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Abstract

Background The prevalence of chronic disease and multimorbidity is increasing and the associated disease

and treatment burden is particularly heavy. Coordinated multidisciplinary, patient-centered care is particularly
important for people living with chronic disease or multimorbidity. There was no valid tool to measure the qual-

ity of coordinated patient-centered care from the patient’s perspective until the Patient-Centered Coordination

by a Care Team (PCCCT) questionnaire was recently developed in Canada (Quebec/Ontario). The Quebecois version
has been validated but is not directly transferable to France due to linguistic, cultural and health system differences
between the two countries. To perform a cross-cultural adaptation of the Quebecois PCCCT questionnaire is therefore
necessary to obtain a questionnaire’s new version adapted for use in France, ensuring item and semantic equivalence.

Methods The adaptation process consisted of two stages, both of which were supervised by a scientific committee
made up of five healthcare professionals. The first stage was a Delphi consensus involving a multidisciplinary health-
care professional panel to evaluate and harmonize the clarity and appropriateness of the questionnaire for patients

in the French health system. During the second stage, adult patients with one or more chronic diseases, from vari-
0us age, sex, socio-occupational categories, assessed the comprehensibility and conformity of the adapted version

of the questionnaire resulting from stage 1 and improved it if necessary. This was achieved using cognitive interviews.

Results During Stage 1, two rounds were undertaken with 10 professional experts resulting in consensual refor-
mulation of 10 out of the 14 items. These newly formulated items and the 4 remaining items were submitted

to patients in Stage 2. Cognitive interviews were undertaken with 14 patients, testing 3 successively adapted ver-
sions of the questionnaire, until three consecutive patients did not find any ambiguity or misunderstanding. The final
version resulting from the cross-cultural adaptation process aimed at being used in France, has item and semantic
equivalence to the original Quebecois version.

Conclusions Measurement equivalence will be addressed in a future study. This French version is intended to be
a useful resource for the health system reforms aimed at promoting more integrated and patient-centered care
pathways.

Keywords Coordination of care, Patient-centered care, Teamwork, Patient reported experience measure, Primary
care, Health care organization, Chronic disease
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Background

Prevalence of chronic diseases is increasing due to the
aging population, medical advances, and certain socio-
environmental factors [1, 2]. Multimorbidity, defined
as the co-existence of several diseases in the same indi-
vidual, affects nearly 65% of people over 65 years of age
[3, 4]. The burden for those living with chronic diseases
is multidimensional and involves physical, mental, occu-
pational, financial, social, and familial impacts. It is par-
ticularly heavy for people with multimorbidity and those
close to them [5], and this is worsened by the burden of
treatment [6].

Multidisciplinary care is required to meet the health
needs of people living with chronic diseases and multi-
morbidity [7, 8]. This care is more effective if coordina-
tion between the different healthcare professionals is
optimal [9]. Good care coordination is associated with
improved symptoms, treatment adherence and patient
satisfaction, reduced numbers of hospitalizations, bet-
ter control of chronic diseases (such as glycated hemo-
globin), and reduced mortality [10].

In addition, patient-centered care is particularly rele-
vant in improving the health of people living with chronic
diseases [11]. This approach requires a relationship of
trust, collaboration between the patient and clinician(s)
and shared decision-making to ensure their health needs
are met [12, 13]. The benefits of patient-centered care
include increased patient satisfaction, greater autonomy
to manage their health, improved quality of care, reduced
risk of complications from chronic diseases, reduced
rehospitalization and improved quality of life and well-
being [14, 15]. Positive effects have also been observed
for those close to the patient and healthcare professionals
[16].

Several countries have initiated reforms aimed at
strengthening and structuring primary care to ensure
that it is more coordinated and patient-centered [17-19].
This most often involves supporting the creation of for-
malized multidisciplinary teams [20], for example with
multi-professional health centers in France, or family
medicine groups and patient medical homes in Canada
[20-23].

