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Abstract

Background: The use of Patient Reported Experience Measures (PREMs) has great potential in healthcare service
improvement, but a limited use. This paper presents an empirical case of PREMs innovation in Italy, to foster patient
data use up to the ward level, by keeping strengths and addressing weaknesses of previous PREMs survey experiences.
The paper reports key lessons learned in this ongoing experience of action research, directly involving practitioners.

Methods: The aim of this paper is to present the results of an ongoing action research, encompassing the innovation
of PREMs collection, reporting and use, currently adopted by 21 hospitals of two Italian regions. The continuous and
systematic PREMs collection has been implemented between 2017 and 2019 and includes: a continuous web-based
administration, using web-services; an augmented and positive questionnaire matching standard closed-ended
questions with narrative sections; the inclusion and benchmarking of patient data within a shared performance
evaluation system; public disclosure of aggregated anonymized data; a multi-level and real-time web-platform for
reporting PREMs to professionals. The action research was carried out with practitioners in a real-life and complex
context. The authors used multiple data sources and methods: observations, feedback of practitioners, collected during
several workshops and meetings, and analysis of preliminary data on the survey implementation.

Results: A continuous and systematic PREMs observatory was developed and adopted in two Italian regions. PREMs
participation and response rates tend to increase over time, reaching stable percentages after the first months.
Narrative feedback provide a ‘positive narration’ of episodes and behaviours that made the difference to patients and
can inform quality improvement actions. Real-time reporting of quantitative and qualitative data is enabling a
gratifying process of service improvement and people management at all the hospitals’ levels.

Conclusions: The PREMs presented in this paper has been recognized by healthcare professionals and managers as a
strategic and positive tool for improving an actual use of PREMs at system and ward levels, by measuring and highlighting
positive deviances, such as compassionate behaviours.

© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

* Correspondence: s.derosis@santannapisa.it
Management and Healthcare Laboratory (MeS), Institute of Management and
EMbeDS, Scuola Superiore Sant’Anna, piazza Martiri della Libertà 33, Pisa, Italy

De Rosis et al. BMC Health Services Research _#####################_
https://doi.org/10.1186/s12913-020-05099-4

http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-020-05099-4&domain=pdf
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
mailto:s.derosis@santannapisa.it


Background
As the most important stakeholders in the healthcare system,
patients can play a crucial role in healthcare services’
organizational design, management, and policymaking [1].
Monitoring and evaluating healthcare services in partnership
with patients can provide key information to understand
what works, inform quality improvement actions, and in-
crease the value produced to patients [2]. Public disclosure
and proper dissemination of patient data within healthcare
organizations' performance evaluation systems can foster
patient-driven changes in healthcare [3, 4]. This can posi-
tively impact organizations’ performance [5], and health pro-
fessionals’ culture and behaviours [4, 6], on the basis of
various mechanisms, such as the reputational lever [7].
The patient perspective measured in terms of experi-

ence provides clear factual and reliable results that can
stimulate and inform quality improvement actions [2, 8].
Patient Reported Experience Measures (PREMs) can ef-
fectively measure quality of care and patient-centeredness
[2, 9–15]. The use of PREMs data can determine positive
modifications to administrative practices in healthcare and
to the most important domains of patient experience [6,
16] to re-organize and transform healthcare [10, 17]. In
addition, patient surveys can be used to introduce and
evaluate new services and innovations [18–20].
The use of PREMs as institutional accreditation [21]

and performance indicators within multi-dimensional
performance evaluation systems can be powerful levers
in orientating the efforts of healthcare organizations and
professionals towards a more patient-centered and inte-
grated care [3].
Despite this evidence, the use of PREMs data is still to

be improved, and their full potential has yet to be
exploited [10, 22–25]. A key question remains in how to
reduce the distance between potential usefulness and the
actual successful use of PREMs in healthcare. This paper
presents the results of an ongoing action research, and
suggests methods for improving the use of patient-data
by solving several of the most important issues related
to the collection and reporting of PREMs data. The in-
novations in the PREMs methodology presented in this
paper are aimed at improving the use of PREMs data
both at the system-level, by their integration into a
multi-dimensional performance evaluation system, and
up to the individual ward, by supporting the adoption of
PREMs in the day-by-day operational management by
healthcare professionals.

Issues and barriers for PREMs use
Recently, Gleeson and colleagues [16] and Flott and col-
leagues [26] have drawn evidence on the use of patient-
reported measures. Several issues and barriers in using
patient-data for quality improvement actions are re-
ported in the following paragraphs.

Sampling and data collection
Sampling is a cost-effective and easy method to carry
out population surveys. Conversely, collecting patient
experience data from a broader patient population [9,
26], on a regular basis [27] or continuously [10], can im-
prove the credibility and value of collected data. How-
ever, a systematic and continuous approach can be
expensive and difficult to achieve [27].
The various methods for administering surveys present

different strengths and weaknesses [23, 26]: postal sur-
veys are very time-consuming and expensive, and imply
a high risks of data entry errors; in addition to the afore-
mentioned limitations, telephone surveys require brief
questionnaires, and can produce interviewer-bias; web-
surveys also need brief questionnaires, and must con-
sider the use of different digital devices in accessing the
online questionnaire [23]. Recently, it was found that, in
comparison to other survey administration methodolo-
gies, a web-based methodology does not increase the
level of selection bias [28, 29], due to a general increase
in smartphones and Internet use by older people. In
addition, web-based surveys do not produce significant
differences in patient reported data [28, 30].

Timeliness of data reporting
An advanrage of web-based surveys is the reduction of
the time needed to collect and report patient data.
Timeliness is, conversely, a barrier in using patient data
obtained by postal and telephone surveys [23, 31]. Re-
cently, some healthcare organizations have introduced
web-based PREMs including real-time feedback systems
[32–34], to give a quick response to patients’ issues and
to foster the culture of patient-driven quality improve-
ment [31, 33]. Currently, this methodology has been
mainly used to capture patients’ on-site feedback, and
rarely to collect post-treatment or post-episode feedback
in a regular and continuous manner [23, 32–34]. At
present, patients can also voluntarily give feedback on
their experiences using social networks [35], and on in-
stitutional websites, if any (i.e. NHS Choices- www.nhs.
uk) [36]. However, this source of information presents
several criticisms, such as the impossibility to know the
representativeness of the comments, and an inability to
use these data for benchmarking or monitoring trends
[23].

