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Abstract

Objective: While public reporting of hospital-based performance measurement is
commonplace, it has lagged in the primary care sector, especially in Canada. Despite
the increasing recognition of patients as active partners in the health-care system,
little is known about what information about primary care performance is relevant to
the Canadian public. We explored patient perspectives and priorities for the public
reporting of primary care performance measures.

Methods: We conducted six deliberative dialogue sessions across three Canadian
provinces (British Columbia, Ontario, Nova Scotia). Participants were asked to rank
and discuss the importance of collecting and reporting on specific dimensions and in-
dicators of primary care performance. We conducted a thematic analysis of the data.
Results: Fifty-six patients participated in the dialogue sessions. Measures of access
to primary care providers, communication with providers and continuity of informa-
tion across all providers involved in a patient's care were identified as the highest
priority indicators of primary care performance from a patient perspective. Several
common measures of quality of care, such as rates of cancer screening, were viewed
as too patient dependent to be used to evaluate the health system or primary care
provider's performance.

Conclusions: Our findings suggest that public reporting aimed at patient audiences
should focus on a nuanced measure of access, incorporation of context reported
alongside measurement that is for public audiences, clear reporting on provider com-
munication and a measure of information continuity. Participants highlighted the im-

portance the public places on their providers staying up to date with advances in care.
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1 | INTRODUCTION

Performance measurement is commonplace in health-care sys-
tems worldwide, used for quality improvement efforts,>? public

t,810 research and informed

accountability,®” patient engagemen
decision making.'* Public reporting of performance measures is
fundamental to achieving several of these goals. While public
reporting on hospital-based procedures and care has been grow-
ing over the past two decades, public reporting of primary care
performance measures has lagged behind; however, countries
such as the United Kingdom, United States and Australia have
led efforts in public reporting of primary care performance.!?*
Canada, like many countries, has experienced two decades of
primary care reforms in health service delivery.lf”18 While the
majority of Canadians receive most of their health care from
primary care providers, there is a paucity of publicly reported
information to engage members of the public,’’ and no fed-
eral organizations are mandated to publicly report on primary
care performance. While the Canadian Institute for Health
Information has an active health system performance public
reporting site, 0 it includes very few measures of primary care
performance. Provinces, who are responsible for the delivery of
primary care services, also do not consistently publicly report
performance in primary care.”

Patient engagement at the level of care decision making has
been shown to improve both patient- and health system-level out-
comes.?!?2 Canada's Strategy for Patient-Oriented Research (SPOR)
highlights the importance of incorporating patients as active part-
ners across the continuum of research to health system transfor-
mation®® and primary care has embraced patient engagement in the
realm of quality improvement.“'26 While public perception of how
the health system is performing is influenced by context and cul-

ture, 2728

patients and citizens have reported that public reporting
of primary care performance in Canada could support community
advocacy and health system decision making and increase the pub-
lic's trust in the care they receive.?? While easily accessible data
that engage the public in performance reporting is deemed im-
portant,'?133° however, little is known about the Canadian public's
perspective on which specific information related to primary care
should be shared with them.3132

The objective of this manuscript is to examine patient perspec-
tives and priorities for the public reporting of primary care perfor-
mance measures in the Canadian context. This project is part of a
larger programme of research to improve the science and reporting

29,34

of primary care performance in Canada and builds on our pre-

vious analysis that described how the public might use reports on

primary care performance.29

2 | MATERIALS AND METHODS

We conducted deliberative dialogues, a well-established approach
for engaging the public in complex issues,®*%” in three provinces
that were selected for their varied approaches to primary care
reform: British Columbia (BC), Ontario (ON) and Nova Scotia
(NS). The methods for these dialogues have been previously re-
ported.29 Briefly, six day-long deliberative dialogue sessions were
held between January and May 2016. Two sessions were held in
each of three distinct regions: (a) Fraser East, British Columbia, (b)
Eastern Ontario Health Unit, Ontario and (c) Central Zone, Nova
Scotia. The regions were selected for their similarities in socio-
demographics (eg, ethnicity, age and socioeconomic status)®®
and their differences in health reform, the availability of primary
care physicians and proportion of the population with a primary
care provider. One session in each region was conducted with pa-
tients with complex needs (multiple comorbid conditions) while
the second event was for those with two or fewer medical condi-
tions. The study was approved by the research ethics boards of
the University of British Columbia, Nova Scotia Health Authority,

Ottawa Hospital and Bruyére Continuing Care (Ottawa).

