). Another method is to compute a mean after having transformed the answers (Likert scale 

of numeric) to a 0-10 or 0-100 scale (exception DK, 1-5). This is done for all types of answers, 

numeric, labeled scales or binary (yes/no). Dimensions are computed using mean scores for all 

questions of a dimension obtained. Sometimes, questionnaires with a high proportion of missing 

answers are not included (for example less than 50% of the items for the calculation of a 

dimension). Sometimes also, only questionnaires with at least 50% of all items answered are 

considered exploitable (F).  

Scores used for external provider benchmarking are generally adjusted for patient mix 

(demographic factors and/or patient health) sometimes for survey mode (USA, CAN), and weighted 

for hospital size if patients were sampled (instead of surveying all patients). In the case of the USA 

the patient mix adjustment is applied first, followed by mode adjustment and weighting. According 

to country, different factors are used to adjust for patient mix. The factors used for adjusting in 

each survey are listed in the tables in appendix 1. A detailed description of the adjustment methods 

applied in each country is beyond the scope of this report. Adjustment factors may include 

demographic characteristics such as age, sex and education; self reported health or quality of life 

or factors related to hospitalization (surgical, medical or maternity ward). These factors are 

collected either through the questionnaire of derived from hospital data where possible. When 

results are used for transparent publishing at hospital/provider level, a minimum number of 

responses is generally required.  

2.3.7 Presentation of results 

To permit patients or consumers to make an informed choice among hospitals, a website is set up 

in some countries where the hospital ratings are publicly available (for example USA, G, NL, F). 

Usually,several hospitals may be selected according to geographic proximity. The comparison works 

like the comparison of products on commercial websites. The selected hospitals are displayed side 

by side and their patient satisfaction scores and several other quality indicators may be compared. 

For two national surveys, the scores are calculated for an organizational unit, which comprises one 

or several hospitals, and these are compared to a national benchmark rather than to other units 

(GB, NZ). Finally, a national report is available to the public in many studied countries (ENG, F, NZ, 

CAN, DK) but not in all (G, NL).In the USA, tables of the national results are published on their 

website every three months and in New Zealand yearly results are published as control charts (see 

appendix 5 for some examples). 
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2.3.8 Survey adaptations 

Almost all national surveys that had been implemented have been adjusted or completely revised 

after some time. This may include minor changes over time without changing the survey 

fundamentally, for example rewording of some questions, new questions added or removed (USA, 

ENG). However, there have been changes that were more important and may concern survey 

methods adapting to new technologies, among others. For example: 

→ England has both transformed its paper-survey mode to a mixed mode survey with push-

to-online approach, and shortened its questionnaire from over 80 to 56 items.  

→ In the USA, similar changes are planned. A mode experiment (with mixed mode including 

email mode) is being carried out for six months, starting April 2021.The questionnaire will 

also be reviewed over the next years and some dimensions or questions may be added or 

changed but the overall length of the questionnaire will remain the same. 

→ The Dutch CQ –Indexes, which were very long questionnaires, have been replaced in recent 

years by much shorter and more generic satisfaction and experience instruments.  

→ Denmark will implement a completely revised and much shorter questionnaire and 

methodology in 2021, including a move to a continuous (year round) survey.  

→ New Zealand has completely reviewed and modified its questionnaire after five years, but 

the methodology prioritizing the online mode has not been changed.  

→ Canada is implementing its first national survey in a step by step way; no major changes 

have yet been undertaken, but the method for adjusting mode is currently in progress.  

→ The French E-satis survey is recent and has not suffered any major changes yet, but the 

questionnaire is considered to be a bit long and may be amended in the future. 

→ The German PEQ survey runs since 2011 and no changes are planned so far. 
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2.4 Discussion 

The eight selected countries have developed and implemented their patient satisfaction and 

experience surveys in quite different ways, according to the goals pursued and the means available. 

The instruments used are of very different length from very short (9 items) to very long (64 items) 

and may contain several dimensions or none. However, all have at least one overall satisfaction or 

recommendation question and all offer the patients the opportunity to add a comment. While 

traditional paper questionnaires sent by postal mail still prevail in some countries, others have 

pushed strongly towards the use of online/digital mode. Most surveys measure patient satisfaction 

and experience continuously or at least several times a year. Hospital scores are usually case mix 

adjusted with different demographic factors to allow for benchmarking and comparison to a 

national score. There are also important differences in the public reporting of the findings, 

promoting comparison of hospitals on websites, or, on the contrary, indicating only differences 

compared to a national mean. Furthermore, the publicly accessible analysis level is very different, 

with scores available at service levels or, in other cases, only for administrative entities containing 

several hospitals. 

Most surveys have been modified or adapted over time. Overall, there is a clear trend towards 

shorter instruments and the use of digital means to carry out the survey. 

History of survey development, implementation and modifications 

Health care quality was historically assessed using clinical measurements of outcome while 

patients’ opinions were not taken into account. The first questionnaires used to elicit information 

from patients asked about their satisfaction with care. Such ratings tend to be very positive and are 

not very useful for improvement of quality of care because of the lack of information on the causes 

of dissatisfaction.  

The Picker institute was founded with the aim to promote patient-centered health care [15]. They 

developed standardized patient survey instruments to measure quality of care [9]. These survey 

methods were widely used in America and Europe [16, 17]. England’s NHS was the first to conduct 

a nationwide inpatient survey based on a Picker developed questionnaire. Soon after in the USA 

the HCAHPS survey (Hospital Consumer Assessment of Health Providers and Systems) was 

developed and implemented. The HCAHPS is influenced by Pickers’ instruments but shorter and 

aims to compare individual health providers. From 2006 onwards the Dutch started to develop their 

Consumer Quality Index survey (CQI) based on HCAHPS and QUOTE (Quality Of health care Through 

the patients Eyes [18]). The rationale behind is that different patient groups may judge certain 

aspects of care differently and therefore specific surveys should be developed for different 

diagnostic or treatment groups. Subsequently, in the Netherlands, a large number of specific CQI 

questionnaires were developed. Later, other countries started a number of initiatives to implement 

patient satisfaction and experience surveys on a national level, and international initiatives are 

pushing for surveys that would as well permit international comparison [1] . 
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Different systems and different ways 

The task of establishing a regional or national patient experience survey has been approached in 

very different ways in the countries described in this review. Differences in the initial settings like 

health care system, political organization and balance of power, priority setting, the degree of 

regional autonomy in health decisions, organization of health care research, financial criteria and 

participation of different stakeholders may determine when and how patient experience 

measurements are developed and implemented. 

Strategies 

There are many different approaches to implement national patient experience measurements. On 

the one side are the countries with a strong governmental role in healthcare organization (France, 

England), where existing government institutions can be called upon to lead such a project from 

concept to completion; this could be called a top-down approach. On the other hand, there is a 

rather bottom up approach where initiatives are driven by providers, patient organizations, insurers 

or non-profit foundations. Many national or regional surveys were developed in between these two 

situations; however, even for top-down strategies, patient representatives and other external 

stakeholders are usually consulted. 

Aims of the national/regional surveys 

Setting priorities is important because one survey cannot necessarily achieve all desired targets. 

Improving health care at the provider level and internal benchmarking requires rapid feedback, a 

set of rather specific questions, a preferably continuous data collection and a number of 

responses that is statistically exploitable. For benchmarking between providers, risk and case-mix 

adjustments are very important [19, 20], although this may be challenging because not all 

potential confounding factors may be available [21]. Even after case-mix adjustments, differences 

may remain that are due to hospital characteristics [22], or regional differences, which cannot be 

changed, may remain. Data from national surveys would be very useful for research projects; 

frequently however, the information on patients is not precise enough for such purposes (for 

example: diagnosis or treatment information unavailable). 

Instruments used 

The first developed instruments for patient satisfaction and experience surveys, the Picker, the 

HCAHPS and the CQ-Index still have a certain influence on todays’ questionnaires. However, 

nowadays, the development or modification of patient surveys involve patient organizations to 

make sure that the questions asked really matter to patients. Additionally, there are trends towards 

shorter questionnaires and critical voices ask to shorten even established questionnaires because 

return rates are declining [23, 24]. The use of shorter questionnaires has been shown to still be able 

to provide very reliable results, indeed [25]. In fact, long questionnaires are thought to result in 

lower return rates [26] and increase the response burden on patients at a time when they are being 

called upon more and more to respond to different surveys in and out of hospitals. Also, surveys 
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with long questionnaires are more expensive to carry out and to analyze, and results may not be as 

easily understood and/or interpreted.  

The option to add «own» questions to a national survey is common, it has the advantage of 

providing additional information for hospitals, and ensures that the data is collected in a 

standardized and approved manner. However, the number of items added has to be limited 

because otherwise the return rate may decrease. After the pilot study, minor adaptation of the 

questionnaire can still be very useful to keep up with recent developments or correct certain errors 

that were not detected in the relatively small scope of the pilot study. 

Questionnaires are usually available only in the national language. It is a well-known problem that 

patients with limited knowledge of the national language or with otherwise limited language skills 

may not be able and willing to complete survey questionnaires. There is no easy solution to this. 

On the one hand, the translation of a questionnaire requires a certain effort and on the other hand, 

it is not sure that the preferred language is recorded in the hospital registry, so that the appropriate 

language version of the questionnaire can be sent to the patients. Providing patients with 

questionnaires that are not too long and with easy to understand and simply worded questions may 

help to resolve part of this problem.  

Method of data collection 

There is a clear trend to adapt surveys for the use of new technologies such as answering online or 

on a smartphone. The rationale for this is very clear: this method is more cost effective than paper 

based surveys, data is quickly available, including wordings in response to open questions, and the 

data quality is better. In fact, rapid feedback is essential to define actions for quality improvement. 

The longer the time lag between surveys and feedback, the more difficult it is to attribute results 

to healthcare practices. However, there are also some drawbacks to digital surveying. Some 

population groups may not have internet or the skills to answer online, which may lead to low 

return rates [27]. There is also some distrust because of privacy concerns and data security. Ways 

and means must be found to overcome these disadvantages, and future surveys should be 

developed to be adapted for use on all digital devices. In the future, mobile apps may help to narrow 

the digital divide because mobile phones will be more accessible and easier to use [28]. 

Continuous measurements or regular measurement periods over the year allow for continuous and 

timely update of data, avoid seasonal effects and can help to identify effects of punctual 

interventions or events for which providers cannot be held accountable for (for example recent 

visiting bans in relation with the pandemic). Carrying out the survey only once a year cannot avoid 

seasonal effects, and patient satisfaction and findings may not reflect reality. 

Score calculation 

There is no simple way to present results of answers to questionnaires except for questions with 

yes/no options. In case a top-box/bottom-box approach is used, which is certainly very illustrative, 

a decision has to be made as which answers belong to which box. This may not be straightforward 

when there are numeric answers (0-10) or a four or five-point Likert scale. Also, information is lost 

when only presenting a top-box. When means are calculated, an ordinal scale must be transformed 

into a numerical scale. This procedure is sometimes criticized because of the assumption of 
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psychometric equidistance between the responses [29]. In such situations, numeric scales are 

frequently defined as a 0-10 or a 0-100 scale, so they are easy to understand by the public already 

used to percentage points. In addition, no decimal numbers are needed in a 0-100 scale, which 

simplifies the reading.  

Missing values have to be dealt with. Questionnaires, which contain very few answers, are not 

useful, because they decrease the data quality and the reliability of the survey results. Dimensions 

are defined as being a composite measure that includes a well defined set of questions. The quality 

of this measure decreases when responders give answers only to very few of those items.  

To calculate patient-mix adjusted scores, all demographic or other adjustment factors have to be 

completed; questionnaires with missing data for adjustment factors are useless. Extracting patient 

data such as age and sex from hospital data, when used for adjustment, is useful because there are 

no missing data. The choice of the adjusting factors may depend on the data that is available and 

other considerations (organizational and financial). Adjusting for mode of survey is only useful 

where there are big differences of mode of survey among hospitals, for example if the survey mode 

is a single hospital-level choice that affects the hospital’s entire sample. Only an experimental study 

can produce valid estimates of mode effects that have to be applied to adjust survey data. 

Weighting of results is recommended when only a sample of patients are surveyed, for example 

200 patients from each hospital. To calculate the national mean the data has to be weighted to take 

into account larger hospitals, which have more influence on a mean value than smaller ones.  

To obtain reliable patient ratings, a high response rate is desirable to get representative data. 

However, low response rates are frequent in surveys. While it is known that some patient groups 

are less likely to respond, for example because some have difficulties to understand the 

questionnaire or they have no internet connection, it has also been shown that patients who are 

not satisfied are less likely to respond to questionnaires. This may introduce non-response bias 

resulting in too high ratings that do not reflect reality [30]. Furthermore, expectations of patients 

may differ according to regional or cultural differences. These factors and other bias (extreme 

response bias) may be determined and eventually accounted for in experimental studies including 

a small number of hospitals but in large scale surveys at a national level such adjustments may not 

be feasible. 

Ceiling effects occur when there is a scale with an upper limit in a survey and a large proportion of  

scores near this upper limit [12]. A ceiling effect can cause a variety of problems if a central 

tendency is measured such as a mean score to compare providers. When the proportion of the 

most positive answers (top box) is used to compare hospitals the definition of a ceiling effect is 

quite different, for example when 60% of patients check the highest level this is considered a 

moderate ceiling effect [31]. When a mean is calculated, composite measures (dimensions) may 

decrease the ceiling effects because several items are involved. There is little information about 

ceiling effects in the presentations of national results although some of the observed survey scores 

are very high. However, when the questionnaire is designed, questions with high ceiling effects may 

be excluded. Furthermore, most national surveys use composite measures, which include answers 

to several questions. This may lead to a levelling out of ceiling effects in some questions.  

Presentation of results 

When results are presented to the general public, care has to be taken to present them in an 

understandable way to reduce the chance of wrong conclusions to be drawn. Presenting results as 
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categories and using colors may make interpretation easier. Presentation in timelines (control 

charts) are also quite easy to understand. When patient satisfaction scores are used to compare 

hospitals, it is important to present them together with other quality indicators because there are 

always several aspects to consider when choosing a hospital. 

 

Reviewing surveys 

The fact that almost all surveys are constantly updated and/or have recently undergone major 

revisions is an indication that patient satisfaction and experience surveys are very important to 

stakeholders and policy makers; they will continue to exist in their own right, alongside other 

quality indicators that are already implemented or will be developed in the future, for example 

PROMs. Major changes in the questionnaires result in the discontinuation of measurements series 

because questions are different or because different survey methods are applied, which do not 

permit comparison with former measurements. On the other hand, modifications are required to 

take into account new priorities of patients and providers, new ways of health care delivery, 

changes in health policies, public expectations and to take advantage of new technological 

developments.  

