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Abstract

Patient prioritization, which is the process of ranking in a certain order based on various
criteria, might be a good strategy to help manage access to healthcare services in a fair and
equitable manner. It implies a decision-making process about prioritization criteria, and
diverges substantially across programs. This process should thus be performed using a rigorous
process that considers the various needs of the patients and evaluates them in a valid and
reliable manner using prioritization tools carefully designed. In such tools, the prioritization
criteria are often not standardized, not evidence-based or only based on individual clinical
judgment. There is a need to document the criteria in rehabilitation programs. The aim of our
study is to use a group method to obtain a consensus about patient prioritization criteria in
two rehabilitation programs. We performed a group consensus-seeking method, Technique
for Research of Information by Animation of a Group of Experts aiming to select prioritization
criteria, which combines an individual and a group phase. Experts of both programs selected
10 criteria during a group discussion to prioritize patients in their respective programs. A group
consensus method could promote a shared decision-making process between stakeholders to
develop a prioritization tool in rehabilitation settings.
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Background

Wait times are a common consequence of lim-
ited access to healthcare services that are observed
in a variety of rehabilitation settings such as home-
care or community services [1-4], outpatient hos-
pital-based departments [1,2,5] and rehabilitation
centres [1,6]. Patients who experience excessive
wait times can suffer significant consequences,
such as an increase of pain and impact on func-
tion, and deterioration in quality of life [2,7]. Con-
sequently, waiting lists should be managed as fairly
as possible to ensure that patients with greater or
more urgent needs receive services ahead of those
with less urgent need [8,9]. There is consequently
an urgent need to find solutions to improve access
to healthcare services, in contrast of a first-in first-
out method, a wait list management strategy only
based on a time-related criterion [10]. Patient pri-
oritization is the process of ranking in a certain or-
der based on various criteria [9,11], such as patient
needs. Rehabilitation service users have complex
needs characterize by several social and physic-
al factors related to their needs for care. It could
thus be a good strategy to help manage access to
healthcare and more specifically rehabilitation ser-
vices in a fair and equitable manner [4].

Patient prioritization has been a strategy com-
monly used to manage access among a variety of
healthcare services (e.g. cataract surgery, arthro-
plasty, children's mental health services) and in
many countries, such as Canada, Spain and New
Zealand [12-17]. Patient prioritization has also been
used in rehabilitation, such as home care [4,18,19],
hospital outpatient departments [5] and mental
health occupational therapy services [20]. Priori-
tization implies a decision-making process based
on criteria according to which patient prioritization
will be decided [21]. This process should thus be
performed using a rigorous process that considers
the various needs of the patients and evaluates
them in a valid and reliable manner using prioritiz-
ation tools carefully designed. However, as it is for
other settings, the few studies presenting patient
prioritization practises in a rehabilitation program
suggest that prioritization criteria are often not
standardized [4], not evidence-based [5,18] or only
based on individual clinical judgment [5,18,19]. The
lack of robustness of the prioritization criteria used
may represent a threat to its validity and useful-
ness, limiting the potential impact of prioritization
systems upon the equity of rehabilitation services
access.

The selection process of prioritization criteria is
a very important step because it leads to improve
reliability [19] and validity [22] of the prioritiza-
tion tools in which criteria are applied. In elective
surgery settings, prioritization criteria have been
selected through a series of a panel of experts
meetings, formed by surgeons, family physicians,
representatives from health research and adminis-
tration, users of healthcare services, and more [23-
25]. Some studies used a formal group consensus
technique to develop priority criteria, such as the
Delphi process method [26-28]. One study differs
from others where authors used semi-structured
interviews with surgeons to produce a set of cri-
teria [29]. MacCormick, et al. [30] performed a sys-
tematic literature review aiming to document the
priority scoring tools for elective surgery and what
different factors/criteria are in use. They found that
studies included generic criteria as well as specific
ones [30]. More precisely, patient prioritization cri-
teria among rehabilitation programs are usually de-
termined by informal and individual consultations
between clinicians within the program [5,18,19].
Eliciting criteria in rehabilitation settings becomes
a complex task because these are not always based
solely on the individual needs of patients, but may
also be influenced by other factors, such as funding
arrangements, specific aspects of the health service
and patient/group pressures [11]. Raymond, et al.
[18] showed the wide spectrum of criteria used in
a rehabilitation setting, as they identified 48 main
categories of criteria in prioritization tools used in
55 home care programs across Quebec. This high-
lights the importance of reaching a certain level of
consensus for the resulting criteria to be applicable
in practice and acceptable to the rehabilitation
stakeholders.