Until recently, there was no valid tool to measure the
quality of coordinated patient-centered care provided
by a multidisciplinary team from the patient’s perspec-
tive. As part of the Canadian research program [24],
PACEinMM (Patient-Centered Innovations for Persons
with Multimorbidity Study), aimed at evaluating clinical
innovations for multimorbid people, the 2-part Patient-
Centered Coordination by a Care Team (PCCCT) ques-
tionnaire, was developed. The first part is a checklist of
healthcare professionals involved in the patient’s care.
The second part contains 14 items assessing the patient’s
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opinion about how patient-centered and coordinated
their care is. Each item is rated from zero to three points,
which generates a total score ranging from 0 (impercep-
tible coordination) to 42 (optimal coordination). The
PCCCT questionnaire was initially developed in English
language (Fig. 1A) and in French language for Quebec
(Fig. 1B). The English version has not been evaluated in
terms of psychometric properties to date. Evaluations of
the French version for Quebec revealed that the ques-
tionnaire has satisfactory validity and reliability [25].

The original version, designed and evaluated in Que-
bec, is not directly transferable to France due to linguis-
tic, cultural and health system organizational differences
between the two countries. These differences can make
some items irrelevant or change their meaning and affect
how people answer a given question.

This study aims to perform cross-cultural adaptation
of the Quebecois PCCCT questionnaire to obtain a new
version adapted for use in France ensuring item and
semantic equivalences between the two versions.

Methods

The cross cultural method used to adapt the PCCCT
questionnaire in this study was based on guidelines
for the adaption of self-reported measures [26]. Dur-
ing cross-cultural adaptation, equivalence is based on
five dimensions: conceptual, item, semantic, operational
and measurement equivalence [27]. Due to linguistic,
cultural and health system organizational differences,
item and semantic equivalences are unlikely. This study
therefore focuses on these two equivalences. Conceptual
and operational equivalence already exist since coordi-
nated patient-centered care has the same relevance in
Quebec and France [28, 29] and the similar literacy lev-
els mean the questionnaire can be used in the same way
[30] in both settings. Measurement equivalence will be
addressed in a future study.

The cross-cultural adaption process took place between
September 2020 and February 2021. It consisted of two
stages: the Delphi consensus, carried out between Sep-
tember 2020 and October 2020, and the cognitive inter-
views, between November 2020 and February 2021. Both
stages were supervised by a single scientific committee
made up of five healthcare professionals with academic
activity, two of whom had a dual French-Quebecois per-
spective (Table 1).

Stage 1: Delphi consensus

The first stage was a Delphi consensus [31] involving a
multidisciplinary health professional panel to evaluate
and harmonize the clarity and appropriateness of the
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<« Fig.1 Patient-centered coordination by a care team (PCCCT)
questionnaire. A English version as initially created. B Original PCCCT
questionnaire (Quebec version). C Adapted version for France,
following cross-cultural adaptation

questionnaire for patients using the French health care
system.

Purposive sampling was used to recruit healthcare
professionals with experience in coordinated care from
diverse professions, practice structures, and cultural
backgrounds. They were invited by e-mail to participate
and a detailed information letter on the project was sent.
All the professionals contacted accepted and participated
in the Delphi rounds. The expert panel consisted of ten
healthcare professionals, one of whom was from Quebec
and was involved in creating the original questionnaire
(Table 2).

Firstly, the scientific committee proposed an initial
adaptation of the 14 items from the original Quebecois
version (V0), called version V1. The list of the healthcare
professionals visited by patients, which precedes the 14
items, was also modified by the scientific committee:
some occupational categories, such as “nurse practi-
tioner” or “kinesiologist” which are not present in France,
were removed. All the questionnaire adaptations made by
the scientific committee (related to items or list of profes-
sionals) were carried out by oral consensus, via live syn-
chronous videoconferences.