Limitations of this review 

There are several limits to this review. In the eight selected countries, the surveys were all 

developed in a very different context, under different political and social circumstances and at 

different times, they are therefore difficult to compare. Also, perceptions of what is good quality 

care may differ across countries and each country has its own priorities on this behave. 

Furthermore, information is not always easy to find especially when referring to developments or 

changes made in the past and the reasons behind. In fact, information presented on websites is 

mostly from actual or recent accomplishments. Additionally, language barriers and the fact that in 

some countries many different stakeholders and institutions are involved in patient satisfaction and 

experience surveys makes finding the right documents sometimes difficult. Another point is that 

there are constantly new developments coming up, new pilot studies are carried out or 

modifications to the instruments and application of new methods. Last but not least, the Covid-19 

pandemic has interrupted or delayed both, the reports and information on surveys and the 

publication of documents useful for updating this review because the focus was elsewhere.  
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3 Part III: Recommendations 

The following recommendations are based on both the current Swiss situation (Part I) and the 

trends observed and lessons learned with other national initiatives implementing inpatient 

experience surveys (Part II). It is obvious that not all recommendations are easily realizable and 

choices will have to be made according to financial limitations, technical possibilities, and positions 

of all stakeholders involved. It is thought as a basis for discussions where the involved stakeholders 

will contribute with their own views, wishes, ideas and positions. The recommendations are 

presented in four main points.   

 

Aims of the survey:  

• Clearly decide and prioritize the goals and aims of the survey because not all targets can be 

achieved with the same instrument. 

 

• When the goal is quality improvement, the instrument should contain some actionable 

elements, to precisely identify points of improvement; also, the feedback should occur in a 

timely manner. 

 

• When the goal is transparency and assistance for patients to choose a hospital or a clinic, 

the survey should measure what matters most to patients, be easily understandable and 

interpretable and be able to measure differences among providers, if there are any. Results 

must be case-mix adjusted for benchmarking purposes. 

 

Instrument:  

• It would be interesting to consult Swiss hospitals and clinics to find out which dimensions 

or themes they would consider important to be included in a national survey. Patients 

should also participate in the development of the questionnaire; their participation should 

not be limited to cognitive testing of items. Patients should be asked about the aspects of 

care that are most relevant to them and that they would like to see included in a national 

survey, to make sure the questionnaire appeals to them. 

 

• There is a trend towards short questionnaires in large-scale surveys. Dimension’s scores are 

easy to understand for patients and the public and having several items per dimension is 

important to ensure the validity/solidity of the concept being measured. The use of a small 

number of dimensions with several questions each is therefore recommended.  

 

• A modulated questionnaire with (1) a mandatory core set and (2) a choice of additional 

questions (which hospitals can add) from a catalogue of approved and tested items, should 

be considered. Such a catalogue of items could be developed jointly with Swiss 

hospitals/clinics and the ANQ, or other stakeholders, including patients, if appropriate. 

 

• Additional modules considering specific one-time themes could be an option to gain insight 

into specific aspects of interest to policymakers. 
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• One or two general satisfaction / recommendation questions should be kept. 

 

• Open questions can be a useful feedback to individual hospitals and clinics. They also have 

a purpose in giving patients some space to voice their own opinion if they want to do so. 

Moreover, including some excerpts of these comments in the national report may be a 

welcome break in a not easily readable document. 

 

Methods: 

• Mode of survey: The survey mode of the future is essentially digital. Different initiatives 

have shown that a push-to-online approach can prompt a majority of patients to respond 

online while responding with a paper questionnaire remains possible (mixed mode). It is 

recommended to explore ways and technical possibilities to increase the proportion of 

online responses sharply. 

 

• Timing of the survey: Collecting data year round, as either continuous measurement or 

several times a year to control for seasonal effects or impacts from punctual/local events. 

85% of responders to the Swiss hospital survey indicated to carry out their own surveys 

year-round. 

 

• Sampling: In hospitals with a large number of discharges, it is not necessary to survey all 

patients. A sample of pre-determined size can be sufficient to obtain statistically sound 

results and will reduce costs. In addition, a minimal number of responses for transparent 

publication of a score should be determined. Although individual evaluation of small 

hospital sites is desirable, results based on very small numbers are not reliable statistically 

and may not ensure the anonymity of the patients. It is recommended to extend the survey 

period until a minimum number of responses for each hospital can be achieved.  

 

• Adjusting: Results used for benchmarking among hospitals must be adjusted for patient 

case-mix to produce comparable ratings. When patients are sampled for the survey, results 

have to be weighted according to hospital’s size.  

 

Presentation and diffusion of results: 

• Present survey results in a way that it is easily understandable and interpretable to the 

audience to whom it is addressed; these may be patients and consumers, hospital 

managers or policy makers. On the one hand, for patients, simple graphical representations 

with specific colors or easy-to-interpret scores (from 0-100) may be more meaningful than 

a rather uncommon 1-5 scale. For hospital managers and health professionals on the other 

hand, detailed information can be presented in a more sophisticated way.  

For each audience, appropriate guidance for a correct interpretation of the results is 

essential and must be available. 
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 GB (England) USA France Germany New Zealand Canada Denmark Netherlands 

1. Survey organization 

Survey name Adult Inpatient 

Survey 

HCAHPS e-Satis 48MCO PEQ Adult Inpatient 

Experience Survey 

CPES-IC LUP Somatik PREM MSZ 

Goals stated To measure & to 
monitor performance 
at national & local 

levels; to give 

feedback to providers 

for impq, 

to assess compliance, 

P4P 

To compare hospitals, 
benchmark, feedback to 
providers for impq,  

accountability, 

P4P 

Quality monitoring, 
feedback to providers 

for impq, 

Benchmark, to 

compare hospitals, 

Accreditation, 

P4P 

Compare hospitals, 
benchmark,  Feedback 
to providers for impq, 
to provide data for 

research 

Accountability at 

national & local level,  

Feed back at facility 

level, for impq 

 

Improve patient-
centered care , 
feedback to providers 
for impq, benchmark, 

to compare hospitals 

& regions, 

Internal comparison 

Accountability at 
national & regional 
level, feedback for 
impq, benchmark to 

“learn from each 
other”, to compare 

selected themes, 

To monitor policies 

Transparency for 
patient choice, 
Feedback for impq, 
Health care 

procurement 

(insurers),  

to control 

underperformers 

Involved in 

questionnaire 

development 

NHL, CQC, Ipsos MORI CMS, AHRQ, NQF HAS  Weisse Liste, 

Bertelsmann Found. 

HQSC, Ipsos CIHI KOPA NIVEL, Mediquest 

Survey organization Ipsos MORI CMS HAS Weisse Liste Ipsos CIHI LUP Mediquest 

Who gets the 

questionnaire  

NHS trust patients, 

not private patients 

Hospitals with medicare 
patients and IPPS 
recipients, includes 

private patients 

Geographic hospital 
sites>500 

discharge/year 

No geriatrics 

All insured patients of 

specific  insurers 

Inpatients of each 

DHB 

Hospitals of 
participating 
jurisdictions 
(provinces), 

mandatory1 or not 

All hospitals and 

wards  

All Insured patients of 

specific insurers 

Settings for patient 

surveys 

IP acute care,  

Primary care,  

Com. Mental Health 

Maternity, 

IP Children /Young, 

Emergency etc 

IP acute care, 

Outpatient, 

Ambulatory surgery, 

Emergency, 

Nursing home, 

Cancer etc 

IP acute care 

Ambulatory surgery, 

IP rehabilitation, 

planned: 

home hospitalization 

 

IP acute care 

Maternity 

IP acute care, 

Primary Care 

Transition 

IP acute care Acute (IP: planned & 
unplanned admission, 

ambulatory) 

Maternity, 

Psychiatry 

IP acute care 

(medical), 

Chronic care, 

Cancer, 

Maternity etc. 

National report Yes  No Yes No Yes  Yes Yes No 

Feedback to public Website with reports 
for each trust, excel 

data file for each trust 

with facility level data 

Interactive website  

Hospital Compare 

Results tables on 

website 

Interactive website 

Hospital Compare 

Interactive website  

Hospital  Compare 

Interactive website 
compare 1 DHB to 

national mean 

Website  with 
aggregated national 

results,  

(facility level results 

planned 2022) 

National and regional 
aggregated results 

and online reporting 

Interactive website  

Hospital  Compare 
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 GB (England) USA France Germany New Zealand Canada Denmark Netherlands 

Feedback providers Statistical report  with 
longitudinal results & 

results at 

facility/service level 

Providers get feedback 
on their own results, 

including their own 

questions 

Hospitals have access 
to own results on  

continuously updated 

platform 

Hospital specific report 
with detailed and 

longitudinal results 

DHBs receive data files 
for further analysis & 

specific 

recommendations for 

impq 

Access on private 
website with 

benchmarking of 
other hospitals & own 

questions 

Feedback for internal 
use, including own 

questions 

Providers have access 
to their results, 

including 
supplementary 

questions 

2. The instrument 

Questionnaire based 

on …  

Picker principles CAHPS i-satis (former phone 

survey)  

Own development Picker adapted, 

New survey 2020 

22 HCAHPS +19 own 

questions 

Own development CAHPS +QUOTE 

CQ-Index 

Proprietary of survey NHS Survey is in the public 

domain 

HAS Bertelsmann/ 

Verein Outcome 

Purchased from Picker 
New survey is based 
on international 

surveys 

CIHI for own 

questions 

Own Own 

Validation of 

questionnaire 

Cognitive interviews 

for updated quest. 

pilot test for mixed 
mode change 
(differences 

online/paper mode)  

Field test, pilot test 
cognitive interviews 
Updated questions: 

cognitive interviews. 

Pilot test for online 

mode 2021 

Metrological 
validation, item 
validity, dimension 
homogeneity ability to 

classify, pilot tests 

Pretest, cognitive 

interviews, 

pilot test (dimension 
homogeneity, ability to 

classify) 

KPMG international 

(commercial vendor) 
& Ipsos for 

questionnaire 2020 

Cognitive interviews 

for own questions  

Cognitive interviews 

for updated quest. 

Pilot test for 

new survey 2021 

According to PREM 

guidelines by NIVEL 

Themes/ 

dimensions 

Admission to hospital 

Ward, cleanliness etc 

Doctors 

Nurses 

Care and treatment 

Procedures 

Leaving hospital 

Communic doctors 

Communic nurses 

Responsiveness of staff 

Communic medicines 

Cleanliness+quietness 

Discharge information 

Care transition 

Admission 

Care by doctors 

Care by nurses  

Room 

Meals 

Leaving hospital 

 

Care doctors 

Care other pers. 

Organization 

 

Communication 

Partnership/particip 

Coordination 

Physical-emotional 

needs 

Communic nurses 

Communic docters 

Responsiveness of 

staff 

Pain management 

Arrival at hospital 

Involv. in decisions  

Discharge 

management  

Old surv: ≈9 dim.  

35-43 items   

New surv.: no 

dimensions, 9 items  

Regions, hospitals 
may add their own 

items (unknown how 

many) 

No dimensions: 9 

items 

 (the most important 
questions chosen by 

patients 

Hospitals may add 

their own questions 

 

Overall satisfaction  

/recommendation 

questions 

Yes Yes Yes Yes Yes  Yes Yes Yes 

Open question Yes No Yes Yes Yes Yes Yes Yes 

Number of items 58 (47 +11) 29 items (vary over 

years) 

63 (61+2) 19 (15+4 ) 37 (30+7)  

(before 20) 

48 (41+7) New survey 9 items+ 

own questions 

13 (9+4) + own 

questions 

Type of response Likert/ numeric scale Likert scale Likert/ numeric scale Numeric scale Likert scale Likert/numeric scale Likert scale Numeric scale 



5  Appendix 1: Summary description of all eight countries’ surveys 

 46 

 GB (England) USA France Germany New Zealand Canada Denmark Netherlands 

Own questions can be 

added 

No Yes No Yes NA Yes, fixed: 10-13 Yes Yes 

Other data collected 

with questionnaire 

Age, sex at birth, sex 
now, religion chronic 
disease, physical 

condition, sexual 

orientation ethnicity 

Educ, health, mental 
health, language, 

race/origin 

 

Life & health 

improvement 

Age, sex, health, educ Age, sex, sexual 
orientation, ethnicity, 
disability, health 

condition 

Age, sex, educ, health, 

ethnicity 

No Age, sex ,educ., health 

History revision 

 of questionnaire 

Quest are modified/ 
adapted regularly 
2020 renewed 

methods & 

questionnaire  

Quest are modified/ 

adapted regularly 

A complete revision is 
under way planned for 

2024 

Not since 2015 None since 2011 2020 

New questionnaire 

Step by step 

Implementation 

Since 2016 

 

2020-21, pilot 

ongoing  

Since 2016 CQ-
Indexes are replaced 

by generic PREMs 

3. Methods 

Survey mode 2019: Paper only - 

Since November 
2020: Mixed mode 

(push-to-online)  

Paper, phone,  

mixed (PP),  

AI voice Resp 

Email is planned 

Online only Paper only 1 mail 2.mobile 3. 

paper 

Online priority 

Paper, phone, email Online priority Online priority, paper 
questionnaire upon 

request only 

Frequency 1 month /year or 
longer, until samples 

size reached 

Continuous, data 

aggregated by quarter 

Continuous 5 waves  of 6 

weeks/year 

2 weeks or more per 

quarter /year 

Three consecutive 

months or more/year 

Continuous (new)3 
consecutive months 

(old) 

Continuous preferred, 

or punctual  

Start after discharge 1- up to several 

months 

48h-6 weeks Year-round 2-8 weeks 10-24 days 48h-6 weeks 2-5 weeks NA 

Sampling Sampling 1250 

consecutive patients 

Sampling per month No, all with mail 

address 

Yes if enough 

discharges 

Sample of 400 

emails/phone 

Depends on 

hospital/region 

Yes, number depends 

on number of wards 

Yes 

Minimal numbers for 

publication 

Sampling time is 
extended to reach 

1250 sent 

questionnaires 

An item may be 
analyzed if ≥30 

answers/trust 

25 responses/year 

100 for star rating 

30 exploitable 
questionnaires (50% of 

items answered + all 
adjustment factors 

completed) 

75/ 2 years per 

hospital 

50/2 years per service 

Sampling time is 
extended to reach 400 

sent questionnaire/ 

year 

No hospital results are 

published yet 

No minimum 

requirement yet 

≥ 30 responses/ 

service 

≥200 responses for 

benchmarking 

Minimum number of 
hospital for 
benchmarking is not 

reached 

Inclusion criteria 

Exclusion (Ex) 

Age 16+, overnight 

stay,  

Ex: private patients 

Age 18+ 

1 overnight stay 

Ex: psychiatric pat, 
rehab pat, nursing 

home etc. 

