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ABSTRACT

PURPOSE Person-centered care is foundational to good quality primary care and has posi-
tive effects on health outcomes and patient satisfaction. The Person-Centered Primary Care
Measure (PCPCM) is a recently developed, patient-reported survey able to assess person-
centeredness and has demonstrated strong validity and reliability. Little is known, however,
about the feasibility of the PCPCM in non-English—speaking settings. We aimed to translate
the questionnaire into Dutch, psychometrically evaluate the translated version, and ensure its
feasibility for patients in Dutch primary care.

METHODS We translated the PCPCM into Dutch using forward-backward translations. We
conducted psychometric evaluations to ensure its feasibility among Dutch-speaking primary
care patients, with special attention to low literacy populations. Next, we assessed structural
validity, convergent validity using the Quality of Care Through the Patient’s Eyes (QUOTE)
questionnaire, and internal consistency in a cross-sectional study in primary care.

RESULTS Translation and adaptation for low literacy populations required 4 iterations. In 4
general practices, 205 patients completed the survey. Confirmatory factor analyses could
not confirm the 1-factor solution. The 3-factor solution was found to be a more optimal fit:
comprehensiveness of care, personal relation, and contextual care. Internal reliability was
high (Cronbach’s o were 0.82, 0.73, and 0.86, respectively). We found a strong correlation
between the total PCPCM and QUOTE scores (Spearman’s p = 0.65, P <.001), indicating
good convergent validity.

CONCLUSION The Dutch version of the PCPCM has acceptable validity and reliability for
measuring person-centeredness in primary care among Dutch-speaking populations includ-
ing those with low literacy.

Ann Fam Med 2024;22:288-293. https://doi.org/10.1370/afm.3135

INTRODUCTION

ealth is better in regions with more primary care physicians and features

of primary care are associated with better health and greater equity."> The

qualities of primary care that allow for improved outcomes and equity
are the focus on the person rather than on the disease, and continuity of care and
relationships over time.'” Person-centered care focuses on the person within their
context (ie, history, family, goals, and strengths and weaknesses). It recognizes the
patient as an active participant in their care and in the decision-making process.°
Sharing power and responsibility are dependent on informing patients properly
about their medical condition, treatment possibilities, and adverse effects while
encouraging them to take part in medical decisions.” Continuity of care, defined
as seeing the same physician over time, is an important building block of person-
centeredness; it benefits health and longevity among patients.? Positive effects of
person-centered care have been reported in patients with multimorbidity, where
it enhances physical and social well-being.® Person-centered care has had positive
effects on objective outcomes (eg, cost of care, length of hospital stay), but also
on subjective outcomes (eg, well-being, quality of care, patient satisfaction). Also,
person-centered care improves the therapeutic relationship, shared decision making,
and self-management skills of patients.” Engagement through person-centered care
gives patients more control, reduces unnecessary diagnostics and treatments, and
improves uptake of prevention strategies.'’

For Dutch general practitioners, person-centered care is one of the core values

of primary care." Because of its relevant effects on patient care, it is important to
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detect differences in person-centeredness so that suboptimal
performance of practices and practitioners can be improved.
Therefore, we need tools with acceptable reliability and valid-
ity. Existing tools such as the Consultation and Relational
Empathy questionnaire and the Working Alliance Inventory
measure the quality of the physician-patient relationship but
do not cover important aspects of person-centeredness (eg,
accessibility, attention to the person’s context).'>'3 A new
tool, developed in 2018, is the Person-Centered Primary Care
Measurement (PCPCM) survey, which assesses the quality of
person-centered care in general practice. This tool has accept-
able validity and reliability, and has sufficient comprehensive-
ness for content validity." It includes 11 elements: accessibility,
advocacy, community context, comprehensiveness, continuity,
coordination, family context, goal-oriented care, health promo-
tion, integration, and relationship." The developers considered
the relevance, comprehensibility, and comprehensiveness of
the items to ensure excellent content validity.”* The PCPCM
has been translated and psychometrically evaluated in different
languages.” Although a Dutch version of the PCPCM existed,
we were not aware of a study about its validity and reliability.
Our study (1) translated the original PCPCM into Dutch;
(2) adapted the survey for people with low literacy; and (3)
psychometrically evaluated structural validity, internal consis-
tency, and convergent validity.

