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Background: Person-centered care allows for the inclusion of the totality of a person’s needs and preferences,
beyond just the clinical or medical aspect. This approach requires the development of tools to allow for the integra-
tion of the patient in his/her healthcare. Based on a 30-item tool developed for nurses to evaluate the complexity of
home care situations (COMID), this study proposed a version for the patients (i.e. COMID-P). Both instruments were
used, independently by nurses and patients, to rate the complexity of individual situations, in order to compare

Methods: The COMID-P and the COMID were completed during the fraXity study at the patients’homes, indepen-
dently by patients (aged 65 and over) and nurses. Item-level and scale-level analyses were performed using, Kappa

Results: A total of 159 pairs of COMID and COMID-P ratings were retained for analyses. Results demonstrated a
high degree of patient/nurse agreement for 12/30 items, a moderate agreement for 10/30 items, and a low degree
of agreement for 7/30 items. The intra-class correlation between the COMID-P and the COMID was high (ICC= .826,

Conclusions: The results demonstrate that patients and nurses can assess complexity using tools that have compa-
rable structural properties. They also reveal congruencies and discrepancies in scoring the components of complex-
ity, highlighting the need of reaching consensus in designing care plans. Further work is needed to demonstrate the
benefits of joint assessment in developing care plans that truly meet patients' needs.

Trial registration: The fraXity study was registered in ClinicalTrials.gov, NCT03883425, on March 20, 2019.
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Background

In Switzerland, recent policies fostering care-at-home,
ambulatory care, and shortened hospital stays (also
called the ambulatory “shift” or “switch”) [1] have led to
an increased percentage of the population being able to
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grow old and be looked after within the home setting [2].
However, the increasing prevalence of co-morbidities,
the array of problems possibly encountered in home
care (e.g. medical, social, psychological), and the rela-
tive instability of the situations, lead to increased levels of
complexity in home care [3]. This accumulation of issues
forces us to rethink the approach to care in a broader
perspective, taking into account the multiple cumulative
factors around the patient’s situation. In this context, the
patients are considered not with a “functional” approach,
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but as a whole, with all the biopsychosocial aspects of
their life trajectory [4, 5].

Person-centered care: concept, models and implications
Person-centered care allows for the inclusion of the dif-
ferent aspects of the person’s situation as well as his or
her needs and preferences, beyond just the clinical or
medical aspect [6]. Taking this global perspective in
order to establish adapted and personalized care plans
demands a strong collaborative participation from the
patient, the informal caregivers, as well as health and
social professionals [7, 8]. This requires considering the
“patient” as a full-fledged actor in the health system,
much like healthcare professionals [7]. The inclusion of
patients in the care decisions that affect them, leads to
changes in the culture of care among professionals and
patients. In this perspective, the patients themselves
should be involved to share their perception of their situ-
ation in all of its complexity. The implementation of this
person-centered philosophy of care requires joint actions
that are helpful in determining goals which are appropri-
ate and acceptable to the patients [9, 10].

Although person-centered care approaches are valued
by most professionals and have beneficial effects on care
provision [11], their application in practice can be het-
erogeneous [12]. Based on the conceptual framework of
person-centered care [5, 13-16], different aspects, such
as a shared power and responsibility among all peo-
ple involved, could also be taken into account. Over the
past two decades, various models, which recognize the
patient as an expert in the management of his or her ill-
ness and which allow for an active role in his/her care,
have been developed, such as the Chronic Care Model
[17] or the Montreal Model [18]. This dynamic of shared
expertise between health professionals, informal caregiv-
ers and patients is changing the perspective toward a
“patient-as-partner” approach in healthcare [19, 20]. To
truly focus care on people, health professionals must take
into account the resources and, often complex, needs
of patients, in a culture of care and shared responsibil-
ity [21]. A person-centered approach establishes goals
of care that are shared by all stakeholders and involves
patients. This approach is not only a philosophy of care,
but also requires the concrete integration of the patients’
vision [10] and participation in an explicit and joint
understanding of health outcomes [22].

