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Background: Questionnaires developed for patient evaluation of the quality of primary
care are often focussed on primary care systems in developed countries. Aim: To report
the development and validation of the patient evaluation scale (PES) designed for use in
the Nigerian primary health care context. Methods: An iterative process was used to
develop and validate the questionnaire using patients attending 28 primary health
centres across eight states in Nigeria. The development involved literature review,
patient interviews, expert reviews, cognitive testing with patients and waves of
quantitative cross-sectional surveys. The questionnaire’s content validity, internal
structures, acceptability, reliability and construct validity are reported. Findings: The
full and shortened version of PES with 27 and 18 items, respectively, were developed
through these process. The low item non-response from the serial cross-sectional
surveys depicts questionnaire’s acceptability among the local population. PES-short
form (SF) has Cronbach’s a of 0.87 and three domains (codenamed ‘facility’,
‘organisation’ and ‘health care’) with Cronbach’s as of 0.78, 0.79 and 0.81, respectively.
Items in the multi-dimensional questionnaire demonstrated adequate convergent and
discriminant properties. PES-SF scores show significant positive correlation with scores
of the full PES and also discriminated population groups in support of a priori
hypotheses. Conclusion: The PES and PES-SF contain items that are relevant to the
needs of patients in Nigeria. The good measurement properties of the questionnaire
demonstrates its potential usefulness for patient-focussed quality improvement
activities in Nigeria. There is still need to translate these questionnaires into major
languages in Nigeria and assess their validity against external quality criteria.
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Primary health care (PHC) is the first point of
contact to formal health care for the majority of
the world’s populace and also a key strategy for
achieving health in most countries of the world
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(World Health Organization, 1978; Starfield, 1998;
Starfield et al., 2005). In Nigeria, PHC centres
constitute about 90% of formal health facilities
and is the source of health care services to
the majority of the populace, especially in rural
areas (FMOH, Nigeria, 2012a). PHC provides
promotive, preventive, curative and rehabilitative
services through community health practitioners
(community health extension workers and
community health officers), nurses, midwives or
doctors who work in the different structural and
functional grades of health centres (FMOH,
Nigeria, 2012b). The development of PHC is
a key strategy in strengthening Nigeria’s health
system. In this regard, stakeholders recognise the
need to improve community participation and
ownership as one of its eight priority goals under
the national strategic health development plan
(FMOH, Nigeria, 2010). While this would ensure
that health services are more patient friendly
and socially relevant to the population (Van
Lerberghe, 2008), the involvement of patients
and the community in the planning, development
and management of PHC services is known to
result in improving responsiveness, utilisation,
quality, health outcomes and sustainability of
PHC (Crawford et al., 2002; FMOH, Nigeria,
2005; 2010).

Essentially, patients’ participation in health care
can be achieved through voluntary set-ups such as
health consumers’ groups or by giving special
attention to patients’ views during quality
improvement (World Health Organization, 2006).
For the latter, self or interviewer-administered
questionnaires are commonly used to elicit feed-
back from patients after an encounter with PHC
services (Wensing and Elwyn, 2002). These
questionnaires are either developed through more
extensive processes that are heavily dependent on
patients or shorter processes that rely on subject
experts (Fitzpatric ef al., 1998; Wensing and Elwyn,
2002; Streiner and Norman, 2008). Irrespective of
the above, draft items can be generated through
inductive, deductive or a rational combination of
both approaches (Hinkin, 1998; Streiner and
Norman, 2008). These are subjected to further
refinement, and possible psychometric validation to
determine important measurement properties such
as the internal structures, reliability and validity of
these questionnaires (Hinkin, 1998; Streiner and
Norman, 2008).
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Despite progress in the development and use of
valid and reliable questionnaires for assessing
patient experiences of PHC in many settings, only a
few have reference to settings in Sub-Saharan
Africa (Haddad et al., 1998; Baltussen et al., 2002;
Webster et al., 2011). Regrettable, no questionnaire
had been developed or validated for patient
evaluation of PHC in Nigeria. Furthermore, there
are difficulties associated with the wholesome
transfer of questionnaires across sociocultural and
practice settings. These could arise from faulty
translations, irrelevant contents or poor resolution
of semantic issues across cultures. Fielding a battery
of contextually relevant items in a questionnaire
intended for use by patients is necessary to
drive patient-focussed quality improvement, and
ultimately ensure that PHC services produce better
outcomes (Van Lerberghe, 2008). These arguments
reinforce the need to develop an appropriate
measure for assessing the performance and also
drive reforms in service delivery in the Nigerian
PHC setting. Patient involvement in all phases of
this questionnaire development would enhance its
potential utility in making PHC services more
socially relevant to present needs of the patients
and responsive to local practice context within
a rapidly changing world.

This research is thus aimed at using established
guidelines to develop a valid and reliable measure
for patient evaluation of PHC in the Nigerian setting.

Methods

Setting

Nigeria is constitutionally subdivided into
States, Local Government Areas, and Wards.
Nonetheless, the six geopolitical zones (three
each in the north and south of Nigeria) have
become major divisions in modern Nigeria as they
reflect greater homogeneity in culture, religion and
ethnolinguistic groups (Figure 1). The population
has an equal male to female ratio, an annual
growth rate of 3.2% and life expectancy at birth of
52 years (National Population Commission, 2006;
National Planning Commission/ICF International,
2014). The provision of formal health care to
Nigeria’s diverse geographic, linguistic, ethnic
and religious constituents are through primary,
secondary and tertiary facilities that are operated
as public or private institutions. Primary health
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South West

Figure 1

centres are located in a wide spectrum of
developmental setting including hard-to-reach,
rural, semi-urban and urban. Care recipients make
the decision on particular health facility to attend
and undertake initial visits often without prior
appointment. Payment for these services is pre-
dominantly out-of-pocket at the point of access
as only 3% of the population, including <2% of
women aged 1549 years enrolled in pre-payment
plan (World Health Organization, 2012;
Lagomarsino et al., 2012; National Planning
Commission/ICF International, 2014).

Development
A multi-phase, mixed methods research was
used in the development of the full and shortened
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Map of Nigeria showing its 36 states, the federal capital territory and the geographical zones

forms of patient evaluation scale (PES). The
iterative  development involving series of
independent research and subsequent revisions
were used in the generation of items, further
refinement and validation of the questionnaire
(Figure 2) as summarised below.

Phase 1: item generation

Items were generated from the review of relevant
literature and content analysis of 47 semi-structured
interviews with PHC patients. We undertook
a systematic review of studies on patients’ views
of PHC in Sub-Saharan African (Ogaji et al., 2015)
and a second review of measures developed for
patient evaluation of PHC globally. Studies
were identified through systematic searches of
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Figure 2 Phases in the development of the patient evaluation scale (PES). SF = short form.

