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ABSTRACT

Objectives Successful deprescribing depends largely
on factors related to the patient. The revised Patients’
Attitudes Towards Deprescribing (rPATD) questionnaire
was developed with the objective of evaluating the beliefs
and attitudes of older adults and caregivers towards
deprescribing. The present study was designed to validate
a Spanish version of the rPATD questionnaire, both the
versions for older adults and for caregivers, through

a qualitative validation phase and the analysis of its
psychometric properties.

Design Cross-sectional validation study.

Setting Primary care settings in Mélaga (Spain).
Participants A sample of 120 subjects (60 patients
with polypharmacy and 60 caregivers of patients with
polypharmacy) were enrolled in the study.

Main outcome measures In the qualitative validation
stage, the rPATD questionnaire was translated/back-
translated and subjected to a cross-cultural adaptation
to evaluate its face validity and feasibility. Next, its
psychometric properties were assessed. Confirmatory
factor analysis was used to evaluate construct validity.
Internal consistency was determined using Cronbach’s
alpha test. Criterion validity through pre-established
hypotheses from the Beliefs about Medicines
Questionnaire (BMQ) Specific-Concerns Scale, and test—
retest reliability were analysed.

Results Confirmatory factor analysis verified the four-
factor structure of the original rPATD questionnaire,
with items loading into four factors: involvement,
burden, appropriateness and concerns about stopping.
The Cronbach’s alpha coefficient of the factors ranged
from 0.683 to 0.879. The burden, appropriateness and
concerns about stopping factors were significantly
correlated with the BMQ Specific-Concerns Score, except
for the concerns about stopping factor in the older
adults’ version. The consistency of the items between
administration times (test—retest reliability) showed
weighted Cohen’s kappa values ranging from moderate
(>0.4) to very good (>0.8).

Conclusions The Spanish version of the rPATD
questionnaire is a feasible, valid and reliable instrument
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Strengths and limitations of this study

» In this study, we followed the principles of
good practices of the International Society for
Pharmacoeconomics and Outcomes Research for
translation and cultural adaptation of questionnaires.

» All data used in this study were self-reported from
subjects from primary care setting, which may in-
crease this questionnaire’s external validity.

» The sample for the analysis of psychometric prop-
erties size was small, which may be considered a
limitation, especially when interpreting the results of
the confirmatory factor analysis.

» The Spanish spoken in Spain was used. The psy-
chometric properties of the questionnaire may vary
if it is used in Spanish-speaking subjects from other
countries and regions.

to evaluate attitudes towards deprescribing in Spanish-
speaking patients and caregivers.

INTRODUCTION
Polypharmacy is defined as the concomitant
use of multiple medicines continuously in
the same patient." The increase in life expec-
tancy, the intensification of pharmacotherapy
and the growing number of patients with
multimorbidity have made the prevalence of
this phenomenon higher.* In Spain, its prev-
alence tripled between 2005 and 2015.” The
negative impact on health includes increased
adverse drug reactions, a reduced quality
of life, and increased hospitalisations and
mortality in older adults.*™

Deprescribing is the process of withdrawal
of an inappropriate medication, supervised
by a healthcare professional, with the goal
of managing polypharmacy and improving
outcomes.” It is a safe process that provides
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benefits in terms of quality of life and cost reduction for
patients and health systems.®?

Successful deprescribing will depend on factors related
to the health and social system itself, the physician, the
patient and the relationship between all of them.'” !
Every day, there is more evidence on the importance of
involving patients in decision-making concerning depre-
scribing.'** This is accompanied by a fundamental
ethical argument: respecting patient autonomy requires
a detailed discussion of the benefits and risks of taking
medications.'”

However, in clinical practice, shared decision-making
is influenced by multiple factors, and there is wide vari-
ability depending on the situation and between different
physicians. Physicians may be reluctant to initiate conver-
sations about deprescribing because they falsely perceive
their patients as having a medication dependence or out
of fear that the patient could interpret the deprescribing
attempt as their care being abandoned.'® 7 Among the
patient-dependent factors are the degree to which they
trust medical advice, any cognitive biases leading them
to only listen to positive information, difficulties in
processing information and the lack of tools that allow
them to explore their preconceived notions regarding
deprescribing."® "

