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Abstract

Background: Primary healthcare centres (PHCs) form the

foundation of the Indian public health system, and thus

their effective functioning is paramount in ensuring the

population's health. The World Health Organisation (WHO)

has set six aspects of performance assessment for general

health systems, which are hardly applicable to the PHC

setup in a low‐ and middle‐income country. The Primary

Health Care Performance Initiative (PHCPI) has prescribed

a framework with five domains consisting of 36 indicators

for primary healthcare performance assessment from a

policy point of view. For the assessment to be realistic, it

should include inputs from stakeholders involved in care

delivery, so this study examines the perspectives of

healthcare providers at PHCs in India.

Methodology: The authors used qualitative research

methodology in the form of responsive evaluations of

healthcare provider's interviews to understand the in-

dicators of PHC performance.

Results and Conclusion: The study results showed that

healthcare providers considered efficient teamwork, op-

portunities for enhancing provider skills and knowledge,

job satisfaction, effective PHC administration, and good
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community relationship as PHC performance assessment.

These domains of performance could be considered the

‘missing link’ in PHC assessment, since they are deemed

important by providers and did not coincide with the

WHO aspects and the PHCPI performance assessment

framework.

K E Y W O R D S

developing countries, healthcare provider's perspective, primary

health centres, performance assessment, Primary Health Care
Performance Initiative (PHCPI)

1 | BACKGROUND

Various factors have contributed to increased life expectancy in India, a few of which are education, policy changes and

growing awareness about health. One of the many factors that contributed to this improvement is the implementation

of a multipronged approach concerning healthcare education and promotion, preventive healthcare programmes,

along with the provision of curative services through clinics known as Primary Healthcare Centres (PHCs).

India's commitment to primary‐care dates back to preindependence (1920s), which over the years has been

strengthened by policies and programmes to address health and its related social determinants.1,2 Even with these

efforts, India has fallen short of achieving the United Nations Millennium Development Goals, like other low‐ and

middle‐income countries (LMICs).3–7 Now India is committed to full implementation of the Sustainable Develop-

ment Goals in all its public programmes.2,8 To achieve better health of the population, a well‐performing health

system is essential, hence PHC performance assessment is vital for India.

PHCs form the foundation of the public health system in India. As per the norms of Indian Public Health

Standards, PHCs are responsible for the health of specific populations of 30,000 citizens, and thus form the critical

component of care at the grassroots level.9 There are two types of PHCs, categorised by working hours and service

provisions: the 24/7 PHCs providing services like baby delivery at any time of the day or night, and the non‐24/7

PHCs. In general, the 24/7 PHC has doctors, nurses, pharmacists, laboratory technicians, optometrists, health

assistants and other noncare provider staff (clerks and cleaning staff), which are managed by an Administrative

Medical Officer. Organisationally, each PHC has five to eight subcentres for a group of villages, and each subcentre

is served by Junior Health Assistants who handle a population of 5000, primarily providing health education and

preventive health care.9 Considering the importance of well‐functioning PHCs in ensuring the health of the pop-

ulation, the monitoring and performance evaluation of these centres is significant. However, research on how well

these PHCs are performing has not been carried out. Therefore, such studies must be undertaken to better un-

derstand PHCs and for establishing performance benchmarks.10

Although the World Health Organisation (WHO) has developed aspects for performance assessment of health-

care systems, critical domains of performance with indicators that could be used for assessing the daily performance of

PHCs have not been specified.11,12 The six aspects in the WHO health system performance assessment consist of

overall level of health, distribution of health in population, overall level of responsiveness, distribution of respon-

siveness, distribution of resources, distribution of financial contributions.10–12 The WHO aspects are applicable to

health systems as a whole and not in particular to healthcare facility, such as PHCs in India and other LMICs.