Type of data
Providing measurable and actionable indicators from pa-
tient surveys is fundamental to the success of survey
[26]. Clinicians are more likely to use patient reported
measures if they know these are important to the pa-
tients for whom they are responsible for [23, 26]; this
has several important implications on the typology of
data collected.
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Patient surveys usually include standard measures of
patient experience to allow the benchmarking within
and among healthcare organizations [3, 37, 38]. How-
ever, standard closed-ended questions can fail to catch
detailed information on patient experience [39]. In
addition to standard structured surveys, narrative infor-
mation provides a ‘supplemental value’, therefore enrich-
ing the quantitative results by detail and context [10, 40,
41]. By adding anecdotal sections to standard question-
naires, patient surveys can improve while remaining suit-
able for the internal and external benchmarking.
Secondly, when patients data are reported in an aggre-
gated format at the provider level, they fail to support
improvements relevant to the individual service or ward
[26].

Level of data aggregation, benchmarking and timeliness
Healthcare professionals prefer micro-level data reported
by patients cared in their ward, in order to link this data
to their ‘real-life’ work [9, 26, 39]. Specific data at the
ward level can help identify problems that can immedi-
ately be addressed by practical improvements [23]. Fur-
thermore, this specific level of data reporting can
indicate to managers the variability of performance be-
tween wards and services [42]. This internal benchmark-
ing is an important activity for improving the patient
experience [23] and reducing internal variation [43–46].
The comparison of data among homogeneous wards is
also very relevant. Medical and surgical care need separ-
ate analyses and comparisons, due to a difference in fac-
tors affecting the patient satisfaction [47].
As mentioned above, timeliness is another factor affect-

ing the use of patient data for quality improvement [48].
Having patient feedback several months after the patient
experience occurred can decrease health professionals’
interest in the patient data and, thus, their likelihood to
take action. Healthcare workers prefer close-in-time or
real-time feedback, because they make it easier to remem-
ber the circumstances of complaints and to address them
in a timely manner [39, 49, 50]. Regular patient experience
measurement, monitoring, and reporting are relevant in
achieving and sustaining more substantial changes in
healthcare [23, 51].

Data reporting
Finally, the method of communicating data to managers,
clinicians and staff is crucial: the volume and variety of
patient data collected and reported can be overwhelming
and lead to fatigue, adversely affecting their perception
of the usefulness and the actual use of PREMs [39].
Clear PREMs data reporting, communication and shar-
ing arrangements are needed [23]. Another key chal-
lenge in the use of patient data is the lack of data
integration. When patient data are isolated from other

relevant data, it is difficult to understand the relationship
between effectiveness, safety and experience at the pa-
tient level [26]. The integrated and synchronous report-
ing of patient data with indicators from other sources
increases data value to professionals and managers [3],
as in the multi-dimensional performance evaluation sys-
tems [3].
The above issues can contribute to explaining the lim-

ited use of PREMs data to improve healthcare service
delivery, and to monitor the implementation and effect-
iveness of improvement efforts [16].

Methods
Study design
The aim of this paper is to present the results of an on-
going action research [52], which is appropriate when a
new approach is built or implanted on an existing sys-
tem [53], such as the traditional way of PREMs’ collec-
tion, reporting and use. The action research was carried
out by practitioners and researchers in order to solve the
problem of patient-data underuse and to improve adop-
tion of data for informing strategies and actions both at
the system and at the individual ward levels. In this
paper, the authors describe the innovations adopted in
the PREMs methodology in a real-life and complex con-
text, where participants, both researchers and practi-
tioners, have taken part in the investigation, by
reviewing, evaluating and improving the practice.
The authors used an approach based on multiple

sources and methods. Observations of real-life events
were combined with feedback by practitioners, collected
during workshops and meetings.
Descriptive statistics were performed on the prelimin-

ary data by using the STATA.15 software.

Study setting
Italy has a public and universal healthcare system, fi-
nanced by general taxation, largely free of charge at the
point of delivery, and regionally managed. Healthcare
services are provided by Local Health Authorities
(LHAs), which directly manage hospitals among other
suppliers, and Teaching Hospitals (THs), which have
also the mission of training healthcare professionals and
advancing research. The context of this paper is the Ital-
ian regions of Tuscany and Veneto. These regions share
a common healthcare Inter-Regional Performance Evalu-
ation System (IRPES), designed by the Management and
Healthcare Laboratory (MeS) of the Scuola Superiore
Sant’Anna and implemented for the first time in 2005,
in Tuscany. The IRPES indicators measure and monitor
quality, efficiency, appropriateness, as well as patient and
staff satisfaction [3, 43, 54, 55]. Currently, twelve Italian
regions have adopted the IRPES on a voluntary basis.
The IRPES includes multi-dimensional indicators from
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administrative data as well as from surveys to healthcare
organizations’ personnel and to the patients. The inte-
gration of indicators reported by patients has been an
example of patient data used to measure the quality of
care [3], and to improve the doctor-patient communica-
tion, meant as a dimension of the patient experience [4].
However, patient experience surveys have been usually
administered every two years. The last internal
organizational climate survey in Tuscany and Veneto
showed that, despite the availability of patient data, a
significant proportion of healthcare professionals are not
familiar with this data, and that they are unsatisfied with
the acknowledgment and the value given to their compe-
tences, skills and work.
Between 2017 and 2019, Tuscany and Veneto imple-

mented a continuous and systematic digital collection
and real-time reporting of PREMs regarding inpatient
care experience, called PREMs Observatory and carryed
out in collaboration with the MeS. This PREMs model
was first implemented in 2017 by eight Tuscan public
accredited private hospitals, which are part of the Italian
Association of Private Hospitals (AIOP). In 2018, 18
public hospitals in Tuscany and seven in Veneto joined
the PREMs program. Between January and February
2019, another two LHA hospitals and one teaching hos-
pital joined the Observatory. At the time of this research
(March 2019), the program had completed the design
phase and had begun the data collection from a total of
26 healthcare suppliers that refer to 21 hospitals. In ta-
bles and figures included herein, the hospitals directly
managed by LHAs are indicated by the code H, while
the Teaching Hospitals by the code TH. Overall, six
healthcare organisations were involved, including both
LHAs and THs. The full deployment of the PREMs Ob-
servatory in Tuscany and Veneto is expected in 2019.
Another Italian region is also working with the MeS to
implement the PREMs model in 2020.

