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Introduction 

This literature scan was conducted by Ipsos on behalf of Te Tāhū Hauora Health Quality & Safety 
Commission to inform the development of a national mental health patient experience survey in 
Aotearoa New Zealand. The scan focused on international examples of current (from 2020 
onwards) mental health patient‑reported experience measures (PREMs), and current or recent 
survey programmes in the mental wellbeing space in Aotearoa. It sought to identify international 
approaches to designing and implementing PREMs in mental healthcare, and to map the 
current New Zealand survey landscape and its gaps. PREMs were treated as the principal 
concern, with patient‑reported outcome measures (PROMs) considered a secondary focus. 
Attention was given to sampling frames, administration modes, and questionnaire content, 
particularly where there is consistency in question topics between both international surveys 
and measures already implemented in Aotearoa’s existing PREMs programmes.   

Internationally, numerous PREMs have been developed and are well-established in the mental 
health space. 1 However, many instruments have been developed on an ad‑hoc, local, or 
regional basis, producing some variation in question content, sampling strategies, and 
administration methods. Despite this, commonalities exist that provide transferable lessons: 
inclusion of both inpatient and community services in sampling frames, increasing use of online 
distribution supplemented by other modes to improve reach, and established PREMs question 
sets (e.g., those covering access, communication, respect, safety, and involvement in 
decisions). These international examples offer practical templates for question topics and 
implementation approaches, although adaptation to the local context remains a necessity. 

In New Zealand, the scan found a mixed measurement landscape with a predominance of 
activity focused on clinical outcomes, service utilisation, and population wellbeing indicators 
rather than systematic capture of service users’ experiences of care using a national PREM. 
There is no established, sector‑wide mental health PREM that enables consistent 
benchmarking or supports system‑level quality improvement. Given international lessons and 
the particular cultural and service delivery context of Aotearoa, there is a clear imperative to 
develop a consistent, well‑researched national PREM for mental health care: one that draws on 
global best practice in question design, sampling, and administration while being explicitly 
adapted for cultural responsiveness, equity, and the needs of tangata whenua and other priority 
groups. 

 

Best practice in PREMs and surveying mental health patients 

Questionnaire content 
Bull et al. (2022) articulate core principles for PREM design that prioritise clarity, inclusivity, and 
methodological rigour. Question content should elicit patients’ concrete reports of care 
experiences (objective) rather than satisfaction measures (subjective); this is because objective 
measures are more likely to yield reliable and comparable data that is actionable for quality 
improvement, whereas satisfaction measures are subject to individual expectations and mood, 
more prone to bias, and provide less specific guidance for service change. 2  

Questionnaires should also use plain language and avoid technical jargon to ensure 
comprehensibility across respondents with differing first languages or literacy skills. Involving 
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service users in the development of measures ensures cultural and linguistic appropriateness 
and supports content validity. Psychometric robustness, particularly demonstrable content 
validity, is emphasised to establish credibility and enable comparability across settings, thereby 
generating data that is actionable for service improvement. 2 

With regard to surveying patients with mental illness specifically, Fernandez et al. (2024) 
highlight that the administration of PREMs in this context requires particular attention to issues 
of sensitivity, inclusivity, and ethical practice. Unlike general health populations, individuals 
with mental health conditions often emphasise relational aspects of care (e.g., dignity, respect, 
autonomy, and the quality of therapeutic interactions) as central to their experiences. 
Consequently, the development and deployment of PREMs in this field should involve patients 
directly in survey design to ensure content validity and meaningfulness. 1 

Question content also requires careful consideration. Instruments must avoid framing that risks 
re-traumatisation or stigmatisation, while still capturing negative experiences when relevant. 
Clear wording, supportive framing, and the option to skip sensitive items can reduce the 
likelihood of distress. In addition, researchers are encouraged to provide information about 
support services alongside survey materials, further safeguarding participant wellbeing. 1 

Sampling and administration 
For PREMs in general, Bull et al. recommend approaches that maximise representativeness and 
minimise bias: random or stratified sampling with adequate sample sizes, attention to groups at 
risk of exclusion, and use of targeted oversampling or post‑survey weighting where appropriate. 
Invitation and mode strategies should balance accessibility and equity, and multimodal 
approaches (postal, electronic, in‑person) are advised. Timing surveys soon after the care 
episode, protecting confidentiality, minimising respondent burden, and using non‑coercive 
reminders can improve recall accuracy and response rates. These combined practices support 
reliable, generalisable PREM data for system‑level monitoring and quality improvement. 2 

Among mental health patient populations, accessibility is a critical dimension. Mental health 
service users may experience fluctuating symptoms, cognitive difficulties, or institutional 
mistrust, which can inhibit participation. Best practice involves flexible administration methods 
(e.g., paper, digital, or in-person), the use of plain language, and consideration of timing, 
particularly avoiding periods of acute crisis. Sampling strategies should also ensure the 
inclusion of marginalised or severely unwell groups who are often excluded from evaluation 
efforts. 1 

Employing best practice PREMs in New Zealand 
Aotearoa New Zealand’s national patient experience programme embodies recognised PREM 
best practices. The programme, currently comprising four surveys: adult primary care, adult 
hospital inpatient, adult hospital outpatient, and home & community support services, has 
operated at scale since 2014, undergone multiple refreshes with cognitive testing and 
validation, and deploys representative sampling with targeted oversampling and culturally 
tailored recruitment to improve Māori and Pacific participation. Surveys are designed with 
behaviourally anchored items: rather than asking “How did we do?” (satisfaction), PREMs ask 
about concrete events and processes (e.g. “Were you told what medication you left hospital 
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with?”) using objective response options (always–never) to create actionable, comparable 
metrics. 3 

The programme employs routine weighting and statistical controls to enable fair comparisons, 
and instrument modularisation to manage respondent burden. Completion rates and item 
non‑response are monitored, data are published via public explorers, and findings are explicitly 
linked to quality‑improvement work and statutory expectations under the Pae Ora Code of 
Expectations. These operational features align closely with international methodological 
guidance for robust PREM implementation. 3 

 

PREMs surveys covering mental health care in New Zealand 

Ngā Poutama: Survey of mental health and addiction consumers, family & 
whānau experience 
The Ngā Poutama: Consumer, family and whānau experience survey, conducted by Te Tāhū 
Hauora (then the Health Quality & Safety Commission), aimed to provide insights into the 
current state of mental healthcare assessment from the perspective of service users and their 
families. This survey directly addressed the experiences of consumers, family and whānau in 
mental health and addiction services, focusing on key aspects such as being treated with 
respect, feeling listened to and being actively involved in care and support plans. 4 