During the first Delphi round, versions VO and V1 were
submitted to the group of experts using an electronic
LimeSurvey® form. Each expert was contacted individu-
ally by e-mail asking for a response within one week.
For each item, the expert was asked: “Do you think this
new formulation is sufficiently clear and adapted to a
patient using the French health system?” The expert was
reminded of the need to maintain the original meaning of
the item. Each expert indicated their degree of agreement
with the reformulation by assigning a score between 1
(completely unsuitable) and 9 (completely suitable). Each
score below 7 had to be justified with a comment.

At the end of the first round, the scientific committee
met to examine all the items with an average score below
8 and/or with less than 70% of scores greater than or
equal to 7. No specific tools or programs have been used
to analyze scores, except for the Excel tool. For each item
not reaching consensus (as defined just above), the scien-
tific committee used the experts’ comments to reformu-
late the item creating version V2.

Only those items that had not yet achieved consensus,
were submitted, in versions VO and V2, to the group of
experts in the second Delphi round. In order to not influ-
ence their views and decisions, experts were not provided



Piraux et al. BMC Primary Care (2024) 25:364 Page 4 of 13
Table 1 Scientific committee composition
Gender Occupation Research experience Practice structure Country of practice Involved in
(during the study) creating the
original PCCCT
F General practitioner Student (thesis) Outpatient France No
M Pharmacist Student (PhD) Outpatient France No
F General practitioner Researcher Outpatient+inpatient France® Yes
F Primary care nurse Researcher Outpatient+inpatient Quebec® Yes
F General practitioner Researcher Outpatient France No
2 Professor at the University of Angers, France, and Associate Professor at the University of Sherbrooke, Quebec
b Professor at the University of Sherbrooke and collaborates in several research projects in France
Table 2 Composition of the expert panel, in alphabetical order (Stage 1, Delphi round)
Gender Occupation Research experience Practice structure Practice location Involved in
creating the
PCCCT
M Male nurse None Hospital France No
F Psychologist None Outpatient +inpatient France No
M General practitioner Researcher Outpatient+inpatient Quebec? Yes
M Physiotherapist None Outpatient +inpatient France No
M Public health physician Researcher Not applicable France® No
F Social worker None Hospital France No
F Dietitian None Outpatient France No
F Occupational physician Researcher Hospital France No
M Gastro-oncologist None Hospital France® No
M Physiotherapist Master's student Outpatient France No

@ This expert practices in Quebec and knows the French system well because of their academic activities

b This expert has carried out several studies comparing health systems between different countries

“This expert is a doctor in France and has practiced for two years in Quebec

with other experts’ comments from the first Delphi
round.

Additional rounds would be performed until consensus
was reached for all items.

Stage 2: Cognitive interviews

During the second stage, patients assessed the compre-
hensibility and conformity of the adapted version of the
questionnaire resulting from stage 1 and improved it if
necessary. The checklist of health professionals was also
submitted to the patients. This was achieved using cogni-
tive interviews.

Two members of the scientific committee (SL and AP)
recruited patients, first from a rural general practice, and
then from an urban community pharmacy, as comple-
mentary support. Adult patients who could speak French,
had one or more chronic illnesses (physical and/or men-
tal) and benefited from regular monitoring were eligible

for inclusion. For each patient, sociodemographic data
were collected (gender, age, profession and socio-profes-
sional category, health condition). Purposive maximum
variation sampling was used to obtain a diverse patient
panel [32] including gender, age, socio-professional cate-
gory (proxy for literacy level) and chronic diseases. Eligi-
ble patients were invited to participate in the study at the
end of a medical consultation or a visit to the pharmacy.
Potential participants were provided with an informa-
tion letter explaining the nature of the study. Those who
accepted provided written consent. Two patients refused
to participate. Two accepted but one was excluded before
data collection due to cognitive disorders preventing
them from being able to read and sadly, the other died
unexpectedly before the interview.