Practitioners’ involvement
The action research is based upon the identification of a
need for improvement in PREMs use by the same practi-
tioners. As mentioned above, managers and healthcare
professionals reported a low knowledge and use of
PREMs in answering to the last organizational climate
survey. The innovations to the PREMs methodology
have been proposed by the researchers, then defined in
detail and implemented with policy makers and techni-
cians in Tuscany and Veneto, and top-level and mid-
level health care managers, including nurses coordina-
tors and ward managers. Their involvement in the pilot
stage of this innovative PREMs was continuous, leading
to a ‘feedback loop’ [56]. In the early stages, their in-
volvement encompassed the monitoring of organiza-
tions’ implementation choices, the health care workers’

response to the innovations (also measured in terms of
participation rate and early impacts on their behaviors,
procedures and practice), and the patients’ response.
After the implementation of the PREMs Observatory,
the practitioners’ involvement has also been aimed at in-
vestigating new opportunities of PREMs data use in the
day-by-day practice.
In the Table 1, the number of meetings and partici-

pants were reported by health care supplier, healthcare
organization and region. Researchers organized and par-
ticipated in two typologies of meetings with practi-
tioners: meetings with managers at different levels,
mainly at the regional and healthcare organization levels;
workshops, focus groups and collective events with an
extended participation of mainly middle managers,
wards managers, and nurse coordinators. The re-
searchers involved into the meetings at least one repre-
sentative of the managerial group and one of the nurses
coordination group, for each TH or hospital directly
managed by a LHS, and for each ward involved into the
PREMs. The workshops were mainly aimed at sharing
the preliminary results of the PREMs Observatory, in
terms of implementation and, if available, also in terms
of patients’ feedback. The meetings with managers were
also held during the design phase, in addition to the im-
plementation phase, with the aim of sharing decisions
on the design of the initiative and monitoring its devel-
opment. Participants to these groups addressed the fol-
lowing topics: how to increase the practitioners’
involvement within each ward; how to improve the com-
munication of PREMs to patients and increase their will-
ingness to participate; how to increase the use of PREMs
to inform quality improvement actions; how to integrate
healthcare practitioners’ evaluations with those from the
concrete experiences of patients; how to provide high
quality services as perceived by patients. During these
events, field notes were independently collected by a
group of eight trained and/or experienced researchers.
Almost three researchers took part to each event. Two
members of the research group also participated in the
early phase of the PREMs Observatory design. The re-
searchers focused on the same aspects, related to the is-
sues and barriers described above: these aspects were
systematically and carefully observed. After each event,
the observers participated in debriefing sessions for
comparing and discussing their notes, and verifying their
consistency.

Description of the intervention
The innovations illustrated in this paper combine the
strengths of traditional survey methods with advance-
ments in the PREMs methodology aimed at overcoming
some limitations that the same methods pose.
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Key aspects retained from the previous PREMs experi-
ences are: the standard questionnaire of patient experi-
ence evaluation; the inclusion of PREMs in the multi-
dimensional health care performance evaluation system
(IRPES); benchmarking within and among healthcare or-
ganizations/hospitals using the quantitative patient data
from the standard questions; public disclosure of the
PREMs results.
The main innovations implemented in the PREMs to

overcome some of the limitations of the traditional ap-
proach are the followings:

� Reducing sampling limits by systematically
proposing participation in PREMs survey to all
hospitalized patients: a sort of census survey, which
allows for a detailed data reporting, particularly in
reference to wards;

� Adopting an augmented traditional survey that
combines standard closed questions with narrative
sections to capture what was relevant in the
individual patient’s experience;

� Using a web-based questionnaire and a fully digital
administration method, in order to limit the costs of
the survey and to avoid risks of errors in the data
collection and data entry;

� Collecting data regarding the hospitalization directly
from patients immediately following their discharge;

� Providing a real-time online tool of PREMs report-
ing that completely avoids a time gap between data
collection and reporting, allows for benchmarking
among hospitals, departments and specialties, and
allows different access levels to level-specific data,
from the ward to the regional level.

Patient participation process
The PREMs were implemented as a systematic, continu-
ous and census-like survey. In Tuscany and in Veneto,
during the hospital stay, every patient is informed by the
healthcare workers about the possibility to take part in
the survey. Informational material, such as posters and
flyers, are kept available in the participating wards. An
informative document explaining the initiative, its goals
and the data protection and privacy policy is given to
each patient by healthcare personnel. It includes infor-
mation on the anonymity of the survey, because no iden-
tification data are collected, and answers to closed-ended
questions are reported in aggregated form. The inform-
ative document explains that responses to the open-ended
questions are voluntary and individually reported to
healthcare managers and professionals, without making

Table 1 Number of encounters (meeting with managers and workshops with top. Middle and wards managers. Healthcare
professionals and nurse coordinators) by Region. healthcare organisation and hospital. Note. Time-period: March 2018–February 2019

Region Healthcare
Organisation

Directly Managed
Hospital

Meetings with
managers (n)

Participant managers (total
number - mean - SD - min -
max)

Workshops and
collective events (n.)

Participants to workshops and
collective events (total number
of participants - mean - SD -
min - max)

Region A 3 No. 15- Mean 5.00- Std.Dev.
0.00- Min. 5- Max. 5

LHA 1 3 No. 10- Mean 3.33- Std.Dev.
1.53- Min. 2- Max. 5

LHA4 1 16

LHA5 1 15

Region B 2 No. 14- Mean 7.00- Std.Dev.
5.66- Min. 3- Max. 11

1 123

LHA2 3 No. 27- Mean 9.00- Std.Dev.
10.39- Min. 3- Max. 21

1 16

H2.3 1 25

LHA3 3 No. 27- Mean 9.00- Std.Dev.
6.93- Min. 5- Max. 17

1 19

TH1 1 9

TH2 4 No. 16- Mean 4.00- Std.Dev.
1.15- Min. 3- Max. 5

3 No. 103- Mean 34.33- Std.Dev.
6.35- Min. 27- Max. 38

TH3 1 5

TH4 1 6

TH5 1 3

LHA6 1 5

OVERALL 24 No. 159- Mean 6.63- Std.Dev.
5.24- Min. 2- Max. 21

8 No. 295- Mean 36.88- Std.Dev.
36.24- Min. 9- Max. 123
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change or anonymizing them. The informative document
asks patients not to add identifying information, because
names or other details that can allow identifying patients
or healthcare professionals are not deleted. The same in-
formation is mentioned in the questionnaire, at the begin-
ning of every open-ended questions’ section. The
informative document also clearly explains that data are
reported by the researchers to the healthcare organiza-
tions for internal use (i.e., quality improvement actions),
according to the different levels of responsibility, and that
data will be used for the annual performance evaluation
within IRPES.
Patients can decide to take part to the survey, and

leave their contact information (email address and/or
mobile phone number, or the caregiver’s contact infor-
mation) for sole purpose of the PREMs survey. 24 h after
the discharge, the patient receives via text message and/
or email a unique personal link to access the online
questionnaire. A reminder email/text message is sent to
the patient five days after the invitation. The link expires
in one month after it has been sent.