Children included 
Hospitalization ≥48h 
Parents resp. if<14      
Ex: nursing home, 

rehab etc. 

Age 18-80 

Hospitalization ≥48h 

Ex: special care pat 

Age 15+ 

1 overnight stay,  

Ex: psychiatric pat, 

nursery home pat 

Age 18+,  

1 overnight stay 

Ex: psychiatric pat, 
rehabilitation pat, 

nursing home  

≥1 year  

1 overnight stay 

Ex: several hosp. 
stays, maternity, 

rehab etc. 

Age 16+ 

1 overnight stay 

Ex: psychiatric pat 
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 GB (England) USA France Germany New Zealand Canada Denmark Netherlands 

Reminders 2 reminders, 3 text 

messages 

Yes after 3 weeks Yes Yes Yes Yes Yes Yes 

Score calculation Means for each 
question (scoring 0-

10) & dimension  

benchmark. with 

national mean  

Proportions of top-, 

middle-, bottom-box, 

6 composite,  
2 individual. items  

2 global measures 

Star ratings 

Score (0-100) per 

dimension 

General score divided 

into 4 categories 

Numeric, transformed 

to 100% 

Transformed (0-10) 

4 indicators are 
calculated, DHB can 

analyze further 

3 categories/colors 

Proportions of top-, 
middle-, bottom-box 
Dimensions calculated 

if >50% of questions 

answered 

Proportion or top box 
for questions, Scores 
for dimensions (old 

survey) 

New survey NA 

Score 0-100 

Adjustment Weighting Age, gender, 

admission type, 

 *Non-response 

Case mix (age , sex, 
education, language, 
self-reported health, 

self-reported mental 
health, setting 
mode of survey 

Non-response 

Perceived health 
improvement & 

satisfaction with life  

Not adjusted Age, sex 

Non-response 

Age, sex 

Mode of survey 

Non-response 

Non-response 

NA 

Adjusted for case mix 

(if participation is high 

enough) 

Feedback for providers Data on provider level Feedback by vendors 

Official data update 
every quarter but long 

delays >9 month 

Access on private 
website, continuously 

updated 

Report for hospitals 

after each survey 

Yes quarterly updated, 
data by provider & 

improv. 

recommendations 

Private website with 

access for hospitals 

Website access to 

results at ward level 

Website for patients 
to choose the hospital 
no adjusted 

benchmarking 

Analysis level for 

public 

NHS Trust, data for 

sites is available 

Hospital, results at state 

or regional level 

Hospital site 

(geographic unity) 

Hospital Site/service DHB Hospital, region Service, hospital, 

region 

Hospital 

4. Numbers and facts about the last published national surveys 

Population of country 56 million 330 million 67 millions 83 million 4.9 million 37.6 million 5.8 million 17 million 

Number of responses 

(last survey) 

76’915 3 million 

8000 per day 

332’000 >350’000 7’000 91’435 13’249 NA 

Questionnaires sent 

(last survey) 

  973’319    18’498  

Response rate 45% (2019) 

(2002: 64%) 

29%  27% (2019) 

 

≈40% (2019/20) 

(Stable over time) 

24% (2019) 24% (2019) 71.6% (2020) ≈25% (2019) 

Number of unities 

(hospitals, sites…) 

143 NHS trusts 4482 hospitals/sites 906 hospitals/ sites 

 

1000 hospitals/sites 20 DHB >300 170 clinics/wards  NA 

Comments   4.7 million discharges, 

of which 

973’319 with email 

  5 participating 
provinces, population 

26 million  

Planned admissions 
only, (all settings: 

236’000 

questionnaires sent) 

No national data  
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 GB (England) USA France Germany New Zealand Canada Denmark Netherlands 

Proportion/mode if 

known 

Online 100% NA Online 100% Paper 100% Paper 17.1% 

Online 58% 

SMS 25% 

Paper: 55% 

Online 4.6% 

Phone 40.7% 

Online:76-89%  NA 

Abbreviations and explanations 

Comments: Extracted data takes into consideration new developments and revision of survey methods and questionnaire. Information on the new surveys in Denmark and New Zealand is not always 

available. 

1. Survey organization 

Goals stated:    impq=improvement of quality of care; P4P=pay for performance 

Involved in questionnaire:  abbreviation according to appendix 5 

Survey organization:   abbreviation according to appendix 5 

Who gets the questionnaire:  mandatory1 or not=in Canada, some provinces will make hospital participation mandatory, others will not 

Settings for patient survey:   non exhaustive for England, USA & NL. IP=inpatient; Com.=Community mental health  

Feedback providers   DHB: District health boards 

2. The instrument 

Questionnaire based on:  CAHPS: Consumer assessment of health providers and systems  

Themes/dimensions:  Some dimensions may be unique questions. Dimensions may have different names but contain similar items. 

    Communic.=communication; pers.= hospital staff; particip=participation; involve.=involvement; surv.=survey 

Number of items: Number includes questions «about you». The numbers in parenthesis indicate first the patient experience questions then the demographic questions 

Other data collected: educ.=education 

3.Methods 

Survey mode push to online method: 1. A letter is sent with a link and a text message with a link. 2. Then a 1st reminder is sent: letter with link and text message with link.  
3. Then a 2nd reminder is sent: letter with a paper questionnaire and a text message with a link. 

 Online priority: In these cases, a sample of patients is selected from all patients with an email address, when there are not enough to complete the sample paper 

questionnaires are sent to patients without email address. In the case of NZ second priority are patients with a smartphone number 

 Abbreviations: mixed (PP)=a letter with a questionnaire is sent and when not answered the patient is surveyed by phone;  

 AI voicResp=active interactive voice responder 

Inclusion criteria : pat=patient ; rehab=rehabilitation ; resp=respond ; hosp=hospital ; 

Adjustment weighting: non-response : when patients are sampled results are weighted as if all patients of the hospitals had responded 

 

Last available results: England: 2019, USA: 2020, France :2020; Germany:2019/2020; NZ: 2019; Canada:2019; Denmark: 2020 
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6 Appendix 2: Description for each country 

6.1 England 

The United Kingdom has a government funded health system. Each of the four nations of the UK have 

their separate health care systems. In England, the National Health Service (NHS) provides, organizes 

and coordinates publicly funded healthcare that is free for all residents. The NHS imposes a national 

set of performance indicators with which healthcare providers have to comply. England has a 

population of 56 million inhabitants. 

 

History of patient experience and satisfaction surveys 

The first national patient experience surveys in England started for general practitioner services. 

Patient experience was then embedded as one of six domains in the NHS Performance Assessment 

Framework, designed to deliver high-quality care. The inpatient survey conducted in 2002 was one of 

the first national hospital surveys worldwide. In 2009, the NHS extended the measure to several other 

settings: outpatient, accident etc. In 2020, the Adult Inpatient survey was transformed from a paper–

based to a mixed-mode survey to push for a web-based survey mode. The questionnaire was also 

adapted. 

 

Aims and stakeholders involved 

The aims are urveillance and monitoring of quality of care and assess compliance against standards of 

quality of care. The patient experience survey is a factor in a pay for performance program (CQUIN). 

Stakeholders involved are the CQC and the NHS. 

 

Development of patient experience and satisfaction survey 

The development of the patient experience survey was funded and managed by the CQC and based 

on Picker’ principles of patient centered care. Recently Ipsos MORI has been charged to transform the 

adult inpatient (and other surveys) from a paper based to a mixed-mode survey with a push-to-web 

approach. Therefore, all aspects of the survey were reviewed and the questionnaire was updated. The 

redevelopment of the questionnaire was accompanied by a revalidation of the patient journey. 

Stakeholders, NHS trusts and patients were invited to provide their opinion at each step. The 

questionnaire went through several rounds of cognitive testing with patientsMORI [32].The pilot study 

showed that a similar response rates could be obtained, but changing the methodology also changed 

the way patients respond to certain questions (compared to patients with paper questionnaires only) 

and results cannot be compared to previous years [27].  

 

The instrument 

The actual adult inpatient questionnaire is a shortened (57 items) version of the instrument used until 

2019 with 82 questions. Questions were removed if considered not relevant to service improvement, 

current question usage or usability of data. The questionnaire comprises now 57 questions, most 

remaining questions were reworded. The same dimensions remain.  

 

Measurement procedures 
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Once a year a sample of 1250 patients is selected from all inpatients discharged during the month of 

November (July prior to 2020). For trusts with less than 1250 discharges patients from preceding 

months are included counting backwards until reaching the required number or until January. The 

inpatient survey 2020 is organized by Ipsos MORI (by Picker Institute before 2020).  

 

Score calculation 

All responses are scored on a scale from 0 to10. The results are adjusted for age, gender and method 

of admission. Results are presented as better – about the same – worse categories based on an 

expected range a NHS trust should get if it would to perform like all other trusts. 

 

Presentation and use of results 

An annual report is published (statistical release) with global results for all questions and themes. The 

public can view the scores for each trust separately on the CQC website. The scores are compared to 

the national mean. Data is also available as Excel files for each trust where data is presented separately 

according to the sites within a trust. 

 

Settings of patient experience and satisfaction measures implemented 

After the general practitioners and inpatient survey several others measurements have been 

implemented: Community mental health survey, maternity survey, children & young people survey, 

urgent & emergency care survey. 

 

Comments: 

Pros 

The questionnaire is adapted each year, questions may be modified or omitted and new questions 

may be added. Questions are numerous and allow to precisely identify areas of improvement. The 

extension of the sampling time to up to six months allows also smaller trusts to get reliable data.  

 

Cons 

The questionnaire is rather long and may discourage certain patients from participating. The measures 

and publicly available results are at trust level and the possibility to break down the data at site or 

service level are limited. The time lag between the survey and the publication of the results is long (≈1 

year). Backwards sampling of patients for up to six months may result in unreliable answers memory 

fades. 

 

Documents ENGLAND: [10, 16, 27, 32-41] 
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Abbreviations 

CQC Care Quality Commission: an independent health care regulator set up to assure the quality 

of care provided by the health system 

NHS: National Health Service is the publicly funded health care system in England 

Picker : Picker institute Europe is a not-for-profit organization dedicated to developing a patient-

centered approach to healthcare 

Ipsos MORI is a market research company based in London, England 

NQB  NHS National Quality Board 

CQUIN Commissioning for Quality and Innovation payment framework: providers receive 

additional payments for performance (includes patient experience indicators) 

Trust  An NHS trust is an organizational unit within the National Health Service in England and 

Wales, generally serving either a geographical area or a specialized function. It may include more 

than one acute care hospital 
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6.2 USA 

 

The US operates a mixed market health care system; most Americans receive their coverage from 

private health insurance. Medicare is a national health insurance program providing health insurance 

for older Americans, but also for people with disability status. The US have a population of over 330 

million inhabitants. 

 

History of patient experience and satisfaction surveys 

The CAHPS program was launched in 1995 to develop standardized surveys that organizations can use 

to collect comparable information on patient experiences. Beginning 2002 the CMS collaborated with 

AHRQ to develop and test the HCAHPS survey and in 2006 the survey was implemented on a voluntary 

base nationwide. The first public reporting of HCAHPS results occurred in 2008 and the same year it 

became tied to the APU, an important incentive for hospitals to participate. 

 

Aims and stakeholders involved: 

The three goals of the implementation of HCAHPS are: (i) meaningful comparisons of providers on 

topics that are important to patients and consumers, (ii) improvement of quality of care and (iii) 

accountability in health care of the quality of hospital care in return for public investment. The CMS 

and AHRQ involved a variety of other stakeholders in the implementation of the HCAHPS: the NQF, 

consumer and patient organizations, provider organizations etc. 

 

Development of patient experience and satisfaction survey 

The questionnaire was developed with a multi-faceted scientific process; including a public call asking 

to submit items for consideration in the instrument, other input came from stakeholders and vendor 

meetings. A draft instrument was then refined in a multi-step process that included consumer testing, 

additional stakeholder and public input, a CMS-directed three state pilot test, and additional field-

testing. Cognitive interviews with patients, consumer focus groups provided several opportunities for 

the public to comment on the HCAHPS questionnaire during the initial development.  

A major revision of the survey is under way now. It will concern the mode of distribution of the 

questionnaire with the goal to introduce online mode and increasing return rates and on the other 

hand, the questionnaire is being adapted with new areas of interest added, including teamwork, 

organization of time after discharge and others. The length of the questionnaire will remain the same. 

The new survey is expected to be implemented in 2024. 

 

The instrument 

The original questionnaire has been continuously adapted and modified. In 2013, five items were 

added to the questionnaire and in 2019, three questions about pain management were removed 

because it was claimed that these questions would contribute to the nation's opioid abuse epidemic. 

Actually, the questionnaire contains 3 filter questions, 19 substantive items (6 composite measures 

and two individual questions) and two global questions of overall rating. Hospitals can add their own 

supplemental questions after the 29 official HCAHPS items. The survey and its methodology are in the 

public domain. 
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Measurement procedures 

A random sample of discharged and eligible adult inpatients is selected every month (random 

selection). HCAHPS is administered to patients between 48 hours and six weeks after discharge.  

Hospitals may use an approved survey vendor or collect their own HCAHPS data. There are four survey 

modes mail only, telephone only, mixed (mail with telephone follow-up), or active interactive voice 

response (IVR), each of which requires multiple attempts or reminders to contact patients. 

 

Score calculation 

Results are presented as proportions of answer-ratings: top box (most positive responses), middle box 

and bottom box (most negative responses). Results for six composite measures, 2 individual questions 

and two overall ratings are reported. Results are adjusted for mode of survey, service (surgery, 

medical, maternity) and several demographic factors (age, education, language, health, mental health 

etc.)[20]. Data is aggregated over four quarters [42] and updated quarterly.  

 

Publication and use of results 

A general score and scores for each dimension are reported for each provider on the hospital compare 

site. Star ratings summarize all survey responses for each HCAHPS measure and an overall measure. 

These star ratings are easier to read for the public (minimum requirement 100 answers/hospital/4 

quarters). Patients can compare four hospitals at a time. 

Current and historic results are available in a series of tables on the official HCAHPS Website. Results 

are also presented by state or by region. Providers will get feedback on their own results including 

their own additional questions from the professional vendors who are usually in charge of the survey. 

 

Settings of patient experience and satisfaction measures implemented 

The HCAHPS applies to inpatients, including surgical, medical and maternity services. Other CAHPS 

measures concern outpatient and ambulatory surgery, Emergency department, Nursing home, mental 

health (but does not include questions about hospital stay) cancer patients. 

 

Comments: 

Pros 

The HCAHPS survey impresses with an important nationwide coverage of inpatients. It is not known 

to which extend patient ratings will influence a patient’s choice of hospital, but the fact that these 

ratings have improved over the years is attributed to the implementation of the survey and its 

transparent publication of the scores. The choice among four survey modes allows adapting the survey 

to different local preferences and the standardization (patient mix and survey mode) provides a fair 

national benchmarking. 

