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Abstract

Background Patient perceptions of quality of care (QoC)

are directly linked with patient safety and clinical effec-

tiveness. We need patient-designed QoC instruments that

work across languages and countries to optimise studies

across systems in this area. Few QoC measurement tools

exist that assess all aspects of QoC from the patient per-

spective. This paper describes the development and vali-

dation of a comprehensive measure to assess patient

perceptions of QoC that incorporates technical and inter-

personal aspects of care and is grounded in the established

Institute of Medicine (IOM) QoC framework.

Design We conducted a multi-country cross-sectional study.

Methods Following a literature review and patient focus

groups, an expert panel generated questionnaire items.

Following a pilot study, item numbers were reduced. The

final questionnaire consisted of three sections: demo-

graphics, perceived QoC and one open-ended question.

Data was collected from patients (n = 531) discharged

from hospitals across seven countries in South East Europe

(languages: Turkish, Greek, Portuguese, Romanian, Croa-

tian, Macedonian and Bulgarian). Reliability and validity

of the measure were assessed.

Results Confirmatory factor analysis was used to compare

various factor models of patient-perceived QoC. Good

model fit was demonstrated for a two-factor model: com-

munication and interpersonal care, and hospital facilities.

Conclusions The ORCAB (Improving quality and safety in

the hospital: The link between organisational culture,

burnout and quality of care) Patient QoC questionnaire has

been collaboratively and exhaustively developed between

healthcare professionals and patients. It enables patient

QoC data to be assessed in the context of the IOM pillars of

quality, considering both technical and interpersonal

dimensions of care. It represents an important first step in

including the patient perspective.

Key Points for Decision Makers

Consideration of patient perspectives on quality of

care (QoC) is increasingly important.

Assessment of patient perspectives of QoC in a

systematic way is desirable.

Standardised assessment of QoC across countries

facilitates international comparisons.

1 Introduction

Quality of care (QoC) in hospitals varies substantially

across countries, as do patients’ ratings of their hospital

care. In an environment where there is significant pressure
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to reduce expenditure, maintaining QoC is an important

concern [1]. Interest in cross-national assessment of QoC

has increased as the number of patients travelling abroad

for healthcare grows, and information on the safety and

patient-centredness of cross-border care has been shown to

be lacking [2]. The concept of QoC has been described in

terms of various components, cornerstones, performance

indicators, characteristics or dimensions [3–5]. QoC mea-

surement also varies widely, ranging from nurse assess-

ment on a four-point Likert scale [6] to more in-depth

assessment of domains within the concept of quality, as

outlined by international bodies such as the World Health

Organization [5]. It is broadly agreed that the measurement

of QoC should include assessment of responsiveness to

patient needs and expectations and that this information is

important for cost-effective decision making [7], yet most

QoC measurement tools take a hospital or healthcare sys-

tem view rather than a patient perspective.

There has been considerable debate about whether

processes or outcomes are the preferable measure of

quality [8], and a measure which addresses both is desir-

able. It is increasingly recognised that the patient experi-

ence, which encompasses both the process and its outcome,

is as important in measuring QoC as traditionally measured

objective outcomes such as quality-adjusted life-years [9],

or patient safety markers such as policies and procedures

[10]. Patient involvement in their own care has wide-

ranging impact, and the patients’ perspective should form a

fundamental aspect of QoC measurement. While many

existing questionnaires assess one or more aspects of

quality, there is as yet no comprehensive assessment which

looks at all aspects of QoC from the perspective of the

patient in the hospital setting.

Assessing QoC from the perspective of service users

allows meaningful comparisons of hospitals on topics that

are important to consumers, and informs care providers

seeking to improve overall care quality, yet there is often a

failure to evaluate patient’s views in a systematic manner

[11]. Thus, developing a patient-centred QoC measure is a

step in the direction of systematic assessment.

The current study used the 2001 Institute of Medicine

(IOM) six pillars of quality: safety, effectiveness, patient

centredness, timeliness, efficiency and equity [4] and as a

framework for the holistic assessment of QoC. It also

distinguishes between what Donabedian called interper-

sonal and technical dimensions of care [12]. These

dimensions of care encompass the aspects of care valued

by both service providers and service users, with technical

care referring to patients’ medical treatment and interper-

sonal care to the communication between patient and

healthcare providers in relation to their treatment. Inter-

ventions tend to focus on either technical or interpersonal

aspects [13].

