Figure. Patient Satisfaction with Anesthesia Care–Analysis Tool (PSACAT)

	
	
	
	
	
	
	
	
	

	
	
	PART I
	
	
	
	
	
	

	
	
	Title: _________________________________________________________________________________________________
	
	

	
	
	Author(s): __________________________________________ Publication: _______________________________________
	
	

	
	
	Survey Design/Mode of Administration:
	
	
	
	
	

	
	
	❑ Mail-Back Questionnaire
	
	❑ Self-Administered Questionnaire
	
	

	
	
	❑ Postoperative Interview (face-to-face)
	❑ Other _____________________________________
	
	

	
	
	❑ Telephone Interview or Questionnaire
	
	
	
	

	
	
	Timing of Questionnaire Administration: _____________________________________________________________
	
	

	
	
	Number of Items on Questionnaire: __________________  Response Rate (n) : ____________________________
	
	

	
	
	Response Format:
	
	
	
	
	
	

	
	
	❑ Rating Scale
	
	
	❑ Yes/No
	
	
	

	
	
	❑ Open-Ended
	
	
	❑ Other ___________________________
	
	

	
	
	PART II
	
	
	
	
	
	

	
	
	For each of the following statements, please indicate the extent of your agreement or disagreement by circling the
	
	

	
	
	appropriate number.
	
	
	
	
	
	

	
	
	1. The survey design (mode of questionnaire administration) allowed for the minimization of measurement bias.
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	2. The timing of the questionnaire administration did not adversely affect the ability of the patient to respond.
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	3. The number of items on the questionnaire allowed for a median completion time of approximately five (5) minutes or less.
	
	

	
	
	Strongly Disagree
	Disagree
	Undecided
	Agree
	Strongly Agree
	
	

	
	
	I —————————I ————————I —————————I —————————I
	
	

	
	
	1
	2
	3
	4
	5
	
	

	
	
	4. A survey response rate (n) that allowed for adequate analysis and reporting of data was achieved.
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	5.  The questionnaire response format was simple and unambiguous.
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	6.  The questionnaire items were psychometrically constructed.
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continues on page 214
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Figure. Patient Satisfaction with Anesthesia Care–Analysis Tool (PSACAT)—continued from page 213

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	7.  The potential for social desirability bias was controlled.
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	Disagree
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	8. The author(s) of the questionnaire specified the inclusion and exclusion criteria.
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	Disagree
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	Strongly Agree
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	9.  Administration of the questionnaire did not allow for completion by a patient’s relative or proxy.
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	Disagree
	Undecided
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	Strongly Agree
	

	
	I —————————I ————————I —————————I —————————I
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	10. Nonresponse bias was controlled or accounted for in the study.
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	Disagree
	Undecided
	Agree
	Strongly Agree
	

	
	I —————————I ————————I —————————I —————————I
	

	
	1
	2
	3
	4
	5
	

	
	11. No incentives were used to encourage participation.
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	12. Key contextual and exogenous variables, such as age, acuity and/or care setting, were controlled.
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	FINAL SCORE (Sum of all ratings) _________
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concerning the survey design, timing of questionnaire administration, questionnaire length, response rate, response format, use of proxies or incentives, whether the questionnaire was constructed psychometrically, whether the inclusion and exclusion criteria were specified, and whether the instrument controlled for exogenous and/or contextual variables.

Reliability testing for homogeneity of the PSACAT was measured at 0.9 using the Cronbach  statistic, thus indicating a high degree of internal consistency. By testing the correlation between individual items, it was possible to assert that the assessment tool pos-sessed strong construct, discriminant, and convergent validity, thus measuring the variables as intended.



The same criteria for determining freedom from measurement error and construct reliability of the PSACAT were used to determine the degree of inter-rater reliability between the 2 researchers (DMB and JRH). Four measures of correlation, the Pearson R (0.942), Spearman correlation (0.975), Kendall -b (0.949), and Kendall -c (0.960), which tested both ordinal and interval agreement, indicated a high degree of interrater reliability.

For the purpose of the present study, the following operational definitions were applied to each of the fol-lowing categories of measurement error:

• Survey design. A self-administered noninterviewed questionnaire completed in person or returned by mail
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was considered the superior mode of administration for minimizing bias and improving response rates.10

· Timing of questionnaire administration. It was thought that a patient should be admitted to a phase II postanesthesia care unit (or its equivalent) for a minimum of 15 minutes after receiving monitored anesthesia care before being asked to complete a satis-faction questionnaire. This would permit most patients to achieve adequate reorientation and return

of sufficient cognitive function to allow for unbiased questionnaire completion.14

· Questionnaire length. Questionnaires that could be

finished within 5 minutes or less were considered to be superior to those requiring longer periods to complete.10

· Response rate. A response rate of at least 50% of patients who were asked to complete a particular eval-uation form was considered sufficient for data analy-sis and reporting. In addition, a response rate of 60%

was considered good, and a response rate of 70% or greater was classified as very good.10

· Response format. A closed-ended questionnaire with items that allowed respondents to select their

answer from a list of responses was preferred over other types.10,13

· Proxy use. A proxy use error existed in any circum-stance in which the administration of the questionnaire

allowed for item completion by someone other than the patient who received the anesthesia care.10

· Use of incentives. It was thought that encouraging patient participation by providing some type of mon-etary or service incentive might encourage respon-dents to provide a socially desirable answer rather than an honest opinion. For this reason, incentive use

was scored as a methodological threat and a source of potential bias.15

· Psychometric construction. The criterion for deter-mining psychometric construction was whether the questionnaire measured as it was purported, thus yielding anesthesia satisfaction scores with demon-strated reliability, validity, test dimensionality, and dif-ferential item functioning.