The Ngā Poutama questionnaire focused on key aspects of consumer, family, and whānau 
experience, including whether they felt treated with respect, listened to and actively involved in 
care and support plans. 4 The questionnaire used two different scales for its experience 
questions, the Agree scale and the Often scale, both on a 1-7 Likert scale which were then 
converted to the following for reporting: 1–3 = negative; 4–5 = neutral; 6–7 = positive. It is worth 
noting that the use of the Agree scale, typically used in patient satisfaction measures, in a 
PREMs context may be problematic, as these scales have typically been criticised for “being 
biased by acquiescence (tendency to agree with an item irrespective of what is being asked) 
and straightlining (tendency to give identical or near identical responses to consecutive 
questions)”. 2 

 

It was also noted that the Ngā Poutama survey faced substantial methodological challenges 
that impacted its representativeness and limits “how the survey can be generalised to the 
experience of the broader population”. 5 The survey, conducted between September and 
November 2019, achieved a very low response rate of just 3.3 percent, with a final sample size 
of 267 respondents (228 consumers and 39 family/whānau members) out of 6,977 invited. 5, 6 
This response rate was attributed to a multitude of factors, including insufficient lead-in time for 
District Health Boards (DHBs) to implement survey processes, a lack of thorough and early 
engagement with DHB mental health and addiction (MHA) leaders and inadequate support for 
DHBs to embed survey processes. 5 As acknowledged within the survey’s national report, "given 
the low uptake, this survey serves as a snapshot and is unlikely to be comparable to any future 
survey with modified methodology” 5. Additionally, the sample over-represented females and 
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under-represented Māori respondents, further limiting its ability to accurately reflect the 
broader population of MHA consumers and whānau. 5, 6 

The Ngā Poutama National Report acknowledged these methodological challenges and 
outlined key recommendations for future iterations of the survey to improve data collection and 
representativeness. 5 These recommendations included ensuring sufficient lead-in time for 
District Health Boards (DHBs) to implement survey processes, fostering thorough and early 
engagement with DHB mental health and addiction (MHA) leaders, and providing adequate 
support for DHBs to embed survey processes. The report also highlighted the need to address 
practical barriers to participation, such as improving email collection rates and verifying contact 
details to ensure more robust and reliable collection of data for systemic improvements. 

Marama Feedback Tool 

The Mārama Real-Time Feedback (RTF) tool, developed by Reach Aotearoa and funded by the 
Health and Disability Commissioner, is a digital survey that assesses patient experiences in all 
health services within Aotearoa New Zealand. Following a successful pilot phase in 2016, 
Mārama RTF served as a nationwide system for gathering feedback from tāngata whai ora and 
whānau between 2017 and 2023, aiming to enhance monitoring and drive ongoing 
enhancements in mental health and addiction services. 7 Although the survey was discontinued 
at a national level on 31 March 2023 due to structural changes in the health system, it remains 
accessible for all health services to utilise. However, a critical review of its design and 
implementation reveals limitations that makes the tool inadequate as an effective PREM for 
mental health in Aotearoa New Zealand. 7  

Mārama RTF enables services to collect real-time feedback from consumers, family and 
whānau, allowing for prompt responses to any concerns or issues raised. The survey is 
formatted as a Likert scale questionnaire, presenting response options as a scale of smiley-face 
graphics, involving topics and questions such as: Communication/Information (“I am involved 
in decision making”), Continuity of Care/Coordination (“The people I see communicate with 
each other when I need them to”) and Recovery and Support (“Our plan is reviewed regularly”) 
among others. However, the phrasing and nature of these questions suggest that the tool is 
primarily focused on assessing patient satisfaction with specific aspects of care, rather than 
capturing a comprehensive and objective understanding of the overall patient experience. This 
distinction is crucial: PREMs are designed to capture a patient’s objective report of their care 
experience, often using frequency-based response scales (e.g., never, sometimes, often, 
always), whereas satisfaction measures ask patients to subjectively evaluate their care 
experience, which can be influenced by expectations, appreciation and social desirability bias, 
particularly when using agreement-based scales (e.g., strongly disagree to strongly agree). 2 
Consequently, Mārama RTF's emphasis on satisfaction limits its utility as a robust, objective 
PREM for comprehensive performance assessment. 

The implementation of Mārama RTF, being accessible via website, email, QR code on posters 
within clinics or printed copy, facilitates an in-situ or random surveying approach where any 
person can complete it during their treatment. While this enhances accessibility, it inherently 
lacks control over sampling and representativeness. Without a controlled sampling 
methodology, there is no systematic way to ensure the feedback collected accurately reflects 
the diverse experiences of the entire mental health patient population, nor can it reliably 
identify trends or disparities across different demographic groups or service types. This 
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uncontrolled, convenience-based sampling limits the generalisability of its findings and its 
capacity to serve as a reliable national measure for identifying systemic issues or tracking 
improvements over time. 

While Mārama RTF offers some utility for real-time feedback and attempts to incorporate 
culturally relevant insights, its fundamental limitations prevent it from serving as a 
comprehensive, psychometrically robust national PREM. Its primary focus on satisfaction, 
coupled with its uncontrolled sampling methodology, means it is better suited as a 
complementary tool for localised quality improvement rather than one capable of informing 
broader policy and systemic change.  

 

International surveys covering experiences with mental health care 

Australia 

Your Experience of Service Survey (YES) 

The YES questionnaire is run independently by each state in Australia. In Victoria, it is run by the 
Victorian Department of Health and is managed by Ipsos. The YES survey is run annually in 
Victoria, and includes patients receiving care from community ambulatory services (where the 
survey is completed at discharge), and inpatients (where the survey is completed in-situ, during 
the patients’ stay). 8  

However, the survey will be shifted from in-situ surveying to out-of-service online surveying in 
2025. This will allow for better control of the sampling process and greater response rates. 
Swapping to online surveying also aims to capture more patients’ experiences than in-situ and 
will be more inclusive in terms of sampling (as invites will be sent via email, rather than offered 
in-person at the time of service). 9 

Alongside the YES survey, the Victorian Department of Health runs the Carer Experience Survey 
(CES). This is an equivalent survey that gathers the experiences of carers of patients within 
public mental health services. ‘Carers’ includes family members, friends, or partners of 
someone with a mental illness, who provides care and support to that person, and whose lives 
might also be affected by their illness. 

Sampling and survey distribution 

Until 2025, the sample was intended to be a census of all patients receiving care from clinical 
bed-based mental health services, community ambulatory services, or forensic mental health 
services – however, due to the surveys being collected in-situ, there was little opportunity for 
control or oversight of who was invited by the clinics.  

