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ABSTRACT 

Aim: This WHO study, carried out by the authors, aimed to develop and field 
test an instrument to assess the availability of structures and mechanisms for 
managing quality in primary care in countries in transition. 

Methods: The instrument is based on a literature study, consensus meetings 
with experts and observations in the countries. It consists of three parts: a semi-
structured questionnaire on national policies and mechanisms; a pre-structured 
questionnaire for general practitioners (GPs); and a pre-structured questionnaire 
for use with managers of primary care facilities. The instrument has been field 
tested in 2007 in Slovenia and Uzbekistan.  

Results: In Slovenia leadership on quality improvement was weak and local 
managers reported little incentives and resources to control quality. There was a 
lack of external support to quality improvement activities. Availability and use 
of clinical guidelines for GPs were not optimal. GPs found teamwork and 
communication with patients insufficient. In Uzbekistan, primary care quality 
and standards in health centres were extensively regulated and laid down in 
numerous manuals, instructions and other documents.  Managers, however, 
indicated to need more financial and non-financial means for quality 
improvement and they wanted to know more about modern health care 
management. GPs reported to be strongly involved in activities, like peer review 
and clinical audits and to frequently use clinical guidelines.  
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Overall, the information gathered with the provisional instrument has resulted 
in policy recommendations. At the same time the pilot implementations resulted 
in improvements of the instrument. 

Conclusions: Application of the instrument helps decision makers to identify 
improvement areas in the infrastructure for managing the quality of primary 
care. 

 

 

How this fits in with quality in primary care 
 
What do we know? 

The trend to improve the quality of care at primary care level results from the general need for more 
cost effective health services. In most countries, quality assessment is much less advanced in primary 
care than in the hospital sector. Although many primary care providers are anxious to keep up to date, 
the lack of explicit procedures and monitoring mechanisms hamper to have an overview. 

 
What does this paper add? 

This paper presents first results with an instrument to assess structures and mechanisms for Primary 
Care quality assurance. The instrument allows countries – especially those in transition - to take a 
snapshot of their Primary Care quality assurance infrastructure and, on the basis of the results, to take 
proper action. 

INTRODUCTION 
Health care systems should have in-built mechanisms that allow a monitoring of the quality 

of services provided.1;2. Policy objectives to improve the quality of care result from a more 
general requirement that health systems need to be cost-effective.3;4 Strong primary care 
(PC) is supposed to enhance the cost-effectiveness of the system as a whole. Strong PC 
refers to easy access to first contact services, a comprehensive supply of curative, preventive 
and rehabilitative services, continuity of care and coordination with other PC providers and 
with other levels of care.5-9  

Many studies have pointed to strong variation in the quality of PC services and in providers 
keeping to prevailing standards.10;11 Since PC is usually delivered in small and relatively 
independent units, quality assurance is more difficult to organize.12;13 In developing health 
care system ‘quality awareness’ is usually low and mechanisms for maintaining and 
improving health care services not well developed. The development of a strategy on quality 
and the implementation of mechanisms to routinely provide feedback information on the 
quality of facilities and health services is often part of health sector reforms in these 
countries14 

The WHO Regional Office for Europe  
The World Health Organization Regional Office for Europe supports Member States to 

strengthen their health systems.15 This World Health Report 2008 urged countries to act on 
evidence that access to PC services forms the core of appropriate health care systems.16  
Individual Member States are supported to develop, among other things, strategies and 
mechanisms for systematic quality improvements by means of Biennial Collaborative 
Agreements (BCAs). WHO’s initiative to the instrument presented in this paper fits well into 
this policy. Box 1 provides background information on the PC mission of WHO Europe. 
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[BOX 1] 

Objective 
This article aims to describe how an instrument to assess strategies and mechanisms for 

quality assurance of PC staff and services has been developed and to present the results of a 
test of the tool, in Slovenia and Uzbekistan.  