2.1 | Participants

We recruited patients 18 years of age or older, most of whom par-
ticipated in a waiting room survey of patient experience®’ at their
primary care practice and consented to being contacted for research
opportunities. We used the patient experience survey to obtain
information on respondents' age and medical conditions, and from
this convenience sample, we purposefully recruited participants
who spoke English with diverse ages, gender, types of chronic con-
ditions and the practice where the individual received care. We
used the number of chronic conditions as a proxy measure of medi-
cal complexity to recruit participants with diversity in experience
with the health system. Participants received a $75 honorarium for
their time, received meals during the event and reimbursement for

transportation.

2.2 | Structure of session

Each deliberation session was conducted over the course of a single
day in a central location within each study region. Dialogue sessions
were jointly facilitated by research team members with expertise in
primary care performance measurement, patient experience, public

performance reporting and deliberative dialogue methodology. Prior
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TABLE 1 Examples of the most commonly used performance domains and indicators provided to participants as background information

Access: The ease with which clients or patients can initiate contact with their primary health-care provider for a new or existing health problem

How it is measured
care, or when they are sick

Percentage of respondents who report having a family physician or nurse practitioner that they see for their regular

Percentage of patients who report that they were able to see their family physician or nurse practitioner on the same or

next day

Percentage of patients who report that getting medical care in the evening, on a weekend or on a public holiday was

difficult

Percentage of patients who report that, when they call their regular family physician's office with a medical question or
concern during regular office hours, they get an answer on the same day

Patient-Centred Care: Providing care that is respectful of and responsive to individual patient preferences, needs and values, and ensuring that

patient values guide all clinical decisions

How it is measured

Percentage of adults with a regular family physician or nurse practitioner who said their regular health-care provider

always explains things in a way that is easy to understand

Percentage of patients who report that their family physician, nurse practitioner or someone else in their medical office

spends enough time with them

Percentage of patients who report their family physician, nurse practitioner or someone else in the medical office
involves them as much as they want in decisions about their care or treatment

Continuity: The delivery of services by different providers in a timely and complementary manner such that care is connected and coherent within

an acknowledged care plan

How it is measured

Percentage of total primary care visits that are made to the patient's primary family physician or nurse practitioner

Percentage of patients who report that there were often times when the health-care provider they were seeing did not
have access to their recent tests or examination results

Effectiveness: Providing care that works and is based on the best available scientific information

How it is measured

Percentage of eligible patients aged 50 to 74 who had a faecal occult blood test (FOBT) within the past two years,

sigmoidoscopy or barium enema within five years or a colonoscopy within the past 10 years

Percentage of people with diabetes who had a serious complication from it in last year

Percentage of people with high blood pressure who had a BP check recorded in the last year

to each session, participants received an information package which
contained the project objectives, background information about pri-
mary care performance measurement, including the rationale for
public reporting, definitions of key terms, and examples of the most
commonly used performance domains and examples of different in-
dicators within that domain (Table 1). Indicators were selected among
those publicly reported in the past decade or ones from our larger
study to populate dimensions not usually publicly reported. We en-
sured indicators represented diverse data sources including patient re-
ported measures and those routinely collected in administrative data.

The agenda for each session was structured around three dis-
tinct topics: prioritizing primary care performance dimensions and
indicators for public reporting; uses of performance information;
and effective reporting formats. We opened each session by ask-
ing participants what they would tell someone moving to their
region to help them understand the quality of the primary care
they might find there. The first hour of the session was then spent
reviewing background material and orienting the participants to
primary care and performance measurement. Throughout the
session, we presented scenarios, illustrative examples and inter-
national comparisons including reporting in Australia, the UK and
Canada. Interactive case discussions were used to both familiarize
the participants with the concepts and allow them to share their

experiences and opinions.