Data collection
The administration method is based on web services.
PREMs’ continuity is based on the modification of the
electronic medical record (EMR) software, that requires
the inclusion in the EMR of a specific PREMs section,
where healthcare workers input patient contact informa-
tion for the purposes of the survey. The list of patients’
telephone numbers and email addresses is collected
through a continuous data flow based on an Application
Programming Interface (API) established between each
hospital’s EMR and the MeS server. This data flow also
contains some pre-existing EMR data, namely: the hos-
pital provider; date and ward of admission; date and
ward of discharge; wards of transition during the
hospitalization; additional patient data, if available (citi-
zenship, level of education, residence).
The data flow does not contain the first or last name

of patients. If the patient does not wish to participate,
contact information is not collected in the PREMs sec-
tion of the EMR, and, as a consequence, the record is
automatically not included into the data flow.
The delivery via e-mail and/or text message of the in-

vitation to take part in the survey is automatic and based
on web services enabled by the data flow from the hospi-
tals. The questionnaire is only available online. Patient’s
contact information is automatically deleted five days
after the reminder, or right after the completion of the
questionnaire, whichever occurs first.
As previously mentioned, healthcare workers and pro-

fessionals are in charge of informing patients of the sur-
vey and collecting their contact details. In Tuscany, two
indicators measuring participation and response rates

were added in the IRPES. Targets and incentives are
linked to these two indicators, with the aim to avoid
biases attributable to practitioners by discouraging op-
portunistic behaviours (i.e. selection of patients), pre-
venting scepticism or embarrass of in proposing the
participation to PREMs and encouraging to enroll all pa-
tients [57].

Questionnaire
Four aspects of the PREMs questionnaire were revised
with regard to the original version used in Tuscany in
previous PREMs experiences [4, 21]:

i) the general approach of the questionnaire;
ii) the typology of questions;
iii) the order of the questions;
iv) the length of the questionnaire.

Each element is addressed below.

(i) The closed-ended questions are aimed at investigat-
ing the standard dimensions of the patient experi-
ence (i.e. responsiveness, comfort) [58]. Because
people naturally tend to pay more attention to and
are more influenced by the negative aspects of their
experience, the questions were reviewed in order to
move the focus from the negative to the positive as-
pects of the experience and mitigate the so-called
‘negativity bias’ [59, 60]. For instance, the questions
on comfort ask if the ward was quiet, not noisy. In
the same way, the Likert-scales were ordered from
the most positive to the most negative option. The
questionnaire is not aimed at simply highlighting
what does not work; it mainly draws attention to
what works, on best practices and the practical so-
lutions that can help healthcare workers improve
patient experience [61, 62].

(ii) The adopted questionnaire combines the standard
questions with a narrative section to describe what
and who were relevant to the patient during the
hospital stay. This augmented survey allows patients
to an in-depth and personal assessment and de-
scription of their experience. Patients can indicate
the healthcare workers’ behaviours that met their
needs, for example in terms of compassion, respect
and humanity: these aspects are not well addressed
by the closed-ended questions [63]. The measures
are self-reported by patients using the online ques-
tionnaire after discharge: this avoids the risk of
biases related to the interviewer and of completing
the survey during the care experience. The online
questionnaire may be accessed by any type of device
having an Internet connection (i.e. computer, tablet,
or smartphone): its design is completely responsive.
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(iii)The questions, traditionally grouped in
homogeneous domains (i.e. communication with
personnel; pain management), have been re-
organized in order to follow the various phases of
thepatient experience journey during the
hospitalization. The questionnaire was divided into
sections, accordingly: the first section refers to the
admission process; the second, to the experience in
the ward; the third, to the discharge phase. The first
question refers to the individual actually filling in
the questionnaire, in order to understand if the pa-
tient was assisted by a caregiver. The health-related
and socio-demographic characteristics of the re-
spondents are collected in the last section (see Add-
itional file 1).

(iv)A briefer questionnaire was used with respect to
the questionnaires used in previous PREMs
experiences [21], in order to reduce the burden
of the questionnaire completion, and considering
that the administration is web-based. The survey
is comprised of thirty-three closed-ended ques-
tions and six open-ended questions. The closed-
ended questions are mandatory and include ques-
tions regarding the socio-demographic character-
istics of the patient and of the caregiver, if
someone is assisting the patient in responding.
Thirteen of the closed-ended questions are
Likert-scale questions; the remaining are single
and multiple choice questions. Responding to the
open-ended questions is not mandatory on the
behalf of the patient.

The double reporting of data
The patient survey is completely managed by the MeS,
which, as an external third-party, assures the confidenti-
ality of the survey, and provides a yearly benchmarking
of results within the IRPES (Fig. 1). Data collected
through PREMs surveys are used to calculate perform-
ance indicators one time a year, as for previous surveys
[3]. Indeed, the quality of care from the patients’ per-
spective was operationalised over time, in previous sur-
vey initiatives held in Tuscany region. These indicators
are integrated in the yearly IRPES, together with data
from other sources (i.e. administrative data). PREMs in-
dicators are generally calculated at the hospital level,
mainly for the use of policy-makers and top managers
(Fig. 1). The annual indicators are calculated using the
data collected within the PREMs Observatory the previ-
ous year. Because the most of healthcare organizations
joined the initiative on 2019, the first indicators from
the PREMs Observatory will be available in 2020. Gener-
ally, multi-level models are performed to calculate indi-
cators, which requires a sufficient amount of data from
each provider. Because of the census-like approach of
the survey, the researchers expect to reach an adequate
size of respondents. However, while the size of the re-
spondents’ population was not perceived as an issue in
the day-by-day managerial use of the real-time reported
data, managers and professionals, whose performance is
evaluated on the basis of the IRPES indicators, stated
that the representativeness of PREMs data is a relevant
and potentially critical aspect. To this end, size and
characteristics of the surveyed population will be

Fig. 1 A conceptual framework of PREMs data use at the different levels of the healthcare system and organization
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compared to those of hospitalised patients in the admin-
istrative data flow, to verify whether or not those who
participated in the survey are representative of the refer-
ence population. If the analysis will produce a negligible
deviation, the researchers will perform a further sensitiv-
ity analysis [64]. Otherwise, in the case of a significant
selection bias, the researchers will proceed weighting
data at the hospital level [65–68]. In any case, in order
to correctly perform the multi-level analysis, providers
with less than 30 respondents will be excluded from the
analysis. A multi-level case-mix adjustment is performed
on individual data, to ensure comparisons among hospi-
tals with patient populations having different composi-
tions and characteristics, considering the hierarchical
organization of data [67–69]. Generally, the evaluation is
also performed by grouping some typologies of hospitals,
in order to compare more similar organizations (i.e.,
teaching hospitals, paediatric hospitals) [47, 67]. Public
disclosure is one of the key characteristics of the IRPES,
not only for transparency reasons, but also to improve
performance [7, 70].
Among the innovations encompassed by the PREMs