In fact, little is known about the individual and
group preferences for prioritization and there is a
need to explicitly compare criteria elicited by indi-
viduals and groups for prioritization in highly multi-
disciplinary contexts, such as rehabilitation, where
it is crucial to build a common vision. It would be
relevant to describe the process to generate priori-
tization criteria from an individual to a group per-
spective, in order to understand how stakeholders
can reach consensus about an organizational de-
cision. Connolly [31] argue that various “constitu-
encies”, defined as any individual who may influ-
ence an organization, have their own point of view
about the organization and they are all relevant to
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benefit the organization. Thus, the aim of our study
is to obtain a consensus about patient prioritization
criteria in two rehabilitation programs. The object-
ives are to describe individual preference about
prioritization criteria, report the group consensus
and to compare selections of criteria between an
individual phase and a group phase.

Methods
Study design and setting

We conducted a case study [32] in two rehabili-
tation programs embedded in the Centre intégré
universitaire de santé et de services sociaux de la
Capitale-Nationale in Quebec City (Canada) be-
tween January to December 2018. Case studies
allow for understanding dynamics in given set-
tings and members of two rehabilitation programs
agreed to participate in the study a driving evalu-
ation program (DEP) and a compression garment
manufacturing program (CGMP) for burn victims.

Description of the programs

The DEP offers a range of specialized rehabili-
tation services related to driving skills mostly to
outpatient patients with physical and intellectual
disabilities. A multidisciplinary team (n = 12) that
includes occupational therapists, driving instruct-
ors, a neuropsychologist, a social worker, a clinic-
al coordinator and a manager are involved in the
program. Referrals come from other rehabilitation
professionals who encounter driving-related prob-
lems with their patients. The clinical coordinator is
the person in charge of the wait list, and she uses
criteria to prioritize patients based on her experien-
ces, her clinical judgment and the referral motives.

The CGMP customizes compression garments
for burn victims during their inpatient or outpatient
rehabilitation. Mainly occupational therapists (n =
5) and tailors (n = 3) work together to fit the gar-
ment to patients’ needs. Plastic surgeons from
acute care hospital refer patients to CGMP after
their skin graft if they judge it is necessary for heal-
ing process. Other professionals from hospital set-
ting are in contact with the burn victims and par-
ticipate in the general rehabilitation process, such
as physiotherapists and nurses. A clinical coordin-
ator manages clinicians’ caseloads and ensures the
smooth running of the program. Three managers
are involved partly to supervise the teams, one for
acute care, one for multidisciplinary rehabilitation
and one for compression garment tailors. This pro-

gram already used an in-house prioritization tool
to designate a priority score to each patient wait-
ing for a compression garment. Occupational ther-
apists assign patient prioritization scores based in
this tool and they discuss with tailors to organize
appointments and garment delivery.

Both programs are located under the same
healthcare organization, which a group of institu-
tions that provides a wide range of healthcare ser-
vices to the population of the Greater Quebec City
region. The programs have been chosen because of
their long waiting lists and interests of stakeholders
to develop a new prioritization tool designed for
their clinical setting. We also chose one program
delivering services (driving evaluation) and another
customizing a product (compression garment).

Ethical considerations

Centre intégré universitaire de santé et de servi-
ces sociaux de la Capitale-Nationale Ethics Commit-
tee granted full ethics approvals (EMP-2017-587)
and Centre hospitalier universitaire de Québec-Uni-
versité Laval Ethics Committee approved the pro-
ject as well to probe service providers from their
institution. All participants signed a consent form
prior to participating which presented potential
consequences of the study. They were free to de-
cline the questionnaire invitation and to quit the
project whenever they wanted.

Participants

We recruited participants from each rehabilita-
tion program, such as patients, clinicians, coordin-
ators and managers. We aimed to recruit between
6 and 10 healthcare service providers and as many
patients from each rehabilitation program. Clinical
coordinators facilitated recruitment by targeting
potential participants within their program (pa-
tients, clinicians and managers). They first con-
tacted patients to ask if they were interested to be
contacted to receive more information about the
study. Then, we reached participants by phone to
give more details about the study and to explain
their contribution to the project. Inclusion criteria
for patient participants were to be 18 years of age
or older, to have physical disabilities, to be on the
waiting list or have received services from the pro-
gram in the past year and to speak French. We dir-
ectly contacted clinicians and managers by email to
explain the project and to obtain their consent to
participate. They were included in the study if they
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worked in the program for at least 6 months and
for a minimum of 3 days/week.