With the objective of exploring the beliefs that patients
have about the number of medications they are taking and
under what circumstances they would be willing to start a
deprescribing process, Reeve et al developed the Patients’
Attitudes Towards Deprescribing (PATD) questionnaire20
and later its revised version (rPATD), which has a version
for older adults and another for caregivers.”' There is also
a version of the rPATD questionnaire adapted for people
with mild cognitive impairment and mild-to-moderate
dementia (1rPATD(:og).22 The rPATD questionnaire
constitutes a further step in the so-called deprescribing
rainbow: a conceptual framework in the form of concen-
tric arcs, with five determinants of deprescribing: the clin-
ical, psychological, social, economic and physical planes,
with the patient himself in the centre of the arc.”” This
revised version expands the view to the entire spectrum
of the theoretical construct and analyses four factors: the
level of involvement and knowledge of the medications
(involvement factor), the drawbacks related to the medi-
cations (burden factor), the belief in the need for medi-
cations and possible secondary effects (appropriateness
factor) and the possibility of medication stoppage and the
feelings that this would generate (concerns about stopping
factor).

The rPATD questionnaire was originally developed
in English. It has been translated into other languages,
including Dutch,** Amharic® and Malay,® although it
has only been formally validated into Arabic,”” Danish®®
and French.? To date, it has not been validated into
Spanish.

rPATD
questionnaire

v

Qualitative validation

Analysed properties

1. Direct translation Validity
2. Synthesis version Face validity
3. Back-translation Feasibility
4. Consolidation
5. Pilot (n = 16)
| First Spanish version |
Validity

Analysis of th h tri rti
nalysis of the psychometric properties Construct validity

Interview (n = 120) Criterion validity

Reliability
l Internal consistency

Second interview (n = 40) Reliability
i Test-retest reliability

Final Spanish version
rPATD questionnaire

Figure 1 Flow chart of the progress through the qualitative
validation phase and analysis of the psychometric properties.
rPATD, revised Patients’ Attitudes Towards Deprescribing.

AIM OF THE STUDY

To validate a Spanish version of the rPATD questionnaire,
both the versions for older adults and for caregivers,
through a qualitative validation phase and the analysis of
its psychometric properties.

MATERIALS AND METHODS

The questionnaire consists of 22 and 19 items, respec-
tively, in the versions for older adults and caregivers. It
covers the four factors studied as well as two global ques-
tions. An investigation based on two stages was designed:
a first qualitative validation and a second analysis of the
psychometric properties of the questionnaire to analyse
its validity (construct validity and criterion validity) and
reliability (internal consistency and test-retest reliability)
(figure 1). Authorisation was obtained from the authors
of the questionnaire to undertake this study. The study
was conducted between February 2019 and January 2020.

Qualitative validation

The objective of this stage was to evaluate the face validity

and feasibility of the Spanish questionnaire. It was devel-

oped using a method structured in five steps following

the principles of good practices of the International Society

for Pharmacoeconomics and Outcomes Research Task Force for

Translation and Cultural Adaptation™:

1. Direct translation of the questionnaire from English to
Spanish by two professional bilingual translators.

2. Analysis of the discrepancies between the two translations
by the research team to obtain a synthesis version.
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3. Back-translation of the Spanish synthesis version into
English by two different professional translators. Items
without complete equivalence with the original version
were indicated.

4. Consolidation: the synthesis version was evaluated by a
multidisciplinary group of 10 experts: a linguist, a spe-
cialist in family medicine, one in internal medicine, two
in clinical pharmacology, one expert in public health,
two primary care pharmacists, one hospital pharmacist
and one nurse. Each expert evaluated from 1 to 10 the
degree of comprehensibility of each item and the equiva-
lence of the item of the synthesis version to the original
version. For those items whose mean was <7.50 points
for comprehensibility or equivalence, alternative wording
was proposed. They were also asked to add comments
to each item if necessary.

5. Pilot with a group of nine patients and seven caregiv-
ers selected by consecutive sampling to evaluate their
reactions when filling in the questionnaire, detect pos-
sible errors, analyse the comprehension of the items
and assess the alternative wordings proposed. The
selection criteria were the same as in the subsequent
phase of analysis of the psychometric properties of the
questionnaire (see Setting and sampling) . These subjects
were different from those who participated in the next
phase.

At this point, the first Spanish version of the question-
naire was obtained.

Psychometric properties

Setting and sampling

An observational cross-sectional validation study was
designed. Subjects aged 18 years and older who were
taking five or more medications (duration =6 months)
were selected by consecutive sampling from three urban
primary care health centres in Mdlaga (Spain). Sampled
were the consecutive patients or caregivers who attended
a scheduled family medicine consultation stratified
according to each of the three participating centres of
the study.

