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Abstract

Background: Living with type 1 diabetes (T1D) is demanding, and emotional problems may impair ability for
diabetes self-management. Thus, diabetes guidelines recommend regular assessment of such problems. Using
patient-reported outcome measures (PROMs) to assess diabetes-related distress and psychological well-being is
considered useful. It has been proposed that future work should examine the use of PROMs to support the care of
individual patients and improve the quality of health services. To our knowledge, the use of PROMs has not been
systematically evaluated in diabetes care services in Norway. Electronically captured PROMs can be directly
incorporated into electronic patient records. Thus, the study’s overall aim was to examine the feasibility and
acceptability of capturing PROMs electronically on a touchscreen computer in clinical diabetes practice.

Methods: Adults with T1D age ≥ 40 years completed PROMs on a touchscreen computer at Haukeland University
Hospital’s diabetes outpatient clinic. We included 46 items related to diabetes-related distress, self-perceived
diabetes competence, awareness of hypoglycaemia, occurrence of hyperglycaemia, hypoglycaemia and fluctuating
glucose levels, routines for glucose monitoring, general well-being and health-related quality of life. Participants
subsequently completed a paper-based questionnaire regarding comprehension and relevance of the PROMs,
acceptance of the number of items and willingness to complete electronic PROMs annually. We wrote field notes
in the outpatient clinic based on observations and comments from the invited participants.

Results: During spring 2017, 69 participants (50.7% men), age 40 to 74 years, were recruited. Generally, the touchscreen
computer functioned well technically. Median time spent completing the PROMs was 8min 19 s. Twenty-nine (42.0%)
participants completed the PROMs without missing items, with an 81.4% average instrument completion rate. Participants
reported that the PROMs were comprehensible (n= 62) and relevant (n= 46) to a large or very large degree, with an
acceptable number of items (n = 51). Moreover, 54 were willing to complete PROMs annually. Participants commented
that the focus on living with diabetes was valued.

Conclusions: Capturing PROMs on a touchscreen computer in an outpatient clinic was technically and practically
feasible. The participants found the PROMs to be relevant and acceptable with a manageable number of items, and
reported willingness to complete PROMs annually.
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Background
Living with type 1 diabetes (T1D) is demanding. The
condition requires lifelong insulin therapy and constant
attention to complex self-management tasks. Among
adults with T1D, more than half do not reach recom-
mended treatment goals for glycaemic control [1–3].
Although this could be explained by improper treat-
ment regimen, psychological and psychosocial aspects
may be significant barriers for diabetes self-management
and glycaemic control [4–6]. Consequently, several dia-
betes guidelines recommend regular assessment of
psychological well-being and diabetes-related distress in
people with diabetes [7–9]. Although essential in recogni-
tion of individual needs [10, 11], psychological and psy-
chosocial aspects are greatly underreported in clinical care
[6, 12, 13].
Patient-reported outcome measures (PROMs) have

been developed to assess patients’ perceptions of living
with a condition and its impact on health status,
health-related quality of life and/or other health-related
constructs [14, 15]. PROMs are used in clinical trials to
assess the effect of interventions on health-related
outcomes, but are also useful in enabling patients with
chronic conditions to raise or share concerns with
healthcare providers in clinical consultations [16].
PROMs are typically self-administered and can be ad-
ministered on paper or by electronic devices, either in
the patient’s home or at the clinic [17–19]. Transferring
paper-based instruments to electronic interfaces may
produce data with psychometric equivalence as long as
substantive content alterations are not made [18, 20, 21].
Compared to paper-based PROMs, electronic systems

have potential benefits such as reducing missing and un-
usable data by not allowing people to continue registra-
tion without completing all items, and only allowing one
response option per item [19, 22]. Some claim scoring
on paper is more time consuming compared to elec-
tronic scoring [23]. While the logistics of entering paper
data into the electronic patient records (EPR) raise
questions regarding responsibility for the data entry,
electronically captured PROMs can be directly incorpo-
rated into the EPR resulting in less administrative bur-
den [16, 19, 22]. In recent years, the use of self-report
instruments to monitor quality of care has increased,
with data also being fed into medical quality registers
[16]. It has been proposed that future work should
examine the use of PROMs to support the care of indi-
vidual patients and at the same time improve the qual-
ity of health services [14, 24].
To our knowledge, the use of PROMs has not been

systematically evaluated in diabetes care services in
Norway. In accordance with the UK Medical Research
Council’s framework for researching complex interven-
tions [25, 26], we have therefore designed the DiaPROM

trial (ClinicalTrials.gov ID: NCT03471104) for people
with type 1 diabetes, where electronically captured
PROMs will be used to identify individual needs and
promote goal-oriented clinical diabetes consultations.
The findings of the present feasibility study will inform a
pilot randomised controlled trial (RCT).

Methods
Aim
The overall aim of the present study was to examine the
feasibility and acceptability of capturing PROMs elec-
tronically on a touchscreen computer in clinical diabetes
practice.
Our specific objectives were:

1. To evaluate our proposed recruitment strategy by
estimating the proportion of eligible participants
who consent to participate.

2. To examine the feasibility of the technical and
practical procedures for collecting PROMs on a
touchscreen computer in the outpatient clinic.

3. To assess the participants’ perceptions about the
PROMs used, including their comprehension of
items, acceptability of number of items, relevance of
items and willingness to complete electronic
PROMs at their future annual clinical consultations.

Design
We undertook an uncontrolled feasibility study using
cross-sectional data and field observations to examine
crucial elements of a subsequent pilot RCT.

Setting and participants
The study was conducted at Haukeland University Hos-
pital in Western Norway covering about one million in-
habitants including both rural and urban areas. We
recruited participants with T1D aged ≥ 40 years during
6 weeks from April to June 2017. The reason for choos-
ing this age group was to not include potential partici-
pants for the coming pilot RCT, which is planned for
young adults < 40 years [27]. We identified eligible par-
ticipants from the endocrinology outpatient clinic’s
planned consultations. Approximately 1 week prior to
the consultations, administrative staff sent a written in-
formation and consent form by postal mail inviting eli-
gible participants to take part in the study. We asked the
patients to come to the hospital at least 10 min before
the scheduled consultation. People who were unable to
read or complete the PROMs on the touchscreen com-
puter were excluded. Furthermore, we did not invite pa-
tients with the following conditions recorded in their
medical records: cognitive deficiency (e.g. Down’s syn-
drome, Alzheimer), severe medical comorbidity (e.g.
end-stage renal disease, severe heart failure, severe
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cancer), and/or a major psychiatric diagnosis (e.g. severe
depression or bipolar disorder, schizophrenia) as the
burden to complete PROMs might be too challenging.

Data collection
Sample characteristics
We collected the following sociodemographic and
diabetes-related information from the participants’ EPR:
age, sex, ethnicity, diabetes type, diabetes duration, dia-
betes long-term complications, glycosylated haemoglo-
bin (HbA1c) level and insulin injection device. We also
obtained self-report data on first language, current edu-
cational level, marital/cohabitation status and work affili-
ation. In addition, the ethical committee permitted us to
register age and sex of those who declined participation,
using the EPR’s patient administration system.

Recruitment
We recorded the number of eligible participants who
were invited to participate, number of people who
attended consultations, and number of people who
agreed to participate. In addition, we observed whether
eligible participants approached the touchscreen com-
puter by themselves or if they needed a reminder from a
project member (IH, RBS or AH), who were present in
the waiting area during the recruitment period.