Procedure

A group consensus-seeking method named The
Technique for Research of Information by Anima-
tion of a Group of Experts (TRIAGE) [33] was per-
formed aiming to select prioritization criteria. This
technique aims to bring a group of informed stake-
holders (known as “experts”) to individually pro-
duce a set of options (known as “criteria”, in this
study), and then collectively seek consensus in the
selection of a subset of these criteria. The tech-
nique is thus a two-step process, which combines
a data production and collection phase, taking part
at the individual level, followed by a group consen-
sus-seeking phase. It differs from other consensus
methods, such as Delphi technique that implies
multiple consultations process and consensus re-
sults by a mathematical decision.

Individual data production: We sent a web-
based questionnaire using an online survey plat-
form (Lime Survey) (see Supplementary File 1 for a
copy of this questionnaire). The platform uses email
addresses to send the link to the questionnaire.
Participants must enter an invitation code provided
in the email to have access to the questionnaire. A

maximum of three invitation emails was sent if ne-
cessary, with one-week intervals. A research team
member (master student) designed the question-
naire, activated initial and reminder emails sending
and collected answers for analysis. The question-
naire aims to document individual patient prioritiz-
ation criteria that should be used in each program.
It included only one open-ended question asking to
suggest multiple criteria (between 5 and 10) that
participants considered most important for patient
prioritization. Sociodemographic questions were
included at the end of the electronic questionnaire.
Research team members tested a draft version of
the questionnaire for clarity and relevance. We
conducted an inductive thematic analysis of indi-
vidual answers obtained from an online question-
naire using analysis software (Dedoose). We first
familiarized with the data and then we generated
codes based on the recurrent themes (criteria in
our case). Individual answers of each expert were
coded and combined in a single set of criteria and
an external reviewer validated groupings of criteria

included in the set.

Group data production: Clinicians, coordin-
ators and managers of each program participated
in a group meeting (one for each program). We
explained the group consensus process and sum-
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Figure 1: Categories organizing criteria during TRIAGE group phase.
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marized the context of the project and the research
qguestion before discussions began. We divided a
wall space in six categories: “Memory”, “Group-
ing”, “Fridge”, “Vetoed”, “Rejected” and “Final
selection” (Figure 1). We put criteria under the
“Memory” section before the discussions started.
The aim was to sort all the criteria from the “Mem-
ory” category to the “Final selection” category. We
explained verbally all categories and all criteria to
ascertain the meaning of each as necessary.

A group moderator facilitated discussions and
moved criteria from a category to another. When
a criterion was unanimously considered relevant to
consider in patient prioritization, it was moved to

“Final selection” section. If the group considered a
criterion irrelevant, it was moved under the “Re-
jected” section. Under the “Grouping” category,
participants reorganized existing criteria by mer-
ging them, dividing them or adding one. Criteria
that could not be readily categorized were placed
to the “Fridge” to avoid time-consuming discus-
sions on a single criterion. If agreement on these
criteria could not be reached by the end of the
meeting, they were placed in the “Vetoed” section.
If necessary, external experts would discuss the
elements put under the “Vetoed” label after the
group activity regarding the inclusion or exclusion
of the vetoed criteria. All discussions were audio

Table 1: Sociodemographic and occupational information about provider participants.

Compression garment Driving evaluation
manufacturing providers (n =10)  providers (n = 8)
Age (years) Mean 45.8 44.8
SD 9.5 9.2
Sex Men - 1
Women 10 7
Workplace Rehabilitation center 8 8
Hospital 2 -
Program Acute care 2 -
Rehabilitation 4 8
Technical aids 4 -
Occupation Tailor 3 -
Manager 2 1
Driving instructor - 1
Coordinator 1 1
Clinician 4 5
Years of experience in Mean 21.2 19.8
occupation SD 9.0 10.3
Years of experience in Mean 12.7 4.6
program SD 8.9 4.0
Education/Area of Administration - 1
expertise Education and road - 1
safety
Fashion design 3 -
Neuropsychology - 1
Nursing 2 -
Occupational therapy 3 4
Physiotherapy 2 -
Social work - 1
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recorded in order to help subsequent analysis. The
aim of each group meeting was to obtain consen-
sus about selection of 8 to 12 prioritization criteria.