To this aim, specific measurement methods have been
proposed to actively include patients in the evalua-
tion of their own situations in terms of health outcomes
(patient-reported outcome measures, or PROMs) [23,
24]. Originally, PROMs were developed to give patients
a voice in assessing treatment effectiveness, but today
they have broader applications. Notably, they are used by
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informed professionals to include patients’ perspectives
in care design in order to foster shared decision-making.
Thus, patient-reported measures and clinician-reported
measures can be used to design care plans that respond
to individual needs [25]. Patient-reported outcome meas-
ures, or PROMs can enhance the patients’ empower-
ment and their involvement in decision-making by giving
them tools to better understand and to become aware of
the several health and contextual aspects of their situa-
tions, as well as to structure and facilitate the expression
of their perceptions and feelings [26]. The communica-
tion between the patient and the clinician can improve
with the use of PROMs as these measures allow for a
shared understanding of a given situation and because
the patients’ perspective can be taken into account. Yet,
to our knowledge, the use of the same instrument to col-
lect patient and clinicain measures of a given situation is
an exception, especially for specific PROMs serving care
design.

Complexity in home care practice: toward nurses’
assessments (COMID)

The shift from inpatient to ambulatory / home care wit-
nessed in Switzerland over the last decade [1] has led
to an increase in the prevalence of complex care situ-
ations in home care settings [27]. Complexity can be
defined as a multidimensional concept involving inter-
actions between biological, socioeconomic, cultural,
environmental and behavioral forces as health deter-
minants [28]. Complex situations require reinforced
joint and collaborative interventions from different
actors (e.g. patients, nurses, doctors, social workers)
[29], who must determine together care plans for a
given patient. This begins with sharing their evaluation
of the situation. As recommended internationally, and
imposed by Swiss law, organizations delivering care
at home in Switzerland use the Resident Assessment
Instrument Home Care (RAI-HC) for a comprehen-
sive assessment of patient health needs [30] by nurses.
Although the RAI-HC usually entails a wealth of addi-
tional clinical indicators, scales and decision support
tools (e.g. Changes in Health, End-Stage Disease and
Signs and Symptoms, CHESS [31], Detection of Indi-
cators and Vulnerabilities for Emergency Room Trips,
DIVERT [32]) it is not possible for the nurses to deter-
mine if a situation is complex on the sole basis of these
scales. Therefore, to identify complexity in domiciliary
practice, we recently proposed an instrument to help
healthcare professionals assess it: the COMID ([33],
a questionnaire which reports nurses’ clinical judg-
ments on different factors that may contribute to the
complexity of a situation. The COMID goes beyond the
factual elements given in the RAI because it demands
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that nurses position themselves and judge a given situ-
ation based on their global evaluation and knowledge
of the situation. It helps them to identify and to analyze
the elements that contribute to render a situation com-
plex. The construction of the tool was based on existing
conceptions of complexity [34] and adapted to the con-
text of home care practice which brought forward six
domains of complexity relevant in this particular con-
text [33] : (1) medical factors, (2) socioeconomic fac-
tors, (3) mental circumstances, (4) behavioral factors,
(5) instability circumstances, and (6) care network fac-
tors. These domains illustrate fields of activity interact-
ing at the micro, meso, and macro levels, and integrate
“the patient, his/her health, his/her care environment,
the contextual conditions of care, the accessibility of
care, the required care needs which were addressed/
mobilized, and the care carried out in interdisciplinar-
ity and interprofessionality” [35] (p.13) (Translation
from French). This assessment of complexity, which
includes several bio-psycho-social, contextual, and care
aspects of the situation of the person, contributes to a
more wholesome consideration of the person in order
to establish a personalized care plan.

Complexity in home care practice: toward patient
assessments

The COMID was designed to be used by nurses in
home care, due to their role in coordination. However,
it is not sufficient on its own to guarantee the pro-
motion of a person-centered approach. While meas-
ures of complexity in home care integrate numerous
aspects of the patients’ situations that are essential to
propose individualized care plans, they must also take
into account the patients’ perceptions in order to truly
involve them in their care decisions. Active participa-
tion of the patients implies taking into account their
own assessment of the situation, including identifying
the elements that contribute to its complexity. Patients’
evaluations of their own situations provide important
and unique information about their personal situation,
and health needs [36, 37]. Patient-reported outcome
measures are important complementary tools to tra-
ditional clinical indicators in defining care plans in a
consensual manner, which then fosters adherence and
improves quality care [38]. Patients’ assessments may
be different from those of professionals [39]. Moreover,
discrepancies may help to identify the points to be dis-
cussed in order to reach a consensus, and may, there-
fore, be of great value when used appropriately [40].
Yet, to our knowledge, no previous study has compared
patient and nurse assessments on the basis of the same
tool. This also applies to the assessment of complexity
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in home care, and it is precisely this gap that the pre-
sent study aims to address.