One female general practitioner (SL) conducted
the cognitive interviews. She had no previous inter-
view experience and received training from the senior
researcher who supervised her (ARR). Each patient
was interviewed individually. The objective was to
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systematically identify any discrepancies between the
researchers’ and the patient’s understanding of the
item and to improve the formulation if necessary [33,
34]. The patients were provided with the adapted ver-
sion of the questionnaire resulting from stage 1 and the
checklist of healthcare professionals involved in their
care at recruitment. They were instructed to only read
it during the interview to ensure the patient’s sponta-
neous reactions were collected. Patients were asked to
read each item aloud, rephrase it in their own words,
and point out any ambiguity or misunderstanding. They
then answered the item, thinking aloud and giving rea-
sons for their response. If discrepancy or ambiguity
was identified, the patient was invited to suggest a pos-
sible reformulation following an explanation from the
researcher.

The interviews took place by telephone due to the con-
tact restrictions imposed in France during the COVID-19
epidemic. Each interview was audio recorded, transcribed
item by item, then compiled interview by interview. This
enabled discrepancies, ambiguities, and suggested refor-
mulations for each item to be extracted and reconciled.
Any items that patients felt were not applicable to them
were also listed. Audio files were archived only on the
password-protected computer of the interviewer (SL),
and deleted once transcription and de-identification of
the excerpts processes were completed. One researcher
(SL) analyzed the cognitive interviews under the super-
vision of a senior researcher (ARR). The analysis process
focused on the patients’ reaction to the question, their
ability to rephrase it, their answer to the question, and
the justification they provided for their response. Based
on these points, the researcher assessed whether the item
was completely understood and if the understanding was
adequate in regard to its original meaning. The outcome
of her interpretation was noted, as well as patient’s com-
ments, in a de-identified report, before submitting it to
the scientific committee. The scientific committee met
every 3 to 4 interviews to validate the results and modify
the questionnaire, if necessary, before the updated ver-
sion was tested during subsequent interviews with new
patients. Data interpretation was carried out blindly by
the scientific committee, since patients’ identities were
not disclosed. The minimum number of cognitive inter-
views was set at eight, and interviews ended when data
sufficiency was reached (no new relevant data after two
additional interviews [35]).

The Ethics Committee of Angers University Hospi-
tal approved the study on September 1, 2020 (number
2020/106). Neither the health professionals of the panel
nor the patients received financial compensation for
participating in this project.
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Results

Stage 1

The ten included experts completed all the Delphi
rounds (100% participation rate). Most responded
within the allotted time of seven days per round (maxi-
mum three days late).

First Delphi round

The experts accepted seven of the 14 questionnaire items
proposed in version V1 (nos. 2, 4, 8, 9, 10, 11 and 12)
(Table 3). The scientific committee reformulated five of
the seven remaining items, which did not reach consen-
sus (nos. 1, 3, 5, 6, and 13) using the experts’ comments
(Supplementary Material 1A). However, they were unable
to identify a satisfactory alternative for the last two items
(nos. 7 and 14) which were resubmitted to the panel dur-
ing the next round without reformulation.

Second Delphi round

The second round began three weeks after the end of the
first. On version V2, three reformulated items (nos. 1, 5
and 6) fulfilled the validation criteria and were accepted
(Table 4). The scientific committee could not agree on a
reformulation, based on experts’ comments and sugges-
tions, for the four remaining items which did not reach
consensus (nos. 3, 7, 13 and 14). This was either because
the expert comments diverged significantly from each
other, or because they diverged from the initial intent of
the Quebecois questionnaire (Supplementary Material
1B). The scientific committee, therefore, considered it
irrelevant to conduct a third Delphi round. In addition,
items 3 and 7 were considered essential to evaluate the
person-centred care while items 13 and 14 were consid-
ered essential to evaluate the care coordination during
transitions. Therefore, items 3, 7, 13, and 14 were not
deleted but submitted unchanged to the patients in ver-
sion V3.

Stage 2

Patient cognitive interviews

A total of 14 cognitive interviews were conducted lasting
an average of 30 min. Patient characteristics are summa-
rized in Table 5.

