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Abstract

(i) Rationale and objective: Whereas the Patient Assessment of Chronic lliness
Care (PACIC) measures the extent to which care received by patients is congruent
with the Chronic Care Model (CCM), the 5As model emphasizes self-management
and community resources, two key components of the CCM. We aimed at comparing
evaluation of diabetes care, as reported by patients with diabetes and healthcare

professionals (HCPs), using these instruments.

(ii) Methods: Two independent samples, patients with diabetes (n=395) and HCPs
(including primary and secondary care physicians and nurses; n=287), responded to
the 20-item PACIC and the six 5As model questions. The PACIC-5A (questions
scored on a five-point scale, 1=never to 5=always) was adapted for HCPs (modified-
PACIC-5A). In both samples, means and standard deviations for each question as
well as proportions of responses to each response modality were computed, and an

overall score was calculated for the 20-item PACIC.

(iii) Results: Patients’ and HCPs’ overall scores were 2.6 (SD 0.9) and 3.6 (SD 0.5)
respectively, with HCP reporting higher scores for all questions except one. Patients’
education and self-management, referral/follow-up and participation in community

programs were rated as low by patients and HCPs.

(iv) Conclusion: HCPs, particularly diabetes specialists, tended to report better
PACIC scores than patients, suggesting that care was not reported similarly when
received or provided. Evaluation differences might be reduced by a closer
collaboration between patients and HCPs, as well as the implementation of
community-based interventions considering more patients’ perspectives such as

patients’ education and self-management.



(1) Introduction

The burden of chronic diseases is increasing rapidly worldwide. Since persons with
chronic diseases are the most frequent users of healthcare, a shift from an acute to a
chronic care model was necessary. Such a model requires patient-centeredness,
proactive healthcare professionals as well as a healthcare system closer to the
community and able to include prevention and integrate health and social services.
The Chronic Care Model (CCM) was created within this context. It is an evidence-
based framework developed by Wagner et al. [1] to improve outcomes of patients
with chronic diseases. While aiming at creating beneficial interactions between
informed, actively participating patients and prepared proactive practice teams, it
identifies six key elements: organization of health care; community resources and
policies; self-management support; delivery system design; decision support and
clinical information systems [2]. To assess this evidence-based model, two
guestionnaires were developed: the Assessment of Chronic lliness Care (ACIC) [3],
which enables teams of healthcare professionals (HCPs) to assess care provided to
chronic patients at the organizational level, and the Patient Assessment of Chronic
lliness Care (PACIC) [4], which measures patients’ evaluation of their chronic illness
care. While a version including the six questions of the 5A model (ask, advise, agree,
assist, arrange; PACIC-5A) was developed by Glasgow in 2005 [5], Carryer et al.
more recently created the modified-PACIC [6] in order to allow individual HCPs to
report the care they were providing to their own patients. Despite the fact that the
five-dimensions structure of the PACIC remains debated [7-8], the PACIC
guestionnaire has been validated in several studies as a tool able to assess how
provided care is congruent with the CCM, and judged to be appropriate both when
considering a one dimension score or 20 single items means [7]. Currently, it is
increasingly being used to evaluate the care of patients with chronic conditions [9-13].
Diabetes, a frequent chronic disease with an increasing prevalence, is often the

target of integrated care initiatives [14-20]. The PACIC and PACIC-5A have often



been used as instruments for the evaluation of these initiatives [21-23]. Within such
studies, the PACIC and PACIC-5A are more frequently used than the ACIC; indeed,
the latter is directed at healthcare professionals at the organizational level and does
not allow a direct comparison between patients and individual healthcare
professionals. Despite the interest to get both patients’ and HCPs’ points of view on
diabetes care, the use of the PACIC and the ACIC/modified-PACIC instruments in a
same study, and, by extension, the evaluation of chronic care as reported by patients
and by HCPs, from a same region, at the same period of time and using the same
guestionnaire, has rarely been carried out [6]. This study aimed at filling this
knowledge gap. Its objective was therefore to compare evaluation of diabetes care,
as reported by patients with diabetes and by HCPs caring for diabetic patients, using
the PACIC-5A and the modified-PACIC-5A, respectively. As a secondary exploratory
objective, we aimed at comparing the evaluation of diabetes care between primary

care and specialized physicians and nurses.

(2) Methods

(2.1) Setting, participants and data collection

This study took place in the canton of Vaud, one of the 26 Swiss cantons, which has
approximately 700.000 inhabitants (10% of the Swiss population) and is located in
the French speaking part of Switzerland. Two independent samples of participants
were considered. First, the patients’ sample, which consisted of 395 non-
institutionalized adult patients with diabetes participating in the 2013 follow-up of the
CoDiab-VD cohort (449 were contacted; response rate of 88%) [24]. Second, the
HCPs’ sample, which consisted of HCPs practicing in the same canton and
theoretically taking care of patients with diabetes; included primary care physicians,
diabetologists, primary care nurses and diabetes specialized nurses. These different

HCPs were contacted during the same period of time to participate in an online



survey assessing inter-professional collaboration and HCPs' practices in the field of
diabetes care [25]. Out of a total of 1154 HCPs’ eligible for the study, 410 opened the
access link to the questionnaire; after exclusion of those who didn’t answer any item
of the modified-PACIC-5A, 287 HCPs were included in the study sample (overall

response rate of 24.9%).

(2.2) Measures

(2.2.1) PACIC and PACIC-5A questionnaires

Whereas the PACIC instrument [4], developed by Wagner et al. in English, is a 20-
item questionnaire measuring patients’ evaluation of their own chronic disease care,
the PACIC-5A instrument [5] includes six additional questions in line with the 5As
model [26]. Each question is answered on a 5-point response scale (1=never,
2=generally not, 3=sometimes, 4=most of the time, 5=always), and scores for each
guestion and for the overall score (20 PACIC items) as well as proportions of
responses to each response modality can be computed. In this study, we used a

French version of the PACIC-5A [24].

(2.2.2) Modified-PACIC-5A questionnaire

Bound to the PACIC-5A, a modified version allowing individual HCPs to report the
care they are providing to their own patients was adapted by Carryer et al. in 2010 [6].
For example, the question “Over the past 6 months, when | received care for my
chronic condition, | was asked to talk about my goals in caring for my illness” was
adjusted to “When caring for a person with a chronic condition, how often do you ask
them to talk about their own goals in caring for themselves”. Similarly to the PACIC-
5A, each question is answered on a 5-point response scale (1=never, 2=generally
not, 3=sometimes, 4=most of the time, 5=always), and scores for each question and
for the overall score (20 modified PACIC items) as well as proportions of responses

to each response modality can be computed.