Observatory, the day-by-day online reporting of real-
time data is one of the most important. This data report-
ing is in addition to the annual evaluation that is in
benchmarking as mentioned above, but it vertically per-
meates the healthcare organisations form the ward to
the system (Fig. 1). Indeed, PREMs results are available
in a raw form directly to practitioners. By developing
specific web services, the patient measures and com-
ments reported on the questionnaire are instantly avail-
able on an online platform. Data are reported aggregated
and anonymised, without risks of errors in the data entry
process and without additional costs over time. In the
beta version of the web platform, patients’ answers were
reported in graphics and tables. The formats were
chosen on the basis of the findings emerged from previ-
ous experimental studies on readability and clarity of the
performance data representation [71]. In the graphic
representation of questions with five ordinal levels, five
evaluation tiers were associated with different colours of
the performance evaluation adopted in the IRPES, from
dark green (excellent performance) to red (poor) [43],
which looked familiar to practitioners. In the tables, the
number and percentage of respondents for each re-
sponse option are reported, as well as the total number
of respondents to each question. On the web platform,
data are not weighted, nor risk adjusted, because of they
are real-time updated. They are reported raw, as col-
lected. The characteristics of respondents may be also
viewed on the web platform, formatted in tables and
graphs. Results can be filtered by healthcare organization,
hospital, specialty and ward, based on the access permis-
sions. Results can be also consulted for time-periods, on

the basis of the selection of the user on the web platform.
A threshold of 20 returned questionnaires was established,
in order to consult results on the web platform, even
though the Italian privacy guidelines report a minimum
threshold of three observations (Italian Law 515/2018,
Art. No. 5) [72]. The threshold is applied also when select-
ing time-periods: if less than 20 answers are available for
the period, an informative massage is displayed instead of
data. Currently, data are presented on the web platform
on a cumulative basis. Using the functionality aimed at
selecting specific time-periods, old data can be accessed
with new data, for instance to compare patients’ feedback
over time. The answers to the open-ended questions are
reported individually, and are not anonymized. They can
be navigated by key words through an internal search en-
gine, for going deeper in the patient stories. Because the
online front-end is based on API technologies, it is pos-
sible to integrate PREMs data with other digital business
intelligence tools used by the healthcare organizations.
Real-time reported data are not made available to the

public. Conversely, PREMs indicators encompassed by
the annual evaluation are publicly disclosed on the
IRPES website.

Results
Participation and response rates
The participation rate, measured as the ratio between
the number of invited patients and the number of dis-
charged patients, has increased over time (Table 2).
Overall, the trend of the average participation rate for

LHAs depends mostly on the PREMs deployment date
in their directly managed hospitals. The first start-up
period was characterised by a variable percentages of pa-
tients’ participation, mainly due to technical fine-tuning
activities. Thereafter, the PREMs participation rate be-
came stable around 30%, and in some cases overcoming
80% of the inpatient population (Table 3). In the first
year of the PREMs Observatory, 15,771 patients pro-
vided their contact information specifically to be invited
to the PREMs initiative.
The response rate to the web-based survey, measured

as the ratio between the number of respondents and the
number of patients contacted, also presented a slight in-
creasing trend that became stabilized at around 30%,
after the initial deployment phase (Table 4). While the
participation rate has been visibility affected by the en-
tering of new organisations in the initiative, the response
rate appeared less variable.
From the implementation date through February 2019,

more than 30 questionnaires were collected by almost
each participating hospital. Only one hospital collected
less than 30 questionnaires, which was chosen as the mini-
mum number of observations for calculating the annual
PREMs indicators. This was the case for a hospital in the
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initial phase of PREMs implementation (H3.2, n. 3 ques-
tionnaires). On average, 4616 questionnaires were col-
lected by the hospitals in the first year (and for several
hospitals, in the first few months) of the PREMs Observa-
tory, with a mean of more than 380 questionnaires per
month. As reported in the Table 5, there is a high variabil-
ity among hospitals in the number of collected question-
naires, due to the hospital size and, as amentioned earlier,
to the time of PREMs implementation.

PREMs as storytelling and quality improvement tool
Narrative feedback was left by almost all responding
patients, to least one of the open-ended questions.
The majority of their feedback was positive. Several
patients wrote their stories about healthcare profes-
sionals and workers, also referring to them by name.
If patients could not remember names, they some-
times referred to the other details, such as the health-
care workers’ duty shift. Patients often reported
specific episodes that can allow learning-by-excellence
processes of quality improvement. Such comments
highlighted that the compassionate behaviours of
healthcare workers made the difference in the
hospitalization experience. Feedback can add relevant
information regarding the service organization and on
staff behaviours, for example:

“A care worker understood my discomfort without
me saying anything… and spontaneously washed my
hair.”

“As a family member (daughter), I have been
allowed to keep our daily habits, like sitting on a
chair to have breakfast with my father.”

“While I was walking with my husband in the hall,
a nurse made my bed. I really appreciated this act
of attentiveness.”

“The personnel managed my anxiety very well. In
particular, a nurse kindly touched my shoulder, giv-
ing me attention and a sense of protection. I really
thank her...”

As shown above, patient comments were related to the
positive behaviour not only of the doctors and nurses,
but also of the care assistants as well. During workshops
and events held for the presentation of preliminary data
(Table 1), practitioners highlighted that this kind of re-
sults allow them to monitor and value not only their
contributions to patient experience, but also those of
care assistants. The anecdotal feedback provided specific
information on staff and their behaviours that the stand-
ard closed-ended questions could not provide.

Table 2 Patients to accepted to take part to PREMs over time: absolute numbers of participants and participation rate, as ratio
between patients who accepted to take part to PREMs and discharged patients, and relative mean, minimum, maximum and
standard deviation)

Participants by month Participation rate by month

Total by month Total Participants Mean Participation Rate Mean Min Max SD Mean Min Max SD

mar-18 3 1% 3 3 3 – 1% 1% 1% –

apr-18 88 43% 88 88 88 – 43% 43% 43% –

may-18 146 71% 146 146 146 – 71% 71% 71% –

jun-18 147 71% 147 147 147 – 71% 71% 71% –

jul-18 172 35% 86 31 141 77.78 35% 1% 68% 48%

aug-18 280 32% 140 124 156 22.63 32% 3% 60% 40%

sep-18 359 31% 179.5 11 242 88.39 31% 5% 57% 37%

oct-18 746 24% 149.2 67 241 72.30 23% 5% 66% 29%

nov-18 1919 20% 191.9 1 583 157.60 23% 4% 61% 20%

dec-18 2996 14% 166.44 11 772 189.97 19% 1% 75% 21%

jan-19 4207 23% 210.35 29 726 179.58 26% 1% 72% 19%

feb-19 4708 26% 224.19 6 810 200.82 27% 1% 81% 1%

Total 15,771 –

Mean 1173.17 33%

Min 3 1%

Max 4200 71%

SD 1510.83 21%

Note. Time-period: March 2018–February 2019
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Table 3 Participants (a) and Participation rate (b) by hospital over time

