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Abstract
Background: In this COVID-19 era, we need to rethink the criteria used to measure 
the results of person-centred care strategies.
Objective: To identify priorities, and criteria that health services can use to pursue 
actually the goal of achieving person-centred care.
Design: Three-phase online qualitative study performed during May–July of 2020 
using the Delphi technique.
Setting and Participants: An online platform was used for a consensus meeting of 
114 participants, including health planning experts, health-care institution managers, 
clinicians and patients.
Main Outcome Measures: Criteria and indicators for the achievement of person-
centred care.
Main Results: The first round began with 125 proposals and 11 dimensions. After 
the second round, 28 ideas reached a high level of consensus among the participants. 
Ultimately, the workgroup agreed on 20 criteria for goals in the implementation of 
person-centred care during the COVID-19 era and 21 related indicators to measure 
goal achievement.
Discussion: Nine dimensions and 28 priorities were identified. These priorities are 
also in accordance with the quadruple aim approach, which emphasizes the need for 
care for health-care professionals, without whom it is impossible to achieve a better 
quality of care.
Conclusions: Person-centred care continues to be a key objective. However, new 
metrics are needed to ensure its continued development during the restoration of 
public health services beyond the control of COVID-19.
Patient or Public Contribution: Twelve professionals and patient representatives par-
ticipated voluntarily in the construction of the baseline questionnaire and in the se-
lection of the criteria and indicators using an online platform for consensus meetings.

www.wileyonlinelibrary.com/journal/hex
mailto:﻿
https://orcid.org/0000-0001-6497-083X
http://creativecommons.org/licenses/by/4.0/
mailto:jose.mira@umh.es


688  |     MIRA et al.

1  | INTRODUC TION

Person-centred care (PCC) is defined as being respectful and re-
sponsive to patient needs and preferences and allowing the patient's 
values to guide all clinical decisions.1 This definition includes respect 
for the patient's personal rights and active patient participation in 
the decisions that are made regarding their care.1,2

PCC is characterized by an integrative approach aimed at preserv-
ing dignity, considering the patients' needs and preferences, improving 
quality of life and wellbeing, and promoting active patient participa-
tion to achieve better health outcomes.2,3 Person-centred goal setting 
represents a shift from provider- or policy-oriented goals to the inclu-
sion of the patient's personal goals in shared care planning.4,5

The PCC model includes integrated care that promotes per-
sonal well-being, active patient participation and co-planning for 
better outcomes and considers patient experience as a measurable 
outcome that can be used to guide changes in resources or proce-
dures at the organisational level.6-10 Barriers that could hinder the 
achievement of PCC goals include resistance to change (includ-
ing the patient's resistance to participate in joint decision making 
with their health-care professionals), lack of professional facili-
ties and limited access to information, which are usually designed 
using a paternalistic care approach.11 Patients and citizens have 
a lot to say about the scope of PCC; however, directive person-
nel and staff attitudes are more of a determinant of the paradigm 
change that is necessary to promote PCC.4 Moreover, advances in 
the evaluation of outcomes from the patient's perspective could 
be made by, for example, analysing both patient and professional 
attitudes and incorporating measures using the Patient Reported 
Experience Measure and the Patient Reported Outcome Measure 
questionnaires.12-14

The COVID-19 pandemic has changed many aspects of the 
framework for patient-health-care professional relationships.15 In 
previous times of crisis, the professional perspective was that the 
patient experience may need to be sacrificed in the interest of clin-
ical effectiveness.16,17 COVID-19 has introduced new health-care 
scenarios and conditions of human interaction and has altered pro-
cedures that were established long ago, resulting in unexpected con-
sequences for health-care equity, accessibility, patient participation 
in the decision-making process and the evaluation of results.12 These 
changes in the era of COVID-19 have made it difficult for more PCC 
and have required the establishment of new priorities to ensure that 
the efforts made to implement PCC do not stop. Numerous changes 
can be seen in European and local scenarios13,14 where primary care 
consists of universal coverage and is the gateway to the health-care 
system, with selective attention primarily based on disease type. 
The pandemic has caused personal care restrictions, and specifically 

