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Abstract

Context: Quality Assessment Frameworks (QAFs) are essential in monitoring progress in the primary health care (PHC) system.
Different QAFs are used in countries to assess PHC quality.
Objectives: This study aimed to review and compare the QAFs and highlight the most frequent quality indicators and dimensions.
Methods: This state-of-the-art review was conducted on PHCQAFs. Required data were collected through search in Scopus, Web of
Science, and PubMed databases, World Health Organization and World Bank websites, and Ministry of Health websites up to January
2022. The main keywords were quality, “primary healthcare”, PHC, “primary care”, “primary health services”, “basic healthcare”, as-
sessment, evaluation, monitoring, measurement, improvement, indicator, OR index, pattern, framework, and model. Comparative
tables were used to compare the defined quality dimensions (QDs) and quality assessment indicators (QAIs).
Results: Finally, 14 PHCQAFs were retrieved, containing 94 QDs and 785 QAIs. Three PHCQAFs were proposed at the international level
and others at the national level. Accessibility, coordination, and safety were the most frequent QDs, and QAIs related to smoking,
alcohol and substance abuse, diabetes care, vaccination, chronic heart disease care, respiratory/infectious disease care, hyperten-
sion care, population coverage, community participation, customer satisfaction, maternal and child health, adverse event, health
information management, staff empowerment, referral system, and patient rights were the most frequent among PHCQAFs.
Conclusions: The current study illustrates the similarities and differences between PHCQAFs and highlights important QDs and
QIs in PHC. Also, it provides a ready way for health policymakers to address key quality aspects that can help countries accelerate
progress in the quality of PHC.
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1. Context

According to the official declaration of the 30th World
Health Assembly in 1978 (the Almaty Declaration), the lead-
ing social goal of governments and the World Health Or-
ganization (WHO) should be to achieve a level of physical,
mental, and social health for all people (1). Primary health
care (PHC) was introduced as a method to achieve health
for all (HFA) in 1978 (2). Achieving HFA must be accompa-
nied by high-quality health services (3, 4). Also, the Astana
Declaration is a recent milestone highlighting the quality
of care at the PHC level (5). Quality of care is one of the
most critical and global challenges facing health systems,
especially at the PHC level (3, 6-8). The solemn responsibil-
ity of health policymakers and managers is the PHC qual-

ity assurance and improvement (9, 10). The quality of PHC
is a priority in fragmented and pluralistic health systems,
which are common in low and middle-income countries
(LMICs) (11). In the past decades, quality has become a tool
for improving the effectiveness of services, especially in de-
veloping countries, and extensive activities have been con-
ducted to assess the quality of PHC (12).

Quality assessment is the first step in improving ser-
vice quality (13). Because a multidisciplinary team pro-
vides the primary care (PC) services, quality assessment
at the PHC level is more complicated (11, 14). The perfor-
mance of each individual and the relationship between
them and customers affect the overall PHC quality (11).
International organizations such as WHO and Organiza-
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tion for Economic Co-operation and Development (OECD)
encourage countries to assess the performance of their
healthcare systems (2, 15). They have also presented frame-
works for quality assessment in PHC (16).

One of the standard methods for assessing quality in
PHC is the Quality Assessment Frameworks (QAFs), includ-
ing quantitative indicators (17). Various reports have been
published at national and international levels on PHC-
QAFs regarding multiple approaches based on their own
needs, strategies, and objectives (18-21). Moreover, Aus-
tralian Health Care Safety and Quality Commission has
introduced seven dimensions of access, fitness, patient
acceptance/participation, effectiveness, care coordination,
and continuity of care safety as PHC quality dimensions
(QDs), with 36 quality assessments indicators (QAIs) (22).
However, the literature suggests that PHC processes and
structures vary based on the context of each health sys-
tem (23). Additionally, there are fundamental differences
in quality assessment conception across countries (24, 25).
Therefore, each country should develop a national frame-
work for assessing the PHC quality by its own strategies
and goals. Comparing PHCQAFs illustrates similarities and
differences, indicates critical factors in the quality of PHC,
and shows the neglected gaps and issues. This study aimed
to compare the PHCQAFs.

