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Objectives: This study aimed to determine the reasons for student dissatisfaction with the quality of 
primary healthcare (PHC) in countries under healthcare system transformation (Belarus, Poland, and 
Ukraine) to identify reserves and make improvements.
Methods: A comparative multipopulation survey was translated, verified, and completed during face-
to-face interviews during March 2019 to May 2019. There were 700 Humanities students included in 
this study to determine satisfaction with the quality of PHC provided by the family doctor. Satisfaction 
was assessed according to the availability of the doctor, the level of organization of the institution, the 
service process, the quality of the interaction with the doctor, adherence to the rights of patients, and 
any additional financial expense incurred by the patient. 
Results: Politeness and attentiveness of doctors were rated highly. Dissatisfaction was associated with 
the negative attitude of medical personnel towards the patient. One in 10 respondents replied that 
medical confidentiality was not observed. More than 65% of students had paid for diagnostic tests/
or treatments, and some respondents from Poland and Ukraine were asked by the doctor to pay for 
services without a receipt. 
Conclusion: Dissatisfaction with the quality of PHC in countries under transformation of the health 
system was largely due to ethical aspects of the doctor-patient relationship. Therefore, ethical standards 
need to be upheld and patients need to be aware of these standards using medical education materials 
covering the moral aspects of the relationship between medical personnel and patient.

©2020 Korea Disease Control and Prevention Agency. This is an open access article under the CC BY-NC-
ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

One of the most important conditions for reforming 
and modernizing a healthcare system is the requirement 
to respect the rights of citizens to receive affordable and 

qualitative primary healthcare (PHC) [1]. Among the priorities 
are achieving improved health and reducing inequalities in 
public health, meeting the expectations of patients which 
include showing personal (dignity, confidentiality and self-
sustainment), and professional (due care and attention, 
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provision of affordable and quality services) respect [2,3]. PHC 
largely determines the effective functioning of the healthcare 
system [4,5]. According to the World Health Organization 
(WHO), PHC is a set of interconnected measures promoting 
health, sanitation, treatment and prophylactic approaches, 
implemented at the citizen’s primary contact with the 
healthcare system. It accounts for prevailing and emerging 
environmental conditions, and lifestyle, and is aimed at 
preserving, restoring, and promoting health. This type of care 
embodies the basic values and principles (affordability of 
medical and sanitary services, comprehensive examination 
of patients, coherence in working with other services and 
departments, continuity in the monitoring of patients in 
various healthcare organizations, targeting to provide medical, 
social, and psychological assistance) [6-8]. 

Treatment effectiveness has been reported to hold considerable 
importance in the association between service quality and 
satisfaction, and a greater effect on satisfaction, compared with 
facilities and environment [9]. 

Patient satisfaction depends on many factors. The promotion 
of patient’s overall satisfaction with medical service delivery, 
the improvement of doctor-patient communication, the 
reduction of medical costs, the improvement of the medical 
treatment process, the promotion of the medical facility 
and hospital environment, the reduction of waiting times 
for medical services, the promotion of patients’ trust in 
prescriptions, the promotion of patients’ trust in doctors, and 
the promotion of patients’ trust in recommended medical 
examination could all help promote patients’ life satisfaction 
[10]. Patient satisfaction in terms of gender and age variables 
has been reported to be significant, but it was not significant 
with regards to education, career, inpatient ward, insurance, 
and residence variables [11]. Hospital managers can take 
specific measures to promote patient satisfaction by removing 
the elements causing dissatisfaction.

In the context of this current study, PHC is considered as 
the process of providing healthcare during the patient’s initial 
request to the healthcare system, which is implemented mainly 
by family doctors. Access to family medicine is determined 
by the legislation of each country in this study. However, it is 
simple and generally provides good opportunities to receive 
healthcare.

Despite the fact that in Europe the priority for reforming 
the healthcare system is to improve services in the PHC 
system with increased funding, the initial prerequisites, 
reasons and methods for implementing reforms, differ [12,13]. 
The countries of Central and Eastern Europe, as well as the 
countries that were formerly part of the Soviet Union, are 
trying to fundamentally improve general and PHC functioning 
and increase the economic efficiency of their healthcare 
systems [14,15]. PHC as the primary element of medical care, 

previously in the countries of the post-socialist era, developed 
under conditions of rigid centralization. Currently, countries 
are striving to increase the economic efficiency of the system 
and provide adequate medical care [16,17]. These changes for 
countries such as Belarus and Ukraine follow an evolutionary 
path, which implies a delay in the implementation of 
healthcare reforms [18-24]. 