The Primary Health Care Performance Initiative (PHCPI), a group consisting of the World Bank Group, the

WHO, the Bill and Melinda Gates Foundation along with other academic institutes and universities, which is

working in the LMICs has recently stipulated two sets of performance indicators.13 The initiative prescribed five
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T A B L E 1 Primary Health Care Performance Initiative's framework with vital domains and performance

indicators

Sl no. Domain Subdomain Indicator

1 System level determinants Health financing Per capita primary healthcare expenditure

2 Inputs Drugs and supplies Basic equipment availability

Availability of essential drugs

Availability of vaccines

Facilities with clean water, electricity, sanitation

Facility infrastructure Health centre and health post density

Workforce Community health workers, nurses and midwife

density

3 Service delivery Access Access barriers due to treatment costs

Access barriers due to distance

Availability of effective

primary healthcare services

Provider absence rate

Diagnostic accuracy

Adherence to clinical guidelines

Daily caseload per provider

High quality primary healthcare Dropout rate first to third DPT3 vaccination

Dropout rate first to fourth antenatal visit

Treatment success rate for new TB cases

Care‐seeking for symptoms of pneumonia

4 Outputs Effective service coverage Demand for family planning satisfied with

modern methods

Antenatal care coverage

Skilled birth attendance

DTP3 immunisation coverage

Children with diarrhoea receiving appropriate

treatment

TB cases detected and cured

People living with HIV receiving ART

ITN coverage for malaria prevention

Cervical cancer screening rate

Hypertension control

Diabetes mellitus control

5 Outcomes Health status Maternal mortality ratio

Adult mortality from NCDs

Under five mortality rate

Neonatal mortality rate

Equity Difference between first and fifth wealth

quintiles for under five mortality
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domains with 10 subdomains and 36 indicators which would be used from a policy point of view; Table 1 provides

details of these domains and indicators.

Although the PHCPI focuses on PHCs in LMICs, it does not take into consideration that each country organises

its healthcare system in its own particular way, shaped by culture, history and available resources. Performance

assessment should be attuned to these local conditions. A way to take this local context into consideration in PHC

assessment is to integrate the perspectives of local stakeholders on what a PHC is supposed to do and how it is

supposed to function. These perspectives should then be translated into domains for performance indicators14 and

added to performance indicators of more formal assessment models identified in our literature review to benefit

from mixed research methods.

According to Guba and Lincoln, effective performance assessment should be context‐sensitive, hence including

all stakeholders would expand it to include underlying expectations, experiences and personal backgrounds, cul-

ture, education, and socioeconomic status, in turn making the domains of performance and indicators more

acceptable and accurate.10,15 This study explores therefore the perspective of an important stakeholder group, the

PHC healthcare providers on the matter of performance, thus including their daily and operational issues, which are

specific to the Indian context. Including domains of performance and indicators based on the perspective of

healthcare providers helps to enable assessment of the actual functioning and effectiveness of urban PHCs, which

formed the objective of our study. The research questions addressed in this study are:

� What are the domains of PHC performance that can be inferred from the providers' perspective?

� How can these domains strengthen the existing WHO aspects and PHCPI performance assessment framework

with respect to PHC assessment?

2 | METHODOLOGY

The authors used qualitative research methodology to conduct in‐depth interviews with healthcare providers at

PHCs to elicit implicit and explicit domains of PHC performance and understand their thoughts about the actual

performance of their own PHCs.

2.1 | Study design

In‐depth interviews were conducted by the first author in person to understand providers' perspectives on what

constituted PHC performance. The interview guide used in this study was dynamic and encouraged the providers to

describe how they experienced their daily work, including interaction with patients and colleagues, the community,

along with the role of the PHC in the overall health system and the health of the population. This allowed us to identify

what providers expected of a PHC and, indirectly, what kind of indicators they used when assessing its performance.

2.2 | Study setting and context

This study was conducted in three 24/7 PHCs in the Bengaluru urban district of Karnataka state, India. The quality

and quantity of services at PHC have been classically measured by the number of women who delivered babies at

the PHC; hence this criterion was considered as one of the PHC performance indicators.2 The Bengaluru urban

district has 20 24/7PHCs. Among these, the study included PHCs that had the highest, medium and lowest number

of deliveries in relation to the total population served by PHCs in the financial year from April 2016 to March

2017. This theoretical sampling approach was used to include a wide spectrum of urban PHCs in terms of
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performance. The PHCs selected were PHC‐1 (population: 56,081), PHC‐2 (population: 48,037) and PHC‐3
(population: 54,513).