 

Cons  

Some experts argue that it is time for a revision of the HCAHPS survey because the response rates are 

falling, some questions should be added (team work), the survey should be shorter and a digital mode 

of delivery should be added [23, 24]. A low response rate is partly attributed to the fact that many 

patients do not speak English well enough, that digital mode of answer is not offered or that the 

response burden is too high because of frequent requests to answer other questionnaires. Another 

criticism is the time lag between the survey submission and the published data, which is too distant 

to provide an accurate image of patient experience. 
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Documents USA:[23, 24, 42-53] 
 

 
 

 

 

Abbreviations 

CMS  Centers for Medicaid & Medicare Services 

AHRQ  Agency for Healthcare Research and Quality: an agency in the federal Department of 

Health and Human services 

NQF  National Quality Forum is non-profit membership organization that promotes patient 

protections and healthcare quality. Member organizations: Consumers, health professionals, 

research organizations, public health, pharmaceuticals and medical device companies 

HCAHPS survey : Hospital Consumer Assessment of Healthcare Providers and Systems, also 

called Hospital CAHPS 

IPPS -hospitals: Inpatient Prospective Payment System hospitals This system categorizes cases 

into diagnoses-related groups (DRGs) to compute and cover the costs of Medicare beneficiaries 

to providers. 

APU: Annual Payment Update 

HPT  HCAHPS project team: applies adjusting factors, inspects survey administration and trace 

records 
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6.3 France 

The French healthcare system is a universal social insurance system with historically a very strong role 

of the state. Public insurance is compulsory. France has a population of 67 million inhabitants. 

 

History of PREM 

In 2010, the Ministry of Health declared the regular evaluations of patient satisfaction by health care 

institutions for mandatory. A national survey I-SATIS was elaborated based on a formerly developed 

and validated regional survey (Saphora). In 2015 the mission to measure patient satisfaction was 

transferred to HAS. The I-SATIS questionnaire, applied as a phone survey was adapted to a web-based 

format, E-Satis. The first national campaign with this survey started in 2016.  

 

Aims and stakeholders involved: 

The aims for the use of health quality indicators is (i) to improve the service quality of health providers 

(ii) to provide information to patients and public for decision making (iii) collect information for 

national/regional regulation (regulatory controls). E-Satis is one of several indicators to measure 

quality of care and safety of patients developed by HAS to measure quality of health care on a national 

level and compare providers.  

 

Development of patient experience survey 

The E-Satis MCO inpatient survey was set up as a health quality indicator (IQSS) and followed the usual 

principles and steps of development and validation. The questionnaire was designed to follow a 

patients «journey» through the hospital stay. The development (based on the former I-satis 

questionnaire) was carried out within a multidisciplinary working group made up of health care 

professionals, patient representatives and methodologists. Once agreed upon a questionnaire it was 

tested for operational feasibility, acceptation and comprehension by patients, metrological validity, 

homogeneity and structure in several hospitals.  

 

The instrument 

The sequence of questions follow the steps in patient management and define the dimensions for the 

evaluation. The questionnaire is made up with 5 types of questions: filter questions, experience 

questions (more objective) and satisfaction questions, a general recommendation/opinion question 

and questions about self observed health improvement and general satisfaction with life, which are 

used for adjustment of results. The questionnaire includes 63 questions and a comment field. 

 

Measurement procedures 

e-SATIS is an online only survey. Hospitals collect e-mail addresses of their eligible patients and other 

indications such as age, sex, service, date of entry and discharge and questionnaire-code and upload 

these data onto a platform at least once a month. An e-mail is sent with a unique link to the 

questionnaire, which stays valid for 10 weeks. Non-responders receive a reminder.  
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Score calculation 

The purpose of the score is to provide each facility with an indicator of overall satisfaction. Dimension 

scores are calculated and presented as a rating (0-100). The overall score is taking into account all 

experience and satisfaction questions. All scores are adjusted for two factors: perceived health 

improvement and satisfaction with life. Other patient characteristics (such as the facility's case mix, 

age, gender) were shown to have a negligible or very small effect on patient satisfaction and are not 

used for adjustment. Hospitals are classified into 4 categories (A B C D) according to the obtained 

scores.  

 

Presentation and use of information 

Hospitals have a private access to an internet platform where survey results are continuously updated 

and verbatims left by patients are available in a timely manner. Results can be obtained at service 

level. An annual report provides information on response rate, completeness of questionnaires, age 

and gender distribution, aggregated results on a national level a global score and scores for each 

dimension and detailed results per question (percentage of most positive answer). Scores for each 

hospitals are published on a website (scope-santé.fr) to compare performance of hospitals including 

patient experience and other indicators. Scores are also used for hospital accreditation and a pay for 

performance scheme. 

 

Types of patient experience measures implemented 

Two measures have been implemented: the e-SATIS MCO48 (inpatients) starting in 2016 and the e-

SATIS CA (ambulatory surgery) in 2018 a third (e-SATIS SSR rehabilitation) was expected to start in 

May 2020 but has been delayed to October 2020. The next survey in the pipeline is patient experience 

of patients hospitalized at home. After that, a survey in mental health is planned. 

 

Comments: 

Pros 

Thanks to the timely feedback and relatively precise survey questions hospitals can better identify 

areas for improvement or monitor interventions. The scores calculated can be used for hospital 

accreditation and for transparent publication of this quality of care indicator which allows patients to 

compare hospitals. The proportion of email addresses that is collected is considered satisfactory and 

so is the response rate. No regional differences have been observed although some patients are 

known to live in “white areas” with no internet coverage. It would be important that hospitals take 

advantage of the findings to improve quality of care. A qualitative survey could complete the national 

surveys. 

 

Cons  

Patients who do not have an e-mail address will not be included in this survey. Some 

sociodemographic groups (older patients or with insufficient language skills) are therefore not 

represented by this survey and the mean age of respondents is quite low. Surveying by smartphone 

was considered, to reach more patients but it turned out to be too expensive. Hospitals with a large 

proportion of patients unlikely to respond to an online survey are therefore not obliged to participate. 

For the rehabilitation survey, a large number of hospitals will therefore not participate. This issue 

could also be a barrier for implementation of other planned national surveys such as home 

hospitalization or inpatients in psychiatric clinics.  
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The questionnaire is considered to be too long and will eventually be adapted. However, the mean 

time to fill it out was only 11 minutes (12 minutes for patients over 50 years). 

 
Documents FRANCE: [54-61] 

HAS : Haute Autorité de Santé est une autorité publique indépendante (statut juridique) à 

caractère scientifique : mission évaluation, recommandation et certification/accréditation des 

acteurs de santé 

IQSS : indicateurs de qualité et de sécurité des soins 

PMSI : Programme de médicalisation des systèmes d'information : new system of activity-based 

payment for hospitals 

IFAQ : incitation financière pour l’amélioration de la qualité 
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6.4 Germany 

The German healthcare system is a universal multi-payer (public-private) system. It has statutory 

(compulsory) health insurance for those who make below a certain income and private health 

insurance available for those who earn more. Germany has a population of 83 million inhabitants. 

 

History of patient experience and satisfaction survey 

Since 2011, the non-profit foundation Weisse Liste has organized a generic inpatient experience 

survey (PEQ) among inpatients belonging to several (but not all) insurance companies. It covers a little 

less than half of the population. A specific questionnaire for maternity patients has been added in 

2016. In Germany, all hospitals are required to publish a structured quality report (structure 

information) with indicators for various aspects of available services (but no patient experience 

scores). On the Weisse Liste website the results from the inpatient survey are published, together with 

these indicators to allow patients and consumers to compare several aspects of the hospitals 

simultaneously. There are actually no plans to modify or refresh this survey but there is an initiative 

to add PROMs as a measure to compare providers. 

 

Aims and stakeholders involved: 

The aim of the inpatient surveys is to provide reliable guidance for insured patients as well as for 

hospital referrers by making comparable patient experience data throughout Germany available. 

Moreover, the feedback from the survey provides hospitals with information for their quality 

management at site or service level. The health insurance funds participating in the PEQ survey are 

thus fulfilling their legal obligation to transparently present the healthcare quality of providers for 

their policyholders and to provide constant incentives for quality improvement. 

 

Development of patient experience and satisfaction survey 

The questionnaire was developed by the Bertelsmann Stiftung in collaboration with the Verein 

Outcome in Switzerland. The development followed a four steps process to obtain a short 

questionnaire 

(0) Scientific research, preliminary project: feasibility study. 

(1) Selection and rough construction of content, dimensions and items  

(2) Qualitative testing and further development 

(3) Quantitative testing of the created questionnaires with a validated instrument 

 

The instrument 

The questionnaire contains 15 questions. There are four dimensions (medical care, nursing care, 

organization-service management, general satisfaction-recommendation) and 4 questions about the 

patient. Insurers may add questions of their own (up to five). 

 

Measurement procedures 

The survey is carried out over five survey cycles per year. The insurers organize the mailing of the 

paper questionnaire as well as the reminders 2-6 weeks after discharge of insured patients from an 



6  Appendix 2: Description for each country 

 
59 

accredited hospital. The anonymized data is forwarded to Weisse Liste electronically. Results are 

pooled with the nine preceding survey cycles (over two years) and updated scores are published on 

the Website of the Weisse Liste approximately two months later. A minimum number of 70 responses 

per hospital (50 per service) per two-year cycle is needed to publish the results on the hospital 

compare site. 

 

Score calculation 

The answers are transformed to scores 0-100. A general score is calculated using all questions and the 

four quality dimensions are calculated. The results published on the website are the pooled data from 

the last 10 survey cycles. Answers from psychiatric wards are not included in the general score for a 

hospital.  

 

Presentation and use of results 

The results are published on the website of the Weisse Liste where patients can compare the 

recommendation scores among hospitals, as well as results for individual themes or questions for 

overall recommendation. The hospital scores are presented together with information on structured 

quality indicators which hospitals are obliged to publish by law. A search function allows filtering 

hospitals within a geographic area according to their recommendation level. 

Each hospital can receive an automated report on their own results with details per service and 

longitudinal trends after each of the survey cycles. Means for three quality dimensions, overall 

recommendation and a general score is calculated. There is no national report on global results. 

Data is available for research projects upon request. 

 

Settings of patient experience and satisfaction measures implemented 

The PEQ is a generic questionnaire applied to all inpatients. A specific survey for maternity patients 

has been developed and implemented, first regionally and then nationwide (2017). No other patient 

experience surveys are planned for now, but there is a project to add an national PROM measure in 

the future. 

 

Comments: 

Pros 

Findings of the patient experience survey are published transparently in a very comprehensible way 

and easily accessible for patients and consumers. The questionnaire is short and easy to use for 

patients and no decline in return rate has been observed in recent years. The data is collected 

nationwide and useful for research. There is very positive feedback from patient organizations and 

according to studies, the findings correlate well with other quality indicators. It is a good measure that 

is well understood and accepted by patients. 

 

Cons 

Although the survey is conducted nationwide patients can only participate if they are policyholders of 

one of the participating insurance companies and some population groups or regions may be over- or 

underrepresented in comparison to the general population. The existence of this national survey could 

prevent or slow done the development of a national patient survey based on the entire population. 

The diagnosis of patients is not collected, this limits the use of these data for research projects. 
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Documents GERMANY: [12, 22, 62-67]  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Abbreviations 

Weisse Liste: is non-profit foundation with the aim to improve health care. Their Internet platform 

provides guidance in the search for healthcare providers (doctors, hospitals, nursing homes). It 

was founded in 2008 by the Bertelsmann Stiftung and several patient and consumer organizations 

The platform is free of adverting and based on scientific surveys. 

Berteslmann Stiftung is an independent foundation under private law based in Gütersloh related 

to the Bertelsmann-Konzern. Its projects are aimed at building a "society fit for the future 

BARMER is health insurance company with about 9 million insured 

AOK   Allgemeine Ortskrankenkasse 11 local health insurers with approximately 26.3 million 

insured, about a third of the population 

KKH Kaufmännische Krankenkasse is a health insurance company with 1.6 million insured 

ZDS : zentrale Datendienststelle in charge of evaluation the surveys  
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6.5 New Zealand 

The New Zealand health care system is government funded and available to all citizens. Public 

hospitals treat all permanent residents free of charge. To ensure the provision of health care and 

disability services to the population, 20 district health boards (DHB) were created, each within a 

defined geographical area. These DHBs receive funds from the government to organize and provide 

health care. NZ has a population of just below 5 million inhabitants. 

 

History of patient experience and satisfaction survey 

Until 2011, the Ministry of Health required DHBs to conduct mandatory inpatient surveys. The 

reliability and validity of those surveys was very limited. KPMG was mandated to elaborate 

recommendations for the implementation of a national survey. The first inpatient experience survey 

was implemented in 2014. The HQSC asked for a refresh of the adult inpatient survey in 2019/2020 to 

ensure that the information collected is relevant to patient experience. The contract for this was let 

to Ipsos. The review recommended moving towards a non-proprietary approach using questions from 

validated international surveys. The refresh process focused on improving survey participation of 

Māori and Pacific peoples. The revised questionnaire had to undergo a literacy and English level 

analysis to make sure it is well understood. Māori and Pacific patients are deliberately oversampled. 

 

Aims and stakeholders involved 

The aims are to enable the government to uphold accountability on national and at DHB level, and 

improve services at facility level. KPMG was in charge of developing the survey (2014-2019) and Ipsos 

of the refreshed survey (2020) in collaboration with representatives of the DHBs, consumer groups 

and the ministry of health. A Patient Experience of Care Governance Group provides independent 

advice on the ongoing management of the survey. 

 

Development of patient experience and satisfaction survey 

The Picker Principles were used (purchased) as a foundation for New Zealand’s approach to the 

measurement of patient experience. Four dimensions were selected and for each dimension, several 

items were identified to measure patient experience. A proof of concept was designed to find out if 

the survey system planned on a national level was feasible and affordable and the survey was tested 

in 4 DHBs. 

The new survey is based on items from internationally available surveys and was adapted to the 

context in New Zealand. A set of questions was developed to measure patients’ experience of 

«culturally safe care» to take into account different cultural views of Māori and other populations with 

different cultural backgrounds. 

 

The instrument 

The questionnaire, (the old and the new one) has four dimensions: Communication, partnership, 

coordination and physical and emotional needs. The (old) contains 20 patient experience questions, 4 

optional questions and several questions about demographic factors. The new questionnaire contains 

the same four dimensions but includes a few more items, but it is still being adapted while it is already 

implemented at a national level. 
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Measurement procedures 

The inpatient survey is carried out each quarter for 2 weeks or more. A sample of 400 patients for 

each DHB is contacted by (in order of priority) email, SMS (text) or paper, 9 days after the end of the 

survey period (9-23 days after discharge). A reminder is sent to non-responders and survey links close 

after 21 days. The system reports are available about 1 month later. 