Once the survey has shifted to out-of-service surveying, invitations will be sent via email and 
SMS, and the sample will include a complete census of all patients receiving care at the 
following facilities:  

• Mental health clinical ambulatory services delivered by an Adult Mental Health Service 
(excluding Crisis Assessment and Treatment Teams and Psychiatric Triage services) 
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• Adult mental health clinical bed-based services (including Acute Inpatient, Secure 
Extended Care Units, Community Care Units and Adult Prevention and Recovery Care) 

• Community support services 

• Selected youth mental health clinical services  

• Forensic Mental Health Services  

Clinics are advised to promote the survey to patients utilising posters in their facilities and also 
discussing the survey directly with patients. They are also encouraged to ask whether patients 
have received the survey and offer them assistance to complete it if they need support.  

Questionnaires  

Both the YES and CES questionnaires consists predominantly of 45 question statements and 
corresponding Likert-type scales (both PREMs and satisfaction-based statements), 2 open-
ended questions (what could be improved, and what went well), and 7 demographic questions. 
The questions cover a wide variety of experiences, access to support or care, staff behaviours, 
and patient satisfaction measures.   

While the other VHES surveys were collaboratively redesigned across Australian states in 2021 
to include a core module of PREM questions, the YES and CES questionnaires did not receive 
the same update. While there is discussion of updating the mental health questionnaires, it 
remains in early stages, as such an update requires collaboration and consistency across 
states. 

England 

CQC Community Mental Health Survey 

The NHS Community Mental Health Survey, administered annually by the Care Quality 
Commission (CQC), gathers patient-reported experiences from individuals receiving specialist 
mental health services in England. Using a stratified random sample from NHS trusts, the 
survey assesses domains such as access, continuity, and involvement in care, supporting 
service evaluation and improvement. The most recent survey wave was run in May this year 
(CMH25). 10 

Sampling and survey distribution 

The sample cohort included patients aged 16 and above who had contact with NHS mental 
health services between 1 April – 31 May 2025, and who were at the time receiving treatment or 
care for a mental health condition.  

The inclusion criteria specify patients who had at least one contact (an appointment wherein 
the patient received assessment, care, or treatment, via face-to-face, video, or telephone call) 
during the sampling period, AND at least one other contact either outside or within the sampling 
period. 11 

Alongside standard demographic and administrative data, the sample included mental health 
inpatient status and an indicator of a severe mental illness (SMI) diagnosis. Disorders classified 
as SMIs by the NHS include bipolar disorder, disorders exhibiting psychosis (e.g., 
schizophrenia), complex emotional needs (i.e., personality disorders), and eating disorders. 12 
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The questionnaire is held online, but invitations are distributed to patients via a letter containing 
the survey URL and a QR code that linked to the online survey. Following the initial invitation, 
there are 4 additional points of contact, sent to respondents who at that point had not 
completed the survey:  

1. SMS invites are sent after 5 working days 

2. Additional letter containing the URL/QR code and a hard copy of the questionnaire 
are sent after 10 days 

3. Additional SMS are sent after 15 days 

4. Final letter containing URL/QR code and a hard copy of the questionnaire are sent 
after 20 days 

Questionnaire 

The questionnaire contains a total of 52 questions, distributed between 10 sections:  

1. Your NHS appointments (routing questions to determine how and when patient 
interacted with NHS mental health services) 

2. Accessing care and treatment (covers waiting period between assessment and 
first treatment, the effects of any experienced wait, and the support offered (if any) 
during the wait) 

3. Your mental health team (covers how health care team treated the patient, and 
whether they understood the patient’s history and current circumstances) 

4. Your care (covers patient involvement in their care and treatment decisions, and 
whether or not they have been given a diagnosis) 

5. Your treatment (covers medication and therapy) 

6. Crisis care (covers whether patient knows who to contact in a time of crisis and 
whether they have done so, and what happened if/when they did) 

7. Support and wellbeing (covers physical health support, advice for finding other 
forms of support, what support is needed, and whether those needs were met) 

8. Overall (covers rating experience on a scale of 1 to 10, whether they felt they were 
treated with respect and dignity) 

9. About you (closing demographics) 

10. Other comments (open-ended questions: strengths, weakness, closing comments. 
These are the only open-ended questions in the survey).  

The questionnaire includes multiple questions that align with Te Tāhū Hauora HQSC’s core 
questions – involvement, respect, family involvement, and being listened to by staff. Beyond 
these, however, the survey does not include any further questions related to cultural safety.  

Norway 

Psychiatric Inpatient Patient Experience Questionnaire – Continuous Electronic 
Measurement (PIPEQ-CEM) 
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The PIPEQ-CEM is a national patient-reported experience measure (PREM) developed and 
administered by the Norwegian Institute of Public Health (NIPH), as part of Norway’s national 
quality indicator system. It surveys adult inpatients (aged 18 and over) receiving specialised 
psychiatric care across the country. Developed from earlier hard-copy in-situ surveys, PIPEQ-
CEM is designed for continuous measurement and is completed electronically shortly before 
patient discharge. 13 

There has also been work put into developing a shortened version of the survey, for instances 
where cognitive abilities or motivation might affect a patient’s willingness or ability to complete 
the longer survey.  

Sampling and survey distribution 

PIPEQ-CEM is administered to all public and contracted private institutions providing adult 
inpatient psychiatric care in Norway (including those receiving care for substance use 
disorders). Each participating unit is expected to engage in ongoing, continuous data collection 
throughout the year, allowing for near real-time monitoring. Patients are invited to complete the 
survey electronically (often via iPads provided by the clinic) while they are still in patient care, as 
close to their discharge as possible.  

Questionnaire 

The questionnaire contains 37 closed questions with Likert-type scales, 9 demographic 
questions, and 1 freeform text question prompting patients to write more about their 
experiences if they wish. Questions are divided into 11 sections:  

1. Wait time and admission (covers length of admission, whether it was planned or 
voluntary, whether the patient feels it was necessary, whether they felt welcomed at 
admission)  

2. Therapists and staff (covers various aspects of staff actions and quality of care) 

3. Involvement at the institution (covers treatment and whether the patient had any 
influence on their treatment decisions) 

4. Information (whether patient received sufficient information about their diagnosis and 
treatment options) 

5. Environment and activities (whether the patient felt safe, whether the meals or range 
of activities was satisfactory, whether they were satisfied with the level of privacy) 

6. Negative events/incidents (covers possible mistreatment by staff) 

7.  Other assessments (covers perceived benefits of the treatment received) 

8. Follow-up of physical health (whether physical tests were taken, and if the patient 
was given the opportunity to be physically active) 

9. Help from the municipality (single question asking whether help from the local 
municipality has been satisfactory – it is unclear what ‘help’ entails in either the 
questionnaire or the reliability and validity report the questionnaire was sourced from) 

10. Overall assessment of the health services (rating of care received, and whether 
collaboration across different accessed health services was beneficial) 
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11. A little about you and your background (self-described mental and physical health, 
diagnosis, experience of ‘coercion’ [involuntary admission, forced medication, or 
restraint], and closing demographics) 

Based on findings in their analysis of the survey’s reliability and validity, 7 questions from the full 
survey were selected for possible inclusion in a shortened version, though it is unclear if this 
has been implemented. These questions were:  

1. Do you find that the treatment has been adapted to your situation?  

2. Do you find that the therapists/staff had understood your situation? 

3. Have you had enough time for discussions and contact with the therapists/staff?  

4. Have you felt safe at the institution? 

5. Has the range of activities available at the institution been satisfactory?  

6. Are the help and the treatment you are receiving at the institution helping you better 
understand your mental health issues? 