2.3 | Study participants

All the healthcare providers working (doctors, nurses, health assistants, pharmacists, laboratory technicians and

optometrists) in the three PHCs were included in the study. All the healthcare providers, who were contacted in the

PHCs agreed to participate in the study and the interviews were conducted between September 2017 and

February 2018. Table 2 describes the study participants and their characteristics. Fifty‐one healthcare provider

positions were approved by the government in these three PHCs, nevertheless 26 of these positions were vacant, a

nearly 50% vacancy rate. In order to overcome this shortage of providers, staff (1 doctor and 11 nurses) were

recruited yearly on a contractual basis. Table 3 shows the availability of PHC providers.

2.4 | Data collection

The interviews were conducted at PHCs in the local language to help participants express themselves freely and

communicate well. The interviews lasted for about an average of 45 min. The providers were asked to describe

their performance, the performance of their colleagues, and that of the PHC they work in. They were encouraged to

describe their views on what they considered as demonstrating effective performance at the PHC. This unstruc-

tured open method of interview stimulated them to reflect on their education, work life, personal life, interpersonal

interaction, among other factors, thereby allowing them to articulate on an assessment indicator that was usually

explicit, but sometimes an implicit domain. These explicit and implicit domains and indicators were analysed to

understand the providers' view on PHC performance.

2.5 | Ethics

In line with research ethics principles, this study was conducted after receiving clearance from the Ethics Review

Committee of Manipal University, Manipal, India. Participants' written informed consent were obtained before each

T A B L E 2 Characteristics of the study participants

Personnel

Gender Age in years

Male Female <29 30–39 40–49 >50

Doctors 2 2 0 1 2 1

Nurses 0 11 2 6 2 1

Pharmacists 0 3 0 1 1 1

Lab technicians 0 2 0 2 0 0

Optometrists 2 0 0 0 0 2

Health Assistantsa 3 11 0 7 1 6

Total interviewed (36) 7 29 2 17 6 11

aAbbreviation: Male/female and senior/junior.
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interview, thus ensuring voluntary participation, confidentiality, and the freedom of participants to exit the study at

any point in time. The consent form that was used for the study also included the details about the researchers as

well as the objectives of the study.

2.6 | Data analysis

Personal details of the interviewees were removed from the recorded interviews to ensure confidentiality. The

recorded interviews were translated into English and transcribed. The study participants were contacted only once

during the study and were not provided with the transcripts for clarification, so as not be interfere in their service

at PHC and also not to burden them. The data were analysed by the first author using Atlas‐TI software following

the method of thematic analysis to develop primary and secondary codes to identify various themes arising from

the providers' perspectives.16

3 | RESULTS

Interview data from 36 healthcare providers (24 regular and 12 contractual) at the three PHCs was analysed and

two categories of performance domains from the providers' perspectives were identified. One category refers to

performance indicators mentioned by the care providers that overlap with domains and indicators in the WHO

aspects and the PHCPI performance framework. The other category refers to five domains that the providers came

up with that were indicative of PHC performance and external to the WHO framework. These domains were

teamwork, opportunities for growth and development provided by acquiring skills and knowledge, job satisfaction,

administration leading to the perception of safety and secure work environment, and good community relations

developed through positive perceptions by patients and the community.

T A B L E 3 Availability of healthcare providers in the PHCs

Staff cadre (involved in patient care) Approved Working Vacancy

Doctor 6 3 3a

Nurse 7 0 7b

Pharmacist 3 3 0

Laboratory technician 3 2 1

Ophthalmic technician 3 2 1

Senior health assistant male 3 1 2

Senior health assistant female 3 1 2

Junior health assistant male 10 1 9

Junior health assistant female 12 12c 0

Block health education officer 1 0 1

Total healthcare providersd 51 25 26

Abbreviation: PHC, primary healthcare centre.
aOne doctor employed on contractual basis to overcome shortage.
bEleven nurses employed on contractual basis to overcome shortage.
cOne person was on long study leave hence was not interviewed.
dSee text for explanation.
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3.1 | Domains in alignment with the WHO performance assessment aspects