for chronically ill patients, follow-up that is limited to phone calls. 
It has also lead to the breakdown of the multidisciplinary structure 
of primary care teams, due to the need to prioritize staff based on 
hospital needs and the high demand for emergency and specialized 
hospital care and infectious disease protocols. These changes high-
light the need for the quick set-up of pending improvements to local 
health-care systems and for direct communication between primary 
and hospital care by incorporating information and communication 
technologies, and through the implementation of mobile patient 
monitoring equipment in the health care and follow-up of chronically 
ill patients.14 Institutions such as the Spanish Society of Family and 
Community Medicine have presented a series of organisational and 
care recommendations to help primary care facilities improve their 
structural model to help manage and control the pandemic and to 
respond to the health needs of their patients.18 The design of these 
recommendations incorporated guaranteed safe access to health-
care centres, gradual face-to-face care for chronic patients, and pro-
posals for the care of institutionalized patients.18

Locally, efforts to minimize the risk of infection due to the 
COVID-19 pandemic have interrupted the care and follow-up of 
chronic patients, as well as scheduled diagnostic tests. Furthermore, 
advances made to date for more PCC in both national and regional 
health-care services are converting patients and their caregivers in 
the principal responsibility of their self-care.19 The effects of the 
COVID-19 era require rethinking the current health-care system 
structure and evaluating the stability of previous advances made in 
medical care. The lack of stable and significant advances emphasizes 
the need for more practical guidance for PCC implementation and 
for specific criteria and indicators to cover all dimensions of PCC.20 
It is important to preserve the care of the patient, to integrate their 
experiences when processes are redefined and to maintain their par-
ticipation in decision-making processes.20,21

This study aimed to identify the priorities of PCC and to establish 
criteria and indicators with which health services can use to model 
stable and reliable PCC goals and objectives in both the current and 
post-COVID-19 era.

2  | METHODS

A qualitative study was conducted between May and July of 
2020. This study was performed in three phases (Figure 1). In the 
first phase, a consensus meeting was held to identify health-care 
professionals' needs in reaching the PCC target after the pan-
demic caused by severe acute respiratory syndrome coronavirus 
2 (SARS-CoV-2). In the second phase, the Delphi methodology22 
was used to identify the priorities of PCC in the time of COVID-19. 

K E Y W O R D S

delivery of health care, integrated, health personnel, nurse-patient relations, patient 
participation, patient-centred care, physician-patient relations, primary health care, spanish 
health system
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Meanwhile, a consensus conference established indicators and 
criteria for achieving PCC goals. This study was approved by the 
project's evaluator commission of the local university (reference 
number DEE.IMS.02.20/04.19).

Development of a baseline questionnaire was initiated by apply-
ing the Delphi technique to an online consensus meeting. For the 
Delphi study, an online platform made it possible to manage invi-
tations and reminder messages, respond confidentially, and analyse 
the received responses. Google Hangouts was used for the online 
consensus meetings.

2.1 | Participants

The first work group participated in the development of the baseline 
questionnaire and included 12 professionals and representatives 
from patient associations.

For the Delphi study, 94 potential participants were identified 
from various health services through informal contact and the snow-
ball sampling technique. The inclusion criteria were as follows: at 
least 10  years of experience as a health-care professional (doctors 
and nurses), health-care institutions and department managers, infor-
mation systems experts, health quality experts, public health experts, 
academics and patient representatives. Refusal to participate was 
the exclusion criterion. Voluntary participation began after receiving 
information about the study objectives and the methodology to be 
applied. The first email was sent to inform the participants about the 
study objectives and scope, the confidentiality of the responses, and 
included a participation agreement form. After receiving the signed 
participation agreement, a second email was sent with methodologi-
cal instructions and a link to the online response register.

