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Abstract

Background: The Primary Health Care
Performance Initiative (PHCPI) was developed

Conclusion: The main strength of the system was in the
key inputs such as facility, workforce, fund, information

as a measurement of Primary Health Care (PHC)
to evaluate the PHC systems, improve services,
and maximize health outcomes. With the limita-
tion of data sources and metrics of PHC capacity,
PHCPI designed the PHC Progression Model, as a
rubric-based mixed-methods assessment tool for
capacity measurementthrough a participatory process.
This paper uses the PHC progression model to assess
the system capacity of primary health care in Qatar.

Methods: The PHC Progression Model consists of a
set of 33 quantitative and qualitative measures, each
of which is assessed using a rubric that classifies
the level of performance into 4 levels, ranging from
Level 1 (low capacity) to Level 4 (high capacity). The
assessment measured both quantitative and qualita-
tive information.

Results: The assessment showed that PHC in
Qatar has a strong capacity with an overall score of
the key measures of capacity governance (3.6), in-
puts (4.0), and population health management (4.0).

system, and drugs and supply. Also, the assessment
showed strong population health and facility manage-
ment including standardized team organization, meas-
uring performance, community engagement, and use
of the information system data.

Keywords: Primary health care, progression model,
health system evaluation, health care capacity, Qatar
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Introduction

Primary health care (PHC) has been considered as the
first line of interaction between patient and health care
system, and a core component to build an efficient and
effective health system for the countries regardless of
their socio-economic status(1,2). In the last 40 years,
countries have started to invest in PHC with increasing
efforts of the World Health Organization (WHO) to achieve
universal health coverage (UHC) (1). However, there
remains a large gap between the community’s needs,
and the quality and effectiveness of PHC services (3). To
address this gap, the Primary Health Care Performance
Initiative (PHCPI) was developed as a measurement of
PHC to outline the core systems, inputs, and service
delivery. This measurement is necessary to set up a PHC
improvement plan that maximizes the service outputs and
health outcomes(4).

Although PHCPI’s Vital Signs Profile was developed to
measure the performance of a country’s PHC system,
the quantitative information about PHC systems’ capacity
to deliver high-quality care was affected by the limitation
of data sources and metrics. PHCPI designed the PHC
Progression Model, as a rubric-based mixed-methods
assessment tool for capacity measurement through a
participatory process by country teams and revision of
WHOQO’s PHCPI team to validate results(5,6). The tool
was piloted in more than 10 countries and it was found
to be feasible to implement, produce valid results, was
highly acceptable by stakeholders, and yielded actionable
insights into PHC strengths and weaknesses(7-9).

Primary Health Care services in Qatar have been
considered an essential component of the healthcare
system serving most of the population through a network
of 31 primary healthcare centers covering the country. The
PHC services in Qatar range from preventive services such
as vaccination, disease screening, and smoking cessation,
to therapeutic services through the family medicine model
for non-communicable diseases, antenatal care, mental
health, and dental services for all age groups(10,11).

This paper details the experience of using the PHC
Progression Model to measure the capacity of Qatar’s
PHC system as a part of the PHCPI project.

Methods

The assessment tools

The PHC Progression Model is a validated mixed-methods
assessment tool to systematically measure the capacity
components of the Vital Signs Profile in three domains:
governance and leadership, inputs, and population health
management, as shown in Figure 1. Despite the role of
capacity elements in the delivery of high-quality services
and improving health outcomes, they are insufficiently
measured by existing quantitative, globally comparable
data sources.

The PHC Progression Model consists of a set of 33
quantitative and qualitative measures, each of which
is assessed using a rubric that classifies the level of
performance into 4 levels, ranging from Level 1 (low
capacity) to Level 4 (high capacity), see Figure 1.

The assessment was conducted as per the guidelines
outlined in the Progression Model Assessment Guide (4).
Figure 2 illustrates the assessment’s three phases, broken
down into 11 steps.