The providers described numerous domains that were in line with the aspects of the WHO framework:

1. Overall levels of health: The fulfilment of this aspect of the framework was revealed by general health indicators

like maternal mortality ratios and infant mortality rates. Providers explained that they had the responsibility of

delivering effective maternal and child healthcare, as well as meeting targets in the prevention and treatment of

prevalent diseases, under various national programmes delivered in the field and at PHCs, contributing to better

overall levels of health in the population (Table 4, Sl no. 1).

2. Distribution of health in the population: This aspect of the WHO's performance parameters was evaluated and

commented upon by most providers. The PHCs and their subcentres were all structured to ensure the distri-

bution of services in the community to improve health of the population. The providers mentioned healthcare

promotion and preventive health services among the community as a major area of PHC performance. This

aspect incorporated components such as immunisation coverage, monitoring child growth, prenatal and natal

care, contraception, noncommunicable disease screening, mosquito larvae surveys to reduce vector‐borne

diseases, collecting sputum and blood smear samples to prevent tuberculosis and malaria, and health‐
awareness programmes (Table 4, Sl no. 2).

3. Overall level of responsiveness: According to the providers, this WHO criterion consisting of quality of care and

client satisfaction, involved the ability of the PHC to meet and exceed patient expectations. The providers

expressed that client satisfaction was always expressed by the patients after care delivery and hence should be

considered in PHC performance (Table 4, Sl no. 3).

4. Distribution of responsiveness: One of the WHO's performance parameters is availability of resources. The

providers assessed this parameter as nonvacant positions, and the availability of infrastructure.

Vacant provider positions at PHCs: All respondents expressed concern about the number of vacant posts in

PHCs. All the providers stated that the lack of skilled workforce had led to an increase in the workload for all of

them, forcing them to multitask and perform multiple roles. As a result, they were struggling to provide quality care,

leading to agitation and sometimes growing friction between providers and patients. It was also observed that the

population served by the PHCs was high in comparison to the standard of 30,000 persons per PHC, thereby

aggravating the problem. Hence, providers considered the availability of staff members or rather the number of

vacant positions as PHC performance (Table 4, Sl no. 4a).

Availability of medicines at PHCs: Providers said that the availability of medicines and other items for patient

care was a responsibility of the health system and the duty of the pharmacist, who was responsible for all the stocks

in the PHC. The lack of supplies added to the burden of the Administrative Medical Officer, thereby affecting

quality of care. The interviewed providers considered availability of medicines as part of PHC performance (Table 4,

Sl no. 4b).

5. Distribution of resources: Distribution of human and other resources across the health system could not be

adequately assessed because administrative officers and personnel from the government who are in charge of

these PHCs were not included in the study. This was out of the scope of the present study.

6. Distribution of financial contributions: The governmental health budget was the only criterion from the WHO's

framework that is applicable to PHCs. The budget was allocated for the salary of human resources, infra-

structure procurement and maintenance, and provision of healthcare. Providers expressed that the

budget allocation and remuneration for the services were not provided on time affecting their abilities to lead a

decent life, thus including this factor in PHC performance (Table 4, Sl no. 6a, b).
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3.2 | Domains in alignment with the PHCPI framework of performance assessment

The providers mentioned indicators from all subdomains except access, availability of effective primary healthcare,

and equity, as they were concerned from the system point of view. Though the indicators mentioned were in line

with the PHCPI framework, they were mostly applicable to the centre and not for the complete primary healthcare

system as designed by the PHCPI.

3.3 | Domains defined by the interviewed providers but external to the WHO aspects
and the PHCPI performance framework

In addition to the indicators that were mentioned in the WHO's performance framework, five domains were

identified by the providers which, in their view, were essential components of PHC performance. These domains of

T A B L E 4 Quotes supporting domains that are in alignment with the WHO performance assessment aspects

Sl no. Aspects of performance Quotes

1 Overall levels of health We provided OPD [outpatient department] services, antenatal care, post‐
natal care, birth services… 0 to 5 years' children health…report birth and

death… diagnose and treat TB [tuberculosis] and malaria (comments from

a doctor)

2 Distribution of health in the

population

First dose and second doses of TT [anti‐tetanus toxoid injections] are given.