a. Patients to accepted to take part to PREMs by hospital and over time

Hospitals mar-
18

apr-
18

may-
18

jun-
18

jul-
18

aug-
18

sep-
18

oct-
18

nov-
18

dec-
18

jan-
19

feb-
19

Total by
hospital

Mean by
hospital

Min by
hospital

Max by
hospital

SD by
hospital

H1.1 77 63 52 56 248 62.00 52.00 77.00 10.98

H1.2 152 172 150 145 619 154.75 145.00 172.00 11.87

H1.3 204 583 772 726 810 3095 619.00 204.00 810.00 247.42

H1.4 99 230 226 181 187 923 184.60 99.00 230.00 52.73

H1.5 67 274 333 331 304 1309 261.80 67.00 333.00 111.51

H2.1 136 286 292 316 1030 257.50 136.00 316.00 82.03

H2.2 133 202 203 217 755 188.75 133.00 217.00 37.79

H2.3 27 144 165 336 112.00 27.00 165.00 74.36

H2.4 154 240 394 197.00 154.00 240.00 60.81

H3.1 68 116 83 267 89.00 68.00 116.00 24.56

H3.2 11 6 17 8.50 6.00 11.00 3.54

H3.3 12 54 114 180 60.00 12.00 114.00 51.26

H3.4 1 359 529 523 1412 353.00 1.00 529.00 247.53

H3.5 38 81 86 205 68.33 38.00 86.00 26.39

H3.6 38 247 170 455 151.67 38.00 247.00 105.70

H3.7 100 96 196 98.00 96.00 100.00 2.83

H3.8 45 59 85 189 63.00 45.00 85.00 20.30

H3.9 11 179 340 530 176.67 11.00 340.00 164.51

TH1 29 32 61 30.50 29.00 32.00 2.12

TH2 31 156 242 241 207 206 454 580 2117 264.63 31.00 580.00 173.01

TH3 3 88 146 147 141 124 117 135 126 127 126 153 1433 119.42 3.00 153.00 40.47

Total 3 88 146 147 172 280 359 746 1919 2996 4207 4708 15,771

b. Participation rate (ratio between patients who accepted to take part to PREMs and discharged patients) by hospital and over time

Hospitals mar-
18

apr-
18

may-
18

jun-
18

jul-
18

aug-
18

sep-
18

oct-
18

nov-
18

dec-
18

jan-
19

feb-
19

Mean by
hospital

Min by
hospital

Max by
hospital

SD by
hospital

H1.1 4% 4% 3% 3% 4% 3% 4% 0.01

H1.2 13% 16% 13% 12% 14% 12% 16% 0.02

H1.3 15% 49% 75% 72% 81% 58% 15% 81% 0.27

H1.4 24% 27% 19% 21% 23% 19% 27% 0.03

H1.5 6% 26% 39% 36% 34% 28% 6% 39% 0.13

H2.1 12% 23% 32% 37% 26% 12% 37% 0.11

H2.2 12% 18% 25% 29% 21% 12% 29% 0.07

H2.3 4% 22% 26% 17% 4% 26% 0.12

H2.4 21% 27% 24% 21% 27% 0.05

H3.1 5% 11% 8% 8% 5% 11% 0.03

H3.2 18% 9% 13% 9% 18% 0.06

H3.3 2% 9% 22% 11% 2% 22% 0.10

H3.4 19% 34% 36% 30% 19% 36% 0.09

H3.5 12% 29% 33% 25% 12% 33% 0.12

H3.6 4% 32% 23% 20% 4% 32% 0.14

H3.7 44% 43% 44% 43% 44% 0.01

H3.8 9% 16% 21% 15% 9% 21% 0.06

H3.9 1% 25% 47% 24% 1% 47% 0.23
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When sharing these early results with managers and
professionals of participating hospitals, both during
meetings with managers and during extended work-
shops, participation and response rates were partially ex-
plained by the role of healthcare workers: their being
convinced of the usefulness and innovativeness of the
initiative, the clarity and quality of communication with
patients, and the time they devoted to speaking to pa-
tients about the initiative. The importance given to
PREMs by the management was reported as being key in
creating a positive perception of this innovative survey,
and fostering greater trust in its results, which led to
healthcare workers being proactive in encouraging
patients to share their experience through PREMs. Man-
agers and professionals believe that participation and re-
sponse rates are higher when healthcare workers take
the initiative to promote the PREMs.
Additionally, the creation of a patient contacts list was

already a routine activity for the healthcare workers, who

already collect such data for other purposes. Therefore,
the administrative tasks were not perceived as increasing
with PREMs, as stated by the the same healthcare workers
who participated in the workshops. This made it possible
to implement PREMs as a census-like survey. During
workshops and collective events, healthcare professionals
also reported improvements over time in the healthcare
workers’ ability to inform patients about PREMs. This led
also to the creation of a new routine activity, which coul
increase participation and response rates over time.
Clinicians and managers recognized the joint and real-time

reporting of PREMs data as meaningful, because they have
timely access to quantitative measures and qualitative feed-
back of their own patients at ward and hospital levels. A
timely access to the real-time platform was considered cru-
cial: a delayed sharing of PREMs data, due to a delayed distri-
bution of credentials for accessing the platform, was reported
as a factor negatively affecting practitioners’ contribution to
the PREMs initiative. Not having a timely access to the web

Table 3 Participants (a) and Participation rate (b) by hospital over time (Continued)

TH1 1% 1% 1% 1% 1% 0.00

TH2 1% 3% 5% 5% 4% 4% 13% 17% 7% 1% 17% 0.06

TH3.1 1% 43% 71% 71% 68% 60% 57% 66% 61% 62% 68% 45% 56% 1% 71% 0.20

Total 1% 43% 71% 71% 35% 32% 31% 23% 23% 19% 26% 27%

Note. Codes: H hospital directly managed by a LHA; TH teaching hospital. Time-period: March 2018–February 2019

Table 4 Patients to answered to the PREMs questionnaire over time: absolute numbers of respondents and response rate, as ratio
between patients who responded and patients who accepted to take part to PREMs, and relative mean, minimum, maximum and
standard deviation)