2. Methods

A state-of-the-art review was conducted in 2022 based
on the guidelines of systematic reviews included in the
“Systematic Reviews to Support Evidence-based Medicine”
book (26) and PRISMA 2020 statement (27, 28). Reports and
papers related to PHCQAFs were reviewed systematically to
achieve the study goal.

2.1. Search Strategy

Three well-known databases, PubMed, Scopus,
and Web of knowledge, were used to identify all
primary studies up to January 2022. The following
search strategy was used in PubMed (Quality [Ti-
tle/Abstract] AND “Primary Healthcare”[Title/Abstract] OR
PHC[Title/Abstract] OR “Primary Care”[Title/Abstract] OR
“Primary health services”[Title/Abstract] OR “Basic Health-
care”[Title/Abstract] Assessment[Title/Abstract] OR Evalua-
tion[Title/Abstract] OR Monitoring[Title/Abstract] OR Mea-
surement[Title/Abstract] OR Improvement[Title/Abstract]
OR Indicator[Title/Abstract] OR Index[Title/Abstract] AND
pattern[Title/Abstract] OR framework[Title/Abstract] OR
model[Title/Abstract]) (Appendix 1 - search strategy in all
databases). After searching databases, several websites
such as WHO and World Bank were also searched to iden-
tify and cover most of the reports. After excluding the

irrelevant articles based on the study aims and inclusion
criteria, the reference-by-reference check was used to
find additional articles and enhance the identification
reliability of the paper.

2.2. Inclusion and Exclusion Criteria

The inclusion criteria were frameworks focusing on
the whole PHC systems, frameworks providing QAIs and
QDs, and studies in the English language. The exclusion
criteria were studies/reports on specific populations such
as the elderly and children, studies/reports on specific dis-
eases such as diabetes and hypertension, and studies as-
sessing a particular service or process quality.

2.3. Study Selection

All identified documents were inserted into Endnote
X9 software to select eligible studies, and duplicates were
removed. At first, studies were screened based on titles
and abstracts. Next, the first author (R. R.) and another
reviewer (S. A. A.) screened remained studies using the el-
igibility criteria. Then, reviewers’ meetings were held to
discuss and resolve any discrepancies. A minimum agree-
ment of 75% was determined as a cut-off point for select-
ing debatable studies. The selection process (i.e., including
and excluding studies and reasons for exclusion) was pre-
sented in a PRISMA 2020 flow diagram (27, 28).

2.4. Data Extraction

Three data extraction forms (comparative tables) were
created manually in Word 2010 software based on the ex-
perience of researchers and the initial review of the frame-
works (Detail information of framework, QDs comparison,
and QAIs comparison). Two reviewers (R. R. and S. A. A.)
extracted the data independently. Differences in extracted
data were resolved by discussion. Extracted information in
Form 1 included the author’s name and publication year,
organizations or countries that developed the framework,
the number of QDs, and the number of QAIs. Form 2 in-
cluded QDs, organizations or governments that set the
framework and the frequency of QDs between organiza-
tions or countries. Form 3 contained QAIs categories, the
organization or country that developed the framework,
and the frequency of QAIs between organizations or gov-
ernments.

2.5. Data Analysis

Analysis and reporting of QDs were done in compari-
son tables by presenting the frequency of QDs in organiza-
tions or countries. Analysis of QAIs was done through the
content analysis method. Content analysis is a method for
identifying, analyzing, and reporting the themes within
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the text. Coding to QAIs was performed by two of the re-
searchers. The steps of QAIs analysis and coding were as
follows: Familiarity with the QAIs’ titles and definition,
assigning a code to each of the QAIs, categories identifi-
cation (grouping primarily extracted codes in related cat-
egories), reviewing and completing identified categories,
naming and defining categories (Based on the content of
the principles, a name was chosen for each category of sim-
ilar codes). The QAIs that were matched or identical in the
two frameworks were reported in comparison tables.