Then they [health assistants] give all the information about the

government hospitals closeby, they inform who the doctor is…

Postpartum care visits at home are done by sisters [health assistants]; the

sisters give all the information needed, then every Thursday for children

they provide immunisation in all four subcentres for maximum coverage

in minimum time. (Comments from a doctor)

3 Overall level of responsiveness If OPD [outpatient department and services] starts in the morning until the

evening, it will go on … we [providers] can't sit and talk that much as the

patient load is high … many people are happy with the treatment. Many of

them have said so and thanked me as they got treated (comments from a

nurse)

4 Distribution of responsiveness (a) [There is] no LHV [lady health visitor, local dialect for senior health

assistant female] and no BHEO [block health education officer] …

everything sisters [junior health assistants] only should do (comments

from a doctor)

(b) If something [medicine and other medical supplies] is not available, [the]

doctor will get it for us… Pharmacist will not get the things for us … but he

[doctor] will get it from somewhere (comments from a nurse)

5 Distribution of resources Not applicable

6 Distribution of financial

contributions

(a) We don't get funds on time … now they [government] are giving [it] on a

performance basis. And we don't know on what performance basis they

are calculating the amount … for [the] lab we don't get anything from the

government… still we have to deliver services” (comments from a doctor

on fund allocation)

(b) … wherever we go [any PHC], the major problem is salaries; we can't

expect [our] salaries on time… (comments from a health assistant on

salary allocation)
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performance included teamwork, opportunities for skill and knowledge advancement, job satisfaction, PHC

administration for safety and security and positive community relationships.

3.3.1 | Theme 1: Teamwork at the PHC is central to performance

All providers identified teamwork as a key element in the performance of a PHC, stressing that the lack of good

teamwork led to the poor functioning of the centre. Therefore, teamwork itself is a performance criterion (Table 5,

Sl no. 1).

The interviewed providers acknowledged that effective teamwork was based on the presence of doctors with

suitable skills, and coordination and cooperation among various stakeholders.

Skills and capabilities of PHC doctors

The interviewed providers said that it was important that an adequate number of doctors were available in PHCs,

and that those doctors needed to demonstrate administrative abilities, leadership and communications skills, and

the right attitude towards other stakeholders. Considering all these qualities, the interviewed providers identified

the availability of a good doctor as a PHC performance indicator.

Administrative abilities: All of the interviewed providers identified the fact that the doctors not only played the

role of healthcare providers but that they also acted in an administrative capacity and a significant portion of

doctor's time was allocated to the administration of the PHC. Administration consisted of ensuring the efficient

functioning of the PHC, including managing materials and people, among other roles (Table 5, Sl no. 1Aa).

Leadership skills of doctors: Interviewed providers identified doctors as the leaders of the PHCs, with all other

staff reporting to them. Doctors also represented their PHC (and its staff) before higher officials. Providers stated

that, given doctors' crucial role, they needed to have the following abilities: communication and coordinating skills;

the ability to support staff psychologically and boost performance; and the presentation skills to represent the PHC

before other stakeholders (Table 5, Sl no. 1Abi–iii).

Teaching and Training of various personnel: The interviewed providers said that teaching and training various

personnel,providingtechnicalsupport,mentoringandhandholdingotherpersonnel forbetterhealthcaredeliverywere

doctor'stask,whowerebestqualifiedinthePHCteam;thus,forminganidealdomainofperformance(Table5,Slno.1Ac).

Attitude of doctors towards other providers and patients: The providers said that the attitude of providers and

patients towards each other were essential for the PHC performance. Any evaluation had to take into account

whether the professionals involved had a positive and empathetic approach; whether they were dedicated to

patient care; whether the doctors recognised, appreciated, and respected all the individuals contributing to patient

care. All these accounts facilitated conducive work environment and better service delivery, consequently the

attitude of doctor towards providers and patients were considered as PHC performance (Table 5, Sl no. 1Adi–iii).