The project was approved by the Ministry of Public Health
(MOPH) and Primary Health Care Corporation (PHCC)
management, as part of the participation of the country in
the regional PHCPI project in the Eastern Mediterranean
Region (EMR).
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Source:

Figure 1 Structure of the PHC Progression Model and its relationship to the Vital Signs Profile (VSP).
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Figure 2. Steps in carrying out the PHC Progression Model Assessment

Source:

https://www.improvingphc.
org/primary-health-care-

progression-model
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Data Collection

The baseline assessment was designed to be conducted at
three levels of the Qatari health system (national, regional, and
Health Center facility levels). The assessment measured both
quantitative and qualitative information. It entailed use of existing
health databases, survey reports, and facility records (HMIS).
Qualitative information was collected through interviews with key
health system stakeholders including the health officials at the
national, regional, and facility levels; and external stakeholders
who work in the domain of community health in the country.
Data collection methods and data collection templates were
sourced from Qatar’'s PHC assessmentteamwith representatives
from the PHCC steering committee, MOPH, and Academia.

Scoring and validation of the results

The assessment team used the data as evidence of internal
scoring for each measure and use the rubric to assign one of the
four performance levels. If assessment teams were assigned a
score of level 1 it identified sufficient data to score a measure.

The results of the internal scoring and all supporting evidence
were shared with the WHO’s PHCPI team for external validation
to ensure that the available evidence justified the scores given
by the country team and that measurement standards were
applied according to the guidelines. The external assessment
process identified the measures that need further evidence
to justify the internal scores. Both external and Qatar’'s PHC
assessment teams reviewed the score and additional evidence
until an agreement was reached. The results obtained from that
assessment were integrated into the Vital Signs Profile as the
capacity pillar. The whole assessment process was completed
in approximately 4 months.

Table 1: Overall PHC Progression Model Result for Qatar

The PHC progression model assessment for the PHC’s capacity
in Qatar showed a score of 4 in two out of the three domains.
The final scores in the input domain and population health and
facility management domain were 4, while the governance
domain was rated 3.6, as shown in Table 1.

1. Governance:

In the governance domain, the assessment indicated a higher
score in governance and leadership than the adjustment to the
population needs (3.8 vs. 3.3). This score was supported by the
presence of PHC strategy, updated evidence-based policies,
and a quality management plan.

The lowest score in the governance domain was 3 for social
accountability in governance and leadership due to the limited
involvement of civil society/NGOs, and the private sector in
health care planning, policy formulation, and monitoring. In
addition to that priority setting, innovation, and learning rated
scored 3 in adjustment to the population needs (see Table 2).
Despite having health needs assessment and innovation plans
as evidence, the score was affected by a lack of evidence about
the engagement of stakeholders in PHC innovation and setting
the population priority.

2. Inputs:

Concerning the inputs domain, PHC in Qatar scored 4 based
on having good geographical coverage with the presence of a
network of 31 health centers distributed across the country, and
a physician density of 5.8/10,000 population. The assessment
of the input showed the presence of essential medications,
diagnostic equipment, and safety measures in all PHC centers.
Moreover, all PHC centers are supported by having a united
electronic health record (EHR), unique health numbers for the
patients, and centralized health intelligence with evidence of
information reports and dashboards that are used for planning
and decision-making.

V5P Capacity Score Category Score
OVERALL GOVERMAMNCE 3.6
Governance Governance and Leadership 3.8
Adjustment to Population Health Needs 3.3
OVERALL INPUTS 4.0
Drugs and Supplies 4.0
Facility Infrastructure 4.0
Inputs

Information Systems 4.0
Workforce 4.0
Funds 4.0
OVERALL POPULATION HEALTH AND FACILITY MANAGEMENT 4.0

Population Health and ,
Facility Management Population Health Management 4.0
Facility Organization and Management 4.0
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Table 2 Qatar’s PHC Progression Model Score Sheet for the 33 measures