METHODS 

Study design 
A full description of the study design and development process of the instrument have been 

reported elsewhere.17-18 This section therefore provides a summary. 
The study was performed in 2007/08 and started with a literature  review to identify key 

functions and existing instruments to measure quality management in PC. This resulted in a 
typology and checklist   for quality improvement policies and activities. The  results were 
discussed in a meeting with 14  policy makers from Ministries of Health from five countries, 
researchers from NIVEL, and representatives from WHO.  Participants validated the initial 
ideas and provided the researchers with country specific information. The next step was the 
development of the draft instrument, consisting of three questionnaires (one for the national 
level; one for managers in PC and another for general practitioners (GPs) ). The draft was 
revised after the researchers had visited the countries selected for the pilot implementation. 
The questionnaires were translated into the Slovenian and Uzbek language. The fieldwork, 
jointly coordinated by a local coordinator and the researchers, included the sampling 
procedure, training of field workers, distribution and recollection of questionnaires and the 
organisation of data entry. Analysis and reporting were carried out by the research team in 
the Netherlands, containing results, experiences with the instrument and recommendations 
for its future use.17-18 At an international review meeting, organised by WHO, 34 primary 
care experts (e.g. researchers, policy makers from Ministries of Health, academicians, 
consultants, etc.) from 14 countries discussed the provisional results and evaluated the 
instrument.  

Countries and regions for the pilot 
The pilot study took place in Slovenia and Uzbekistan. In Slovenia, the capital Ljubljana 

and the relatively  rural region of Gorenjska were selected because these were expected to 
contrast. In Uzbekistan, the provinces of Fergana, Syrdarya and Tashkent (excluding the 
capital) were appointed as pilot areas because these were in different stages of PC reform.  

Sampling and data collection strategy 
Details of the study population and data collection are summarised in table 1. 
In Slovenia the directors of PC units and the heads of family physicians in the PC facilities 

were included as managers. GPs were recruited both from public and private practice. In 
Ljubljana city as well as in Gorenjska the total population of managers and GPs were 
included. Advised by the local counterparts, questionnaires were distributed by post, 
followed by telephone reminders. 

In Uzbekistan, the target population of managers were the deputy head district doctors. All 
managers were included.  The population of primary care physicians included GPs who had 
completed a retraining programme as well as doctors who had not. In the provinces 
mentioned, random samples were drawn from alphabetic lists of GPs. To have about equal 
numbers in each region, in Fergana a 20% sample was drawn; in Syrdarya and Tashkent 
50% samples. GPs received a questionnaire and a sealable envelope via their manager. The 
freedom to participate and confidentiality were stressed.  

To answer the national level questionnaire, in both countries panels of experts were formed, 
consisting of representatives from the Ministry of Health and stakeholder groups (like 
medical associations, health insurers and academicians). 
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[TABLE 1] 

Data processing and analysis 
For data entry SPSS Data Entry Station version 3.0.3 was used. The programme was 

installed and explained to local staff responsible for data entry. For analysis SPSS version 14 
was applied.   

The Primary Care Quality Management Instrument (PCQmI) 
For quality management to be embedded in health care systems, various functions, related 

to different parties, need to be activated, such as2;4: stewardship or governance; advocacy; 
facilitation and advising; implementation; teaching and training; monitoring and evaluation; 
research; communication among stakeholders. The PCQmI has focused on the state of 
institutionalisation of these functions in PC systems. It aimed to identify the currently 
available structures in a country and possible areas of improvement and, thus, enable 
decision makers to set priorities for further development of quality systems in PC. The 
instrument focused on different levels in the health care system: regulation and structures at 
the national level, the management of PC facilities and the providers of care: the physicians 
in PC. Table 2 shows for each questionnaire the topics that were addressed, 

[TABLE 2] 

Experiences with the Instrument 
The questionnaires have been revised as a result of experiences and feed back during the 

field tests and comments made by the experts in the Copenhagen meeting organised by 
WHO . In general, questions have become more factual. The character of the national level 
questionnaire was drastically changed into a template for a background document. These 
backgrounds were to be prepared by a small panel of experts, and subsequently discussed in 
a national validation meeting. Questionnaires for managers and GPs have been reduced in 
size. Furthermore, it was advised to improve the sensitivity of  the instrument by 
supplementing it with additional documents inspection and site visits.  

For reasons of comparability between countries and within one country over time, the 
importance of uniformity was stressed. However, to allow for local priorities, an optional 
variable annex to the generic core of the instrument would strengthen its applicability.  

RESULTS OF THE PILOTS 

Slovenia 

Response 
Out of 17 invited experts, 10 effectively filled in the national level questionnaire, and only 

5 of these participated in the consensus meeting. Among the included and approached 
managers about half completed the questionnaires (9 in Ljubljana and 5 in Gorenjska). On 
average, managers in Ljubljana had been working in this position  for 27 years; in Gorenjska 
for 13 years.  

