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Homeopathy research has focused on chronic conditions; however, the extent to which current homeo-
pathic care is compliant with the Chronic Care Model (CCM) has been sparsely shown. As the Bengali
Patient-Assessed Chronic Illness Care (PACIC)-20 was not available, the English questionnaire was
translated and evaluated in a government homeopathic hospital inWest Bengal, India. The translationwas
done in six steps, and approved by an expert committee. Face validity was tested by 15 people for
comprehension. Test/retest reliability (reproducibility) was tested on 30 patients with chronic conditions.
Internal consistency was tested in 377 patients suffering from various chronic conditions. The question-
naire showed acceptable test/retest reliability [intraclass correlation coefficient (ICC) 0.57e0.75; positive
to strong positive correlations; p< 0.0001] for all domains and the total score, strong internal consistency
(Cronbach’s a¼ 0.86 overall and 0.65e0.82 for individual subscales), and large responsiveness (1.11). The
overall mean score percentage seemed to be moderate at 69.5± 8.8%. Gender and presence of chronic
conditions did not seem to vary significantly with PACIC-20 subscale scores (p> 0.05); however, monthly
household income had a significant influence (p< 0.05) on the subscales except for “delivery system or
practice design.” Overall, chronic illness care appeared to be quite promising and CCM-compliant. The
psychometric properties of the Bengali PACIC-20 were satisfactory, rendering it a valid and reliable in-
strument for assessing chronic illness care among the patients attending a homeopathic hospital.
Copyright © 2014, Center for Food and Biomolecules, National Taiwan University. Production and hosting

by Elsevier Taiwan LLC. All rights reserved.
1. Introduction

Chronic diseases are major causes of death and disability
worldwide with rising prevalence. They pose a significant health
threat and an increasing challenge to health care systems.1 Despite
eopathy), Central Council for
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molecules, National Taiwan Unive
advances in treatment, patients with chronic diseases do not al-
ways receive optimal care.2 Current care is often event-driven,
despite evidence that a structured, proactive approach helps
reduce the burden of several chronic diseases.3 Because the causes
of chronic diseases are complex, treatment should be multifaceted,
integrated, and tailored to patient needs.4

Disease management programs (DMPs) aim to improve the ef-
ficiency and effectiveness of chronic care delivery by combining
patient-related, professionally directed, and organizational in-
terventions.2 DMPs are often based on the Chronic Care Model
(CCM). The CCM has achieved widespread acceptance and reflects
the core elements of patient-centered care in chronic diseases. The
rsity. Production and hosting by Elsevier Taiwan LLC. All rights reserved.
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idea is to transition chronic care from acute and reactive to pro-
active, planned, and population-based.5 A recent literature review
reaffirms the notion that redesigning care using the CCM leads to
improved patient care and better health outcomes.6 The model
provides an organized multidisciplinary approach to care for pa-
tients with chronic diseases. Glasgow and colleagues developed the
Patient-Assessed Chronic Illness Care (PACIC) to assess patients’
perspectives of the alignment of primary care to the CCM mea-
surement of care that is patient-centered, proactive, planned, and
includes collaborative goal setting, problem solving, and follow-up
support.7 Since then, PACIC has emerged as a practical, patient self-
report, quality-improvement tool to help organizations evaluate
the strengths and weaknesses of their delivery of care for chronic
illness and identify areas for improvement, and to evaluate the level
and nature of improvements made in their system. It has been used
both nationally and internationally as an instrument to evaluate the
delivery of CCM activities for a variety of chronic health conditions
including, diabetes, osteoarthritis, depression, asthma, hyperten-
sion, and chronic obstructive pulmonary disease (COPD). A short
version called PACIC-11 (or PACIC-s) and a longer version called
PACIC-26 for diabetics were also available.8,9 Very recently, Dutch
versions of PACIC-20 and PACIC-11 have also been developed.4 The
paradigm for high-quality chronic illness care now seeks to pro-
mote a fuller understanding of the patient’s preferences in order to
improve self-management abilities and to activate and/or empower
patients.10