The focus of this analysis is the discussion surrounding the prior-
itization of primary care performance dimensions and indicators for
public reporting. Participants were provided with worksheets listing
and defining key performance dimensions for primary care (access,
patient-centred care, continuity, comprehensiveness, technical qual-
ity of care, safety, service integration and health equity, Table 2),
based on an existing framework for comprehensive performance
management in primary care.*® This first discussion introduced par-
ticipants to this broad and comprehensive view of primary care per-
formance, with examples of indicators for each of these dimensions
to help make the concepts more concrete. Participants were then
asked to rank the importance of collecting and reporting on these
primary care performance dimensions (ranging from not at all im-
portant to very important) followed by a group discussion of their
ratings and corresponding rationales.

Next, participants further explored three dimensions of pri-
mary care performance and related indicators purposefully se-
lected in advance of the meeting: access, to capture an area
perceived as highest priority for public reporting and a focus of
reform efforts over the previous decade across the country®®;
patient-centred care, selected as a key pillar of the next wave of
primary care reforms towards medical homes that is not routinely
public reported and an important component of patient experi-

ence in primary care*™*2; and technical quality of care, a dimension
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aimed to show prevention and treatment activities. Participants
were asked to rank on a worksheet the importance of each dimen-
sion's specific indicators for public reporting (Table 2) followed by

a group discussion of the shared rankings.

2.3 | Analysis

Each deliberation session was recorded and transcribed. The
transcripts were read using immersion crystallization by two
team members experienced in qualitative analysis (MH, SJ), one
who was present for all sessions and was responsible for data
cleaning.43 A coding template, informed by the study objectives,
our project framework for comprehensive performance meas-
urement for primary care,*® and initial review of the transcripts,
was inductively developed by the interdisciplinary analysis team,
which included the four team members who designed and fa-
cilitated the deliberation sessions with backgrounds in nursing,
medicine, epidemiology and health policy. The coding scheme
was then applied to the transcripts by the same two team mem-
bers (MH, SJ). Two researchers (MS, SJ) independently per-
formed a thematic analysis on the content reports for each code
to identify recurring themes (defined as those arising in three or
more dialogue sessions). Using Lincoln and Guba's trustworthi-
ness framework,** we examined confirmability of the statements
at frequent check-ins during the deliberative dialogues. We also
ensured credibility of the analysis by having additional team
members provide substantive feedback on the themes and inter-
pretations, and we examined authenticity by examining the range
of participants' realities by seeking out disconfirming statements
and unexpected findings. Our analysis was informed by a frame-
work for comprehensive performance measurement for primary
care*® which had informed the study design and presentation to
participants. The researchers initially analysed four code con-
tent reports independently and found near perfect agreement in
identification of themes. They then completed the analysis of the
remaining reports. Shared themes were also mapped to identify
if there were any specific to patient groups with more medically
complex (defined as having two or more medical conditions) or

less complex conditions.

3 | RESULTS

Fifty-six participants were involved across six deliberative dialogue
sessions. Participants were mainly Caucasian, between 20 and
81 years old, with a range of medical conditions, from none to 10
different conditions (Table 3).2° Gender was balanced across par-
ticipants in the dialogues except for those in Nova Scotia where the
participants were predominantly female. No recurring themes were
limited to or significantly more prominent within the patient groups
with more or less complex conditions. Participants provided their

perspectives about both the importance of specific dimensions of

performance and indicators as well as the value of reporting various
measures to the public.

3.1 | Key dimensions of primary care performance

We present themes arising for each primary care performance dimen-
sion and specific indicator in the order in which the dimensions were
presented to dialogue participants. There was little discussion among
participants surrounding the dimensions of comprehensiveness, safety,

service integration, or health equity and as such are not discussed.

3.2 | Access

Many participants noted that without access to primary care, other
indicators of performance are less relevant: If you can't get access,
how do you evaluate the other priorities? [ON_2]. Across all dialogue
sessions, access to primary care was clearly seen as the most impor-
tant indicator to publicly report, a foundational marker for how the
health system is working.

When presented with specific indicators to measure access, hav-
ing access to a family physician or primary care provider was clearly

important:

| believe that everybody should have a general practi-
tioner or family doctor and | think that there needs to
be some way to track that. ... family doctors control the
whole thing ... [BC_2]

However, there was debate about the value of a same-day appoint-
ment as a meaningful measure of performance. Most participants sug-
gested that same-day access was context-specific, depending on the

nature of the problem.