 

Score calculation 

Responses are transformed to scores from 0-10 and scores for dimensions are calculated and weighed 

for age and gender to adjust results to the eligible population structure. Results are presented as run 

charts over time, measures are presented by quarter. For the last survey version, results are presented 

over 5 years from 2014 to 2019. 

 

Presentation and use of information 

Survey responses data is published in the national reporting portal and as a downloadable report. The 

public has access to an interactive table were results of a chosen DHB can be compared to a national 

mean. Comparisons between DHB are possible but not recommended. The survey is designed to 

encourage local improvement and provide four national indicators by DHB through the score of each 

of the dimensions. The new survey will still compute these scores but more emphasis will be put on 

scores of individual items. The public has access to these DHB level results. Each DHB will receive a 

data file for further analysis and use the information for internal purposes, in particular the comment 

fields. The Commission and the survey provider will perform additional analysis to determine on which 

areas a particular DHB should focus their efforts of improvement to have the highest impact on. 

 

Settings of patient experience and satisfaction measures implemented 

In addition to the adult inpatient survey the HQSC conducts a primary care survey for adult patients 

which provides information on primary care experience and the management of care between general 

practice, diagnostic services and specialists and/or hospital staff. 

 

Comments: 

Pros 

Quarterly measurements has some of the advantages of continuous measurements: The presentation 

of results in run charts can help to identify punctual problems. The number of dimension is limited to 

a manageable number of four. The new questionnaire was developed to be better adapted to all 

cultural population groups in New Zealand. The questionnaire is designed to be understood by 

patients who do not have a very high literacy level or do not speak English very well. The SMS mode 

to send the questionnaires expands the target population to those who have no Computer but a smart 

phone. 

 

Cons 

Online mode of distribution may leave out a part of the population from responding to this survey. 

Public available level of analysis at DHB level but not at provider level is not very useful for patient 

information who may not have access to other DHBs. 
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Documents NEW ZEALAND: [68-74] 

 

 

 

Abbreviations 

HQSC : Health Quality & Safety Commission New Zealand: Mesures and publishes information 

about the quality of health care and compares health care services across New Zealand. The HQSC 

is responsible for coordinating improvement programmes across a range of safety and quality 

topics 

DHB: District Health boards: organizations providing health and disability services to populations 

within a defined geographical area. There are 20 DHBs in NZ 

KPMG: a New Zealand partnership and member firm of KPMG “International Cooperative” 

Ipsos : Public opinion and market research company 

DCP: data collection portal 
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6.6 Canada 

Canada’s health care system is a universal government-funded health system. Most services are 

provided by the public sector and the remaining ones by the private sector. The provinces (10) 

administer the health coverage systems and territories (3). The central government sets national 

standards through the Canada Health Act. Canada has a population of 37.6 million inhabitants 

 

History of patient experience and satisfaction survey 

Accreditation requirements introduced in 2013 oblige acute care institutions to measure and report 

patient experience surveys at least once per 4-year cycle. As a result, there has been a proliferation of 

survey instruments across the country to measure patient satisfaction and experience in various 

health care sectors. Some province-wide survey programs started as early as 2002. In 2011, the CIHI 

was mandated to develop a pan-Canadian acute care inpatient survey (CPES-IC). This survey has not 

yet been implemented nationwide but in various jurisdictions across Canada; actually, there are 6 

provinces participating or planning to participate in the survey. Other jurisdictions are in the process 

of implementing the CPES-IC and preparing to submit data to CPERS. 

 

Aims and stakeholders involved 

The aims are to assess health care experienced by patients to evaluate and improve patient 

centeredness of care and care initiatives, and to enable pan Canadian benchmarking and comparisons 

between regions and hospitals. The questionnaire was elaborated by CIHI in collaboration with IJ, 

Accreditation Canada the Canadian Patient Safety Institute and National, important stakeholders 

across Canada and collaboration with international research groups 

 

Development of patient experience and satisfaction survey 

The survey is based on the U.S.-based HCAHPS survey questions and methodology to facilitate 

international comparisons. To address key areas relevant to the Canadian context, some questions 

from existing surveys in Canada or other countries were added. These new questions were tested in 

cognitive interviews. A pilot test survey in English and French was carried out in three provinces. A 

procedure manual was developed to ensure a standardized approach to patient-centered 

measurements and reporting across the country. 

 

The instrument 

The questionnaire contains 22 questions form the HCAHPS survey and 19 additional questions 

appropriate for the Canadian context. Seven questions to collect socio-demographic information 

about the patient were included. Hospitals may add up to 10 questions of their own. 

 

Measurement procedures 

Measurement procedures are specified in a manual to standardize data collection. Some requirements 

are mandatory while others are recommended. The survey must be conducted during at least three 

consecutive months or longer, each jurisdiction determines when and for how long the survey is 

carried out. Inpatients will receive a questionnaire 48h -6 weeks after discharge through one of three 
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modes: postal mail, phone call or by e-mail. Data is collected and submitted to CPERS by hospitals of 

participating jurisdictions.  

 

Score calculation 

Results are displayed as proportions of answer-ratings: top box (most positive responses), middle box 

and bottom box (most negative responses). Results are adjusted for mode of survey (yet to be 

determined), and demographic factors (age and sex). Data is aggregated over one fiscal year and 

updated twice a year.  

 

Analysis and presentation of use results 

The CPES-IC has been implemented in a staged approach. A first large scale report has been released 

in Canada in April 2019. The report highlights patient experiences collected at the national level and 

at the regional level for the five participating provinces. A public reporting of results at facility level is 

planned for 2022. A secure online tool is available for hospitals, which gives them access to 

comparative results for more than 240 acute care hospitals on 23 patient experience measures. 

Capacity building is planned to assist policy makers and quality managers to use the findings of the 

survey to improve quality of care. The survey was designed to support quality improvement and 

benchmarking across Canada. Facility level results are weighted and, adjusted for case mix and will be 

adjusted for mode of distribution. 

 

Settings of patient experience and satisfaction measures implemented 

For instance, only a survey for acute inpatients is available, but there is some interest in other sectors. 

A survey about patient transition between services is a key goal, but also surveys in pediatrics, 

emergency care, long-term care, psychiatric care and primary care are considered.  

 

Comments: 

Pros 

For about 20 questions, international comparison of findings is possible (HCAHPS questionnaire). The 

survey is built up in a step-by-step way over several years which allows a careful planning and 

adaptation of methods used. The project is not limited to just measuring patient experience. It 

encompasses capacity building to make sure findings of the surveys are fully exploited by the quality 

managers to improve quality of care and by policy makers to take the appropriate decision according 

to the findings, because the key issue is to amplify the voices of patients and how they can be helped 

to improve their own care. 

 

Cons  

Survey procedures include requirements and recommendations. Jurisdictions have autonomy to 

decide whether and how to apply the recommended measurement procedures. For example, the 

survey may take place during three months in fall in one jurisdiction and year-round in another or 

survey may be mandatory for all hospitals or not. Standardization of procedures is thus somewhat 

limited. Comparability between regions may be affected to a certain degree by these differences, but 

the key issue of this survey is to improve quality of care, not health system accountability. There are 

so far no efforts to increase online participation to the surveys. 
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Documents CANADA : [15, 75-80]  
 
 

Abbreviations 

CPES-IC Canadian Patient Experience Survey Inpatient Care  

CIHI Canadian Health Information Institute is a government-controlled not-for-profit Crown 

corporation that provides comparable data that are used to accelerate improvements in health 

care health system performance and population health across Canada 

CPERS: Canadian Patient Experiences Reporting System  

IJ Inter-Jurisdictional Patient Satisfaction Group 

HCAHPS Hospital Consumer Assessment of Healthcare Providers and Systems (USA) 
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6.7 Denmark 

Denmark has a universal government funded health system available to all citizens regardless of their 

income or employment status. Costs are borne by public authorities, and high taxes contribute to 

these costs. Responsibility for the public hospital service rests with regional authorities (five regions). 

Denmark has a population of 5.8 million inhabitants. 

 

History of patient experience and satisfaction survey 

In 2000 a first Nationwide Study of Patient Experiences (LUP) was implemented, however the concept 

has been continuously modified to improve and optimize the survey, take into account the wishes of 

different stakeholders and patient organizations and to adapt the survey according to new 

technological developments. From 2009 onwards, the LUP was conducted as an annual nationwide 

survey of patients’ experiences among both inpatients and outpatients. Starting 2021, a new, much 

shorter questionnaire will be implemented as a continuous year round survey. Surveys for other 

health sectors have been implemented. LUP Psychiatry (2005), LUP Maternity (2012) and LUP 

Emergency Reception (2014). 

 

Aims and stakeholders involved: 

The aims are to identify and compare differences across the country in patients’ experiences for 

selected themes, to follow patient experience data over time, provide data for quality improvements, 

and monitor policy actions. The stakeholders Involved include representatives from the different 

regions, the ministry of the elderly and patient organizations.  

 

Development of patient experience and satisfaction survey 

The questionnaire is developed, tested and applied by KOPA. Working groups with different 

stakeholders develop the questionnaire. It is then tested with patients in several hospitals in the five 

regions. The patients fill out the questionnaire and are interviewed afterwards. A pilot study is 

organized. For the new survey a pilot study is under way and the survey will be implemented from 

November 2021 onwards. 

 

The instrument 

There are two questionnaires for inpatients: for planned admission and for unplanned admission. Part 

of the questions are identical. There are 9 dimensions (till 2019) and an overall satisfaction question. 

Each year there are additional questions about a chosen theme that changes every year. There are 

about 44 questions including several text fields.  

The new questionnaire will be much shorter but regions and hospitals will be able to add questions 

out from a pool of approved questions. The goal is to have a continuous survey to get timely feedback 

to hospitals so they can improve quality of care. 

 

Measurement procedures 

Until 2020, the survey was carried out once a year over three consecutive months, August to October. 

Patient data is extracted and a sample for each group is randomly selected. The sample size has to be 

at minimum 400 per ward or up to 1200 if several wards are combined together. Questionnaires were 
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sent by e-mail if an e- mail address is available and to others by postal mail. Reminders are sent after 

2-3 weeks. A registration number is used to link responses to age, gender, admission, and discharge 

data.  

The new survey will be implemented year-round. Measurement procedures will be precisely defined 

following the pilot study. 

 

Score calculation 

Results for individual questions are given as percentage of those who ticked the two highest 

satisfaction levels and  a  score is calculated for each dimension (scores from 1-5), taking into account 

all answered questions for a dimension if the patient has answered at least 50% of questions. To 

compare regions, hospitals and wards different significance levels are applied. Hospitals are classified 

as «the same» «lower» or «higher» than the national average. Longitudinal results are computed if 

there has been no change to hospital structure/wards and if the questions are still the same. Results 

are weighted for number of potential responders. 

 

Presentation and use of information 

A National report with results of the latest survey and longitudinal results is published each year. 

Longitudinal results for dimensions are presented for the last 3 years and proportions of individual 

questions are shown. Regional results are compared to the national mean. Hospital differences: the 

report shows how much difference there is among best and worst hospital (without giving names). 

Patients’ comments from the open questions are embedded in the report. 

The hospitals receive their results for internal use approximately 16 weeks after the end of the survey 

period and there are separate reports for individual wards/service. Results at the ward level can be 

compared to the national mean (above, below or in line with national result).  

A report on the specific theme of the year is issued separately.  

A methodology report gives details on methods of the current analysis, rate of respondents, and 

checks differences with non-responders. Furthermore, it explains how to interpret the results.  

With the new survey the national report 

 

The new LUP questionnaire 

The new LUP survey is currently tested in a pilot study it will be implemented in November 2021 as a 

continuous survey. The questionnaire consists of a core of 10-13 national key issues. Regions, hospitals 

and wards will be able to choose additional items that measure exactly the part of the patients' 

experiences that they are working on to improve. These local questions can be selected from a catalog 

of tested and approved questions. An annual theme will be added once the new survey is fully 

implemented 

 

Settings of patient experience and satisfaction measures implemented 

The LUP Somatik is for all inpatients (planned or unplanned admission) and ambulatory patients. 

Another survey is organized for emergency and yet another questionnaire for maternity patients and 

psychiatric clinics. The survey for psychiatric inpatients is somewhat different in that the paper 

questionnaires are handed out to the patients before discharge. A pilot study will explore the 

possibilities to implement the new survey with a much shorter questionnaire online.  
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Comments: 

Pros 

Most responses to questionnaire are online and the response rate is very high (always over 50%). The 

analysis down to service level is very precise. The new survey has a shorter questionnaire but is 

conducted year-round and all data from online responders will be used for digital reports sent to the 

hospitals at regular intervals so they will get prompt feedback and can take appropriate measures to 

make improvements. The hospitals can tailor the questionnaire for their own needs by adding 

questions out of a pool of approved items. The short questionnaire may appeal to patients who do 

not feel up to fill in a long complex questionnaire (foreigners or patients with low literacy level) 

 

Cons 

While the old questionnaire (-2000) was quite long with the additional theme each the new survey is 

very short and there are no composite measures or dimensions. There are no “about you” questions 

are asked, demographic data is extracted from hospital data. 

 
Documents DENMARK: [81, 82] 

 

Abbreviations 

LUP  Landsdækkende Undersøgelse af Patientoplevelser (Nationwide survey of patient experience) 

KOPA  Kompetencecenter for Patientoplevelser Competence Centre for patient experiences. KOPA 

handles the project management of LUP 

DEFACTUM   is part of Corporate Quality (a department in Central Denmark Region working in the 

fields of healthcare &social services) Its purpose is to create synergy between political level research 

and practice. 

Steering group for LUP: Takes the decisions concerning the LUP program. Includes representatives of 

stakholders, the ministry and patient groups 

CPI  Center for Patientinddragelse  Center for patient involvement (Capital region) 
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6.8 Netherlands 

The Netherlands reformed its health system in 2006 and introduced system of compulsory (social) 

insurance and managed (regulated) competition as a driving mechanism in a healthcare system. In 

order to make this competition work, consumers and other purchasing agencies require transparency 

and comparable information about health care providers. The Netherlands have a population of about 

17 million inhabitants.  