In the final consensus meeting, another nine experienced health-
care system management and evaluation professionals established 
the PCC criteria and indicators. They reviewed their relevance and 
acceptability, as well as the indicator definitions, the viability of the 
calculation formula and potential information sources. These profes-
sionals adapted the criteria to formulate the indicators using corre-
sponding numerators and denominators. In this phase, there was no 
patient participation.

In this study, there was a promoter group, or core group, which 
included eight professional PCC experts. Their role was to syn-
thesize the proposals in the different phases of the study. (see 
Table 1).

2.2 | First consensus meeting

The first consensus meeting was conducted online and consisted 
of a brainstorming session in which professionals and patients were 
asked, ‘What do healthcare professionals need to implement more 
person-centred care during and after the SARS-CoV-2 pandemic’? 
These online consensuses determined the first pool of priorities re-
lated to professionals' needs in achieving PCC after the pandemic. 
Each professional or patient provided a group of proposals from 
different dimensions using a common approach. The first selection 
round included all the suggested proposals.

2.3 | Delphi study

The suggested proposals for PCC priorities were rated using a 
0-to-10-point scale; proposals rated between 8 and 10 points were 

F I G U R E  1   Flowchart of study phases: consensus conference, Delphi study and final workgroup consensus conference
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considered absolute priorities, proposals rated between 5 and 7 
points as medium priorities, and proposals rated between 0 and 4 
points as relative priorities. The following aspects determined the 
acceptance grade of agreement: average proposal score (between 7 
and 8 points) and the coefficient variability (higher variability; more 
significant homogeneity within scores). This method achieved suf-
ficient consensus that allowed for the definitive acceptance or ex-
clusion of the proposal when the average was below or above these 
scores.

The second round worked to improve the wording of the first-
round items and to clarify their meaning and allowed for the inclu-
sion of new proposals. The same rating scale was applied in this 
round. Nine or ten points indicated a high-grade consensus (achieved 
in 50% of the proposals); scores between 49% and 40% indicated 
moderate consensus; and the rest were eliminated. The participants' 
average scores from the first round were made available for review 
in the second round.

2.4 | Consensus meeting

From the list of identified PCC priorities, the core group estab-
lished by consensus the criteria and indicators to measure the 
levels of achievement and defined the numerators, denomina-
tors, reference standards, data sources and periodicity. Nine ex-
perienced management and outcome-measurement professionals 
provided opinions to help with the initial reformulation of the pro-
posals in the following aspects: indicator's feasibility, modification 
of the numerator's calculation, denominator and the establish-
ment of acceptability. This phase allowed for the achievement of a 
higher consensus on the proposed metrics of the results from the 
previous phase.

3  | RESULTS

The first panel of experts suggested a group of 125 proposals for 
priorities categorized among 11 dimensions. The core group ana-
lysed these proposals based on productivity terms: the number and 
consistency of ideas presented by each expert and ideas that were 
repeated among different panels of experts. The analysis permitted 
the elimination of duplicate ideas, the reformulation of selected pro-
posals using the Delphi technique and for the distribution of pro-
posals into the 11 dimensions. After reaching a consensus among 
the first group of experts, the evaluation of the initial proposals ul-
timately resulted in 10 dimensions and 60 proposals. A revision of 
the text for increased comprehension contributed to the improve-
ment in the wording of 11 proposals. These revised proposals consti-
tuted the baseline questionnaire used in the Delphi technique. The 
dimensions included in the baseline questionnaire were described 
as follows:

	 1.	 Leave no one behind or care for the most vulnerable people: 
During the first wave of the pandemic, the suspension of 
assistance activities had an ironic effect, causing the most 
damage to those with a higher level of vulnerability.

	 2.	 Safe use of health-care resources: Create safe centres and 
spaces with reduced risk of contagion.

	 3.	 Health literacy: Provide more information to citizens to make 
them more capable of making and increasing responsibility for 
their own health-care decisions.