Respondents by month Response rate by month

Total by month Total Respondents Mean Response Rate Mean Min Max SD Mean Min Max SD

mar-18 1 33% 1 1 1 – 33% 33% 33% –

apr-18 31 35% 31 31 31 – 35% 35% 35% –

may-18 58 40% 58 58 58 – 40% 40% 40% –

jun-18 59 40% 59 59 59 – 40% 40% 40% –

jul-18 63 36% 31,5 11 52 28,99 36% 35% 37% 1%

aug-18 92 34% 46 40 52 8,49 34% 26% 42% 12%

sep-18 119 35% 59,5 49 70 14,85 35% 29% 42% 9%

oct-18 237 35% 47,4 30 83 20,55 35% 17% 45% 11%

nov-18 797 44% 88,56 28 243 73,87 42% 21% 89% 23%

dec-18 779 29% 43,28 1 120 38,76 28% 9% 47% 11%

jan-19 1093 28% 13 9 156 42,50 27% 12% 39% 8%

feb-19 1287 30% 61,29 2 197 50,08 29% 12% 37% 12%

Total 4616 –

Mean 384,67 35%

Min 1 28%

Max 1287 44%

SD 467,88 5%

Note. Time-period: March 2018–February 2019
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Table 5 Respondents (a) and Response rate (b) by hospital over time

a. Patients who answered to the PREMs questionnaire by hospital and over time

Hospitals mar-
18

apr-
18

may-
18

jun-
18

jul-
18

aug-
18

sep-
18

oct-
18

nov-
18

dec-
18

jan-
19

feb-
19

Total by
hospital

Mean by
hospital

Min by
hospital

Max by
hospital

SD by
hospital

H1.1 31 23 13 19 86 21.5 13 31 7.55

H1.2 54 64 56 46 220 55 46 64 7.39

H1.3 83 128 87 84 95 477 95.4 83 128 18.82

H1.4 39 163 65 68 70 405 81 39 163 47.52

H1.5 30 243 118 130 99 620 124 30 243 76.96

H2.1 44 72 81 65 262 65.5 44 81 15.76

H2.2 28 61 43 54 186 46.5 28 61 14.39

H2.3 8 26 51 85 28.33 8 51 21.59

H2.4 39 87 126 63 39 87 33.94

H3.1 15 16 19 50 16.67 15 19 2.08

H3.2 1 2 3 1.5 1 2 0.71

H3.3 2 9 26 37 12.33 2 26 12.34

H3.4 120 116 173 409 136.33 116 173 31.82

H3.5 12 22 29 63 21 12 29 8.54

H3.6 18 87 54 159 53 18 87 34.51

H3.7 39 25 64 32 25 39 9.9

H3.8 17 17 25 59 19.67 17 25 4.62

H3.9 2 50 89 141 47 2 89 43.58

TH1 10 10 20 10 10 10 –

TH2 11 40 70 42 56 39 156 197 611 76.38 11 197 64.94

TH3 1 31 58 59 52 52 49 43 50 55 31 52 533 44.42 1 59 16.46

Total 1 31 58 59 63 92 119 237 797 779 1093 1287 4616

b. Response rate (ratio between patients who responded to PREMs and patients who accepted to particapate to PREMs) by hospital and
over time

Hospitals mar-
18

apr-
18

may-
18

jun-
18

jul-
18

aug-
18

sep-
18

oct-
18

nov-
18

dec-
18

jan-
19

feb-
19

Mean by
hospital

Min by
hospital

Max by
hospital

SD by
hospital

H1.1 40% 37% 25% 34% 34% 25% 40% 0.06

H1.2 36% 37% 37% 32% 35% 32% 37% 0.03

H1.3 41% 22% 11% 12% 12% 19% 11% 41% 0.13

H1.4 39% 71% 29% 38% 37% 43% 29% 71% 0.16

H1.5 45% 89% 35% 39% 33% 48% 33% 89% 0.23

H2.1 32% 25% 28% 21% 26% 21% 32% 0.05

H2.2 21% 30% 21% 25% 24% 21% 30% 0.04

H2.3 30% 18% 31% 26% 18% 31% 0.07

H2.4 25% 36% 31% 25% 36% 0.08

H3.1 22% 14% 23% 20% 14% 23% 0.05

H3.2 9% 33% 21% 9% 33% 0.17

H3.3 17% 17% 23% 19% 17% 23% 0.04

H3.4 33% 22% 33% 29% 22% 33% 0.07

H3.5 32% 27% 34% 31% 27% 34% 0.03

H3.6 47% 35% 32% 38% 32% 47% 0.08

H3.7 39% 26% 33% 26% 39% 0.09

H3.8 38% 29% 29% 32% 29% 38% 0.05
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platform discouraged practitioners in informing and enrol-
ling patients. Moreover, practitioners indicated that having
PREMs data available enhance the staff’s ability to improve
patients’ experiences, with respect to waiting times at the ad-
mission, communication, team coordination, and other key
dimensions of the patient experience, which are measured by
the closed-ended standard questions. Additionally, prac-
tioners stated that, through an in-depth analysis of the expe-
riences described in the narrative sections, positive and
negative issues in daily practices could be confirmed, identi-
fied, and addressed. Healthcare managers, particularly at
ward level, were sometimes so positively surprised by the
quantity of positive feedback from patients that they would
immediately report the results to their team. This suggests
an immediate gratifying effect of the patients’ positive narra-
tion, particularly about competences, skills, kindness and
compassion of all the healthcare workers, including the care
assistants. In this respect, healthcare professionals and man-
agers recognised the unique possibility, given by this tool, to
monitor the behaviours of hospital staff at the lower levels of
the organizational structure. Measuring care assistants’ con-
tribution to the positive experience of patients has tradition-
ally been very difficult to monitor. Hence, this innovative
PREMs model was recognized by the practitioners as an ef-
fective support to people management within hospitals and
wards, across all organizational levels. In particular, the inno-
vations implemented in the PREMs allow the identification
and acknowledgement of the healthcare workers who were
mentioned by patients for the positive difference that their
compassionate behaviour made in the patient experience.
This makes it possible to convey the importance and value
that their work and behaviours had (and can continue to
have) to patients, to all the personnel, including care
assistants.

Evolution of the web platform for real-time data
reporting
The access to the beta version of the platform was granted,
generally, during the first presentations of the preliminary re-
sults. This allowed practitioners to contribute in revising the
dashboards. Thanks to the healthcare professionals’ involve-
ment, the graphic representation of data evolved in the first
months of the initiative. Practitioners can directly and au-
tonomously choose the graphic representation of data among
bar, pie and area charts. Stacked bar charts were added into

a section of the platform, comparing the patients’ answers to
the PREMs questions among suppliers, according to granted
permissions (i.e., managers of a LHAs can see data compared
among the direct managed hospitals of the LHAs). In
addition to the available time-period selection function, a
trend visualisation of specific dimensions of patient experi-
ence is currently under development, so that changes over
time in the patient perception of care quality would be read-
ily visible and quantifiable.
Currently, the narrative comments can be consulted

using a key-word research, by open-ended question, or
transversally among all the five questions. Some basic
statistics were added (i.e., ranking of words’ occurrence)
have been added to this section. The development of an
algorithm for a real-time sentiment analysis is ongoing,
with the goal to integrate it directly into the platform.
Other basic statistics were integrated in order to better
monitor the initiative (i.e., participation and response
rates by ward, trend of these statistics).