‘ Category/ Measure

Governance and Leadership

3.6

1: Primary health care policies (1/2)

2: Primary health care policies (2/2) - Leadership

3. Quality management infrastructure

4: Social accountability (1/2)

5: Social accountability (2/2) - Multi-sectoral action

Adjustment to Population Health Needs

33

G: Surveillance

7: Pricrity Setting

E: Inncvation and Learning

Inputs

Drugs and Supplies

G: Availability of essential medicines and consumable commodities

10: Basic equipment

11: Diagnostic supplies

Facility Infrastructure ----

12: Facility Distribution

13: Facility amenities

14: Standard Safety Precautions and Equipment

Information Systems ----

15: Civil Registrationand Vital Statistics

1&: Health Management Information Systems (HMIS)

17: Personal Care Records

Workforoe I

18: Workforce Density and Distribution

1%: Quality assurance of PHC workforce

20. PHC workforce competencies

21: Community Health Workers
Funds

22 Facility budzets

23 Fimnancial Management Information System

24: Remuneration

Population Health and Facility Management
Population Health Management

25: Local priority setting

26 Community engagement

27 Empanelment

28: Proactive Population Outreach
Facility Organization and Management

28: Team-based care crganization

30: Facility management capability and leadership

31 Information system use

32: Performance measurement and management (1/2)

33: Performance measurement and management (2/2)
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3. Population Health and Facility Management:
With a score of 4 in the population health and facility
management domain, PHC in Qatar showed strong
evidence of managing PHC centers in a unified managerial
structure and managed by trained leadership. At the level
of the services provision, all PHC centers have the same
multidisciplinary team providing all the services including
preventive, curative, diagnostic and pharmacy. The
assessment showed that rate of community engagement at
all levels had a score of 4, with community representatives
in different committees starting from the highest level
represented by the senior executive committee. This
representation has been expanded in all PHC centers.
This engagement has a role in response to different local
priorities in designing the clinical services and allocation of
the new health centers.

PHC in Qatar invested in recent years in developing the
data warehouse to gather all organizational level data from
clinical to resources data to develop the centralized health
intelligence system, which provides timely information for
the decision-makers, providers, patient representatives,
and MOPH.

From a performance management perspective, the
assessment showed that PHC in Qatar has established
different performance tools from the individual level to
the strategic level. With the adoption of the balanced
scorecard (BSC) system, PHC monitors the progress of
the strategy implementation through 60 KPIs distributed in
4 different perspectives (customer, financial, capacity, and
process). In addition to that, all the health centers have
been covered by operational and quality KPlIs.

Detailed system capacity indicators and categories with
scores are provided as supplementary material- Table S1.

Discussion

Using progression model assessment allowed PHC
providers in Qatar to measure their capacity for the first
time since the PHC was introduced into Qatar’s healthcare
system in 1979. This assessment gave health sector
leaders deep insight to identify the weaknesses and
strengths and develop suitable interventions.

The results indicated that Qatar has a high level of PHC
capacity in the three different domains, particularly in input
and population health and facility management. Even in
the leadership and governance domain, PHC in Qatar
has shown a higher level of capacity in comparison to
other countries that used the progression model in African
countries and Argentina(5,8). This can be referred to as
different factors such as the economic status, complexity
of the health care system (decentralized system), or
population and geographical size.

In comparison to other Arabian gulf states Qatar shares
similar capacity features in PHC in terms of availability of
drugs, diagnostics, services coverage, and presence of
policies(12). However having centralized and independent
PHC provider represented by PHCC gives advantage to

Qatar’s PHC through availability unified EHR, standardized
facility requirement, focus on disease prevention, and
patient engagement.