This measure is being developed with international

application in mind so that it is not bound by particular

cultural relevance. There is a need for a QoC instrument

which is both holistic and can explore patterns in regions

like Europe where language is a major barrier to under-

standing the differences in healthcare systems design,

funding and delivery. The Heart QoL is an instrument

similarly developed for use across European countries to

allow for cross-country comparisons and examination of

systems as well as institutions and individuals [14].

The work was completed as part of an international

study, ORCAB (Improving quality and safety in the hos-

pital: the link between organisational culture, burnout and

quality of care), funded by the European Commission

within the 7th Framework Programme in order to assess

QoC in hospitals. This multi-centre study investigated

organisational and individual factors that impact on QoC

and patient safety in the hospital environment (http://orcab.

web.auth.gr/), with the aim of designing bottom-up inter-

ventions that increase both QoC and health professionals’

well-being [15]. Significant issues around QoC have been

identified by ORCAB, including how QoC is defined [16],

QoC operationalisation [17], evaluation and assessment of

QoC, quality of hospital environment [18], healthcare

professionals’ training, and communication between health

professionals and patients. Understanding QoC and related

issues in a part of Europe where job satisfaction of

healthcare staff and the profile of the profession differs

from North/West Europe and North America is important.

Hence, the aim of this study was to develop and validate a

QoC measurement tool that could be used across European

countries within the ORCAB project.

2 Methods

2.1 Development of the Quality of Care (QoC)

Patient Questionnaire

Development of the QoC Patient Questionnaire was con-

ducted in three steps: (1) item generation, (2) pilot testing,

and (3) refinement and translation of the final measure.

2.1.1 Item Generation

Item generation was achieved by the triangulation of three

congruent and complementary sources: focus groups with

patients, an expert panel and a systematic review of QoC

interventions.

Two focus group discussions on QoC (per country) were

conducted with patients in Greece, Turkey, Portugal,

Romania, Bulgaria, Croatia and the Former Yugoslav

Republic of Macedonia (FYROM).
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Each ORCAB team developed an ongoing relationship

with one or several teaching hospitals in their countries.

Data were collected from public hospitals in Greece (two

hospitals, 910 and 690 beds), Bulgaria (503 beds), Turkey

(170 beds), Portugal (1099 beds), Croatia (250 beds),

FYROM (345 beds) and Romania (two hospitals, 450 and

368 beds).

A common methodology for recruiting, conducting focus

groups and analysis was jointly developed and was used as a

guide by all the teams, who further adjusted the methods to

the specifics of their countries and hospitals. The intention

was to have focus groups with patients attending the chosen

teaching hospitals, discussing how they define QoC and their

impression of QoC in the hospitals. Audio recording was

used in all countries. The focus groups were conducted using

a semi-structured protocol. However, the discussions were

flexible, and all participants were encouraged to bring up

other issues during the conversations. The basic approach to

analysis was thematic analysis [19], which allowed for the

identification of larger themes and aided the extraction of

particular items for inclusion in a questionnaire.

An expert panel of social scientists, health researchers

and medical practitioners developed items for inclusion in

the measure, drawing on the IOM model and supported by

information gathered from focus groups and a thematic

qualitative overview including a systematic review of

interventions to improve QoC in hospitals, described

elsewhere [13].

2.1.2 Pilot Testing

The resulting pilot measure containing 54 questions in two

sectionswas distributed to all consortiummembers for review

and face validationwithin patient focus groups. Patient groups

consisted of five patients per country and patients represented

a heterogeneous groupwhohadbeendischarged fromhospital

within the previous 2 months. Patients were asked to rate the

questions’ relevance to their experience of being a patient,

appropriateness for patients and ease of understanding using a

Likert scale. They were also asked to review the questions,

identify any they considered repetitive or any issues not

covered, and to comment on which they considered best.

Questions that scored\4 on any of the three scales, or were

judged to be too repetitivewere deleted. Pilot testing feedback

from all countries was combined with feedback from con-

sortium members and used to choose the questions to be

included in the final measure.