The sample for patients was made of subjects capable of
completing the questionnaire by themselves. In the event
that the subject could not complete the questionnaire
due to physical and/or intellectual disability, determined
by the doctor who cared for him in the family medi-
cine consult, the main caregiver was asked to complete
the caregivers’ version, thus establishing the sample for
caregivers. Subjects with a physical and/or intellectual
disability preventing them from completing the ques-
tionnaire and who did not have a primary caregiver were
excluded. All subjects who met the selection criteria were
selected from the day established as the start of data
collection until the sample size was completed.

There is no consensus on calculating sample size
for translation studies or questionnaire validation.
Recommendations for the sample size in factor analysis
range from 3 to 10 subjects per variable (item)”' with a
minimum of 50.” Bujang et al support the ratio $ subjects

per variable when the response scale has at least 4 levels.™
Given that the rPATD questionnaire has 22 and 19 items
in its two versions, a total sample size of 120 subjects (60
patients and 60 caregivers) was set. Questionnaires with
more than 2 blank items would be excluded.

Study variables

Sociodemographic and clinical variables (comorbidi-
ties and number of regular medications) were collected
through a researcher-administered form developed for
this study. The patient or caregiver was asked to bring
all the medication to the interview in order to check the
number of regular medications. We also collected the
responses to the self-completed rPATD questionnaire
and to the Spanish version of the Beliefs about Medi-
cines Questionnaire (BMQ) Specific-Concerns Scale.™
The characteristics of the subjects were analysed using
descriptive statistical measures.

Construct validity: confirmatory factor analysis

Confirmatory factor analysis (CFA) was used to determine
whether the obtained data fitted into the assumed struc-
ture of the rPATD questionnaire. Before running CFA,
the presence of outliers and the multivariate normality
were evaluated. The first step, based on theoretical
considerations, was the estimation of a correlated four-
factor CFA without allowing cross-loadings, and fixing to
one the variance of the factors as well as the loading of
the first item of each factor. Once the initial model was
estimated, we proceeded to evaluate model fit, modifica-
tion indices and model parameters, in order to improve
this initial model. Additionally, we compared the initial
model with a one-factor solution and an uncorrelated
four-factor solution, through Likelihood Ratio Tests.

The goodness of fit was evaluated through Root Mean
Square Error of Approximation (RMSEA) and the 90%
CI as well as a test of close fit (p of close fit) (It takes values
ranging from 0 to 1. Good fit: RMSEA <0.05, acceptable
fit: 0.05 <RMSEA < 0.08, and poor fit: RMSEA >0.1), Stan-
dardised Root Mean Square Residual (Its values range
from O to 1. Itis considered a good fit when SRMR <0.08),
Normed Fit Index (Very good fit: NFI >0.95, margin-
al/acceptable fit: 0.90 < NFI < 0.95, and poor fit: NFI
<0.90), Comparative Fit Index (Very good fit: CFI >0.95,
marginal/acceptable fit: 0.90 < CFI < 0.95, and poor fit:
CFI <0.90) and Incremental Fit Index (Values >0.90 are
considered good). The choice of the selected indices and
their thresholds for determining a good fit were estab-
lished following Kline.”

Convergent validity of the model was evaluated
through squared root of McDonald’s omega coefficient
of each factor (the better the closer to one).* Discrimi-
nant validity was evaluated by Heterotrait-Monotrait ratio
of correlation (HTMT) (values higher than 0.85 indicate
discrimination problems) 738

As expected with ordinal scales, multivariate normality
testing rejected the hypothesis of multivariate normality
for both versions of the questionnaire. Therefore,
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maximum likelihood estimation with robust standard
errors was used for estimating the models, since this
estimator is not affected by this absence of multivariate
normality.

Internal consistency

The internal consistency of each of the factors of the
questionnaire was determined using Cronbach’s alpha
test. This coefficient analyses the correlation of the items
considering how each of the different items measures
the same characteristics. It ranges from 0 to 1 and its
interpretation is similar to a correlation coefficient: the
more the homogeneity, the closer the value 1. Cronbach’s
alpha values of 0.7 or higher indicate acceptable internal
consistency.”

Criterion validity

Three factors (burden, appropriateness and concerns about
stopping) were interpreted by the authors of the orig-
inal questionnaire to potentially predict a willingness
to have a medication deprescribed.”’ As in the valida-
tion of the original questionnaire, it was hypothesised
that these three factors would be related to the BMQ
Specific-Concerns Score (burden score and concerns about
stopping score directly and appropriateness score inversely),
meaning there would be a statistically significant gamma
rank correlation coefficient.