	 4.	 Self-care and patient autonomy: Provide information for the 
promotion of self-care for the patient's benefit and for the inter-
est of the community.

	 5.	 Persistence and adherence to pharmaceutical and non-
pharmaceutical treatments: Promote higher treatment 

Working group Gender Position and experience

Core Group (n = 8) 75% males y 25% 
females

50% physicians, 50% other (psychologists, 
sociologists and nurses), >25 years of 
experience in management (including patients 
associations), health policy or academic 
positions

First online consensus 
conference (n = 12)

50% males y 50% 
females

66% physicians, 17% nurses, 17% other, 
>20 years of experience in management 
positions (including patients associations), 
health policies, nursing, training or public 
health

Delphi study (n = 94) 30% males y 70% 
females

40% physicians, 50% nurses, 10% other, 
>15 years of experience in management and 
leadership positions (academics, nursing, 
management, family medicine, public health, 
technical staff and representatives of patient 
associations)

Final consensus 
meeting (n = 9)

100% females All physicians, >10 years of experience as 
technical staff in information systems and 
quality measurement

TA B L E  1   Profile of workgroup 
participants
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TA B L E  4   Prioritized proposal criteria and indicators for implementation and monitoring of levels of achievement in this Delphi study

Criteria Indicator formula

Proposals for the Electronic Health Records (EHR)

EHR_1 Reorienting the focus of the electronic digital 
record towards person-centred care (PCC) permit the 
usage of clinical parameters and diagnosis for a global 
vision of the person status (psychosocial aspects: 
occupational (active, retired, unemployed, and work 
sector), capacity for self-care, and problems and risks 
that imped to enjoy activities, have a restful sleep, a 
good appetite etc)

Numerator: number of patients with psychosocial, occupational aspect information and self-
care capacity evaluation registered in a unique Electronic Health Records

Denominator: total number of patients attended at the health-care centre

EHR_2 Adaptation of Electronic Health Records for a 
personalized follow-up using telemedicine programs. 
To incorporate shared virtual communication channels 
permitting online consultations, resolving doubts of 
patients and caregivers

Numerator: number of patients using virtual commination channels with professionals during 
3 months. (online consultations and usage of virtual personal health record)

Denominator: total number of patients attended at the health-care centre

EHR_3 Integrate social and clinical registers. To permit 
the interoperability and accessibility to clinical register 
information of local, regional and national health 
care and social wellbeing services (IMSERSO, social 
wellbeing system)

Numerator: number of dependent patients (60 or higher points in Barthel index) with social 
and clinical information incorporated in the unique Electronic Health Records

Denominator: total number of dependent patients of the health area

EHR_4 Inter-consultations, referral and support in 
making decisions using mHealth solutions

Numerator: number of digital inter-consultations and referrals processed by specialties 
services

Denominator: total number of inter-consultations and referrals processed in the health area

EHR_5 Incorporating operative alerts system for the 
benefit of patient's safety

Numerator: number of 'Not-to-Do' practices associated with operative alerts for clinical 
decisions incorporated in the commitment to quality

Denominator: total number of 'Not-to-Do' incorporated in the commitment to quality

EHR_6 Access to patient's occupational register 
(temporary incapacity for work) to evaluate the 
work conditions and determine its effects on disease 
progress

Numerator: number of workdays lost due to pending diagnosis test or referral to different 
medical specialty service

Denominator: number of patients with work activity attended in the health for a temporary 
incapacity for work

EHR_7 To incorporate social prescription in Electronic 
Health Records (To permit linking non-medical social 
networks from the community to the primary care 
system. These networks or sources could include 
physical activities, learning activities, volunteerism, 
mutual assistance, fraternity and self-help groups, 
creative and arts lessons, as legal guide and support for 
parental problems etc)

Numerator: number of patients with chronic conditions participating (for 3 months) in 
activities with social prescription approach