 

History of patient experience and satisfaction surveys 

The Consumer Quality Index (CQI) was introduced in the Netherlands in 2006 to measure patients 

experience with quality of care. The CQI is a standardized survey developed for specific sectors of 

health care based on CAHPS and QUOTE, the former for its objective questions methodology, the 

latter, developed in the Netherlands for questionnaires for specific conditions. A large number of 

rather specific CQI was developed, which were quite elaborate and had up to 92 questions. The length 

of these questionnaires was criticized as well as the difficulty to derive ideas for improvement from 

the very complex reports generated. The main organizer of the development of patient experience 

surveys in the Netherlands was the foundation Stichting Miletus. This foundation was later integrated 

into the Dutch umbrella organization for Dutch insurance companies (ZN). The focus changed then 

towards the development of PROMs and PREMs. The PREM MSZ described in this report is a survey 

for medical inpatients proposed by the umbrella organization for insurers and approved by the patient 

organizations. However, the hospitals use a variety of different questionnaires, the PREM MSZ is not 

applied by enough hospitals to compute a casemix corrected national benchmark, although the NZ 

tries to stimulate more hospitals to share their patient experience data on the website  

www.zorgkaartnederland.nl (voluntarily). A new PREM MSZ is being developed now. The only PREM 

used on a national level was PREM Mammacare until 2019.  

 

Aims and stakeholders involved: 

The aims are transparency to give patients a choice, quality of care improvement and better patient-

centered care, health care procurement for insurers and to control underperformers. Stakeholders 

involved in developing the CQIs, PREMS, and other patient surveys are patient organizations, insurers 

and health care providers, CKZ, Health ministry and research institutions (NIVEL).  

 

Development of patient experience and satisfaction survey 

Surveys (CQ-index) were developed for specific groups because research showed that patient groups 

differ in what they consider important. Therefore, different questionnaires were developed for 

different patient groups. The developments were financed by public funds, private funds (Asthma 

fund) health insurers (Strichting Miletus) and the providers themselves. A new guideline for 

development of much shorter PREMs was published in 2015 by the national institute NIVEL. The 

PREM_MSZ was developed based on the questions that are most important to patients. 

 

The questionnaire 

The PREM MSZ is a very short survey for medical inpatients. It has 7 core questions, one overall 

recommendation question, an open question and 4 demographic questions. The providers can add 
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their own questions, although it is recommended that not too many should be added. This survey can 

also be filled out on the ZoorgkaartNederlands website. It’s score is used on website to compare 

hospitals. 

 

Measurement procedures 

It is recommended to conduct the PREM_MSZ survey continuously year-round. As an alternative, 

hospitals may choose a point measurement. Every patient is approached to complete the survey, 

provided an email address has been registered and informed consent has been given. A minimum of 

200 completed questionnaires are required per health care provider per year. The questionnaire 

should be sent to the patients 2-6 weeks after discharge. If there is an insufficient number of patients 

this delay can be increased to up to 6 months after discharge. Patients may obtain a paper 

questionnaire if they request it. 

 

Score calculation 

Responses to questions of the PREM_MSZ are numeric. A general score is calculated and case-mix 

corrected according to the guidelines of the Manual of Requirements and Methods for the CQI 

Measurements. The implementation and responsibility lies with the research agency that conducts 

the national benchmark analysis.  

 

Presentation and use of information 

The global scores are published for each hospital on the ZoorgkaartNederlands website where it can 

be accessed by patients to compare providers. Hospitals have access to their own results, including 

the comments for the open questions and any additional results if they have added their own 

questions to the survey. 

 

Settings of patient experience and satisfaction measures implemented 

The CQIs exist for a very large variety of care situations (up to 40).They have been replaced now by 

newly developed patient experience and satisfaction surveys that apply to larger patient goups but 

are also developed for a variety of sub groups (Cancer, chronic care, birth care, among others). Only 

the PREM Mammacare was analysed on a national level until 2019. 

 

Comments: 

Pros 

The development methods of PREM surveys are well defined and standardized, and so are evaluation 

procedures. This was also the case for the CQ-Index surveys used some years ago. There are always 

many stakeholders included in the development of the questionnaires, including providers, insurers 

and patient organizations. 

 

Cons 

The information provided on the hospital compare site is very limited with only a general patient 

experience score. The hospitals use different surveys, there is no central or governmental institution 

or organization to implement or mandate a survey on a national level although there are certainly 

many appropriate surveys that have been developed. 
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Documents NETHERLANDS: [18, 83-91] 

6.9 Brief description of a few other countries 

ITALY 

In Italy, no national inpatient survey has been implemented yet. A population survey is administered by 

the National Institute of Statistics every five years to assess the patients’ satisfaction and their 

experience with health services. Each regional health care system receives information about the 

findings of this survey.  

Recently a new PREM initiative started in Tuscany; the MeS Laboratory at the Scuola Universitaria 

Superiore Pisa developed a patient experience and satisfaction survey conducted first in 2018 in 

Tuscany and an extension to other regions (Veneto and Umbria) is planned. The survey will then be 

used for benchmarking between hospitals and regions. The questionnaire contains about ≥30 items 

following the patient journey through the hospital stay. A general satisfaction question and an open 

question is included. The survey-mode is all-online, questionnaires are sent very soon after discharge 

to patients who have provided their e-mail address. The survey is conducted year-round and aims to 

provide the hospitals with very rapid feedback so quality managers can use the data for timely 

improvement of quality of care [92]. 

AUSTRIA 

In Austria there are many patient surveys focusing on different key areas and powered by providers or 

associations of providers on a regional or local level (Wiener Gesundheitsverbund, KABEG). Children 

and maternity sectors usually have different surveys. On a national level there have been inpatient 

survey in 2010 and 2015 and another was planned for 2020 but delayed because of the pandemic. The 

2010 survey addressed inpatients in 49 establishments in 7 regions and included about 99’000 

inpatients. 

The 2015 national survey was a cross-sector patient survey focusing on the processes between the 

outpatient and the inpatient care sector (hospital).The questionnaires were addressed only to patients 

who were registered as having an outpatient consultation (with a family doctor or specialist) prior to 

hospitalization [93]. The future, regular implementation of this survey is anchored in the agreement on 

the organization and financing of the health care system at the federal level in 2017. 

Abbreviations 

NIVEL Development and scientific foundation of measurements (CQ-index, PREMs) 

CKZ National organization for the assurance of customer experience measurements. 

Zorginstituut  Care institute Netherlands (government) 

ZN Zorgverzekeraars Nederland (programme quality of health insurers), the umbrella 

organizations of ten health insurers 

Patiënten Federatje  The Patient Federation represents over 200 patient organizations in the 

Netherlands  

ZorgkaartNederland  A website with hospital ratings where patients can also rate their provider 

HCAHPS : Hospital Consumer Assessment of Health Proceses and  Patients  

QUOTE : QUality Of care Through the patients Eyes, an instrument for measuring care quality 

(Gerteis et al)  
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BELGIUM 

In Belgium there is no national experience survey for inpatients, but there are two regional initiatives, 

one for each of the major language regions. 

The project ASPE (Attentes et Satisfaction des Patients et de leur Entourage) is a project set up by a 

private consultancy company BSM for the French speaking part of Belgium. The Walloon Ministry of 

Health supports this project. It aims to provide methodological support to participating hospitals, 

standardize the measurements in order to allow benchmarking between hospitals, provide comparative 

analytical data, and identify priority areas for actions to improve patients’ satisfaction and to exchange 

experiences of successful improvements [3]. The development of the questionnaire involved providers, 

health professionals and consultation with patients. There are generic but also specific patient 

experience and satisfaction surveys (pediatrics, maternity, and emergency). For some of these domains 

an annual benchmarking is performed for the participating hospitals. About 50’000questionnaires from 

40 hospital sites are analyzed annually. Benchmarking results are not available to the public.  

The Flemish Indicator initiative (VIP) aims to improve the quality of care by means of process and quality 

indicators [94]. Stakeholders involved are the Flemish government, physician associations, the Flemish 

umbrella patient organization, the scientific community and the health data registries. One of the 

domains included in the indicator set are the patient experience and satisfaction surveys. The Flemish 

Patient Platform (VPP) together with an academic center developed the surveys. Items were taken from 

36 validated questionnaires and a selection was made. The criteria were to be (i) applicable to Flanders, 

(ii) understandable and simply formulated. A list of questions was submitted to patients’ representatives 

who rated the importance of the questions from their point of view. The questionnaire was validated in 

a pilot study. The instrument for inpatients in acute hospital is largely based on HCAHPS and includes 

questions for the dimensions communication, coordination, respect, preparing stay, participation. It 

includes also general satisfaction/recommendation questions and demographic questions. There are 

two measurement periods per year, 48 out of 55 hospitals participated in 2017 [95]. The results (top 

box ratings) are published, together with other indicators on a website where the public can compare 

up to three hospitals simultaneously. 

AUSTRALIA 

Australia has a government funded health system. Responsibilities of health care services are divided 

between the Australian government, the six States, and two Territories. Given this division of powers, 

the abilities of a central actor to regulate or implement care quality programs are very limited. 

However, there have been various local developments of patient experience surveys. One of the best 

known is the statewide Victorian Healthcare Experience Survey (VHES), which has been administered 

since 2014 by Ipsos, mandated by the Victorian Agency for Health information (VAHI). Currently the 

program has been interrupted and is undergoing some reforms to make it easier to use the data for 

improvement of patient care. The survey is being redesigned to align it with aspects of care that are 

most important to patients and when the survey will be implemented again in 2021 data collection 

should be mostly online.  

On a national level, a survey has recently (2017) been developed for use on a national level: AHPEQS 

(Australian Hospital Patient Experience Question Set). This is a consistent tool for assessing patient 

experiences in the hospital sector in a way that can be fed back easily to providers. It is a short 

questionnaire with12 items about a person’s recent experience in a private or public hospital (or day 

procedure service), regardless of their condition or the type of treatment receivde. The questions cover 

a range of aspects of their care and experience—such as patient involvement, responsiveness to 

needs, clear communication, patient safety, and harm and distress. There is an implementer community 

for this survey, but no transparent publication of results. 
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INTERNATIONAL INITIATIVES 

The OECD has been leading the work on international comparisons of PREMs across its member states 

[96] with the help of its HCQI experts (Health Care Quality Indicator group. A framework for health 

system performance measurement was developed by the HCQI project. OECD recommendations for 

PREMs and PROMs were published in 2017 [11].  

PREMs in ambulatory care were measured for international comparison across 17 countries including 

in Switzerland, and published in the OECD series Health at a Glance in 2017 [97]. 

The Commonwealth fund has collected data through its International Health Policy Surveys, asking 

patients about their experience with health care in 11 countries. The WHO collected different 

dimensions of patient experience through the World Health Survey but these patient surveys are mainly 

population based and do not report on a specific and very recent patient experience. 

The PaRIS initiative (Patient-Reported Indicators Survey) has two main objectives: (i) standardize 

monitoring in patient-reported indicators for international benchmark in specific patient groups (cancer, 

heart attack, stroke etc) and (ii) develop new patient-reported indicators in critical areas of healthcare 

(chronic conditions) [3, 98]. 
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ENGLAND 

NHS Patient Experience Framework 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file

/215159/dh_132788.pdf 

 
Overview of Surveys 

www.cqc.org.uk/inpatientsurvey 

 

Picker 

https://www.picker.org/ 

 

Ipsos MORI 

https://www.ipsos.com/ipsos-mori/en-uk 
 

Overview of NHS surveys 

http://nhssurveys.org/surveys/ 

 

Full details of methodology of the survey and the results of inpatient surveys from 2002- 

http://www.nhssurveys.org/surveys/425 

 

NHS Survey programme 

http://www.cqc.org.uk/content/surveys 

 
Monitoring of hospitals by the CQC 

http://www.cqc.org.uk/content/monitoring-nhs-acute-hospitals 

 

Survey 2019: Brief summary and links 

https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey-2019 

 

Survey 2019: Statistical release:Survey longterm trends, quality of data, waiting list results, 

methodology etc 

https://www.cqc.org.uk/sites/default/files/20200702_ip19_statisticalrelease.pdf 
 

Survey 2019: Technical document : (How it is calculated) 

https://www.cqc.org.uk/sites/default/files/20200702_ip19_technicaldocument.pdf 

 

Survey 2019: Quality and methology 

https://www.cqc.org.uk/sites/default/files/20200702_ip19_qualitymethodology.pdf 

 

Survey 2019: Results by trust (excel files with details per provider) 

https://nhssurveys.org/data-library/ 

https://nhssurveys.org/all-files/02-adults-inpatients/05-benchmarks-reports/2019/ 
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2020 Adult inpatient survey 2020: all information and documents, development report, 

questionnaires in other languages, core questionnaire  

https://nhssurveys.org/surveys/survey/02-adults-inpatients/ 

 

Planning a patient experience survey 

https://www.health.org.uk/publications/measuring-patient-experience 
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USA 

HCAHPS webpage  https://www.hcahpsonline.org 

 

CMS Website about HCAHPS 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/HospitalQualityInits/HospitalHCAHPS 

 

AHRQ description on HCAHPS 

https://www.ahrq.gov/cahps/surveys-guidance/index.html 
https://www.ahrq.gov/cahps/surveys-guidance/hospital/about/adult_hp_survey.html 

 

Compare hospitals/ providers: https://www.medicare.gov/care-compare/ 

 

Factsheet 2021 

https://www.hcahpsonline.org/globalassets/hcahps/facts/hcahps_fact_sheet_march_2021.pdf 

 

Quality assurance guidelines  

https://hcahpsonline.org/globalassets/hcahps/quality-assurance/2020_qag_v15.0.pdf 

 
Calculation of HCAHPS Scores: From Raw Data to Publicly Reported Results 

https://www.hcahpsonline.org/globalassets/hcahps/technical-specifications/calculation-of-hcahps-

scores2.pdf 

 

Star ratings explained:  https://www.hcahpsonline.org/en/hcahps-star-ratings/ 

 

Technical Notes for HCAHPS Star Ratings 

https://www.hcahpsonline.org/globalassets/hcahps/star-ratings/tech-notes/october_2020_star-

ratings_tech-notes.pdf 
 

Reports (Tables), previous:  

https://www.hcahpsonline.org/en/summary-analyses/previous-summary-analyses-documents/ 

 

Latest Table (October 2020) 

https://hcahpsonline.org/globalassets/hcahps/summary-analyses/summary-results/october-2020-

public-report-january-2019-december-2019-discharges.pdf 

 

Patient mix adjustment report 2019 

https://www.hcahpsonline.org/globalassets/hcahps/mode-patient-mix-
adjustment/july_2019_mode--patient-mix-adj_pma.pdf 

 

Pay for performance links 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-

Programs/HVBP/Hospital-Value-Based-Purchasing 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS 

 

CAHPS Mental Health surveys 

https://www.ahrq.gov/cahps/surveys-guidance/echo/index.html 
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FRANCE 

Quality of care indicators: 

https://www.has-sante.fr/jcms/r_1500957/fr/indicateurs-de-qualite-et-de-securite-des-soins-iqss 