Seven interviews took place using version V3 of the
questionnaire and were analyzed before the scientific
committee met (Supplementary Material 2A). Several
suggestions concerned the checklist of healthcare profes-
sionals involved in the patient’s care leading to the addi-
tion of “ostéopathe” (equivalent to an osteopath) and
pédicure-podologue (allied health professional special-
ized in foot care).
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Table 3 Results obtained during the first Delphi round (group of experts)
Item Original Quebecois version VO Version 1 from the scientific committee Mean Scores>7
1 Je suis confiant que les membres de mon équipe de soins Je pense que ces professionnels de santé communiquaient 6.9 60%
communiquaient entre eux au sujet de mes soins entre eux au sujet de mes soins
2 Je savais qui coordonnait les différents aspects de mes soins  Je savais qui coordonnait mes soins 8.2 90%
3 On m'a informé des services disponibles pour les gens dans ~ On m‘a informé des ressources disponibles pour les gens 79 70%
une situation comme la mienne dans une situation comme la mienne (par exemples: autre
professionnel de santé, association...)
4 Ma liste de médicaments était connue par les membres de ~ Mes médicaments étaient connus par ces professionnels de 8.4 90%
mon équipe de soins santé
5 On me demandait mon avis avant de décider de mon plan ~ On me demandait mon avis avant de décider de ma prise 74 60%
de soins en charge
6 Je manquais d'information sur la prochaine étape de mon Je manquais d'information sur la prochaine étape de ma 7.7 70%
plan de soins prise en charge
7 J'avais des mises a jour de ma liste de médicaments avec un  Ma liste de médicaments était controlée par un profession- 7 70%
membre de mon équipe de soins nel de santé
8 J'avais un plan d'action pour m‘aider a éviter une aggra- J'avais une conduite a tenir pour m'aider a éviter une aggra- 8.5 100%
vation soudaine de mon état de santé ou une situation vation de mon état de santé ou une situation d'urgence
d'urgence
9 Je pense avoir recu l'information dont j'avais besoin de la Je pense avoir recu les informations dont j'avais besoinde la 8.8 100%
part de mon équipe de soins part de ces professionnels de santé
10 Mon équipe de soins m'aidait a comprendre l'information Ces professionnels de santé m‘aidaient a comprendre les 84 90%
informations concernant ma situation
11 Jétais laissé a moi-méme pour comprendre l'information Jétais laissé a moi-méme pour comprendre les informations 8.1 80%
concernant ma situation
12 Je me sentais écouté par les membres de mon équipe de Je me sentais écouté par ces professionnels de santé 88 100%
soins
13 Quand je rencontrais un autre professionnel, il connaissait Quand je rencontrais un autre professionnel de santé, il 6.2 30%
mon plan de soins a I'avance prenait connaissance des principaux éléments de ma prise
en charge
14 Quand jallais d'un professionnel ou d'un service a un autre, il Quand jétais adressé a un professionnel de santé, une con- 7.7 80%
y avait un plan en place pour la prochaine étape duite a tenir était proposée pour la prochaine étape
Table 4 Results obtained during the second Delphi round (group of experts)
Item Original Quebecois version VO Version 2 from the scientific committee Mean Scores>7
1 Je suis confiant que les membres de mon équipe de soins Je pense que ces professionnels de santé communiquaient 8.3 90%
communiquaient entre eux au sujet de mes soins bien entre eux au sujet de mes soins
3 On m'a informé des services disponibles pour les gens dans ~ On m‘a informé des professionnels ou dispositifs disponibles 7.7 80%
une situation comme la mienne pour les gens dans une situation comme la mienne
5 On me demandait mon avis avant de décider de mon plan ~ On me demandait mon avis avant de décider de mon 8.1 90%
de soins parcours de soins
6 Je manquais d'information sur la prochaine étape de mon Je manquais d'information sur la prochaine étape de mon 8.1 90%
plan de soins parcours de soins
7 J'avais des mises a jour de ma liste de médicaments avec un  Ma liste de médicaments était contrélée par un profession- 6.9 60%
membre de mon équipe de soins nel de santé
13 Quand je rencontrais un autre professionnel, il connaissait Quand je rencontrais un autre professionnel de santé, il 7.8 80%
mon plan de soins a l'avance avait déja connaissance des principaux éléments de mon
parcours de soins
14 Quand jallais d'un professionnel ou d'un service a un autre, il Quand jétais adressé a un professionnel de santé, une con- 7.7 80%