The response among GPs was low. Only 63 GPs in Ljubljana returned the questionnaire 
(48%) and 18 in Gorenjska (26%). Three quarters of the GPs were female. The average age 
in both areas was around 47 years. About three quarters of the GPs, both in Ljubljana and 
Gorenjska, had completed a postgraduate training in family medicine. On average, the GPs 
had well over 20 years of working experience, most of the time at the place  they were 
currently working. 
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 [TABLE 3] 

Quality assurance in Slovenia: national level 
 Table 3 provides an overview of main results on the national level based on opinions of PC 

experts.   
Quality assurance was not a priority in PC in Slovenia. At different levels, leadership and a 

clear vision on maintaining and improving quality of services was lacking. Legislation was 
proceeding slowly. At the time of the study three laws related to quality in health care were 
pending. The system was not prepared for accountability, illustrated by the rare use of 
external quality assessments commissioned by the Ministry of Health; low use of available 
public health data; and lacking supervision on complaint procedures. Beyond the formally 
arranged inspection and supervision in health care, supervision of quality in PC was 
fragmented and poorly coordinated. The continuing medical education (CME) system was 
based on credit points, and not driven by the educational needs of physicians. Access to 
guidelines and protocols could be improved. Independent guidelines were for sale only. 
Those provided by the pharmaceutical industry were for free, but less suitable for use in PC. 

[TABLE 4] 

PC managers in Slovenia 
Table 4 provides a selection of proxy indicators for managers in both pilot areas in 

Slovenia.  
Annual quality reports were unusual. There was a low use of formal quality assessment 

instruments, particularly in Ljubljana, such as attestation of physicians, voluntary 
certification and accreditation, and mandatory licensing of physicians or nurses and 
organisations. Internal assessment mechanisms, such as routine inspection of medical files 
were not generally applied in all centres. In contrast to managers in Gorenjska, those in 
Ljubljana generally rated the conditions and means available for quality improvement as 
insufficient. In both regions human resources management was insufficiently suited to 
quality improvement. Only a minority of the managers (20% in Ljubljana and 40% in 
Gorenjska) reported to offer staff training for quality improvement, to use personal 
development plans and to monitor job satisfaction of staff. Managers agreed with the 
statement that a more positive attitude of staff towards innovation was needed. Protocols and 
guidelines were not generally implemented; only in about half of the centres. Managers 
expressed their intention to invest in further implementation, and to update obsolete 
procedures. However, they reported to be confident that patients were treated according to 
the latest professional evidence.  

Slovenian GPs 
A selection of indicators concerning GPs in Slovenia are shown in table 5. GPs were more 

involved in ad hoc forms of quality improvement, than in structured and formalised 
procedures. Clinical guidelines were not optimally used. A coordinated approach was 
missing in the production of clinical guidelines. GPs  were positive about CME courses, 
stating that these helped them to provide better care to their patients. About 75% of the GPs 
in both regions saw opportunities to improve teamwork and cooperation within PC, for 
example with nurses, as well as in the interface with secondary and tertiary care. GPs widely 
acknowledged that the motivation of health care workers to improve the quality of care left 
to be desired and that better incentives would help to change the situation. 

Recommended improvements in Slovenia 
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Although the main aim of the pilot was to test the implementation of the instrument, the 
results give rise to suggestions for decision makers. The recommendations listed in Box 2, 
have been formulated by the authors on the basis of the results of this pilot application and 
their experience with primary care development in countries in transition. 

[BOX 2] 

Uzbekistan 

Response 
All 11 invited experts, effectively participated in the national consensus meeting. All 40 PC 

managers in the three provinces responded by filling the questionnaire (16 in Fergana, 9 in 
Syrdarya, 15 in Tashkent). Most of them were male and had been working in this position 
and this centre between 10 and 20 years. In the densely populated Fergana province, more 
than two thirds of the managers worked in inner city or suburban areas, while in Syrdarya 
three quarters were working in suburbs or small towns and in Tashkent region 60% in rural 
areas. The response among GPs was close to 100% and amounted 106 GPs in Fergana, 97 in 
Syrdarya, and 103 in Tashkent. Overall, 42% of the GPs were male and 58% female. The 
average age of the GPs was 44 years. Most GPs had completed a retraining course in family 
medicine. Since GPs were relatively new in Uzbek PC, respondents had little experience as a 
GP, but much more as a paediatrician or therapist.  As the introduction of GPs in PC started 
in the countryside, the large majority of GP respondents were working in rural practice. 