(2.2.3) Other variables

Other patients’ and HCPs’ variables were considered in this study. For the patients’
sample, the following characteristics were collected: mean age; gender; education
level (primary, secondary, tertiary); smoking status; Body Mass Index (normal and
underweight (BMI <25 [kg/m?]), overweight (BMI 25-29.9 [kg/m?]), obesity (BMI >30
[kg/m?])) and number of co-morbidities (0, 1, 2, >3). Diabetes characteristics
included: type of diabetes (type 1, type 2, other); duration of diabetes (<10 years, >10
years) and treatment (oral antidiabetic drugs, insulin, oral antidiabetic drugs + insulin,
other). For the HCPs’ sample, both physicians’ and nurses’ subgroups included three
categories: primary care physicians, diabetologists, unspecified, and primary care
nurses, diabetes specialized nurses, unspecified, respectively, the unspecified
category corresponding to HCPs who did not answer the question asking whether
they were primary care or specialized care providers. For each subgroup, mean age

was established.

(2.3) Data analysis

First, we performed descriptive univariate analyses to characterize the patients’ and
HCPs’ samples. Then, in both samples, means and standard deviations as well as
proportions of responses to each response modality were calculated for each
guestion of the PACIC-5A/modified-PACIC-5A, and the overall score was computed
over the 20-item PACIC/modified-PACIC [7]. Comparisons of results across the two
samples were performed for each question and for the overall score. After exclusion
of the unspecified category of physicians and nurses, exploratory subgroup
comparative analyses of means of the four main HCPs’ categories (i.e. primary care
physicians, diabetologists, primary care nurses and diabetes specialized nurses)
were performed. Since the two questionnaires were not strictly identical, we decided

not to present p-values of the patients and HCPs comparative t-tests; the latter were



Table 1

Figure 1

nevertheless all statistically significant at the 0.05 level except for question 5 (p-value
0.17). Similarly, and because of their exploratory nature, p-values of the HCPs’
subgroup analyses were not shown. Finally, the proportion of questions with a mean
score from 1 to <2; 2 to <3; 3 to <4 and 4 to <5 were calculated for the patients’ and
HCPs’ samples, as well as for the four HCPs’ categories.

Missing values of the PACIC-5A and modified-PACIC-5A questionnaires were

<11.1%.

(3) Results

(3.1) Participants’ characteristics

Participants’ characteristics are presented in Table 1. Mean age of the 395 patients
with diabetes was 65.5 years (SD 10.8), 61.3% were male, 84.8% reported type 2
diabetes, 45.1% had a duration of diabetes >10 years and 81.8% had one co-
morbidity or more; also, whereas 16.3% of patients were current smokers, 46.7%
had a BMI above 30 [kg/m?]. The HCPs’ sample (n=287) comprised 34.5%
physicians with a mean age of 51.7 years (SD 9.0) and 65.5% nurses with a mean
age of 43.7 years (SD 10.1). Among HCPs, 8.7% reported to be diabetes specialists

(diabetologist and diabetes specialized nurse).

(3.2) PACIC-5A and modified-PACIC-5A scores

Table 2 presents the PACIC-5A and the modified-PACIC-5A results. Patients’ (PT)
and HCPs’ overall scores were 2.6 (SD 0.9) and 3.6 (SD 0.5), respectively. In the
patients’ sample, a score lower than 2 was found for 23% of the questions (Figure 1);
the other questions had scores between 2.1 and 3.9 and no question had a score =4.
In the HCPs’ sample, scores varied between 2.7 and 4.2, and 88% of the questions
had scores >3. The comparison of patients’ and HCPs’ scores showed that HCPs

reported higher scores, with score differences between 1 and 2 for most of the



Table 2

questions (>1 SD) and one question — “given a copy of the treatment plan” —
presenting a difference higher than 2 (>2 SD); only one question — “satisfied how
care was organized” — showed identical scores across the two samples (PT sample:
3.9 (SD 1.2); HCP sample: 3.8 (SD 0.6)). More specifically, when HCPs reported
high scores (>4), patients also reported higher scores (>3), except for two questions
— “given a copy of the treatment plan” (PT sample: 2.1 (SD 1.4); HCP sample: 4.2
(SD 0.9)) and “asked questions, either directly or on a survey, about health habits”
(PT sample: 2.7 (SD 1.4); HCP sample 4.2 (SD 0.7)). For a few questions, low
scores by patients were mirrored by low scores by HCPs — “given a written list of
things to do to improve health” (PT sample: 1.9 (SD 1.2); HCP sample: 2.7 (SD 1.0));
“encouraged to attend programs in the community that could help” (PT sample: 1.7
(SD 1.1); HCP sample: 2.9 (SD 1.0); “given a book or monitoring log in which to
record the progress made” (PT sample: 2.2 (SD 1.5); HCP sample: 2.8 (SD 1.3)).
The distribution of results of the five response modalities (never, generally not,
sometimes, most of the time, always), presented in Table 2, permits a quick side-to-
side comparison between patients and HCPs. Whereas a high proportion of patients
responded that they “never” had received the care mentioned in the questions,
similar responses were rarely obtained from HCPs: HCPs often responded that the
care was “most of the time” or “always” provided.

The modified-PACIC-5A results, presented by the four main HCPs' categories
(Appendix 1), showed that scores from diabetes specialized nurses and
diabetologists were overall higher than those from primary care physicians and
primary care nurses for most of the questions. In fact, primary care providers had
scores between 2.5 and 4.4 and diabetologists as well as diabetes specialized
nurses presented scores ranging from 3.3 to 4.4 and 3.5 to 4.8, respectively, except
for two questions with scores <3 - “given a written list of things to do to improve
health” and “given a book or monitoring log in which to record the progress made”

(only diabetes specialized nurses). In addition, diabetes specialized nurses and



diabetologists reported scores >4 for 81% and 58% of the questions, respectively,
compared to only 27% for primary care physicians and 23% for primary care nurses

(Figure 1).

(4) Discussion

This study used the PACIC-5A and the modified-PACIC-5A to compare evaluation of
diabetes care as reported by participants in two independent samples from the same
region and during the same period: patients with diabetes and HCPs caring for
diabetic patients. Results showed that HCPs tended to assess provided diabetes
care as being more congruent with the recommendations of the CCM than what was
reported by patients. In addition, exploratory results from subgroups of HCPs showed
a trend towards care to be more congruent with the CCM when reported by
specialists (diabetologists and diabetes specialized nurses) than by non-specialists
(primary care physicians and primary care nurses).