Test-retest reliability

A second interview was conducted 2-3 weeks later to
administer the questionnaire again to a subgroup of 20
patients and 20 caregivers extracted by simple random
sampling of the total sample. The gamma rank coefficient
for each factor and the weighted Cohen’s kappa coeffi-
cient (linear) were calculated for each individual item.
The weighted Cohen’s kappa coefficient was considered
poor (<0.20), fair (0.20-0.40), moderate (0.41-0.60),
good (0.61-0.80) or very good (>0.80).*

Score and time to complete the questionnaire
Each question was scored on a Likert scale with five
response options to obtain a general score for each item
and for each factor. Similar to the original questionnaire,
greater agreement with the items of the factors involve-
ment, burden and concerns about stopping would correspond
to higher values on the scale (5: strongly agree; 4: agree;
3: unsure; 2: disagree; 1: strongly disagree), while the
items of the appropriateness factor were scored inversely
since a greater acceptance of the items of this factor
implied a lower perception of having an appropriate
medication.

The time taken to complete the questionnaire was
recorded for each participant.

Patient and public involvement
Neither patients nor public were involved in the design or
planning of this study.

Statistical packages
The statistical calculations were performed with the IBM
Statistical Package for Social Sciences Statistics V.22.0 for
Windows. CFA was performed using R Statistical Soft-
ware, packages lavaan,*" semTools," psych43 and MVN.*
The level of statistical significance was established at a
value of p<0.05.

All data generated in this study were deposited in
Mendeley Data repository.45

RESULTS

Qualitative validation

Face validity was verified through the qualitative valida-
tion process. After the translation/back translation, in
the consolidation phase only one item (G2, caregivers’
version) had a score <7.5 points for comprehensibility, so
an alternative phrasing was proposed. Modifications were
also made to certain items following the comments of the
group of experts. In the pilot study, the questionnaire
was administered to nine patients (mean age 68.8 years,
range 51-83) and seven caregivers (mean age 54.6 years,
range 45—72). This was continued until saturation of the
information extracted from the interviews. At the end of
this phase, the research team considered the question-
naire feasible for its application.

Psychometric properties

Characteristics of the sample and analysis of the responses

77 patients and 72 caregivers were offered to partici-
pate in the study, of whom 60 patients and 60 caregivers
completed the questionnaire (response rates of 77.9%
and 83.3%, respectively). Those who refused to partici-
pate cited lack of time (67.9%), reluctance to participate
in a research study (7.1%) or other unspecified reasons
(25%). The characteristics of the participants are shown
in table 1. No questionnaire presented more than two
blank items, so none was excluded. The descriptive anal-
ysis of the responses to both versions of the questionnaire
is detailed in online supplemental appendix 1.

Construct validity: CFA
In the correlated four-factor model of the version for
older adults, we found a non-significant loading of Bl,
and loading values <0.5 of 14, A5, C2 and C4. We also
found a low correlation of the involvement factor with the
burden and concerns about stopping factors. Modification
indices indicated a possible improvement if the correla-
tion between B3 and Bb was allowed. Based on these
findings, we finally selected a model with the following
specifications: the loading of B1 was set to 0, the loadings
(not standardised) of the items 14, A5, C2 and C4 were set
to the same value, the correlation between B3 and B5 was
allowed and the correlation of the involvement factor and
the burden and concerns about stopping factors was set to 0.
The model had 44 free parameters and 169 degrees of
freedom. The global fit of the model based on the )2 test
(%2 (169)=177.518, p=0.311) indicated that the proposed
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Caregivers’ version

Older adults’ version Care recipient of participant Caregiver (participant)

n Value n Value n Value

Sex male 60 46.7 (28) 60 28.3 (17) 60 15.0 (9)

Low 15.0 (9) 47.5 (28)

High 31.7 (19) 15.2 (9)

Spouse 28.3 (17)

Mother/father-in-law 1.7 (1)

Other relative 1.7 (1)

(o2}
o

Residence

At home with family 70.0 (42)

Medication management 60 60
Self-manage with 3.3(2) 28.3(17)
assistance from family/
friend

Paid caregiver 0.0 (0) 10.0 (6)

Diabetes 48.3 (29) 43.3 (26)

Dyslipidaemia 63.3 (38) 48.3 (29)

Stroke 15.0 (9) 10.0 (6)

Mental illness 36.7 (22) 56.7 (34)

Respiratory disease 36.7 (22) 28.3(17)

Liver disease 5.0 (3) 11.7 (7)
Cognitive impairment/ 0.0 (0) 53.3 (32)
dementia
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5-6 25.0 (15) 16.7 (10)

Continued

(3]
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Table 1 Continued

Caregivers’ version

Older adults’ version Care recipient of participant Caregiver (participant)

n Value n Value n Value
7-10 31.7 (19) 40.0 (24)
11-15 35.0 (21) 35.0 (21)
16-20 8.3 (5) 5.0 (3)
>20 0.0 (0) 3.3(2)

Data are expressed as % (n) unless otherwise specified.
n, number of complete responses to this question.

model fitted the data. Both the Akaike Information Criterion
(AIC) and the Bayesian Information Criterion (BIC) of this
model were lower than those of the initial model (AIC:
2886 vs 2910, BIC: 2967 vs 2996). The fit indices showed
an acceptable-good fit. RMSEA showed a good fit, with a
90% CI 0.000 to 0.070, and a p value of 0.743 (table 2).