Medline, CINAHL Plus, EMBASE and PsycINFO
databases.

The appropriateness, acceptability and measure-
ment properties of identified measures were eval-
uated based on recommended criteria (Fitzpatric
et al., 1998; Bowling, 2014). The adapted checklist
used in the assessment of these measures include
the following:

(a) Are contents relevant to Nigeria cultural and
practice setting?

(b) Are contents truly patient-based?

(c) Will the use of the instrument cause a high
burden to patients and administrators?

(d) Has the instrument been validated for use in
Nigeria?

(e) Has the instrument been validated for use in
Sub-Saharan Africa?

(f) Can the instrument measure the structure—
process—outcome dimensions of quality?
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(g) Are reports on reliabilities of all scales
adequate?

(h) Are reports on indices for assessing validity
adequate?

The qualitative interviews explored the expect-
ations of PHC patients and uncover items that
could be used as scales in a questionnaire to assess
patient experience of PHC in Nigeria. Maximum
variation technique was used to purposefully
recruit 47 patients based on the region of the
country they live in (north or south), their gender,
age (young, middle age and elderly) and health
needs (curative or preventative services). Inter-
view participants were visitors to four PHCs
in Rivers State and the Federal Capital Territory
in the southern and northern regions of Nigeria,
respectively (Figure 1). Eligible interviewees were
recruited from the stream of patients that visit
these health centres. The sampling technique was
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not intended to achieve representativeness
through equal probabilities but to ensure that the
views of a wide range of PHC visitors are captured
during the interviews. The verbatim transcripts of
voice recordings and researcher’s annotations
were analysed by content analysis and the coded
responses from this analysis were grouped into
concepts and categories.

Phase 2: face and content validity

Subject experts and patients are often involved
during the face and content validation of ques-
tionnaires (Fitzpatric et al., 1998; Streiner and
Norman, 2008). While face validity ensures that
items measure what they were supposed to, con-
tent validity assures that the new questionnaire
contains sufficient sample of items that are needed
to measure the construct of interest (Polit and
Beck, 2006; Streiner and Norman, 2008).

Face and content validation by experts. The
involvement of experts in the quantitative and
qualitative review of the content, style and clarity
of items in a questionnaire is a common practice
(Grant and Davis, 1997; Polit and Beck, 2006;
Campbell et al., 2009; Hernan et al., 2015). The
content validation of this questionnaire by local
experts was through a modified Delphi technique.
The process involved an initial quantitative rating
and estimation of some agreement indices among
six PHC experts with academic (two), practice
(two) and policy (two) backgrounds, and then
a qualitative examination of the remaining items.

The tasks of these experts were

(i) To rate each of the included items in the draft
questionnaire on a four-point relevance scale
(1 - not relevant, 2 — somewhat relevant,
3 — quite relevant, 4 — very relevant). Two
forms of agreement were then calculated from
this process:
(a) The inter-rater proportional agreement was
calculated as the item-level content validity
index (i-CVI) which gave the proportion of
convergence rating of 3 or 4 on any item. The
scale-level content validity index (s-CVI)
represented the average proportion of all
items rated 3 or 4 by these experts (Polit and
Beck, 2006). Items with i-CVI>0.78 were
considered quantitatively valid and relevant
in the questionnaire and so were retained.
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An s-CVI>0.8 shows that the questionnaire
contains an adequate sample of items needed
to measure the latent construct (Lynn, 1986;
Polit and Beck, 2006; Yaghmale, 2003).

The intra-class correlation coefficient (ICC)
for absolute agreement among multiple raters
was used to confirm that the calculated inter-
rater proportional agreement was higher
than what should be expected by chance
(Streiner and Norman, 2008). The ICC is
a more accurate measure of agreement than
the generalised x coefficients where observa-
tions are beyond the simple 2x2 agreement
(Streiner and Norman, 2008).

(b)

In addition to the quantitative assessment of the
content validity of the items, experts also ensured
that items were clear, comprehensive and feasible
for patients’ use. The conclusion of the activities
of these experts made it easy to operationalise
the final set of items in the questionnaire for
patients’ use.

Think-aloud session with patients. The ‘think-
aloud’ approach with PHC patients was found
suitable to ‘road test’ and further revise the ques-
tionnaire. In all, 20 adult patients visiting the Aluu
Health Centre in Rivers State were consecutively
given copies of the questionnaire while they were
with the researcher. They were instructed to
verbalise their thoughts on the clarity, appro-
priateness and comprehensibility of all the items
and instructions in the questionnaire.

Phase 3: quantitative pilot surveys

Two consecutive waves of cross-sectional
surveys were used to determine the question-
naire’s acceptability across population groups
and a more appropriate item response format as
described below.

Testing questionnaire’s acceptability. Survey
involved 200 consecutive regular patients recrui-
ted from the four centres in the north and south of
Nigeria where the qualitative interviews were
earlier conducted. Acceptability was assessed
across groups using indices such as

« response rate (proportion of sampled respon-
dents that returned the questionnaire)

« item non-response rate (proportion of indivi-
dual items in the questionnaire omitted by
respondents)
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» endorsement frequencies (distribution of
responses across the various response options)

« distribution characteristics of the scores (items
mean scores, standard deviation, skewness,
kurtosis and range)

« floor effect (proportion of respondents that
endorsed the lowest response option) and

« ceiling effects (proportion of respondents that
endorsed the highest response option) (Streiner
and Norman, 2008).

Items with >10% missing data or an uneven
distribution of responses across the various
response categories were further revised.

Testing response formats. The performance of
two response formats was tested during the
administration of questionnaire variants in
sequence to 322 patients attending Aluu Primary
Health Centre, Rivers State. Response formats
were either five-point Likert-type response format
(‘strongly disagree’, ‘disagree’, ‘neither agree nor
disagree’, ‘agree’ and ‘strongly agree’) or five-
point adjectival response format (‘poor’, ‘fair’,
‘good’, ‘very good’ and ‘excellent’). The outcomes
were response rate, missing items, questionnaire
scores, time of completion and ease of patients’
completion of the questionnaire (graded on 1-7
scale). The performance of these response formats
was compared using the

o The standardised mean difference (SMD) of
continuous measures such as item scores, time of
completion and patient grading of the
questionnaire.

o The odds ratios (OR) of proportions such as
items’ response rates and proportionate endor-
sement of floor and ceiling options.