Inpatient survey 

https://www.has-sante.fr/jcms/c_2030354/fr/iqss-e-satis-mesure-de-la-satisfaction-et-de-l-
experience-des-patients-hospitalises#toc_1_1_1 

 

Results, also other health indicators 2020  : https://www.has-

sante.fr/upload/docs/application/pdf/2021-01/rapport_complet_resultats_campagne_2020_pdf.pdf 

 

Development and use of health care indicators : https://www.has-sante.fr/jcms/c_1021017/fr/iqss-

2019-travaux-sur-le-developpement-et-l-utilisation-d-indicateurs 

 

Manual for online platform where patient data is transferred to . https://www.has-
sante.fr/upload/docs/application/pdf/2018-05/manuel_utilisation_plateforme_multi_esatis.pdf 

 

National web-platform for hospitals (deposit data and access to results from survey and feedback) 

https://e-satis.atih.sante.fr 

 

Impact covid on the e-satis survey 

https://www.has-sante.fr/upload/docs/application/pdf/2021-

01/iqss_2020_analyse_impact_covid_esatis_2020.pdf 
 

Site for patients to compare hospitals : https://www.scopesante.fr/ 

 

Overview of e-satis 48MCO 

https://www.has-sante.fr/jcms/c_2030354/fr/ipaqss-2015-indicateur-e-satis-dispositif-national-de-

mesure-de-la-satisfaction-du-patient-hospitalise-48h-en-mco 

 

Report 2020 published in january 2021: https://www.has-

sante.fr/upload/docs/application/pdf/2021-01/iqss_2020_rapport_resultats_esatis48h_2020.pdf 

 
Report 2019 

https://www.has-sante.fr/upload/docs/application/pdf/2019-12/iqss_rapport_esatis48h_2019.pdf 

 

Pilot study rehabilitation 

https://www.has-sante.fr/jcms/p_3116928/fr/iqss-e-satis-ssr-experimentation-du-dispositif-de-

mesure-de-la-satisfaction-et-de-l-experience-des-patients-hospitalises-en-soins-de-suite-et-

readaptation#toc_1_1 

 

Rehabilitation national campaign 
http://www.departement-information-medicale.com/blog/2020/09/23/e-satis-en-ssr-cest-parti-des-le-
1er-octobre-2020/ 

 

Financial incentive for quality improvement 
https://solidarites-sante.gouv.fr/professionnels/gerer-un-etablissement-de-sante-medico-social/qualite-
dans-les-etablissements-de-sante-sociaux-et-medico-sociaux/article/incitation-financiere-a-l-
amelioration-de-la-qualite-ifaq 
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GERMANY 

Hospital compare website of Weisse Liste: 

https://www.aok.de/pk/uni/medizin-versorgung/krankenhaussuche/ 

 

Hospital compare website of insurer 

www.krankenhausnavi.barmer.de 

 https://www.barmer-kliniksuche.de/ 

 

Weisse Liste, find other documents on Survey 
https://www.weisse-liste.de/de/service/ueber-krankenhaussuche/versichertenbefragung/ 

 

Survey methods 

https://www.weisse-liste.de/de/service/ueber-krankenhaussuche/methoden/ 

 

Document download 

https://www.weisse-liste.de/de/service/ueber-

krankenhaussuche/versichertenbefragung/downloads/ 

 

Analysis of need of patients for information 
https://www.weisse-liste.de/de/service/ueber-krankenhaussuche/methoden/bedarfsanalyse/ 

 

Example of a clinic report 

https://www.manhagen.de/fileadmin/user_upload/TK_Zufriedenheitsbefragung_2015_2016.pdf 

 

Germany ad Rentenversicherung – Rentenbefragung 

https://www.deutsche-rentenversicherung.de/DRV/DE/Experten/Infos-fuer-Reha-
Einrichtungen/Grundlagen-und-Anforderungen/Reha-

Qualitaetssicherung/rehabilitandenbefragung.html 
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NEW ZEALAND 

General information Health Quality & Safety Commission New Zealand 

https://www.hqsc.govt.nz 

 

Overview of patient experience surveys 

https://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/patient-experience/ 

 

Inpatient survey 

https://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/patient-
experience/adult-inpatient-experience/ 

 

Latest release of survey summaries: 2020 

Survey information and methodology: 

https://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/patient-

experience/adult-inpatient-experience/survey-information-and-methodology/ 

 

New questionnaire: 

https://www.hqsc.govt.nz/assets/Health-Quality-Evaluation/PES/AHS-Qnaire-for-website-Feb-

2021.pdf 
 

System Level Measures Framework 

https://nsfl.health.govt.nz/dhb-planning-package/system-level-measures-framework 

 

DHBs Operational Policy Framework 

https://nsfl.health.govt.nz/accountability/operational-policy-framework-0 

 

 

HISO 10029:2015 Health Information Security Framework 
https://www.health.govt.nz/publication/hiso-100292015-health-information-security-framework 
 
 

Report about the redevelopment of the patient experience surveys (2021) 

https://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/publications-and-

resources/publication/4270/ 

 

Report about cultural safety and further development of the patient experience surveys 

https://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/publications-and-
resources/publication/4242/ 
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CANADA 

CIHI site 

https://www.cihi.ca/en 

 

About the survey 

https://www.cihi.ca/en/patient-experience/canadian-patient-experiences-reporting-system-

metadata 

 

First published results: 
https://www.cihi.ca/en/patient-experience/patient-experience-in-canadian-hospitals 

 

Canadian Patient Experiences Survey —Inpatient Care: Patient-Reported Experience Measures 

March 2019 (composite measures with questions presented) 

https://www.cihi.ca/sites/default/files/document/cpes-prem-preliminary-measures-table-april2019-

en-web.pdf 

 

About public reporting 

https://www.cihi.ca/en/patient-experience/canadian-patient-experience-data-facility-level-public-

reporting 
 

Dictionary manual for inpatient care data 

https://www.cihi.ca/sites/default/files/document/cpes_ic_dd_manual_en.pdf 

 

Methodology notes 

https://www.cihi.ca/sites/default/files/document/cpes-patient-experience-methodology-notes-

april2019-en-web.pdf 

 

Procedure manual  
https://www.cihi.ca/sites/default/files/document/cpes-ic-procedure-manual-2019-en-web.pdf 

 

Patient-Centred Measurement and Reporting in Canada. Launching the Discussion Toward a Future 

State. Canadian Institute for Health Information (CIHI) 2017 

https://www.cihi.ca/sites/default/files/document/visioning-day-paper-en-web.pdf 

 

Canadian Patient Experiences Survey Inpatient Care Procedure Manual. January 2019 

https://www.cihi.ca/sites/default/files/document/cpes-ic-procedure-manual-2019-en-web.pdf 

 

FAQ: Cana Patient Experiences Survey —Inpatient Care. February 2020 
https://www.cihi.ca/sites/default/files/document/cpers-inpatient-faq-en.pdf 

 

Questionnaire: 

https://www.cihi.ca/sites/default/files/document/patient_expsurvey_inpatient_en.pdf 

 

Public reporting: April 2019 CIHI released PPAtient Experience in Canadian Hospitals, its first analysis 

of pan-canadian patient experience data 

https://www.cihi.ca/en/patient-experience/patient-experience-in-canadian-hospitals 
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DENMARK 

Comment: links to www.patientoplevelser.dk  “patient experience” are redirected to 

https://www.regionh.dk/patientinddragelse 

www.patientoplevelser.dk 

 

Center for Patient Involvement 

https://www.regionh.dk/patientinddragelse 

 

Reports and results 2020 
https://www.regionh.dk/patientinddragelse/LUP/aktuel-undersoegelse/Sider/LUP-2020-

resultater_uge-11.aspx 

 

Reports 2018 

https://www.regionh.dk/patientinddragelse/LUP/resultater/Documents/2018/lup_somatik_2018_n

ational_rapport.pdf 

 

Report 2020 

https://www.regionh.dk/patientinddragelse/LUP/aktuel-undersoegelse/Sider/default.aspx 

 
Other national reports: 

https://www.regionh.dk/patientinddragelse/LUP/resultater/Sider/Tidligere%20unders%C3%B8gelse

r.aspx 

 

General information and history 

https://www.regionh.dk/patientinddragelse/LUP/Om-lup/Sider/hvad-er-lup.aspx 

 

Description (sort of a factsheet) of new survey, starting in 2021 

https://www.regionh.dk/patientinddragelse/LUP/Om-lup/Sider/Fremtidens-LUP.aspx 
 

Danish surveys in psychiatric settings 
https://www.defactum.dk/om-DEFACTUM/projektsite/lup-psykiatri/ 
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NETHERLANDS 

Federation pf patient organizations, approves PREMs for example the MZ, promotes and gives links 

to the hospital compare site (ZorgkaartNederland.nl) 

https://www.patientenfederatie.nl/ 

 

Umbrella organization of health insurers 

https://www.zn.nl/ 

 

Compare hospitals or other healthcare entities with patient experience, providers are encouraged to 
share their patientexperiences on this site  

https://www.zorgkaartnederland.nl/ziekenhuis 

 

kiesBetter.nl a site mentioned in quite recent literature actually redirects to 

https://www.zorginzicht.nl/servicepagina/kiesbeter 

 

Zorginstituut is responsible for making quality data of healthcare providers available 

https://www.zorginstituutnederland.nl/ 

 

Care Institute (Organizes the Collection of mandatory quality indicators) 
https://www.zorginzicht.nl/ 

 

Compare hospitals:  Satisfaction score obtained with a population based survey 

https://www.ziekenhuischeck.nl/ 

 

Nederlandse Vereniging van Ziekenhuizen (NVZ) Organization of Dutch hospitals are publishing 

population based survey on patient experience and satisfaction 

http://www.zorgimago.nl/    

 
PREMs 

https://www.meandermc.nl/patientenportaal/patienten/kwaliteit-van-zorg/mening-en-ervaringen-

van-pati%C3%ABnten/Wat-is-PREM-/ 

 

https://www.patientervaringsmetingen.nl/werkwijze/ 

 

https://www.patientervaringsmetingen.nl/ 

 

Criticism of QCI: 

https://www.zorgvisie.nl/kritiek-op-cqi-zvs012636w/ 
 
PREM for oncology patients currently available for hospitals on this site 
https://dica.nl/dcra/home 
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8 Appendix 4: Key persons contacted 

We are very thankful for the valuable discussions, with the different national experts on patient 

experience and satisfaction surveys listed below. These discussions, either through mail exchange, or 

videoconference allowed us to get a better insight into the different approaches and conditions of 

national patient surveys in other countries. 

Country Mode Name, position and affiliation 

NL mail Dr. Dolf de Boer, Program Coordinator  Care from the Patient 

Perspective / Programmaleider Zorg vanuit Patiëntenperspectief 

Barbara van Leiden Programma kwaliteit Zorgverzekeraars 

Nederland 

Austria mail Martina Lerchner, wissenschaftliche Mitarbeiterin Gesundheit 

Österreich GmbH 

G video 

conference 

Hannah Wehling, Senior Project Manager Weisse Liste 

Can video 
conference 

Cathy Dang,B.Sc., 
 Analyst, Canadian Patient Experiences Reporting System (CPERS) 

Tammy Anderson <TAnderson@cihi.ca 

Program Lead, CPERS and Special Projects 

Naomi Diestelkamp <ndiestelkamp@cihi.ca 

Program Lead, Performance Improvement and Capacity Building 

Reena Kudhail <rkudhail@cihi.ca  

Senior Analyst 

Mariam Bakshi MBakshi@cihi.ca 

Senior Analyst 

Canadian Institute for Health Information (CIHI). 
NZ mail Avril Macfarlane Survey Manager 

Health Quality & Safety Commission 

DK mail + 

video 

conference 

Mette Foged, Special Consultant, cand.scient.san.publ.Center for 

Patientinddragelse 

Line Holm Jensen Special Consultant in Evaluation and User 

Involvement at KOPA Aalborg University 

USA video 

conference 

mail 

Elizabeth Goldstein, Division director 

Bill Lehrman, HCAHPS lead 

Yoku Shaw-Taylor, program HCAHPS 
Christine Payne, program HCAPS 

F mail 

video 

conference 

IFEP (Institut français de l’expérience patient) 

HAS Marie-Thérèse Gloanec 
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9 Appendix 5: Abbreviations 

Countries 

 

ENG  England (as part of GB) 
USA  United States of America 

F  France 

G  Germany 

CAN  Canada 

NZ  New Zealand 

DK  Denmark 

NL  Netherlands 

 

Other abbreviations (see descriptions and tables for each country for more details in appendix 2) 
 

AHRQ    Agency for Healthcare Research and Quality USA  

AOK  Allgemeine Ortskrankenkasse, Insurance company G 

 

APU  Annual Payment Update USA 

 

BARMER Health insurance company G 

 

CAHPS  Consumer Assessment of Healthcare Providers and Systems USA 

 
CMS    Centers for Medicaid & Medicare Services USA 

CPES-IC Canadian Patient Experience Survey Inpatient Care CAN 

CIHI  Canadian Health Information Institute CAN 

CPERS  Canadian Patient Experiences Reporting System  CAN 

CPI  Center for Patientinddragelse, Center for patient involvement DK 

CQ-Index Consumer Quality Index NL 

CKZ  National organization for the assurance of customer experience measurements NL 

 

CQC   Care Quality Commission ENG 

CQUIN  Commissioning for Quality and Innovation payment framework ENG 
 

DEFACTUM Part of Corporate Quality  

 

DHB  District Health Boards NZ 

 

HAS  Haute Autorité de Santé F 

HCAHPS Hospital Consumer Assessment of Healthcare Providers and Systems USA  

HPT  HCAHPS project team USA 

HQSC  Health Quality & Safety Commission New ZealandNZ 

 
IFAQ  Incitation financière pour l’amélioration de la qualité  F 

IJ  Inter-Jurisdictional Patient Satisfaction Group CAN 

IPPS  Inpatient Prospective Payment System hospitals USA  

Ipsos MORI  A market research company ENG 

IQSS  indicateurs de qualité et de sécurité des soins F 
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KKH   Kaufmännische Krankenkasse Insurance company G  

KOPA  Kompetencecenter for Patientoplevelser DK 

KPMG   KPMG “International Cooperative” Company 
 

LUP  Landsdækkende Undersøgelse af Patientoplevelser (Pat experience survey) DK 

 

NHS  National Health Service ENG 

NHS Trust   An organizational unit within the National Health Service ENG 

NIVEL  Development and scientific foundation of measurements (CQ-index, PREMs) NL 

NQB  NHS National Quality Board ENG 

NQF    National Quality USA  

 

PEQ  Patient Experience Questionnaire G 
Picker  Picker institute Europe ENG 

PMSI  Programme de médicalisation des systèmes d'information F 

 

QUOTE  QUality Of care Through the patients Eyes NL  

 

Weisse Liste Non-profit foundation with the aim to improve health care G 

 

ZDS  Zentrale Datendienststelle G 

ZN   Zorgverzekeraars Nederland the umbrella organizations of health insurers NL 

Zorginstituut Care institute Netherlands (government)  
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10 Appendix 6: Presentation of survey results 

England 

Results can be accessed for each NHS trust separately on the website. Here is an example for the  

Hampshire Hospitals  NHS trust 

Scores are calculated by sections: 

 

 
Scores for trusts are calculated by individual question individual questions 

 

 
Results are presented in tables  

 
 
Time series are available 
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USA 

On the Hospital compare site one can choose a geographic area and choose hospitals for 

comparison. 