METHODS

This cross-sectional study used a convenience sample of gen-
eral practices in the Dutch health care system. The Dutch
system is one in which all patients are registered with a prac-
tice, and general practitioners are usually the first contact

of care for any health problem and are the gatekeepers for
specialized care.'® Patients were approached in the waiting
rooms of participating general practices and were asked if
they would be willing to fill out a questionnaire that included
4 sections: demographics, the PCPCM survey, the Quality
of Care Through the Patient's Eyes (QUOTE) questionnaire,
and health status. Participants gave written informed consent
as required by Dutch law. The study was approved by the
local ethical committee (file number 2019-5854).

Translation

We first translated the English version of the PCPCM into
Dutch, and then the Dutch translation back to English. The
text of the back translation was shared with one of the origi-
nal PCPCM developers (R.S.E)) to see if it was in line with
the original formulation. Then we further adapted the Dutch
version to ensure that people with low literacy would be able
to fully participate in this quality assessment activity. This
too was a 2-step process. First, the language of the PCPCM
was adapted to meet the requirements of level 1 or level 2 lit-
eracy as defined by the International Adult Literacy Survey'”
through the Dutch center with expertise on health dispari-
ties. Second, Pharos (https://www.pharos.nl) engaged a group

of persons with low literacy to comment on the questionnaire
and help to adapt the phrasing until they were able to read
and understand the items without assistance.

Data Collection

A member of our research team visited each practice 3 to 4
days and asked all consecutive patients in the waiting room to
participate. When they consented, they filled in the informed
consent form and the questionnaire. They were given the
choice of filling in the questionnaire on site or taking it home
and returning it by mail. The researcher offered assistance

in filling out the questionnaires. Excluded were patients aged
under 18 years, those not registered in the practice, and those
present for a first visit with their general practitioner (GP).
We aimed for inclusion of at least 100 participants based on
COnsensus-based Standards for the selection of health status
Measurement INstruments (COSMIN) guidelines.'®

Questionnaire

The questionnaire consisted of a section for demographics,
the translated PCPCM, 6 questions from the QUOTE, and
a health status assessment using a 5-point scale (1 for poor
health, 5 for excellent health). The PCPCM has 11 ques-
tions (1 for each of 11 aspects of good quality primary care)
answered with scores from 1 through 4 (not at all, somewhat,
mostly, definitely)."* The total PCPCM score is calculated

by dividing the total score by the number of answered ques-
tions resulting in scores from 1 through 4; higher scores
indicate better quality care. We only calculated the total
score when at least 8 items had been answered. The QUOTE
assesses quality of primary care from the patient's perspec-
tive."” From this questionnaire we used the 6 questions about
person-centeredness for the assessment of convergent valid-
ity. Each question has a score range from 1 through 4 (never,
sometimes, often, always) and the total score is calculated by
dividing the sum of all item scores by 6.

Psychometric Evaluation

We used descriptive statistics for demographic character-
istics and ANOVA and independent t-tests for the relation
between demographic characteristics and the total PCPCM
score. Before the analyses, we imputed data when miss-

ing data did not exceed more than 3 items (at least 8 items
answered).'"* We did not examine content validity because
this had been done extensively during the development of
the original survey. In agreement with the COSMIN study
design checklist, we tested structural validity (the degree to
which the scales or subscales are congruent with the concep-
tual model), convergent validity, and internal consistency. We
tested structural validity by performing a confirmatory factor
analysis. We considered factor loadings above 0.4 as a good
association between the item and the construct." Internal
consistency was calculated using Cronbach’s a.. We planned
calculation of item-total correlations for every factor, assum-
ing the 1-factor structure of the original survey. Cronbach
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o values >0.8 are considered satisfactory. The Pearson cor-
relation test was used to investigate convergent validity of
person-centered care as assessed with the PCPCM compared
with person-centered care as assessed with the 6 QUOTE
items. We considered a correlation of >0.50 as adequate.?®

For all analyses we used SPSS version 25 (IBM Inc). We
considered a P <.05 as statistically significant.