Analysis

TRIAGE method allows relevant results immedi-
ately upon completion of the session, which do not
require a sophisticated analysis [33]. As an integral
part of the method, group discussions enhance the
relevance of TRIAGE as they allow the participants
to form a collectively informed comprehensive
understanding of the phenomenon at hand while
empowering them to make choices, by opposition
to mathematical or researcher-dictated choices.
Criteria within the “Final selection” and “Vetoed”
categories are the primary results of the group ex-
ercise. We listened to audio recordings many times
to extract relevant discussions that could explain
the decision-making process and consensus choices
of prioritization criteria. We linked those quotes to
each criterion.

Results
Individual data production

We sent an email request to 24 rehabilitation
service providers and 20 patients. A total of 20
providers and 11 patients answered the electron-
ic questionnaire, which represents a participation
rate of 83% and 55% respectively. Table 1 shows
sociodemographic and occupational characteristics
of providers. We had a broad range of providers, as
clinicians, managers, coordinators and others such
as tailors (who prepare compression garments) and
driving instructors (who educate patients about

driving techniques). Table 2 presents sociodemo-
graphic characteristics of patients participating in
the study.

Figure 2 presents the 22 criteria proposed from
DEP stakeholders and the 27 criteria from CGMP
individually suggested by participants. We high-
lighted the fact that 8 criteria, presented in the
central space, were elicited from stakeholders in
both two programs.

Group phase

As some criteria were combined and modified
through stakeholders’ discussions during the group
phase, some others were put away to obtain a final
selection of prioritization criteria. In the DEP group,
8 experts narrowed the list of 22 criteria to a final
selection of 10 criteria to prioritize patients in their
rehabilitation program. In the CGMP group, 10 ex-
perts selected 10 criteria from the initial list of 27
proposed criteria. Table 3 shows the final criteria
selection by group consensus for each program.
Veto and Fridge sections were empty at the end of
the group meetings.

Group discussions in DEP led to a modification
of three criteria, “having children” to “parenting
responsibilities”, “degenerative aspect” to “degen-
erative disease” and “age” to “kid with disability as
passenger”. This group also created a new criterion
from discussions as they chose to prioritize patients
with ALS. For CGMP, they modified the criterion
“time since referral” to be more representative of
their context, i.e. “time since ordering garment”.
They also change wording of “hypertrophic scars”
into a more global criterion, i.e. “functional impact

Table 2: Sociodemographic characteristics of patients in each program.

Compression garment Driving evaluation
manufacturing patients (n = 5) patients (n = 6)
Age 30-39 1 2
40-49 3 1
50-59 - 1
60-69 1 -
70-79 - 2
Sex Men 1 4
Women 4 2
Waiting situation  On the waitlist - 2
Receiving services 4 1
Already received services 3

Déry J, Ruiz A, Routhier F, Marie-Pierre G, C6té A, et al. (2020) Identification of Criteria for Patient Prioritization in Two

Specialized Rehabilitation Programs: A Consensus-Seeking Method. Int J Healthc Syst Eng 2:004




Déry et al. Int J Healthc Syst Eng 2020, 2:004

e Page 7 of 15 e

Figure 2: Criteria sorted by individually based recurrences.

Table 3: Criteria selected by group consensus for each rehabilitation program.

Driving evaluation program

Compression garment manufacturing program

Accessibility to public transportation

Age

Amyotrophic lateral sclerosis (ALS)

Area of burns

Car condition

Degree of burns

Degenerative disease

Emplacement of burns

Kid with disability as passenger

First garment

Parenting responsibilities

Functional impact risks

Presence of a caregiver

Need for modifications/ repairs

Referral origin

Skin tone

Time since referral

Time since injury

Work/study

Time since ordering garment

risks”. From our results, we observed that criteria
repeated more often in the individual phase are
not necessarily those selected by group consen-
sus. For example, “referral motives” was excluded
from selection, but it was mentioned by 6 out of
14 stakeholders, as well as “functional or disability
level” that was proposed by 13 out of 31 stakehold-
ers from both programs. The opposite is also true:
some criteria chosen from group consensus were
only mentioned by less than 20% of stakeholders

in the individual phase, such as “car condition”,
“absence of caregiver” and “time since referral”
for DEP group, and “skin tone”, “need for modifica-
tion/repair” and “time since burn” for CGMP.

