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Abstract
Background  In 2018, a nationwide survey carried out in 387 acute care hospitals from 16 out of 21 Italian regions, 
allowed defining an extended checklist for the participatory evaluation of person-centredness in hospital care. We 
aimed to validate a reduced set of core items for continuous use across the country.

Methods  Factor analysis was used to validate the construct of the checklist. Varimax rotation with eigenvalues > 1 
was used to optimize factor structure. Items with an item-total correlation > 0.30 and factor loadings > 0.4 were 
attributed to individual factors. Items with inter-item correlation coefficient > 0.70 were submitted to expert opinion 
for final decision. Overall internal consistency was assessed through Cronbach’s alpha.

Results  A total of 183 out of 243 items in the original checklist were submitted to factor analysis. A subgroup of 67 
items was retained in 4 main areas, allocated as follows: 16 items in 4 sub-areas of “Person-oriented organizational and 
care processes”, 16 items in 4 sub-areas of “Physical accessibility, liveability and comfort of the facilities”, 15 items in 3 
sub-areas of “Access to information, streamlining and transparency”, and 20 items in 4 sub-areas of “Taking care of the 
relationship with patients and citizens”. Overall values of Cronbach’s alpha ranged between 0.77 and 0.90, showing 
high consistency.

Conclusions  This study validated a “core” checklist that can be routinely used to monitor the implementation 
of person-centred care in Italian hospitals. The tool can be applied more widely by multiple stakeholders as a 
measurement instrument for the participatory evaluation of person-centredness.

Keywords  Person-centred care, Monitoring, Participatory evaluation, Citizens engagement, Quality improvement, 
Performance assessment
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Text box 1. Contributions to the literature
• There are still variable definitions and a lack of practical instruments to 
measure the implementation of person-centred care in clinical settings 
for quality of care improvement.
• We have produced a checklist that has been successfully applied in 
acute care settings to evaluate the implementation of person-centred-
ness with the active engagement of citizens, health professionals and 
policy makers.
• The contents of the checklist have been classified and optimised 
through item reduction techniques, delivering a tool that could be 
used to facilitate data collection and regular updating at national level.

Background
Person-centredness, defined by the WHO as “care which 
takes into account the preferences and aspirations of indi-
vidual service users and the cultures of their communi-
ties” [1], has become a fundamental dimension of quality 
of care targeted by national policies and international 
organizations (2–3).

Developments in this field show a growing interest 
towards its broad implementation in modern health sys-
tems. A recent review of the topic noted a progressive 
shift from conceptualisation to operationalization [4] 
confirming the trend towards person-centredness as a 
common driver of performance improvement [3].

In this context, the identification of indicators that are 
“fit for purpose”, paired with the availability of valid and 
reliable instruments to be used in the local context, are 
essential to monitor progress on a regular basis [5–8].

So far, the development of standardized approaches 
to reach this goal has been hampered by the lack of a 
unique definition [9, 10]. As a complex multidimensional 
construct, person-centredness encompasses multiple 
dimensions that have been differently defined and con-
ceptualized over time [11–13] .

Consistently, separate instruments have been used to 
measure different aspect of care related to person cen-
tredness [4, 7]. In many cases, hospital care has been 
targeted as a key area of interest. Findings from recent 
reviews show that none of the surveys carried out in this 
context captured all eight dimensions of person-centred 
care identified by the Picker Institute [4, 14, 15]. More-
over, implementation appeared to be mostly limited at 
the clinical micro-level, where most often the profes-
sional culture, person-reported experiences (PREMs) 
and person-reported outcomes (PROMs) are adequately 
investigated and could be promptly applied [16, 17]. Con-
sequently, there are very limited options available for 
decision makers to evaluate the overall implementation 
of person-centredness at both the the provider (meso) 
and governmental (macro) levels [4, 10].

In the decentralised context of the Italian National 
Health System (Sistema Nazionale Sanitario – SSN), the 
systematic evaluation of regional and national policies 

are highly relevant to ensure balanced governance [18]. 
In this context, the National Agency for Regional Health 
Services (AGENAS) adopted a holistic definition of per-
son-centredness, intended as “the commitment to make 
the provision of health services, including diagnostic and 
therapeutic programs, within settings of care that are as 
much as possible oriented towards the person, considered 
in the entirety of his/her physical, social and psychological 
dimensions” [19] .

Recognising its relevance for new models of care deliv-
ery, AGENAS launched a national initiative to measure 
person-centredness in Italian hospitals, using a novel 
“checklist”, developed ad hoc to support a series of activi-
ties of participatory evaluation [19].