RESULTS

Study Population Characteristics

Twenty-six GPs from 4 practices (rural and urban) partici-
pated in the study. In 12 days, we enrolled 205 patients in the
waiting rooms of the practices. The mean age of participants
was 50.5 years (SD 18.0) with approximately one-third of all
participants aged 60 years or older. Participants were mostly
female (59%). The mean self-reported health status was 2.78
(SD 0.97) with 27% reporting their health as either fair or
poor. Younger people reported higher health statuses than
older people. Most respondents (87%) identified a GP as their
primary care provider (Table 1).

Table 1. Characteristics of Study Participants

Total PCPCM
Characteristics No. (%) Score P value
Age, y
<20 3 (1.5) 3.18 <.001
20-29 5(12.2) 2.70
30-39 3 (16.1) 3.09
40-49 3(16.1) 3.24
50-59 36 (17.6) 3.08
60-69 30 (14.6) 3.47
70-79 8 (13.7) 3.33
80-89 8 (3.9) 3.80
Missing 9 (4.4)
Sex
Male 76 (37.1) 3.22 591
Female 121 (59.0) 3.17
Missing 8 (3.9)
Health status
5 (excellent) 16 (7.8) 3.39 .784
4 (very good) 35 (17.1) 3.23
3 (good) 82 (40.0) 3.18
2 (fair) 47 (22.9) 3.11
1 poor) 12 (5.9) 3.22
Missing 13 (6.3)
Practice No.
1 78 (38.0) 3.27 .002
2 36 (17.6) 2.95
3 49 (23.9) 3.02
4 42 (20.5) 3.41

PCPCM = Person-Centered Primary Care Measurement.

Translation

An acceptable version in Dutch was obtained after 1 round
of forward/backward translation for items 1, 5, 10, and 11;
after 2 rounds for items 2, 3, 4, 8, and 9; after 3 rounds for
item 7; and after 4 rounds for item 6. For example, the origi-
nal formulation of item 7 is “My doctor or practice stands up
for me.” This was backtranslated from Dutch as “Does your
doctor do her best for you?” Through consultation with the
original developer of the PCPCM this translation did not suf-
ficiently cover the idea of doctor advocacy for the patient.
Therefore, we changed this into "Does your GP stand up for
you?" and added an example following the advice of language
experts for people with low literacy which was “For example,
did your GP help you at a time when you experienced dif-
ficulties with treatments in the hospital>”

PCPCM Scores

After imputation of missing data, we were able to calculate
the total PCPCM score for 202 of the 205 patients. The mean
PCPCM total score was 3.18 (SD 0.60). Item scores ranged
from 2.55 (item 6) to 3.57 (item 3). PCPCM total scores are
correlated with age (Pearson's r=0.34, P <.001) with older
participants scoring slightly better. There was a weak correla-
tion between PCPCM total scores and duration of registra-
tion to a practice (Pearson's r=0.17, P=.026). The items with
the greatest number of missing values were 7 (help of GP in
acquiring treatment); 8 (family context); 9 (personal context);

and 11 (GP helps stay healthy). Data shown in Table 2.

Structural Validity

The confirmatory factor analysis of the PCPCM survey could
not confirm the 1-factor solution. A 3-factor and a 4-factor
model showed the best fit (Table 3). For clinical reasons the
3-factor solution seemed the best. The 3 factors were com-

prehensiveness of care, personal relation, and contextual care.
Comprehensiveness of care loaded on items 1 to 4, personal
relation on items 5 to 6, and contextual care on items 7 to 11.

Internal Consistency

A 3-factor model showed the best fit. Cronbach's o was 0.82 for
the comprehensiveness of care subscale, 0.73 for the personal
relation subscale, and 0.86 for the contextual care subscale.