I mean, if you have a cold, it’s going to go away on its own.
Some of the things that you have wrong with you people
can wait to see a doctor. [ON_2]

Participants felt that a same-day response to phone calls was too
short of a time frame. Context again was important: an acceptable time
frame for a response varied from the same day for urgent matters, to
anywhere from a week to a month for less urgent matters. Participants
also recognized that these needs could be met using other parts of the

health-care system:

You're going to call your busy doctor’s office when he’s
with patients [and not expect him to] call back the same
day necessarily because there are other telephone groups
for that. There’s the Emerg Department if it’s really im-
portant. There’s the nurse line. There’s things, resources
that can be used to get an answer to a question rather

than interrupt your doctor’s busy day. [NS_2]
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TABLE 2 Dimensions and indicators of primary care performance with ranking scale used by participants

Not at all
Ranking important
Dimension
Indicator
Access

Patients have a regular family physician or nurse
practitioner that they see for check-ups or when
they are sick

Patients can see their family physician or nurse
practitioner on the same or next day when they call
for an appointment

Patients can get medical care in the evening, on a
weekend, or on a public holiday through their family
physician or nurse practitioner

Patients can call their regular family physician's office
with a medical question or concern during regular
office hours and get an answer on the same day

Patient-centred care

Patients think their family physician or nurse
practitioner always explains things in a way that is
easy to understand

Patients think that their family physician or nurse
practitioner spends enough time with them

Patients think that their family physician or nurse
practitioner involves them as much as they want in
decisions about their care or treatment

After seeing their family physician or nurse
practitioner, patients feel more confident in dealing
with their health problems than before their visit

Continuity
Comprehensiveness
Technical quality of care

Patients are offered screening for various health
problems according to recommended practice

Family physicians, nurse practitioners or an
appropriate person in the office discusses the
impact of health and non-healthy foods on patients’
health

Patients with diabetes have their blood sugar at the
recommended target level

Patients with high blood pressure had a blood
pressure check in the last year

Safety
Service integration

Health equity

After-hours access was revealed to be a priority to measure for

most individuals in each group:

ljust wanted to say that Saturdays and Sundays shouldn’t
be an issue. Today people are working—my daughter
works in mental health, her weekends are Mondays and

Tuesdays. Doctors would be the same thing... a week is

Slightly
important

Fairly Very No

Important  important important opinion

a week, so if you're sick on a Saturday or a Sunday, you
should have access to healthcare. So, for me, Monday or
Saturday there’s no difference. [ON_2]

However, there was debate around where this after-hours care
should be provided. Very few participants suggested that they

needed to see their own physician: | mean, | believe we should have
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TABLE 3 Demographic characteristics of dialogue participants®’
Less medically complex patients Medically complex patients
BC(n=6) ON (n=11) NS (n=11) BC (n = 14) ON (n = 10) NS (n=6)
Number of female participants 2 8 10 7 5 5
Age, years, mean, (SD) n/a® n/a® n/a® 64.1(11.9) 61.4(10.9) 56.7 (12.5)
Number of chronic conditions, mean (SD) 1.3(0.5) 0.7(1.1) 0.3(0.5) 49(2.1) 5.4(2.4) 4.7 (2.5)

?Data unavailable for 13 of the less medically complex participants who were recruited through an online volunteer ad.

access to medical care, but | don't believe that our primary physician
should be available 24 hours a day, 7 days a week [ON_2], but felt it
was important to have after-hours options within their own primary
care practice:

So if | see my physician when | book an appointment for
my physical or whatever ahead of time, and she’s quite
accessible in that respect, but [if] | was to call and say, ‘I
need to see somebody tomorrow’ if she doesn’t have any
availability, they’ll hook me up with somebody else who
works in the clinic, they have access to all my informa-
tion. [ON_1]

On the other hand, many participants felt that regional access to
emergency or after-hours care was sufficient and important to mea-
sure and report on: | think information [that] is important is does that
area have a walk-in clinic that you can go to instead of the ER Also, if
there [is] an ER there, cause | don't think that anybody would expect that
they could contact their own GP anytime of the day or the week. [BC_2].