Multiple surveys coordinated by AGENAS in collabo-
ration with Regions and Autonomous Provinces (R&AP) 
were carried to collect data in four different areas of 
interest: person-oriented organizational and care pro-
cesses; physical accessibility, liveability, and comfort of 
facilities; access to information, streamlining and trans-
parency; taking care of the relationship with patients and 
citizens [19–22].

The construction of the “checklist” was based on a 
consensus-driven approach, based on the opinion of 
experts, professionals and representatives of the citizens, 
who liaised with each other to incorporate the notions 
of “community knowledge” and “community ownership” 
into the final product [6, 7, 23–29].

The participatory process included the following steps 
to ensure face validity of the tool [19]:

 	• discussion to reach consensus on the initial 
composition of the checklist.

 	• pilot data collection using the checklist in 54 
volunteering hospitals.

 	• revision of the checklist to identify a “long format” 
including 243 items.

 	• application of the checklist in 287 hospitals and 
evaluation of the results.

Following publication of the results [19], the stakehold-
ers agreed that the “long format” of the checklist was not 
convenient for common use.

This study aims to identify a “core” version to facilitate 
broader adoption of the checklist, by responding to the 
following research questions:

 	• What is the factorial structure of the checklist 
according to construct validity?

 	• Which items should be included in a “core” checklist 
to facilitate the regular monitoring of person-
centredness at a national scale?
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The following sections present the results of the valida-
tion process.

Methods
The present study used data collected in a national survey 
of person-centredness, carried out in years 2017–2018 
in 387 accredited hospitals from 16 R&AP of Italy. used 
the data collected from the national survey of 2017–
2018 because it provided the widest available data set 
to ensure the robustness of the statistical analyses. The 
study involved 841 professionals, 713 citizens, and 296 
representatives of citizens and patient associations [19].

A tree-structured checklist was used to collect data 
from 243 items, classified in 4 main areas, 12 sub-areas, 
and 29 criteria. All items were formulated as questions 
with closed responses, mainly using binary options 
(presence-absence of a specific characteristic), except for 
few cases using multiple choices (three or more possible 
answers). A score between 0 and 10 was assigned to each 
item included in the checklist.

The checklist was used by a team of professionals and 
citizens specifically trained to conduct on-site visits for 
the participatory evaluation of facilities. The survey 
allowed assessing the presence/absence of the require-
ments included in the checklist, through the direct exam-
ination of documents collected in the occasion.

The present study used descriptive statistics of survey 
data e.g. the mean, standard deviation, median, range 
and coefficient of variation (expressed as a percentage to 
compare variation across different items).

The validation of the construct was based on the appli-
cation of factor analysis in each area, to facilitate the 
interpretation of the results and reduction of the total 
number of items in the chechlist.

Any item not filled by at least 70% of responding hos-
pitals (270 out of 387 participants in absolute terms) was 
excluded from factor analysis [30]. Those referred to spe-
cific departments/services e.g. paediatrics, obstetrics, 
oncology, intensive care, which were only available in 
specific hospitals, were considered “not applicable”.

Varimax rotation and eigenvalues greater than 1 were 
used to optimize the factorial structure [31]. A cut-off of 
0.40 was used to attribute each item to a specific factor, 
reducing the likelihood of an overlap across multiple fac-
tors [27] .

In addition, we examined the homogeneity of each fac-
tor using the correlation of the item on the total, with the 
exclusion of items presenting a factor weight > 0.30.

Items with overlapping content and purpose were high-
lighted by an inter-item correlation coefficient greater or 
equal to 0. 70, indicating the need of choosing between 
items [32] .

Finally, the internal consistency of each area was exam-
ined using Cronbach’s Alpha, a coefficient measuring the 
homogeneity of the entire grouping of items [33] .

All statistical analyses were performed using the pack-
age “psych” of the R language [34] .

Results
The characteristics of hospitals participating in the sur-
vey are described in Table 1.

A total of 387 facilities out of the 417 originally 
included in the survey were considered eligible for factor 
analysis. Among them, N = 251 (64.7%) were public hos-
pitals, while N = 59 (15.2%) were private, N = 49 (12.7%) 
University Hospitals or Research Institutes (N = 49) and 
28 (7.2%) non-university hospitals. Hospitals from the 
Centre and the South or from the Islands were more rep-
resented (25.3% and 46.5% respectively), compared to 
Northern Italy (28.2%).

Descriptive statistics for the complete checklist are 
shown in supplementary data (Tables A1.1-A1.4). The 
average item scores varied between 0.9 and 10, with a 
coefficient of variation ranging between 0 and 322.1 
(item scores varied on average by more than 3 times the 
average for the same item).