Homeopathy research in humans has focused on various
chronic conditions; however, no data are available to date
showing the extent to which current homeopathic care in any
homeopathic setting is CCM-compliant. Until recently, a consid-
erable amount of homeopathic research has concentrated on
patient satisfaction,11 development of homeopathic prescribing
and patient care indicators,12 patient activation,13 and patient-
centered care.14 The authors intended to translate and validate
Fig. 1. Translation and cross-cultural adaptation sequence of the Bengali Patient-Ass
the Bengali version of the PACIC-20 questionnaire and thereafter
evaluate the quality of homeopathic chronic illness care in a
government homeopathic hospital in West Bengal, India, namely
Mahesh Bhattacharyya Homeopathic Medical College and Hos-
pital (MBHMC&H).
2. Methods

Ethics clearance was obtained from the institutional ethics
committee prior to conducting the study. All participants were
provided with patient information sheets in local vernacular
Bengali and informed consents were obtained. The survey matter
and questions were also explained verbally to the participants by
the research assistant to facilitate easy understanding. No identi-
fiable patient information was required, ensuring anonymity and
protection of patient privacy. Also the questionnaires that were
filled in by the research assistants were concealed by putting them
inside opaque envelops, which were sealed at the survey site. These
were sent for data extraction in a specially designedMicrosoft Excel
master chart that was subjected to statistical analysis in different
statistical computational websites.

The six different stages that were needed for the development of
the study questionnaire are seen in Fig. 1.
2.1. Stage I (forward translation)

For the forward translation from English into Bengali, two in-
dependent native Bengali speaking translators translated the En-
glish version of PACIC-20 into the target language Bengali (T1 and
T2). One of the translators was a clinician and therefore aware of the
concepts that were being measured with the PACIC-20 and the
other translator was a language specialist with no medical
background.
essed Chronic Illness Care (PACIC-20) questionnaire that was used in the study.
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2.2. Stage II (synthesis of T1 and T2 into T1,2)

The two translators had to then agree on one new consensus
version of the translation (T1,2). This consensus version was over-
seen by the expert committee.

2.3. Stage III (back translation)

For the back translation from Bengali into English, two English
language translators (BT1 and BT2) were required. Although born in
India, they both have been residing in the United States for over 15
years. They both independently translated T1,2 back into English.
They were blinded to the original English version of the PACIC-20
during this process.

2.4. Stage IV (expert committee)

The committee consisted of methodologists, health pro-
fessionals, translators, and a language professional. The committee
reviewed all the translations (T1, T2, T1,2, B1, and B2) and the written
report comparing the back-translations with the forward trans-
lation T1,2. Based on those translations, the pre-final version was
developed.

2.5. Stage V (face validity)

The pre-final version of the questionnaire was tested on 15
randomly (simple random sampling) chosen patients visiting
outpatient clinics of MBHMC&H. Each completed the questionnaire
and was then asked the meaning of each questionnaire item as well
as whether or not they had problems with the questionnaire
format, layout, content, clarity, language, instructions, or response
scales. Any difficulties were noted and included in the final report.
A detailed report written by the interviewing person, including
proposed changes of the pre-final version based on the results of
the face validity test was then submitted to the expert committee.

2.6. Stage VI (committee appraisal)

The final version of the Bengali PACIC-20 was developed by the
committee based on the results of the face validity testing and the
written report. Thus, all Stages IeVI were successfully completed.
The final version of the PACIC-20 for patients is presented in
Appendix 1.

2.7. Test/retest reliability

The Bengali PACIC-20 questionnaire was tested for reliability by
administering repeatedly to 30 patients at 30-day intervals. The
questionnaire item domains were given in different random order
for the second administration to avoid the patients memorizing
their initial responses.

2.8. Validation

The purpose of cross-cultural adaptation is to try and ensure
consistency in the content and face validity between the original
and the translated versions of a questionnaire. The content validity
of the PACIC-20 questionnaire was previously evaluated in the
original English version, and was therefore not tested in this study.
Thus in a cross-sectional study in January 2014, 377 patients from
different outpatient clinics of MBHMC&H were asked to fill in the
new Bengali version of the PACIC-20 provided with a five-point
frequency Likert (almost always: 5, almost never: 1). Another sec-
tion in the questionnaire sought information regarding patients’
gender, age, residence, chronic conditions, self-rated health status,
level of education, and monthly family income. The questionnaires
were given to them in the practice to fill in immediately. A sample
size of 377 was determined taking into account a margin of error of
5%, confidence level of 95%, population size unknown (taken as
20,000), and response distribution estimated to be 50%. A sys-
tematic sampling method was used for recruitment of the patients.
The sampling fraction was estimated (and approximated) to be 5/6
(n/N; n¼ required sample size of 377; N¼ average number of out-
patients every day, that is 450); five was decided as the sampling
unit by simple random sampling, and thus every 5th patient was
interviewed.