7. Overall, have the help and the treatment you have received at the institution been 
satisfactory?  

Limitations 

In-situ administration of PREMs presents notable limitations. Responses collected within care 
settings may be shaped by social desirability bias, fear of repercussions, or immediate 
emotional states. This context can compromise candour and lead to inflated satisfaction 
ratings, thereby reducing the validity and reliability of findings. Furthermore, in-situ methods 
restrict sample control, often excluding absent or disengaged patients. 

Denmark 

LUP Psychiatry 

Details about the LUP Psychiatry survey were obtained from an international review of mental 
health surveys conducted by Ireland’s National Care Experience Programme, who themselves 
obtained the information via discussions with the Danish research firm DEFACTUM. 14 

The LUP Psychiatry survey forms part of the broader LUP (Nationwide Survey of Patient 
Experiences) programme and has been carried out since 2005, covering both inpatients and 
outpatients of mental health services. In 2022, the survey shifted from annual paper surveying 
to an online survey carried out monthly. Like Australia, LUP Psychiatry also includes surveys 
relatives or carers of mental health patients, although these programmes are run every 3 years 
rather than monthly. The programme is run nationally by DEFACTUM on behalf of the Danish 
Ministry of Health and the 5 self-governing regions in Denmark. 

Sampling and distribution  

The patient survey is offered to a random selection of service users who have received 
psychiatric inpatient or outpatient care during the defined reference period. Individual patients 
are to be surveyed no more frequently than every 10 months. The survey programme 
distinguishes between 5 patient respondent groups based on age or mental health admission:  
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1. Inpatient adults (those admitted to a hospital or mental health institution, surveyed as 
close to discharge or transfer as possible) 

2. Ambulatory/outpatient adults (those who have had contact with one or more 
therapists in outpatient psychiatry services in the reference period, AND have had at 
least three contacts during their current treatment period) 

3. Children under 11 years (survey must be completed by a parent with input from the 
child) 

4. Children and youths between 12-18 years (survey can be completed by the patient 
themselves) 

5. Forensic psychiatry inpatients (these respondents receive a shorter questionnaire, and 
are only surveyed annually) 

Prior to 2022, the surveys were distributed via mail. The envelope included both the hard-copy 
questionnaire in its entirety, and a URL address with a unique login code to allow for electronic 
completion of the survey. Since 2022, survey invitations are distributed via email (excluding 
forensic inpatients), allowing for the survey to be run monthly.  

Patients have 1 month to complete the survey after their invitation, during which time they will 
receive two email reminders if they have not completed it.  

Questionnaire 

Depending on the patient group and the region running the survey the questionnaire can vary in 
length, though it is not available publicly. Individual regions or organisations can include up to 8 
‘local questions’ in their questionnaire, selected from a prescribed catalogue of available 
questions (though these are not publicly available). There are 10 ‘core’ questions, included in 
the questionnaire regardless of region or patient grouping. 15 Translated from Danish, these are:  

1. Is the staff friendly and welcoming? 

2. Do the staff ask you to describe your illness/condition? 

3. Are you involved in making decisions about your examination/treatment at the time you 
need it? 

4. Do you feel that a particular doctor takes overall responsibility for your entire course of 
visits and/or hospitalizations? 

5. Are you getting all the information you need? 

6. Overall, are you satisfied with your visit? 

7. Please write here if you think [service] could do something better or does something 
particularly well: 

8. Can you get in touch with the staff at the outpatient clinic when you need it? 

9. Do you get help to deal with your mental difficulties and problems? 

10. Do the staff talk to you about what you can do to feel better if you become, for example, 
scared, anxious or have difficulty sleeping? 
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Limitations 

The response scales employed in the LUP Psychiatry survey are not publicly available, but if they 
are consistent with those used in the broader LUP programme, they appear subjective. For 
example, items such as “To what extent were you involved in the decisions that were to be made 
regarding your care and treatment?” are answered using options like “too much, appropriately, 
too little.” Such categorical and evaluative formats risk imposing subjective judgements rather 
than capturing concrete experiences. They may also encourage variability in interpretation 
across respondents, thereby limiting comparability and reducing the precision of the data. 

France 
Patient-Reported Experience Measure for Improving Quality of Care in Mental Health 
(PREMIUM) 

The PREMIUM (Patient-Reported Experience Measure for Improving Quality of Care in Mental 
Health) programme is a French-led initiative designed to develop robust item banks and 
computerised adaptive tests (CATs) for evaluating patient experiences in mental health care. It 
responds to the need for valid, patient-centred instruments that systematically capture what 
matters most to service users, particularly those living with severe mental illness (SMI) (e.g., 
schizophrenia, bipolar disorder, and major depressive disorder). 16 

Within this programme, the PREMIUM-CE (Care Environment) study aimed to construct and 
validate an item bank to assess patients’ experiences of psychiatric care settings. Conducted as 
a national, multicentre, cross-sectional study in France between 2016 and 2021, PREMIUM-CE 
was intended to complement other PREMIUM measures by specifically addressing the care 
environment in both inpatient and outpatient contexts. 16 

Sampling and survey distribution 

Participants were recruited from inpatient and outpatient psychiatric settings of French 
teaching hospitals, specialised expert centres, and through an online survey circulated by 
patient associations. In mental health settings, members of care teams also identified “stable” 
patients who met eligibility criteria and invited them to participate. 

Inclusion criteria specified adults aged 18–65 years with one of the three target diagnoses, 
currently receiving psychiatric care, and able to speak or read French. Exclusion criteria 
included vulnerable groups such as individuals under legal protection, pregnant or nursing 
women, or those unable to complete a self-administered questionnaire.  

Data collection was carried out using paper-based questionnaires in clinical settings and a 
web-based questionnaire accessible online.  

Questionnaire 

Participants provided responses regarding their care environment during the previous four 
weeks, using a five-point agree-disagree Likert scale with an additional “not applicable” option. 
Supplementary measures included an overall satisfaction item and a visual analogue scale 
(VAS). 

The PREMIUM-CE consists of 13 items (translated into English): 

Over the past 4 weeks, you have found that:  
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1. The health care facilities were easily accessible (e.g. Distance from home, parking, etc.) 