For Area 1, the lowest average scores were recorded 
for “IT solution to share clinical data between facil-
ity and general practitioner” and “Multilingual panel/
poster/notice for STP code for foreign users at Admis-
sion Office”. On average, higher values were reported for: 
“Religious assistance for Catholics” “Rooming-in avail-
able” and “Instruments for pain assessment available on 
medical record in Oncology”. Reduced variability was 

Table 1  General characteristics of the study sample
Hospital Characteristic Survey 

Sample
of 
Hospitals

Total Population of Italian 
Hospitals*

N % N %
N 387 30.1 1,287 100.0
Macro Region
  North 109 28.2 549 42.7
  Centre 98 25.3 259 20.1
  South, Islands 180 46.5 479 37.2
Type of Hospital
  Public 251 64.9 595 46.2
  Trust 28 7.2 52 4.0
  Private 59 15.2 522 40.6
  Academic, Research 49 12.7 118 9.2
Volume (No.Beds)
  Q1 (≤ 105) 98 25.3 665 51.7
  Q2 (> 105, ≤ 183) 97 25.1 283 22.0
  Q3 (> 183, ≤ 339) 95 24.5 229 17.8
  Q4 (> 339) 97 25.1 110 8.5
* Italian Ministry of Health, Hospital Statistics, 1st January 2017 (http://​www.dat​
i.salut​e.go​v.it/d​ati/det​taglioD​atas​et.jsp?menu=dati&idPag=18)

http://www.dati.salute.gov.it/dati/dettaglioDataset.jsp?menu=dati&idPag=18
http://www.dati.salute.gov.it/dati/dettaglioDataset.jsp?menu=dati&idPag=18
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found for: “Religious assistance for Catholics”, “Instru-
ments for pain assessment available on medical record in 
Oncology”. Greater variability was found for “Other areas 
dedicated to religious practice”.

In Area 2, the lowest average scores were measured 
for: “measures for access of blind/visually impaired to the 
Blood Tests and samples Service” and “Plan to remove 
sensory barriers”. On average, higher scores were found 
for: “ seats available in the waiting room of the Emer-
gency Department”, access for disabled to the Imaging 
Service through at least 1pathway, “access for disabled 
to the Blood Tests and samples Service through at least 
one pathway”, “possibility to stop vehicle in front of 
main entry for those with walk limitations”. The mini-
mum variability was recorded for: “seats available in the 
waiting room of the Emergency Department” ”, “Access 
for disabled to the Blood Tests and samples Service 
through at least one pathway”. The maximum variability 
was recorded for “Measures for access of blind/visually 
impaired to the Blood Tests and samples Service”.

In Area 3, the lowest average scores were recorded 
for: “Possibility to consult the personal medical record 
online and to download it”, pharmacies to pay services 
outside the healthcare facility” and “ATMs and/or other 
automatic cashiers to pay services outside the health-
care facility” “. On average, higher scores were found for: 
“Availability of digital images of radiological exams” and 
“drugs delivered to continue the prescribed therapy for 
visited or discharged patients”. The minimum variability 
was found for: “availability of digital images of radiologi-
cal exams”,”drugs delivered to continue the prescribed 
therapy for visited or discharged patients”. The maximum 
variability was recorded for “possibility to consult the 
personal medical record online and to download it”.

Finally, for Area 4, the lowest average score was found 
for “Units where each patient is assigned to 1 + healthcare 
professionals during care”. Higher scores were observed 
for: “Presence of an operating procedure on informed 
consent” and “one or more education/information initia-
tives to promote breastfeeding among pregnant women”. 
The minimum variability was found for “one or more 
education/information initiatives to promote breast-
feeding among pregnant women”, while the maximum 
variability was related to the “units where each patient is 
assigned to one or more healthcare professionals during 
care”.

A total of 48 items that were not filled by at least 70% 
(N = 270) of participating hospitals were excluded from 
factor analysis. Among them, 21 items were included in 
Area 1, 19 in Area 2, 1 in Area 3 and 7 in Area 4. Addi-
tional 13 items were also excluded for statistical reasons 
e.g. reduced variability (2 from area 1, 10 from area 2 and 
1 in area 3).

At the end of all preliminary steps, a total of 183 items 
out of 243 originally included in the checklist were con-
sidered for factor analysis: 45 in Area 1, 57 in Area 2, 51 
in Area 3 and 29 in Area 4.

The distribution of scores for all items included in the 
checklist is shown in supplementary data (Tables A2.1-
A.2.4). The tables show the criteria used for the attribu-
tion of each item to a single factor, based on a grey scale 
used for the background of table cells. The attribution 
of an item to a specific factor (cell coloured in grey) has 
been based on the following conditions:

 	• Factor loading > 0.40.
 	• Standard deviation of the item > 0.30.