For each chosen hospital the patient survey rating (star rating) is available, along with other 

indicators such as services provided and what technical possibilities there are  

 

  
 

The patient survey rating is available in detail. The percentage of patients who have given the best 

rating is shown (top box ) 

 
 

On the HCAHPS site a series of different tables with actual and former results are available, for 

example results by state or by region. The tables are available for each period of time evaluated, 

always four quarters 
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France 

On the site 3 hospitals can be selected and compared. The comparison shows the patient 

experience score and other quality indicators. The patient experience score for each dimension 

can also can be viewed.  

 

 
 

A national report is published once a year. Global results are presented and commented. 

Distribution of age groups of participants is shown and global results for dimensions. 
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Germany 

On several sites of insurers and Weisse Liste hospitals can be selected and compared.  The general 

score is given together with the number of respondents and details show the means of the three 

dimensions and the overall satisfaction score. The national mean is marked with a black line. 
 

 

 
There is no national report but hospitals can request a report of their own results for each period. 

There they can find results comparing their own institution to others and the national mean of 
longitudinal results. 
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New Zealand 

The results are presented as control charts with the national mean line as comparison, for 

dimensions or individual questions. 

 
 

Below results for communication are presented for each DHB. They are colored in green when 

above the national level, in red when below, grey when and there were not enough responses  for 

a significance level and yellow when there is no significant difference. 
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Canada 

Canada has not yet published the results for individual hospitals, this is planned for 2022, but a 

national report was published for the year 2019. Here are some examples of overall /regional 

results and stratified evaluations. 
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Denmark 

The national reports present results at national and regional level, these can be aggregated to 

dimensions or for indivuîdual questions. There are tables with detailed results for each hospital, 

below a table with return rates. 

 

 
Below results for each questions ordered according to the mean score. 
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Netherlands 

The hospital compare list shows an overall rating and how many patients answered the 

questionnaires but there are no details given. The ratings for several years are shown and 

comments by patients for specific treatments are available. 
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11 Appendix 7: Questionnaires 

ENGLAND  (paper version)    

 
 
 



Questionnaire England 
 

 

 
 



Questionnaire England 
 

 

 



Questionnaire England 
 

 

 
 



Questionnaire England 
 

 

 
 
 



Questionnaire England 
 

 

 



Questionnaire England 
 

 

 
 



Questionnaire England 
 

 

 
 
https://nhssurveys.org/wp-content/surveys/02-adults-inpatients/02-survey-
materials/2020/Core%20questionnaire.pdf 
 
 
 
 
 



Questionnaire USA 
 

 

USA 

 

 



Questionnaire USA 
 

 

 



Questionnaire USA 
 

 

 
 
 
 



Questionnaire USA 
 

 

 
 



Questionnaire USA 
 

 

 
 
https://hcahpsonline.org/globalassets/hcahps/survey-instruments/mail/qag-v16.0-
materials/2021_survey-instruments_english_mail.pdf 
 
 
 



Questionnaire France 
 

 

FRANCE 

 
 



Questionnaire France 
 

 

 



Questionnaire France 
 

 

 
 



Questionnaire France 
 

 

 



Questionnaire France 
 

 

 
 



Questionnaire France 
 

 

 



Questionnaire France 
 

 

 
 
 



Questionnaire France 
 

 

 
 



Questionnaire France 
 

 

 
 
https://www.has-sante.fr/upload/docs/application/pdf/2015-07/e-
satis_questionnaire_campagne_2015.pdf 
 
 



Questionnaire Germany 
 

 

GERMANY 

 

 



Questionnaire Germany 
 

 

 
 



Questionnaire Germany 
 

 

 
 
 
 
 
 
 



Questionnaire New Zealand 
 

 

NEW ZEALAND 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 
 



Questionnaire New Zealand 
 

 

 
 



Questionnaire New Zealand 
 

 

 
 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 
 
 
 
 
 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 



Questionnaire New Zealand 
 

 

 
  
 
 
 
 



Questionnaire Canada 
 

 

CANADA 

 

 
 



Questionnaire Canada 
 

 

 



Questionnaire Canada 
 

 

 



Questionnaire Canada 
 

 

 



Questionnaire Canada 
 

 

 
 
 



Questionnaire Canada 
 

 

 



Questionnaire Canada 
 

 

 
 
 
 
 
 
 



Questionnaire Denmark 
 

 

DENMARK I 

Questionnaire as used in 2018. This questionnaire will be replaced in 2021 by a much shorter 

questionnaire (see Denmark II below) 

 Translated with Deep L/google translate 

Questionnaire for patients with planned admission to Hospital 

 

Answers: Likert scale: 

To a very large extent - to a great extent - to some extent - to a small degree -  not at al – don’t 

know 

 Or not relevant for me 

 

 

YOUR RECEPTION AT THE DEPARTMENT 

 
1 The staff was prepared for your arrival the department? 

2 Was there waiting time from the time you were supposed to be there until you had a bed ? 

If you arrived late, please answer "not relevant" 

 

3 Please write here if you have comments on the reception or suggestions for improvements: 

 

 

THE STAFF DURING YOUR ADMISSION 

4. Were the staff friendly and accommodating? 

5. Had the staff understood your medical history when discussing your illness/condition? 
6. Were you able to talk to staff about your care when you needed to?  

7. Were you able to talk to a doctor about your treatment when you needed to? 

 

If you did not need to talk to a doctor, answer "not relevant" 

 

 

STAFF INVOLVEMENT  

 

8. Did the staff ask about to your own experiences with your illness / condition? 
9. Did the staff give you the opportunity to participate in decisions about your examination or 

treatment? 

 

If you did not need to make decisions, please answer "not relevant" 

 

10. Did the staff (after your consent) give your relatives the opportunity to participate in decisions 

about your examination or treatment? 

11. Did you have conversations with the staff about how you can best handle your illness / 

condition? 

12. Did the staff take into account your needs when planning your discharge? 
13. Were you involved in making decisions about yours examination / treatment to the extent you 

needed? 

 

If you did not need to take decisions, please answer "not relevant" 

 



Questionnaire Denmark 
 

 

ERRORS DURING YOUR Hospitalization  

 

14. Did something go wrong during your hospitalization? Go to Q17 if not 
15. Please describe the error or errors you experienced 

Yes, I got one or several injuries because of the error 

Yes, the error could have resulted in injuries / injuries 

No 

. 

16 Did you get injuries or injuries from the error, or could the error be the cause for injuries or 

injuries in your opinion? 

 

BASIC CONDITIONS DURING YOUR HOSPITALISATION 

 
17. Was your need for food and drink covered?  

18. Was it silent enough to rest and sleep? 

19. Were your personal hygiene needs covered? 

20. Were your needs for pain relief covered? 

21. Were the department's premises clean? 

 

Anwers :  

• Not relevant for me 

•  To a very large extent 

• To a great extent 

• To some extent 

• To a small extent 

• Not at all 

• Don’t know 

 

INFORMATION BEFORE AND DURING YOUR HOSPITALISATION 

 

22. Have you been informed before your admission about what should happen during your 

hospitalization?  

23. Was the oral information you received during the hospitalization, understandable? 

24. Did you get answers to the questions you asked while you were hospitalized? 
25. Did you get information about effects and side effects of the medication (including painkillers) 

you got while you were hospitalized? 

26. Were you continuously informed about the results of your treatment or examination? 

 

I INFORMATION REGARDING YOUR DISCHARGE 

 

27. Were you informed about what symptoms you should be aware of after your discharge? 

28. Were you informed about the further plan for your, for example in relation to follow-up and / 

or rehabilitation? 
29. Were you informed about to whom you could address your questions about your illness / 

condition and treatment after your discharge? 

30. Did you get information about effects and side effects of new medication you should take 

after your discharge? 

31. Please write here if you have been missing information in connection with your admission and 

discharge: 
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COOPERATION WITH HOME CARE / HOME NURSING / HEALTH NURSE 

 

32. Did you experience that the department and the municipal home care / home nursing / health 
nurse collaborated with your discharge? 

 

YOUR OVERALL IMPRESSION 

 

33. Did you get the information about your illness / condition and examination / treatment that 

you needed? 

34. Are you satisfied with the care you received? 

35. Are you happy with the treatment that you received for your illness / condition? 

 

36. Are you all in all satisfied with the process from when you became hospitalized until you were 
discharged? 

37. Have you previously been admitted for a consultation / examination, control, sampling, etc., 

with relation to this hospitalization 

It can be either the same or several different hospitals 

 

38. Did you experience that one doctor had a special responsibility for your total time of hospital 

care and / or outpatient visits?  

 

39. Was your total care process of hospital admission and / or outpatient visits (within the past 
year) well organized? 

 

If the process is not completed, please respond in proportion to what you have experienced so far 

 

40. Please write here if you think the department could do something better, or if the department 

did something particularly good: 

 

THEME QUESTION 2018: ABOUT « PATIENT RESPONSIBLE DOCTOR » 

 

41. Were you confident in your overall hospital stay? 
 

"Patient responsible doctor" is a scheme for some selected patients. The patient-responsible 

doctor is a person who has the overall responsibility and overview of your overall course. 

 

42. Have you heard of the "patient-responsible doctor" scheme? 

43. Did you have a "patient-responsible doctor" in during your hospitalization? 

44. Please write here if you have comments on your contact with the "patient-responsible 

doctor": 

 

 
Please return the form in the enclosed reply envelope. The postage is paid. Thank you for your 

participation. 
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DENMARK II 

This is the new questionnaire (LUP) for the national survey starting in November 2021: 

10 national core items, one of the questions is a comment field. The national items are largely the 

same across aLUP Acute care and LUP Emergency care. Most of these questions were already in 

the former questionnaire. (Translated with Deep L) 
 

National core questions- LUP Acute or LUP Emergency Room*  

Theme Question formulation 

Friendly and welcoming staff Were the staff friendly and welcoming? 

Involvement of the patient's 

understanding of the disease 
Did the staff ask for your description of your illness / condition? 

Involvement of the patient in 

decisions 

Were you involved in making decisions about your examination / 

treatment to the extent you needed? 

  

Answer "not relevant" if you do not need to make decisions 

Oral information Was the oral information you received during your visit understandable? 

Adequate information Did you get all the information you needed? 

Satisfaction with treatment 
Are you satisfied with the treatment you received for your illness / 

condition? 

Overall satisfaction Are you satisfied with your stay at the clinic? 

Security after visit 
Did the staff provide you with sufficient information to make you feel safe 

after the time of your visit? 

One physician with overall 

responsibility 

  

DO NOT ask this question in LUP 

Emergency room setting   

Did you find that one doctor took overall responsibility for your overall 

course of visits and / or hospitalizations?  

  

Answer "not relevant" if your visit is not part of a course 

Comment field 
Please write here if you think the outpatient clinic could do something 

better or did something particularly good 

Acceptable waiting time on arrival 

  

Ask ONLY in LUP Emergency Room 

Setting 

Was the length of the waiting time from the time you arrived until you 

were examined acceptable? 

 
* The questions shown are asked to patients with a visit to the outpatient clinic, the formulations are adapted when 

inpatients are concerned 

 

With the new questionnaire, regions, hospitals and wards will be able to add local 

items/questions that measure exactly the part of the patients' experiences that they are working 

to improve locally. 

It has not been decided yet how many local items can be added to the LUP core questions 
because the pilot study is still ongoing 
 

                                                           
a LUP Acute has  three sub questionnaires for planned hospitalization, unplanned hospitalization and outpatient clinic  
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NETHERLANDS 

PREM MSZ Questionnaire: Core set for publication on ZorgkaartNederland (Translation DeepL) 

 

 

 
General  
 
8. Would you recommend this healthcare provider to other people with the same condition or health 
issues? 
 

□  Yes 

□ No 

  No, not at all                           Yes, completely  

 1 2 3 4 5 6 7 8 9 10 NVT 

1. Did the care provider(s) 
listen to you properly? 

           

2. Was the explanation 
given by the caregiver(s) 
understandable? 

           

3. Did you have 

confidence in the 

expertise of the health 

care provider(s)? 

           

4. Were you told the pros 
and cons of the treatment 
or surgery? 

           

5. Did you and the health 
care provider(s) 
determine what care or 
treatment you would 
receive? 

           

6. Was there good 
cooperation between the 
health care providers at 
the hospital or clinic? 

           

 
Very bad                                                                                                                                  very 

good 

 1 2 3 4 5 6 7 8 9 10 NVT 

7.  How do you rate the 

(preliminary) effect of 

your treatment? 
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9. What are you very satisfied with in terms of the provision of care? What could be improved in the 
care provided? 
 
Your answer to this question will be given anonymously to the hospital. Do not use names of 
healthcare providers. 
 

 
About Yourself 
 
10. What is your age? 

□ Younger than 16  

□ 16 to 24 years 

□ 25 - 34 years 

□ 35-44 years 

□ 45-54 years old 

□ 55 to 64 years 

□ 65 to 74 years 

□ 75 years to 84 years 

□ 85 years or older 

 
11. What is your gender? 

□ Male 

□ Female 

 
12. What is your highest completed education?  

□ An education completed with a diploma or sufficient certificate.  

□ No education (primary education not completed) 

□ Primary education (elementary school, special primary education)  

□ Primary or preparatory vocational education (such as LTS, LEAO, LHNO, Household school, VMBO)  

□ Secondary education (such as MAVO, (M)ULO, MBO-short, VMBO-t)  

□ Secondary vocational education and professional guidance (such as: MKBO-long, MTS, MEAO, 

BOL, BBL, INAS) 

□ Higher general education and pre-university education (such as: HAVO, VWO, Atheneum, 

Gymnasium, HBS, MMS) 

□ Higher vocational education (such as: HBO, HTS, HEAO, HBO-V, kandidaats wetenschappelijk 

onderwijs) 

□ Scientific education (university) 

□ Other, namely:  

 
13. In general, how would you describe your health?  

□ Excellent 

□ Very Good 

□ Good 

□ Moderate 

□ Bad

 



 

 

 

 