Denominator: total number of patients with chronic conditions attended in the health area 
during the last year

Organizational/procedures

OP_1 To ensure availability of alternatives for people 
with digital gap to avoid its impact on assistance quality

Numerator: number of patients not included in telemedicine programs (expect those that 
rejected inclusion due to digital analphabetism or other reasons)

Denominator: number of patients included in telemedicine programs or use mHealth 
solutions supervised by health area professionals

OP_2 Access to updated maps of social and health 
resources, specially to address the situations of most 
vulnerable persons

Numerator: number of professional of the health area that accessed or downloaded from the 
intranet information about social and health resources during the last 6 months

Denominator: number of active professionals in the health area during the last 6 months

OP_ 3 Availability of multidisciplinary intervention teams 
(professional teams of different disciplines that act 
in unexpected situations/situation of force) qualified 
to assist special collectives or centres in overflowed 
services

Numerator: number of professionals involved in multidisciplinary seminaries/workshops/
work m to address overflowed situations (health crisis)

Denominator: number of active professionals in centres of the health area

OP_4 To extend equally the use of high-resolution 
consultation to polymedicated patients as in the case 
of those with preferential access to consultations 
and diagnosis tests (preferential health-card access) 
applying producers to ensure its correct usage

Numerator: number of polymedicated chronic patients included in high-resolution 
consultations procedures

Denominator: number of polymedicated patients (with more than 5 drugs per day) attended 
during the last three months

Numerator: number of patients with preferential access attended in less than 10 minutes 
respect the scheduled time

Denominator: number of patients with preferential access attended in the last three months 
in the centre

(Continues)
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adherence and encourage patients to adopt healthy habits for 
improved health status.

	 6.	 Adequacy in health care and social resources: Efficient use of 
health resources for equal access and adaptable conditions for 
vulnerable groups.

	 7.	 Pursuit of increased efficiency: The incorporation of informa-
tion derived from telemedicine interventions in to the medical 
records to guarantee patient safety and reduce unnecessary 
visits.

	 8.	 Improve the patient experience: Pursue a positive patient expe-
rience with health-care services facilitate interaction between 
families and patients during quarantine using communication 
technologies and strengthening the humanization of care in the 
last stages of end-of-life.

	 9.	 Health sector recovery through community network: 
Collaboration between the community and social services to 

explore new ways to identify patients' actual needs that have 
emerged from this pandemic.

	10.	 Care of health-care workers (linked to the Quadruple Aim 
model): Promote the well-being of and provide emotional sup-
port for health-care professionals to allow them to continue car-
ing for others.

The first round had a high participation rate (81%) with a panel 
of 76 professionals; the second round included 60 experts (63.8% 
participation rate). From the first round, 32 priorities were withheld, 
another nine proposals were rejected, and eight new ones were 
added. The rejected proposals from the first round are listed in the 
Supplementary Material.

At the end of the second round, 28 priorities reached a high con-
sensus (see Table 2). None of the proposals included in the health-
literacy dimension had a sufficient level of consensus for inclusion; 

Criteria Indicator formula

OP_5 To measure persons experience systematically by 
social and health-care systems, linking these results to 
management agreements

Numerator: number of patients with positive experience with the organization and the 
received assistance (score higher than percentile 75 of the applied scale)

Denominator: number of patients that participate in patient experience analysis studies

Activation of persons as health asset agent

ACTV_1 Patients with personalized care plan, including 
lifestyle information (eating habit, physical activity 
and sleep), impact on social and occupational activity, 
pharmaceutical and non-pharmaceutical treatment and 
comorbidities management

Numerator: number of patients suffering of chronic conditions with personalized care plan 
established with health-care agents

Denominator: number of patients suffering of chronic condition (3 or more) attended in the 
health-care centre

ACTV_2 Persons with adequate adherence with the 
agreed therapeutic goals, for pharmaceutical and 
non-pharmaceutical treatment (For example, INR 
therapeutic goals range percentage, daily distance or 
steps)