· Social desirability. An error in this category included any question or circumstance in which the respondents may have been tempted to give a socially desirable response rather than describe what they actually thought or believed.

· Inclusion and exclusion criteria specified. For the purpose of evaluating instruments in the present study, failure of the author to clearly specify inclusion and exclusion criteria was considered a measurement error. Moreover, it also was an error if the author failed to

account for situations or circumstances that demanded exclusion from the study to avoid data contamination.10


• Control of exogenous and/or contextual variables.

Failure of the author to control for, or to minimize the effect of, a contextual or exogenous variable was rec-ognized as a measurement error.

Following the categorization and rating, each instrument evaluated was assigned a numerical score based on the sum of all ratings contained on the PSACAT. The range of possible scores for an instru-ment was 12 to 60; higher scores indicated greater freedom from measurement error. Use of the PSACAT allowed for the identification of the methodological characteristics of survey instruments that effectively revealed the satisfaction of patients with anesthesia care, thus providing a basis for determining which, if any, of the existing survey instruments was developed using principles of psychometric survey design, such as reliability, validity, test dimensionality, and differen-tial item functioning.

Following a thorough review of the extant patient satisfaction literature and identification of the studies meeting the inclusion criteria, the instruments used in each instance were studied for the purpose of describ-ing the methodological approaches used and evaluat-ing the potential for measurement error contained therein. Examining the instruments and/or reviewing the author’s details concerning their construction and administration supported the accomplishment of this objective.

To arrive at a single score that would be reflective of the raters’ evaluation of each instrument, the indi-vidual summative scores were combined and aver-aged. The instruments then were ranked according to freedom from measurement error concerning the sur-vey design, timing of questionnaire administration, questionnaire length, response rate, response format, use of proxies or incentives, whether the question-naire was psychometrically constructed, whether the inclusion and exclusion criteria were specified, and whether the instrument controlled for exogenous and/or contextual variables. The superior question-naire was assigned a rank order of 1. Questionnaires that contained greater measurement error were assigned a correspondingly lower rank order.

Descriptive statistics also were used to describe the basic features of the data in the present study and to present quantitative descriptions in a contingency table. Measures of central tendency and percentages were used to describe group data.

Results

For the purposes of evaluating instruments in the present study, a self-administered noninterviewed questionnaire completed in person or returned by

www.aana.com/members/journal/
AANA Journal/June 2004/Vol. 72, No. 3
215

Table 2. Potential measurement errors by study (combined analysis of raters)*
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* The “X” indicates consensus among authors regarding measuement errors.

mail was considered the superior mode of administra-tion for minimizing bias and improving response rates.10 Whereas the majority of the studies used the mail-back questionnaire design, Zvara et al16 obtained data by using a postoperative face-to-face interview or a telephone interview. Dexter et al17 relied mainly on a self-administered questionnaire. However, approxi-mately 25% of the participants were given another copy of the questionnaire, along with a self-addressed envelope, and were asked to complete and return the repeated questionnaire the following morning. Although each has distinct advantages and disadvan-tages, we determined that the self-administered sur-vey design used by Dexter et al17 was superior to the others in terms of avoiding potential measurement error related to the mode of administration (Table 2).

Discussion

The analysis of instruments used to obtain anesthesia-specific patient satisfaction data revealed an alarming number of potentially serious measurement errors that directly affect instrument validity (Table 3). As is the case with most research endeavors, the present study revealed more questions than it answered, such as the following:

· Although it is commonplace for clinical outcomes to be assessed by the patient, is it acceptable to use the results from error-laden studies that may or may not accurately assess the quality of anesthesia care?

· Is it in the patient’s best interest to make alter-ations in clinical anesthesia care by applying poten-tially spurious data? Moreover, should such data pro-vide the impetus for change?

· Can the highest quality anesthetic outcomes be assessed subjectively with a high degree of accuracy?

Answers to these and many other questions are important because practitioners may make decisions regarding the anesthetic regimen based, in part, on what they believe to be important clinically and what



Table 3. Potential measurement errors in 5 instruments by category (combined analysis of raters)
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	Completion time
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	Psychometric
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their perception of the ideal anesthesia outcome may be for the typical patient.

Because the information derived from patient satis-faction studies is used routinely to alter clinical prac-tice, there can be no question that such studies rou-tinely should be developed by using scientifically sound research methods. Pokras et al21 estimated that the total number of surgical procedures performed in 2001 exceeded 36 million, the overwhelming majority of which were performed under some form of anes-thesia. For this reason alone, it is nearly inconceivable to discover that patient satisfaction data in the United
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States routinely are obtained in such a cavalier man-ner and that so few studies are published.

The methods used in the present study to evaluate anesthesia-specific patient satisfaction instruments provide a model by which practitioners may assess the validity of instruments used in these clinical settings, thus yielding a more legitimate basis for decisions that ultimately may be made based on the survey results. By using this evaluation model, it was possible to state with confidence that the study authored by Dexter et al,17 which used the Iowa Satisfaction With Anesthesia Scale developed by those authors, seems to offer the best psychometric approach for collection of these data and contains all of the psychometric properties neces-sary for useful measurement based on the established criteria. Despite its high degree of measurement relia-bility, we recommend continued testing and refine-ment of the Iowa Satisfaction With Anesthesia Scale.
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