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ABSTRACT

Internationally, person-centred care has becomendral tenet of many health and social care related
policies and strategies. However, few studies ekigt explicitly examine the linkage between patén
perceptions of a person-centred care climate atiérms’ experiences of care. This has been hampered
by a dearth of instruments with acceptable psychomproperties. The aim of this study is to exaein
the relationship between patients’ perceptions efspn-centredness and their experiences of care. A
cross sectional survey design was used to purplgsseenple (n = 345, 57.5%) patients from across 10
acute hospitals settings in Ireland. The data vedleated Feb 2013-May 2013. Standardised instrusent
were used to measure patients’ perceptions of persotredness and their experiences of care.
Questionnaire packs were distributed to a samplpatients based on predetermined inclusion criteria
Completed questionnaires were returned in a seat@élope. The instruments were psychometrically
tested prior to full analysis of the results. Ethiapproval was granted by Research Ethics Comesitite

all participating hospitals. The psychometric pndigs of both instruments were determined as
satisfactory. There was a moderate positive ancdifgignt relationship between patients’ perceptiofs

a person-centred climate and patient experiencaer®'s who perceived care as being more person-
centred also reported a more positive patient egpee. The emergence of new instruments designed to
measure patients’ perceptions of person-centredardspatient experiences have been shown to have
acceptable psychometric properties. This study destnates clear linkage between patients’ experignce
of care and the key indicators of person-centred.ca

Keywords: Person-Centredness, Patient Experience, Nursingpi®Centred Climate Questionnaire-Patients

1. INTRODUCTION properties were used and further tested, psychimaléty
to contribute to the body of evidence on persorredn
In this study we examine the relationship betweencare. The Person-centred Climate QuestionnaireriRati
patients’ perceptions of person-centred care amir th (PCQ-P Edvardssomt al., 2008; 2009) measures the
experiences of care in acute hospital settingselamnd. extent to which the climate (physical and psych@doc
Standardised instruments with proven psychometricenvironment) is person-centred, how it supports the
Corresponding Author: Paul Slater|nstitute of Nursing and Health Research, Universftilster, Northern Ireland
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patient as a person and places them at the cehtare
(Edvardssoret al., 2008). The Picker Patient Experience
Questionnaire (PPE-15) is an internationally rensavn
instrument for measuring quality patient care
(Jenkinsoret al., 2003, Wolfet al., 2012). There exists a

research literature, these limitations have been
addressed with a general consensus around the core
tenets of a definition of person-centredness
(McCormack et al., 2010) and the emergence of
models of person-centred care (McCormack, 2003,

dearth of studies that have established quanttativ McCormack and McCance 2010).

linkage between patients’ perceptions of what ctriss
person-centred care and actual indicators of quedite:
This study aims to address this deficit.

1.1. Study Background

The most widely reported model of person-centred
care is the Person-centred Practice Framework |ajee
by McCormacket al. (2011); McCormack and McCance,
2010), where they define person-centred practicanas
approach to practice that is established through th

Healthcare teams, healthcare provider organisationgormation and fostering of healthful relationships

and governments often articulate an intention tivele
person-centred care (McCanateal., 2011). It is a central
tenet in key departmental and national strategyments

such as ‘Crossing the Quality Chasm’ (CQHCA, 2001);

the ‘National Service Framework for Older People’
(DH, 2001); ‘Future Health: A Strategic Framewodt f
Reform of the Health Service’ (DH, 2012); and withi
professional organisations such as ABA (2009) dmd t
Royal College of Nursing Principles of Nursing Rice
(Principle D) which identifies the tenets of persmmtred
care as key indicators of quality care (Margesi., 2011).
The evidence to support the paramount importanc

of person-centred care in the delivery of a quality

healthcare service is slowing emerging in the redea

literature. Early research was hampered by poorly

e

between all care providers, patients and others
significant to them. It is underpinned by values of
respect for persons, individual right to self-
determination, mutual respect and understanding. Th
Person-centred Practice Framework is based on this
definition and it encompasses three concentricsiing
requisite within the care environment, in order to
provide person-centred outcomdsig. 1). These are
essentially staff relevant traits.