2.9. Statistical analysis

Statistical analysis was carried out using different computation
websites. Test/retest reliability of the Bengali PACIC-20 was evalu-
ated by using the intraclass correlation coefficient (ICC) with values
of � 0.30 considered good. The internal consistency of the Bengali
PACIC-20, which measured the degree to which items that made up
the total score were all measuring the same underlying attribute,
was assessed using Cronbach’s a values with � 0.6 considered
acceptable. The sensitivity to change over a time period of 1 month
of using the questionnaire was assessed with the standardized
response mean (SRM).

Descriptive statistics were presented as absolute values, per-
centages, means, and standard deviations (SDs). Baseline differ-
ences were tested using one-way analysis of variance (ANOVA) and
an independent t test. A p value less than 0.05 for a two-tailed test
was considered statistically significant.

3. Results

3.1. Sample characteristics

Out of 405 patients approached, 377 (response rate 93.1%)
returned the complete questionnaire. The mean total PACIC-20
score percentage seemed to be moderate: 69.5± 8.8%. The major-
ity of the respondents were women (n¼ 201; 53.3%), belonged to
the age group 31e45 years (n¼ 121; 32.1%), had education status of
less than high school (n¼ 239; 63.4%), had a monthly household
income of less than 10,000 rupees (n¼ 329; 87.2%), suffered mostly
from rheumatologic complaints (n¼ 129; 34.2%), with a self-rated
health status of poor to fair (n¼ 175; 46.4%). The other most
frequently reported (diagnosed) conditions were piles (n¼ 22),
benign prostatic hypertrophy (n¼ 12), chronic suppurative otitis
media (n¼ 10), acid peptic disorder (n¼ 8), urinary tract infection
(n¼ 8), otorrhea (n¼ 6), COPD (n¼ 5), diabetes mellitus (n¼ 4),
epilepsy (n¼ 4), and hypothyroidism (n¼ 4). Evidently, the condi-
tions were varied and sparse in number, hence they were not
tabulated, except the three most frequentdrheumatologic, gyne-
cologic, and allergic (Table 1).

3.2. Subscale scores and sample characteristics

The “patient activation” subscale score seemed to be influenced
significantly by age group (F¼ 4.337; p¼ 0.005), education
(F¼ 3.221; p¼ 0.041), income (t¼ 4.476; p< 0.0001), and self-rated
health status (F¼ 5.223; p¼ 0.006). The “delivery system or prac-
tice design” subscale score was influenced by education (F¼ 5.833;
p¼ 0.003) and health status (F¼ 7.165; p¼ 0.001). Only monthly
income had significant influence on the domains of “goal setting or
tailoring” (t¼ 3.819; p¼ 0.0003) and “follow-up or coordination”
(t¼ 3.763; p¼ 0.0004). The “problem solving or contextual”
domain scores varied significantly with age groups (F¼ 3.350;



Table 3
Item-corrected total correlations and internal consistency of the Bengali PACIC-20
(n¼ 377).

Questions and subscales Pearson’s r (95% CI) Cronbach’s a

Patient activation 0.67 (0.61e0.72) 0.82
Q1 0.53 (0.45e0.60)
Q2 0.49 (0.41e0.56)
Q3 0.58 (0.51e0.64)

Delivery system or practice design 0.67 (0.61e0.72) 0.74
Q4 0.33 (0.24e0.42)
Q5 0.55 (0.48e0.62)
Q6 0.56 (0.49e0.63)

Goal setting or tailoring 0.72 (0.67e0.77) 0.65
Q7 0.46 (0.38e0.54)
Q8 0.43 (0.34e0.51)
Q9 0.48 (0.40e0.55)
Q10 0.07 (�0.03e0.17)
Q11 0.41 (0.32e0.49)

Follow-up or coordination 0.71 (0.66e0.76) 0.75
Q12 0.50 (0.42e0.57)
Q13 0.48 (0.40e0.55)
Q14 0.51 (0.43e0.58)
Q15 0.36 (0.27e0.44)

Problem solving or contextual 0.63 (0.57e0.69) 0.71
Q16 0.47 (0.39e0.55)
Q17 0.44 (0.36e0.52)
Q18 0.37 (0.28e0.45)
Q19 0.25 (0.15e0.34)
Q20 0.21 (0.11e0.30)

All items 0.80

CI¼ confidence interval; PACIC-20¼ Patient-Assessed Chronic Illness Care.