A variety of studies consider PACIC scores as primary or secondary outcomes for
patients with diabetes. Results show high heterogeneity of PACIC global scores, with
apparently no specific characteristic explaining that heterogeneity. A few studies of
interest are discussed thereafter. In fact, our patients’ overall score (computed over
the 20-item PACIC) is in agreement with those reported in several other studies. For
example, Aung et al., who conducted a population-based study in Australia including
type 2 patients, found a score of 2.4 at baseline [27-30]. In Denmark, a similar overall
score was reported but, contrary to our study, participants were recruited in primary
care practices, yet mean age and sex of participants were similar to our sample [31].
Finally, Ku and Kegels obtained a somewhat higher PACIC global score (2.8) in a
study that took place in the Philippines, in which patients were recruited in primary
care practices and the sample mainly composed of female participants [21]. In

contrast to these studies, a number of others reached higher PACIC scores. In



Switzerland for example, Frei et al. carried out two studies: whereas one comprised
patients with type 2 diabetes from non-managed care (score 3.2) and managed care
organizations (score 3.4) somewhat older than our study participants [32], the
second study recruited patients in single or group practices (score 3.1) of overall
similar age and gender [33]. These latter results are close to those from several
studies conducted in the United States [5, 34-36], with scores ranging from 3.0 to 3.2
and samples composed mainly of patients with type 2 diabetes, with a mean age
ranging from 63.7 to 65 years. Finally, the highest PACIC scores were obtained from
a sample from Taiwan, mainly composed of female patients, with a score of 4.2 for
the patients enrolled in a pay-for-performance program [37].

The HCPs’ overall score we observed was lower than Carryer’s first New Zealand
exploratory study using the modified PACIC (score 4.0) [6]. In that latter study
however, only primary care nurses participated. If we compare Carryers’ results to
those of our sub-sample of primary care nurses, it is interesting to note that, overall,
our results nevertheless remained inferior. Yet, the overall score obtained in
Carryer’s study was consistent with the scores reported by the specialized providers
of our sample. A recent study, conducted by Doolan-Noble et al., used the modified
PACIC to compare the perception of care between primary care providers, with
primary care nurses reporting better scores than primary care physicians [38]. Such
differences were not found in our study, primary care physicians and nurses
assessing provided care similarly.

The overall score difference between our two samples (i.e. 1 standard deviation)
showed that HCPs reported provided diabetes care to be more congruent with the
CCM than patients did. Three main hypotheses could explain this rating difference.
First, a difference of understanding — by patients and HCPs — of the care aspects to
be assessed, second, “over’-evaluation by HCPs that could represent social
desirability bias [39], and third an “under’-evaluation by patients that could be the

cause of recall bias [39]. The first hypothesis could stem from a different reasoning

10



and interpretation of each question resulting from divergent perspectives of diabetes
care [40], communication problems and health literacy levels [41-42]. Also, disease
perceptions may diverge, with patients emphasizing their personal and social
contexts whereas medical significance predominates for HCPs [43]; the latter may
represent a barrier to patient-provider collaboration and communication [44]. The
second hypothesis, “over’-evaluation of care provided by HCPs, relates to social
desirability bias [45], with HCPs possibly reporting better level of care than what is
effectively provided. The last hypothesis, “under’-evaluation by patients, relates to
recall bias, with targeted elements of the questionnaire representing one
conversational aspect among others, not all being remembered by patients [46].
These three hypotheses could explain, to some extent, score differences between
patients and HCPs. Although it may be difficult not to have a rating discrepancy
between patients and HCPs, both perspectives remain important to explore, each
stakeholder being of value in the process of improvement of chronic iliness care.

The single questions analyses of both patients’ and HCPs’ samples showed that the
worst results were linked with patients’ education and self-management, patients’
participation in community programs and referral/follow-up, as well as family and
community participation in patients’ care. These negatively rated aspects are those
important to target in future field projects, especially since it is known that patients’
education and self-management are relevant for diabetic patients’ care and that
targeting education and self-management has been shown to be effective [17-18, 47-
50]. In Switzerland, within the development and implementation phases of the
“Programme cantonal Diabéte”, which aims at reducing the incidence of diabetes and
improving care provided to diabetic patients [51-53], a qualitative study highlighted
insufficient patients’ self-management and collaboration between patients and HCPs
[54]. The quantitative results of our study confirm the gaps previously identified by
patients and HCPs. They still remain underdeveloped in Switzerland and need to be

considered in future initiatives targeting integrated and coordinated care for patients
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with diabetes. This is particularly appropriate since integrated care programs, which
emphasize patient’s self-management and education, have been shown to have a
positive impact on chronic illness care [19-20, 55]. Furthermore, question 9 — “given
a copy of the treatment plan” — obtained the highest score difference between
patients and HCPs. This evaluation discrepancy could mainly be explained by the
difference of understanding mentioned earlier in the discussion. In our study, the
HCPs reported frequently providing patients with a treatment plan (high score), which
contrasts with the results of the Doolan-Noble study [38]. The results of our patients’
sample are nevertheless consistent with the final report of the CAPITOL Project, a
study conducted in the UK showing, among others, that patients reported low levels
of care plans. Patients’ reported barriers for the introduction of chronic care plans
were lack of time, poor coordination of care and the absence of formal templates [56].
The secondary exploratory objective of this study was to compare the scores across
the four main HCPs' categories. Although specialists and primary care providers
work in collaboration towards the improvement of outcomes of diabetic patients,
scores from specialized nurses and diabetologists were overall higher than those
from primary care physicians and nurses for most questions. Divergences in care
provided, between primary care and specialized providers, have already been shown
in various situations. For example, treatment plans for chronic diseases such as
asthma, heart failure or diabetes, have been shown to be more aggressive, when
implemented by specialized vs. primary care providers [57-59]. Also, since types of
patients cared for by specialized and primary care providers differ (specialized
providers often having patients with more diabetic complications [60]), specialists
perform additional interventions, which would be reflected in their responses.
Interestingly, primary care providers’ scores were closer to patients’ scores. Since
primary care providers see their patients within their global health context, they
theoretically better understand and know their needs and preferences, and set

management priorities, which may not necessarily focus directly on diabetes care

12



[61-63]. Being more aware of patients’ healthcare needs and preferences, primary
care providers’ perspective may better match that of patients. This may contrast with
care provided by specialists, possibly more focused on biomedical aspects of
diabetes care.