All standardised loadings were statistically significant,
ranging from 0.45 to 0.86 (see online supplemental
appendix 2). In the selected model, the correlations
were statistically significant among all the factors except
between burden and concerns about stopping factors. The
factor structure model of the older adults’ version of the
questionnaire is presented in figure 2.

No modification index was higher than 10. The matrix
with the differences between the empirical and the
implicit variance—covariance matrices can be consulted
in online supplemental appendix 3. Both the conver-
gent validity and discriminant validity of the model were
adequate. McDonald’s omega showed values of 0.797,
0.803, 0.802 and 0.722 for the involvement, burden, appro-
priateness and concerns about stopping factors, respectively.
The matrix with the discriminant validity associated to the
four factors based on the HTMT criterion is presented in
online supplemental appendix 4.

Table 2 Model fit indices for older adults’ and caregivers’
versions

RMSEA SRMR NFI CFI IFI
Older adults’ 0.031 0.089 0.647 0.911 0.915
version
(n=6.0)
Caregivers’ 0.031 0.085 0.741 0.938 0.928
version
(n=60)

The established thresholds for the model fit indices were
stablished following Kline.*

RMSEA: Root Mean Square Error of Approximation.

SRMR: Standardized Root Mean Square Residual.

NFI: Normed Fit Index.

CFl: Comparative Fit Index.

IFI: Incremental Fit Index.

IFI, Incremental Fit Index. Values >0.90 are considered good.

In the initial correlated four-factor model of the version
for caregivers, we found a non-significant loading of 15
and 12, and loading values <0.5 of Bl and Cb5. Modifi-
cation indices indicated a possible improvement if the
correlation between 14 and I3, and between 15 and I2
was allowed, as well as the loading of B4 in the concerns
about stopping factor. Based on these findings, we selected
a model with the following specifications: the non-
standardised loadings of the variables I5, 12, Bl and Cb
were set to the same value, and the correlation between
14 and I3, and between I5 and I2 was allowed. Besides,
the loading of B4 in the concerns about stopping factor was
allowed, and its loading was set to 1 in its factor of origin
(burden factor).

The model had 43 free parameters and 113 degrees of
freedom. The global fit of the model based on the ” test
(X2 (136)=119.32, p=0.324) indicated that the proposed
model fitted the data. Both the AIC and the BIC of the
model were lower than those of the initial model (AIC:
2729 vs 2764, BIC: 2686 vs 2719). The fit indices revealed
an acceptable-good fit. RMSEA showed a good fit, with a
90% CI 0.000 to 0.075), and a p value of 0.713 (table 2).

As in the older adults’ version, all standardised load-
ings were statistically significant, ranging from 0.35 to
0.89 (see online supplemental appendix 2). The only
significant correlations observed in the selected model
were between the appropriateness factor and the concerns
about stopping and burden factors. The correlations of the
involvement factor with the rest of the factors were higher
than in the older adults’ version, although they remained
low. The factor structure model of the caregivers’ version
of the questionnaire is presented in figure 3.

No modifying index exceeded the value of 10. The
matrix with the differences between the empirical and
the implicit variance—covariance matrices is presented
in online supplemental appendix 3. Convergent validity
of the model was adequate for the burden, appropriateness
and concerns about stopping factors (McDonald’s omega
values of 0.639, 0.881 and 0.694, respectively), although
it was poor for the involvement factor (0.482). Discrimi-
nant validity based on the HTMT criterion was adequate,
except for the appropriateness factor (see online supple-
mental appendix 4).
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Figure 2 Factor structure model and estimated value of the standardised loadings of the older adults’s version of the revised
Patients’ Attitudes Towards Deprescribing questionnaire. The dashed lines indicate the first item of each factor, whose loading
was set to 1 in the initial model. Involv, Involvement factor; Burden, Burden factor; Approp, Appropriateness factor; Concern,

Concerns about stopping factor.

Internal consistency

The Cronbach’s alpha values for the factors of the ques-
tionnaire were exemplary (>0.8) or extensive (>0.7). The
concerns about stopping factor of the caregivers’ version
showed a Cronbach’s alpha score of 0.683, which was
considered moderate® (table 3).