The main purpose of the reform in Ukraine is to objectify 
the process of providing medical care at the primary level, to 
“tie” its provision to the subsequent financing of the medical 
services provided, and to improve control over the spending 
of funds allocated to protect the health of citizens. For this 
purpose, a special body was created - the National Health 
Service of Ukraine. To date, the National Health Service of 
Ukraine has signed an agreement with more than 1,500 
medical institutions that provide PHC. Those hospitals which 
have not signed the agreement will not receive funding from 
the government, which will potentially lead to closure. On 
April 1st 2020, a new stage of reform began involving the 
signing of agreements with medical institutions which will 
provide secondary medical care. The transition of PHC to the 
principles of general practice (family medicine) is the main 
direction of the reform of the Ukrainian national healthcare 
system. Current legislation determines that the provision of 
PHC is provided by healthcare institutions and individuals/ 
entrepreneurs who have received the appropriate license in 
the manner prescribed by law. PHC is provided by general 
practitioners/family doctors, doctors of other specialties and 
other medical staff working under their supervision [25].  
According to the reforms, in Ukraine from January 1st, 2020, 
PHC was to be provided by a family doctor. However, political, 
socio-economic and ideological factors (non-recognition by the 
medical community and patients of the proposed changes) lead 
to an increase in problems in the current healthcare system. 
As of the beginning of 2019, reforms including elements of 
decentralization of health management, the formation of the 
institution of family doctors, changing the basic principles of 
financing the healthcare system were consolidated [21].

Now there are positive trends in streamlining the use of 
medical institutions but nevertheless, the speed and quality 
of the ongoing reforms have not yet fully justified social 
expectations [26]. Reforms are not always based on evidence, 
and progress in these countries often depends on political 
sway or the interests of specific professional groups, rather 
than justified assessments [27].

The strict hierarchical and centralized organization of 
the healthcare system in Belarus still has features of the 
former centralized system. The principles of financing and 
managing the healthcare system remain virtually unchanged. 
Privatization of services in the healthcare sector or delegation 
of authority to private entities are fragmented. Unlike other 
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countries in the region, after gaining independence, Belarus 
does not have revolutionary changes in the healthcare system 
and PHC. No immediate fundamental reforms have been 
undertaken and innovations were introduced on a limited 
scale and restricted to regions and experimental sites, and 
not on a national scale [28]. Nevertheless, in Belarus, specific 
decisions were made to reduce the volume of inpatient care 
and increase the volume of primary care. In Belarus, this is 
the main type of healthcare accessed for common diseases, 
during pregnancy and childbirth, during diagnostic testing and 
medical prevention [24]. Until now, PHC in cities was mainly 
provided by the district physicians pediatricians, as well as 
highly-specialized medical specialists working in polyclinics. 
In rural areas, there were 2 types of PHC facilities: dispensaries 
and feldsher-midwife posts. In dispensaries, assistance 
was provided by district general practitioners for adults or 
pediatricians for children (or occasionally general practitioners 
who have undergone retraining).

In recent years, the gradual approach to general medical 
practice continued with the organization and implementation 
of the work by the district service run by a family doctor/
general practitioner and a team (doctor’s assistant, and general 
practitioner nurse). The content of the work of the primary 
care physician is much closer to the content of the work 
of a family doctor/general practitioner or, who is the main 
representative of primary care in healthcare systems in most 
countries of the world. The WHO recommends the use of the 
terms general practitioner (undertakes appointment of the 
attached population according to the territorial principle) 
and family doctor (observes families) as equivalent [29]. It is 
planned that in 2020 PHC physicians will completely replace 
general practitioners in Belarus.

Major changes in the national healthcare system of Poland 
were carried out in 1999. Then, instead of a system based on 
financing public health with taxes (Tax-funded National Health 
Service), a decentralized social health insurance system was 
introduced. In 2003/2004 there was the return to centralization 
(the National Health Fund was created). Since 2016, the Ministry 
of Health has launched a program of healthcare system reform 
aimed at improving access to healthcare, coordination, efficiency 
and reducing duplication [30].