Numerator: number of patients with adequate adherence to IAP
Denominator: number of patients with IAP

ACTV_3 Complex chronic patients (2 + 3) with the 
support and intervention of nurse cases manager 
to increase the high-resolution consultations, to 
ensure coordination between specialties and another 
assistance levels, including psychosocial care and 
reducing safety incidents during referrals or transitions

Numerator: number of complex chronic patients included and activated in nurse cases 
manager list

Denominator: number of complex chronic patients (2 + 3) attended in the centre

New goals

GOAL_1 To review procedures and resources to consider 
relevant relational aspects for isolated patients and 
their families

Numerator: number of isolated patients/families with positive experience with the 
organization and the received assistance (score equal or higher than percentile 75 of the 
applied scale)

Denominator: number of isolated patients /families that participated in patient experience 
analysis studies conducted by the health area

GOAL_2 To address the low-value practice (Not-
to-Do) that impact negatively on patients and the 
sustainability of public health system

Numerator: number of management agreements related to low-value practices
Denominator: number of management agreements objectives addressed by health-care 

services and assistance units

GOAL_3 To increase care quality establishing the 
quadruple approach as target

Numerator: number of professionals that valued the organization positively, leadership styles 
and work wellbeing (score equal or higher than 75 percentile of the applied scale)

Denominator: number of professional in the health area

GOAL_4 To improve person's life conditions. To reduce 
days of work leaves related to health condition (For 
example to perform a test or for medical consultations)

Numerator: number of patients requiring an accreditive document of diagnostic tests and 
consultations attendance to justify absent from work

Denominator: number of patients that attended diagnostic tests or assisted in the centre

GOAL_5 To Incorporate STOPP-START criteria or 
potential inadequate drugs list in pharmacy services 
to avoid safety incidents with medication of persons 
assisted in social-health centres

Numerator: number of prescriptions for patients over 65 years with STOP-START criteria/ list 
of potential inadequate drugs

Denominator: total number of prescriptions for patients over 65 years attended at the centre

TA B L E  4   (Continued)
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10 had a moderate consensus level, and 21 were rejected (Table 3). 
The core group evaluated these 28 priorities, which were then used 
to formulate the corresponding criteria and indicators for monitoring 
the level of success achieved in each dimension.

The reformulation criteria and indicators were possible in 20 of 
the 28 identified priorities, including the construction of their cor-
responding indicators. The eliminated priorities have already been 
systematically used in the health-care system.

Based on these selections, 20 criteria and 21 indicators were 
established to monitor the implementation of PCC and the levels of 
achievement (Table 4). Among these criteria, three were not included, 
considering that they are currently applied systematically in health-
care centres. For further details, see Supplementary Material 2.

In the consultation round, the 20 criteria were included in the 
following four dimensions: proposals for electronic health records, 
organization and procedures, patient participation and new goals. 
For each of these 20 criteria, clarifying information was added and 
12 were revised for further improvement. In addition, the infor-
mation sources and reference standards were changed in other 
four criteria, and redundant information was deleted from one 
criterion.

4  | DISCUSSION

The COVID-19 pandemic has significantly modified the priorities 
for the achievement of PCC in the Spanish health system, specifi-
cally access to primary care while preserving patient and community 
safety. Public and scientific institutions have proposed a new organi-
zational model to restore public health services beyond the control 
of COVID-19.18,19 However, if there are no metrics or measurement 
criteria, these initiatives will remain as good intentions. These results 
showed proposals for PCC in nine work dimensions and 28 identi-
fied priorities that would improve the capabilities of the health-care 
system to improve health outcomes while respecting patient values. 
In addition, these proposals support the quadruple aim approach, 
which considers the need for care for health-care professionals, 
without whom it is impossible to achieve a better quality of care.23-