Technical and practical procedures for collecting PROMs
The touchscreen computer (17″ screen) was placed in-
side a metal cabinet (kiosk). We gathered data on the
technical and practical performance of the computer
and observed participants’ ability to complete the
PROMs. The leading supplier of eHealth systems to
Norwegian hospitals, DIPS AS [28], developed the tech-
nical application which included the software for
completing the PROMs, a secure data repository for
temporary PROMs data storage and the method for
transferring the PROMs data to the participants’
diabetes-specific health records. This diabetes-specific
record is also the Norwegian Diabetes Register for
Adults’ electronic tool for collecting register data from
outpatient clinics [29]. We used the hospital’s wireless
local area network (WLAN) and a USB dongle to boost
connectivity. The kiosk was situated next to the out-
patient clinic’s waiting area to ensure visibility. “Ques-
tions for people with diabetes” was displayed on the
screen and a poster with information was placed next to
the screen. By tapping the screen, information concern-
ing the data collection procedure and the measured con-
structs were displayed, and the PROMs appeared one
item at a time. Respondents could either tap “next” or
wait 2 s for the computer to automatically continue to
the next item. In addition, respondents could also tap
“back” to review or change their previous responses. On

the top of the screen, a row of small boxes signalled how
many of the items were responded to and the number
left to complete.
The software utilised time stamps to track time needed

(minutes and seconds) for completing the PROMs. Par-
ticipants were not required to log in using personal
identification; instead, the application generated a
four-character code with a mix of letters (A–Z, except I
and O) and numbers (1–9) for each session. Participants
were instructed to write down their unique code on a
paper form placed next to the computer and to bring
this form to the consultation. The code was then used to
download the PROM data from the secure data reposi-
tory to the diabetes-specific records.

Instruments and participants’ perceptions about the PROMs
We used the Problem Areas in Diabetes scale (PAID) to
assess diabetes-related distress related to living with
diabetes and its treatment [30–32]. This instrument is
considered appropriate in achieving therapeutic and
goal-oriented consultations [33, 34]. We used the
Perceived Competence for Diabetes Scale (PCDS) to map
self-perceived ability for diabetes self-management [35,
36], and “The Gold” scale to assess awareness of
hypoglycaemia [37]. In addition, we developed three ques-
tions asking the participants to assess self-perceived occur-
rence of hyperglycaemia, hypoglycaemia and fluctuating
glucose levels over the latest couple of weeks. Further-
more, we included the World Health Organization 5-
Well-Being Index (WHO-5), a generic measure for psy-
chological well-being [38, 39], and the RAND-12 Health
Status Inventory (RAND-12) to assess health-related qual-
ity of life [40, 41]. Finally, we added items related to the
use of glucose monitoring devices and frequency of glu-
cose measurements. In total, 47 items were included in
the questionnaire. A description of the included PROMs is
shown in Additional file 1. Acceptable psychometric prop-
erties have been reported for the PAID [42], the PCDS
[43], “the Gold” [37], the WHO-5 [39], and the RAND-12
[40]. Cronbach alphas in the present study were PAID
0.94, PCDS 0.94, WHO-5 0.84, and RAND-12 0.89.

The PROMs were originally developed for paper-based
administration, with an introductory sentence preceding
all items. In our electronic versions, one item appeared
at a time, thus the introductory sentences were adapted
and placed directly above all items to avoid respondents
having to scroll back and forth to read this information.
We did not alter the wording of any items or response
options. However, for the response options to fit the
screen, we had to alter the layout from horizontal to ver-
tical positioning for all instruments, except “the Gold”.
In addition, we added “unanswered” as the default re-
sponse option for all items, allowing participants to skip

Hernar et al. Pilot and Feasibility Studies            (2019) 5:29 Page 3 of 11



a question and proceed to the next one, and it was only
possible to choose one response option per item.
The participants also responded to a paper-based

questionnaire concerning their perceptions about the
PROMs. The questionnaire comprised questions regard-
ing comprehension, perceived relevance, and acceptance
of the number of items included in the PROMs. Finally,
we asked about participants’ willingness to complete
electronic PROMs annually. We looked to the Norwe-
gian Institute of Public Health’s user experience ques-
tionnaires for item wording and response alternatives
[44]. Finally, we added space for individual written feed-
back and encouraged the participants to comment on
the procedures, the included items and scales in their
own words. In addition, the project member present in
the clinic was available if any of the participants pre-
ferred to share opinions verbally. We wrote field notes
based on observations and comments from participants
and those who were invited to participate but declined.

Analysis
We used Stata SE 15 for Windows for all statistical ana-
lyses [45]. We applied descriptive statistics for demo-
graphic characteristics. In order to estimate the
proportion of participants who would meet the inclusion
criteria for the planned pilot RCT [46], we calculated the
proportion of participants with single-item PAID scores
≥ 3 or total scores ≥ 30. Prior to analyses, we substituted
missing PAID items by participants’ mean score if mini-
mum 18 (of 20) items were completed [47, 48]. Further-
more, we examined differences between male and female
participants regarding total PAID scores, PAID ≥ 30,
PAID ≥ 40 and item scores ≥ 3.
In order to evaluate the recruitment strategy, we regis-

tered the number of invited participants. Then we calcu-
lated the number and percentage of people who
attended consultations and number and percentage of
people who agreed to participate. We quantified the pro-
portion of missing items (frequencies and percentages)
and calculated the duration of the PROM sessions (me-
dian, minimum and maximum). In addition, we quanti-
fied the variables concerning comprehension of the
PROMs, acceptability of number of items, relevance of
PROMs and willingness for annual completion of elec-
tronic PROMs using frequencies and percentages.
Finally, we organised the field notes concerning our

observations of technical and practical aspects and
participants’ comments chronologically by the date
these were collected. Two of the researchers (IH and
RBS) independently read the document and sum-
marised the content describing the activities that took
place in the waiting area. The text was adjusted and
agreed by the project members who had been present
in the waiting area.

Results
Recruitment
We invited 137 adults with T1D (72 men, 65 women) of
whom 24 (17.5%) did not attend their scheduled out-
patient clinic consultations (median age 47 yrs. (41–71),
58.3% men), leaving 113 potential participants (51.3%
men) (Fig. 1). Five eligible participants (2 men, 3
women) did not participate due to technical (n = 2) or
medical (n = 3) issues, and 20 (17.7%) declined participa-
tion (median age 48 yrs. (40–71), 55% men). On occa-
sions where project members were not available for
guidance at the outpatient clinic, 19 (out of 32) eligible
participants did not approach the kiosk and thus did not
participate (median age 48 years (41–59), 52.6% men).
Finally, 69 (61.1%) participants (35 men, 34 women)
completed the PROMs on the touchscreen computer.
Most of the invited participants had to be reminded
about the invitation and shown the location of the kiosk.
Therefore, we included a picture of the kiosk in the

Changed appointment (n= 19)

Did not attend nor cancel (n= 3)

Cancelled due to illness (n= 2)

Met for scheduled appointment 

(n = 113)

Technical problems (n= 2)

Visual impairment (n= 1)

Hypoglycaemia (n= 2)

Did not approach the kiosk (n= 19)

Study sample 
(N = 69)

Assessed for eligibility 

(n = 137)

Declined participation (n= 20)

Fig. 1 The recruitment and inclusion of adults with type 1 diabetes
in a Western Norway university hospital outpatient clinic. The
DiaPROM trial feasibility study
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information letter halfway through the recruitment
period, which appeared to lead to more participants
finding the kiosk by themselves.
Characteristics of the participants are presented in

Table 1. All but three reported Norwegian as their first
language. Over one half reported having university or col-
lege education, and 27 (41.5%) were in full-time employ-
ment. Women were slightly older than men, but men had
longer diabetes duration (31 vs. 19 years). The median
HbA1c value was 60.7mmol/mol (7.7%). Thirty-five (50%)

participants had at least one diabetes long-term complica-
tion, and retinopathy was the most frequent complication
seen in 28 (40.6%). We found that nearly half of the partic-
ipants met the inclusion criteria for the planned pilot
RCT, and that two thirds of these were women (Table 2).