Coordination and cooperation between different stakeholders

Intradepartmental cooperation and coordination: According to the providers, healthcare is not just the re-

sponsibility of one healthcare provider. In fact, healthcare provision involved the interaction of various internal,

external factors and stakeholders, including the prevailing environment in a society. Cooperation and coordination

within the department created a supportive administrative environment, prompt and efficient service delivery, and

synergy between personnel, all influencing the PHC performance (Table 5, Sl no. 1Ba).

Interdepartmental cooperation and coordination: According to the interviewed providers, the health of the

local population is influenced by sanitation or lack thereof, clean water provision, clean air, appropriate town
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planning among other factors. Improvements in such basic needs can be achieved through coordination of various

departments, leading to optimum standards of living. Achieving synergy between respective departments is

critical to promoting better health, so providers included this synergy as a key performance indicator (Table 5,

Sl no. 1Bb).

3.3.2 | Theme 2: Advancing skills and knowledge

Providers interviewed acknowledged that advancing the skills and knowledge of those providing medical

services was an important component of PHC performance. It was important to increase the capacity of PHCs and

expand the scope of service availability, thereby leading to better health outcomes. On‐the‐job learning oppor-

tunities at PHCs was limited, as PHCs provide only primary healthcare and refer complicated cases to hospitals and

other care facilities. The interviewed providers said that the government does offer opportunities for higher and

continuing education thereby contributing to personal growth and career advancement, further improving avail-

ability and quality of health care. Hence, the opportunities provided for advancing skills and knowledge were also

considered as PHC performance (Table 5, Sl no. 2a, b).

3.3.3 | Theme 3: Job satisfaction

Providers described a well‐functioning PHC as offering opportunities for workers to experience job

satisfaction, motivating them to perform better, engage their conscience and contribute to their well‐being. The

providers described their job satisfaction as the gratification derived from providing services to patients in need, as

well as to women and children. Hence, providers considered job satisfaction as an indicator of PHC performance

(Table 5, Sl no. 3a, b).

3.3.4 | Theme 4: PHC administration in relation to safety and security standards

The interviewed providers said that PHC performance was also measured as to whether staff felt secure during

work. If staff security was threatened, providers were not encouraged to take risks and were reluctant to handle

high risk cases. Providers said that during the day, people and local leaders gather to argue and to harass staff,

including doctors. Security was not only a concern in the PHC but also in the field. Poor security and safety

standards prevented staff from operating at their best, so the PHC administration in relation to staff safety and

security was also considered an element of PHC performance (Table 5, Sl no. 4a–c).

Providers explained that during the night, there were no security staff employed by the government or locally

recruited by the PHC. This was a huge challenge because nurses were exposed to violence or were often frightened

when an agitated mob gathered following a provocation or an untoward incident (Table 5, Sl no. 4d).

3.3.5 | Theme 5: Positive community relations

From the providers' perspectives, the attitude of people and the various stakeholders towards healthcare and

healthcare providers was a fundamental factor when assessing the PHC performance. Positive community relations

were established during the process of service delivery, which needed considerable time, commitment, and

patience during care. According to the providers, positive community relations reduced the risk of violence towards

doctors. Good relationships with patients and the community also resulted in reasonable expectations from the

centres and appropriate coordination and cooperation with local leaders and private players. Positive community

relations also provided a conducive PHC environment, improving patient and provider satisfaction, directly

affecting PHC performance.
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Relationships with people in the PHC and the community

Providers expressed that expectations and prejudice from patients was a major factor influencing their interactions

with patients. The comments from the providers revealed that patients were often prejudiced about care provided

in government facilities, with skewed expectations from government doctors. PHC providers said that patients

were rude and came with predetermined ideas about the necessary treatment to be provided to them, thereby

hindering personnel from delivering optimal care (Table 5, Sl no. 5Aa).

When health assistants visited homes in the community, it was difficult to predict people's response to the

preventive care delivered as part of their work and some would behave disrespectfully. As these responses from

patients and the community hindered care delivery, good relations alone would improve quality of care and so they

were included as a domain of good PHC performance (Table 5, Sl no. 5Ab).