Phase 4: psychometric validation

Although a minimum of 300 subjects are
recommended for either exploratory or con-
firmatory factor analysis (Comrey and Lee, 2013),
using larger sample size improves the chances of
the estimates of the standard errors and factor
loading being a true reflection of the actual
population values (Hinkin, 1998). A multistage
sampling technique was used to recruit 1680 reg-
ular visitors to 24 primary health centres located in
12 local governments across six states for this
cross-sectional validation study. This involved the
selection of a state from each geopolitical zone
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by simple random sampling. Stratified random
sampling technique was also used to select a pre-
dominant rural and urban local government area
(LGA) from selected States on the basis of remo-
teness, population and provision of essential ser-
vices. The process which was assisted by staff of
the ministry of health in these States saw the
selection of 12 LGAs. Two PHCs were selected
from each of these LGAs using a list of all PHC
facilities obtained from the Federal Ministry of
Health (FMOH, Nigeria, 2012a). Four of the 24
selected PHC centres were later replaced by others
closest to them as they were not functioning at the
time of the survey. Eventually, the 70 patients
allocated per facility were recruited through con-
venience sampling.

Quantitative field data were analysed using SPSS
version 20 (SPSS, 2011) with statistical significance
interpreted with P <0.05. Statistical techniques
were used to determine the internal structure of the
questionnaire (exploratory factor analysis); the
internal consistency reliability (Cronbach’s «);
the construct and criterion validities (findings of the
Pearson’s correlation coefficient and structural
equation modelling); and the acceptability (entire
questionnaire and item response pattern). These
procedures are explained below.

Internal structure. Principal component extrac-
tion method with varimax rotation identified linear
components within the scale and reduced items
into possible underlying dimensions. The Kaiser—
Meyer—Oilkin (KMO) normalisation and Bartlett’s
test of sphericity where indices that confirmed
if the sample size was adequate for factor analysis.
A re-analysis which included only items that had
eigenvalues > 1, factor loading >0.50 and a differ-
ence of 0.15 between factors was done (Streiner and
Norman, 2008; Field, 2013).

Acceptability. The various indices for assessing
acceptability (as defined and used in the earlier
quantitative survey) were reported for final items
in the questionnaire.

Reliability. Internal consistency which estimates
the degree of relatedness of all items in the ques-
tionnaire was determined by the Cronbach’s a.
Acceptable a should be >0.7 for the questionnaire
and its domains (Streiner and Norman, 2008).

Validity. Demonstrating latent or hypothetical
constructs can be problematic where there are no
clear ‘gold standards’ or referents. A series of
converging statistical tests used to demonstrate the


https://doi.org/10.1017/S1463423616000244

construct validity of this multi-dimensional ques-
tionnaire as explained below:

o The convergent and discriminant validities of
items and domains in this multi-dimensional
questionnaire were demonstrated from their
partial correlation coefficients (Campbell and
Fiske, 1959; Streiner and Norman, 2008). We
examined if items within the domains (set of
items) in this multi-dimensional questionnaire
measure same or different constructs (domains)
and subsequently explored the relationships
between these domains and the entire question-
naire. Items defining latent or hypothetical
constructs are expected to correlate significantly
more with a domain they are theoretically
associated with, than with other domains in
the scale. Convergent validity is supported if
(a) Cronbach’s a for each domain or entire
questionnaire is >0.7, (b) there is moderate to
high correlation between entire questionnaire
and its domains (>0.4), (c) there is moderate to
high correlation between item and entire ques-
tionnaire (>0.4), (d) the item-item correlation
within domain is >0.2, (e¢) the Cronbach’s a of
a particular domain is substantially higher than
its correlation coefficients with other domains.

« The Discriminant validity is similarly supported
with the moderate correlation between domains.
This indicates that they measure distinct aspects
of the same constructs (Campbell and Fiske,
1959; Ware and Gandek, 1998; Streiner and
Norman, 2008).

The construct was further demonstrated by
the questionnaire’s ability to discriminate scores
between the group. Construct validity is supported,
if in line with a priori hypothesis, female patients
or those with better self-rated health status, are
associated with significantly higher evaluation scores
(Al-Mandhari et al., 2004; Baltaci et al., 2013). The
relationship between evaluation scores and these
explanatory variables were examined using
structural equation modelling from regression
analyses.

The correlation between the short-form
(PES-SF) and full PES (PES before psychometric
validation survey), patients’ general satisfaction,
willingness to return or recommend the centre
to friends, was conducted to demonstrate the con-
current validity of PES-SF (Fitzpatric ef al., 1998;
Ramsay et al., 2000; Webster et al., 2011).

https://doi.org/10.1017/51463423616000244 Published online by Cambridge University Press

Development and validation of PES 167

Ethics and permission

The ethics committee at the University of
Manchester (ref no. 14280) granted approval for
this study. Permissions were obtained from the local
ministries or PHC boards in Rivers, Benue, Lagos,
Adamawa, Bayelsa States and from participating
local government councils in Anambra, Kaduna
and the Federal Capital Territory. Eligible parti-
cipants in all phases of the research were out-
patients; aged >18 years; attended selected health
centres at least once in the preceding six months;
and gave consent to participate. Patients participa-
tion in all phases of the research was voluntary,
potential participants received detailed information
on the research and assurance of confidentiality
before giving signed consent. Each participant
later received 250 naira (c. £1) in appreciation
for the time they spent being involved in the
research.

Field assistants

Eight field assistants were trained at the com-
mencement of the research and these continued
with the team through the various phases of the
research. During the training, narrative accuracy
checks using health workers with dual linguistic
skills in specific locations were used in validating
translated data by team’s assistants who served
as interpreters during the qualitative interviews
and also assisted in the administration of ques-
tionnaires to less literary-skilled participants
during the various quantitative studies.

Results

Item generation

Most of the 23 identified measures had limita-
tions in their appropriateness for use in the Nigerian
PHC setting. In all, 27 of the 47 qualitative inter-
views were conducted in the north, 25 were with
female patients, and the English language was the
medium of communication in 25 interviews. Most of
the items (36 of the 39 items) in the draft ques-
tionnaire were generated from content analyses of
interview transcripts. The remaining items—patient
general satisfaction, the likelihood of return and
recommending friends and family members to
the centre, as well as patient sociodemographic
variables were extracted from available studies.