Technical and practical procedures for collecting PROMs
The touchscreen computer mostly functioned well.
However, we noticed that PROM sessions had been
started but not finished on several occasions, which
meant that sometimes a participant who was to start a
new session found parts of the PROMs displayed instead
of the start screen. As a result, technicians from DIPS
programmed the application to display a 1 min inactivity
notification with a 15-s countdown, and to stop the ses-
sion if the screen was not touched during the count-
down. Participants’ median duration (minutes and
seconds) for completing PROMs was 8 min 19 s (min 3
min 41 s–max 24 min 54 s) (Fig. 2). One man and one
woman used > 20 min.
Comments expressed by the participants and logged in

the field notes, indicated that participants in general
expressed a positive attitude towards completing PROMs
in the waiting area, favouring this option compared to
an internet-based solution (e.g. from home). However,
limited time spent in the waiting area ahead of the
consultation was stated as a motive for wanting to
complete PROMs at home in the future. Some partici-
pants found the two methods for proceeding to the
next item confusing and suggested that it should be ei-
ther automatic or touch-based. Regarding the four-
character code, some handwritten letters and numbers
were difficult to interpret (e.g. A and 4, B and 8, G and
6 and also Z and 2). Consequently, we will avoid these
letters in the pilot RCT.

Participants’ perceptions about the PROMs
Of the 69 participants, 65 completed the paper question-
naire regarding their perceptions about the PROMs. The
PROM items were reported to be comprehensible to a
large or very large degree by 62 (95.4%) participants, and
46 (70.8%) found the PROMs relevant at least to a large
degree (Fig. 3). Fifty-one (78.1%) participants reported
that the number of items was acceptable to a large or
very large degree, and 54 (83.1%) reported willingness to
complete PROMs annually at least to a large degree.
Twenty-nine (42.0%) participants completed all PROMs
without any missing items, 13 (18.8%) had one missing
item, 12 (17.4%) had two missing items and the
remaining 15 (21.2%) had three to 12 missing items
(Table 3). The instruments’ completion rates varied from
72.5 to 91.3% (Table 3) with an average rate of 81.4%.
In the field notes, we found that the majority of par-

ticipants who commented verbally on the PROMs’

Table 1 Demographic characteristics among adults with type 1
diabetes attending an outpatient clinic in a Western Norway
university hospital

Total N = 69

Male sex, n (%) 35 (50.7)

Age (years) (median, min-max) 51.0 (40–74)

First language, n (%) 2

Norwegian 62 (95.4)

Other Scandinavian language 1 (1.5)

Other European language 2 (3.1)

Educational level, n (%) 3

Primary school 5 (7.8)

Secondary school 25 (39.1)

University/college ≤ 4 years 17 (26.55)

University/college > 4 years 17 (26.55)

Work affiliation, n (%) 2

Full-time work 27 (41.5)

Part-time work 9 (13.9)

Unpaid work 2 (3.1)

Unemployed 2 (3.1)

On sick leave/benefits 16 (24.6)

Retired 6 (9.2)

Other/not specified 3 (4.6)

Living alone, n (%) 2 9 (13.9)

Diabetes duration (years) (median, min-max) 26.0 (1–67)

HbA1c (mmol/mol) (median, min-max) 60.7 (41.0–107.7)

HbA1c (%) (median, min-max) 7.7 (5.9–12.0)

At least one long-term complication, n (%) 35 (50.7)

Insulin injection device, n (%)

Pen 43 (62.3)

Pump 26 (37.7)

Glucose monitoring device, n (%) 1

SBGM 47 (71.2)

FGM 3 (4.6)

CGM 16 (24.2)

HbA1c haemoglobin A1c, SBGM self-blood glucose monitoring, FGM flash
glucose monitoring, CGM continuous glucose monitoring
1n = 66, 2n = 65, 3n = 64 due to missing data
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contents found them relevant and valued the focus on
experiences of living with diabetes. However, partici-
pants interpreted the question concerning relevance of
items differently. Some regarded it as being relevant to
them personally at that point in time, while the ques-
tion was intended to ask about general relevance for
people with diabetes. Some questions were reported by
participants as somewhat overlapping, but it was noted
by other participants that some overlap could yield
more nuanced information.

Discussion
In this study, we found that using a touchscreen com-
puter for capturing PROMs electronically in our out-
patient clinic setting was technically and practically
feasible. The majority of participants reported the in-
cluded PROMs to be acceptable and relevant. One half
of the participants had either a PAID score ≥ 30 or a
minimum one item scored ≥ 3, which indicated
diabetes-related distress of concern, and participants

with such scores qualify for extra follow-up in the up-
coming pilot RCT. The mean PAID scores were in line
with other studies of similar patient groups [43, 49].
Nearly two thirds of participants with elevated diabetes-
related distress scores were women. Others have re-
ported similar sex differences, especially in younger
adults with T1D [50, 51].

Recruitment strategy
The recruitment of the 69 participants took 6 weeks.
Keeping track of eligible participants who changed or
did not keep their appointments was demanding. We
observed that only a handful of invited participants who
attended the clinic seemed to have considered participa-
tion prior to coming to the hospital, and the majority
did not approach the touchscreen computer by them-
selves. After we included a picture of the kiosk in the
information letter, more participants approached it with-
out guidance. Nonetheless, efficient recruitment ap-
peared to depend on the presence of a person who could

Table 2 PAID scores in adults with type 1 diabetes, including the proportion eligible for extra follow-up according to the planned
intervention inclusion criteria. The DiaPROM trial feasibility study

Total (N = 69) Men (n = 35) Women (n = 34)

PAID score (0–100) 1

Median (min-max) 22.4 (1.3–65.0) 21.3 (1.3–58.8) 32.5 (2.5–65.0)

Mean (SD) 25.9 (16.2) 21.4 (13.8) 31.1 (17.3)

PAID score ≥ 30, n (%) 1 26 (39.4) 9 (25.7) 17 (50.0)

PAID score ≥ 40, n (%) 1 11 (16.7) 3 (8.6) 8 (25.8)

Minimum one PAID item ≥ 3, n (%) 28 (40.6) 11 (31.4) 17 (50.0)
#PAID score ≥ 30 and/or minimum one item scored ≥ 3, n (%) 34 (49.3) 12 (34.3) 22 (64.7)
#The planned intervention inclusion criteria for the DiaPROM trial are a total score ≥ 30 or single-item PAID scores ≥ 3
1n = 66 due to missing data (3 women)

Fig. 2 Time needed to complete an electronic questionnaire on a touchscreen computer by adults with type 1 diabetes in an outpatient clinic at
a Western Norway university hospital. The DiaPROM trial feasibility study

Hernar et al. Pilot and Feasibility Studies            (2019) 5:29 Page 6 of 11



provide information, support participants and manage
the recruitment logistics, a phenomenon also identified
by Treweek [52]. Establishing new routines is in general
challenging and will often require extra resources,
especially in the earlier phases of implementation initia-
tives. Those who arrived shortly before the consultation
did not have time to complete the PROMs and could
therefore not participate unless the healthcare personnel
was delayed. This may indicate that our recommenda-
tion of coming to the clinic at least 10 min ahead of the
appointment was not adequately emphasised in the

information letter. Preparing written study information
requires the researchers to carefully consider wording
and amount of text. The ethics committees’ demands for
compulsory text makes this task even more demanding.
Thus, user involvement in preparing information is of
utmost importance.