Convergent Validity

The mean QUOTE total score was 3.72 (SD 0.60). The total
PCPCM and QUOTE scores are correlated with a Spear-
man's p of 0.65 (P <.001). Figure 1 shows the correlation
between the total scores of both questionnaires in a simple
scatter plot. Items from the contextual care subscale were
highly correlated with the QUOTE total score (Pearson’s r
=0.61, P <.001). Items from the comprehensiveness of care
subscale were also highly correlated with the QUOTE total
score (Pearson's r=0.64, P <.001). Items from the personal
care subscale were moderately correlated with the QUOTE
total score (Pearson's r=0.31, P <.001).
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DISCUSSION
Main Findings

The mean score of the PCPCM in our population was 3.18.
We could not confirm the 1-factor structure of the trans-
lated version of the PCPCM. Instead, we found a 3-factor
solution was the best fit. We interpreted these factors as
comprehensiveness of care, personal relation, and contextual
care. Content validity was not tested in this study; however,

through robust testing and adaptation of the
Dutch translation of the PCPCM with people
having low literacy, we believe we have
maintained the high content validity of the
original version.

Comparison With the Literature

The mean PCPCM score in our study was
higher than in the study across 35 Organiza-
tion for Economic Cooperation and Devel-
opment countries (3.18 vs 2.75)."” While

we were aware of the existence of a Dutch
translation when we started the study, we
contacted the first author of the original
PCPCM study and decided to redo the trans-
lation. We also adapted the new translation
for people with low literacy. It is possible
that the new version resulted in the higher
PCPCM score because the survey was now
comprehensible for more people.

When comparing our study with the
original study it is notable that factor analysis
in the original study' revealed 1 factor. Our
confirmatory factor analysis resulted in 3
factors. These factors make sense when refer-
ring to the 11 dimensions from the original
questionnaire; all 3 are clearly part of the
person-centeredness construct. The internal
consistency of the 3-factor model was high
and in line with scores of an earlier study."
The difference between our study (3 factors)
and the original, the Chinese,*' and Japa-
nese?? versions (1 factor) is possibly the result
of some elements of the Dutch health care
system.'® In the Dutch health care system
everyone is registered with a general practi-
tioner—thus ensuring continuity of care—
and access to secondary care is only obtained
with a referral by the general practitioner
(gatekeeper function).

Strengths and Limitations

A major strength of this study is the quality
of the translation to ensure sufficient content
validity. We translated the questionnaire in
collaboration with 1 of the original devel-
opers and with organizations representing

people with low literacy to ensure sufficient comprehensibil-
ity for more people. A second strength is that we followed the
COSMIN guidelines and taxonomy transparently. A further
strong point is that we tested the questionnaire with patients
in waiting rooms of general practitioners, the target popula-
tion for the PCPCM.

An important limitation is the possibility of social desir-
ability bias. It is possible that patients in the waiting room

Table 2. Descriptive Statistics for the PCPCM and QUOTE Items

Item-total
Item (No.)! Mean SD Variance  Skewness Kurtosis Correlation
PCPCM 1 (202) 3.48 0.728 0.529 -1.339 1.348 0.407
PCPCM 2 (201) 3.50 0.708 0.501 -1.229 0.742 0.637
PCPCM 3 (195) 3.57 0.657 0.432 —1.469 1.794 0.762
PCPCM 4 (175) 3.31  0.849 0.720 -1.038 0.244 0.717
PCPCM 5 (198) 2.72 1.197 1.432 -0.228 —1.446 0.293
PCPCM 6 (195) 2.55  1.118 1.249 0.000 —-1.364 0.510
PCPCM 7 (159) 3.18 0.875 0.766 -0.753 -0.339 0.738
PCPCM 8 (159) 3.16 0.954 0.910 —-0.821 —-0.440 0.638
PCPCM 9 (155) 2.89  1.042 1.085 —-0.406 —-1.097 0.647
PCPCM 10 (184) 3.33  0.812 0.660 —1.049 0.401 0.647
PCPCM 11 (134) 3.36  0.817 0.668 -0.918 -0.362 0.474
QUOTE 1 (185) 3.71  0.600 0.360 —2.376 6.212
QUOTE 2 (186) 3.74  0.541 0.292 —-1.965 2.938
QUOTE 3 (185) 3.91 0.318 0.101 —-3.935 16.248
QUOTE 4 (186) 3.60 0.661 0.437 -1.613 2.167
QUOTE 5 (181) 3.62 0.636 0.404 —-1.704 2.763
QUOTE 6 (186) 3.68  0.635 0.403 -2.164 4.715

PCPCM = Person-Centered Primary Care Measure; QUOTE = Quality of Care Through the Patient's Eyes survey.