Primary Health Care Research & Development 2017;18: 161-182
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Face and content validity

In all, 25 out of the 39 items were rated relevant
by all experts; a further 12 by five of the six experts
while two were rated relevant by only four experts.
The calculated i-CVI ranged from 0.67 to 1.00 while
the s-CVI was 0.93. The ICC for absolute agreement
among experts of 0.93 [F(5, 190) = 15.1, P<0.001]
shows that the level of agreement among experts
was too substantial to have been due to chance. Two
items evaluating telephone access and staff punct-
uality with i-CVI<0.78 were deleted. In the
subsequent round, 12 items were considered not
feasible for accurate assessments by patients leaving
the questionnaire with 27 items under eight
domains. The instruction permitted patients to omit
items they consider not applicable to them as the
do not know/doesn’t apply response option was not
accommodated.

Further revisions were made after the ‘think-
aloud’ sessions and these included the addition of
timeframe to the first two items; reference made to
particular staff consulted in the facility in item 14;
making the style and clarity of the independent
variables clearer.

Quantitative pre-test

Respondents in the first quantitative pilot
survey were mostly female (87.4%), married
(91.9%), had consultations with nurses (54.8%)
and did not pay for the services they received
(63.7%). The mean response rate was 95% while
the item non-response rates were higher in the
last three items that had 11-point response format
(7.4, 15.8 and 6.7%, respectively) as well as
response to the question on age which was open-
ended (16.8%). The acceptability of items was
comparable across population groups in this
survey but there was a general aversion for
endorsing lowest points on the multipoint response
formats (mean = 2.0%, range 0-14.4) and a ten-
dency for endorsing the highest point (mean=
48.7%, range 32.2-71.1). Mid options in the 11-point
response format were also mostly redundant.
Subsequent revisions which were tested in the
subsequent experiments included the adoption
of five-point response format for all items and
creating age ranges.

The result of the research done to compare the
performance of two commonly used response for-
mats revealed that patients were 50% more likely
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(OR =1.54, 95% confidence interval (CI):
1.27-1.89, P<0.001) to respond to items with
adjectival response format than Likert-type
format. By contrast, mean item score was sig-
nificantly higher in the Likert-type variant (SMD
= 0.12,95% CI:0.08-0.17, P = 0.02). The decision
to trade higher item score for validity from
these evidence formed the basis for adopting the
adjectival response format for PES.

The full version of PES had 27 items which were
grouped into eight domains (facility, geographic
access, organisation, financial access, staff, waiting
time, consultation and benefits). In all, 25 items
had five-point adjective response format while the
remaining indicated duration in time spent coming
to the centre and waiting in the centre before being
attended to by the health providers. PES can be
completed in a mean time of 12.7 (£5.5) min while
patients’ grading of the ease of completing the
questionnaire on a 1-7 scale was 5.5 (SD=1.4).

Psychometric validation

From Table 1, more of the 1649 respondents that
returned the questionnaire were aged 20-29 years
(40%), female (73%), married (73%), perceived
their health status as at least good (78%).

Dimensionality

From Table 2, the principal component extrac-
tion method with varimax rotation and Kaiser’s
normalisation produced three domains (with five
items each). These were codenamed facility,
organisation and health care. The KMO of 0.88
and the Bartlett’s test of sphericity (y* = 7691.8,
df = 105, P<0.001) confirmed sample adequacy
for factor analysis. Scree plot (Appendix 1) shows
that this three-component solution explains
56.6% of the common variance of perceived
quality of PHC in Nigeria.

Acceptability

Acceptability measures across population
groups presented in Tables 3 and 4 show that
a response rate of 98.2% ranged from 84 to 100%
across facilities. There are minimal skewness and
kurtosis observed in the distribution character-
istics of item and domain scores. The charts of
the score distributions of items in the domains
and entire questionnaire show near Normal
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distribution (Appendix 2). The floor and ceiling
effects of items in the questionnaire presented in
Table 4 show a mean floor effect of 4.8% with a

Table 1 Respondents’ characteristics in validation survey
(n=1649)
Variables Descriptive (%)

<20 (11.2), 20-29 (40.6), 30-39 (33.3),
40-60 (12.3), >60 (2.6)

Male - 27.3

Currently single — 28.3

No formal education (11.8), primary
(19.1), secondary (42.8), post-
secondary (26.3)

No paid employment — 51.2

Christian (71.9), Moslem (27.2),
others (0.8)

Poor (3.5), fair (18.6), good (41.0),

Age stratum (years)
Gender

Marital status
Level of schooling

Working status
Religion

Perceived health

status very good (26.5) and excellent (10.3)
Payment for health  Free service (22.4), insurance (1.3), paid
care by self (51.1), paid by others (25.2)

North (50.2)

Lagos (16.6), Bayelsa (17.0),
Anambra (16.3), Adamawa (16.6),
Kaduna (16.7), Benue (16.8)

Professional Doctor (19.9), Nurse (56.6), CHP
consulted at facility (22.3)

Contact with centre <1 year (52.6)

Region of country
Facility location —
State

CHP = Community Health Practitioner.
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range of 0.9-14.2%. In addition, the mean ceiling
effect was 13.0% with a range of 4.9-19.1%. The
chart of the floor and ceiling effects of the various
items in the questionnaire are presented in
Appendix 3.

Reliability

The Cronbach’s a coefficient for the entire
questionnaire was 0.87 and for the facility, organi-
sation and health care domains were 0.81, 0.79 and
0.78, respectively (Table 4).

Validity

Items correlated more significantly with their
hypothesised domain (asterisked) than with other
domains (Table 4). Convergent validity is sup-
ported by (a) the high internal consistencies of the
domains and entire questionnaire; (b) moderate to
high correlation between domains and total scores,
item-domain (and domain-total) correlation >0.4;
(d) item-total correlation of >0.4; (e) domain’s
reliability coefficient (Cronbach’s a) being sub-
stantially higher than their correlation with other
domains. Similarly, discriminant validity was sup-
ported by (a) moderate correlation between
domains indicating their measurement of distinct

Table 2 Item loading during exploratory factor analysis?®
Number Item description Component
1 2 3

1 Adequacy of space in waiting area 0.72 0.04 0.21
2 Seating arrangements 0.79 0.13 0.21
3 Suitable temperature inside 0.70 0.25 -0.04
4 Attractiveness of centre 0.74 0.12 0.14
5 Neatness of facility 0.69 0.07 0.32
6 Ease of payment 0.20 0.18 0.55
7 Convenience of opening times 0.14 0.03 0.76
8 Staff receptiveness 0.18 0.26 0.75
9 Staff perceived capability 0.16 0.30 0.72
10 Relationship with staff 0.12 0.32 0.65
11 Promptness in service delivery 0.17 0.65 0.06
12 Safety of care 0.14 0.65 0.27
13 Consultation time 0.19 0.70 0.20
14 Health information 0.06 0.78 0.19
15 Clear communication 0.02 0.70 0.24