Technical and practical procedures for collecting PROMs
Electronic capturing of PROMs using a touchscreen
computer was the only administration method offered in
this feasibility study. Although we found no indication

Fig. 3 Adults with type 1 diabetes and their perceptions about completing an electronic questionnaire on a touchscreen computer in an
outpatient clinic at a Western Norway university hospital. The DiaPROM trial feasibility study

Table 3 Number of individuals, n (%) with missing PROMs items among adults with type 1 diabetes attending an outpatient clinic
in a Western Norway university hospital. The DiaPROM trial feasibility study

Self-report instruments No. items 0 missing 1 missing 2 missing 3 missing 4 missing 5 missing

The WHO 5-Well-Being Index (WHO-5) 5 50 (72.5) 16 (23.2) 3 (4.3) 0 (0.0) 0 (0.0) 0 (0.0)

The Problem Areas in Diabetes scale (PAID) 1 20 53 (76.8) 10 (14.5) 3 (4.35) 1 (1.45) 0 (0.0) 1 (1.45)

Perceived Competence in Diabetes Scale (PCDS) 4 59 (85.5) 8 (11.6) 1 (1.45) 0 (0.0) 1 (1.45) –

Perceived elevated, low and varied blood glucose values 3 59 (85.5) 5 (7.25) 0 (0.0) 5 (7.25) – –

Awareness of hypoglycaemia (“Gold”) 1 63 (91.3) 6 (8.7) – – – –

RAND-12 Health Status Inventory (RAND-12) 2 12 53 (76.8) 9 (13.0) 3 (4.35) 1 (1.45) 2 (2.9) 0 (0.0)

PROMs patient-reported outcome measures
1 One person had seven missing PAID items. 2 One person did not complete the RAND-12 (n = 68)
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that the data collection method represented an obstacle
for participation, it may have influenced recruitment due
to perceived technology barriers or the location of the
kiosk. Recent meta-analyses and reviews refer to mixed
results on preferences for electronic versus paper-based
administration, ranging from 50% [18] to 87% [53] in
favour of the electronic format. This suggests that pa-
tients of all ages have become increasingly more familiar
with electronic devices, and using multiple methods for
collecting PROMs and allowing multiple places for com-
pleting them might improve response rates [54]. How-
ever, the general recommendation is to avoid mixing
modes within a study [22], since different administration
methods require somewhat different skills and resources
of those completing the PROMs [23].
We had to perform some minor layout changes when

we adapted the paper-based PROMs to the electronic
interface, but this was done in accordance with recom-
mendations supporting equivalence of paper- and
computer-administered PROMs [19–21]. However, the
visual look thus turned out to differ a bit as multiple
items are generally presented on the same page in
paper-based PROMs, whereas electronic formats present
one item at a time [20, 22]. We used a relatively large
screen (17″), but still it was not possible to retain all
items and response options of each self-report instru-
ment on the same screen without compromising the
font size. Hence, we chose the single item per screen ap-
proach to provide consistency across all instruments
[22]. This also meant that we could present the items
with relatively large fonts, making it more accessible to
people with minor visual impairments.
We chose to locate the kiosk in close proximity to the

outpatient clinic’s waiting area to make it visible and
easy to access, but at the same time not too close to the
seating area for privacy reasons [23]. We received no
negative comments on the location, neither about how
the PROM items were presented on the screen. How-
ever, 19 out of 32 eligible participants did not approach
the kiosk when the project members were not available
for guidance. Furthermore, we registered that a number
of PROM sessions had been started but not finished.
This could be a result of questions being presented one
at a time and the total number of items appearing to be
too many for some people. In addition, people not eli-
gible for the study might have been curious about the
screen and its contents and thus might have started a
PROM session without finishing. According to recom-
mendations [55], completing PROMs in a clinical setting
should not take more than 12–15min. In our study, the
median session duration was less than 9 min. Nonethe-
less, 16 participants (23.1%) used more than 10 min and
4 (5.7%) used more than 15min. Hence, in similar stud-
ies, participants completing a questionnaire of 47 items

should be encouraged to come to the clinic at least 15
min before their consultation.
We experienced few technical and practical problems

during the study. WLAN connectivity problems could
have been avoided using a cabled network. Due to pos-
sible misinterpretation of handwriting, we considered
using printers for delivering the four-character code on
slips of paper, but this could entail other logistical and
technical issues, plus extra costs. Other in-clinic PROM
studies report involving clinicians for logging the re-
spondents into the electronic solution [56]. We did not
develop this option as the outpatient clinic leaders were
clear that it would not be possible to allocate personnel
for this task in the future. In addition, we chose to avoid
personal identification solutions such as BankID, a Nor-
wegian cloud infrastructure allowing electronic ID,
authentication and signing [57]. Due to the application’s
integration with the EPR, this would involve greater sys-
tem security needs. Using the personal codes as de-
scribed, the participants were in charge and control of
their codes, available for interpretation, and we avoided
security risks.

Participants’ perceptions about the included PROMs
We chose a mix of generic and diabetes-specific instru-
ments, which could have affected the perceived rele-
vance of the PROMs. However, combining generic and
condition-specific PROMs may result in a more
in-depth assessment of health-related outcomes [23].
Although generic measures might not be considered
relevant in follow-up of diabetes, condition-specific in-
struments may miss other health-related dimensions
possibly unrelated to the condition, but still affecting pa-
tients [17, 58]. Several participants’ expressed appreci-
ation of the focus on psychosocial aspects of living with
diabetes. Using PROMs to capture the participants’ per-
ceptions of their own health and thereby informing clin-
ical practice thus has the potential to facilitate increased
person-centred care [14, 17, 55].
The average PROM completion rate of 81.4% was rela-

tively high. Therefore, our method for electronic captur-
ing of data seems adequate. In addition, it might also
reflect that the number and relevance of the questions
were acceptable. Some argue that electronic PROM sys-
tems can lead to more complete and accurate datasets
due to a reduction of missing or unusable data [16, 17,
19]. The method ensures that out-of-range, contradict-
ory and/or extraneous responses are not possible. Fur-
thermore, data entry errors are minimised since manual
punching is not needed [17, 19, 23]. Although computer
technologies require investment in software and hard-
ware, collecting PROMs electronically is regarded as
more economical concerning time and personnel re-
sources compared to traditional paper-based collection

Hernar et al. Pilot and Feasibility Studies            (2019) 5:29 Page 8 of 11



[23, 59]. However, 40 (58.0%) participants did not re-
spond all items, where 25 (37.9%) completed all but one
or two items. Except for one case, the missing data were
due to incomplete instrument sections. The results are
similar to another recent feasibility study reporting on
collecting electronic PROMs (33 items), where 47.1% of
the participants completed all items [56]. Lack of
complete datasets is one of the greatest practical chal-
lenges related to the use of PROMs. Unfortunately, there
is no generally accepted standard approach for handling
missing PROMs data, and preventing missing data with
a design that supports PROM completion is probably
the most effective solution [60].