In dialogues within each province, participant perceptions of ac-
cess were shaped by the view that primary care is a scarce, valuable
resource, with limits on what it could and should accomplish. There
was a clear sense of participants seeing and valuing family physicians
as people with their own needs: Physicians are also human beings,
right? They have to enjoy their evenings and if it's on the weekend, we

can go to the walk-in clinics, anyway [NS_2].

3.3 | Patient-centred care

Across all groups, patient-centred care was also viewed as an impor-

tant dimension to publicly report:

For me it does represent a measure that the other things
are happening in a positive sense. So, | keep coming back
to collecting and reporting and would | want to read
about this if | was trying to judge whether there was good
healthcare system in an area. Yeah, | would use it as a
measure, as an overall measure [NS_2]

However, when presented with four potential indicators of pa-
tient-centred care (Table 1), participants in each group felt that enough

time was an important measure of the patient experience. Enough time

allows them to explain what their issue is and to understand what the

clinician is telling them.

We hear stories where patients go in and they say, ‘l was
in there no more than five minutes. | don’t think he’s lis-
tened to me’ or something like that. Maybe make them
aware, make the system aware that we might have to
spend more time with each patient. ...l think it has to be
measured. It’s very important for me because | think—I|
want to make sure that my doctor, my physician listens to
me, takes the time to explain it back to me and any other
questions .... [ON_2]

The concept of enough time was also interpreted by participants to
mean the primary care provider was listening enough to find out what
the patients’ issue/health concern was.

One of the really important ones there would be do | feel
a doctor took enough time with me because odds are, if |
feel a doctor took enough time with me, I think that would
indicate that | had the time to understand the discussion
about what my treatment and being part of that decision

might encompass a few more right into that list. [BC_2]

If you don’t have enough time to sort of talk about what-
ever your issue is, they might not actually find what the
real problem is. [NS_2]

However, in some dialogues there was disagreement about pa-
tients perceiving enough time with their provider as a priority perfor-
mance measure and there was debate about which other indicator(s)

should be reported in all the groups:

| put the first and the last one as very important [ex-
plains things well and feels more confident] because if
we concentrate on those two questions, they’re actually
almost including those other two things [enough time
and involved enough] and | think that if you understand
what your physician is talking to you about and then af-
terwards you have a level of confidence that you feel in-
volved in your own health, | think those are the important
things to feel confidence about as person when you're

making your decisions. [ON_2]
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Having clinicians ‘spend enough time with them’ was also seen
to be subjective as patients’ preferences for ‘enough time’ could vary

from person to person:

.... because you could spend two hours explaining a very
complicated thing to a person with big words, or you
could spend ten minutes explaining very complicated
things in simple terms that anybody can understand, and
| think—and also | think that enough times it’s very sub-

jective to whoever’s rating it. [ON_1]

Overall, these quotes suggest that communication and interaction
between patients and their providers is important for patients to un-
derstand and have confidence beyond the primary care visit.

3.4 | Continuity

A recurrent theme across groups was that continuity of information
is an important system-level measure that significantly impacts pri-

mary care performance:

...because we're looking at many different specialists,
chiropractors, dentists—all of those people should have
the same [health] information [about me] and it doesn’t
happen. [BC_1]

Interestingly, a system that enabled continuity of information was
seen as a way to become better at meeting patients’ health-care needs.
Past medical history is information that could be relevant to numerous
providers treating the same patient:

| think continuity and patient-centred care are tremen-
dously important particularly as we get more and more
technical within the delivery of health care that the pa-
tient can actually get lost, they become an average, you
know, rather than [a person] coming in whose had several
health problems that are related, and should be known
about when we're treating him with this cough... as we
get more and more technical, we have to keep focusing
on the patient and that information gets passed from the
general practitioner to the physiotherapist, so we're actu-
ally becoming more efficient in looking at this person not
having to cover it again to find out that they had a broken
leg, like, three years ago. [NS_2]

Participants did not bring up the need for increased privacy of
the medical information. Rather, they suggest health-care providers
should know more about their care in different parts of the system:
So, I think that's how your...that's reporting back to the public about that.
I mean, first of all, it has to be in place, that there is a place where all in-

formation for a particular patient goes and | can ask this as an individual

WILEY--2

because I'm the patient, but then all of my caregivers can access it as well
and | realize that there's all sorts of confidentiality issues in there, but |

think that the service is more important than the confidentiality. [BC_1].