Method

Research aim, design and setting

The aims of the study were to (1) develop a version of
the COMID for the patients (i.e. COMID-P) and to (2)
identify elements of divergence and convergence between
patient and nurse responses on these two tools. The study
is cross-sectional including two assessments of complex-
ity for the same situation: one by the nurse (using the
COMID) and one by the patient (using the COMID-P).
Data was collected in the canton of Geneva, Switzerland,
from April 2019 to November 2019, during the second
wave of the “fraXity” study [41]. A total of 204 compre-
hensive health assessments were conducted at home,
mimicking homecare setting.

Participants and materials

Participants — hereafter referred to as “patients” — were
people aged 65 and over, without major cognitive impair-
ment, living at home and participating voluntarily in the
study. After an interview led by a nurse, the COMID and
COMID-P were independently completed. Of the 204
assessments were carried out, 201 (98%) comprised of
both nurse and patient assessments and had five or less
missing data. Among these, 159 (78%) provided com-
plete data for both the COMID and COMID-P and were
retained for analysis (listwise deletion method). They
correspond to 159 patients (40 men: 25.2%, 119 women:
74.8%), living at home and aged 79.35 7+.95 years (mean
+standard deviation) at entry into the fraXity project
(first wave). At the time of the interviews, 55 patients
(34.6%) were receiving home assistance (e.g. household
help, meal delivery), 51 patients (32.1%) were receiving
home care (e.g. care from a nurse), with or without home
assistance. Finally, 53 patients (33.3%) were not receiving
any home services at all.

The nurses who collected the data were two men (aged
29 and 40) and two women (aged 29 and 34), hired as
research nurses for the fraXity study. All four were reg-
istered nurses, with bachelor degrees in nursing (BSc),
and with substantial experience in home care or intensive
care. Two of the nurses also had a master’s degree (MSc).
In the fraXity study, the nurses took part in the develop-
ment of the material used aside from the standardized
interRAI-HC and the COMID, which also included the
COMID-P itself. The nurses were trained in data collec-
tion using all the study instruments, with a particular
focus on the patient-centered approach and the use of
PROMs. Weekly meetings aiming to guarantee the stand-
ardization of the procedures were held. The number of
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evaluations completed by each nurse was as follows: 7
(4.4%), 36 (22.6%), 49 (30.8%), and 67 (42.1%).

The COMID [42] is a validated questionnaire used
to assess complexity. It includes 6 domains of multidi-
mensional complexity: medical health, socio-economic,
mental health, behavioral, instability, care professionals/
system. Each domain is assessed using 5 items (for the
full English version: https://comid.imad-ge.ch/Home/
ComidEnglish). Items are coded in binary mode (no, not
complex=0; yes, complex=1) and the total complexity
score corresponds to the sum of the answers (range: 0
— 30). In order to allow patients to assess the complex-
ity of their situation, the original COMID was adapted as
a patient-reported outcome measure (PROM) for use by
the patient: COMID-P (Table 1). The adaptation brought
to the COMID-P consisted in rewording the instructions
and the items. Special attention was given in using easy-
to-understand language and instructions were written in
a way that would ensure homogeneity across assessors.
Aside from this, the COMID and the COMID-P are alike.
In the present study, the internal consistency — calculated
using Cronbach’s alpha — was a =.754 for COMID and a
=.743 for COMID-P. The coefficients do not differ signif-
icantly (x> = .219, p = .640) [43], and both reflect accept-
able internal consistency [44].

The COMID and COMID-P were completed by a ques-
tion allowing to qualify the whole situation as simple or
complex (“Do you consider this/your situation as simple
or complex?” respectively), also coded in binary form
(simple=0; complex=1).

Procedure

Comprehensive health assessments were carried out at
the patients’ home by the nurses. The Resident Assess-
ment Instrument Home Care (interRAI-HC) [30],
served to guide the interview. Complexity assessment
was administered at the end, after the interRAI-HC. The
nurse and patient rated complexity, with the COMID and
the COMID-P respectively. The COMID-P was system-
atically proposed after the COMID to avoid the patient’s
answers influencing those of the nurse. The COMID-P
questionnaire was explained to each patient indicating
the importance of giving their opinion on their own situ-
ation. Standardized instructions were provided by the
nurses, trained to use the COMID-P. The use of alterna-
tive simplified wording in easy to understand language
was part of the training, in order to anticipate literacy
issues. Upon completion of the COMID and COMID-
P questionnaires, nurses and patients responded to the
global complexity question. The data were collected by
means of paper questionnaires formatted with the EvaSys
solution (Stat’Elite, Yens, Switzerland) for automatic
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document reading, and then exported to the statistical
analysis software.