Providers described that doctors were often victims of violence from patients and other staff. They also said

that good relationships with the community would lead to smoother care provision, whereas aggression and

violence disrupt care and demotivates providers. Hence safety was also considered a valid measurement in PHC

performance assessment.

One of the interviewed providers described how certain situations arose. According to this provider, relatives of

patients sometimes gathered a crowd in the community to question or confront doctors about the treatment that had

been provided. The instigators of these confrontations often acted without considering how events had unfolded and

often did not consider the condition of the patient when he or she had been brought to the PHC; sometimes these

events were instigated by people with other interests, such as those cared for in private hospitals (Table 5, Sl no. 5Ac).

Providers also mentioned in their interviews that violence did not come exclusively from patients and the

community at large, but also sometimes other care providers or support staff members behaved violently with

colleagues, upsetting the work environment. Good relationships with the community and among care providers

could theoretically avoid these incidents of violence, so this was also added as feature of PHC performance (Ta-

ble 5, Sl no. 5Ad).

Cooperation and coordination with local leaders and private players were considered important
by the providers

The providers highlighted that the presence and participation of local leaders in the PHC governance facilitated the

identification of infrastructural needs and offered local support, thus enhancing the PHC's performance. Political

interference by local leaders, their families and friends, and outlaws was a challenge because of their private in-

terests and irrational expectations about what the PHCs could accomplish. Cooperation and coordination with local

leaders were also considered as performance of PHC (Table 5, Sl no. 5Ba–c).

Interviewed providers mentioned also that private doctors spread rumours about government facilities, giving

patients incorrect or misguided information and leading them to seek services from private centres, all of which

damaged the reputation of PHCs. Therefore, good relationship with private healthcare providers was considered as

indicator of PHC performance (Table 5, Sl no. 5Bd).

4 | DISCUSSION

This study aimed to explore the performance of PHCs in Bengaluru urban district, from the providers' perspectives

and compare them with the WHO aspects and the PHCPI performance assessment framework. The thematic

analysis of the inputs from 36 providers of three PHCs resulted in domains that overlapped with some components

mentioned in the WHO's aspects and the PHCPI framework. However, providers also added a significant number of
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performance domains that were not part of either the WHO aspects or the PHCPI performance assessment

framework. Many of these performance domains all involved or were related to the work environment in one way

or the other. They included feeling part of a well‐functioning, well‐led team; the functioning of the team; oppor-

tunities for professional growth and development; job satisfaction; good rapport with the community, and a safe

environment to work in.

The providers' focus on the work environment underscores studies that link work environment to healthcare

performance in a number of ways.

First of all, several studies show how quality of the working environment impacted turnover and workforce

retention, leading to understaffing and poor healthcare delivery.17–20 Other studies show a similar trend when they

depict healthcare workforce development as an established investment strategy for improving employee retention

and service delivery.21,22 Providing opportunities for staff to advance their skills and knowledge by training and

furthering education results in improvements in the health of the population, hence being an excellent criterion for

assessing performance.23

Second, it has been well‐established in high‐income countries that health systems should invest in providers,

who are also referred to as internal customers. Addressing the gaps identified by these providers themselves, giving

them voice, building trust and caring for them would positively impact patient care as well.24,25 This is in line with

studies that have reported that the satisfaction and motivation of internal customers accounted for better care

delivery and patient satisfaction.26,27

Third, research has shown that job satisfaction positively influenced patient satisfaction, enhancing the care

provider's feeling of achievement and being an essential component of performance assessment.28–30 In addition,

job satisfaction and positive dynamics among providers are linked as factors contributing to employee retention,

further facilitating better provider–patient relationships and better quality of care.28,31

Finally, researchers reported increased violence against doctors and other healthcare professionals that has

been increasing in both developing and developed countries.32–37 This violence is a reflection of the dysfunction of

the health system which increases psychological distress among providers and worsen their performance. However,

when trust is established, it results in higher patient satisfaction.38–41

This literature on work environment and performance show that the domains of performance brought up by the

providers can and should be taken seriously. However, they first need to be translated to indicators. These indicators

should be included in PHC performance assessment in the Indian context. Not only because they help to take an

important internal PHC customer seriously, and help adapt performance assessment to the Indian context, but also

because literatureascertains that thedomainsare indeed important forhealthandperformance.Thesedomains,when

included in the WHO aspects and PHCPI performance assessment framework, and when translated to indicators that

canbequantified,will leadto improvedPHCperformanceassessment,whichwill bemorerelevant to the Indiansetting.