3. Results

Out of the 16,663 articles found in the mentioned
databases and 58 other resources, 5,493 were deleted due
to duplication. Then, 10,513 articles were deleted after re-
viewing the title and abstracts of the articles. After full-text
reading, nine articles and six reports remained (Figure 1).

Finally, 14 PHCQAFs were retrieved from Australia, the
United States, Canada, Iran, Japan, Austria (national level),
WHO, the European Union (EU), and OECD (international
level). They contained 94 QDs and 785 QAIs (Table 1.)

Australia (2005) and Canada (2012), with 15 and 13 di-
mensions, have defined the highest number of QDs. Acces-
sibility, coordination, safety, effectiveness, and efficiency
were the most frequent QDs. The least frequent QDs, with a
relative frequency of 7.7%, were preventive care, diagnosis,
and treatment, health status, equity, communication, in-
formation, finance, responsiveness, clinician-patient part-
nership, technical quality, understanding patient context,
management of health information, practice systems, spe-
cific health problems, patient health records, collaborat-
ing with patients, education and training, facilities and ac-
cess, equipment for comprehensive care and clinical sup-
port processes that existed only in one PHCQAFs. The QDs
comparisons are presented in Table 2.

The PHCQAF from Australia, 2005, has the highest num-
ber of QAIs (n = 135). The QAIs related to smoking, alcohol
and substance abuse, diabetes care, vaccination, chronic
heart disease care, respiratory/infectious disease care, hy-
pertension care, population coverage, community partic-
ipation, customer satisfaction, maternal and child health,
adverse event, health information management, staff em-
powerment, referral system, and patient rights were the
most frequent among PHCQAFs. The QAIs related to accred-
itation andTelephone consulting were the less frequent
QAIs as they were included only in two PHCQAFs (Appendix
2). Comparisons of QAIs are presented in Table 3.

4. Discussion

According to the results, 14 PHCQAFs with 94 QDs and
785 QAIs were retrieved. Accessibility, safety, coordina-
tion, effectiveness, and efficiency were the five most fre-
quent QDs. Moreover, QAIs related to smoking, alcohol
and substance abuse, diabetes care, vaccination, chronic
heart disease care, respiratory/infectious disease care, hy-
pertension care, population coverage, community partic-
ipation, customer satisfaction (provider/client), maternal
and child health, adverse event, health information man-
agement, staff empowerment, referral system, and patient
rights were the most frequent and they were shared in
more than half of the PHCQAFs. The frequency of QDs and
QAIs between PHCQAFs shows their importance. However,
differences in QDs and QIs illustrate different countries’
health system contexts.

The QDs are named based on the QAIs’ features and ex-
perts’ opinions (17). The results of this study showed that
the same QAIs in different PHCQAFs were classified into dif-
ferent QDs (31-33, 37). In addition, similar QDs in different
PHCQAFs were introduced with different names (32, 37). In
Table 2, comparing QDs, attempts were made to write the
exact title of the QDs, and the integration of similar QDs
was avoided. As mentioned in that table, many QDs can
be integrated. For example, patient centeredness can be
integrated with understanding patient context, and man-
agement of health information can be integrated with in-
formation and patient health records (32, 37). It is sug-
gested that responsible international organizations, such
as WHO, develop a set of dimensions as a reference for
developing PHCQAFs and that countries use it as a basic
framework.

In the QAIs comparison table (Table 3), only those in-
dicators repeated by at least two PHCQAFs were reviewed.
As mentioned in this table, many essential services have
been missed in the PHCQAFs or mentioned only in one.
For instance, indicators such as water hygiene and health
workers’ safety are among the indicators that have been
neglected. The reason for this could be the differences in
the PHC service packages. Moreover, 21 (56.75%) indicator
categories were considered in more than 50% of the PHC-
QAFs. This shows that the frameworks are very similar to
each other.