Analysis

Analyses were conducted at the level of each of the 30
items and at the overall score level. At the item level,
Kappa (k) tests were performed to assess the degree of
agreement between patients and nurses. McNemar tests
were used to estimate differences in frequency of “yes”
responses between patients and nurses. Kappa (k) and
McNemar tests were also performed on the global com-
plexity judgment asked after the questionnaire. Concern-
ing the global scale scores, intra-class correlation (ICC)
and Student’s t-test for paired samples were used to esti-
mate overall agreement and differences in the frequency
of “yes” rating between nurses and patients. Finally,
receiver operating characteristic (ROC) analyses and
Youden’s ] index were conducted to identify the thresh-
old value (from 0 to 30) that distinguishes a simple situ-
ation from a complex situation, both for nurses and for
patients.

For «k coefficients, the thresholds used to judge the
degree of agreement are « > .61 for strong agreement, .41
< K < .60 for moderate agreement, and k < .40 for weak
agreement [45]. An ICC > .75 was considered to reflect
a good agreement coefficient [46]. For McNemar’s and
Student’s t-tests, a threshold of p<.001 was used to reject
the null hypothesis and conclude a significant difference
between patients and nurses.

Results

Analyses at the item level: inter-rater agreement

and complexity rating

The results of the Kappa (k) test assessing interrater
agreement are reported in Table 2. Seven items had
coefficients interpreted as revealing disagreement or
low agreement (k < .41). These were the items relating
to cognitive deficits, resistance or opposition to care,
acute change in cognitive abilities, partnership between
the different actors, therapeutic incoherence, health
insurance problems and emotional and/or physical bur-
den. Moderate agreement (K between .41 and .60) was
found for the items: chronic diseases, chronic pain,
low level of literacy, inadequate housing, anxiety or
anguish, mental function varies over the day, recurring
solicitations, ambivalent and/or conflictual communi-
cation, unpredictability of health status, and multiple
care providers, as well as for the complementary ques-
tion reflecting simple or complex situation. The strong
to excellent agreements (k >.60) were found for the
items relating to allergies/drug intolerance, polymedi-
cation, financial difficulties, exhaustion of informal
caregivers, social isolation, depression and/or suicidal
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Table 1 Short content of the COMID-P in French (original) and in English (translation for understanding)

COMID-P French version

COMID-P English version

1. Facteurs de santé médicale

1. a. Aujourd’hui, avez-vous plus que deux maladies chroniques ou un/des symptéme(s)
inexpliqué(s) ?

1. b. Avez-vous des douleurs chroniques ?
1. c. Avez-vous une allergie et/ou une intolérance a un médicament?
1. d. Prenez-vous plus de cing médicaments différents par semaine ?
1. e. Avez-vous des troubles cognitifs ?

2. Facteurs socio-économiques aggravant I‘état de santé
2. a. Avez-vous des difficultés financiéres régulieres ?

2. b. Avez-vous quelqu'un de votre entourage qui vous apporte une aide réguliere et qui serait
fatigué, stressé, ou en colére a propos de l'aide qu'il vous apporte ?

2.¢. Chez le médecin et/ou pour des démarches administratives, avez-vous des difficultés a
comprendre les informations qui vous sont destinées ?

2.d. Selon vous, étes-vous isolé socialement ?

2.e.Votre logement est-il inadapté ou y a-t-il des obstacles a la mobilité dans votre environne-
ment ?

3. Facteurs de santé mentale aggravant I‘état de santé
3. a. Etes-vous déprimé ou avez-vous des idées suicidaires ?
3. b. Avez-vous des troubles psychiques ou une maladie psychiatrique ?
3.c. Avez-vous une ou des addictions ou dépendances ?
3.d.Vous sentez-vous anxieux ou angoissé ?
3. e. Est-ce que votre état mental varie au cours de la journée ?
4. Facteurs comportementaux du clients

4. a. Sollicitez-vous de maniére récurrente vos proches, votre entourage (famille, amis, voisins)
et/ou votre réseau de soins (professionnels de la santé (médecin, infirmiere), autres) pour de l'aide
et/ou des soins ?

4.b. La communication avec votre réseau de soins (entourage, proches, professionnels de la
santé (médecin, infirmiere)) est-elle conflictuelle au sujet de votre prise en soin ?