2 Principal component analysis with varimax rotation and Kaiser normalisation after excluding items
that did not meet recommended psychometric criteria on acceptability, factor loading, internal
consistency and homogeneity. The Kaiser-Meyer-Oilkin measure for sampling adequacy was 0.88
and the Bartlett's test of sphericity (> = 7691.8, df = 105 and P-value <0.001). Bold item load >0.5 and
the three subscales explained a total of 56.6% of the total variance of the construct.
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Table 3 Response pattern across population groups

Group variable Measures of acceptability across population groups

Response rate
[mean (range)]®

INRR in percentage Floor Ceiling
[mean (range)] [mean (range)] [mean (range)]

Region
North 98.5 (95.7-100.0) 1.2 (0.6-1.9) 4.9 (1.0-15.8) 9.4 (4.9-14.9)
South 97.9 (84.3-100.0) 1.8 (0.7-2.6) 4.6 (0.0-14.9) 16.6 (4.6-25.3)
Location
Urban 97.4 (84.3-100.0) 1.1 (0.4-1.9) 5.5(1.1-12.2) 12.2 (2.9-22.0)
Rural 98.9 (95.7-100.0) 1.9 (1.0-2.9) 4.0 (0.5-16.2) 13.8 (6.9-19.1)
State
Lagos 97.5 (94.3-100.0) 5.1(2.0-7.3) 10.9 (1.5-39.5) 20.3 (5.6-30.7)
Bayelsa 100.0 0.8 (0.0-1.8) 0.6 (0.0-3.2) 14.6 (3.6-39.6)
Anambra 96.1 (84.3-100.0) 5.2 (4.1-6.1) 2.8 (0.0-18.2) 15.1 (4.5-27.3)
Adamawa 97.9 (95.7-98.6) 3.9 (3.1-5.3) 3.9 (0.4-13.0) 14.3 (3.3-26.6)
Kaduna 98.6 (97.1-100.0) 2.2 (1.4-3.4) 4.3 (0.0-20.9) 6.4 (0.7-16.8)
Benue 98.9 (97.1-100.0) 2.1 (1.4-2.9) 6.6 (1.1-20.7) 7.4 (4.0-11.4)
Gender
Male - 1.4 (0.5-2.7) 6.1 (0.9-18.5) 12.7 (5.3-19.3)
Female - 1.4 (0.7-2.6) 4.3 (1.0-12.6) 13.1 (4.9-19.7)
Age group
Young - 1.2 (0.8-2.3) 4.6 (0.9-13.3) 13.1 (4.9-19.6)
Middle - 1.5 (0.0-4.0) 6.0 (0.5-18.5) 12.5(3.5-19.7)
Elderly - 1.2 (0.0-2.3) 5.5 (0.0-19.0) 11.2 (0.0-20.9)

INRR = item non-response rate.
2 Reported by health centre.

aspects of same constructs; (b) significantly higher
correlation between items and their hypothesised
domain than with other domains. The shortened
version of the questionnaire resulted from the
removal of nine items which did not attain ‘a priori’
criteria for factor loading and discriminant validity.

PES-SF questionnaire and domain scores could
differentiate population groups on the basis of
gender and self-rated health status. There was also
moderate to large correlation with PES, patients’
general satisfaction/likelihoods of returning/
recommending close friends and relatives to the
health centre (Table 5). The detailed contents of
PES and PES-SF are presented in Appendix 4,
respectively.

Discussion

Article summarised the development and valida-
tion of the patient evaluation scale developed
for use in the Nigerian PHC setting. The mixed
method iterative development involving literature
reviews, patient interviews, expert reviews,
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think-aloud sessions and waves of quantitative
cross-sectional surveys with PHC patients resulted
in the full form of the questionnaire. This full PES
was trimmed following psychometric validation to
provide three domains (with five items each) that
had acceptable good Cronbach’s a and showed
adequate convergent and discriminant validity.
This shortened version also showed significant
positive correlation with the full PES and other
single-item measures.

Comparing findings

Face and content validation ensured that ques-
tionnaire’s items and instructions were clear,
comprehensive and comprehensible to the patients
and this could potentially help to reduce
measurement errors (Nunnally et al., 1967). The
process of content validation permitted the
deletion of items that were conceptually irrelevant
and this also helps to ensure the content adequacy
of the questionnaire. From this initial process,
items evaluating telephone access and staff
punctuality were deleted. This is surprising as


https://doi.org/10.1017/S1463423616000244

Development and validation of PES 171

Table 4 Descriptive statistics and measurement properties of patient evaluation scale short form (PES-SF)

Properties Description of variable Domains Entire
questionnaire
Facility Organisation Health care
Descriptive No of items 5 5 5 15
Mean 49.81 60.89 56.92 55.69
SD 20.4 19.0 18.3 15.3
Skewness -0.04 0.04 0.06 0.06
Kurtosis -0.34 -0.65 -0.31 -0.07
% Floor (mean, range) 9.1 (4.6-14.2) 2.9(1.1-8.6) 2.5 (0.9-3.7) 4.8 (0.9-14.2)
% Ceiling (mean, range) 9.6 (4.9-19.0) 17.2 (14.1-19.1) 12.1(10.4-13.6) 13.0 (4.9-19.1)
Construct validity of Range of item loading® 0.51-0.63 0.55-0.76 0.65-0.78 0.51-0.78
subscale and scale® Range of item-subscale 0.53-0.69 0.44-0.67 0.46-0.67 0.46-0.60
correlation®
Range of item-other subscale 0.23-0.43 0.31-0.47 0.21-0.45 -
correlation?
Range of item-total correlation®  0.47-0.57 0.47-0.61 0.42-0.55 0.42-0.61
Cronbach'’s of 0.81 0.79 0.78 0.87
a, scale deleted 0.70 0.52 0.63 -
Item correlation with Adequacy of waiting area 0.59M* 0.34 0.23 0.47
various domains space (0.54)
and entire scale® Seating provisions (0.63) 0.69* 0.38 0.31 0.57
Internal temperature (0.51) 0.53* 0.24 0.29 0.44
Attractiveness of centre 0.62* 0.30 0.26 0.49
(0.56)
Cleanliness of centre (0.62) 0.59* 0.43 0.29 0.55
Ease of payment (0.55) 0.32 0.44* 0.36 0.47
Convenience of operating 0.32 0.55* 0.31 0.47
times (0.76)
Receptiveness by staff 0.37 0.67* 0.44 0.61
(0.75)
Staff perceived capability 0.35 0.64* 0.46 0.61
(0.72)
Relationship with staff 0.31 0.56* 0.47 0.55
(0.65)
Promptness in receiving 0.25 0.31 0.46* 0.42
care (0.65)
View on safety of care (0.65) 0.29 0.45 0.565*% 0.53
View on consultation time 0.31 0.42 0.59* 0.55
(0.70)
Health information (0.78) 0.24 0.40 0.64* 0.51
Clarity of information (0.70) 0.21 0.42 0.55* 0.47

@ Domain-total correlation coefficient (0.46-0.60), inter-domain correlation coefficient (0.36-0.54).