Motives of group decision

While participants discussed about which priori-
tization criteria are most relevant in their clinical
setting, those discussions helped to reach consen-
sus by modifying and combining terms. Participants
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of the DEP group agreed to choose a criterion under
the same label regarding the access of transporta-
tion alternatives for patients. One participant stat-
ed, “We can combine absence of a caregiver and
transportation alternatives, because in our pro-
gram, it’s kind of the same. As well as the geograph-
ical area where they live, because it has an impact
on accessibility of a transport.” Another participant
answered, “I think we can group it under the same
criterion, which is transportation alternatives.”

As shown in Table 3, participants of the DEP
group chose to include the condition of the user’s
car as a prioritization criterion. This choice means
that a criterion that was not recurrently mentioned
individually can still lead to a consensus selection. A
participant expressed, “We would prioritize some-
one who has an obsolete equipment or car, versus
a vehicle that is in good condition. So it's car condi-
tion, the criterion.” Another participant confirmed,
“Yes, the person who has an obsolete adapted car,
he will get services before the others.”

A criterion was first seen as unusual and was
initially proposed by only three participants, but
seemed to reach consensus after the group ses-
sion. Two participants discussed, “Skin tone is very
important, it's unavoidable.” “We prioritize based
on skin colour?” “It is proven in the literature,
they have more risks of hypertrophy. It is clearly a
personal factor that could accentuate skin hyper-
trophy. So, skin tone is the real term that we need
to use to prioritize patients.”

Participants of CGMP group discussed deeply
about time-related criteria, and they finally reached
consensus to include two distinct criteria which are
time since burn and time since ordering the gar-
ment. Two participants argued, “Time since burn
and time since referral are not the same. | think we
need to include them.” “Time since referral, is it re-
lated to the date of our referral or the one from the
surgeon?” “It is the date when we sent the order
form, because the date that we receive the referral
from the surgeon is not linked to the needs of the
patient. So, we need to change the term, it is time
since ordering the garment.”

Discussion

Identification of prioritization criteria is an im-
portant step, if not the most important, regarding
prioritization decisions [21]. This choice of prioritiz-
ation criteria is a complex task [11] that should be

performed through a valid method taking into ac-
count a broad range of perspectives [5,18,34]. The
goal of our case study was to obtain a consensus
about patient prioritization criteria in two rehabili-
tation programs.

In our study, we performed the TRIAGE meth-
od, which allowed stakeholders to discuss and
reach consensus regarding prioritization criteria for
rehabilitation programs. We asked a group of ex-
perts to produce a list of criteria that can be used
to prioritize patients in their respective rehabilita-
tion program. We found that criteria elicited from
an individual level can greatly differ from a group
consensus level and that group consensus is useful
to overcome individual differences. Repetitions of
a criterion in the individual phase do not necessar-
ily guarantee of a selection in group sessions. Dis-
cussions generated addition, suppression, combin-
ation and division of criteria, producing criteria that
were shared and accepted by the groups.

There are many consensus methods used in
healthcare research, main ones are Delphi tech-
nique, nominal group technique, consensus de-
velopment conference and RAND/UCLA [35].
Studies describing development of prioritization
criteria have mostly used Delphi techniques [26-
28]. TRIAGE differs from these methods, because
it allows participants to combine an individual data
production to a face-to-face group discussion in
order to reach a consensus. The biggest strength
of this technique is that it allows constituencies to
discuss about their own vision - in our study, this
led to discussions about which criteria are most
relevant for patient prioritization in each program.
As mentioned by Lamontagne, et al. [36], despite
the fact that there is no empirical evidence that
this technique is more valid or beneficial than other
consensus-building techniques, we believe that the
discussion phase of the method generates results
that could be more acceptable for all participants
and that could increase adherence to the prioritiza-
tion tools to be developed.

Our results show that in each of our two cases,
these discussions led to a common vision about
prioritization criteria. Participants of neither group
used the “Veto” and “Fridge” sections, which mean
that they were able to reach a final selection of cri-
teria facilitated by the consensus process. Group
sessions promoted sharingideas about the question
of prioritization that one could have not thought
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during the individual questionnaire. Our groups
were heterogeneous, having clinicians, managers,
clinical coordinators, and a variety of professions
represented. Thus, it is normal that each stakehold-
er did not have the same vision about an organiz-
ational question. This could justify the use of face-
to-face group discussions in order to compare each
vision and to stimulate different points of view,
because participants could explain their points of
view and argued their choice to other participants.