4. c.Vous sentez-vous inquiet au sujet de votre santé ?
4. d. Etes-vous agressif envers vos proches, votre entourage ou les soignants ?
4. e. Refusez-vous ou vous opposez-vous aux soins ?
5 Facteurs d'instabilité
5.a.Votre état de santé sest-il dégradé ce dernier mois ?
5. b. Votre capacité a étre indépendant a-t-elle diminué au cours du dernier mois ?
5.¢.Vivez-vous une période de transition, de stress ?
5.d. Avez-vous ressenti des changements concernant vos capacités cognitives ce dernier mois ?
5. e. Estimez-vous que I'évolution de votre santé est imprévisible ou instable ?
6. Facteurs relatifs aux intervenants et systéme de soins

6.a.Y a-t-il plus de trois professionnels qui interviennent régulierement dans votre prise en
soins ?

6. b. Estimez-vous que la communication avec les différents professionnels concernant votre
prise en soins n'est pas optimale, pas suffisante, pas adéquate ?

6. c. Considérez-vous que votre prise en soins manque de cohérence ?
6.d. Avez-vous des problémes avec votre assurance ?

6. e. Estimez-vous que votre prise en soins est ressentie comme lourde émotionnellement ou
physiquement par vous et/ou par votre réseau de soins.

1. Medical health factor

1.a. Do you currently have several chronic diseases (more than 2) and/or unexplained symptoms

1.b. Are you suffering from chronic pain?
1.c. Do you have any allergies and/or drug intolerances?
1.d. Are you taking more than 5 different medications/drugs per week?
1.e. Do you have cognitive deficits?
2. Social and economic factors that worsen health status
2.a. Do you have regular financial difficulties?

2.b. Do you have a relative or someone in your circle who helps you on a regular basis who is
tired, stressed, or angry regarding the help they give you?

2.c. At the doctor’s office and/or when doing administrative paperwork, during administrative
procedures, do you find it difficult to understand the information provided to you?

2.d. According to you, are you socially isolated?

2.e.1s your housing inappropriate or are there barriers to your mobility within your environ-
ment?

3. Mental health factors that worsen health status
3.a. Are you depressed or have suicidal ideation?
3.b. Do you have psychiatric disorders and/or mental disorders (delusions, hallucinations, etc.)?
3.c. Do you have any addictions?
3.d. Do you feel stressed or anxious?

3.e. Does your mental state vary during the day?

4. Patient’s behavorial factor

4.a. Do you repeatedly solicit help and/or care from your family, friends, neighbors and/or your
health care network (health care professionals (doctor, nurse), others)?

4.b. Regarding your care plan, is the communication with your network (circle, relatives, health-
care) professionals (doctor/physician, nurse) ambivalent and/or conflicting?

4.c. Do you feel worried about your health?
4.d. Are you aggressive towards your circle (family, friends) or towards health professionals?

4.e. Do you refuse or oppose care?

5. Factors of instability

5.a. Has your health deteriorated in the last month?

5.b. Has your ability to be independent decreased in the last month?

5.c. Are you going through a period of stress or of transition?

5.d. Have you experienced/noticed any changes in your cognitive abilities in the past month?

5.e. Do you feel that the evolution of your health is unpredictable or unstable?

6. Factors related to care providers and care system

6.a. Are there more than three professionals regularly involved in your care?

6.b. Do you feel that the communication with the different professionals concerning your care
is not optimal, not sufficient, not adequate?

6.c. Do you consider that your care is lacking in coherence?
6.d. Do you have issues/problems with your health insurance?

6.e. Do you feel that your care is emotionally or physically burdensome to you and/or your
caregivers?

The original questionnaires are available at https://comid.imad-ge.ch/

ideation, psychiatric disease, addiction, anxiety or
anguish, recent deterioration of health status perceived
by the patient, change in degree of independence, tran-
sition period. The kappa related to items relating to
aggression could not be assessed, due to the absence of
“yes” responses for the patients (only 3 nurses reported
“yes” answers).