Criterion validity

The three factors (burden, appropriateness and concerns
about stopping) were statistically significantly correlated
with the BMQ Specific-Concerns Score, except for the
concerns about stopping factor in the older adults’ version
(p=0.189). Higher burden and concerns about stoppingscores
were directly correlated with a higher BMQ Specific-
Concerns Score, while the appropriateness score was nega-
tively correlated, as it was hypothesised (table 4).

0.9 0.5 8 0.2 0.2 0.9 0.4

Test—retest reliability

The subgroup of patients and caregivers to whom the
questionnaire was readministered had a mean age of
64.3 and 56.6 years (IQR 58.0-72.7 and 46.0-67.0, respec-
tively). The correlations are shown in table 3.

Time to complete the questionnaire

The average time it took to fill in the questionnaire was
5:21min (SD 2:43) for the older adults’ version and
4:36min (SD 1:04) for caregivers’ version. It took the
majority of participants <5min to complete the question-
naire (61.6% and 67.4%, respectively) and most of the
others 5-10min (33.3% and 28.3%, respectively).

06 04 04 08 O

04
=
0.8

0.4 0.5 0.4 0.4 0.8 0.8 0.4 4

Figure 3 Factor structure model and estimated value of the standardised loadings of the caregivers’ version of the
questionnaire. The dashed lines indicate the first item of each factor, whose loading was set to 1 in the initial model. Involv,
Involvement factor; Burden, Burden factor; Approp, Appropriateness factor; Concern, Concerns about stopping factor.
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Table 3 Results of internal consistency and test-retest
reliability of the Spanish version of the revised Patients'
Attitudes Towards Describing questionnaire

Test-retest reliability}§

Older adults’ Caregivers’

version version
Involvement 0.642 0.864
factor, Cronbach’s
alfa=0.733/0.721 (older
adults/caregivers)*
I1 (good understanding) 0.464 T
12 (know current 0.438 0.592
medicines)
I3 (know as much as 0.587 0.818
possible)
14 (involved in decisions) 0.440 0.760
15 (always ask if | don’t 0.412 0.773
understand)
Burden factor, Cronbach’s 0.791 0.987
alfa=0.722/0.776 (older
adults/caregivers)*
B1 (money/expensive 0.773 0.761
medicines)
B2 (inconvenient) 0.769 T
B3 (large number of 0.609 0.913
medicines)
B4 (burden) 0.822 0.762
B5 (too many medicines) 0.582 0.873
Appropriateness 0.859 0.898
factor, Cronbach’s
alfa=0.804/0.879 (older
adults/caregivers)*
A1 (one or more 0.805 0.715
medicines that | no longer
need)
A2 (would like to try 0.803 0.852
stopping)
A3 (reduce the dose) 0.765 0.883
A4 (not working) 0.802 0.818
A5 (side effects) 0.760 0.865
Concerns about stopping 0.750 0.826
factor, Cronbach’s
alfa=0.709/0.683 (older
adults/caregivers)*
C1 (reluctant to stop a 0.780 0.743
long-term medicine)
C2 (missing out on future 0.692 T
benefits)
C38 (stressed) 0.681 0.663
C4 (giving up) 0.814 0.727
C5 (previous bad 0.648 0.873
experience)
Global questions - -
Continued

Table 3 Continued

Test-retest reliabilityt§

Older adults’ Caregivers’

version version
G1 (willing to stop) 0.579 0.787
G2 (satisfaction) 0.596 0.671

Gamma-rank was used for the analysis of the factors, and
weighted Cohen’s kappa was used for the analysis of the items.
Bold value signifies gamma-rank calculation for each factor.

*n values for internal consistency analysis: olders adults n=60,
caregivers n=60.

TThese questions do not exist in the caregivers’ version.

FAll correlations were statistically significant.

§n values for test-retest reliability analysis: olders adults n=20,
caregivers n=20.

DISCUSSION

Summary of findings

The objective of this study was to validate the rPATD ques-
tionnaire into Spanish for both patients and caregivers.
Several questionnaires analyse the knowledge, attitudes
and relationship of patients towards their medications**™*’
and their perceptions of deprescribing.”’ The former
focus on analysing patients’ beliefs about their medica-
tions, adherence and the medication-related burden. The
latter examine the motivation behind deprescribing and
the patients’ relationship with the medication provider.
The rPATD questionnaire combines these elements into
four factors and two global items of clinical relevance.

An exhaustive qualitative validation process was
performed. After this stage, the Spanish version of the
rPATD questionnaire showed adequate face validity and
feasibility.