In light of research that has demonstrated that the technical content of training and education contributed

to better patient care,42–44 it was a surprising to find that no provider mentioned the technical skills or

knowledge of doctors or other healthcare providers as a domain of performance. It seemed providers simply

assumed that they had the necessary technical knowledge and healthcare skills essential for patient care. Yet

there is also literature in general healthcare or in primary healthcare delivery45,46 that shows that as long as

health professionals share information on achievement of health outcomes, demonstrate awareness of patients,

show commitment, integrity, and authenticity, their technical skills and knowledge are never commented on.

Moreover, medical personnel who demonstrate the appropriate attitude contribute to better patient outcomes.23

Central role of doctors in the PHC

Another surprising finding was that providers placed a great deal of responsibilities on doctors, while doctors

themselves also expected to fulfil these roles. The doctor was seen as central to the performance of the PHC as a
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team leader, administrator, supervisor, mentor, coordinator and manager. Apparently, according to the providers,

the doctor's ability to fulfil these roles forms the basis of the PHC's performance.

This focus on the doctor as central to the functioning of their PHC maybe be explained by the glorified status

of doctors in India.47,48 In addition to health education, preventive healthcare and curative healthcare delivery,

these additional tasks described by providers place excessive strain on doctors, especially if there is one single

doctor working in a particular PHC, which was the case in most of the centres included in the study. This can

explain the low motivation for persons to seek work in primary care that lack basic amenities further deterring

doctors. Disincentives have further complicated the problem of shortage of doctors in Indian primary care.49 The

multiple roles required from PHC workers only accentuate the challenges of recruiting and retaining doctors for

PHCs.

5 | CONCLUSIONS

This study applied a qualitative research approach using a responsive evaluation method to explore PHC

performance from the providers' perspective. The authors interviewed providers in selected PHCs seeking

to understand their perspectives in relation to the WHO aspects for performance assessment and the

PHCPI framework. From the providers' perspectives, the following PHC performance domains emerged: the

existence of good teamwork and a team that worked in a unified and coordinated way; the provision of

opportunities for growth and development; the presence of job satisfaction among providers; the provision

of a safe and secure work environment by the administration; and positive community relationships as a

result of interactions that are positively reinforced. These domains not only signal whether a PHC is

performing well or not, but also form a ‘missing link’ connecting demands from external and internal

customers to improve delivery of care and hence the health of the population. These domains will, when

translated to quantifiable indicators and included in the WHO aspects and PHCPI performance assessment

framework, lead to a more holistic and practical tool for PHC assessment that would be more relevant to

the Indian setting.

METHODOLOGICAL STRENGTHS AND WEAKNESSES

The strength of the study lies in the sample that included all the providers in a mixture of PHCs that were

performing well, regularly and badly according to the institutional performance measurement, that is, delivery.

Theoretically, the study includes a wide array of providers, integrating factors on personal diversity that affect

performance, thereby addressing the diverse and unique factors that may be present in each PHC setting. Including

one PHC from each of the three selected categories in the study could have limitations in terms of generalisation of

findings for the health system.

RECOMMENDATIONS FOR RESEARCH AND PRACTICE

Further research should be conducted in large number of PHCs to generalise the findings of this study to PHCs in

rural areas, in other states, and other LMICs. Research on relationship between different performance domains,

quantifiable indicators and criteria from the perspective of multiple stakeholders is also indicated. Given that the

domains identified from the providers' perspective were related to the staff's work and life quality and their

engagement, further research is needed to establish the interrelations.
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