PHC in Qatar has implemented two strategic cycles which
have a great role in building the high level of PHC capacity
obtained in the progression model assessment. The first
one “PHC as Foundation 2011-2015” focused on building
human capacity, infrastructure, prevention of diseases,
and improving quality of the services. It was followed by
the “PHC corporate strategy 2018-2023” which invested
in the family medicine model and preventive services as
the main services in all PHC centers. Also, the strategy
directed the efforts and resources to enhance accessibility
by increasing the number of PHC centers, and clinical
providers, using telephone and virtual consultation(13,14).
It is documented that moving toward technology-enabled
health care delivery model has the potential to increase
the role and relevance of primary care as supporting the
efforts of increasing accessibility, improving the patient
experience, and enhancing the efficiency and integration
of PHC services(15).

The high level PHC capacity in Qatar may be attributed to
the new organization in the health care system in Qatar.
PHC has been empowered with the establishment of PHCC
as an independent provider of PHC services, managing
its resources and strategic direction with dedicated funds.
Between 2018-2022, the total PHC spending per capita
was constant and ranged between USD 261-406 (16).

The assessment showed the need for improving the
stakeholders’ engagement in PHC, particularly the
private providers. Currently in Qatar some PHC services
are provided by employers in some industries e.g. Gas
and Oil industry, military, or some private clinics through
private health insurance. Such engagement will lead
to better resource management, coordinated care, and
standardization of the PHC services at the national level.

Application of the PHC progression model in Qatar was
feasible due to the size of the country, the nature of the
health care system, and the availability of evidence. For
instance, as PHCC in Qatar is considered the main provider
of PHC services in Qatar, all the centers, resources,
strategies, quality initiatives, and related information are
available with that provider.

Feedback from stakeholders and assessors

The feedback obtained from stakeholders serves as a
valuable resource for enhancing future assessments of
PHC system capacity. The assessment process involved
data collection from various sources, including published
reports, operational reports compiled by various functional
entities, and conducting interviews with stakeholders
that would further validate the collected data. Obtaining
meaningful inputs from key stakeholders, including health
officials at national, regional, and facility levels, and
external stakeholders from collaborating ministries as well
as academia, was key to the data collection process. This
required persistent efforts and effective communication
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channels to ensure that we gather diverse viewpoints and
expertise in evaluating the capacity of PHC systems.

One of the key strengths identified through the interviews
was the holistic nature of the assessment. Stakeholders
appreciated the comprehensive approach employed in
measuring performance across multiple domains, including
governance and leadership, inputs, and population health
management. This comprehensive evaluation allowed
for a more nuanced understanding of the strengths and
weaknesses of PHC systems, facilitating targeted actions
for improvement. Moreover, stakeholders expressed their
appreciation for the participatory approach utilized during
the assessment. Involving key stakeholders from various
levels and perspectives contributed to a more inclusive
and representative assessment of the PHC system’s
capacity.

While acknowledging the strengths of the assessment
process, stakeholders also highlighted several areas for
improvement. Inclusion of representatives ofthe community
as a potential source for feedback regarding performance
was suggested. They emphasized the importance of
fostering ongoing dialogue and collaboration with other
health care entities in the country, especially the private
sector, to remain actively involved and informed about the
assessment process.

Assessors emphasized the need for enhanced data
collection and analysis techniques to further improve
the accuracy and relevance of the assessment. They
suggested exploring innovative approaches and leveraging
technology to streamline data collection, ensuring the
availability of timely and reliable information for evaluation
purposes and transforming this assessment to a real-time
monitoring platform. The assessors also highlight the
significance of the external validation phase of scores.
Discrepancies between internal scores assigned by the
assessment team and external evaluations, led to rigorous
discussions and the collection of additional evidence, to
justify the internal scores. This iterative process of review
and consensus-building with the external assessment
team played a crucial role in ensuring the accuracy and
validity of the final assessment results.