2. The health care facilities were well-laid-out 

3. The health care facilities were quiet enough 

4. The health care facilities were comfortable (e.g. Chairs, armchairs, beds, etc.) 

5. The health care facilities were clean 

6. The health care facilities were adapted to your needs 

7. The health care facilities were well equipped (e.g. Materials for activities, group rooms, 
etc.) 

8. The waiting time was acceptable 

9. You had access to media (telephone, computer, internet / wifi connection, etc.) 

10. The sanitary facilities (toilets, bathroom, etc.) Were clean 

11. The health care facilities guarantee the respect of your privacy 

12. The food was of good quality, if you had to eat 

13. The smoking ban was respected 

Limitations 

One limitation of the study relates to its use of agreement scales, which are more conducive to 
generating satisfaction scores rather than objective measures of patient experience. Such 
scales are vulnerable to acquiescence bias and straight-lining, where respondents provide 
uniform answers without careful consideration. As a result, they may inflate positive responses 
and obscure meaningful variation. In contrast, frequency-based response options are often 
regarded as more precise and less susceptible to these response biases, thereby producing 
more reliable data on care experiences. 2 

A further methodological concern arises from the sampling approach, particularly the potential 
for healthcare providers to influence the selection of eligible participants. This practice risks 
introducing selection bias, as patients most likely to provide favourable feedback may be 
disproportionately included. However, in this case the limitation is somewhat mitigated by the 
context: the survey was conducted as a one-off psychometric test of newly developed items, 
rather than as part of an ongoing monitoring programme. Consequently, while these issues 
highlight challenges in ensuring representativeness and rigour, they are less problematic than 
they would be in routine survey administration. 

United States 

Consumer Assessment of Healthcare Providers and Systems (CAHPS)  

The CAHPS programme was developed by the Agency for Healthcare Research and Quality 
(AHRQ), a United States government agency that is part of the Department of Health and 
Human Services (HHS). Its main role is to improve the quality, safety, efficiency, and 
effectiveness of healthcare for all Americans. AHRQ conducts research and provides tools, 
data, and training to help healthcare providers improve their services. 
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Unlike other national patient experience programmes, AHRQ does not conduct the surveys 
themselves, rather, they develop and maintain the CAHPS survey tools and provide guidance for 
independent organisations to run the surveys themselves or via a survey vendor.  

The CAHPS Outpatient Mental Health Survey was developed in 2024 to replace the Experience 
of Care & Health Outcomes (ECHO) Survey, in response to changes in how mental health 
services are provided in the USA.  

Sampling and survey distribution 

The survey administration guidelines provided by AHRQ advise that an organisation running the 
survey collect their sample from a reference period of 6 months (called the ‘look-back’ period). 
Patients sampled should be all adults over the age of 18 that have had at least one 
‘synchronous’ visit during the reference period – defined as in-person, telephone, or video 
consultations with the mental health care facility. 17  

Administrators of the CAHPS surveys are advised to distribute the survey with a mixed-mode 
approach, using a combination of mail, email, and phone methods of contact. Email, phone 
numbers, and home addresses should be verified and updated prior to data collection. If 
distributed digitally, online links should be sent via email, and be sent two email reminders each 
around 1 week apart. It is also strongly advised to follow up by mail or phone for those who still 
have not completed the survey. 18  

Questionnaire 

The CAHPS Outpatient Mental Health survey questionnaire can be customised with 
‘supplements’ (i.e., additional questions) by whichever organisation aims to use it, but it 
includes 29 core questions that are mandatory. These are divided into 6 topics:  

1. Prescription medicines (covers whether patients have taken prescription medicines, 
who prescribed them, whether it was difficult to get an appointment, and whether 
counselling was also provided) 

2. Mental health counselling (whether the patient received counselling, frequency and 
duration of counselling, whether the counsellor(s) listened or were respectful, etc.)  

3. Getting help between appointments (support provided between appointments, 
whether support was sought and/or received) 

4. Rating (rating of counsellor from 0 to 10) 

5. Getting mental health services (covers both counselling and prescriptions, and the 
affordability and accessibility of them)  

6. Your health and wellbeing (whether mental health services were sought for substance 
or alcohol use, and ratings of physical and emotional health) 

Limitations 

A notable limitation of the CAHPS programme is the absence of centralised oversight regarding 
survey administration and sampling. As implementation is delegated to individual regions, 
variations in methodology may arise, potentially compromising the consistency and 
comparability of collected data. Such decentralisation can introduce bias and limit the 
reliability of findings across different settings. 
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Canada 

British Columbia Patient-Centred Measures (BC-PCM) – Mental Health and Substance Use 
(MHSU) 

The BC-PCM surveys have been conducted in British Columbia since 2003, collecting patient 
experience data across 9 health care sectors, including mental health and substance use. 19 
Little detail is publicly available about the frequency or methodology of these surveys, and it is 
unclear whether the mental health and substance use survey (MHSU) is carried out 
continuously or as standalone measures. Data and researcher tools are available to 
researchers with an application, but efforts to gain access to this information proved 
unsuccessful.  

The first MHSU survey was carried out in 2011 and used a census sample of 6,615 mental 
health and substance use support clients. This included patients over the age of 13 who had an 
experience at an inpatient psychiatric unit or an inpatient short-stay unit, or those who received 
care for substance use at residential treatment settings, support recovery units, or withdrawal 
management units. Notably, the survey excluded those deemed to have cognitive impairment 
by staff at discharge from the sample. 20 

The 2011 paper survey consisted of 52 questions divided into 6 sections. The questionnaire 
itself has many overlapping questions with the current HQSC patient experience surveys, 
including questions about respect and dignity, frequency of seeing health care staff, whether 
individual and spiritual needs were met, comfort asking questions and whether responses were 
understandable, involvement in decisions about care, etc. It is unclear whether the 
questionnaire itself or survey methodology has been altered or updated since it was first run in 
2011. 