25 Lastly, these proposals are in accordance with the value-based 
health-care approach.1,2

The pandemic caused by SARS-CoV-2 has had a devastating im-
pact on Spain.26 The incidence of cases, the burden of patient care, 
the number of deceased patients and the number of infected (and 
also deceased) professionals were all higher in Spain than in neigh-
bouring and less developed countries.15,27 In this health crisis, the 
quality of the health-care system has now been questioned and pos-
itive opinions of it have diminished.28-30 It is predicted that there will 
be an increased demand for the review of current approaches, pro-
cedures and goals in the coming months.31 The path undertaken to 
implement PCC should not be obstructed, and it may be necessary 
to re-launch the interventions aimed at this objective throughout 
the health system. Measuring the degree of achievement of the rele-
vant objectives is one way of contributing to this objective.

On an institutional basis, the first step towards post-pandemic 
recovery was the National Commission's decision for social and eco-
nomic reconstruction (the so-called Cajal project, which is in prog-
ress). Among the recommendations approved in a plenary session 
by the Spanish Congress of Deputies were the need to strengthen 
support for professionals, the aim to achieve a higher level of patient 
participation in making decisions, and the promotion of patient well-
being, safety and autonomy. It was also approved to promote the 
digitalization and permanent incorporation of primary care medical 
records in primary care centres, to use telemedicine and to provide 
telephonic assistance.17,21,32 These goals are included among the pri-
orities of this study.

To our knowledge, this is the first study to analyse the priorities 
necessary to achieve PCC implementation goals in the COVID-19 
era. Scientific societies, such as the Spanish Society of Public Health 
and Sanitary Administration33 (Sociedad Española de Salud Pública y 
Administración Sanitaria; SESPAS) and the Spanish Society of Health 
Quality34 (Sociedad Española de Calidad Asistencial; SECA), presented 
a set of recommendations for health-care system recovery after the 
impact of the pandemic on how to respond in the case of a pan-
demic resurgence. In neighbouring countries, similar criteria, such 
as the Vocal Project in the British National Health Service, have 
had a positive impact on the health-care system during the pan-
demic. They led to the increasing use of telemedicine in local and 
national health-care centres,35 structural and operational revisions 
of patient-centred ambulatory care and pharmacy services,36 and 
the organized approach to managing loneliness and social isolation 
via a public campaign during the lockdown and the social-distancing 
period of the COVID-19 pandemic.37

These proposals could be utilized by managers and health au-
thorities to assess the viability and adaptation of the policies that 
are currently in practice. A shared effort from all stakeholders, 
such as policymakers, patient representatives, physicians and clin-
ical staff, and public health researchers, is necessary to move these 
ideas from proposals to actions in the development of the PCC ap-
proach. Focusing on the operative adjustments to electronic health 
records, self-care promotion, procedural redesign and the wellbeing 
of health-care professionals will serve as tools in the achievement of 
better health-care outcomes.

4.1 | Limitations

No analysis was conducted as to how these recommendations can be 
put into practice. This study considered the professionals’ perspec-
tives, and not just the organizational and management experience, 
which usually do not represent the clinician's or other health-care 
professional's point of view. Due to the particularity of the differ-
ences between the territorial health services, the information col-
lected and used to calculate some of the proposed indicators may 
require structural modifications.

This study was conducted in Spain in the context of a national 
health model. Although the pandemic's overall impact on health 
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systems may have varying intensities, the changes made in response 
to its effects have been similar. In this sense, although the data 
should not be extrapolated to other health models, the results can 
offer clues on how to proceed in the short and medium terms.

In this study, the feasibility of these proposals served to eval-
uate their priority. The proposals are accompanied by criteria that 
indicate the direction of progress and indicators to determine if the 
progress is moving in the correct direction. This study is moving in 
this direction.

The changes to be implemented should be accepted by the 
workgroups (those responsible for putting them into practice) and 
accompanied by tools and metrics that can monitor the levels of 
achievement. Otherwise, these proposals will be viewed solely as 
good intentions.
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