Conclusion

The PHC Progression Model assessment is instrumental
in evaluating the capacity of PHC systems and guiding
decision-making processes for improving healthcare
outcomes. The assessment has shown that PHC in Qatar
has a strong capacity in key inputs factors including facility,
workforce, fund, information system, and drugs and supply
logistics. Also, the assessment showed strong population
health and facility management including standardized
team organization, measuring performance, community
engagement, and use of the information system data. The
PHC system in Qatar has some areas to be improved in
the system of governance and leadership. Despite the
presence of robust strategy, policies, quality management
system, and surveillance as part of the governance, PHC

in Qatar needs more engagement of the stakeholders
particularly the private sector, investment in system
innovation, and setting strategic priorities based on the
population’s needs.

The assessment exercise also brought forward various
challenges in conducting such an assessment in the
future. The experiences and feedback described in this
study can yield more accurate and effective evaluations
of PHC system capacity. The study serves as a significant
step forward in understanding the complexities of
evaluating PHC system capacity. We recommend further
research and collaborative efforts to refine assessment
methodologies and establish robust data collection and
validation processes. By doing so, health policymakers,
and stakeholders can make informed decisions and
implement targeted actions for improving PHC systems
across the world.
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Supplementary tables

Table S1. Detailed scores for specific measure and constituent components

Measure Components Final Score
Measure 1: Primary health |s there anactive national health planor national strategic plan in the Yes
care policies (1/2) country
|5 the national health plan and/or National Strategic Plan designed around Yes
PHC?
Are policies around PHC evidence-based? Yes
Are policies around PHC formulated through a participatory process? Mo
Are policies around PHC embedded in a legal framework Yes
Do policies around PHC include the fundamentals: a service package Yes
defined, a financing mechanism, and MEE framework?
Is there a joint review of the progress towards the objectives setout in Yes
PHC-related policies?
M1 Score 4
Measure 2: Primary health A national coordinating authority(ies) (whether an individual or other 4
care policies (2/2) - governmental organizational entity) exists that is accountable for
Leadership coordinating, monitoring, integrating, and implementing national PHC
strategies and policies.
Sub-national/sub-regional operational capacity and reach of the national 4
coordinating authority(ies)
Proportion of time the national coordinating authorityies) has adeguate 4
guthority, budget and staff
M2 Score 4
Measure 3: Quality Articulation of national direction on guality, often cutlined as a national Yes
management infrastructure guality policy or strategy, or integrated with broader health systems
planning.
Identification and implementation of a package [ 2+ interventions) of Yes

gppropriate guality interventions to create an enabling systems
EMVironment.

Identification and implementation of a package [ 2+ interventions) of Yes
gppropriate guality interventions to reduce harm to patients.

Identification and implementation of a package |2+ interventions) of Yes
appropriate guality interventions to improve clinical effectiveness of
health services.

Identification and implementation of a package [ 2+ interventions) of Yes
gppropriate guality interventions to engage patients, families and

Ccommunities.

Active systems that routinely collect and publish data on guality health Yes
systems.

A culture of learning on guality across the health system, including Yes

development of systems to collect and share learning on guality of care at
facility, sub-national and national levels.
Clearly stated leadership commitment to institutionalize guality of care Yes
throughout the health system.
M3 Score 4




I Measure Com ponents Final Score

Measure 4: Social Engagement around PHC-relatedissues with the private sector, civil society 4
accountability (1/2) and/or non-governmental organizations (NGOs) occurs:
Invalvement of the private sector, civil society and/or NGOs in health care 3

planning, policy formation, and monitoring and evaluation

Public disclosure on the status of PHC implementation and results oCours: 4
M4 Score 3
Measure 5: Social Cross-government groups on primary health care 4
accountability (2/2) - Multi- Evidence of cross-sector integrated planning exists. 4
sectoral action
M5 Score 4
Measure 6: Surveillance Track health and burden of disease metrics (morbidity, mortality, Yes

incidence)

Detect, report, and investizgate notifiable diseases, events, symptoms, and Yes

suspected outbreaks or extracrdinary OCCUITEnNCes

Continuously collect, collate and analyze the resulting data Yes

Submittimelyand complete reports from local to higher levels of the Yes

system and from higher levels of the system back to lower/community

levels

Format of surveillance systems 4
MBE Score 4
Measure 7: Priority setting Degree to which data (health, burden of disease, user needs and 4

preferences, service delivery evaluations, and cost effectiveness) are used

to set service delivery priorities at the national and sub-national level.