The results of the McNemar tests assessing differ-
ences in the rates of “yes” responses are also provided in

Table 2. The results reveal that the complexity rating is
comparable between patients and nurses, except for 6 of
the items. The rate of complexity statements for the item
related to the partnership between the different actors
was significantly higher for patients. Nurses on the other
hand, provided significantly higher rates of complex
statements on items relating to chronic diseases, chronic
pain, polymedication, inadequate housing and emotional
and/or physical burden.
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Table 2 Number and rates of “yes” answers given by patients and nurses, degree of agreement, p-value coefficient of the Kappa test,
p-value of the McNemar test for each item of the multidimensional complexity questionnaire and for the global situation assessment

question
Kappa test McNemar's test

Questionnaire items Patients Nurses Responses in Coefficient p-value p-value

(COMID-P) (COMID) agreement % (n)

“Yes % (n) “Yes % (n)
1.a. Chronic diseases 37.7 (60/159) 553 (88/159) 774 (123/159) 0.559 <0.001 <0.001
1.b. Chronic pain 47.8(76/159)  64.8 (103/159) 79.2 (126/159) 0590 <0.001 <0.001
1.c. Allergies/drug intolerances 29.6 (47/159)  27.7 (44/159) 96.9 (154/159) 0923 ++ <0.001 0375
1.d. Polymedication 24.5(39/159)  28.9 (46/159) 94.3 (150/159) 0.856 t* <0.001 0.039
1.e. Cognitive deficits 18.2(29/159)  13.8(22/159) 80.5 (128/159) 0.279 <0.001 0.281
2.a. Financial difficulties 6.9 (11/159) 8.8 (14/159) 98.1 (156/159) 0870 *+ <0.001 0.250
2.b. Exhaustion of informal caregiver 7.5(12/159) 10.7 (17/159) 96.9 (154/159) 08111+ <0.001 0.063
2.c. Low level of literacy 5.0(8/159) 5.7 (9/159) 95.6 (152/159) 0.565 T <0.001 1
2.d. Social isolation 11.3(18/159)  13.2(21/159) 96.9 (154/159) 0.854 tF <0.001 0375
2.e.Inadequate housing 6.3 (10/159) 13.2(21/159) 91.8 (146/159) 0542+ <0.001 0.003
3.a. Depression and/or suicidal ideation 8.2 (13/159) 9.4 (15/159) 96.2 (153/159) 0.765 T+ <0.001 0.687
3.b. Psychiatric diseases 0.6 (1/159) 1.3 (2/159) 99.4 (158/159) 0.664 T+ <0.001 1
3.c. Addiction 5.0 (8/159) 44(7/159) 96.9 (154/159) 0650+ <0.001 1
3.d. Anxiety or anguish 15.7 (25/159)  11.3(18/159) 89.3(142/159) 0545 * <0.001 0.143
3.e. Mental function varies over the day 9.4 (15/159) 5(12/159) 93.1 (148/159) 0555 7" <0.001 0.549
4.a. Recurring solicitations 6.9 (11/159) 5(1 2/159) 93.1 (148/159) 0485 T <0.001 1
4.b. Ambivalent and/or conflictual communication 3.8 (6/159) .7 (9/159) 95.6 (152/159) 0511+ <0.001 0.453
4.c. Worries about symptoms 11.9 (19/159) 0. (16/159) 94.3 (150/159) 0711+ <0.001 0.508
4.d. Aggressiveness -(0/159) 1.9(3/159) 98.1 (156/159) - - 0.250
4.e. Resistance or opposition to care 1.9 (3/159) 2.5(4/159) 96.9 (154/159) 0.270 <0.001 1
5.a. Recent degradation of health status perceived 239 (38/159) 283 (45/159) 93.1 (148/159) 0821+ <0.001 0.065
by the patient
5.b. Change in degree of independance 94 (15/159) 8.8 (14/159) 98.1 (156/159) 0.886 TF <0.001 1
5.c. Transition period 15.1(24/159) 182 (29/159) 93.1 (148/159) 0751 +tF <0.001 0.227
5.d. Acute change in cognitive abilities 3.8(6/159) 1.9(3/159) 956 (152/159) 0.202 0.007 0453
5.e. Unpredictability of health status 17.0(27/159)  22.0(35/159) 86.2 (137/159) 0561 " <0.001 0.134
6.a. Multiple care providers .2 (13/159) 5(12/159) 93.1 (148/159) 0523 * <0.001 1
6.b. Partnership between the different actors 4 (15/159) (2/ 59) 90.6 (144/159) 0.098 0.048 0.001
6.c. Therapeutic incoherence 9(3/159) 9(3/159) 96.2 (153/159) -0.019 0.808 1
6.d. Health insurance problems .0 (8/159) ( 59) 95.0 (151/159) 0.184 0.003 0.070
6.e. Emotional and/or physical burden 3.8(6/159) 16/159) 88.9 (143/159) 0.230 0.001 0.021
Simple or complex situation? b 16.6 (26/157) 223 (35/157) 81.8(130/157) 0454+ <0.001 0.124