The results of this study need to be interpreted taking into account the following three
limitations. First, both study samples were independent and patients’ and HCPs’ data
were stemming from two different surveys. Despite the fact that both samples’ data
came from the same canton and year, it remains difficult to appropriately interpret a
direct comparison of results. However, participants of the two samples are expected
to represent, to same extent, patients with diabetes residing in [52-53], and HCPs
practising in, the canton of Vaud [25]. Second, the number of eligible specialists and
the proportionate number of specialists having participated in the study
(diabetologists n=8, diabetes specialized nurses n=17) was low compared to the
number of primary care physicians (n=78) and primary care nurses (n=143).
Statistical subgroups comparisons may be weakened by those small numbers; the
latter were exploratory in nature, however. Finally, the overall response rate of HCPs
was low but close to what is often found in such populations. We nevertheless think
that our results lie on the conservative side, hypothesizing that non-participants might
be more prone to social desirability bias: non-participating HCPs may respond more
“positively” than participating HCPs, leading to higher differences between HCPs and
patients than those presented. Despite these limitations, our results allow a first
interesting insight on the topic.

This study showed that patients and HCPs did not report care received or provided in
a similar way. Whether these results correspond to a difference of understanding
between patients and HCPs, an “over’-evaluation by HCPs, an “under”’-evaluation by
patients or a combination of those phenomena remains unknown. Further research is
needed, both to better understand differences between patients and HCPs and to

perform analyses from pairs of patients and HCPs, to confirm our findings. In the
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meantime, evaluation differences might be reduced by a closer collaboration
between patients and HCPs and by the participation of all stakeholders in the design
of diabetes services. In addition, because of their key role in the care of chronic
patients, the implementation of community-based interventions considering patients’
perspectives such as patients’ education and self-management, should result in

improved chronic care.

14



(5) Acknowledgment

The authors would like to thank the patients participating to the 2013 CoDiab-VD
cohort follow-up and the HCPs who have responded to the online survey. We also
would like to thank partners and members of the CoDiab-VD cohort and related
working groups (Prof. B. Burnand, J. Bordet, L. Herzig, I. Hagon-Traub, L. Chinet, M.
Egli, J. Puder), other members of the interprofessional collaboration project of the
Programme cantonal Diabéte (Frangoise Dubois-Arber, Thomas Kampel, Lilli Herzig,
Chantal Montreuil) for their collaboration, as well as Mrs. Katia Iglesias for her
comments on a previous version of the manuscript, and Mrs. Lucienne Boujon for
copy editing the manuscript. Finally, we would like to thank particularly Prof. Nicolas
Senn, expert of Elisa Gijs' master thesis, for his support and insightful comments.
This project was funded by the Department of Public Health of the canton of Vaud
(“Programme cantonal Diabéte”). Prof. |. Peytremann-Bridevaux was supported by a
grant from the Swiss National Science Foundation [PROSPER N° 32333B-123817
and N°32333B-139789] between 2009 and 2013, and is currently supported by the

Swiss School of Public Health+ [Assistant Professorship grant].

15



(6) References

[1] Wagner EH. Chronic disease management: what will it take to improve care for
chronic illness? Eff Clin Pract. 1998;1(1):2-4.

[2] Edward H. Wagner, Brian T. Austin, Connie Davis, Mike Hindmarsh, Judith
Schaefer and Amy Bonomi. Improving Chronic lliness Care: Translating Evidence
Into Action. Health Aff. 2001;20(6):64-78. DOI:

http://dx.doi.org/10.1377/hlthaff.20.6.64

[3] Bonomi AE, Wagner EH, Glasgow RE and VonKorff M. Assessment of Chronic
lliness Care (ACIC): A Practical Tool to Measure Quality Improvement. Health Serv

Res. 2002;37(3):791-820. DOI: http://dx.doi.org/10.1111/1475-6773.00049

[4] Russell E. Glasgow, Edward H. Wagner, Judith Schaefer, Lisa D. Mahoney,
Robert J. Reid and Sarah M. Greene. Development and Validation of the Patient
Assessment of Chronic lliness Care (PACIC). Med Care. 2005;43(5):436-444. DOI:

http://dx.doi.org/10.1097/01.mlr.0000160375.47920.8c

[5] Glasgow RE, Whitesides H, Nelson CC, King DK. Use of the Patient Assessment
of Chronic lliness Care (PACIC) with diabetic patients: relationship to patient
characteristics, receipt of care, and self-management. Diabetes care.

2005;28(11):2655-61. DOI: http://dx.doi.org/10.2337/diacare.28.11.2655

[6] Carryer J, Budge C, Hansen C, Gibbs K. Modifying the PACIC to assess provision
of chronic illness care: an exploratory study with primary health care nurses. J Prim
Health Care. 2010;2(2):118-123.

[7] Iglesias K, Burnand B, Peytremann-Bridevaux |I. PACIC Instrument: disentangling
dimensions using published validation models. Int J Qual Health Care.

2014;26(3):250-260. DOI: http://dx.doi.org/10.1093/intghc/mzu042

[8] Spicer J, Budge C, Carryer J. Taking the PACIC back to basics: the structure of
the Patient Assessment of Chronic lliness Care. J Eval Clin Pract. 2012;18(2):307-12.

DOI: http://dx.doi.org/10.1111/j.1365-2753.2010.01568.x

16


http://dx.doi.org/10.1377/hlthaff.20.6.64
http://dx.doi.org/10.1111/1475-6773.00049
http://dx.doi.org/10.1097/01.mlr.0000160375.47920.8c
http://dx.doi.org/10.2337/diacare.28.11.2655
http://dx.doi.org/10.1093/intqhc/mzu042
http://dx.doi.org/10.1111/j.1365-2753.2010.01568.x

[9] Boland MR, Kruis AL, Huygens SA, Tsiachristas A, Assendelft WJ, Gussekloo J,
et al. Exploring the variation in implementation of a COPD disease management
programme and its impact on health outcomes: a post hoc analysis of the RECODE
cluster randomised trial. NPJ Prim Care Respir Med. 2015;25:15071. DOI:

http://dx.doi.org/10.1038/npjpcrm.2015.71

[10] Jansen DL, Heijmans M, Rijken M. Individual care plans for chronically ill
patients within primary care in the Netherlands: Dissemination and associations with
patient characteristics and patient-perceived quality of care. Scand J Prim Health

Care. 2015;33(2):100-106. DOI: http://dx.doi.org/10.3109/02813432.2015.1030167

[11] Houle J, Beaulieu MD, Lussier MT, Del Grande C, Pellerin JP, Authier M, et al.
Patients' experience of chronic iliness care in a network of teaching settings. Can
Fam Physician. 2012;58(12):1366-1373.

[12] Levesque JF, Feldman DE, Lemieux V, Tourigny A, Lavoie JP, Tousignant P.
Variations in patients' assessment of chronic iliness care across organizational
models of primary health care: a multilevel cohort analysis. Healthc Policy.