Factors not showing any value in a cell were excluded 
from factor analysis, due to insufficient variability e.g. all 
scores concentrated on 1 value.

For the final list of 183 items, Cronbach’s alpha showed 
good internal consistency [34] in each of the 4 areas, with 
values ranging between 0.77 for area 3 and 0.90 for area 1 
(Table 2).

The results of factor analysis, including items renum-
bered according to the new structure, are presented in 
Table 3, 4, 5, 6.

The “core” checklist includes a total of 67 items, classi-
fied in 4 main areas and 15 sub-areas, named as follows:

 	• Area 1, “Person-oriented organizational and care 
processes " including 16 items in 4 sub-areas:

 	• 1.1 “Relational supports to multicultural needs” (6 
items).

 	• 1.2 “Supporting materials” (4 item).
 	• 1.3 “Privacy " (1 item).
 	• 1.4 “Access” (5 item).

 	• Area 2, “Physical accessibility, liveability and comfort 
of the facilities” including 16 items in 4 sub-areas:

 	• 2.1 “Services for the blind” (1 item).
 	• 2.2 “Signposting at main hall " (4 items).
 	• 2.3 “Comfort of indoor space” (4 items).
 	• 2.4 “Premium Service” (7 items).

 	• Area 3, “Access to information, simplification and 
transparency” including 15 items in 3 sub-areas:

Table 2  Results of Cronbach Alpha by Reference Area
Area Alpha (95% C.I.)
1 0.90 (0.88–0.91)
2 0.85 (0.83–0.87)
3 0.77 (0.74–0.80)
4 0.86 (0.84–0.88)
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 	• 3.1 “Direct use” (9 items).
 	• 3.2 “Extended time for the provision of services” 

(4 items).
 	• 3.3 “Extended territorial coverage of booking 

services” (2 items).

 	• Area 4, “Taking care of the relationship with patients 
and citizens” including 20 items in 4 sub-areas:

 	• 4.1 “Satisfaction surveys” (83 items).
 	• 4.2 “Training on relation and empowerment” (6 

items).
 	• 4.3 “Service Charter“(6 items).
 	• 4.4 “Stewardship " (5 items).

Discussion
The results emerging from the validation of the checklist 
performed for this study confirm the relevance of orga-
nizational aspects for the implementation of person-cen-
tredness [19].

However, adopting a tool that should cover all aspects 
of a “holistic” definition of person-centredness may prove 
to be difficult, due to the high number of items involved. 
In the case of our checklist, the specification of 243 items 
for each hospital, required a substantial organizational 
effort by providers, professionals, and citizens, who 
jointly committed to all phases of co-design of improve-
ment plans.

This study responds to the practical need of repeating 
the survey at regular intervals across the whole national 
territory.

Regarding the first research question, the application 
of factor analysis confirmed the overall structure of the 
“long format” previously specified, including the four 
main areas originally outlined: (1) person-oriented orga-
nizational and care processes; (2) Physical accessibil-
ity, liveability and comfort of the facilities; (3) Access to 
information, streamlining and transparency; and (4) Tak-
ing care of the relationship with patients and citizens.

As far as the second research question is concerned, 
the reduction of the checklist to 67 core items identified 
an agile instrument that could be used for participatory 
evaluation more easily.

Practical implications of items reduction include the 
possibility to apply a simpler data sheet at hospital level, 
without losing the capacity to cover all main dimensions 
of person-centredness. By applying the proposed proto-
col of participatory assessment, citizens and profession-
als may arrange a one-day visit at hospitals, to fill the 
checklist through the direct observation of wards and 
reading the documentation available on site.

A reduced number of items may simplify the process, 
by optimising the time and resources spent by profession-
als and citizens. A more sustainable effort may encourage 

public participation, while increasing the potential num-
ber of hospitals involved in the evaluation, to provide 
better coverage at national level.

In this context, key measures can capture complex phe-
nomena effectively, by highlighting critical issues that 
should be prioritised, as opposed to specific aspects that 
need more accurate examination through an expanded 
list of items.

For example, a facility showing shortcomings with 
regards to multicultural communication, can envisage an 
expansion of data collection to cover all items included in 
the original checklist.

The evaluation of person-centredness in its broader 
conceptualization can help the subsequent specification 
of improvement plans. To this end, two different versions 
of the checklist are available, which can be conveniently 
used according to the needs of different evaluation teams.