The most recent reference to the survey retrieved online is from the Provincial Health Services 
Authority (PHSA) website, stating that the MHSU Provincial Survey had been delayed from its 
original scheduled date of Autumn 2021. However, this page provides context for which “priority 
areas” the MHSU Provincial Survey focuses on:  

1. Clinics providing access to opioid agonist treatment services 

2. Supportive recovery facility services 

3. Community substance use outreach services 

4. Adult short-term assessment and treatment services 

5. Early psychosis intervention (EPI) services 

6. Outpatient eating disorder services 

7. Youth inpatient mental health treatment services 

8. Adult inpatient mental health treatment services 

9. Provincial corrections mental health and substance use services 
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PROMs 
Patient-reported outcome measures (PROMs) and patient-reported experience measures 
(PREMs) are increasingly recognised as valuable tools for assessing the lived experiences and 
perspectives of mental health service users. However, despite their potential benefits, 
international reviews find that PROMs and PREMs are currently underutilised in mental health 
settings. Implementation barriers include clinical ambivalence, limited service user 
involvement in measure development and selection, lack of consensus on which measures to 
use and feasibility challenges in routine collection and use of the data. 21 

According to an article by De Bienassis et al., a survey of twelve countries revealed that only five 
(Australia, Israel, Netherlands, Sweden, and the United Kingdom) reported regularly collecting 
PROMs and PREMs in mental health settings. Among these, only Australia, the Netherlands, and 
the United Kingdom (England) reported routine collection and reporting of both PROMs and 
PREMs. Several countries have implemented comprehensive programmes to gather information 
about PROMs and PREMs for individuals receiving mental health services. 22 

For instance, in 2020, The Norwegian Institute of Public Health began continuous measurement 
of patient experiences with specialised mental health care and interdisciplinary treatment for 
substance dependence. Similarly, in the Netherlands, the collection of PROMs and PREMs in 
mental health care settings has been routine since 2011, with mental health services being 
incentivised to submit Routine Outcome Measurement (ROM) data, which includes PROMs, to a 
national Benchmark. Denmark's PRO-Psychiatry program, initiated in 2016, focuses on patients 
with unipolar depression and schizophrenia and uses PROMs for clinical consultation and 
monitoring patient-perceived quality of care. Israel's National Psychiatric Rehabilitation 
Outcome Monitoring Implementation Project, launched in 2011, also incorporates PROMs and 
clinician ratings to assess the process and impact of psychiatric rehabilitation services. 

 

Other New Zealand surveys in the mental wellbeing space 

Youth Health & Wellbeing Survey 
The Youth Health and Wellbeing Survey 2025 builds upon the "Youth2000" survey series 
(conducted in 2001, 2007, 2012, and 2019) and the "What About Me?" survey (conducted in 
2021) to provide a comprehensive assessment of adolescent mental health in Aotearoa New 
Zealand. These surveys have established a foundational evidence base on youth mental 
wellbeing over the past two decades, highlighting several key points relevant to assessing youth 
experiences within mental healthcare. 23 

The Youth2000 series employs a robust sampling methodology to achieve representative 
samples of New Zealand secondary school students, utilising random selection of both schools 
and students. For example, the Youth19 survey, the latest in the series surveyed 7,721 Year 9–13 
students across 49 secondary schools, including kura kaupapa Māori. Administered 
anonymously via handheld tablets with options for English or te reo Māori and optional voice-
overs, these surveys enhanced accessibility.  

While primarily targeting the general youth population within educational settings, the survey 
developers have actively engaged with mental health communities and youth voices in their 
design and content. A notable example is the "Harnessing the Spark of Life" project, a Youth19 
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partner, which involved rangatahi Māori and their whānau in co-designing questions on 
whanaungatanga (relationships) for inclusion. This demonstrates a commitment to culturally 
responsive approaches and direct incorporation of youth perspectives.  

Building on this foundation of community engagement and robust methodology, the survey 
series has revealed several key findings pertinent to understanding youth mental health needs 
and experiences within the healthcare context: 

1. Mental health trends: The surveys reveal a rapid and unequal decline in adolescent 
mental wellbeing from 2012-2019, with increasing rates of depression, self-harm, 
suicidal thoughts, and suicide attempts, particularly among females, Māori, Pacific, 
Asian students, and those from high-deprivation neighbourhoods. This underscores the 
urgent need for targeted interventions and equity-focused approaches in mental 
healthcare.  
 

2. Complex mental health needs: Only 40% of adolescents reported good mental 
wellbeing across all indicators, suggesting a need to rethink mental health service 
provision to reflect higher levels of distress and more complex patterns of need.  
 

3. Help-seeking behaviour: Despite high prevalence of mental health concerns, most 
youth do not seek professional help, preferring support from friends and family. This 
highlights the importance of equipping communities to respond to distress and ensuring 
accessible, youth-friendly mental health services.  
 

4. Youth voice: Young people emphasise the need for connection, positive environments, 
appropriate services and reduced stigma in supporting mental wellbeing. These findings 
suggest a need for comprehensive, multi-level and a cross-sector approach to 
promoting youth mental health.  
 

5. Specific populations: The surveys provide detailed insights into the mental health 
needs and experiences of specific populations, including Māori, Pacific, Asian, rainbow 
and disabled youth, as well as those involved with Oranga Tamariki, in alternative 
education, or not in education, employment or training (NEET). This highlights the 
importance of culturally responsive, equity-focused approaches tailored to these 
populations.  
 

6. Access to healthcare: Many students reported difficulties accessing healthcare when 
needed, particularly among marginalised populations. This underscores the need to 
integrate questions on access, quality, cultural responsiveness and overall satisfaction 
with mental healthcare into patient experience surveys. 

While these surveys provide valuable population-level data on youth mental health more 
generally, and demonstrate strong engagement in survey design and content development with 
youth communities, their school-based sampling approach means there appears to be a gap in 
routinely assessing individual experiences specifically with mental health services. The focus 
on general adolescent wellbeing, while crucial for public health, does not directly translate to a 
comprehensive Patient Reported Experience Measure (PREM) for those actively engaging with 
mental health services. This evident gap presents a clear need for the development of a survey 
that specifically captures the perspectives of mental health service users on the accessibility, 
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quality, cultural responsiveness and overall satisfaction with mental healthcare services within 
Aotearoa New Zealand. 

 

Te Kupenga Survey 

Te Kupenga survey, conducted by Stats NZ in 2018, provides valuable insights into Māori cultural 
wellbeing in New Zealand. As a post-censal survey, Te Kupenga offers a comprehensive 
overview of four key dimensions of Māori cultural identity and wellbeing: wairuatanga 
(spirituality), tikanga (Māori customs and practices), te reo Māori (the Māori language), and 
whanaungatanga (social connectedness). While the survey does not specifically focus on 
mental healthcare or patient experiences, it contributes to a broader understanding of factors 
that may influence Māori wellbeing and engagement with health services. 24 

Regarding its sampling and engagement with mental health communities, The Te Kupenga 
survey is designed to capture the experiences of adults aged 15 years and over who identify as 
Māori ethnicity and/or descent. The sampling methodology is post-censal, meaning 
participants are selected from those who identified as Māori in the preceding census. While this 
approach aims for a broad representation of the Māori population, the 2018 survey faced 
limitations due to lower-than-expected Māori participation in the census, resulting in 
considerable under-coverage in the sample frame and raising concerns about its full  
representativeness of Māori. 24, 25 

Despite not being a mental healthcare patient experience survey, the development of Te 
Kupenga demonstrated a strong commitment to engaging Māori communities and 
stakeholders. Māori stakeholders were integrally involved and fundamental to developing the 
survey's content, ensuring its cultural relevance and alignment with Māori understandings of 
wellbeing, such as the holistic Te Whare Tapa Whā model. 24, 26 The survey includes questions on 
general emotional wellbeing, utilising tools like the World Health Organisation-Five Well-being 
Index (WHO-5) and explores broader factors influencing Māori wellbeing, including whānau 
circumstances and interpersonal relationships. 24 However, this focus on population-level 
cultural and general wellbeing, while crucial for understanding the broader context of Māori 
health, does not extend to specifically capturing the experiences of individuals interacting with 
mental health services.  