Table 1
Patient characteristics (n¼ 377).

Patient group N (%)

Gender
Men 176 (46.7)
Women 201 (53.3)

Age group (y)
18e30 81 (21.5)
31e45 121 (32.1)
46e60 113 (30.0)
> 60 62 (16.4)

Educational status
Less than high school 239 (63.4)
High school 99 (26.3)
More than high school 39 (10.3)

Monthly income (Indian rupees)
< 10,000 329 (87.2)
� 10,000 48 (12.8)

Chronic conditions
Rheumatologic 129 (34.2)
Gynecologic 73 (19.4)
Allergic 31 (8.2)
Othera 144 (38.2)

Health status
Poor to fair 175 (46.4)
Good 167 (44.3)
Very good to excellent 35 (9.3)

a Frequently reported other conditions included piles, benign
prostatic hypertrophy, chronic suppurative otitis media, acid peptic
disorder, urinary tract infection, otorrhea, chronic obstructive pul-
monary disease (COPD), diabetes mellitus, epilepsy, hypothyroid-
ism, etc.
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p¼ 0.019), income (t¼�3.763; p¼ 0.0004), and health status
(F¼ 5.517; p¼ 0.004) (Table 2).

3.3. Internal consistency of the Bengali PACIC-20

The Cronbach’s a of the five domains ranged from 0.65 to 0.82,
and the overall value was 0.80 indicating acceptable consistency
(Table 3).
Table 2
Results for overall PACIC-20 scale and subscales according to patient characteristics (n¼

Patient group Patient
activation

p Delivery system or
practice design

p Go
ta

Genderz
Men 4.1 (0.7) 0.167 3.5 (0.8) 0.200 3.
Women 4.2 (0.7) 3.6 (0.7) 3.

Age groups (y) y
18e30 4.2 (0.8) 0.005* 3.5 (0.8) 0.303 3.
31e45 4.2 (0.6) 3.6 (0.8) 3.
46e60 4.3 (0.7) 3.6 (0.7) 3.
> 60 3.9 (0.8) 3.4 (0.8) 3.

Educational statusy
< High school 4.2 (0.7) 0.041* 3.5 (0.7) 0.003* 3.
High school 4.2 (0.6) 3.8 (0.7) 3.
> High school 3.9 (0.9) 3.5 (1.1) 3.

Monthly incomez
� 10,000 4.2 (0.6) < 0.0001* 3.5 (0.7) 0.265 3.
> 10,000 3.6 (0.9) 3.7 (1.2) 3.

Chronic conditionsy
Rheumatologic 4.2 (0.6) 0.348 3.6 (0.8) 0.445 3.
Gynecologic 4.2 (0.8) 3.7 (0.7) 3.
Allergic 4.0 (0.9) 3.5 (0.8) 3.

Health statusy
Poor to fair 4.1 (0.7) 0.006* 3.4 (0.8) 0.001* 3.
Good 4.3 (0.6) 3.7 (0.7) 3.
Very goodeexcellent 4.0 (0.8) 3.7 (0.9) 3.

Data are presented as mean (SD).
ANOVA¼ analysis of variance; PACIC-20¼ Patient-Assessed Chronic Illness Care; SD¼ st

z Independent t test.
y one-way ANOVA.
* p less than 0.05 (two-tailed) considered as statistically significant.
3.4. Test/retest reliability of the Bengali PACIC-20

The ICC values for the Bengali PACIC-20 questionnaire are pre-
sented in Table 4. The values (0.57e0.75) reflected strong to very
strong positive correlations and significance (p< 0.0001, two-
tailed) for all the domains and the total score of the PACIC-20.
Only Question 5 showed strong negative correlationdhigh X
377).

al setting or
iloring

p Follow-up or
coordination

p Problem solving
or contextual

p

6 (0.5) 1.000 3.6 (0.6) 0.136 2.8 (0.6) 1.000
6 (0.5) 3.5 (0.7) 2.8 (0.7)