Proportion of pricrity setting exercises where stakeholder engagement 3

OCCUrs

Freguency atwhich allocation of resources is based on results of the 4

pricrity setting exercise.
M7 Score 3
Measure B: Innovation and State of mechanizsms torecognize, evaluate, and scale successful 4
learning innovations

Engagement of stakeholders [government and private) ininnovation and 3

learning in PHC

As a result of the performance of the above components, the cocurrence 4

of innovation and learning in PHC and scaling of successful innovations
MBE Score 3
Measure 9: Availability of  Proportion of primary care facilities that have all primary care-specific 4
essential medicines and essential medicines and consumable commedities available
consumable commodities Variationin availability between subnational areas and/or facility types 4
M9 Score 4
Measure 10: Basic Proportion of primary care facilities that have all basic equipment present 4
equipment and functioning

Variation in availability between subnational areas and/or facility types 4

M10Score L)
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ORIGINAL CONTRIBUTION

Measure Com ponents Final Score
Measure 11: Diagnostic Proportion of primary care facilities that have all of the identified supplies 4
supplies needed to conduct the diagnostic tests.

Variation in availability between subnational areas and/or facility types 4
M1l Score 4
Measure 12: Facility Has there been an assessment of primary health care density and 4
distribution distribution in the country?

Are there documented targets for optimal health facility density and 4

distribution to meet population health needs?

What action has been taken towards achieving targets? 4
M12 Score 4
Measure 13: Facility Proportion of primary care facilities that have all of the identified 4
amenities amenities

Variation in availability between subnational areas and/or facility types 4
M13 Score 4
Measure 14: Standard Proportion of primary care facilities that have all of the identified standard 4
safety precautions and safety precautions and eguipment in place
equipment Variation in availability between subnational areas and/or facility types 4
M14 Score 4
Measure 15: Civil Completeness of registration of births nationally 4
registration and vital Completeness of registration of deaths nationally |
statistics
M15 Score 4
Measure 16: Health Proportion of primary health care facilities inwhich Health Management 4
management information  Information Systems arein place.
systems (HMIS) Format of HMIS 4
M16 Score 4
PMeasure 17: Personal care LUse of personal care records 4
records Unigue patient identification (D) Yes

Problem lists Yes

Care history and notes Yes

Medication lists and allergies Yes

Referrals and results of referrals Yes

Laboratory, radiclogy and other test results Yes

Format of personal care records 4
M17 Score 4
Measure 18: Workforce Workforce density 4

density and distribution
(Ratio of active skilled health professionals per 10,000 population)
Percentage of subnational administrative units that have a health 4
workforce density below 50% of the national median density

M18 Score 4
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ORIGINAL CONTRIBUTION

Measure Com ponents Final Score
Measure 19: Quality Capacity of the system to ensure that the primary health care workforce 4
assurance of primary health has the reguired gualifications
care warkforce Capacity of the system to ensure that all actively practicing primary health 4
care workforce are qualified, including workforce with foreign credentials
Capacity of the system to ensure that quality standards are metin practice 4
M19 Score 4
Measure 20: Primary health Are competencies specific to the PHC service package established for all 4
care workforce occupations of the PHC workforce
competencies Competencies relevant to PHC are evidence-based Yes
Competencies relevant to PHC are adapted to the country context, Yes

meaning that competencies reflect the list of interventions at the PHC level
and structure of the PHC workforce inthe country

Competencies relevant to PHC incorporate all key functions of primary Yes
health care: first-contact access, continuity, comprehensiveness,
coordination, and people-centered

Standards for education that are based on competencies relevant to PHC Yes
have been set for all occupations of the PHC workforce
M20 Score 4
Measure 21: Community Iz there anoccupation of health worker whose primary responsibilityisto 4

health workers conduct proactive outreach in the community to meet local population
health needs?