The culturally grounded approach of Te Kupenga, which emphasises the importance of Māori 
values, practices and social connections, aligns with the growing recognition of the need for 
culturally responsive and equitable healthcare services in New Zealand. Although not directly 
comparable to patient experience surveys, Te Kupenga's findings on Māori cultural wellbeing 
provides important context for considering how mental healthcare assessment and delivery can 
be improved to better meet the needs of Māori communities. The survey's approach to 
assessing Māori wellbeing can inform the development of more culturally appropriate and 
meaningful patient experience measures for Māori, underlining the significance of incorporating 
cultural values and concepts into mental health assessment tools. 

Hua Oranga  

The Hua Oranga is a brief, one-page Māori health outcome measure designed to assess 
wellbeing across four interrelated dimensions: taha tinana (physical wellbeing), taha wairua 
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(spiritual wellbeing), taha hinengaro (mental and emotional wellbeing), and taha whānau (social 
wellbeing). Developed by Te Kani Kingi and Mason Durie, the tool reflects a Māori worldview of 
health and wellbeing, emphasising the interconnectedness of these domains. 27 

The development of the Hua Oranga itself was a collaborative process, significantly shaped by 
the input of the very communities it serves. Its construction involved a wide array of groups and 
individuals, with particular emphasis placed on the commitment, guidance and encouragement 
provided by numerous tangata whaiora (consumers), whānau (family), and service staff. This 
foundational engagement ensured the tool's relevance and cultural appropriateness from its 
inception. 28 

The Hua Oranga is intended for use with tangata whaiora (person seeking wellbeing) aged 16 
years and older, as well as their whānau and practitioners, allowing for multiple perspectives on 
progress and outcomes. It is typically administered at the first appointment to identify 
strengths, challenges, and goals, and then periodically throughout the intervention to monitor 
progress and inform adjustments to the approach. This multi-stakeholder application is a key 
aspect of its engagement, as it involves tangata whaiora, whānau, and clinicians in a 
partnership approach to developing care plans and interpreting results. 28, 27 Practitioners are 
trained to collaboratively administer and discuss the Hua Oranga with tangata whaiora and their 
whānau, ensuring cultural sensitivity and a shared understanding of wellbeing. 27 

Although the Hua Oranga is not specifically a patient experience survey, its culturally grounded, 
holistic and multi-stakeholder approach to assessing Māori wellbeing provides valuable insights 
that could inform the development of more culturally responsive mental healthcare assessment 
practices within Aotearoa New Zealand. However, the lack of peer-reviewed literature on the 
contemporary use of Hua Oranga within patient experience surveys highlights a gap in research 
and an opportunity to explore how its principles and values can be integrated into routine 
patient experience measurement to ensure more equitable and culturally safe mental 
healthcare for Māori communities. 

 

New Zealand Health Survey 
The New Zealand Health Survey (NZHS), conducted by the Ministry of Health, provides valuable 
context for understanding the mental health landscape in New Zealand. NZHS data is 
continuously collected via face-to-face interviewing throughout the year, with results reported 
annually. 29 

The NZHS employs a robust, multi-stage sampling design aimed at achieving a representative 
sample of New Zealand residents across all ages. 30 This involves the random selection of small 
geographic areas, followed by households within those areas, and then individuals within 
selected households. Adults aged 15 years and older are interviewed directly, while information 
for children aged 0–14 years is collected via a parent or legal guardian. 30 Data collection is 
primarily conducted through face-to-face interviews in respondents' homes using computer-
assisted personal interviewing (CAPI). 30 

The NZHS includes a module on mental health and problematic substance use, which has been 
featured in recent survey waves. 29, 31 This module utilises screening tools, such as the Kessler 
Psychological Distress Scale (K10) for psychological distress, and the Generalised Anxiety Scale 
(GAD-7) and Patient Health Questionnaire (PHQ-9) for anxiety and depression symptoms. 31 



 

19 
 

These tools are valuable for identifying population-level trends and estimating the potential 
demand for mental health support. 32 However, as screening tools, they are not designed to 
provide a reliable estimate of the prevalence of mental health conditions, nor do they capture 
the nuanced context in which symptoms are experienced or the impact on individuals, whānau, 
and communities. 32 Crucially, the NZHS has explicitly removed questions related to patient 
experiences, noting that such data is "better captured by the Health Quality & Safety 
Commission patient experience surveys." 33 

Findings from the NZHS, such as the concerning increase in the proportion of adults 
experiencing high or very high levels of psychological distress, particularly among young adults, 
disabled individuals, and Māori and Pacific communities     , highlight the urgent need for 
effective mental healthcare. Similarly, the NZHS data on the growing unmet need for 
professional mental health support, especially among disabled adults and children     , 
underscores the importance of assessing patient experiences related to access, availability and 
appropriateness of mental healthcare services. 29  

Health and Lifestyles Survey 

The Health and Lifestyles Survey (HLS), initiated in 2008, is a biennial monitor of the health 
behaviour and attitudes of New Zealand adults, employing participants aged 16 and over. The 
survey collects data via in-home, face-to-face interviews, seeking information relating to Te 
Whatu Ora (formerly Te Hiringa Hauora Health Promotion Agency) programme areas, including 
mental health and wellbeing. 34, 35  

Using a multi-stage probability sampling method, the HLS selects a representative sample of 
New Zealanders. 34 While this approach ensures broad population-level representativeness for 
general health monitoring, the survey is not specifically designed to oversample or deeply 
engage with individuals actively receiving mental health services. Its engagement with mental 
health communities is primarily through the inclusion of general mental wellbeing questions, 
such as the Kessler Psychological Distress Scale (K10), and questions about personal 
experience with mental illness or feelings of loneliness. 35, 34 

The 2020 New Zealand Health and Lifestyles Survey (HLS), conducted by Te Whatu Ora, 
provides relevant population-level data on mental wellbeing in New Zealand. The survey found 
that 31% of New Zealand adults personally had an experience of mental illness and 13% had 
high levels of mental or psychological distress in the last four weeks based on the Kessler 
Psychological Distress Scale (K10). Additionally, 11% felt lonely some, most or all of the time. 
While the HLS does not directly assess experiences with mental healthcare services, it does 
report on overall wellbeing, with 88% of adults reporting that their whānau were doing well or 
very well and 88% being satisfied or very satisfied with their life. The survey also highlights some 
disparities, with high levels of psychological distress being more prevalent among those in high 
deprivation areas (18%) compared to low (11%) and medium (12%) deprivation areas. 35 

These findings provide valuable context for understanding the mental health landscape in New 
Zealand and can help guide the development of patient experience measures that capture the 
unique needs and challenges faced by different populations. 
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The Dunedin Study 
The Dunedin Multidisciplinary Health and Development Study (DMHDS), a longitudinal study 
following a cohort of individuals born in Dunedin, New Zealand, has made significant 
contributions to understanding mental health trajectories and risk factors across the lifespan. 36 
The study captures mental health data through comprehensive assessments, including 
structured interviews, psychological questionnaires, informant reports, medical records and 
neuroimaging. Key findings from the Dunedin Study include prevalence and long-term impact of 
mental disorders, the role of social and emotional factors in mental wellbeing and the influence 
of early life experiences on adult mental health outcomes. 