7 (0.6) 0.183 3.6 (0.7) 1.000 2.9 (0.7) 0.019*
6 (0.5) 3.6 (0.7) 2.8 (0.6)
6 (0.5) 3.6 (0.6) 2.9 (0.7)
5 (0.6) 3.6 (0.7) 2.6 (0.6)

6 (0.5) 0.080 3.6 (0.7) 0.682 2.7 (0.6) 0.101
6 (0.5) 3.6 (0.6) 2.8 (0.6)
4 (0.7) 3.5 (0.7) 2.9 (0.7)

6 (0.5) 0.0003* 3.7 (0.6) 0.0004* 2.7 (0.6) 0.0004*
2 (0.7) 3.3 (0.7) 3.1 (0.7)

5 (0.5) 0.434 3.6 (0.6) 0.715 2.8 (0.6) 0.707
6 (0.6) 3.6 (0.7) 2.8 (0.7)
5 (0.6) 3.5 (0.6) 2.7 (0.5)

5 (0.6) 0.063 3.6 (0.7) 0.339 2.7 (0.7) 0.004*
6 (0.4) 3.7 (0.6) 2.8 (0.6)
7 (0.7) 3.7 (0.7) 3.1 (0.7)

andard deviation.



Table 4
Test/retest reliability of the Bengali PACIC-20 questionnaire (n¼ 30).

Questions and subscales ICC 95% CI p ǂ SRM

Patient activation 0.63 0.35e0.81 < 0.0001* 0.96
Q1 0.69 0.44e0.84 0.326 0.50
Q2 0.64 0.36e0.81 < 0.0001* 0.78
Q3 0.21 �0.16e0.53 0.0002 0.88

Delivery system or practice design 0.75 0.54e0.87 0.029* 0.45
Q4 0.89 0.78e0.95 0.103 0.13
Q5 �0.88 �0.43e0.29 0.096 0.53
Q6 0.37 0.01e0.64 0.032* 0.42

Goal setting or tailoring 0.73 0.50e0.86 < 0.0001* 1.73
Q7 0.23 �0.14e0.55 < 0.0001* 1.69
Q8 0.77 0.57e0.88 < 0.0001* 1.20
Q9 0.69 0.44e0.84 0.326 0.50
Q10 0.53 0.21e0.75 < 0.0001* 1.09
Q11 0.53 0.21e0.75 < 0.0001* 0.82

Follow-up or coordination 0.65 0.38e0.82 < 0.0001* 2.03
Q12 0.35 �0.01e0.63 < 0.0001* 1.77
Q13 0.61 0.32e0.80 < 0.0001* 1.31
Q14 0.62 0.34e0.80 < 0.0001* 1.39
Q15 0.62 0.34e0.80 < 0.0001* 0.94

Problem solving or contextual 0.57 0.26e0.77 < 0.0001 2.02
Q16 0.91 0.82e0.96 0.326 0.00
Q17 0.67 0.41e0.83 < 0.0001* 1.09
Q18 0.16 �0.21e0.49 < 0.0001* 1.48
Q19 0.63 0.35e0.81 < 0.0001* 1.18
Q20 0.56 0.25e0.77 < 0.0001* 1.66

Total score 0.74 0.52e0.87 < 0.0001 1.11

*p< 0.05 (two-tailed) considered statistically significant.
CI¼ confidence interval; ICC¼ intraclass correlation coefficient; PACIC-
20¼ Patient-Assessed Chronic Illness Care; SRM¼ standardized response mean or
responsiveness.

ǂ Paired t test.
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variable scores wentwith lowY variable scores and vice versa.With
the exception of Questions 3, 5, 7, and 18, all values werewell above
the cut-off point of 0.3, which means that all the items contributed
significantly to the overall score. The SRM (responsiveness) of the
overall questionnaire was very large at 1.11 and that of the five
domains ranged from 0.45 to 2.03.
4. Discussion

Overall, the Bengali PACIC-20 appeared to be internally consis-
tent, valid, and reliable. Total scores seemed to be moderate in the
patients visiting the homeopathic hospital in West Bengal, India.
Gender and presence of chronic conditions did not seem to vary
significantly with PACIC-20 subscale scores; however, monthly
household income had significant influence on the subscales except
“delivery system or practice design.”