2012;8(2):€108-123. DOI: http://dx.doi.org/10.12927/hcpol.2012.23105

[13] Mackey K, Parchman ML, Leykum LK, Lanham HJ, Noel PH, Zeber JE. Impact
of the Chronic Care Model on medication adherence when patients perceive cost as
a barrier. Prim Care Diabetes. 2012;6(2):137-142. DOI:

http://dx.doi.org/10.1016/}.pcd.2011.12.004

[14] Busetto L, Luijkx KG, Elissen AM, Vrijhoef HJ. Intervention types and outcomes
of integrated care for diabetes mellitus type 2: a systematic review. J Eval Clin Pract.

2016;22(3):299-310. DOI: http://dx.doi.org/10.1111/jep.12478

[15] Pimouguet C, Le Goff M, Thiebaut R, Dartigues JF, Helmer C. Effectiveness of
disease-management programs for improving diabetes care: a meta-analysis. CMAJ.

2011;183(2):E115-27. DOI: http://dx.doi.org/10.1503/cmaj.091786

[16] Shojania KG, Ranji SR, McDonald KM, Grimshaw JM, Sundaram V, Rushakoff

RJ, et al. Effects of quality improvement strategies for type 2 diabetes on glycemic

17


http://dx.doi.org/10.1038/npjpcrm.2015.71
http://dx.doi.org/10.3109/02813432.2015.1030167
http://dx.doi.org/10.12927/hcpol.2012.23105
http://dx.doi.org/10.1016/j.pcd.2011.12.004
http://dx.doi.org/10.1111/jep.12478
http://dx.doi.org/10.1503/cmaj.091786

control: a meta-regression analysis. JAMA. 2006;296(4):427-440. DOI:

http://dx.doi.org/10.1001/jama.296.4.427

[17] Loveman E, Cave C, Green C, Royle P, Dunn N, Waugh N. The clinical and
cost-effectiveness of patient education models for diabetes: a systematic review and
economic evaluation. Health Technol Assess. 2003;7(22):iii,1-190. DOI:

http://dx.doi.org/10.3310/hta7220

[18] Renders CM, Valk GD, Griffin S, Wagner EH, Eijk JT, Assendelft WJ.
Interventions to improve the management of diabetes mellitus in primary care,
outpatient and community settings. Cochrane Database Syst Rev.

2001;(1):CD001481. DOI: http://dx.doi.org/10.1002/14651858.CD001481

[19] Knight K, Badamgarav E, Henning JM, Hasselblad V, Gano AD, Jr., Ofman JJ,
et al. A systematic review of diabetes disease management programs. Am J Manag
Care. 2005;11(4):242-250.

[20] Norris SL, Nichols PJ, Caspersen CJ, Glasgow RE, Engelgau MM, Jack L, et al.
The effectiveness of disease and case management for people with diabetes. A
systematic review. Am J Prev Med. 2002;22(4 Suppl):15-38. DOI:

http://dx.doi.org/10.1016/S0749-3797(02)00423-3

[21] Ku GM, Kegels G. A cross-sectional study of the differences in diabetes
knowledge, attitudes, perceptions and self-care practices as related to assessment of
chronic illness care among people with diabetes consulting in a family physician-led
hospital-based first line health service and local government health unit-based health
centers in the Philippines. Asia Pac Fam Med. 2014;13(1):14. DOI:

http://dx.doi.org/10.1186/s12930-014-0014-z

[22] Ose, Dominik; Freund, Tobias; Urban, Elisabeth; Kunz, Cornelia Ursula;
Szecsenyi, Joachim; Miksch, Antje. Comorbidity and patient-reported quality of care:
An evaluation of the primary care based German disease management program for
type 2 diabetes. J Public Health. 2012;20:41-46. DOI:

http://dx.doi.org/10.1007/s10389-011-0429-z

18


http://dx.doi.org/10.1001/jama.296.4.427
http://dx.doi.org/10.3310/hta7220
http://dx.doi.org/10.1002/14651858.CD001481
http://dx.doi.org/10.1016/S0749-3797(02)00423-3
http://dx.doi.org/10.1186/s12930-014-0014-z
http://dx.doi.org/10.1007/s10389-011-0429-z

[23] Szecsenyi J, Rosemann T, Joos S, Peters-Klimm F, Miksch A. German diabetes
disease management programs are appropriate for restructuring care according to
the chronic care model: an evaluation with the patient assessment of chronic illness
care instrument. Diabetes care. 2008;31(6):1150-1154. DOI:

http://dx.doi.org/10.2337/dc07-2104

[24] Peytremann-Bridevaux |, Zuercher E, Burnand B. Cohorte CoDiab-VD: Rapport
du suivi annuel 2013 [CoDiab-VD Cohort: 2013 Annual Follow-up Report]. Lausanne,
Institut universitaire de medicine sociale et préventive, 2014.

[25] Henry V., Peytremann-Bridevaux |., Morin D., Dubois-Arber F., Montreuil C.,
Kampel T., Herzig L., Bize R. Le diabéte dans le canton de Vaud : evaluation de la
pratique des professionnel(le)s de santé et de la collaboration interprofessionnelle
[Diabetes in the canton of Vaud: evaluation of healthcare professionals’ practice and
inter-professional collaboration]. Institut universitaire de medicine sociale et
preventive, Institut universitaire de formation et de recherche en soins, Institut
universitaire de médicine générale. Lausanne, 2014.

[26] Whitlock EP, Orleans CT, Pender N, Allan J. Evaluating primary care behavioral
counseling interventions: an evidence-based approach. Am J Prev Med.

2002;22(4):267-84. DOI: http://dx.doi.org/10.1016/S0749-3797(02)00415-4

[27] Aung E, Donald M, Coll JR, Williams GM, Doi SA. Association between patient
activation and patient-assessed quality of care in type 2 diabetes: results of a
longitudinal study. Health Expect. 2015;19:356-366. DOI:

http://dx.doi.org/10.1111/hex.12359

[28] Aung E, Donald M, Williams GM, Coll JR, Doi SA. Joint influence of patient-
assessed chronic illness care and patient activation on glycaemic control in type 2
diabetes. Int J Qual Health Care. 2015;27:117-124. DOI:

http://dx.doi.org/10.1093/intghc/mzv001

19


http://dx.doi.org/10.2337/dc07-2104
http://dx.doi.org/10.1016/S0749-3797(02)00415-4
http://dx.doi.org/10.1111/hex.12359
http://dx.doi.org/10.1093/intqhc/mzv001

[29] Aung E, Donald M, Coll J, Dower J, G MW, Doi SA. The impact of concordant
and discordant comorbidities on patient-assessed quality of diabetes care. Health

Expect. 2013;18:1621-1632. DOI: http://dx.doi.org/10.1111/hex.12151

[30] Aung E, Ostini R, Dower J, Donald M, Coll JR, Williams GM, et al. Patient
Assessment of Chronic lllness Care (PACIC) in Type 2 Diabetes: A Longitudinal
Study. Eval Health Prof. 2014:1-19. DOI:

http://dx.doi.org/10.1177/0163278714556674

[31] Kuznetsov L, Simmons RK, Sandbaek A, Maindal HT. The impact of intensive
multifactorial treatment on perceptions of chronic care among individuals with
screen-detected diabetes: results from the ADDITION-Denmark trial. Int J Clin Pract.