? Interpretations of kappas: strong to excellent > 0.60 (identified in the table by ++), moderate between 0.41 and 0.60 (identified in the table by +), disagreement to

low agreement < 0.40

b This analysis focuses on the 157 situations for which the questions were completed by the patient and the nurse

Analyses for the total score: inter-rater agreement,
complexity rating and complexity cut-off value

From the perspective of the scale as a whole, regarding
the degree of agreement, the intra-class correlation cal-
culated on the total score of COMID-P and COMID is
ICC=.826 with a 95% confidence interval (CI) of [.761-
.873], reflecting good agreement between patient and
nurse ratings. In terms of overall mean score on their
respective scales, patients had a significantly lower score

(M=3.56, SD=3.147) than nurses (M=4.05, SD=3.253;
[t(158)= 3.359, p =.001]).

The results of the ROC analyses revealed area under the
curve (AUC) values of .830 (p < .001) for COMID-P and
.898 (p < .001) for COMID. These values reach a thresh-
old above .800, indicating excellent diagnostic accuracy
[47, 48]. This means that the global complexity evaluation
item is a good variable for discriminating between simple
and complex responses. The Youden index, calculated to
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identify the threshold value at which a situation is con-
sidered, is J=0.710 for the COMID and ]J=0.602 for the
COMID-P. In both cases, ] corresponds to a tipping point
at a score of 4.5. In practice, a score below 5 indicates a
situation perceived as simple. A score equal to or higher
than 5 indicates a situation perceived as complex. This
result applies to both nurses and patients.

Discussion

Summary of results and implications for the practice

The aim of this study was to identify elements of diver-
gence and convergence between patients and nurses
on complexity using the COMID questionnaires. The
COMID-P was developed for the present study and was
administered to patients for the first time. As indicated
by the high completion rate (201/204), with only mini-
mal missing data, the COMID-P is a tool that can be used
and completed by patients aged 65 years or older, who
are free of major cognitive deficits. The COMID-P has
a good internal consistency (a=.743) in the same range
as the original COMID (a =.80) [49], and comparable to
complexity self-assessment among inpatients (a =.78)
(50, 51].

At a general level (total score), complexity ratings by
patients and professionals substantially correlate, show-
ing global agreement. This result can be explained in part
by the fact that the complexity assessment was conducted
after the interRAI assessment, as is done in clinical set-
tings. Thus, the correlation between the COMID-P and
the COMID should also be high in clinical contexts. It is
interesting to note that the complexity score for patients
was significantly lower than for nurses. Overall, patients
rated their situation as less complex than did nurses, yet
with an extremely modest difference (Mdiff=0.6), and a
questionable clinical relevance. As compared to available
results, the value of complexity assessed by nurses with
the COMID (M=4.05, SD=3.25) in the present study
is more than 2 points lower than the score reported in
real clinical setting (M= 6.41, SD= 4.35) [49]. This dif-
ference could be explained by the composition of the
sample: research volunteers without major health/cogni-
tive issues in the present study, versus clinical home care
patients in the corresponding published data. Finally, the
results showed that for both patients and nurses a score
of > 5/30 identifies situations that are judged overall as
complex.

At the item level, comparisons between patients and
professionals revealed that 12 items showed high, 10
items moderate, and 7 items low agreement. Most items
with low agreement are in the domain related to care (i.e.
resistance or opposition to care, partnership between the
different actors, therapeutic incoherence, health insur-
ance problems, emotional and/or physical burden) or
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to cognition (i.e. cognitive deficits and acute change in
cognitive abilities). Furthermore, patients reported sig-
nificantly higher complexity than professionals on items
related to partnership between the different actors. Con-
versely, nurses reported significantly more complexity
than patients for the items of chronic diseases, chronic
pain, polymedication, inadequate housing and emotional
and/or physical burden. These results highlight that
despite of an overall high agreement, patients and pro-
fessionals have divergent views on certain components
of complexity. In this study, the reasons for discrepancies
are not documented, but in practice, it will be important
to identify and address each of them, case by case, to
reach shared and informed care decision. In clinical set-
tings, comparing each item in terms of divergence, and
convergence, allows to open the discussion between the
actors to elaborate a therapeutic link reinforced in the
understanding of the shared situation [23].