The CFA presented in this study confirmed the four-
factor structure of the rPATD questionnaire. Certain
items showed low loadings in their respective factors. In
both versions, a low loading of Bl (money/expensive
medicines) in the burden factor was found. This could be
explained because participants with different levels of
contribution for the payment of medications were selected
for the study. In Spain, this contribution ranges from 0%
to 60% depending on income, type of medication and
employment situation, which can make them perceive
medication spending as a burden or not.”" This item was
retained in the burden factor due to its perceived impor-
tance and its utility in evaluating how a possible change of
contribution would affect the patient or caregiver.

In the older adults’ version, the correlation established
between B3 (large number of medicines) and B5 (too
many medicines) is logical. The difference between both
items is very subtle and only focusses on the nuance of
the expression ‘too many’, which indicates that, regard-
less of whether the patient is taking a large number of
medications or not, he thinks that he should take fewer
medications than those he is taking.

8 de Juan-Roldan JI, et al. BMJ Open 2022;12:¢050678. doi:10.1136/bmjopen-2021-050678

"1ybuAdoo Aq paroalold 1sanb Aq €202 ‘9z AInc uo ywod fwg uadolway/:dny wouy papeojumoq "Z2zoz [Mdy Tz uo 8/9050-T202-uadolwag/oeTT 0T Se paysignd isiiy :uado rINg


http://bmjopen.bmj.com/

Table 4 Results of the criterion validity analysis

Burden score*

Appropriateness score*

Concerns about stopping
score*

BMQ Specific- Older adults Caregivers Older adults  Caregivers Older adults Caregivers
Concerns Scoret G=0.255 G=0.329 G=-0.373 G=-0.428 G=0.129 G=0.405
p=0.003 p<0.001 p<0.001 p<0.001 p=0.189 p<0.001

*Older adults n=60, caregivers n=60.
TGamma rank correlation.
BMQ, Beliefs about Medicines Questionnaire;

In the caregivers’ version, item B4 (burden) loaded
on more than one factor (burden and concerns about stop-
ping factors). This has external validity, since, as will be
discussed later, caregivers concerned about the burden
of the medication may also show high levels of concern
about its cessation, reflecting high levels of concern in
general. In the exploratory factor analysis of the original
rPATD, three items of the older adults’ version and one of
the caregivers’ version loaded on more than one factor.”!
However, this limitation is considered irrelevant in prac-
tice. Also in the caregivers’ version, the correlation was
allowed between items I4 (involved in decisions) and I3
(know as much as possible), and between I5 (always ask
if I don't understand) and 12 (know current medicines).
These are closely related items, although being located
contiguously in the questionnaire, a response bias can not
be discarded. This kind of bias reflects the tendency of
the individual to respond in the same way as the previous
item, particularly when response options consist of Likert
scales keyed in the same direction.™

In general, in both versions the involvement factor
showed a low correlation with the other factors. This is
not surprising as, while the other three factors (burden,
appropriateness and concerns about stopping) were identified
as possible predictors of deprescribing in the original
validation of the questionnaire, the involvement factor was
included as a provider of additional relevant information
for clinical practice.”' The findings observed in this CFA
are consistent with this approach.

The internal consistency of the factors of the ques-
tionnaire showed Cronbach’s alpha values that mostly
exceeded the commonly established cut-off of 0.7. These
values are similar to those of the validated original ques-
tionnaire. Cronbach’s alpha, as a measure of the correla-
tion of the items comprising a scale, is an inherent
property of the response pattern of a specific sample and
not a characteristic of the scale itself. Hence, this measure
is important when validating a measurement instrument
in a sample with different characteristics from the orig-
inal sample.

The BMQ Specific-Concerns Scale analyses the patients’
concerns about their medications related to taking medi-
cation, long-term effects, knowledge of medication, and
interference in their daily life, and possible dependence.
Therefore, it would be expected that a greater perceived
concern about the medication would correspond to a

greater perceived burden, and conversely, with a lower
concern about stopping medication and a worse percep-
tion of appropriate use. However, in the validation of the
original questionnaire, contradictory to what would be
expected, a greater perceived concern about the medi-
cation as measured by the BMQ Specific-Concerns Scale
was correlated with a greater concern about stopping the
medication. This may represent more than an under-
lying fear about stopping medications but may also be a
reflection of people who experience high levels of stress
or worry in general. In the present study, we hypothesised
that we would see the same results as observed in the vali-
dated original questionnaire. The expected correlations
were found in both the adult and caregiver samples. Only
the correlation with the concerns about stopping factor of
the older adults’ version was not statistically significant.
This is consistent with what was explained above.