 

Quality assurance in Uzbekistan: national level 
Table 3 provides an overview of main results on the national level based on opinions of PC 

experts.  With donor support, quality improvement in PC was an explicit national priority. 
Many laws, decrees and orders dealt with the improvement of (primary) health care services. 
Reforms also aimed to improve health care management. The Evidence Based Medicine 
Centre was in charge of the development and implementation of a programme for clinical 
guidelines in PC. The final responsibility for the quality of PC was with the Ministry of 
Health, but within this ministry responsibilities seemed to be fragmented. The position of 
non-governmental organizations (NGO’s) in health care matters seemed to be weak. 
Promoting patient-centred care was not a policy priority. Major topics in the Law on 
Patients’ Rights were compliant procedures, patients’ informed consent and patients’ access 
to their medical files.  

PC managers in Uzbekistan (see table 4) 
The availability of quality related documents (e.g. mission statements, or budget 

specification) was clearly better in Fergana than in Syrdarya or Tashkent. Internal 
assessment was fairly practised. In all three provinces 50 to 75% answered to use evaluation 
reports, internal medical audits, GP peer review, and quality improvement committees. 
Patients’ needs were infrequently monitored. 

Availability of internal resources for quality assurance, such as management information, 
support and incentives, seemed to be best in Fergana, followed by Syrdarya. In Tashkent 
most managers found these resources to be insufficient. Furthermore, the managers indicated 
to need more support for quality improvement and more modern management information 
and skills. Managers found the attitude of health care staff towards innovation to be an 
obstacle for quality improvement.  

Uzbek GPs (see table 5) 
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GPs were confident that treatment of patients was in line with the latest evidence, while 
managers were more reserved at this point. GPs, especially in Syrdarya and Fergana, 
reported to be highly involved in formal and informal quality improvement activities. In 
Fergana and Syrdarya clinical guidelines were generally used, while in Tashkent some 
improvement seemed possible. Like the managers, the GPs found CME courses to positively 
contribute to the quality of care. GPs were more strongly convinced than their managers that 
they spent sufficient time to keep up to date. GPs in general expressed the intention to 
improve many aspects of their clinical work, such as diagnostics, and drug prescriptions, but 
they found the style of management to be punitive rather than stimulating. 

[TABLE 5] 

Recommended improvements in Uzbekistan  
Recommendations made by the authors to improve PC quality management in Uzbekistan 

are listed in Box 3.  

[BOX 3] 

DISCUSSION 

Evaluation of the implementations 
The involvement of committed counterparts and local experts turned out to be crucial for a 

successful implementation of the instrument. The surveys had a wider impact than just 
collecting data. The introduction of the activities at central, regional and local level implied 
information transfer and raising awareness on issues of quality in PC. The more intensive the 
approach and the more personal the surveys were introduced, the stronger this effect has 
been. Several data collection methods can be identified for the surveys: postal or personal; 
via the lines of management or parallel. Whichever method is chosen depends on available 
resources and local circumstances.  

A deliberate choice of pilot areas is important. Preferably, these should be contrasting in 
variables the instrument aims to measure; for instance in the stage of health care reform or 
because of different provision of PC services. The formulation of differences between 
regions may serve as a reference for the interpretation of results and offer a starting point for 
follow up activities. 

Limitations of the pilot 
The instrument relies on self reports, rather than on direct observations or registrations. The 

draft instrument was revised to reduce the likelihood of bias as a result of a positive 
answering tendency. The acceptability of the instrument influences the response rate. This 
was relatively low in Slovenia, which could have two reasons. Firstly, physicians were 
approached by postal questionnaires, whereas in Uzbekistan a more personal approach was 
used. Secondly, independently practicing physicians have more freedom to reject an 
intervention, compared to physicians practicing in a command-control system, such as in 
Uzbekistan. To compensate for possible low response rates, which was the case in Slovenia, 
additional observations, and interviews have been included in the revised instrument. 
Furthermore, it should be stressed that the instrument is not about quality of care itself or 
quality indicators. Since follow up of the formulated recommendations is still to come in 
both countries an evaluation of this process is missing in this paper.  