Central to McCormack and McCance (2010)
theoretical framework is the concept of person-cht
outcomes characterised by high levels of satisbacti
with care, involvement with care, feelings of well-
being and the creation of a healthful culture. Few

gualitative research methods and is of limited
empirical value (Slater, 2006). In a recent systi#gna
review of the evidence (Brownie and Nancarrow,

relationship between a person-centred workplace
climate and the provision of person-centred outcame
To some extent this has been caused by a lack of

2013), person-centred care is reported to have aappropriate measurement instruments.

positive impact on staff job satisfaction (Lehultet al.,

A critical comparative review of published tools,

2012), staff capacity to meet the needs of patientsyesigned to provide measurements of person-centred

(Brownie and Nancarrow, 2013), cost effectiveness

(Olssonet al., 2009), better levels of staff autonomy
and empowerment (Williamset al., 2007). For

patients, significant improvements are reported in
boredom

physical outcomes and reduction in

care, identified 12 tools, 3 of which were specific
hospital settings (Edvardsson and Innes, 2010). One
tool was identified as specific to the patient-the
Person-Centred Climate Questionnaire-Patient (PCQ-

(Brownie and Nancarrow, 2013). However the bulk of P). The PCQ-P assesses to what extent the clinfate o

the evidence is limited to older person settings an
there are additional challenges to its implemeaotati
within acute hospital settings (Clissattal., 2013).

health care settings is perceived by patients asgbe
person-centred. It consists of 17 items measured on
7-point likert scale designed to measure two

The slow emergence of supporting data had beerconstructs, Safety and Hospitality.
hampered by the absence of a universally accepted Safety is indicative of a climate where staff use

definition of person-centredness; the emergence ofunderstandable

complex and difficult to test theoretical framewsrk

and a dearth of specific measurement tools thatidvou
assist with strengthening the evidence base toteefu
or confirm theories. In recent years, within the
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language, are available and
approachable, appear competent, confident and mespo
quickly to questions. The care is provided in aanle
and well-organised physical environment with the
availability of both public and private spaces.
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Fig. 1. Person-centred care theoretical framework

Hospitality denotes the reception and entertainmentpsychometric properties of the PPE-15 have been
of people in the environment that conveys bothifigsl  established as reliable and valid (Jenkinsoal., 2002).
of being welcomed and receiving the best treatmaedt ~ The instrument is based on extensive qualitative
care. Hospitality is the presence of an environmentresearch on what constitutes effective care, pssses
where staff are willing to ensure the positive aigrce  face and content validity and has proven psychametr
of the patients by being willing to ‘do the littextra’  properties (Jenkinsoet al., 2002).
(Edvardssort al., 2008). Findings from relevant studies that used the PPE-15
Limited evidence exists on the application of the report varied scores of ‘problems with care’ across
PCQ-P in health care settings other than the agiility ~ countries displayed imable 1
(Edvardsson and Innes, 2010), explanation of its ;
theoretical background and the establishment of itsl'z' Study Purpose/Aims
psychometric properties (Edvardssaral., 2008; 2009). The aim of the study is to examine, within acute
This study will use the instrument to examine the hospital settings in Ireland, the relationship besw the
perceptions of patients as regards the presenca of patient experience and measures of the personecentr
person-centred climate in an acute hospital setting climate as perceived by patients.
For more than a decade, the picker Patient The objectives are to:
Experience Questionnaire (PPE-15) has been used to
collect relevant data across countries such as 8wed .

Establish the psychometric properties of two
U.K., U.S.A. Switzerland and Germany and includes a

instruments designed to measure patients’

sample size of almost 100,000 patients drawn from
varied clinical settings. It is now an established

measure of effective patient care in these coumtrie «
(Jenkinsonet al., 2002; Wolf et al., 2012). The
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experience of care and perceptions of person-
centred climate

Examine the relationship between individual scores
across acute hospital settings
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Table 1. Percentage of respondents indicating a problemach item of the PPE-15 (values shown are percesitggdapted from

Jenkinsoret al., 2002)

Statements

UK

Switzerland

Sweden

Germany

USA

Ireland

Information and education

When you had important questions

to ask a doctor, did you get answers

that you could understand?

When you had important questions

to ask a nurse, did you get answers

that you could understand?

Coordination of care

Sometimes in a hospital, one doctor or
nurse will say one thing and another will

say something quite different.

Did this happen to you?

Emotional comfort

If you had any anxieties or fears about

your condition or treatment, did a

doctor discuss them with you?

If you had any anxieties or fears

about your condition or treatment,

did a nurse discuss them with you?