! The number of valid answers for each item.

Table 3. Fit Measures Confirmative Factor Analysis for the PCPCM

Cut-off for
Measure 1 Factor 2 Factor 3 Factor 4 Factor Good Fit (P value)
X? <0.0001 <0.0001 <0.0001 <0.0001 >.05
GFI 0.7500 0.8078 0.8779 0.8991 >.05
AGFI 0.6250 0.7049 0.8035 0.8247 >.90
NFI 0.7140 0.7730 0.8688 0.8937 >.95
NNFI 0.6753 0.7459 0.8661 0.8894 >.95
CFl 0.7402 0.8013 0.9002 0.9236 >.90
RMSEA 0.1777 0.1572 0.1141 0.1037 <.08
SRMR 0.1055 0.0924 0.0672 0.0624 <.08

AGFI = adjusted goodness of fit; CFl = comparative fit index; GFI = goodness of fit; NFI = normed fit index;
NNFI = non-normed fit index; PCPCM = Person-Centered Primary Care Measure; RMSEA = root mean square error of
approximation; SRMR = standardized root mean square residual.
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responded assuming that their physician would be aware

of their answers. This limitation can be addressed in future
research by measuring this type of bias and controlling its
effects in the analysis.?® A further limitation is the high num-
ber of missing values for PCPCM items 7, 8, 9, and 11. These
questions are all within the contextual care factor. In particular,
item 7 assessed the role of the GP in acquiring specialized
(hospital) care. We assume that, due to the gatekeeping func-
tion of primary care physicians and the infrequent occurrence
of a necessary visit to the hospital, fewer participants were
able to answer this question. Items 8 and 9 inquired about the
interest of a GP in the family and community of a participant
when offering care. We assumed that answering this question
required the patient either to have complex medical problems
needing involvement of family and community, or to have
dealt with these problems in the past. For younger patients or
for those without a long-term relationship with their GP, these
items might be difficult to answer. The same arguments are
valid for question 11. This item is about whether your general
practitioner helps you stay healthy. Another limitation is that
our findings are not comparable with the results of the psycho-
metric validation of the original, Japanese, and Chinese versions
of the PCPCM .2'22 We consider the specific properties of the
Dutch health care system (strong and accessible primary care,
secondary care not directly accessible, all patients have health

insurance) responsible for this difference. For the same reasons,
the Dutch health care system differs from the US health care
system. The applicability of the survey in the Dutch context—
certainly for question 7—has to be reconsidered in future stud-
ies. Also, we were not able to study test-retest reliability. This
should be addressed in future studies. Further, as we did not
specifically test the comprehensibility of the Dutch PCPCM
among people with low literacy, we cannot be sure how effec-
tive the adaptations in translation were without further quali-
tative research (such as cognitive interviewing). Finally, we

did not specifically assess the literacy level of participants in
responding to the PCPCM. While we would expect that lit-
eracy levels would have no effect on PCPCM scores with these
adaptations, we cannot confirm this with this study:.

Further Implications

The Dutch version of the PCPCM should be evaluated
further in a larger sample and include test-retest reliability,
measurement error, responsiveness, and the relation between
literacy level and total PCPCM scores.

CONCLUSION
This study showed that the Dutch version of the PCPCM has

sufficient validity (through strong translation and convergent

Figure 1. Scatter plot of PCPCM and QUOTE total scores.
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validity with the QUOTE), and sufficient reliability (through
high internal consistency scores of the subscales). Based on
the sufficiency of validity and reliability, this questionnaire is
suitable for use in Dutch primary care practices. More than
70% of Dutch GPs currently participate in voluntary prac-
tice accreditation with a comprehensive audit and structured
planning of improvements by an independent organization.
Patient judgments about their own GP and about their prac-
tice are an integral part of the procedure. Patients, including
those with low literacy, are now able to evaluate the degree
of person-centeredness with the psychometrically evalu-
ated PCPCM survey. The results may guide improvements
in person-centeredness, a core value of general practice,

as a component of quality management. Perceived person-
centeredness of GPs could also be assessed in specific patient
population groups, for example certain socio-economic
groups or immigrants.

% Read or post commentaries in response to this article.
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