2015;69:466-473. DOI: http://dx.doi.org/10.1111/ijcp.12570

[32] Frei A, Senn O, Huber F, Vecellio M, Steurer J, Woitzek K, et al. Congruency of
diabetes care with the Chronic Care Model in different Swiss health care

organizations from the patients' perspective: a cross sectional study. Swiss Med

WKly. 2014;144:w13992. DOI: http://dx.doi.org/10.4414/smw.2014.13992

[33] Frei A, Senn O, Chmiel C, Reissner J, Held U, Rosemann T. Implementation of
the chronic care model in small medical practices improves cardiovascular risk but
not glycemic control. Diabetes care. 2014;37:1039-147. DOI:

http://dx.doi.org/10.2337/dc13-1429

[34] Fan J, McCoy RG, Ziegenfuss JY, Smith SA, Borah BJ, Deming JR, et al.
Evaluating the structure of the Patient Assessment of Chronic lliness Care (PACIC)
survey from the patient's perspective. Ann Behav Med. 2015;49:104-111. DOI:

http://dx.doi.org/10.1007/s12160-014-9638-3

[35] Jackson GL, Weinberger M, Hamilton NS, Edelman D. Racial/ethnic and
educational-level differences in diabetes care experiences in primary care. Prim Care

Diabetes. 2008;2:39-44. DOI: http://dx.doi.org/10.1016/j.pcd.2007.11.002

20


http://dx.doi.org/10.1111/hex.12151
http://dx.doi.org/10.1177/0163278714556674
http://dx.doi.org/10.1111/ijcp.12570
http://dx.doi.org/10.4414/smw.2014.13992
http://dx.doi.org/10.2337/dc13-1429
http://dx.doi.org/10.1007/s12160-014-9638-3
http://dx.doi.org/10.1016/j.pcd.2007.11.002

[36] Aragones A, Schaefer EW, Stevens D, Gourevitch MN, Glasgow RE, Shah NR.
Validation of the Spanish translation of the Patient Assessment of Chronic lliness
Care (PACIC) survey. Prev Chronic Dis. 2008;5:A113.

[37] Chiu H.C. et al, Patient assessment of diabetes care in a pay-for-performance
program. Int J Qual Health Care, 2016;28:183-190. DOI:

http://dx.doi.org/10.1093/intghc/mzv120

[38] Doolan-Noble F, Gauld R, Waters DL. Are nurses more likely to report providing
care plans for chronic disease patients than doctors? Findings from a New Zealand
study. Chronic llin. 2015;11(3):210-7. DOI:

http://dx.doi.org/10.1177/1742395314567479

[39] Althubaiti A. Information bias in health research: definition, pitfalls, and
adjustment methods. J Multidiscip Healthc. 2016;9:211-7. DOI:

http://dx.doi.org/10.2147/JMDH.S104807

[40] Lauvergeon S, Mettler D, Burnand B, Peytremann-Bridevaux I. Convergences
and divergences of diabetic patients' and healthcare professionals' opinions of care:
a qualitative study. Health Expect. 2015;18(1):111-23. DOI:

http://dx.doi.org/10.1111/hex.12013

[41] White RO, Eden S, Walllston KA, Kripalani S, Barto S, Shintani A, et al. Health
communication, self-care, and treatment satisfaction among low-income diabetes
patients in a public health setting. Patient Educ Couns. 2015;98(2):144-149.

[42] Mirzaei M, Aspin C, Essue B, Jeon YH, Dugdale P, Usherwood T, et al. A
patient-centred approach to health service delivery: improving health outcomes for
people with chronic iliness. BMC Health Serv Res. 2013;13:251.

[43] Fitzgerald JT, Stansfield RB, Tang T, Oh M, Frohna A, Armbruster B, et al.
Patient and provider perceptions of diabetes: measuring and evaluating differences.
Patient Educ Couns. 2008;70(1):118-25. DOI:

http://dx.doi.org/10.1016/j.pec.2007.09.005

21


http://dx.doi.org/10.1093/intqhc/mzv120
http://dx.doi.org/10.1177/1742395314567479
http://dx.doi.org/10.2147/JMDH.S104807
http://dx.doi.org/10.1111/hex.12013
http://dx.doi.org/10.1016/j.pec.2007.09.005

[44] Freeman J, Loewe R. Barriers to communication about diabetes mellitus.
Patients' and physicians' different view of the disease. J Fam Pract. 2000;49(6):507-
12.

[45] Van de Mortel TF, Faking it: social desirability response bias in self-report
research. Aust J Adv Nurs. 2008;25(4):40-48.

[46] Schmier JK, Halpern MT. Patient recall and recall bias of health state and health
status. Expert Rev Pharmacoecon Outcomes Res. 2004;4(2):159-63. DOI:

http://dx.doi.org/10.1586/14737167.4.2.159

[47] Seitz P, Rosemann T, Gensichen J, Huber CA. Interventions in primary care to
improve cardiovascular risk factors and glycated haemoglobin (HbA1c) levels in
patients with diabetes: a systematic review. Diabetes Obes Metab. 2011;13(6):479-

89. DOI: http://dx.doi.org/10.1111/].1463-1326.2010.01347.x

[48] Steinsbekk A, Rygg LO, Lisulo M, Rise MB, Fretheim A. Group based diabetes
self-management education compared to routine treatment for people with type 2
diabetes mellitus. A systematic review with meta-analysis. BMC Health Serv Res.