Did you find someone on the hospital

staff to talk to about your concerns?
Respect Patients preferences

Did doctors talk in front of you

as if you weren't there?

Did you want to be more involved in
decisions made about your care and treatment?
Overall, did you feel you were treated with
respect and dignity while you were in hospital?
Physical comfort

Were you ever in pain? If yes, do you

Think the hospital staff did everything they
could to help control your pain?

Involvement of family and friends

If your family or someone else close to

you wanted to talk to a doctor, did they

have enough opportunity to do so?

Did the doctors or nurses give your family

or someone close to you all the information
they needed to help you recover?

Continuity and transition

Did a member of staff explain the purpose of
the medicines you were to take at home in a
way you could understand?

Did a member of staff tell you about medication
side effects to watch for when you went home?
Did someone tell you about danger signals
regarding your illness or treatment to watch
for after you went home?

28.1

241

23.3

151

29.7

59.3

34.1

32.6

30.6

20.1

32.8

38.3

23.2

835.

59.9

12.7

10.9

14.6

51

114

355

17.8

18.6

.617

9.0

15.2

716.

111

31.2

33.8

31.6

15.3

717

13.6

53.3

35.7

31.2

28.6

111

4.11

22.0

16.5

44.4

46.7

517.

0 13.

154

11.7

.010

45.9

23.

26.2

27.6

12.9

17.3

27.8

16.5

315

44.2

23.9

28.7

17.9

15.9

125

36.9

23.6

324

33.5

17.3

27.6

255

13.7

29.4

31.9

25.9

12.2

33.3

24.8

21

20.1

17.3

47.1

4.2

111

21.9

22.4

13.7

33.6

32.9

///// Science Publications

30

IIRN



Randal Parlouet al. / International Journal of Research in Nursind)5 27-36, 2014

2. MATERIALS AND METHODS (Edvardssoret al., 2008; 2009). This study identified

a two factor model (Hospitality column A, Safety

A cross sectional survey design was employedcolumn B Table 2 with acceptable measures of
within this study. An identified staff member ino#&  (e|japility Table 3. Factor items were aggregated to

clinical setting distributed questionnaire packs &0  raate mean factor scores (Edvardsstai ., 2008).
sample of patients based upon the number of beds pe ’

ward/unit. Data was collected over a 9-month period2.2. Sample
commencing Feb 2013. Patients were asked to
complete the two questionnaires either alone oh wit

family member and return it in a sealed envelope fo

A purposive sample of 600 patients was selected
from across 10 clinical settings in acute hospifals

collection and analysis. Ireland. Site selection was based on participasinhgs
] being involved a larger study therefore the sangplin
2.1. Instrumentation frame was predetermined. This represented a broad
2.1.1. The Picker Patient Experience range of clinical areas including medical, surgical
Questionnaire gynaecology, rheumatology and maternity.

Exclusion criteria of patients included cognitive

The Picker Patient Experience Questionnaire is-a 15impairment, unwilling to participate, under 18 year

item measure 'Fhat_ was deve_loped on the basis gé-lar of age, lack of fluency in the English languagevihg
scale surveys in five countries (Jenkinsairal. 2002).

. completed the questionnaire previously. All other
Data from the instrument can be presented as siepara__.. P d . P y )
. atients were considered relevant. A potential
scores although the primary purpose was to sum th . . . o
. . . . sampling frame of 600 patients was identified for
responses to provide an overall index. Each item is icination in th q
coded as a dichotomous ‘problem score’, indicatirey participation in the study.

presence or absence of a problem. A problem isdefi _A resppnse rate Of. 57.5%.(n = 345) was achieved.
as an aspect of health care that could, in the efd® This provided a confidence interval of 3.44 at 95%

patient, be improved upon. Items considered irmiév confidence level. This represented orthopaedic (11%
by patients were identified and excluded from farth N = 38), acute medicine (18.3%, n = 63), gynaecplog
analysis. A mean score based on relevant data wa§6.1%, n = 21), surgical (3.8%, n = 13), medical
calculated for each participant where potentialreso rehabilitation (13.9%, n = 48), obs gynaecology
ranged from 0%-no problem to 100% total problem. (2.6%, n = 9), medicine (12.5%, n = 43),

. rheumatology (12.5%, n = 43), acute medicine (4.1%,
2.12. The Person-Centred Climate 14), neurosurgery (6.4%, n = 22), endocrinology

Questionnaire-Patient (9.0%, n = 31).