Strengths and limitations
We consider it a strength that the study included both
men and women with long diabetes duration and experi-
ence with attending outpatient clinic consultations.
Moreover, we collaborated with healthcare professionals
with highly specialised information technology (IT) com-
petence who had the skills to make necessary and timely
improvements of the touchscreen application. Further-
more, it is a strength that we incorporated healthcare
user involvement from the beginning of the design and
development of the study in accordance with the
GRIPP2 short form [61].
A relatively small, homogenous Norwegian sample

limits generalisability. The findings were analysed de-
scriptively due to the small sample and cross-sectional
design. Recruitment was challenging since most partici-
pants had to be reminded about the study invitation and
therefore did not approach the kiosk by themselves.
Non-response is always a concern in recruitment and
data collection since non-responders may be systematic-
ally different from those providing complete data [62],
and the distribution of missing data across a range of
measures also suggests this. Since we only used an elec-
tronic method for collecting PROMs, participation was
limited to individuals capable of and interested in using
the touchscreen computer. Therefore, participation may
have been biased towards educated and younger infor-
mants. Our sample’s educational level was higher than
the Norwegian average for 40- to 67-year-olds, where
35% have university or college education and 22% have
primary school only [63]. Consequently, our results may
be limited to those familiar with electronic devices. Not-
withstanding that, the public is becoming more experi-
enced with using IT [53]. According to the 2018 Digital
Economy and Society Index, 77% of Norwegian people
have basic digital skills at least, and 96% are internet
users [64], indicating capability of using a computer. By
excluding groups of people unable to complete the elec-
tronic PROMs, we might lack potentially valuable insight
regarding the impact of diabetes on these people’s lives.

For this group, completing PROMs with assistance could
be an option. At this point, we chose to focus on an
electronic data collection method. Finally, we consider it
a limitation that the healthcare service users were not
involved in preparing the written information for the
present study.

Conclusions
We found that capturing PROMs on a touchscreen com-
puter in the waiting area in connection with attending
an outpatient clinic consultation was technically and
practically feasible, and we identified only minor tech-
nical issues that will be improved prior to the pilot
study. The majority of participants found the PROMs
relevant and acceptable with a manageable number of
items, and reported willingness to complete electronic
PROMs annually in the future.

Additional file

Additional file 1: The included patient-reported outcome measures
(PROMs) in the DiaPROM trial feasibility study. (PDF 123 kb)

Abbreviations
CGM: Continuous glucose monitoring; EPR: Electronic patient records;
FGM: Flash glucose monitoring; IT: Information technology; PAID: Problem
Areas in Diabetes scale; PCDS: Perceived Competence in Diabetes Scale;
PROMs: Patient-reported outcome measures; RAND-12: The RAND-12 Health
Status Inventory; RCT: Randomised controlled trial; SBGM: Self-blood glucose
measurement; T1D: Type 1 diabetes; WHO-5: World Health Organization 5-
Well-Being Index; WLAN: Wireless local area network

Acknowledgements
We thank the participants, the healthcare providers and administrative staff
at the outpatient clinic for their contributions. We would also like to thank
Magne Rekdal, Lars Søraas and Bojan Nikolić at DIPS ASA for their work with
the technical solutions, and the Norwegian Diabetes Register for Adults by
Karianne Fjeld Løvaas, John Cooper, Tone V. Madsen and Sverre Sandberg. In
addition, Hrafnkell B. Thordarson, head of the endocrinology outpatient
clinic, Marjolein Iversen, Centre for patient-reported outcomes data, and the
Norwegian Diabetes Association for valuable contribution.

Funding
The study was funded by Western Norway University of Applied Sciences,
the Norwegian Nurses Association, the Norwegian Diabetes Association and
the Norwegian Diabetes Register for Adults.

Availability of data and materials
The datasets generated during the current study are available from the
corresponding author on reasonable request.

Authors’ contributions
AH, MG, IH and RBS designed the study. IH coordinated the data collection
where AH and RBS also contributed in the recruitment process. IH drafted
the manuscript. AH, DR, RBS, RMN, GT and MG revised the manuscript. All
authors read and approved the final manuscript.

Ethics approval and consent to participate
The study was approved by the Regional Committee for Medical and Health
Research Ethics (reference number 2016/2200) and was performed according
to the Declaration of Helsinki. Participants provided informed written
consent and were free to withdraw their consent at any time without
explanation and without any consequence for further follow-up at the out-
patient clinic.

Hernar et al. Pilot and Feasibility Studies            (2019) 5:29 Page 9 of 11

https://doi.org/10.1186/s40814-019-0419-4


Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Health and Caring Sciences, Western Norway University of
Applied Sciences, P.O. Box 7030, N-5020 Bergen, Norway. 2Department of
Global Public Health and Primary Care, University of Bergen, Bergen, Norway.
3Department of Medicine, Haukeland University Hospital, Bergen, Norway.
4Institute for Health Research, University of Exeter Medical School, Exeter, UK.
5Department of Research and Development, Haukeland University Hospital,
Bergen, Norway.

Received: 14 November 2018 Accepted: 13 February 2019

References
1. Carlsen S, Skrivarhaug T, Thue G, Cooper JG, Goransson L, Lovaas K,

Sandberg S. Glycemic control and complications in patients with type 1
diabetes - a registry-based longitudinal study of adolescents and young
adults. Pediatr Diabetes. 2017;18:188–95. https://doi.org/10.1111/pedi.12372.

2. Cooper JG, Claudi T, Thordarson HB, Løvaas KF, Carlsen S, Sandberg S, Thue
G. Treatment of type 1 diabetes in the specialist health service--data from
the Norwegian Diabetes register for adults. J NorwMed Assoc. 2013;133:
2257. https://doi.org/10.4045/tidsskr.13.0153.

3. McKnight JA, Wild SH, Lamb MJ, Cooper MN, Jones TW, Davis EA, Hofer S,
Fritsch M, Schober E, Svensson J, Almdal T, Young R, Warner JT, Delemer B,
Souchon PF, Holl RW, Karges W, Kieninger DM, Tigas S, Bargiota A,
Sampanis C, Cherubini V, Gesuita R, Strele I, Pildava S, Coppell KJ, Magee G,
Cooper JG, Dinneen SF, Eeg-Olofsson K, Svensson AM, Gudbjornsdottir S,
Veeze H, Aanstoot HJ, Khalangot M, Tamborlane WV, Miller KM. Glycaemic
control of type 1 diabetes in clinical practice early in the 21st century: an
international comparison. Diabet Med. 2015;32:1036–50. https://doi.org/10.
1111/dme.12676.

4. Pouwer F, Nefs G, Nouwen A. Adverse effects of depression on glycemic
control and health outcomes in people with diabetes: a review. Endocrinol
Metab Clin N Am. 2013;42:529–44. https://doi.org/10.1016/j.ecl.2013.05.002.

5. Hessler DM, Fisher L, Polonsky WH, Masharani U, Strycker LA, Peters AL,
Blumer I, Bowyer V. Diabetes distress is linked with worsening diabetes
management over time in adults with type 1 diabetes. Diabet Med. 2017;34:
1228–34. https://doi.org/10.1111/dme.13381.

6. Jones A, Vallis M, Pouwer F. If it does not significantly change HbA 1c levels
why should we waste time on it? A plea for the prioritization of
psychological well-being in people with diabetes. Diabet Med. 2015;32:155–
63. https://doi.org/10.1111/dme.12620.

7. Robinson DJ, Coons M, Haensel H, Vallis M, Yale J-F. Diabetes and mental
health. Can J Diabetes. 2018;42:S130–S41. https://doi.org/10.1016/j.jcjd.2017.
10.031.

8. American Diabetes Association. 4. Lifestyle management: standards of
medical care in diabetes-2018. Diabetes Care. 2018;41:S38–s50. https://doi.
org/10.2337/dc18-S004.