2.1.3 Refinement and Translation of the Final Measure

In addition to demographic items, the final measure con-

tained one general question and 13 items (12 Likert scale

questions and one open question) divided into sections

based on the IOM QoC pillars, technical and interpersonal

aspects of care such as medical investigation and treatment,

and doctor–patient interaction. It took the form of a short

and user-friendly interviewer-administered questionnaire,

using simple words and short phrases. Answers are given

via Likert scale, available in both electronic and/or paper-

based formats. Question statements from Sections A and B

are depicted in Table 1. The open question in Section B

was included to provide the opportunity for respondents to

identify issues that had not been covered by the questions

in Section A. Analysis of these answers indicated that no

new issues emerged. The open question provided face

validity for the questions in Section A.

A total of seven language versions were developed

(Turkish, Greek, Portuguese, Romanian, Croatian, Mace-

donian and Bulgarian) following a standard process which

included translation, back-translation, comparison of ver-

sions and pretesting refinement. Data from all language

versions was pooled for analysis. Data was entered into

SPSS version 21 for statistical analysis.

2.1.3.1 Statistical Analysis Descriptive statistics and data

quality were assessed with mean, median and ceiling and

floor effects, item response and missing/invalid responses.

Face and content validity were established through the

development process which involved expert consensus,

review of the literature and patient focus groups from all

countries involved.

Main analyses were completed on data from the 12

Likert scale questions in Section A.

Internal consistency, a measure of how well the indi-

vidual items on the test measure the same construct, was

assessed using both corrected item-total correlations and

Cronbach’s a for the items measuring the same construct

(i.e. those within the same factor).

Convergent validity was assessed using a correlation

matrix and corrected item-total correlations. A composite

measure of QoC was generated for each participant from

the final 11 Likert scale items in Section A. Corrected item-

total correlations were used to assess the correlation

between each of the 12 Likert scale questions in Section A

and the total from all 12.

Construct validity was assessed using confirmatory

factor analysis (CFA) to assess the extent to which the

items actually reflected the theoretical latent construct they

were designed to measure. It was hypothesised that a two-

factor model was the best fit; this was also compared with

one-factor and three-factor models. In order to assess

model fit, the comparative fit index (CFI), the chi-square

(CMIN) and the root mean square error of approximation

(RMSEA) indices were considered.

Once the best model was established, it was assessed

whether the model could be improved via modification

A cross-country hospital patient quality of care assessment tool



indices. The theorised models tested in CFA included

factors broadly based on the theoretical evidence of Don-

abedian’s technical and interpersonal dimensions of care

[12], and the IOM pillar of patient centredness, namely

healthcare professional communication, interpersonal care

and physical hospital facilities. Measurement of invariance

was assessed by the difference in fit between the uncon-

strained model and the constrained model across gender

groups. CFA modelling was conducted using AMOS

software.

Ethical approval for the study was granted by the rele-

vant institutions in each country, as outlined below.

• Romania: Research Ethics Committee of Cluj County

Clinical Hospital and Medical University ‘Iuliu Hatie-

ganu’, Cluj-Napoca

• Turkey: Ege University Faculty of Medicine Clinical

Research Ethics Committee. Registration number:

10-9/12

• Croatia: County General Hospital Požega Ethics

Committee

• FYROM: Ethical Committee of the General Hospital

Skopje. Registration number: 2969/1

• Portugal: Ethical Committee of the Centro Hospital

Lisboa Norte, EPE

• Bulgaria: Bulgarian Psychological Society (BPS) Pro-

fessional Ethics and Scientific Affairs and Review

Board. Approval number: 0142-2011; University

Obstetrics and Gynecology Hospital ‘Maichin

Dom’—Protocol #3 October 4, 2010 and University

Hospital ‘Tsaritsa Yoanna’ ISUL—Protocol #789

September 19, 2011.

3 Results

3.1 Data Quality and Descriptive Statistics

A very low percentage of missing or invalid values (0% in

Section A) showed high acceptability. Significant skew

was noted for all questions but this was likely due to the

large sample size.

Data was gathered from 531 patients (48.6% male)

across 16 hospital sites on day of discharge in seven

countries. A summary of the population demographics and

common diagnoses is presented in Table 2.

The lowest mean response score (disagree most) was for

question A1 (mean 1.88, SD 1.08) and the highest mean

response score (agree most) was for question A7 (mean

4.29, SD 0.90). The mean ‘composite index’ QoC score for

the total population was 2.24 (SD 0.6). The highest mean

score was from Turkey (2.63, SD 0.47) and the lowest was

1.97 (SD 0.63) from Croatia. Mean composite QoC scores

across the seven countries ranged from 1.97 (Croatia) to

2.63 (Turkey). The Kruskal–Wallis test for non-parametric

data was used to compare mean QoC from the seven

country groups, and showed the distribution of the mean

was not the same across countries. The greatest variance in

distribution of mean values was seen in Croatia.