Application of the Instrument  
The instrument aimed to get insight in available strategies and mechanisms on quality 

assurance and the way managers and practitioners are dealing with quality assurance. Since 
this varied information is not readily available, especially not in countries in transition, the 
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questionnaire method was considered to be the most appropriate approach. The use of 
surveys implemented by national counterparts, discussed and completed by a diverse 
stakeholders furthermore had the advantage to raise awareness on the importance of quality 
management. In a relatively easy way the surveys also produce information that allow 
decision makers to identify areas of improvement. The involvement of stakeholders may 
strengthen their commitment related to quality management in PC. The catalysing role of 
WHO in this process is essential to move this process forward. Together with national 
authorities and stakeholders workshops and conferences are organised to disseminate results 
and transfer expertise for follow up.  

The pilots will result in a new revised  version of the instrument, that in the future can be 
implemented in other countries. Implementation in new countries can take place in the 
context of a BCA between the respective Ministries of Health and WHO. 

CONCLUSION 
Application of this new instrument in the context of WHO country activities can serve 

decision makers to identify areas of development in assuring the quality of PC services. 
Applicability can be enhanced by tuning the generic instrument to the local situation before 
use. 
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BOXES AND TABLES 

Box 1: WHO Europe supporting countries in transition in the development of PC 
systems 

• Country work: WHO supports 53 
Member States to strengthen their 
health care system. 

• Health system approach: Since 
2000, WHO has an increased 
focus on health systems; PC is a 
focal point in health system 
reforms. 

• Advocate for evidence-based 
policy: WHO aims to provide 
policy makers in health care with 
evidence as the basis of decision 
making. 

• Collaborating Centre for Primary 
Care: WHO commissioned its 
Collaborating Centre NIVEL to develop a tool to assess the availability of QA 
strategies and mechanisms in PC.  

• Biennial collaborative agreements (BCA): A BCA is a joint agreement between a 
ministry of health and WHO Europe. In their BCAs with WHO for 2007-8 
Slovenia and Uzbekistan expressed the intention to prioritize PC quality 
management. As a consequence the PC Quality Management Tool was pilot 
tested in these two countries. The final version of the Tool can be implemented in 
any Member State. 
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Box 2: Areas of possible improvement for  PC quality management in Slovenia 
• Development of leadership and clinical governance at national level by 

establishing the planned National Institute for Quality improvement and 
empowering the Department on Quality in the Ministry of health 

• To improving the legislative basis for quality assurance by speeding up pending 
laws  

• Development of a national platform consisting of the Ministry of Health and 
stakeholders to launch a national approach for structured quality assurance at 
primary level 

• To modernise the management in primary care; including education of managers; 
improved management information and the introduction of quality procedures and 
routines 

• Implementation of national measures to strengthen the position of patients; 
including uniform complaint procedures and a patient charter  

• Innovation towards an independent system of CME driven by needs for 
knowledge and skills; creating incentives for periodical assessments 

• To promote the use of computers for medical information and expertise, clinical 
record keeping and practice based research 

• Coordinated approach to the development and proliferation of GP clinical 
guidelines  

• To develop human resources management in primary care, including regular job 
evaluation interviews, personal development plans and increased efforts on staff 
training 
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Box 3: Areas of possible improvement for PC quality management in Uzbekistan 
• Further developing and implementing a model for comprehensive primary care 

services in cities  
• Reducing the monopoly of the government in the health sector by recognising the 

roles of NGO’s in laws and in health policy development  
• Supporting the role of managers at the primary level, by training them in modern 

management techniques, implementing management information systems and 
providing them with necessary resources 

• Improving clinical information and medical record keeping among GPs by 
systematically introducing computers in primary care facilities 

• Continuing with the coordinated development, updating and dissemination of 
clinical guidelines for GPs and realize the acceptance of guidelines 

• Actively involving patients in the provision of primary care services by systematic 
monitoring patients’ needs and satisfaction and developing service norms in 
primary care  

• Modernising continuing medical education by introducing modern teaching 
methods and relate the supply of courses to the educational needs of the users 

• Developing Human Resources Management in primary care, including regular job 
evaluation interviews and personal development plans 
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