The Spanish version of the rPATD questionnaire was
show to be reliable. The results of the weighted Cohen’s
kappa coefficient of the items showed moderate to very
good values, slightly higher than those of the original
rPATD questionnaire. The reproducibility of the factors
was also higher than that on the original questionnaire.
These slight differences between both studies may be
due to the characteristics of the sample used, since in the
present study patients with polypharmacy were selected,
who may have stronger opinions and, because of their
greater history of medication, may be more prone to
remember the answers, producing a memory bias. The
time elapsed between administration and readministra-
tion of questionnaires was similar in both studies.

A common concern in the use of questionnaires is
the time it takes to complete them. Longer question-
naires have a lower response rate, which can limit their
usefulness.”” We analysed the time spent completing the
questionnaire, which was similar to the time spent in the
original one, where 62.1% of older adults and 50% of
caregivers completed the questionnaire in <5min. These
results make its use viable in daily clinical practice as well
as in research.

Strengths and limitations

The original rPATD questionnaire was validated in
patients taking one or more medications. In this study,
patients with polypharmacy were defined as those taking
at least five medications, since this is the most accepted
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definition in the medical literature and has a greater
predictive value for medication-related adverse effects.”
Using an in-person questionnaire exclusively in subjects
from the primary care setting was prioritised over both
in-person and online administration of the original vali-
dation study, which may have increased this question-
naire’s external validity. In the same way, although the
target population in the original validation study was
older adults (>65 years of age), we did not establish any
age limit, similarly to the validation of the Arabic version
of the questionnaire,?” in order to generalise its use to
patients with polypharmacy and not only older adults.
Despite this, the fourfactor structure of the original
rPATD questionnaire was maintained.

The fit indices found in the CFA, in general, showed
an acceptable-good fit for both versions of the question-
naire, although optimal results were not achieved for all of
them. This could be related to the relatively small sample
size of the study, which could be considered a limitation
to take into consideration when interpreting the results
of the CFA. In addition to this, although we have followed
the thresholds established by Kline, different simula-
tion studies have shown that these thresholds can vary
depending on both the sample size and the distribution
of the variables.”

In the test-retest reliability analysis, while the research
team considered using the intraclass correlation coeffi-
cient instead of the weighted Cohen’s kappa coefficient
since the latter has several limitations, such as its depen-
dence on the prevalence of responses in each category
and the number of categories,” using the same coef-
ficients as the original questionnaire was prioritised, to
compare results.

This questionnaire investigates beliefs and attitudes
towards deprescribing, but whether the patient will want to
be deprescribed in real life remains to be seen. Although
qualitative studies have hinted in this direction,”” *® the
tools analysed so far, such as the PATD questionnaire and
the BMQ questionnaire, have demonstrated a low predic-
tive value for a successful deprescribing.”

Future use in research and clinical practice

In the validation of the questionnaire, the Spanish spoken
in Spain was used. The Spanish version of the rPATD ques-
tionnaire allows its use in research on Spanish-speaking
people as well as comparisons among population groups,
although it is true that Spanish varies regionally and
that the cultural characteristics and health systems are
different. A future challenge is to analyse the psycho-
metric properties of the questionnaire in these regions.

The adaptation of a Spanish version of the rPATDcog
questionnaire and its administration to patients with
cognitive impairment is another challenge for future
research.

Engaging patients, family and caregivers and focussing
on their perspectives have been identified as a priority in
deprescribing research.”’ The rPATD questionnaire has
been used to analyse attitudes of patients and caregivers

oy - . 61-63 . .
towards deprescribing in general and in specific

pharmacological groups.** Regarding its use in clinical
practice, identifying those patients with a favourable
predisposition to deprescribing can be useful to initiate
the negotiation of a medication withdrawal process. In
addition, obtaining a score for each factor provides infor-
mation on the different aspects of deprescribing and can
serve as a guide to the needs of patients in this process.
The rPATD questionnaire, administered alone or inte-
grated within other, more complex interventions, can
improve the adequacy, adherence and reconciliation of
medication of the patient with polypharmacy.

CONCLUSIONS
The Spanish version of the rPATD questionnaire for
patients and caregivers showed psychometric properties
that demonstrated adequate feasibility, validity and reli-
ability for use in both clinical practice and research in
Spanish-speaking people. The future challenges are to
analyse the predictive value of the Spanish version of the
rPATD questionnaire for deprescribing as well as how
well the questionnaire performs when applied to Spanish-
speaking individuals from regions other than that of the
present study.

A copy of the Spanish version of the rPATD question-
naire is available in online supplemental appendix 5.
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