The Person-Centred Climate Questionnaire-Patient2
consists of 17 items formulated as statements about
the climate of the unit/ward. The items are ratadao Frequency and descriptive statistics were generated
7-step Likert scale (ranging between 1 = no, | gisa for each of the variables contained in the instrotee
completely to 7 = yes, | agree completely). The Psychometric properties of the PCQ-P are estaldlishe
guestionnaire is sum-scored and scores can ranggrior to full examination of the statistics. Aggetgd
between 17 (a climate not very person-centred)l® 1 mean scores were calculated for established factues
(a climate very person-centred). Previous evalwatio and correlations between the factors calculated to
of this instrument indicated that it is a relialkded examine the relationship between scores.
valid measure of_the gxtent to_whlch the c_hmateaof 2 4. Ethical Considerations
health care setting is perceived as being person-
centred. It has also been recognised that the scale Full ethical approval was sought and a favourable
contains items that reflect the dimensions desdribe  opinion was granted from the regional Research
the literature as being central aspects of personEthics Committees representing the various hospital
centredness. The presence of both a two and thredll procedures were conducted in line with the
factor model has been reported in the literatureprinciples of the Declaration of Helsinki.

3. Statistical Analysis

////A Science Publications 31 IIRN
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Table 2. Frequency scores for Person-Centred Climate QuestienPatients (PCQ-P)

Statement 1 2 3 4 5 6 A B

A place where the staff is knowledgeable. 3.0 03 30 06 3.6 30.5 61.7 0.89

A place where | rely on 3.0 0 1.2 0.6 3.0 21.2 71.0 0.94

receiving the best care.

A place where | feel in safe hands. 3.0 0.3 0.9 0.6 2.7 18.5 74.0 0.94

A place where | feel welcome. 3.0 0.3 1.2 0 1.2 518. 755 0.96

A place where it is easy to 2.7 0.3 0.9 0.6 3.9 718. 729 0.96

talk to the staff.

A place where the staff take 3.3 0.9 1.2 1.2 3.0 .621 68.7 0.93

notice of what | say.

A place where the staff 2.7 0.9 15 1.8 6.9 215 764 0.88

come quickly when | need help.

A place where the staff use 3.0 0.0 0.6 0.6 3.3 326. 65.9 0.85

language | can understand.

A place which is neat and clean. 2.4 06 1.2 0.9 3.619.8 71.4 0.85

A place where the staff have 2.7 1.2 15 0.9 46 522 66.6 0.89

time for the patients.

A place which feels homely even though 2.7 2.7 0.6 45 6.7 22.7 60.0 0.87
I am in a Hospital.

A place where it is possible to get unpleas 3.6 3.62.0 121 115 282 39.0 0.80
ant thoughts out of your head.

A place where the people talk about ordinary 28 3 1. 06 3.5 4.7 33.8 53.0 0.78
things, not just illness.

A place where the staff make a little extra 3.2 1.3 0.6 29 3.5 27.0 61.6 0.89
effort on my behalf.

A place where | have choices, 4.2 1.3 2.2 8.0 99692 474 0.85
for example, what to do.

A place where there is 55 4.8 6.8 14.8 103 203 763 0.76
something nice to look at.

A place where | can get 4.2 2.3 2.3 8.1 6.8 26.5 0.05 0.91

“that little bit extra”.

Table 3. Descriptive statistics and measures of homogenéisgores of standardised instruments

Mean scores Skewness Kurtosis Measures of homdgenei
Safety 6.43 -3.60 13.80 0.964
Hospitality 5.90 -1.92 4.00 0.918
Total PCQ-P Score 6.21 -2.93 9.65 0.958
Patient Experience Questionnaire 0.23 1.27 1.25 240.8
3. RESULTS wished to be more involved in decisions made about
their care and treatment (47.1%).
As concerns the Picker Patient Experience Patients were asked to indicate their level of