The QAIs categorized in the QD of equity and accessibil-
ity have more similarities to different PHCQAFs (21, 31, 39).
Accessibility has the highest frequency (84.6%), and equity
has the lowest frequency (7.7%); it was suggested to inte-
grate these two QDs. Also, QAIs categorized in the QD of
effectiveness, technical quality, and clinical support pro-
cesses have more similarities to different PHCQAFs (29, 31,
40). As the efficacy has the highest frequency (38.5%), and
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Figure 1. Search and inclusion process

technical quality and clinical support processes have the
lowest frequency (7.7%), it was suggested to integrate these
three QDs.

The OECD PHCQAF has used exclusive QDs (health pro-
motion, preventive care, and diagnosis and treatment) for
quality indicators based on PHC missions (30). The QAIs in
these PHCQAFs are focused on PHC services and outcomes.
Performance indicators for PHC principles (such as com-
munity participation, intersectoral coordination, etc. (2))
have not been provided in the OECD PHCQAF.

Furthermore, the components of PHC presented in the
Alma-Ata statement (1) show that some features, such as ac-
cess to essential drugs, occupational health, and oral and
dental health, were ignored in PHCQAFs. However, the PHC
components, such as vaccination, mental illness, and ma-
ternal and child health, were presented in most PHCQAFs
as QAIs. Achieving health system reform goals, includ-
ing improving health, patient experience, and affordable
costs, depends on establishing and strengthening a com-

prehensive PHC system (41). Therefore, it is essential to con-
sider the components and principles of PHC regarding dis-
ease transition and innovation in developing comprehen-
sive PHCQAFs (41, 42).

Today, non-communicable diseases, including cardio-
vascular diseases, cancer, respiratory diseases, diabetes,
and mental illness, are among the most important causes
of death (43, 44). Cardiovascular diseases are the primary
cause of death and account for 30% of deaths globally, es-
pecially in LMICs (45-47). Studies have argued that con-
trolling, managing, and preventing chronic illnesses differ
from acute ones and require a quality PHC system (42, 43).
In this regard, QAIs related to cardiovascular and respira-
tory care services, diabetes, and mental illness were used in
most of the studied PHCQAFs. This should also be consid-
ered in LMICs with a growing incidence of chronic diseases
(42, 46), and it must be regarded as a priority in their PHC.
In addition, it was revealed that PHCQAFs had paid little at-
tention to HIV/AIDS. About the growing spread of HIV/AIDS
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Table 1. Detailed Information About Primary Health Care Quality Assessment Framework

Organization or Country World Health Organization Region Number of Indicators Number of Dimensions Year

World Health Organization (29) - 34 6 2016

Organization for Economic Co-operation and
Development (30)

- 26 3 2004

Australia (31) Western Pacific Region 139 15 2005

Australia (22) 36 7 2012

European Union (18) - 99 10 2010

European Union (32, 33) - 62 5 2005

Canada (34) Region of the Americas 30 13 2012

Canada (35) Region of the Americas 105 7 2005

Iran (17) Eastern Mediterranean Region 40 7 2019

Austria (36) European Region 30 5 2017

Japan (37) Western Pacific Region 42 5 2018

USA (38) Region of the Americas 54 - 2008

USA (39) Region of the Americas 58 8 2013

USA (40) Region of the Americas 30 3 2022

Total 785 94

as a chronic disease (42), assessing the quality of HIV/AIDS
prevention and management processes in PHC should be
one of the main issues for international and national PHC-
QAFs, especially in LMICs (17).

There are consistent and contradictory experiences re-
garding the existence of standards and comprehensive
frameworks to assess the quality of PHC to compare health
system performance at the international level (17, 32, 48).
Some believe that each country’s framework should be
based on demographic indicators, health status, health
system structure, and type of service delivery systems (48,
49). While acknowledging these issues, others believe that
most health systems have similar goals and face challenges
such as demographic change, limited resources, and ris-
ing costs. Hence, using the same frameworks to compare
health system performance can provide opportunities to
learn from the experiences of other countries (17). The re-
sults of this study can provide a practical tool and evidence
for developing a comprehensive and valuable framework
that includes similarities and differences between differ-
ent health systems.