P Range of item loading, only items with eigenvalue >1 and factor loading value (FLV) >0.5 were included in the final
questionnaire.

°Range of corrected item and hypothesised domain correlation with relevant items removed from scale for correlation.
d Range of corrected correlation between item and other domains with relevant items removed from scale for correlation.
®Range of correlation between individual items in the domains and the total PES-SF questionnaire with relevant items
removed from questionnaire for correlation.

fCronbach’s a is the overall reliability of items in their hypothesised scales.

9Values in parenthesis are the FLV of individual item in the questionnaire.

hValues asterisked are the various item correlations with their hypothesised domains.

telephone access would have been accorded high developed for patient evaluation of PHC in
relevance in most other settings. For example, two European setting are meant to evaluate telephone
of the 23 items in the EUROPEP instrument, access (Grol et al., 2000). However, despite mobile
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telephone revolution in Nigeria, fixed business
lines still remain a rarity, expensive and fraught
with inefficiency (Adeoti and Adeoti, 2008).
Furthermore, currently organisation of PHC has
no provision for receptionists to manage telephone
calls to health centres.

During the initial quantitative survey, there
were more missing items, redundancies in the
midpoints of the response scale and ceiling effects
in relation to the use of 11-point responses
response format when compared with the five-
point response format. This finding which supports
earlier reports of higher variance and reliability
along with reduced bias with the use of five-point
response format (Streiner and Norman, 2008)
offered another opportunity to uniformly adopt
the five-point response format for PES.

Similarly, there was a reduction from 16.8 to
1.3% in non-response when age was changed from
open-ended to closed response format. This situa-
tion which either demonstrates patients’ unwilling-
ness to divulge information on actual age or poor
awareness on this by a large proportion of
respondents led to the creation of age strata in
the PES questionnaire.

In comparing two different response formats,
there was about a 50% higher chance of item
responses with the adjectival response format. The
adjectival response format is less commonly used
in questionnaires for patient evaluation of PHC
(Grol et al., 2000; Harmsen et al., 2005) than the
Likert-type response (Baker, 1990; Laerum et al.,
2004; Bjertnaes et al., 2011; Webster et al., 2011; Yang
et al., 2013). There is no report of any previous
comparison of the performance of these response
formats along criteria used in this study. Nonetheless,
our finding coupled with the fact that PES is more of
an evaluative than a discriminative measure, justified
the use of adjectival response format.

The validity of patient survey is enhanced by the
low level of item non-response and high response
rates to the questionnaire (Streiner and Norman,
2008). Both PES and PES-SF had mean item non-
response rate much lower than target limit of 10%
recommended for item deletion and questionnaire
response rate from the various quantitative
surveys were also very high (Streiner and Norman,
2008). High response rates are also commonly
reported with patients’ surveys in PHC across
Sub-Saharan Africa (Baltussen et al., 2002;
Oladapo et al., 2008; Oladapo and Osiberu, 2009;
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Udonwa et al., 2010; Ogaji and Etokidem, 2012)
when compared with other settings (Grogan et al.,
2000; Ramsay et al., 2000; Campbell et al., 2007,
2009; Bjertnaes et al., 2011; Bova et al., 2012;
Yang et al., 2013). While the impact of financial
incentives or mode of questionnaire administra-
tion on the response rate remains unclear, high
response to a questionnaire is indicative of
the extent respondents are willing and able to
complete a survey. The high level of acceptability
observed in the general population was also
demonstrated across population groups in the
series of quantitative surveys. This in part shows
that the questionnaire is suitable for use among
different groups and constituents in Nigeria’s
diverse population.

Questionnaires’ dimensions, reliability and
validity are often derived from psychometric
analyses (Rosnow and Rosenthal, 1996; Safran
et al., 1998; Campbell et al., 2007; Streiner and
Norman, 2008; Webster et al., 2011). The validity
of PES was assured by the process of content
validation using experts and patients; factor ana-
lysis and determination of domains (set of items);
high internal consistency of scale/domains; the
result of the convergent/discriminant as well as
the criterion-related validity testing.

We reported details of the measurement prop-
erties of this questionnaire following the validation
study. Previous measures have reported indices
such as internal consistency (Wolf et al, 1978;
Baker, 1991; Haddad et al., 1998; Safran et al., 1998;
Grogan et al., 2000; Ramsay et al., 2000; Meakin and
Weinman, 2002; Laerum et al., 2004; Mead et al.,
2008; Lee et al, 2009; Bjertnaes et al., 2011;
Halcomb et al., 2011; Webster et al., 2011; Bova
etal.,2012; Vukovic et al., 2012; Roland et al., 2013;
Yang et al., 2013), questionnaire’s response rate
(Baker, 1991; Safran et al., 1998; Grogan et al., 2000;
Ramsay et al., 2000; Meakin and Weinman, 2002;
Greco et al., 2003; Campbell et al., 2007; Bjertnaes
et al., 2011; Bova et al., 2012; Yang et al., 2013) and
divergent properties (Baker, 1991; Grogan et al.,
2000; Ramsay et al., 2000; Harmsen et al., 2005;
Lee et al., 2009; Halcomb et al., 2011). Less fre-
quently reported measures are floor and ceiling
effects (Safran et al., 1998; Campbell et al., 2007,
Bjertnaes et al., 2011), inter-item correlation
(Haddad et al., 1998; Meakin and Weinman,
2002; Campbell et al., 2007), item-total
correlation (Haddad er al., 1998; Safran et al., 1998;
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Table 5 Patient evaluation scale (PES) short form scores compared between patients’ groups and other scales

Predictor variable

Estimate (95% Cl)

Subscales

Facility

Organisation

Health care

Entire scale

Gender®

Self-rated health status®

Satisfaction

Return to centre
Recommend others
Original PES

4.91(2.72, 7.10)P***
5.39 (3.06, 7.73)P***
0.31(0.29, 0.36)%***
0.29 (0.26, 0.3)%***

0.37 (0.32, 0.42)%***
0.74 (0.72, 0.77)%***

2.54 (0.49, 4.59)*
8.82 (6.67, 10.97)***
0.49 (0.45, 0.53)***
0.47 (0.42, 0.51)***
0.52 (0.48, 0.56)***
0.80 (0.78, 0.81)***

2.25(-2.21,1.72)

11.68 (9.66, 13.70)***

0.43 (0.38, 0.48)***
0.41 (0.35, 0.46)***
0.44 (0.39, 0.49)***
0.76 (0.73, 0.78)***

2.40 (0.76, 4.04)***
8.63 (6.92, 10.34)***
0.51(0.47, 0.55)***
0.48 (0.44, 0.52)***
0.55 (0.51, 0.59)***
0.96 (0.96, 0.97)***

@Referent group in this univariate linear regression were males.

b B coefficient from univariate linear regression analysis.