y avait un plan en place pour la prochaine étape

duite a tenir était proposée pour la prochaine étape

No patients highlighted any misunderstanding or
ambiguity with items 1, 2, 3, 7, 8, 9, 10, 11, 12 so they
remained unchanged. The term “parcours de soins” (‘care

plan”) in items 5, 6 and 13 was interpreted differently

among patients (as had already been the case among the
experts during stage 1) without a satisfactory alternative
being found. The scientific committee therefore decided
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to test the addition of a “parcours de soins” definition,
that was inspired by existing literature [36].

Items 4 and 14 were a source of ambiguity or misun-
derstanding for several patients so were reformulated. In
item 4, “mes médicaments étaient connus par ces pro-
fessionnels de santé” (“My list of medications was known
by these healthcare professionals”) was changed to “ces
professionnels de santé savaient quels médicaments
je prenais” (“These healthcare professionals knew what
medications I was taking”). In item 14 “une conduite a
tenir était proposée pour la prochaine étape” (“a course
of action was proposed for the next step”) was replaced by
“celui-ci avait déja réfléchi aux soins & me proposer pour
ma santé” (“they had already thought about the care plan
to offer me next, for my health”).

Finally, several patients wondered about the expres-
sion “ces professionnels de santé” (“these healthcare pro-
fessionals”), without making the expected link with the
healthcare professionals designated in the checklist pre-
ceding the 14 items. The scientific committee proposed
changing it to “mes professionnels de santé” (“my health-
care professionals”).

Four interviews were conducted using this new V4
version (Supplementary Material 2B). Several patients
mentioned healthcare professionals they had seen more
than four months ago so the instructions relating to the
checklist of healthcare professionals were revised to bet-
ter highlight the required 4-month period. Overall, the
items seemed to be better understood. The reformulated
item 4 seemed clearer, and the “parcours de soins” defi-
nition made the meaning of items 5, 6 and 13 more evi-
dent. However, for item 14, the understanding seemed
improved but moved away from its initial meaning. The
scientific committee therefore reformulated this in ver-
sion V5 (Table 6).

Version V5 was tested with three additional patients
(Supplementary Material 2C). They did not identify any
residual difficulty. The scientific committee therefore
considered this version to be the final version resulting
from the cross-cultural adaptation process (Fig. 1C).

Discussion

The objective of this study was to perform cross-cultural
adaptation of the validated Quebecois PCCCT question-
naire for use in France. The two-stage method involving
both healthcare professional and patient expertise pro-
duced a version of the questionnaire aimed at being used
in France and which has item and semantic equivalence
to the original Quebecois version.

To our knowledge, until now there has not been a sim-
ple and valid tool to measure the patient’s perspective
on patient-centered care coordination by a care team in
France. Some of the existing questionnaires only consider
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the healthcare professionals’ perspective or the health
system perspective, which do not necessarily reflect the
patient’s subjective experience of good patient-centered
care coordination [37, 38]. Other existing questionnaires
consider the patient’s perspective but focus on one spe-
cific condition such as diabetes or cancer [39-41]. Oth-
ers evaluate continuity of care which is a concept close to
but distinct from that of patient-centered coordination of
care [42, 43]. Of the existing non-condition specific ques-
tionnaires focusing on the patient’s perspective in pri-
mary care [25, 44—46], the PCCCT was best suited to our
needs since it was concise and simple. It also included
three essential elements: 1) the checklist of healthcare
professionals involved in the patient’s care; 2) the degree
of coordination between them; 3) the patient’s own prob-
lems and objectives.