The application of the core list is practically convenient, 
as it includes only 15–20 items for each section, high-
lighting the key improvements needed to improve ser-
vices “that matters to the person”.

The “core” checklist and all associated materials are 
publicly available at a dedicated page of the main AGE-
NAS website ​(​​​h​t​​t​p​s​​:​/​/​w​​w​w​​.​a​g​​e​n​a​​s​.​g​o​​v​.​​i​t​/​​a​r​e​​e​-​t​e​​m​a​​t​i​c​​h​e​/​​
q​u​a​l​​i​t​​a​-​e​-​s​i​c​u​r​e​z​z​a​/​e​m​p​o​w​e​r​m​e​n​t​-​d​e​l​-​c​i​t​t​a​d​i​n​o​/​v​a​l​u​t​a​z​i​
o​n​e​-​p​a​r​t​e​c​i​p​a​t​a​-​2​0​2​2​-​2​0​2​3​​​​​)​.​​

The availability of the tool facilitates its uptake by 
R&AP, in preparation of new plans for the implementa-
tion of person-centred health care at national level. In 
this framework, AGENAS will take stock of its experi-
ence to transfer knowledge among all interested parties, 
by offering tools that can facilitate the data collection of 
essential items for comparative analysis at different levels 
[35].

The standardization process induced by AGENAS in 
complex areas of performance indicators e.g. patient 
safety has already shown how R$AP need to collaborate 
and share experiences to improve the consistency of all 
results [36, 37].

The continuous monitoring of person-centredness 
in Italian hospitals is particularly useful in the phase of 
recovery from the emergency of the COVID19 pandemic, 
ensuring that health care providers are aligned with the 
expectations of patients, in the transition towards per-
son-centred health systems [2, 8, 38, 39].

Finally, a clarification is needed with regards to the 
methodological aspects related to our application of fac-
tor analysis for item reduction vs. exploratory/confirma-
tory approaches.

The proposed instrument is not aimed at gathering 
opinions from individuals, but represents a tool for sus-
tainable data collection of structural characteristics at 
hospital level. The checklist measures aspects that are 
almost entirely objective e.g. services that do/do not 

https://www.agenas.gov.it/aree-tematiche/qualita-e-sicurezza/empowerment-del-cittadino/valutazione-partecipata-2022-2023
https://www.agenas.gov.it/aree-tematiche/qualita-e-sicurezza/empowerment-del-cittadino/valutazione-partecipata-2022-2023
https://www.agenas.gov.it/aree-tematiche/qualita-e-sicurezza/empowerment-del-cittadino/valutazione-partecipata-2022-2023
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exist in a hospital. Therefore, psychometric standards 
involving random variability and/or interrater agreement 
do not generally apply [40]. On the other hand, what is 
relevant in this specific context, is using the correlation 
structure as an item reduction technique, allowing to dis-
card redundant items to generate a new tool that can aid 
both measurement and interpretation in the evaluation 
of person-centred services.

Finally, some limitations of the proposed approach are 
worth to be outlined.

Firstly, the validated checklist may need regular updates 
over time, to avoid considering it as a permanent tool for 
long term data collection. Nevertheless, its validation was 
based on a large national sample that can be considered 
reliable for use in the short/mid-term, for those aspects 
covered by the checklist.

Secondly, the requirement of including only items filled 
by at least 70% hospitals has involved the elimination of 
47 items that could have been used to evaluate specific 
facilities e.g. specialised centres of paediatrics, obstetrics, 
oncology and intensive care. More studies are needed to 
consider these types of services as “supplementary mod-
ules” of the checklist.

Thirdly, the final version of the checklist required spe-
cific decisions regarding items that were strongly cor-
related with each other (inter-item correlation equal or 
above 0.70). Following the statistical validation, items 
falling in this category (see Table 3.1) were submitted for 
further examination to field experts. Briefly, we applied 
a qualitative approach by asking directly to a pool of 
national experts which item, between those highly cor-
related in each sub-area, should be kept in the checklist. 
Experts were selected on the basis of their direct experi-
ence in participatory assessment and coordination activi-
ties at national and regional level. A total of five experts 
participated to the consultation process. Items with the 
highest number of preferences were retained in the final 
version of the checklist.

Conclusions
This study validated a “core” checklist for the participa-
tory assessment of person-centred hospital care, high-
lighting a manageable number of items applicable on a 
regular basis for many hospitals.

The national experience of Italy can provide valu-
able lessons regarding the applicability of participatory 
approaches at national level, offering a validated tool that 
can be used in other contexts.

The checklist can be immediately used by Regions and 
Autonomous Provinces for next rounds of participatory 
evaluation of person-centred care.
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