2012;12:213. DOI: http://dx.doi.org/10.1186/1472-6963-12-213

[49] Tricco AC, Ivers NM, Grimshaw JM, Moher D, Turner L, Galipeau J, et al.
Effectiveness of quality improvement strategies on the management of diabetes: a
systematic review and meta-analysis. Lancet. 2012;379(9833):2252-61. DOI:

http://dx.doi.org/10.1016/S0140-6736(12)60480-2

[50] Heinrich, E., Schaper, N. C. and de Vries, N. K., Self-management interventions
for type 2 diabetes: a systematic review. Eur. Diab. Nursing, 2010;7:71-76. DOI:

http://dx.doi.org/10.1002/edn.160

[51] Programme cantonal Diabéte (PcD) - Association Vaudoise du Diabéte.

<http://pcd.diabete-vaud.ch>

[52] Zuercher E, Bordet J, Burnand B, Peytremann-Bridevaux |. CoDiab-VD: protocol
of a prospective population-based cohort study on diabetes care in Switzerland. BMC

Health Serv Res. 2015;15:329. DOI: http://dx.doi.org/10.1186/s12913-015-0991-0

22


http://dx.doi.org/10.1586/14737167.4.2.159
http://dx.doi.org/10.1111/j.1463-1326.2010.01347.x
http://dx.doi.org/10.1186/1472-6963-12-213
http://dx.doi.org/10.1016/S0140-6736(12)60480-2
http://dx.doi.org/10.1002/edn.160
http://pcd.diabete-vaud.ch/
http://dx.doi.org/10.1186/s12913-015-0991-0

[53] Zuercher E, Casillas A, Hagon-Traub I, Bordet J, Burnand B, Peytremann-
Bridevaux |. Baseline data of a population-based cohort of patients with diabetes in
Switzerland (CoDiab-VD). Swiss Med WKkly. 2014;144:w13951. DOI:

http://dx.doi.org/10.4414/smw.2014.13951

[54] Peytremann-Bridevaux |, Lauvergeon S, Mettler D, Burnand B. Diabetes care:
Opinions, needs and proposed solutions of Swiss patients and healthcare
professionals: a qualitative study. Diabetes Res Clin Pract. 2012;97(2):242-50. DOI:

http://dx.doi.org/10.1016/j.diabres.2012.02.021

[55] Ouwens M, Wollersheim H, Hermens R, Hulscher M, Grol R. Integrated care
programmes for chronically ill patients: a review of systematic reviews. Int J Qual

Health Care. 2005;17(2):141-6. DOI: http://dx.doi.org/10.1093/intghc/mzi016

[56] Bower P et al. Care planning in the treatment of long term conditions — final
report of the CAPITOL project. Department of Health, 2013.

[57] Wu AW, Young Y, Skinner EA, Diette GB, Huber M, Peres A, et al. Quality of
care and outcomes of adults with asthma treated by specialists and generalists in
managed care. Arch Intern Med. 2001;161(21):2554-60. DOI:

http://dx.doi.org/10.1001/archinte.161.21.2554

[58] Rutten FH, Grobbee DE, Hoes AW. Differences between general practitioners
and cardiologists in diagnosis and management of heart failure: a survey in every-
day practice. Eur J Heart Fail. 2003;5(3):337-44. DOI:

http://dx.doi.org/10.1016/S1388-9842(03)00050-3

[59] Shah BR, Hux JE, Laupacis A, Zinman B, van Walraven C. Clinical inertia in
response to inadequate glycemic control: do specialists differ from primary care
physicians? Diabetes care. 2005;28(3):600-6. DOI:

http://dx.doi.org/10.2337/diacare.28.3.600

[60] Chin MH, Zhang JX, Merrell K. Specialty differences in the care of older patients
with diabetes. Medical care. 2000;38(2):131-40. DOI:

http://dx.doi.org/10.1097/00005650-200002000-00003

23


http://dx.doi.org/10.4414/smw.2014.13951
http://dx.doi.org/10.1016/j.diabres.2012.02.021
http://dx.doi.org/10.1093/intqhc/mzi016
http://dx.doi.org/10.1001/archinte.161.21.2554
http://dx.doi.org/10.1016/S1388-9842(03)00050-3
http://dx.doi.org/10.2337/diacare.28.3.600
http://dx.doi.org/10.1097/00005650-200002000-00003

[61] WHO/Europe — Main terminology. who.int. <http://www.euro.who.int/en/health-

topics/Health-systems/primary-health-care/main-terminology>

[62] Bodenheimer T, Pham HH. Primary care: current problems and proposed
solutions. Health Aff. 2010;29(5):799-805. DOI:

http://dx.doi.org/10.1377/hlthaff.2010.0026

[63] Piette JD, Kerr EA. The impact of comorbid chronic conditions on diabetes care.
Diabetes care. 2006;29(3):725-31. DOI:

https://doi.org/10.2337/diacare.29.03.06.dc05-2078

24


http://www.euro.who.int/en/health-topics/Health-systems/primary-health-care/main-terminology
http://www.euro.who.int/en/health-topics/Health-systems/primary-health-care/main-terminology
http://dx.doi.org/10.1377/hlthaff.2010.0026
https://doi.org/10.2337/diacare.29.03.06.dc05-2078

(7) Figure legends
Figure 1: Proportion of questions with a mean score from 1 to <2; 2 to <3; 3 to <4
and 4 to <5 for the patients’ sample and the healthcare professionals’ sample,

including for the four subgroups of healthcare professionals.
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(8) Tables

Patients (n=395)

Mean age 65.5 years

Men 61.3%

Education level (n=385)

Primary 17.4%
Secondary 56.1%
Tertiary 26.5%

Active smoking (n=380) 16.3%

Body Mass Index [kg/m?] (n=366)

Normal and underweight (BMI < 25) 19.4%
Overweight (BMI 25-29.9) 33.9%
Obesity (BMI > 30) 46.7%
Number of co-morbidities (n=384)
0 18.2%
1 30.0%
2 27.9%
>3 24.0%

Type of diabetes (n=395)

Type 1 11.9%
Type 2 84.8%
Other 3.3%

Duration of diabetes (n=390)
<10 years 54.9%
> 10 years 45.1%

Treatment (n=386)

Oral antidiabetic drugs 45.6%
Insulin 20.2%
Oral antidiabetic drugs + insulin 22.0%
Other 12.2%

Healthcare professionals (n=287)

Physicians (n) 99
Primary care physicians 78
Diabetologists 8
Unspecified 13

Mean age 51.7 years

Nurses (n) 188
Primary care nurses 143
Specialized nurses 17
Unspecified 28

Mean age 43.7 years

Table 1. Patients’ and healthcare professionals’ characteristics



Mean (SD) Mean (SD)
of PT of HCP |Score Distribution of results Distribution of results
sample sample difference| of the PT sample of the HCP sample
(n=395) (n=287)