Table 1 Section A and B questionnaire items

Section A: Likert Scale Questions

Response options: Strongly disagree/Disagree/Neither agree nor disagree/Agree /Strongly Agree

1. Doctors did not explain my condition

2. I do not understand the medical language the doctors use

3. Doctors explained to me different treatment options and I felt that I had a real choice

4. Health professionals provided me with counselling for changing my life style and health behaviours

5. I had to wait for a long time for medical investigations and medical procedures

6. The diagnostic equipment in the hospital is too old

7. I think that the doctors did their best to provide me the best medical care available

8. The facilities in the hospital are good

9. Hygiene in the hospital is poor

10. During my stay at the hospital, I was dependent on relatives who came in to assist with my everyday needs, and not on health

professionals

11. Doctors are very kind and willing to talk with patients about their condition

12. We discussed treatment options, but it didn’t feel like I had a choice

Section B: Open question

Hospitals and healthcare professionals aim to provide the best care to you the patient. With this in mind, we would like to ask you to tell us in

your own words, what represents the best care for you?

[Prompt to be used if the patient is finding it difficult to answer the question]: To help you think about the question, try to think about the

situations where you felt that your needs were being looked after by the staff in the hospital. Also, try to think of situations where your needs

were not being looked after. What was the difference between the two situations?

A. Villiers-Tuthill et al.



3.2 Validation of the QoC Patient Questionnaire

3.2.1 Internal Consistency

A correlation matrix of questions showed significant

cross-correlations for all items except for the item ‘‘We

discussed treatment options, but it didn’t feel like I had a

choice’’. Corrected item-total correlations were used to

assess the correlation between each of the 12 Likert scale

questions in Section A and the total from all 12. Values

[0.3 were considered evidence of internal consistency,

see Table 3. Corrected item-total correlations were C0.3

for all but question 8. This item was therefore removed,

reducing the number of Likert scale questions in Sec-

tion A to 11.

Reverse phrased questions were recoded and Cronbach’s

a was computed for the Likert scale questions in each of

the theorised factors: healthcare professional communica-

tion and interpersonal care (a = 0.69), and physical hos-

pital facilities (a = 0.61).

3.2.2 Confirmatory Factor Analysis

Structural equation modelling (SEM), using the statistical

programme AMOS (Arbuckle, 1997), was used to assess

the model that best fit the data. SEM allows one to

compare a hypothesised model against alternative models

that can provide a better fit to the data. The fit of the

competing models are assessed with the goodness-of-fit

index (GFI) and the RMSEA, and also the normed fit

index (NFI) and the CFI. In general, models with fit

indices [0.90 and an RMSEA \0.08 indicate a close fit

between the model and the data [20]. SEM also calculates

a normed chi-square (chi-square index divided by the

degrees of freedom). This index is less sensitive to sample

size, and the criterion for acceptance ranges from\2 [21]

to\5 [22].

It was hypothesised that a two-factor model was the best

fit. This was compared with a one-factor and a three-factor

model in CFA and it was assessed whether the models

could be improved via modification indices. Model fit

indices for the initial models are shown in Table 4.

It was established that the two-factor model was the best

model (see Fig. 1), as good model fit as identified by

CMIN, CFI and RMSEA model fit indices, within

acceptable limits, was achieved with minimal re-specifi-

cation of the model. Error terms on items A11 (‘‘Doctors

are very kind and willing to talk with patients about their

condition’’) and A7 (‘‘I think that the doctors did their best

to provide me the best medical care available’’), and on

items A3 (‘‘Doctors explained to me different treatment

options and I felt that I had a real choice’’) and A4

(‘‘Health professionals provided me with counselling for

changing my life style and health behaviours’’) were co-

varied. Covariance of the error terms for these pairs of

items has theoretical rationale and is acceptable as they are

within the same factor and deal with similar components of

the factor.