9. The Norwegian Directorate of Health. National guideline for diabetes. 2016.
Report no. IS-2685. Available from: https://helsedirektoratet.no/retningslinjer/
diabetes.

10. Fisher L, Gonzalez JS, Polonsky WH. The confusing tale of depression and
distress in patients with diabetes: a call for greater clarity and precision.
Diabet Med. 2014;31:764–72. https://doi.org/10.1111/dme.12428.

11. Snoek FJ, Kersch NY, Eldrup E, Harman-Boehm I, Hermanns N, Kokoszka A,
Matthews DR, McGuire BE, Pibernik-Okanovic M, Singer J, de Wit M,
Skovlund SE. Monitoring of Individual Needs in Diabetes (MIND)-2: follow-
up data from the cross-national Diabetes Attitudes, Wishes, and Needs
(DAWN) MIND study. Diabetes Care. 2012;35:2128–32. https://doi.org/10.
2337/dc11-1326.

12. Pouwer F, Beekman AT, Lubach C, Snoek FJ. Nurses’ recognition and
registration of depression, anxiety and diabetes-specific emotional problems

in outpatients with diabetes mellitus. Patient Educ Couns. 2006;60:235–40.
https://doi.org/10.1016/j.pec.2005.01.009.

13. Hermanns N, Kulzer B, Krichbaum M, Kubiak T, Haak T. How to screen for
depression and emotional problems in patients with diabetes: comparison of
screening characteristics of depression questionnaires, measurement of
diabetes-specific emotional problems and standard clinical assessment. Clin Exp
Diabetes Metab. 2006;49:469–77. https://doi.org/10.1007/s00125-005-0094-2.

14. Greenhalgh J, Dalkin S, Gooding K, Gibbons E, Wright J, Meads D, Black N,
Valderas JM, Pawson R. Functionality and feedback: a realist synthesis of the
collation, interpretation and utilisation of patient-reported outcome
measures data to improve patient care. Southampton: NIHR Journals Library
(Health Services and Delivery Research, No. 5.2.); 2017. https://doi.org/10.
3310/hsdr05020.

15. International Society for Quality of Life Research. User’s guide to
implementing patient-reported outcomes assessment in clinical practice.
2015. Available from: http://www.isoqol.org/UserFiles/2015UsersGuide-
Version2.pdf.

16. Williams K, Sansoni J, Morris D, Grootemaat P, Thompson C. Patient-
reported outcome measures: Lterature review. Sydney; The Australian
Commission on Safety and Quality in Health Care. 2016. Available from:
https://www.safetyandquality.gov.au/wp-content/uploads/2017/01/PROMs-
Literature-Review-December-2016.pdf.

17. Snyder CF, Aaronson NK, Choucair AK, Elliott TE, Greenhalgh J, Halyard MY,
Hess R, Miller DM, Reeve BB, Santana M. Implementing patient-reported
outcomes assessment in clinical practice: a review of the options and
considerations. Qual Life Res. 2012;21:1305–14. https://doi.org/10.1007/
s11136-011-0054-x.

18. Rutherford C, Costa D, Mercieca-Bebber R, Rice H, Gabb L, King M. Mode of
administration does not cause bias in patient-reported outcome results: a
meta-analysis. Qual Life Res. 2016;25:559. https://doi.org/10.1007/s11136-
015-1110-8.

19. Coons SJ, Eremenco S, Lundy JJ, O’Donohoe P, O’Gorman H, Malizia W.
Capturing patient-reported outcome (PRO) data electronically: the past,
present, and promise of ePRO measurement in clinical trials. Patient. 2015;8:
301–9. https://doi.org/10.1007/s40271-014-0090-z.

20. Gwaltney CJ, Shields AL, Shiffman S. Equivalence of electronic and paper-
and-pencil administration of patient-reported outcome measures: a meta-
analytic review. Value Health. 2008;11:322–33. https://doi.org/10.1111/j.1524-
4733.2007.00231.x.

21. Muehlhausen W, Doll H, Quadri N, Fordham B, O’Donohoe P, Dogar N, Wild
DJ. Equivalence of electronic and paper administration of patient-reported
outcome measures: a systematic review and meta-analysis of studies
conducted between 2007 and 2013. Health Qual Life Outcomes. 2015;13:
167. https://doi.org/10.1186/s12955-015-0362-x.

22. Eremenco S, Coons SJ, Paty J, Coyne K, Bennett AV, McEntegart D. PRO data
collection in clinical trials using mixed modes: report of the ISPOR PRO
mixed modes good research practices task force. Value Health. 2014;17:501–
16. https://doi.org/10.1016/j.jval.2014.06.005.

23. Cella DF, Hahn EA, Jensen SE, Butt Z, Nowinski CJ, Rothrock N, Lohr KN.
Patient-reported outcomes in performance measurement. Research Triangle
Park: RTI Press; 2015. Available from: https://doi.org/10.3768/rtipress.2015.bk.
0014.1509

24. Black N, Burke L, Forrest C, Ravens Sieberer U, Ahmed S, Valderas J, Bartlett
S, Alonso J. Patient-reported outcomes: pathways to better health, better
services, and better societies. Qual Life Res. 2016;25:1103–12. https://doi.org/
10.1007/s11136-015-1168-3.

25. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M, Medical
Research Council. Developing and evaluating complex interventions: the
new Medical Research Council guidance. BMJ. 2008;337:a1655. https://doi.
org/10.1136/bmj.a1655.

26. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M.
Developing and evaluating complex interventions: the new Medical
Research Council guidance. Int J Nurs Stud. 2013;50:587–92. https://doi.org/
10.1016/j.ijnurstu.2012.09.010.

27. Haugstvedt A, Hernar I, Strandberg RB, Richards DA, Nilsen RM, Tell GS,
Graue M. Use of patient-reported outcome measures (PROMs) in clinical
diabetes consultations: study protocol for the DiaPROM randomised
controlled trial pilot study. BMJ Open. 2019;9. https://doi.org/10.1136/
bmjopen-2018-024008.

28. DIPS AS. Supplier of eHealth systems to Norwegian hospitals: DIPS; 2018.
[Aug 10th 2018]. Bodø, Norway. Available from: https://www.dips.com/uk.