Overall score 2.6 (0.9) 3.6 (0.5) 1
Per question = Never = Generally not Sometimes ™ Most of the time = Always
1. Asked for ideas when treatment plan made 3.0 (1.5) 3.9 (1.0) 0.9 B 7R s e |
2. Given choices about treatment to think about 2.4 (1.4) 3.4 (1.1) 1 [ ey B e |
3. Asked to talk about any problems with medicines

e ot 3148 4108 I EEEEYY U [
4.  Given a written list of things to do to improve health 1.9 (1.2) 2.7 (1.0 0.8 I "B L |
5. Satisfied how care was organized 3902 3809 o1 Il DONDOUEEEEEE | s
6.  Shown how taking care influenced the condition 3.5(1.3) 4.2 (0.7) 0.7 - _ | _
7. Asked to talk about goals in caring for the

condition 274 3608 0o TN OUEE S
8. Helped to set specific goals to improve eating or

2609 3709 11 | I . mm
9. Given a copy of the treament plan 2104 4209 21 TN DUEE I
10. Encouraged to go to a specific group or class to

help coping with the chronic condition 1.8(1.2) 3.0(1.0) 1.2 _ - _ _
11. Asked questions, either directly or on a survey,

about health habits 274 4207 15 BT @ OUEE | s
12. Thought about values, beliefs, and traditions when

recommending treatments 373y 40009 03 T TTTTEE T s
13. Helped to make a treatment plan for daily life 2.5(1.5) 3.9 (1.0) 1.4 _ _ - _
e hardtmes. | ccuecthecendion 2508 ssee 13 T OOEE 0 S ==

even in hard times.
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15. Asked how the chronic condition affects life

16. Contacted after a visit to see how things were
going

17. Encouraged to attend programs in the community

that could help

18. Referred to a dietitian, health educator, or
counselor

19. Told how visits with other types of doctors, like an
eye doctor or other specialist, helped the treatment

20. Asked how visits with other doctors were going

21. Asked what to discuss about the illness at that visit

22. Asked how work, family, or social situation related

to taking care of the illness

23. Helped to make plans for how to get support from

friends, family or community

24. Told how things done to take care of the illness
(e.g., exercise) were important for health

25. Set a goal with the team about what to do to
manage the condition

26. Given a book or monitoring log in which to record

the progress made

2.6 (1.4)

1.9 (1.2)

1.7 (1.1)

1.9 (1.3)

3.1 (L.5)

2.5 (1.5)

2.1 (1.4)

2.2 (1.4)

1.7 (1.2)

3.3 (1.4)

2.6 (1.5)

2.2 (1.5)

3.6 (0.8)

3.0 (1.1)

2.9 (1.0)

3.6 (0.8)

3.6 (0.9)

3.6 (1.0)

3.1(1.0)

3.4 (0.9)

3.2 (0.9)

4.2 (0.7)

3.7 (0.9)

2.8 (1.3)

11

1.2

1.7

0.5

11

1.2

15

0.9

11

0.6

B e e
I EE 1

B TTTEEm 8 Smmmmmmes
BT . - 'Im

Table 2. Mean (SD) PACIC overall score and scores of the 20 PACIC + 6 5As items for patients and healthcare professionals, and the distribution of

results of the five response modalities

PACIC-5A: Patient Assessment of Chronic lliness Care (items 1 to 20) and 5As model (ask, advise, agree, assist, and arrange; items 21 to 26), 5-point scale (1=never,

2=generally not, 3=sometimes, 4=most of the time, 5=always). PT = patient, HCP = healthcare professional, SD = standard deviation, |x|=absolute value.
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(9) Figures
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Figure 1. Proportion of questions with a mean score from 1to <2; 2to <3; 3to <4 and 4 to <5
for the patients’ sample and the healthcare professionals’ sample, including for the four
subgroups of healthcare professionals.

1=never, 2=generally not, 3=sometimes, 4=most of the time, 5=always



(10) Appendix

Healthcare professionals’ means

Primary care Primary care Diabetologist Diat_)elt_esd
Questions physicians nurses la ?ncigo)gls s Spsslrzéée
(n=87) (n=143) (n=17)
Overall score 3.6 35 4.0 4.2
Per question
1. Asked for ideas when treatment plan made 4.1 3.6 4.4 4.5
2. Given choices about treatment to think about 3.9 3.0 4.4 4.1
3. Asked to talk about any problems with medicines or 4.2 4.0 43 4.6
their effect
4. Given a written list of things to do to improve health 2.6 2.7 2.8 2.9
5. Satisfied how care was organized 3.7 3.9 3.6 4.0
6. Shown how taking care influenced the condition 4.1 4.1 4.4 4.8
7. Asked to talk about goals in caring for the condition 3.5 3.5 4.0 4.5
8. Helpe_d to set specific goals to improve eating or 3.7 35 43 4.4
exercise
9. Given a copy of the treatment plan 3.9 4.4 3.6 4.2
10. Encouraged to go to a specific group or class to help
coping with the chronic condition 32 21 38 3.9
11. Asked que_stlons, either directly or on a survey, about 4.2 a1 4.4 4.7
health habits
12. Thought ab(_)ut values, beliefs, and traditions when 4.0 4.0 41 46
recommending treatments
13. Helped to make a treatment plan for daily life 4.0 3.7 4.4 4.6
14. Helpgd to plarj ahead to take care of the condition 35 3.9 3.8 45
even in hard times.
15. Asked how the chronic condition affects life 3.3 3.6 4.4 4.2
16. Contacted after a visit to see how things were going 25 3.2 3.3 35
17. Encouraged to attend programs in the community that
could help 3.0 2.6 35 4.0
18. Referred to a dietitian, health educator, or counselor 3.6 35 4.0 4.1
19. Told how visits with other types of doctors, like an eye 3.7 34 41 a1
doctor or other specialist, helped the treatment ’ ’ ’ ’
20. Asked how visits with other doctors were going 3.6 35 4.4 3.8
21. Asked what to discuss about the illness at that visit 3.0 3.0 3.8 4.3
22. Asked how work, family, or social situation related to
taking care of the illness 33 33 38 44
23. H_elped to m_ake plans for how to get support from 29 33 34 a1
friends, family or community
24. Told how thlngs_ done to take care of the illness (e.g., 4.2 a1 a4 46
exercise) were important for health
25. Seta gog[ with the team about what to do to manage 3.7 3.6 a4 45
the condition
26. Given a book or monitoring log in which to record the 59 26 36 26

progress made

Appendix 1. Mean modified-PACIC-5A scores by subgroup of healthcare professional

1=never, 2=generally not, 3=sometimes, 4=most of the time, 5=always
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