Table 2 Demographics and most common diagnoses of study

population

Variable N %

Gender

Male 258 48.6

Female 273 51.4

Age, years 52.94 44.6

Nationality

Greek 60 11.3

Bulgarian 100 18.9

Romanian 78 14.7

Croatian 18 3.4

Turkish 128 24.2

Portuguese 96 18.1

Macedonian 50 9.4

Marital status

Single 77 14.5

Living with a partner (not married) 16 3.0

Married 367 69.2

Divorced 31 5.8

Widowed 39 7.4

Education

Primary education 151 28.4

Partial secondary education 67 12.6

Completed secondary school 204 38.4

University education 109 20.5

Profession/occupation

Pensioner 38 27.9

Task-related 22 16.2

Household 15 11.0

Worker in public sector 22 16.2

Worker in private sector 36 26.5

Student 3 2.2

Residence/area

Urban 410 77.2

Rural 118 22.2

Most common diagnoses (C1% of population)

Lung cancer 38 7.2

Allergy 11 2.1

Infarction 10 1.9

Bronchitis 7 1.2

A cross-country hospital patient quality of care assessment tool



4 Discussion

The QoC questionnaire was developed specifically to

assess patient perceptions of QoC across domains of QOC.

Validity and reliability were assessed in the domains of

content validity, face validity, internal consistency, relia-

bility and construct validity, and all were found to be

satisfactory.

The questionnaire was theoretically grounded in the

well-established framework identified by the IOM’s pillars

of QoC and drew on Donabedian’s technical and inter-

personal dimensions of care [12]. Use of this framework as

a basis for item generation helped to achieve content

validity, by ensuring that it covered a representative sample

of the quality domains to be measured. Pretesting with

focus groups and patient pilot groups ensured face validity

of the questionnaire.

The factors identified in the model (healthcare profes-

sional communication and interpersonal care, and hospital

facilities) reflect the same values that are described in the

IOM pillars of care. Appropriate healthcare professional

communication is essential in a patient-centred approach

while interpersonal care speaks to the overall perceived

effectiveness and timeliness of care received. Adequate

physical hospital facilities are also necessary to deliver

efficient and safe treatment.

Table 3 ORCAB quality of care questionnaire: corrected item-total correlations of Likert scale questions (Q2–Q13)

Item statement Scale mean if item

deleted

Corrected item-total

correlation

Squared multiple

correlation

Scale variance if

item deleted

Doctors did not explain my condition 25.6 0.4 0.23 35.6

I do not understand the medical language the doctors

use

24.9 0.3 0.16 36.3

I had to wait for a long time for medical investigations

and medical procedures

25.0 0.4 0.27 33.1

The diagnostic equipment in the hospital is too old 24.9 0.3 0.19 36.8

Hygiene in the hospital is poor 25.0 0.4 0.22 34.2

During my stay at the hospital, I was dependent on

relatives who came in to assist with my everyday

needs, and not on health professionals

25.0 0.4 0.24 34.1

We discussed treatment options, but it didn’t feel like I

had a choice

24.5 -0.02 0.06 40.7

Doctors explained to me different treatment options and

we discussed the most appropriate alternative for my

case

25.2 0.3 0.20 37.4

Health professionals provided me with counselling for

changing my life style and health behaviours

25.4 0.3 0.25 37.0

I think that the doctors did their best to provide me the

best medical care available

25.7 0.6 0.51 34.9

The facilities in the hospital are good 25.4 0.4 0.25 36.6

Doctors are very kind and willing to talk with patients

about their condition

25.6 0.5 0.45 35.7

Table 4 Model fit indices for initial and re-specified models (N = 531)

Parameter Cut-off One-factor model Two-factor model Three-factor model initial Two-factor model re-specified

CMIN/DF \3 6.788 4.850 4.747 2.462

p value [0.5 0.000 0.000 0.000 0.000

CFI [0.9 0.770 0.851 0.861 0.946

GFI [0.95 0.900 0.930 0.936 0.967

AGFI [0.8 0.850 0.892 0.898 0.947

RMSEA \0.05 0.105 0.850 0.084 0.053

PCLOSE [0.05 0.000 0.000 0.000 0.355

AGFI adjusted goodness of fit index, CFI comparative fit index, CMIN/DF chi square, GFI goodness of fit index, PCLOSE p of close fit, p value

probability, RMSEA root mean square error of approximation

A. Villiers-Tuthill et al.



The identified QoC factors are meaningful as they rep-

resent a combination of objective and subjective aspects of

care, suggesting that even in situations where fiscal and

infrastructural limitations constrain care provision, higher

QoC can be achieved through sensitive interaction and

appropriate and patient-centred approaches. The emphasis

of healthcare development is often on physical infrastruc-

ture, and the fiscal challenges in health are frequently the

focus of health policy discussion. Yet, compared with large

capital investment in infrastructure, capacity building of

existing healthcare personnel, enabling more patient-cen-

tred care, and supporting an awareness of doctors’ well-

being may achieve improvements in QoC that represent

greater value for money.