Questionnaire,Table 1 indicates that the majority of
patients felt that they had no problems with theeca
provided. The majority of patients felt they wereated
with dignity and respect while in the hospital &%),
their pain was managed appropriately (88.9%).
However almost half of the patients stated thaty the
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agreement on the 17 items contained in the Person-
centred Climate Questionnaire (Patient). Examimatio
of the items Table 3) indicates that the majority of
patients were positive about the presence of aopers
centred climate. Two thirds of the items (all reigtto

the construct ‘Safety’) scored above 95% agreement
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whereas the seven items relating to ‘Hospitality¥rev Analysis of the scoring across the questionnaire
scored positively to a slightly lesser extent. Teast ~ total mean scores according to hospital settingd (an
positively scored item was ‘A place where there is also specialities) found no significant differenaish
something nice to look at' with 30.2% of patients the exception of across patient’s experience (2_.564
disagreeing. Negative scores on the remaining fivel0: 207, p = 0.006). Post hoc Scheffe tests, adauogin
variables ranged from 5.9-15.8¥able 2 fqr multiplicity, fail to identify s.tatlstlcally sgnllflcant
Bartletts test of Sphericity and Kaiser-Meyer- differences according to settings. All settings dan

Olkin's (KMO) measure of adequacy were calculated t therefore specialities) respond in a similar patter

luate th it f th latiomixrE Examination of the correlations between two factor
evaluate the appropriaténess ot the correlatiom scores and overall score of the PCQ-P and the Picke

factor analysis (Bracet al., 2006). Bartlett's test of PPE-15 indicate that this is a moderate and
sphericity is significant (chi-square 5716, df =613 gaiistically significant relationship between the
p<0.001) and KMO value of 0.96 is considered factors. This is a negative relationship where high
indicative of a factorable data set. _ _ scores on the PCQ-P are associated with lower evel
Confirmatory Factor Analysis using continuous of problem reporting by patients (as measured gy th
data and Maximum Likelihood Robust extraction with pjcker PPE-15). The relationship between person-

Varimax Rotation was used to test the two factor centeredness and patient experience was stronger
measurement model. Examination of the PCQ-P ittmSyhen examining the relationship between the total
indicated non-normal distribution across items survey scores as displayedTable 4.

therefore Maximum Likelihood Robust extraction for
confirmatory factor analysis was recommended

(Muthén and Muthén, 2012) in addressing issues of 4. DISCUSSION
deviation from normality of items. Hoppet al. (2008)
identify acceptable fit statistics as RMSEA scores
below 0.06, 90% RMSEA upper range below 0.08 and
Confirmatory Fit Index above 0.95. The fit statisti
confirm the acceptability of the model (Chi-square
251, df = 118, p = 0.00; RMSEA 0.058, 90% RMSEA

0'048.'0'068.' CFI N 0'956.)' . . guestionnaire and a slight departure from the three
Using guidelines provided by Haét al. (2006) in  ¢50t0r model reported in the Swedish study
the identification of factor loadings appropriatethe Edvardssonet al. (2008) which reported the factor

sample size (n = 345) a threshold of 0.4 was pospitality split into two factors. The factor ‘séf’ is
considered as acceptable and all factor loadingewer ¢onsistent in both studies.

acceptableTable 2 The two factors accounted for Examination of the relationship between the

77.5% of the data variance. Measures of homogeneityemergent factors shows a high correlation betwaen t
indicate a consistent pattern of scoring withintédc  two constructs contained in the PCQ-P. This would
items and for the total PCQ-P. Cronbach’s Alpha indicate the presence of collinearity and pointsthe
values for each factor were very high and may existence of a single overarching construct of gers
indicate narrowness in the items to measure thecentredness. This is further confirmed by the high
constructTable 3 but acceptable. measures of homogeneity reported in this study and

The scores for each of the variables containethén t others (Edvardssonet al., 2008; 2009) and the
factor were aggregated to create a mean score pegustification of the aggregation of the item scotesan
construct. Examination of the mean scores indictites  overall total score. However, the confirmatory €act
patients scored both constructs of the PCQ-P aad thanalysis supports a two factor model. The preserfice
total score favourably. Patients felt that they evar a high measures of skewness and kurtosis for the
safe environment scoring it at 6 out of 7, indingtia constructs and overall instrument raises questions
strong sense of agreement with the presence of theegarding the stability of the instrument. Further
factor. Similar scoring was reported for the comstr analysis and testing of the instrument is requited
‘Hospitality’ Table 3 Measures of skewness and clarify the factor structure and how the instrument
kurtosis on the factors and total score of the FCQ- should be best used in future research. Patieptste
indicate a scoring pattern that is a departure fromhigh levels of agreement with many of the items
normal distributionTable 3. contained in the questionnaire.