Our study was limited in the sense that the respondents who
were absent on the days of the survey,might have scored differently.
Also, our study was restricted to the respondents from a single
government homeopathic hospital in West Bengal only, limiting
generalizability to another Indian scenario. Also, this cross-sectional
survey did not allow causative conclusions. In addition, inevitable
incorporation of central tendency bias and acquiescence bias arising
from the use of Likert scale responses into the analysis could not be
eliminated. Internal consistency might further be improved by
rephrasing a few question items having relatively low item-
corrected total correlations and low test/retest reliability. Despite
these limitations, this study also has several strengths. First, it was
the first-ever conducted study that captured information on this
context. Second, the respondents in our survey, although limited to a
single homeopathic hospital in West Bengal, possessed character-
istics similar to others across India. Third, the homeopathic care
provided by the homeopathic hospital was similar to the average
standard of Indian homeopathic care, and thus our study appears to
be generalizable to India. Internal consistency of the questionnaires
might further be improved by rephrasing a few question items
having an inappropriate level of “nonapplicable” scores and rela-
tively low item-total correlation. Further validation in other Indian
samples and more specific statistical (Rasch) analyses will be
required to confirm whether the sequence of the original ques-
tionnaire will require readjustment to the Indian scenario.

PACIC-20 was only slightly correlated with age, gender, and
chronic conditions, and was unrelated to education.7 Our findings
were also similar: gender and chronic conditions did not seem to
vary significantly with PACIC-20 subscale scores; however, monthly
household income had a significant influence on the subscales
except for “delivery system or practice design.” Earlier, the PACIC-
20 demonstrated moderate test/retest reliability during the
course of 3months,7 but in this study, the correlations seemed to be
strong to very strongly positive. The scenario varied significantly
with variations in the income status of the patients.

Themean PACIC-20percentage scorederived fromour studywas
higher as compared to other studies. Mean percentage scores of
earlier PACIC studies were 53.6 in cardiovascular disease patients4;
64 in diabetes mellitus type 2 patients9; and 54 in diabetes, chronic
pain, heart failure, asthma, or coronary artery disease patients.16 The
predominance of a different chronic condition (rheumatologic)
might have influenced the overall PACIC scores in our study.

The CCM is a widely accepted framework for delivering care to
patientswith chronic illnesses.7,15,16 It focuses on optimization of six
key elements of the health care system: health care organization,
delivery system design, clinical information systems, decision-
support, self-management support, and community resources.16,17

Adoption of CCM elements by health care providers has been
shown to be associatedwith improved care for patientswith chronic
illnesses.18 Considering the “quality chasm” betweenwhat is known
about optimal chronic disease care and what is delivered in prac-
tice,19 further implementation and spread of the CCM has the po-
tential for improving quality of care.15 While the PACIC-20 has
evolved as a potential tool for quality improvement and for use as a
patient-centered quality metric, this potential would be enhanced
by demonstrating that PACIC-20 scores are related to other relevant
measures of health care quality. This study shall extend the rela-
tionship to a wider array of self-management measures across a
variety of chronic conditions in homeopathic clinical practice in the
hospital setting. Further research is necessary to show if the PACIC-
20 cannotonlybeuseful as an assessment tool but also as adecision-
making tool, showing which elements of chronic care delivery need
further improvement, therein leading to improved patient out-
comes. Such informationwill be useful to national quality oversight
organizations and other stakeholders interested in identifying “pa-
tient-centered” quality of care measures.

Future research should aim at testing the sufficiency of PACIC-20
using indices of model fit by confirmatory factor analysis and
testing external longitudinal construct validity through compari-
sons with similar questionnaires. Other versions of PACIC-20 need
to be developed for effective interpretation of the Indian homeo-
pathic care scenario. The authors are currently involved in the
development of the translated Bengali short version of PACIC
(PACIC-s), PACIC-26 for diabetes, and PACIC for specific clinical
conditions like hypertension, cardiovascular diseases, rheumato-
logic, gynecologic, and allergic conditions, etc.

5. Conclusion

This was the very first step in understanding the status of
chronic illness care provided by an Indian homeopathic hospital,
which appeared to be quite promising and CCM-compliant. The
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psychometric properties of the Bengali PACIC-20 also appeared to
be satisfactory. Further validation in other Indian samples will be
required to confirm whether the sequence of the original ques-
tionnaire requires readjustment for Indian populations.
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