Each group chose 10 criteria, and two of those
are similar between groups, but not identical. Both
groups selected time-related criteria, i.e. “time
since referral”, “time since injury” and “time since
ordering garment”, and an age-related criterion,
i.e. “kid with disability as passenger” and “age”.
Except those, all other criteria were different and
specific to their respective services provided or
users of the program. These results are consistent
with other findings in elective surgery settings [30],
having more tools with specific criteria and that
they are mainly determined through consensus
methods. Hadorn and colleagues [21] differenti-
ated priority on the basis of clinical and non-clinic-
al factors, because they stated that clinicians take
non-clinical factors, such as age, patients’ ability
to work, to provide care to dependents or to live
independently, into account when determining
relative priority on waiting lists. Participants of our
groups selected clinical criteria, such as ALS, degen-
erative disease or burn injury. As an example, in the
context of driving evaluation services, criteria relat-
ed to degenerative conditions, such as ALS, were
emphasized by participants because of the rapid
loss of dependence to driving. Non-clinical criter-
ia, such as parenting responsibilities, presence of a
caregiver and age were mentioned by participants.
Thus, we can find some similarities between patient
prioritization criteria, even if these are not exactly
the same from a tool to another. These findings can
benefit future development of patient prioritiza-
tion tools by suggesting to include generic, specific,
clinical and non-clinical criteria.

Few studies focus on the identification of pri-
oritization criteria in rehabilitation settings. Most
prevalent referral prioritization criteria for home
care occupational therapy (OT) related to client’s
situation were pressure sore, palliative care, falls,
safety risk, problems with activities of daily living,
discharge from hospital requiring OT intervention,

caregivers, transfers and risk of institutionaliza-
tion [18]. Mifflin and Bzdell [37] developed a pri-
oritization tool to help physiotherapists working
in remote areas managed their caseloads, so they
set a priority order based on 7 main client groups
treated by physiotherapy services (e.g. inpatients,
paediatric clients, clients at risk of falls, orthopaed-
ic conditions, chronic conditions). They performed
a literature and guidelines reviews, and interviews
with physiotherapists working in remote areas [37].
Heasman and Morley [20] proposed prioritization
protocols with 12 criteria to promote efficient and
effective allocation of mental health occupation-
al therapy resources. Criteria elicited in this study
were very specific to mental health services, such
as aggressive behaviour, non-accidental self-injury
and problem-drinking. However, generic criteria
are also used, such as having problems with activ-
ities of daily living and problems with occupation
and activities. These findings corroborate our own
results related to specific and generic criteria to pri-
oritize patients in rehabilitation settings. Altogeth-
er, these studies showed that prioritization criteria
used in clinical rehabilitation settings are different
from one setting to another. Some are worth taking
more into consideration for common use such as
criteria related to age, to functional problems and
to caregivers, as these seem to be used in the ma-
jority of prioritization processes.

An effort to base prioritization criteria on a ro-
bust process, such as literature review and consul-
tation with stakeholders, increase the validity of
prioritization tools and improve equity of access
to services [18]. Raymond, et al. [18] showed that
consultations of the scientific literature or service
users are lacking parts in the development process
of prioritization tools in home-based occupational
therapy programs. However, studies mentioned
previously [20,37] performed literature reviews
and then interviews or focus groups to elicit criteria
through consultations with physiotherapists or oc-
cupational therapists. The variety of methods used
to identify prioritization criteria and to develop pri-
oritization tools in rehabilitation setting suggests
that these processes are unclear and not standard-
ized. We can contrast these findings with other
studies that took place in elective surgery services
for example, where development processes tend
to follow clearer steps, such as literature reviews,
Delphi consultations with surgeons and general
physicians, and quality assessments of the prioritiz-
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ation tools [22,28,38,39]. Studies reporting evalu-
ation of these tools demonstrated generally good
reliability and validity [38,39]. No similar study has
been performed in rehabilitation settings, so there
is an urgent need of evidence to support develop-
ment processes in order to have valid and accepted
prioritization tools improving equity of access in re-
habilitation programs.