Hernar et al. Pilot and Feasibility Studies            (2019) 5:29 Page 10 of 11

https://doi.org/10.1111/pedi.12372
https://doi.org/10.4045/tidsskr.13.0153
https://doi.org/10.1111/dme.12676
https://doi.org/10.1111/dme.12676
https://doi.org/10.1016/j.ecl.2013.05.002.
https://doi.org/10.1111/dme.13381
https://doi.org/10.1111/dme.12620
https://doi.org/10.1016/j.jcjd.2017.10.031.
https://doi.org/10.1016/j.jcjd.2017.10.031.
https://doi.org/10.2337/dc18-S004
https://doi.org/10.2337/dc18-S004
https://helsedirektoratet.no/retningslinjer/diabetes
https://helsedirektoratet.no/retningslinjer/diabetes
https://doi.org/10.1111/dme.12428
https://doi.org/10.2337/dc11-1326
https://doi.org/10.2337/dc11-1326
https://doi.org/10.1016/j.pec.2005.01.009
https://doi.org/10.1007/s00125-005-0094-2
https://doi.org/10.3310/hsdr05020
https://doi.org/10.3310/hsdr05020
http://www.isoqol.org/UserFiles/2015UsersGuide-Version2.pdf
http://www.isoqol.org/UserFiles/2015UsersGuide-Version2.pdf
https://www.safetyandquality.gov.au/wp-content/uploads/2017/01/PROMs-Literature-Review-December-2016.pdf
https://www.safetyandquality.gov.au/wp-content/uploads/2017/01/PROMs-Literature-Review-December-2016.pdf
https://doi.org/10.1007/s11136-011-0054-x
https://doi.org/10.1007/s11136-011-0054-x
https://doi.org/10.1007/s11136-015-1110-8
https://doi.org/10.1007/s11136-015-1110-8
https://doi.org/10.1007/s40271-014-0090-z
https://doi.org/10.1111/j.1524-4733.2007.00231.x
https://doi.org/10.1111/j.1524-4733.2007.00231.x
https://doi.org/10.1186/s12955-015-0362-x
https://doi.org/10.1016/j.jval.2014.06.005
https://doi.org/10.3768/rtipress.2015.bk.0014.1509
https://doi.org/10.3768/rtipress.2015.bk.0014.1509
https://doi.org/10.1007/s11136-015-1168-3
https://doi.org/10.1007/s11136-015-1168-3
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.1016/j.ijnurstu.2012.09.010
https://doi.org/10.1016/j.ijnurstu.2012.09.010
https://doi.org/10.1136/bmjopen-2018-024008
https://doi.org/10.1136/bmjopen-2018-024008
https://www.dips.com/uk


29. Cooper JG, Thue G, Claudi T, Løvaas K, Carlsen S, Sandberg S. The
Norwegian Diabetes Register for Adults – an overview of the first years.
Norw J Epidemiol. 2013;23:29–34. https://doi.org/10.5324/nje.v23i1.1599.

30. Polonsky WH, Anderson BJ, Lohrer PA, Welch G, Jacobson AM, Aponte JE,
Schwartz CE. Assessment of diabetes-related distress. Diabetes Care. 1995;18:
754–60. https://doi.org/10.2337/diacare.18.6.754.

31. Welch G, Jacobson A, Polonsky W. The problem areas in diabetic scale: an
evaluation of its clinical utility. Diabetes Care. 1997;20:760–6. https://doi.org/
10.2337/diacare.20.5.760.

32. Welch G, Weinger K, Anderson B, Polonsky WH. Responsiveness of the
Problem Areas In Diabetes (PAID) questionnaire. Diabet Med. 2003;20:69–72.
https://doi.org/10.1046/j.1464-5491.2003.00832.x.

33. Carlsen K, Haugstvedt A, Graue M. Bruk av kartleggings- og arbeidsverktøyet
PAID i diabeteskonsultasjoner. Sykepleien Forskning. 2015;10:228–37. https://
doi.org/10.4220/Sykepleienf.2015.55022.

34. Schmitt A, Reimer A, Kulzer B, Haak T, Ehrmann D, Hermanns N. How to
assess diabetes distress: comparison of the Problem Areas in Diabetes Scale
(PAID) and the Diabetes Distress Scale (DDS). Diabet Med. 2016;33:835–43.
https://doi.org/10.1111/dme.12887.

35. Williams GC, McGregor HA, Zeldman A, Freedman ZR, Deci EL, Stone AA.
Testing a self-determination theory process model for promoting glycemic
control through diabetes self-management. Health Psychol. 2004;23:58–66.
https://doi.org/10.1037/0278-6133.23.1.58.

36. Williams GC, McGregor HA, King D, Nelson CC, Glasgow RE. Variation in
perceived competence, glycemic control, and patient satisfaction:
relationship to autonomy support from physicians. Patient Educ Couns.
2005;57:39–45. https://doi.org/10.1016/j.pec.2004.04.001.

37. Gold AE, MacLeod KM, Frier BM. Frequency of severe hypoglycemia in
patients with type I diabetes with impaired awareness of hypoglycemia.
Diabetes Care. 1994;17:697–703. https://doi.org/10.2337/diacare.17.7.697.

38. Topp CW, Østergaard SD, Søndergaard S, Bech P. The WHO-5 Well-Being
Index: a systematic review of the literature. Psychother Psychosom. 2015;84:
167–76. https://doi.org/10.1159/000376585.

39. Hajos TR, Pouwer F, Skovlund SE, Den Oudsten BL, Geelhoed-Duijvestijn PH,
Tack CJ, Snoek FJ. Psychometric and screening properties of the WHO-5
well-being index in adult outpatients with type 1 or type 2 diabetes
mellitus. Diabet Med. 2013;30:e63–9. https://doi.org/10.1111/dme.12040.

40. Johnson J, Maddigan S. Performance of the RAND-12 and SF-12 summary
scores in type 2 diabetes. Qual Life Res. 2004;13:449–56. https://doi.org/10.
1023/B:QURE.0000018494.72748.cf.

41. Lee A, Browne MO, Villanueva E. Consequences of using SF-12 and RAND-
12 when examining levels of well-being and psychological distress. Aust N
Z J Psychiatry. 2008;42:315–23. https://doi.org/10.1080/00048670701881579.

42. Graue M, Haugstvedt A, Wentzel-Larsen T, Iversen MM, Karlsen B, Rokne B.
Diabetes-related emotional distress in adults: reliability and validity of the
Norwegian versions of the Problem Areas in Diabetes Scale (PAID) and the
Diabetes Distress Scale (DDS). Int J Nurs Stud. 2012;49:174–82. https://doi.
org/10.1016/j.ijnurstu.2011.08.007.

43. Mohn J, Graue M, Assmus J, Zoffmann V, B. Thordarson H, Peyrot M, Rokne
B. Self-reported diabetes self-management competence and support from
healthcare providers in achieving autonomy are negatively associated with
diabetes distress in adults with type 1 diabetes. Diabet Med. 2015;32:1513–
9. https://doi.org/10.1111/dme.12818.

44. Norwegian Institute of Public Health. User experiences. Oslo: Norwegian
Institute of Public Health; 2017. [Jan 15th 2017]. Available from: https://
www.fhi.no/en/qk/brukererfaringer/

45. StataCorp LLC. STATA Data Analysis and Statistical Software. Stata SE 15 ed.
College Station: StataCorp LLC; 2018.

46. Haugstvedt A, Hernar I, Strandberg RB, Richards D, Nilsen RM, Tell GS, Graue M.
The use of Patient-Reported Outcome Measures (PROMs) in clinical diabetes
consultations: study protocol for the DiaPROM randomised controlled trial
pilot study. BMJ Open. 2019. https://doi.org/10.1136/bmjopen-2018-024008.

47. Shrive FM, Stuart H, Quan H, Ghali WA. Dealing with missing data in a
multi-question depression scale: a comparison of imputation methods. BMC
Med Res Methodol. 2006;6:57. https://doi.org/10.1186/1471-2288-6-57.

48. Fayers P, Machin D. Quality of life : the assessment, analysis and reporting of
patient-reported outcomes. 3rd ed. Chichester, West Sussex: Wiley; 2016.

49. Strandberg RB, Graue M, Wentzel-Larsen T, Peyrot M, Rokne B. Relationships
of diabetes-specific emotional distress, depression, anxiety, and overall well-
being with HbA1c in adult persons with type 1 diabetes. J Psychosom Res.
2014;77:174–9. https://doi.org/10.1016/j.jpsychores.2014.06.015.

50. Zoffmann V, Vistisen D, Due-Christensen M. A cross-sectional study of
glycaemic control, complications and psychosocial functioning among 18-
to 35-year-old adults with type 1 diabetes. Diabet Med. 2014;31:493–9.
https://doi.org/10.1111/dme.12363.