The Dunedin Study began by recruiting a complete birth cohort of 1,037 individuals born in 
Dunedin, New Zealand, between 1972 and 1973. 37, 36 This approach ensured a population-
representative sample, reflecting the full range of socioeconomic status in New Zealand's South 
Island at the time. 37 A hallmark of the Dunedin Study has been its exceptional participant 
retention, with over 90% of living members participating in most assessments, including 94% at 
the 45-year assessment. 38 

Engagement with the community and participants has been central to the study's longevity, 
including early support from the Dunedin community and ongoing efforts to remove barriers to 
participation, such as providing travel and accommodation for assessments. 37 Furthermore, 
the study demonstrates a commitment to culturally responsive engagement, particularly with 
Māori participants and their whānau, guided by a 'Responsiveness to Māori Policy' developed by 
Māori researchers within the study. 36 

The “Family Health History Study”, a key sub-study of the DMHDS that began in 2003 and 
finished in January 2006, sought to explore all aspects of participants’ health. 37 Researchers 
conducted just under 1,900 in-home interviews, covering a variety of health-related areas 
(including mental health). Interviews included questioning about: emotional health during the 
participant’s life and any emotional difficulties that may have been experienced (i.e. 
depression), familial emotional health, personal views or attitudes on life, people important to 
them, family members and friends who provide support and relationships with partner or 
spouse.  

Overall, the comprehensive and longitudinal nature of the Dunedin Study provides invaluable 
context for understanding the long-term mental health landscape in New Zealand, offering 
critical insights into population-level trends and the factors influencing mental wellbeing across 
the lifespan. 

 

Discussion / Conclusion 
This literature scan confirms that existing PREMs for mental health services in Aotearoa are 
currently inadequate and that a nationally consistent, psychometrically robust mental health 
PREM is necessary. International and domestic examples reveal substantial variation in 
sampling frames, modes, and governance, yet notable consistency in the substantive domains 
measured: access, communication/information, respect and dignity, safety, involvement in 
decisions, continuity, and crisis support. These common question topics provide transferable 
templates for a national instrument. 
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New Zealand initiatives (Ngā Poutama, Mārama RTF) demonstrate strong intent and some 
useful practice (e.g., co‑design, culturally informed content, and real‑time feedback) but also 
reveal methodological limitations (low and biased response rates, satisfaction‑oriented scales, 
uncontrolled convenience sampling) that constrain their utility for national benchmarking. 
While international programmes (e.g. England’s CQC, Norway’s PIPEQ‑CEM, Denmark’s LUP, 
CAHPS) vary in their approaches, they illustrate areas of best practice: clear 
experience‑focused items (frequency rather than evaluative agreement), defined sampling 
frames covering inpatient and community care, multimodal invitations with reminders, timely 
post‑care administration, and active service‑user involvement in development. 

Crucially, Te Tāhū Hauora’s existing core PREM questions map closely onto internationally 
recommended domains, indicating that development of a mental health PREM will involve an 
adaptation (as opposed to reinvention) of existing surveys and survey questions: retaining 
proven core items while adding a small number of mental‑health‑specific questions (relational 
quality, experiences of coercion, crisis contact, recovery‑focused support, and consider the 
inclusion of those with substance use disorders), and embedding co‑design and cognitive 
pretesting. Doing so will yield representative, actionable data to support equitable, culturally 
responsive quality improvement across Aotearoa’s mental health system. 
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Carer Experience Survey (CES) 
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CQC Community Mental Health Survey 
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Psychiatric Inpatient Patient Experience Questionnaire (PIPEC-CEM) 
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Patient-Reported Experience Measure for Improving Quality of Care in 
Mental Health (PREMIUM-CE)  
 

Item 
number 

Item content in English  Item content in French  

 Over the past 4 weeks, you have found 
that: 

Au cours des 4 dernières semaines, vous 
avez constaté que : 

CE1 the health care facilities were easily 
accessible (e.g. distance from home, 
parking, etc.) 

les lieux de soins étaient facilement 
accessibles (ex : distance depuis chez vous, 
parking, etc.) 

CE4 the health care facilities were well-laid-out les lieux de soins étaient bien aménagés 

CE6 the health care facilities were quiet enough les lieux de soins étaient suffisamment 
silencieux 

CE7 the health care facilities were comfortable 
(e.g. chairs, armchairs, beds, etc.) 

les lieux de soins étaient confortables (ex : 
chaises, fauteuils, lits, etc.) 

CE8 the health care facilities were clean les lieux de soins étaient propres 

CE9 the health care facilities were adapted to 
your needs 

les lieux de soins étaient adaptés à vos 
besoins 

CE10 the health care facilities were well 
equipped (e.g. materials for activities, 
group rooms, etc.) 

les lieux de soins étaient bien équipés (ex : 
matériels pour les activités, salles de groupe, 
etc.) 

CE11 the waiting time was acceptable le temps d’attente au sein des lieux de soins 
était acceptable 

CE12 you had access to media (telephone, 
computer, internet / wifi connection, etc.) 

vous avez eu accès à des médias (téléphone, 
ordinateur, connexion internet / wifi, etc.) 

CE13 the sanitary facilities (toilets, bathroom, 
etc.) were clean 

les sanitaires (toilettes, salle de bain, etc.) 
mis à votre disposition étaient propres 

CE14 the health care facilities guarantee the 
respect of your privacy 

les lieux de soins garantissaient le respect de 
votre intimité 

CE15 the food was of good quality, if you had to 
eat 

la nourriture était de bonne qualité, si vous 
avez été amené(e) à manger sur vos lieux de 
soins 

CE16 the smoking ban was respected l’interdiction de fumer dans les locaux était 
respectée 
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Consumer Assessment of Healthcare Providers and Systems (CAHPS)  
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BCMHSU Experience of Care Questionnaire (2011) 
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