Trained and accredited to provide a suite of preventative, promotive, and Yes
curative (where appropriate) health services, tailored to the local
population

Formallyemployed and remunerated appropriately, inaccordance with  Yes
the local health worker salaryscale

Supported at freqguent, regularintervals by a designated supenisor Yes

Integrated into local health facility service delivery system or teams Yes

Integrated into local health data reporting and feedback systems Yes
M21 S5core 4
Measure 22: Facility Maintenance of an annual budget at primary care facilities/primary health 4
budgets care networks

Proportion of primary care facilities/primary health care networks that use 4
a comprehensive annual budeet to engage in a systematic forecasting

EXETCise
M22 Score 4
Measure 23: Financial Maintenance of a financial management information system for primary 4
management information care facilities/primary health care networks to track revenue and
system expenditure flows
M23 Score 4
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ORIGINAL CONTRIBUTION

Measure Components Final Score

Measure 24: Remuneration Stability of primary health care staff remuneration 4
Timeliness of primary health care staff remuneration 4
Predictability of primary health care staff remuneration 4
Differences in in reliability (stability, timeliness, and predictability) of 4
remuneration across sub-national areas and/or facility type.

M24 Score 4

Measure 25: Local priority Percentage of sub-regional units that collect and use data to effectively 4

setting translate national and/or subnational policies into local PHC pricrities and

strategic action plans on at least an annual basis (or more freguently, if
stipulated by national guidelines)

Imvolvement of communities and local leaders in data interpretationand 4
priority setting
M25 Score 4
Measure 26: Community Percentage of sub-regional units that regularly solicit local input on the 4

engagement design, financing, governance and implementation of PHC from diverse
members of the community

Impact of community engagement/input on the wayin which services are 4
structured and delivered

M26 Score 4
Measure 27: Empanelment Proportion of the population that is empaneled to a provider, careteamor 4
facility
Freguency atwhich patient panels are updated 4
Patient choice 4
M27 Score 4
Measure 28: Proactive Percentage of sub-regional units which provide proactive population 4
population outreach poutreach according to local health needs and priorities
Percentage of sub-regional units that have registries or lists toidentify 4
relevant patients for proactive outreach (i.e. HIV/TB patients; NCD
patients; pregnant women; vulnerable gecegraphies; etc.)
M 28 Score 4
Measure 29: Team-based Percentage of facilities (or primary health care networks, if teams are split 4
care arganization across physical locations) where all primary health care providers work as
part of a team, defined as when all 5 characteristics are present
M29 Score 4
Measure 30: Facility Percentage of primary care facilities that are led by a manager(s) whohas 4
management capability and official management training (for example, a certification, diploma, or
leadership degree).
Percentage of primary care facility managers that receive anannual review 4
and feedback on their management capabilities and performance

M 30 Score 4
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ORIGINAL CONTRIBUTION

Measure Components Final Score
Measure 31: Information Percentage of primary care facilities/primary health care metworks that 4
system use have staff capacity forinformation systems use

Percentage of primary care facilities/primary health care networks that 4
routinely use information systems for capturing and reporting
comprehensive patient data and facility data ina timely manner

Percentage of primary care facilities/primary health care networks that 4
routinely use information systems for conducting guality improvement

activities.
M31 Score 4
Measure 32: Performance  Percentage of primary care facilities/primary health care networks that use 4
measurement and established performance indicators for PHC
management {1/2) Percentage of primary care facilities/primary health care networks that 4

conduct routine monitoring of these performance indicators
Percentage of primary care facilities/primary health care networks that 4
have documented guality improvement work linked to underperforming

areas
M32 Score q
Measure 33: Performance Percentage of primary care facilities that implement or receive supportive 4
measurement and supervision on at least an annual basis (or more freguently if stipulated by
management (2/2) - national guidelines)

Supportive supervision

M33 Score 4
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