51. Joensen LE, Almdal TP, Willaing I. Associations between patient
characteristics, social relations, diabetes management, quality of life,
glycaemic control and emotional burden in type 1 diabetes. Prim Care
Diabetes. 2016;10:41–50. https://doi.org/10.1016/j.pcd.2015.06.007.

52. Treweek S. Addressing issues in recruitment and retention using feasibility
and pilot trials. In: Richards DA, Hallberg IR, editors. Complex interventions
in health. An overview of research methods: London, UK: Routledge; 2015.
p.155.

53. Campbell N, Ali F, Finlay AY, Salek SS. Equivalence of electronic and paper-
based patient-reported outcome measures. Qual Life Res. 2015;24:1949–61.
https://doi.org/10.1007/s11136-015-0937-3.

54. Keetharuth A, Mulhern B, Wong R, Ara R, Franklin M, Jones G, Brazier J.
Supporting the routine collection of patient reported outcome measures in
the National Clinical Audit Work Package 2. How should PROMS data be
collected? Universities of Sheffield & York: Policy Research Unit in Economic
Evaluation of Health and Care Interventions, EEPRU Research. 2015. Report
No.: 039. Available from: http://www.eepru.org.uk/wp-content/uploads/
2017/11/eepru-report-nca-wp2-how-should-proms-data-be-collecetd-aug-
2015-039.pdf.

55. Eton DT, Beebe TJ, Hagen PT, Halyard MY, Montori VM, Naessens JM, Sloan
JA, Thompson CA, Wood DL. Harmonizing and consolidating the
measurement of patient-reported information at health care institutions: a
position statement of the Mayo Clinic. Patient Relat Outcome Meas. 2014;5:
7–15. https://doi.org/10.2147/PROM.S55069.

56. O’Connell S, Palmer R, Withers K, Saha N, Puntoni S, Carolan-Rees G, on
behalf of the PROMs P, Programme E. Requirements for the collection of
electronic PROMS either “in clinic” or “at home” as part of the PROMs,
PREMs and Effectiveness Programme (PPEP) in Wales: a feasibility study
using a generic PROM tool. Pilot Feasibility Stud. 2018;4:90. https://doi.org/
10.1186/s40814-018-0282-8.

57. Eaton B, Hallingby HK, Nesse P-J, Hanseth OJMQE. Achieving payoffs from
an industry cloud ecosystem at BankID. MIS Q Exec. 2014;13:4.

58. Black N. Patient reported outcome measures could help transform
healthcare. BMJ. 2013;346:f167. https://doi.org/10.1136/bmj.f167.

59. Holzner B, Giesinger JM, Pinggera J, Zugal S, Schöpf F, Oberguggenberger
AS, Gamper EM, Zabernigg A, Weber B, Rumpold G. The Computer-based
Health Evaluation Software (CHES): a software for electronic patient-
reported outcome monitoring. BMC Med Inform Decis Mak. 2012;12:126.
https://doi.org/10.1186/1472-6947-12-126.

60. Botero JP, Thanarajasingam G, Warsame R. Capturing and incorporating patient-
reported outcomes into clinical trials: practical considerations for clinicians. Curr
Oncol Rep. 2016;18:61. https://doi.org/10.1007/s11912-016-0549-2.

61. Staniszewska S, Brett J, Simera I, Seers K, Mockford C, Goodlad S, Altman DG,
Moher D, Barber R, Denegri S, Entwistle A, Littlejohns P, Morris C, Suleman
R, Thomas V, Tysall C. GRIPP2 reporting checklists: tools to improve
reporting of patient and public involvement in research. BMJ. 2017;358:
j3453. https://doi.org/10.1136/bmj.j3453.

62. Gomes M, Gutacker N, Bojke C, Street A. Addressing missing data in patient-
reported outcome measures (PROMS): implications for the use of PROMS
for comparing provider performance. Health Econ. 2016;25:515–28. https://
doi.org/10.1002/hec.3173.

63. Statistics Norway. Educational attainment of the population: Statistics
Norway; 2018. [updated June 8th 2018]. Oslo, Norway. Available from:
https://www.ssb.no/en/utdanning/statistikker/utniv.

64. European Commission. Digital economy and society index, country report
Norway. 2018 Available from: https://ec.europa.eu/digital-single-market/
node/66889.

Hernar et al. Pilot and Feasibility Studies            (2019) 5:29 Page 11 of 11

https://doi.org/10.5324/nje.v23i1.1599
https://doi.org/10.2337/diacare.18.6.754
https://doi.org/10.2337/diacare.20.5.760
https://doi.org/10.2337/diacare.20.5.760
https://doi.org/10.1046/j.1464-5491.2003.00832.x
https://doi.org/10.4220/Sykepleienf.2015.55022
https://doi.org/10.4220/Sykepleienf.2015.55022
https://doi.org/10.1111/dme.12887
https://doi.org/10.1037/0278-6133.23.1.58
https://doi.org/10.1016/j.pec.2004.04.001
https://doi.org/10.2337/diacare.17.7.697
https://doi.org/10.1159/000376585.
https://doi.org/10.1111/dme.12040
https://doi.org/10.1023/B:QURE.0000018494.72748.cf
https://doi.org/10.1023/B:QURE.0000018494.72748.cf
https://doi.org/10.1080/00048670701881579
https://doi.org/10.1016/j.ijnurstu.2011.08.007
https://doi.org/10.1016/j.ijnurstu.2011.08.007
https://doi.org/10.1111/dme.12818
https://www.fhi.no/en/qk/brukererfaringer/
https://www.fhi.no/en/qk/brukererfaringer/
https://doi.org/10.1136/bmjopen-2018-024008
https://doi.org/10.1186/1471-2288-6-57
https://doi.org/10.1016/j.jpsychores.2014.06.015
https://doi.org/10.1111/dme.12363
https://doi.org/10.1016/j.pcd.2015.06.007
https://doi.org/10.1007/s11136-015-0937-3
http://www.eepru.org.uk/wp-content/uploads/2017/11/eepru-report-nca-wp2-how-should-proms-data-be-collecetd-aug-2015-039.pdf
http://www.eepru.org.uk/wp-content/uploads/2017/11/eepru-report-nca-wp2-how-should-proms-data-be-collecetd-aug-2015-039.pdf
http://www.eepru.org.uk/wp-content/uploads/2017/11/eepru-report-nca-wp2-how-should-proms-data-be-collecetd-aug-2015-039.pdf
https://doi.org/10.2147/PROM.S55069
https://doi.org/10.1186/s40814-018-0282-8.
https://doi.org/10.1186/s40814-018-0282-8.
https://doi.org/10.1136/bmj.f167
https://doi.org/10.1186/1472-6947-12-126
https://doi.org/10.1007/s11912-016-0549-2
https://doi.org/10.1136/bmj.j3453
https://doi.org/10.1002/hec.3173
https://doi.org/10.1002/hec.3173
https://www.ssb.no/en/utdanning/statistikker/utniv
https://ec.europa.eu/digital-single-market/node/66889
https://ec.europa.eu/digital-single-market/node/66889

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Aim
	Design
	Setting and participants
	Data collection
	Sample characteristics
	Recruitment
	Technical and practical procedures for collecting PROMs
	Instruments and participants’ perceptions about the PROMs

	Analysis

	Results
	Recruitment
	Technical and practical procedures for collecting PROMs
	Participants’ perceptions about the PROMs

	Discussion
	Recruitment strategy
	Technical and practical procedures for collecting PROMs
	Participants’ perceptions about the included PROMs
	Strengths and limitations

	Conclusions
	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