Having such a tool is necessary for documenting and
evaluating the health system reforms and public poli-
cies aimed explicitly at improving patient-centered care
coordination. When implementing these reforms and
policies, the patient’s perception of their care experience
is an essential element that must be documented and
considered.

Our study is in line with the work carried out by the
Organization for Economic Cooperation and Develop-
ment (OECD) as part of the Patient-Reported Indicator
Surveys initiative (PaRIS) [47]. In this initiative, several
countries, including France and Canada, are working
together to develop, standardize and implement a new
generation of indicators to measure the healthcare
experiences and outcomes that matter most to patients.
Ultimately, the PaRIS project will provide access to
patient-reported data and leverage for better clinical,
managerial, and political decision-making. Therefore,
the adapted PCCCT can be used to enrich this patient-
reported data about healthcare experiences which is an
essential dimension for improving the quality of care
according to the five health goals principles [48] These
are enhancing population health, improving care experi-
ence, reducing costs, limiting burnout among members
of the healthcare workforce and advancing health equity.

The psychometric qualities of the French version of the
PCCCT questionnaire still need to be evaluated to verify
measurement equivalence compared to the original Que-
becois version. This step will complete the cross-cultural
adaptation process.

We chose to involve both professionals and patients
because the two panels have complementary exper-
tise for the adaptation process. The participating pro-
fessionals reflected various professional skills, practice
environments, geographic and linguistic origins, while
the patients reflected different care experiences related
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to their gender, age, socio-professional category and
somatic and/or mental health problems.

The study was implemented with few deviations from
the pre-established protocol and with excellent involve-
ment of all participants. Especially, patients’ participation
in cognitive interviews faced few barriers, they appear to
appreciate feeling concerned and sharing their care expe-
rience during this study that was not very binding and
time-consuming. However, there were no patients older
than 80 years since the two patients in this age group who
agreed to participate were not able to do so, as discussed
previously. It would have been beneficial to have more
elderly participants since multimorbidity is particularly
prevalent in this age group meaning patient-centered
care coordination is particularly relevant to them.

As concerns the Delphi stage, the integration of
patients in this step could have sped up the adaptation
process since the patient’s opinions would have been
considered earlier, while the participation of a language
expert could have made a complementary contribution
and provided a relevant point of view on the interpre-
tation and reformulation of the questionnaire. In addi-
tion, we made a conscious choice not to share in round
2 the experts’ comments from round 1. We considered
that sharing this information would have impacted the
experts’ responses, while our study relied heavily on the
personal understanding of the items and their subjective
interpretation. However, this choice may have contrib-
uted to not reaching consensus on all items at the end of
the Delphi stage.

The study took place in a single region of France, taking
care to recruit patients from two different care settings
and two distinct departments to ensure regional diver-
sity. Conducting the interviews by telephone limited the
collection of certain data, particularly non-verbal com-
munication such as facial expressions indicating incom-
prehension or hesitation. Using a video call may have
helped with this but it was not used as some patients did
not have or were reluctant to use the required technol-
ogy, especially the elderly and those living in rural areas.
It was decided to use the same media for all the partici-
pants. Furthermore, the instruction not to look at the
questionnaire before the interview had not always been
respected. Patients who had not confronted certain situ-
ations mentioned in the items were unable to respond
based on their own experience. In this situation, it was
suggested that the patients used the experiences of rela-
tives to assess the level of understanding and response
mechanisms.
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Conclusions

The adaptation process used in this study means the
PCCCT questionnaire may soon be available for use in
France, after appropriate studies on equivalence meas-
ures will be carried out. This short and easily adminis-
tered questionnaire can be employed for people with one
or more chronic conditions to assesses their perspectives
about patient-centered care coordination, particularly in
primary care. It is a useful resource for the French health
system reforms aimed at promoting more integrated and
patient-centered care pathways.
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