This study reviewed the PHCQAFs provided for the
whole PHC system. The most critical limitation can be the
lack of reviewing QAIs provided outside the PHCQAFs or
for part of the PHC system. Since this study aimed to in-
vestigate the differences and similarities of PHCQAFs, these
studies and reports were not included.

5. Conclusions

There have been many PHCQAFs across different coun-
tries and international organizations during the last few
years. A comparative framework was developed using a
scientific methodology to compare various QAIs and QDs.
There were similarities and differences among PHCQAFs.
However, international PHCQAFs showed to be more coher-
ent and comprehensive than national ones. Differences in
PHCQAFs increase the cost of data collection and conflict
of interest. It is suggested to develop complete and reli-
able PHCQAFs. The findings provide a ready way for health
policymakers to address key quality aspects that can help
countries accelerate progress in the quality of PHC. Among
LMICs, Iran was the only country that provided PHCQAFs.
High-income countries provided other PHCQAFs. Low and
middle-income countries can use the evidence presented
in this study, especially the experiences of Iran, to develop
a framework for assessing the quality of PHC appropriate
to the context of their health system.

Supplementary Material

Supplementary material(s) is available here [To read
supplementary materials, please refer to the journal web-
site and open PDF/HTML].
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Table 3. Comparison of Quality Assessment Indicators in Primary Health Care

Indicator’s Category USA
(38-40)

WHO-
EMRO

(29)

European
Union

(18, 32, 33)

Australia
(22, 31)

Canada
(34, 35)

OECD
(30)

Iran
(17)

Austria
(36)

Japan
(37)

Total a

1. Nutrition and obesity * * * * * 5 (55.56) b

2. Physical activity * * * 3 (33.33)

3. Smoking, alcohol, and
substance abuse

* * * * * * * 7 (77.78)

4. Diabetes * * * * * * * * * 9 (100)

5. HIV/AIDS * * * * 4 (44.44)

6. Safe condition * * * * 4 (44.44)

7. Vaccination * * * * * * * * 8 (88.89)

8. Chronic heart disease * * * * * * * * * 9 (100)

9. Respiratory/infectious disease * * * * * * 6 (66.67)

10. Hypertension * * * * * * * * * 9 (100)

11. Population coverage * * * * * * 6 (66.67)

12. Community participation * * * * * * 6 (66.67)

13. Screening health risks * * * * 4 (44.44)

14. Customer satisfaction
(provider-client)

* * * * * * * * 8 (88.89)

15. Maternal and child health * * * * * * 6 (66.67)

16. Cancer screening * * * * * 5 (55.56)

17. Mental health * * * * * 5 (55.56)

18. Adverse event * * * * * * 6 (66.67)

19. Quality improvement program * * * * 4 (44.44)

20. Health information
management

* * * * * * * 7 (77.78)

21. Staff empowerment * * * * * * 6 (66.67)

22. Referral system * * * * * * * * 8 (88.89)

23. Patient rights * * * * * * * 7 (77.78)

24. Team working * * * * 4 (44.44)

25. Appropriate prescribing * * * * * 5 (55.56)

26. Lipid disorders * * * 3 (33.33)

27. Accreditation program * * 2 (22.22)

28. Financing and health
expenditure

* * * 3 (33.33)

29. Teleconsultation * * 2 (22.22)

30. Home care * * * * 4 (44.44)

31. Out-of-hours care * * * * 4 (44.44)

32. Medication and equipment
sufficiency

* * * * 4 (44.44)

33. Pregnancy care * * * * 4 (44.44)

34. Medication safety * * * * 4 (44.44)

35. Emergency/ambulatory care * * * * * 5 (55.56)

36. Waiting time * * * * * 5 (55.56)

37. Self-care * * * * 4 (44.44)

Total 26 17 29 28 27 12 23 16 17 Sum = 195

Abbreviations: OECD, Organization for Economic Co-operation and Development; WHO, World Health Organization.
a Values are expressed as No. (%).
b Frequency is 5 (considered by five frameworks). So, the relative frequency (percent) becomes: (5/9) × 100 = 55.56%.
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