3.5 | Technical quality of care

When discussing measuring and reporting on the delivery of primary
care services, a recurrent theme across groups was the lower value
placed on publicly reporting performance measures for aspects of
care that are seen as being outside of the care of primary physi-
cians or that could be delivered in other parts of the system. These
measures included whether the family physician had counselled on
healthy diet or medication side effects. As one participant stated: |
just think that our doctors who don't take huge courses in nutrition, but
there are young people who go there and that's all they study and then
become really good at their trade and ... we should all have access to
them and we could allow the doctors to be doctors. | think we're expect-
ing doctors to do everything. ...Then | just think there's a way to teach
dietetics and nutrition with the community health. [NS_1].

Concern was expressed in all groups that some of these mea-
sures, including ones which would come from information in patient
health records or administrative data, may be less valuable as a
measure of primary care performance because they are ‘patient-de-
pendent’. Patients understand that these metrics may not reflect
performance of the primary care system or providers because pa-
tients can choose not to follow recommendations or seek care:

...a lot of the screening practices are currently being re-
ported publicly ... and | think that here what’s important
is, is an indication that your family practitioner is up-to-
date and following the recommendations. Not that your
patients necessarily have to follow them all. They may
say, ‘No thank you'. Lots of people don’t want to have a

colonoscopy and all that, [ON_1]

You cannot take someone to the doctor and get them to
check their blood. Some people just don't like to go to the
doctor. [NS_2]

Not only may these measures reflect patient choice, some partici-
pants felt that these measures could be considered unfair as a rating of
clinician performance as they might also be affected by poor self-man-
agement: My bottom line is, proactive is the way to go. Some of the people
don't do that, that's the problem, then they blame the doctor. You can't
blame the doctor. You've got to be proactive. [BC_1] This suggests pa-
tients are aware that performance metrics may not only be about one
clinician's abilities but a complex host of factors including, for example,
the patient's willingness and ability to obtain the recommended tests.

Interestingly, in dialogues in Ontario and Nova Scotia, partici-
pants raised the importance of continuing professional development

as an important dimension of quality care: | do think that's important
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because things are changing. New research is being done on different
diseases and stuff like that. So how up-to-date are—like | know my par-
ticular doctor, we go in with a question, she'll say to us, “Well, | don't
know anything about that, but | will check into it.” And within a week,
she's calling us back, “Look | found this out. And you may want to check
into this.” I'm fortunate with the doctor | have that she will check into
those things. But how often are these doctors going in for professional
refresher courses, or going back for a month or two to school to see what
these new practices are, or a new way of doing things is my concern.
[NS_1] This topic was unprompted by facilitators and came up in

three separate dialogues.

4 | DISCUSSION

Despite the proliferation of publicly reported information on health
system performance, there are few studies that focus on understand-
ing the patient point of view.3*3% In this study, we found that patients
identified clear priorities for primary care performance measurement
and reporting that could be taken into account when deploying in-
formation on health-care performance. Specifically, measures of ac-
cess to a family physician, patients perceiving that their primary care
provider spent enough time with them, and continuity of informa-
tion across all providers were identified as high priority indicators of
the performance of the primary care system. Interestingly, several
other commonly used performance measures, such as rates of cancer
screening or regular blood pressure measurements, were viewed as
being patient-dependent and as such were not felt to be an accurate
measure to evaluate the health system or the primary care provider's
performance. Participants were concerned that primary care physi-
cians were up to date with current research evidence and highlighted
the importance of continuing professional development. Our find-
ings were relatively consistent across the three provinces included
in our deliberative dialogues, despite the diversity in primary care
policies and regional health concerns.3®

Access to primary care was found to be fundamental to under-
standing the performance of the health-care system from the pa-
tient's perspective. This is not surprising and may be a function of
the common role of primary care as the entry point for most patients
into the health-care system across the country. As such, this finding
might not be replicated in health-care systems in which a primary
care provider does not function as an access point and gatekeeper
for the whole system. While all participants had a regular family phy-
sician and most were recruited during visits to their own primary
care practice, this finding may also have been shaped by the com-
monly held perspective that it is difficult to get a family physician or
nurse practitioner for some people or in some regions in Canada,?’
where 83%, 90% and 89% of the population in BC, ON and NS, re-
spectively, report having a regular source for primary care®

Participants provided insight on the value of specific mea-
sures of access: optimal access might depend on the context of
the health issue rather than a single measure of same-day access.