Primarily the findings relating to the PCQ-P
confirms the appropriateness of conducting a factor
analysis. In addition it confirms the presence dfva
factor model. This is a replication of the factor
structure reported by Edvardssenal. (2009) in the
original analysis of the English version of the
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Table 4. Correlation scores between the PCQ-P and the Pa&iigmerience Questionnaire (PPE-15) (**indicates.p&D

Safety Hospitality Total PCQ-P score Patient exgre® questionnaire
Safety 1.0000
Hospitality 0.795** 1.000
Total PCQ-P Score 0.961** 0.935** 1.0000
Patient experience questionnaire -0.365** -0.390**  -0.359** 1

There were lower levels of agreement on 4 item$ tha of the relationship between person-centred care and
related to the aesthetics of the hospital, managewie  quality care and confirms that it is measurableain
unpleasant thoughts and the provision of choicetlyist  quantitative manner. The findings reported here
was still scored as having high levels of agreementindicate that person-centred climate as viewed by
Interestingly all four items were within the constt  patients is measurable and that the instrumentbean

‘Hospitality’. Given the relative newness of the®@®  ysed to measure the impact of interventions that ai
there is limited comparative data to benchmark thei, promote a person-centred environment.

findings against however the inclusion of the PBE-1

provides supplementary data.
The Picker PPE-15 is an internationally accepted 5. LIMITATIONS
measure of quality care (Jenkinsenal., 2002). It has The high scores on the PCQ-P coupled with the

proven psychometric properties (Jenkingbral., 2003;

Wolf et al., 2012) and the measures of homogeneity 'Nand the overall instrument are indicative of a ptitd
this study support these findings. It is used tatdsh y o . .

clear markers of where care can and should becelhng effect occurring N scoring. This is a phei
improved in hospital settings including the acute enc_ount'ered. by many mstruments used to_ measure
sector (Jenkinsoret al., 2002; 2003). The findings patients’ satisfaction with care. This problem & @&s
reported here indicate that there is scope forpronounced in the Patient Experience Questionnaire
improvements in the provision of care as there washowever this may be in part due to the differemtrisg
considerable variability in the acute settings dathprhis ~ systems employed in both instruments. The highldeve
is similar to the findings reported by Jenkinsbal. (2002).  of skewness and kurtosis indicate a departure feom
Interestingly, in the findings there existed a fypdsition normal distribution and limit further statisticahalysis.
where the pat_ienj[s reported that they_were tremttial The ceiling effect would also limit the use of the
respect and dignity yet they clearly wished to berem instrument in gauging change over time. Furtheinigss
involved in decisions made about care and treatriids required to confirm the factor structure of the PEQ

runs contrary to much of the current researchalitee on

measures of skewness and kurtosis for both cortstruc

person-centred care that associates respect amity digth 6. CONCLUSION

involvement in care. In this study the Picker PBE-1

provided a valuable measure of quality of carenendcute The findings from this study provide statistical
sector clearly indicating areas for improvement. evidence of the relationship between the provisibn

Edvardssoret al. (2009) recommended the use of the
PCQ-P as a starting point for studies aiming tolaep
associations between person-centred care and heal
outcomes in hospital patients. The correlation egor
demonstrate a clear linkage between the presenee of
positive person-centred climate and the provisidn o

person-centred care and positive patient experience
he instruments used in the study have proven and
cceptable psychometric properties. In this study,
PCQ-P constructs ‘Safety’ and ‘Hospitality’ were

scored very high indicating high levels of person-

good quality care in the acute setting. The stfeofthe gecntreléj _I(fﬁre r?_czl_ved on both C?”jtl;uctf usmo? thte
relationship between the two is moderate where a Q-P. These findings are supported by the moderate

positive person-centred climate is associated higher ~ COrrelation between the PCQ-P and the Picker PPE-15
levels of satisfaction with patient care. Deducihg  Where higher levels of perceived person-centree car
significant  relationship  between climate and are statistically associated with less perceivetlpms
outcomes, it can be assumed that the creation of aiVith care. In conclusion, the instruments are apfate
environment that promotes person-centrednessfor the measurement of patient care and there deax
produces improvements in patient experiences aed th linkage between the provision of person-centreé¢ ead
guality of care. This provides clear statisticaldence patient outcomes.
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