The use of the technical and interpersonal dimensions of

care in conjunction with the IOM Pillars of Quality in the

development of the Patient QoC Questionnaire represents

progress towards a more integrated and holistic approach to

assessment of QoC. The two identified factors—healthcare

professional communication and interpersonal care, and

physical hospital facilities—reveal that patients are highly

attuned to the organisational elements of the health system

with which they interact. In terms of both research and

practice, the potential for patients to contribute positively

to organisational change in both healthcare and healthcare

delivery is probably underestimated. For example, a recent

systematic review of the use of action research as a tool for

organisational change revealed that patient input was

nonexistent [23]. Moreover, in a systematic and mixed

review of self-management, Boger et al. [24] highlighted

that quality is too heavily focused on process issues (e.g.

length of stay, biomedical indicators) and little is known

about the meaningfulness that patients attach to different

elements of care. The present research is consistent with

the growing calls for greater patient involvement in the

delivery and design of healthcare (e.g. [25]). In terms of

practice, not properly accounting for the patient approach

to QoC can only translate to poor QoC [26], which is

associated with additional unnecessary financial costs [27].

It is important to remember, however, that any compre-

hensive assessment of QoC should include not only the

patient perspective but also the perspective of other key

stakeholders.

Limitations of this paper include imbalance in partici-

pant numbers across countries. In addition, the cross-sec-

tional nature of the study and the lack of test–retest data for

the questionnaire are also limitations. Test–retest reliability

is desirable in measures of constructs that are not expected

to change over time, such as personality traits. However, in

measuring a construct such as QoC in the time immediately

after discharge, retest reliability is difficult to assess as

patient perceptions of their experience during their hospital

stay may change quite rapidly post-discharge. In a review

of test–retest reliability in instrument validation studies of

cancer patients receiving palliative care, only 31 out of 89

articles measured test–retest reliability [28].

It was not possible to measure concurrent validity by

comparing with a gold standard measure of the same con-

struct that our questionnaire purports to measure as no such

gold standard exists. Data was not collected on any measure

of a related construct, precluding assessment of convergent

validity through comparison with such a measure.

Some limitations of the model assessed in CFA should

also be noted. Metric invariance between country groups

could not be tested due to small sample size in some

countries. Before meaningful comparisons of instrument

outcomes can be made between groups it is important to

ensure that the instrument measures the same thing in

various groups. This is especially important in cross-cul-

tural research. Measurement invariance tests that causal

relationships work the same way across groups and the

assumption that the same properties are being measured in

each group [29]. Further data is required to investigate

measurement invariance of the QoC Patient Questionnaire.

In the years since the IOM’s model of QoC was

developed it has been suggested that additional dimensions

of QoC should be added to those included in the IOM’s

model. Non-inclusion of the dimensions of caring and

navigating the healthcare system as proposed by Beattie

et al. [30] may also be considered a limitation of the current

work. The use of a rich data set gathered from a study

population across multiple countries should be considered

Fig. 1 The two-factor model of quality of care

A cross-country hospital patient quality of care assessment tool



a strength of the current study. The development and val-

idation of a novel and holistic QoC measure using inter-

national data provides a useful starting point for cross-

country assessment of hospital QoC that is inclusive of

both technical and interpersonal dimensions of care.

5 Conclusion

The ORCAB hospital patient QoC questionnaire is based on

awell-established framework and enables QoC to be reliably

assessed in the context of the IOM pillars of quality across

the seven countries and languages in the ORCAB collabo-

ration, enabling international comparisons. Future work will

investigate the differences between standards of care in the

ORCAB countries and their possible causes. The use of the

ORCAB patient QoC questionnaire will facilitate further

research in the area of healthcare professional burnout, and

its impact upon patient safety and QoC across the ORCAB

consortium countries.
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