This may reflect people's experience in primary care involving

care across a wide range of concerns or the longitudinal rela-
tionship-based nature of primary care in which patients typically
are cared for by one person who they may come to see as having
needs of their own. It might also reflect the view which emerged in
multiple dialogues about primary care as a publicly funded scarce
resource rather than a consumer-oriented service. While there
was support for the importance of after-hours access to care, the
debate about its value as a performance measure for primary care
highlighted similar tensions recognising a need for some form of
available primary care while balancing the view of it being a limited
resource and respecting primary care providers as individuals with
limits as well.

The emphasis on measuring and reporting on continuity of infor-
mation rather than on continuity of care with a single provider was
notable. Patient understanding of continuity of care appears to go
beyond the narrow definition often used in primary care; rather than
care being concentrated in a single provider, it seems that patients
see continuity as an expectation of shared information and care

management.*®

This may be related to an increased push to allow
patient access to electronic medical records.*’ Participants viewed
a wide range of community-based services as primary care provid-
ers and thus a measure that would capture availability of services in
the community—not limited to those solely available through their
primary care practice—might better capture people's experiences
and expectations. Coordination and continuity of information both
within and across primary care providers took precedence over the
protection of privacy of health information. Participants did not
raise concerns about privacy or confidentiality, rather they expected
that providers should be able to access all information relevant to
their care. Innovations to our health information systems lag due to
privacy concerns, with privacy being prioritized over access to in-
formation within the circle of care.*®*’ However, patients clearly
expect technology to connect those providers who are caring for
them. Overall, this may point to a need for a publicly reported indi-
cator on information continuity, which would reflect health system
performance not just primary care.

The recurring theme of not valuing performance measures which
were dependent on patient action, including typical ‘process mea-
sures’, such as taking blood pressure or rates of cancer screening,
which are often seen as within the ‘control’ of primary care providers,
suggests that, from the patient perspective, these may not be valu-
able measures of primary care performance given that both patients
and providers have a shared responsibility in these activities. Similar
concerns about provider control of performance measures have
been raised by primary care providers.”® A recent multi-stakeholder
engagement to develop a practical yet comprehensive instrument
to evaluate primary care performance from patients’ perspectives
did not include many of the specific process measures traditionally
used for this purpose.** No core set of process measures emerged
as a priority litmus test of performance for primary care reinforc-
ing recent work suggesting that simply aggregating a range of dis-
ease-specific performance measures does not provide an adequate

measure of high-quality primary care.>* Given that participants saw
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primary care providers as humans with their own needs, this may
also speak to patients having conflicted feelings about performance
reporting, not wanting to ‘blame’ their physician. Patient under-
standing of these measures is likely focused around their own expe-
riences with the health-care system; patients view these measures
as measures of their self-care rather than an indicator of the system
overall. If the goal of public reporting is to increase public engage-
ment in improving the system, we will need to educate the public as
to why these measures speak to the overall performance of the sys-
tem and frame the use of these measures in the context of a learning
health system®? rather than as punitive, given the understanding of
patient agency in many of these measures. However, it is not clear
that such explanation or qualification of measures is required given
that not all information will be accessed by the general public; rather,
effective public reporting of performance measurement needs to be
simple and layered with different information targeted to reach dif-
ferent audiences (eg patients, health-care providers, health system
managers).1>13:30