Discussion
According to literature [73], this PREMs survey is feas-
ible and time-effective, by collecting large-scale data and
instantly reporting the answers using web-based admin-
istration methods. These two aspects are able to over-
come key barriers related to the timeliness of data
reporting, and to the sampling, which affects the level of
data aggregation in their reporting. Indeed, the novelty
of the PREMs presented in this study consists of the
combination of their well-documented strengths along
with innovations aimed at overcoming their limitations
and improving PREMs data use [16, 26].
The ongoing initiative, currently implemented in Tus-

cany and Veneto, continuously collects patient experi-
ence data in a systematic way, providing: (i) standard
experience data for trend monitoring and benchmarking
within and among healthcare organizations and regions,
in the multi-dimensional IRPES; (ii) real-time narrative
feedback, to bring out episodes, people and behaviours
that made the difference to the patients’ experience and
that can be used by the healthcare organizations to value
people and learn by what worked.
This innovative PREMs model represents the first ex-

ample of patient survey that achieves such detail, by col-
lecting and reporting patient measures in real-time and

Table 5 Respondents (a) and Response rate (b) by hospital over time (Continued)

H3.9 18% 28% 26% 24% 18% 28% 0.05

TH1 34% 31% 33% 31% 34% 0.02

TH2 35% 26% 29% 17% 27% 19% 34% 34% 28% 17% 35% 0.07

TH3 33% 35% 40% 40% 37% 42% 42% 32% 40% 43% 25% 34% 37% 25% 43% 0.05

Total 33% 35% 40% 40% 36% 34% 35% 35% 42% 28% 27% 29%

Note. Codes: H hospital directly managed by a LHA; TH teaching hospital. Time-period: March 2018–February 2019
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up to the ward level. A scaled-down survey instrument
[74], like the PREMs here presented, can be used for im-
proving services and for inter-organizational compari-
sons that are generally only possible in the case of
standard national patient surveys [26]. This PREMs
model can quickly and effectively ‘close the loop’, by
reporting patient feedback up to the ward where they re-
ceived care [39]. The accessible and user friendly inter-
face of the web platform, and the concise representation
of PREMs big data, helps in rendering PREMs results
into actionable information [39, 75]. The real-time
reporting of data can also allow monitoring and assess-
ment of changes and improvement actions adopted in
practice. PREMs representation is a key aspect: the for-
mat of data presentation can affect interpretation, usabil-
ity and actual use of data by practitioners [76].
Practitioners’ involvement has been important for an ini-
tial revision of the web platform of data reporting. How-
ever, additional research and, particularly, experiments
should be done to improve the presentation and com-
munication of data to healthcare professionals, for
informing their quality improvement actions. The public
disclosure of these data to citizens requires further stud-
ied, which should directly involve patients.
The integration in the standard questionnaires of nar-

rative sections allows reporting both qualitative (small
stories) and quantitative feedback (big data) [77]. Ac-
cording to literature [39, 41, 78], clinicians found quali-
tative comments more interesting and relevant than
numerical data, in this study. In the narrative feedback,
patient take into consideration their whole experience,
by reporting on what and who really matters to them;
anecdotal information can explain these latter aspects
better than close-ended questions [79], especially when
patients describe healthcare professionals’ behaviours
that made the difference to them. Narrative feedback
can bring to light on fundamental aspects of the patient
experience, such as compassion and humanity, which
are not specifically addressed by closed-ended questions
[63, 80]. Compassionate behaviours are relevant behav-
iours because they impact on the patient compliance to
therapies, self-management and outcomes [81–83]. Fur-
ther research should demonstrate if PREMs positively
influence fostering and spreading of compassionate and
positive behaviours within hospitals.
In this regard, another potential use of PREMs data

concerns the patients’ acknowledgement and value of
healthcare workers directly reported by the patients.
This was a critical aspect to be addressed in some
healthcare organizations of Tuscany and Veneto, where
the healthcare workers expressed the need for being
more and better valued. According to the practitioners’
feedback, the volume of positive feedback provided by
patients can be a lever to encourage, motivate and value

clinicians, nurses and care workers. It allows for the
monitoring of the care assistants’ contribution to the
positive experience of patients, which is usually difficult
to measure. Further research could focus on the ability
of PREMS to measure and have an impact on healthcare
and care assistants’ practice.
With the innovations introduced, the PREMs have

moved from the exclusive focus on ‘what’s wrong’, to the
recognition and celebration of what worked well and of
those who made a positive difference in the experience
of patients, in order to make their care even better [61,
84]. A greater emphasis was placed on the identification,
recognition and use of positive processes, practices and
behaviours, often rare in healthcare management [62],
which helps the translation of positivity into desirable
outcomes [60, 85]. In particular, the open-ended ques-
tions can help identify the positive deviance [86] and
activate learning-by-excellence processes within and
among healthcare organizations [62, 87], building on the
positive and compassionate behaviours recognized by
patients. This positive narrative can be a catalyst for
quality improvement ideas that could come directly from
healthcare workers at all organizational levels [61]. This
can lead to a greater willingness and ability to draw les-
sons from prior experiences and eventually to a positive
behavioural change [88, 89].
The integration of PREMs in a performance evaluation

system, publicly disclosed and effectively disseminated
among healthcare professionals, was proved to have an
impact on their daily practice and behaviours, positively
affecting the patient experience [4]. In the practitioners’
opinion, the PREMs initiative presented in this paper
can contribute in making these behavioural change
mechanisms permanent and sustainable, by influencing
the healthcare system and personnel at different levels
and spreading compassionate behaviours and positive
practices within the system. Future research should ver-
ify if such a system does actually influence the use of
PREMs data by healthcare professionals in implementing
patient-driven improvements.

Conclusion
This paper presents an action research in which re-
searchers and practitioners of two Italian regions worked
in designing, implementing and monitoring a PREMs
continuous and systematic observatory. The PREMs Ob-
servatory exploits to the greatest extent possible the
strengths of traditional patient surveys, and addresses
several of the issues and limitations in using patient sur-
vey data.
According to the preliminary results and practitioners’

feedback, the PREMs initiative presented in this paper
can improve the use of PREMs in the day-by-day prac-
tice of healthcare managers, professionals and workers
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in general, and support patient-driven mechanisms of
quality improvement, as well as of cultural and behav-
ioural change, due to several innovations that it encom-
passes. The combination of the PREMs integration into
the multi-dimensional performance evaluation system
and the operational and positive people management
and quality improvement tool is consistent with health-
care managers’ and professionals’ goals of rapidly
deploying sustainable quality improvements, by focusing
more on an appreciative and positive approach.
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