Perspectives of the use of the COMID-P

The COMID-P allows, on the same basis as the COMID,
to identify factors that can contribute to the complexity
of a situation.

The comparison of the responses given by the patient
and the nurse is a basis for discussion regarding the simi-
larities or differences in the perception of the patient
situation, as well as a means to gain insight into the
other person’s perspective. From this point of view, the
joint use of the COMID and the COMID-P appears to
be a unique opportunity to actively include the patient
in shared care decision making [23]. Completion of
PROMs, such as the COMID-P, prompts patients to
think about their health and enables them to raise issues
with nurses [52, 53]. As such, the COMID-P could be
routinely proposed in home care settings in order to help
professionals to quickly identify points of agreement and
disagreement from measures capturing different points
of views. Joint health information enriches the collection
of data that the professional himself/herself could not
detect [54]. Taking into consideration the patient’s point
of view is essential in a participatory and multidimen-
sional approach, especially with patients with cumulative,
unstable, highly fluctuating health difficulties and in envi-
ronments that are not always suitable.

In addition, the results of the joint evaluation of the
professional and the patient are particularly important for
improving communication [55] and optimizing care. The
joint use of COMID and COMID-P could contribute to a
better patient/healthcare professional relationship, allow-
ing patients to be even more active in the health decisions
that affect them [56]. Providing quality care in complex
situations requires good collaboration between all health
professionals, informal caregivers and the patient, who
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is considered a full partner. Measurement is necessary
to assess, promote and disseminate individualized care
in order to be aligned with patients’ priorities. Such an
approach requires a shared assessment on the different
aspects of the situation [57]. The COMID-P allows to
solicit the person’s expertise to apply a participatory care
model as advocated by the Chronic Care Model [17] or
the Montreal Model [18]. Therefore, the mobilization of
tools common to patients and professionals should help
to operationalize the person-centered philosophy in
practice [10] by not only taking into account the patients’
perception, but also in developing their self-management
capacities [18]. In this respect, integrating an assessment
of complexity by the patients themselves contributes to
the development of their capacities to analyze and take
into account the factors contributing to their health [58],
by providing them with a complete assessment grid simi-
lar to that used by health professionals. The COMID-P
has a high potential to involve patients in care decisions.
Being a short, accessible, easy—to-score, self-reported
measure, the COMID-P has the characteristics of prac-
tical PROMs, as described by Kroenke and collaborators
[59].

In practice, to use the COMID-P, the professional must
guide without influencing the patient’s answers. Also,
the nurse’s expertise is important to actively engage the
patient in an informed and shared reflection on his/
her care [60]. Training of professionals is important to
understand the usefulness of a parallel and complemen-
tary assessment. This was the case in this study, and thus
allowed nurses to support patients in a neutral man-
ner. Recommendations for practice include complexity
training, a person-centered approach, the use of person-
reported outcomes, as well as integration of outcomes
and perspectives into reasoning and development of
goals of care.

Conclusion

The focus of this study was to help identify the con-
vergences and divergences in the evaluation of the
complexity of home care situations between patients
and professionals. The results show that 1) COMID-P
and COMID can be used in parallel with an identical
structure, 2) the process is feasible and 3) the data is
clinically usable [61]. If complexity is a multidimen-
sional accumulation of problems [42], the resolution
of the difficulties encountered implies the require-
ment of communication and collaboration between
the different actors, in a multidimensional approach
in which the evaluation of patients and professionals
is essential [38].
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Both the agreements and disagreements identified in
this study on patient and nurse assessments of complexity
provide valuable insights for discussing and setting goals of
care in which patients are fully engaged. In future practice,
the convergence of the COMID-P and COMID results
by items could be underlined to strengthen the therapeu-
tic links, indicating a common vision of the situation by
the patient and the nurse. To do this, the assessment of
complexity is a first step towards a better understanding
of the situation allowing a fair integration of the person’s
(patient’s) point of view (person-centered outcomes) in his
or her environment, a good inter-professional collabora-
tion, and to propose targeted and shared care. Altogether,
the study is, to our knowledge, the first opportunity to
bring professionals and patients to use the same instru-
ment to assess individual care needs. Moreover, the joint
use of the COMID and the COMID-P is an innovative
opportunity for a committed partnership between the
patient and the nurse. As such, this study is an empirical
demonstration of the patient-centered approach.

Study status

The fraXity study is closed at the time of manuscript sub-
mission. The study was registered at ClinicalTrials.gov
on March 20, 2019, with the identification number of
NCT03883425.
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