°Referent group were those with poor/fair self-rated health status.
dPearson'’s correlation coefficient [95% confidence interval (Cl)], P-value: * <0.05, ¥** <0.001.

Campbell et al, 2007), inter-scale correlation
(Wolfet al., 1978; Safran et al., 1998; Lee et al., 2009),
questionnaire’s correlation with general satisfaction
(Haddad et al., 1998; Ramsay et al., 2000; Webster
et al., 2011), items’ response rate (Bjertnaes et al.,
2011; Yang et al., 2013), completion time (Safran
et al., 1998), inter-rater reliability (Harmsen et al.,
2005) and questionnaire’s correlation with existing
measure (Meakin and Weinman, 2002).

The 18 and 27-item versions of PES are easy to
administer and will be useful for evaluating the
structure, process and outcome quality dimensions
of PHC in the Nigerian setting. We anticipate that
practitioners and researchers would use these tools
to identify strengths and weaknesses along aspects
of PHC and to initiate patient-focussed quality
improvement. The PES-SF scores correlate highly
with those of the full PES and using the PES-SF
may increase respondents’ willingness and ease
of participation with attendant reduction in
administrator’s stress in collecting and processing
of data.

Strengths and limitations

The study strengths are underpinned by the
empirical approaches used to generate items, the
iterative design, consistent good measurement
performance of PES from the series of cross-
sectional surveys, multi-centre testing across
Nigeria, converging statistical proof of construct
validity, and the involvement of PHC patients in
all phases of development.
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There are limitations from the various research
methods applied in this study. For example, the
opinions of subject experts and patients involved
in various phases of PES development could vary
from others in the general population. Although
we found no report of the sociodemographic
characteristics of PHC users in Nigeria, the study
population varied markedly from the general
Nigerian population. Another threat to external
validity is the unavoidable use of non-probability
sampling techniques in the final recruitment of
subjects. The questionnaire is in English and some
were administered by bilingual research assistants
to patients who are not fluent in English. Despite
the training and validation of interpreted data
from these assistants, the use of interpreters in
multiple response questionnaire surveys can still
be problematic. Unfortunately, the responses
from the self-administered and interviewer-
administered questionnaires were not compared
to ascertain if there are bias arising from the use of
interpreters in multiple response questionnaires
like the PES. A common observation with the PES
is that though the wording of some items appear
unconventional to international subjects, they
are familiar to the Nigerian population.

The inclusion of empirically generated items in a
questionnaire could enhance the suitability of both
PES and PES-SF for patient-focussed quality
improvement. However, PES may also be suitable
for measuring some objectives of universal health
coverage (equity, quality and financial protection)
and also assessing some defining characteristics
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of PHC such as accessibility (geographic, financial,
organisational); comprehensiveness, preventive
focus, and effectiveness.

Conclusion

These multi-scale questionnaires were developed
through a multi-phase process that involved primary
care patients. PES fields a battery of items that cov-
ers important aspects of patients’ experiences of
PHC, has good measurement properties and con-
sistently high acceptability across different popula-
tion groups from the serial quantitative surveys. The
shortened form is quite reliable and showed ade-
quate convergent and discriminant validity. The PES
and PES-SF may be useful in practice and research
aimed at patient evaluation, comparing perfor-
mance, understanding trends and testing patient-
focussed improvements in PHC in Nigeria.

Future research will include investigating the
sociodemographic characteristics of local users of
PHC, translation of PES into major Nigerian
languages and subsequent validation of these
versions and further validation of PES against
external quality criteria.
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Appendix 2
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Figure A2 Score distribution for the domains and entire patient evaluation scale (PES) short form scale
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Appendix 4
THE PATIENTS’ EVALUATION SCALE (PES) FOR PRIMARY HEALTH CARE IN NIGERIA

| Please read before filling in this questionnaire |

Dear Client,
Thanks for accepting to participate in this survey.

This is a survey about you and your experience of primary health care. It is meant for only those who
had used this health centre at least once previously in the last 12 months.

Please provide honest information about previous experience of the health centre and your visit today.
Every question requires only one answer and you are required to leave out all questions you’re either
not sure about or are not applicable to you.

You do not need to think too long about your answers as your first answer will usually be your best. Also
you are to fill this questionnaire only after you have finished what you came here to do.

You answer each question by marking X in the box that best describe your opinion and then after
provide some information about yourself. If you have difficulty reading or require assistance when
completing this questionnaire, a member of the research team is available to help you.

The information you give is confidential and would not be shared with anyone else including your health
care provider, beside, no personal identifiable information will be collected from you. If you have any
problem and wish to speak to the principal researcher, you can do so with the contact details below this
instruction sheet.

Remember! You retain the right to withdraw your participation at any time.
Thank you for taking the time to complete this questionnaire.

FOR OFFICE USE
STATE
LGA
PHC ID
UR/RUR
PTID

A survey about your experience with your health centre

Please initial the box if you
agree with the statement

1. | confirm that | have read and understand the information sheet for the above
survey. | have had the opportunity to consider the information, ask questions
and have had these questions answered satisfactorily

2. | understand that my participation is voluntary and that | am free to withdraw D
at any time, without giving any reasonwithout my medical care and legal
rights being affected in any way

3. I understand that data collected during the study, may be looked at by other D
individuals involved in this survey or related authorities, where it is relevant
to my taking part in this research. | give permission for these individuals to
have access to my records.