We acknowledge that our study has some limits.
First, results about criteria used may not be gen-
eralizable because there are based only on case
studies in two rehabilitation programs and that
the sample may be small, especially regarding the
group of patients. Second, we cannot state, with-
out any doubt, that criteria selected represent all
stakeholders’ perspective because some might
have not expressed their perceptions by fear of
judgment or other reasons. In fact, we did not ana-
lyze group dynamics during group data collection,
and these can surely impact participation of all ex-
perts. It is also difficult to support that TRIAGE is
the best technique to identify prioritization criteria.
More studies are needed to document and to de-
tail the development process of prioritization cri-
teria in rehabilitation programs. Third, a literature
review prior to stakeholders’ consultations could
have benefitted the criteria identification pro-
cess. However, this study represents a first step of
many more towards the development of a shared
decision-making process to rally differing perspec-
tives concerning patient prioritization criteria and
tools in rehabilitation settings. We acknowledge
that a larger consultation with multiple stakehold-
ers about prioritization, including patients and lay
people, would provide a better insight of waiting
list management in specialized healthcare settings.

Conclusion

Identification and selection of patient priori-
tization criteria in rehabilitation settings can be a
complex task. A consensus method could be a rel-
evant technique to facilitate this decision in multi-
disciplinary teams, such as rehabilitation programs.
We highlight the fact that criteria differ between
rehabilitation programs because most are specific
to the services offered, but some similarities in gen-
eric criteria exist and must be taken into account in
prioritization processes. Further research is need-
ed in similar and different settings to validate our
findings in order to standardize prioritization prac-
tice and to promote fair and equitable access to re-
habilitation services.
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Usagers PEECA - Priorisation
Bonjour,

Ce bref questionnaire est une étape préliminaire de votre participation au projet de recherche "Exploration des
déterminants de I'implantation d’un outil d’aide a la décision au sein de programmes de réadaptation". Cette
premiere étape permet de recueillir individuellement vos perceptions par rapport aux critéres de priorisation des
usagers au sein du programme de réadaptation ciblé. Par la suite, vous serez invités a participer a un groupe de
discussions afin d'obtenir consensus sur ces mémes criteres de priorisation.

Il'y a 5 questions dans ce questionnaire
Caractéristiques sociodémographiques

Quelgues questions pour avoir une idée des caractéristiques des répondants

Quel est votre genre?

Veuillez sélectionner une seule des propositions suivantes:
() Homme

() Femme

Quel est votre groupe d'age?

Veuillez sélectionner une seule des propositions suivantes:
(119 ans et moins

()20-29 ans

()30-39.ans

() 40-49 ans

D 50-59 ans

() 60-69 ans

()70-79 ans

I[:'l 80 ans et plus

Parmi les énoncés suivants, lequel correspond a votre
situation?

Veuillez sélectionner une seule des propositions suivantes:

() Je suis en attente de services au programme d'évaluation et d'entrainement a la conduite
automobile (PEECA)

(e recois actuellement des services au programme d'évaluation et d'entrainement a la
conduite automobile (PEECA)

() rai recu des services du programme d'évaluation et d'entrainement a la conduite
automobile (PEECA)

Critére de priorisation
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Dans cette partie du questionnaire, nous vous demandons de dresser une liste de critéres qui
devrait étre utilisé pour classer en ordre de priorité les usagers dans le programme d'évaluation
et d'entrainement a la conduite automobile (PEECA). Cette liste peut inclure des critéres liés a la
personne (ex.: age, genre), a sa pathologie (ex.: degré d'atteinte, douleur, niveau de dépression), a
son fonctionnement

(ex.: niveau d'incapacité, capacité a marcher) ou a toute autre dimension que vous jugez pertinente
(ressources du milieu, contraintes organisationnelles et légales, autre)

Selon vous, sur quels critéres devrait-on se baser pour prioriser les usagers en attente de services au
PEECA? Veuillez en identifier entre 5 et 10.

Veuillez écrire votre(vos) réponse(s) ici:

Avez-vous d'autres informations ou commentaires dont vous
aimeriez nous faire part?

Veuillez é
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L'équipe de recherche vous remercie de votre participation! Vous recevrez prochainement par courriel une invita-
tion pour le groupe de discussions.

Sl vous avez des questions ou besoin d'informations complémentaires, vous pouvez joindre Julien Déry, étudiant
chercheur, par courriel (julien.dery.4@ulaval.ca) ou par téléphone au (418) 529-9141 poste 6179.

Envoyer votre questionnaire.

Merci d'avoir complété ce questionnaire.
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