There are a variety of reasons to report primary care perfor-
mance to the public, including accountability for public funds, and
public engagement in shaping the system.!?’ If notions about
individual responsibility for health and experiences seeking and re-
ceiving care shape people's perception of the value of specific mea-
sures, the measures best suited for these purposes are influenced
by the system and culture in which they are being deployed.>%%*
Without an accompanying understanding of the context in which
the measures occur and the role of social determinants in a per-
son's health-promoting behaviour, some measures seeming to
reflect patients’ ‘choices’ may exacerbate social misconceptions.
Patients recognize that they may not be the primary users of
publicly reported performance data and see public reporting as a
means to fuel accountability and drive improvement among provid-
ers.?? Assessing relative performance by different patient groups
will allow providers to determine what additional strategies are
needed to support successful outcomes among these patients. This
also speaks to the importance of including information about the
context of primary care practices in a province or region, changing
the focus from single providers to a wholistic view of the system.
The findings of this study are particularly relevant given the inter-
connectivity of the primary health-care system with the greater
health-care system.’>>® Strong primary care systems improve the
overall health of the population.58

The public's interest in performance measures for primary care
may be intertwined with notions of individual responsibility and
agency which is perhaps a stronger influence in primary care re-
flecting the longitudinal, low urgency nature of primary care. The
notion that individuals are independent agents in primary care with
responsibility for their outcomes may have also been linked to the
view of many of the measures as subjective and thus not relevant
to one's own view of the performance of the primary care system.
Supporting the view of primary care as enabling individual agency
was the finding that measuring patient-centred care was import-

ant and, more specifically, spending enough time with patients was
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prioritized. Rushing the patient-clinician interaction might under-
mine that opportunity to be an individual with unique needs and
preferences in primary care.

It was particularly noteworthy that participants raised the
importance of continuing professional development (CPD) as an
important dimension of quality without any prompting or back-
ground material that raised this issue. While we do not know
what motivated this discussion, we can offer some possible ex-
planations. The public may be aware of the breadth of knowledge
required of primary care practitioners and the need to remain cur-
rent with continually advancing to provide the best care for their
patients. Trust in professional credentials has been called a type
of social or institutional trust.%’ It is seen as a functional trust that
allows patients to get the minimum out of an encounter with their
provider, in part due to the vulnerability of someone who needs
help.®° Primary care usually involves longitudinal relationships and
higher levels of trust in the motivations or intentions of the pro-
vider.6%%! While patients may trust primary care providers' inten-
tions,%%%% CPD credentials might support trust in the abilities of
the provider they will see. This suggests further research on CPD
activity and primary care performance may be warranted.

It is important to note limitations associated with this study. Each
deliberative dialogue was held over one day and included time for
both education and discussion of complex topics. As a result, the
depth of insights and perspectives we were able to gather was lim-
ited. Given the significant time required for education about pub-
lic reporting, we recommend that future studies in this area allow
for more time for these discussions. In addition, while participants
were asked to assign priorities to all dimensions of care, there was
little discussion of some dimensions (ie comprehensiveness, safety,
service integration or health equity). This lack of discussion should
not be viewed as an indicator of their lack of importance. Further,
participants did not have the same opportunities to discussion in-
dicators for all dimensions as discussions were focused on three
domains (access, patient-centred care and technical quality of care).
Participants were provided with specific indicators for certain di-
mensions that may have influenced the discussion. Additionally, the
majority of participants in this study had a regular primary care pro-
vider and the views of patients who have more difficulty accessing
primary care might be different. The participants in this study mainly
discussed family physicians as primary care providers; while nurse
practitioners (NPs) are playing an increasingly important role in pri-
mary care in Canada,®* there are few NPs practicing in these regions
(especially in NS and BC),*® and thus, participants may not have had
the opportunity to see an NP. Finally, it is important to note that the

sample is not necessarily representative of the general public.

5 | CONCLUSION

Several key measures of primary care performance emerged as pri-
orities for public reporting across deliberative dialogues in three

different regions across Canada. Performance reporting serves
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different functions for different audiences; to be relevant to the
patient perspective, public reporting aimed at reaching patient
populations could focus on access, with a more nuanced approach
to timeliness, the presentation of context alongside measurement
that is designed specifically for a public audience and clear report-
ing on communication with health-care providers. Interestingly,
participants highlighted the importance of continuing professional
development to ensure that primary care physicians were up to date
with current evidence. Our finding that continuity of information is
important to patients goes beyond simply developing measures for
reporting and is a call to action to set up the infrastructure to sup-
port this need. Overall, the selection of optimal performance meas-
ures for primary care may be significantly influenced by culture and
health policy context.
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