4. | agree to take part in the above study D
Name of Participant Date Sgnature
Researcher Date Signature

Please complete both copies of this form and keep one for vour own records
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About yourself
1 How old are you? 7  Who attended to you today?
O Less than 20 years O A doctor
O 20 - 29 years O Anurse
O 30 - 39 years O A community health worker
O 40 - 60 years O Others (Please specify)
O More than 60 years
2 Are you male or female? 8 How would you rate your current state of health?
O Male O Poor
O Female O Fair
O Good
3 What is your marital status? O Very good
O Not married O Excellent
O Married

O widowed/Divorced
9 How long have you been visiting this health

4 What level of schooling did you complete? centre?
O None O Less than 1 month
O Primary O 1 month to less than 3 months
O secondary O 3 months to less than 1 year
O Intermediate (OND, HND, NCE) O 1 year to less than 3 years
O First degree (BSc, BA) O More than 3 years
O Higher degree (PG Diploma, Master, PhD
5 What work do you do? 10 How did you pay for the care you received here
O | am not working today?
O | am a homemaker (Housewife) O It was free (No payment was made)
O | am working for myself (Self-employed) O | have an insurance or pre-paid scheme
O | am working for the Government - O | paid with my own money
Federal, State or Local Government O | paid with money from other sources (e.g.
O | am working for a private company spouse, family, friends’ etc.)

O | am a student
O Others (Please specify)

6  Which of the following best describes your
religion?
O Christianity (includinGatholics and protestants)
O Islam
O African traditional religion
O Atheist/non-religious
O Others (Please specify)
O I do not want to disclose my religion
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Core items in Short form of Patient Evaluation Scale (PES-SF)

No  Question Responses
Your experience about this facility
1 How adequate is the space provided for patients and

visitors in the waiting area of this health centre? Poor Acceptable  Good Very good  Excellent
2 The seats provided for patients and visitors in the waiting

area of this health centre are? Poor Acceptable  Good Very good Excellent
3 The suitability of the temperature (heat/cold) inside this

health centre today is? Poor Acceptable  Good Very good Excellent
4 The attractiveness of the general environment of this

health centre is? Poor Acceptable  Good Very good Excellent
5 The neatness of this health centre today is?

Poor Acceptable  Good Very good Excellent

Your experience on how things are organised here
6 How would you rate your ability to pay for the care you

receive in this health centre? Poor Acceptable Good Very good Excellent
7 1In your opinion, the time this health centre is opened for

patients is? Poor Acceptable  Good Very good Excellent
8 The manner you were received by the staff during your

visit to the health centre today was? Poor Acceptable  Good Very good Excellent
9 The performance of the staff that attended to you today

was? Poor Acceptable  Good Very good Excellent
10 Generally, your relationship with the staff here is?

Poor Acceptable  Good Very good Excellent

Your experience on the healthcare you receive here
11 In your opinion, the length of time you waited before

receiving care from the staff today was? Poor Acceptable  Good Very good Excellent
12 In your opinion, the safety of the care you received from

this health centre is? Poor Acceptable  Good Very good Excellent
13 The length of time spent during your consultation with the

staff today was? Poor Acceptable  Good Very good Excellent
14 The information about your health and treatment you

received from the staff today was? Poor Acceptable  Good Very good Excellent
IS Your understanding of what the staff discussed with you

today was? Poor Acceptable  Good Very good Excellent
Your general opini.
16 Your general satisfaction with your encounter with the

health centre today is? Poor Acceptable  Good Very good Excellent
17 Based on your experience today, your chance of returning

to this health centre if the need arise in the future is? Poor Acceptable  Good Very good  Excellent
18 Based on your experience today, your chance of

recommending this health centre to your family, close Poor Acceptable  Good Very good  Excellent

friends and co-workers is?
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Core items in the full Patient Evaluation Scale (PES)

No  Questions Responses
1 In your recent visits, how would you rate the availability
of light (from public power or generator) in the health Poor Acceptable  Good Very good  Excellent
centre?
2 In your recent visits, how would you rate the availability
of water in the health centre? Poor Acceptable  Good Very good  Excellent
3 How adequate is the space provided for patients and
visitors in the waiting area of this health centre? Poor Acceptable  Good Very good  Excellent
4 The seats provided for patients and visitors in the waiting
area of this health centre are? Poor Acceptable  Good Very good  Excellent
5 The suitability of the temperature (heat/cold) inside this
health centre today is? Poor Acceptable  Good Very good  Excellent
6 The attractiveness of the general environment of this
health centre is? Poor Acceptable  Good Very good  Excellent
7 The neatness of this health centre today is?
Poor Acceptable  Good Very good  Excellent
8 How long did you spend coming from home to this Less than 10 to less 30to 1 to less More
health centre today? 10 than 30 less than 2 than 2
minutes minute than 60  hours hours
minutes
9 How would you assess your ease of coming down to the
health centre today? Poor Acceptable  Good Very good  Excellent
10 How would you assess your chance of meeting staff
whenever you come to this health centre? Poor Acceptable  Good Very good  Excellent
11 How would you rate your ability to pay for the care you
receive in this health centre? Poor Acceptable  Good Very good  Excellent
12 In your opinion, the time this health centre is opened for
patients is? Poor Acceptable  Good Very good  Excellent
13 The manner you were received by the staff during your
visit to the health centre today was? Poor Acceptable  Good Very good  Excellent
14 The performance of the staff that attended to you today
was? Poor Acceptable  Good Very good  Excellent
15 Generally, your relationship with the staff here is?
Poor Acceptable  Good Very good  Excellent
16 How long did you wait in this health centre before you Less than 10 to less 30to 1 to less More
received care from the staff today? 10 than 30 less than 2 than 2
minutes minute than 60  hours hours
minutes
17 In your opinion, the length of time you waited before
receiving care from the staff today was? Poor Acceptable  Good Very good  Excellent
18 In your opinion, the safety of the care you received from
this health centre is? Poor Acceptable  Good Very good  Excellent
19 The length of time spent during your consultation with
the staff today was? Poor Acceptable  Good Very good  Excellent
20 The information about your health and treatment you
received from the staff today was? Poor Acceptable  Good Very good  Excellent
21 Your understanding of what the staff discussed with you
today was? Poor Acceptable  Good Very good  Excellent
22 Inyour opinion, the order people are given attention in
relation to when they came to the health centre is? Poor Acceptable  Good Very good  Excellent
23 ‘What you received (e.g. drugs) from the health centre
today was? Poor Acceptable  Good Very good  Excellent
24 The improvement in your health condition after your last
visit to this health centre was? Poor Acceptable  Good Very good  Excellent
25 Your general satisfaction with your encounter with the
health centre today is? Poor Acceptable  Good Very good  Excellent
26 Based on your experience today, your chance of
returning to this health centre if the need arise in the Poor Acceptable  Good Very good  Excellent
future is?
27 Based on your experience today, your chance of
recommending this health centre to your family, close Poor Acceptable  Good Very good  Excellent
friends and co-workers is?
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