The material  of  this  multicenter  study involved a 
structured review of the strengths and weaknesses of the 
PHC organization model, based on the views of university 
students. This category of the population was chosen because 
of the relatively rare access to PHC. Focus was on the choice of 
students as a separate category of the population representing 
youth, mobility, and social activity enabling leadership of 
countries to predict ways to improve the protection of public 
health to improve the quality and accessibility of medical care.

This study aimed to determine reasons for the perceived 

dissatisfaction with the quality of PHC in countries undergoing 
transformation of their health systems, identifying reserves, 
and determining ways to improve it based on the comparative 
survey of students in Belarus, Poland, and Ukraine. In these 
countries, health legislation and the health system are being 
reformed at different speeds.

Materials and Methods

1. Study design and setting

During the period from March 2019 to May 2019, a 
sociological study was conducted in Humanities students 
from 3 countries (Belarus, Poland, and Ukraine). The main 
perceived factors (according to respondents) which affected 
their satisfaction with PHC were identified, and the quality, 
and the availability of the doctors in the PHC in their country of 
residence was examined. This study was approved by the local 
ethics committee of Yanka Kupala State University of Grodno 
(no.: N12-1, 2019).

2. Participants

There were 700 students from the university of Grodno 
and Minsk (Belarus), Bialystok, Suwalki and Biala Podlaska 
(Poland), and Kiev (Ukraine), who anonymous questionnaire 
on satisfaction with the quality of medical care provided by 
a family doctor (general practitioner, primary care physician) 
which had previously been tested in a pilot study indicating 
sufficient test-retest reliability of the data could be obtained.

Students were approximately the same age and studying 
humanities. They answered identical questions from the 
same questionnaire. Thus, the sample structure met the 
requirements for this research, and the sample itself was 
representative.

3. Variables

The satisfaction of respondents was assessed according to the 
availability of doctors in the PHC and the level of organization 
of the institution, the degree of satisfaction with the service 
process, the quality of personal contact with the doctor, the 
rights of patients observed by medical personnel, as well as the 
presence (absence) of additional financial expenses incurred 
by the patient. 

4. Descriptive data

The present study was a comparative multipopulation 
survey. A multilingual and multinational study with descriptive 
analysis of data collected in 2019 from humanities students in 
Poland, Ukraine and Belarus.
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5. Data collection instruments

The questionnaire was translated into the languages of 
the respective countries, and the translation was double-
checked. Initially, the document was translated into the state 
language, and expert comments were received on the wording 
of questions about PHC. Then the text was reverse translated 
and verified. The study used non-repeated random sampling 
whereby a respondent answered the questionnaire only once. 
The poll was conducted in full-time and part-time students 
forums. In face-to-face polls, the questionnaire was filled out by 
interviewers, whilst in absentia the respondents independently 
answered the questions on paper or in an electronic form. 

6. Statistical analysis 

Quantitative parameters were represented by average 
scores, and qualitative ones as a percentage. In a comparative 
analysis of quantitative indicators the Student t test for the 
symmetric (normal) distribution of variables was used, and 
the Mann-Whitney U-test and Kruskal-Wallis H-test was 
used for asymmetric (skewed distribution). The distribution 
of qualitative variables was presented as a percentage, with 
95% confidence at intervals, and statistical comparisons were 
performed using independent Chi-square analyzes. The critical 
significance level (p) when testing statistical hypotheses was 
assumed to be 0.05. The statistical analysis included data 
from 90% of the proposed questionnaires. The criteria for the 
exclusion of a respondent from the study was the answer 
“Never during the year” to the question “When did you last go 
to the local doctor (general practitioner, family doctor)?” and 
blanks on the forms. A total of 631 cases were entered into the 
database and processed.

Results

1. Participants

In total, 631 profiles were entered into the database and 
processed (Grodno n = 109, Minsk n = 82, Bialystok n = 100, 

Suwalki n = 108, Biala Podlaska n = 138, Кiev n = 94). By country: 
Belarus n = 191, Poland n = 346, Ukraine n = 94. The distribution 
by age and gender in each group of respondents is presented in 
Table 1. 

The average age of the respondents was 21.6 ± 2.41 years 
(range 18–28 years) without statistical differences between 
the groups (p > 0.05). Among the respondents there were 
more women (70.7%) than men (29.3%), and are typical for the 
Humanity Departments of universities of the 3 countries.

2. Main results of the survey

The students’ perception of the availability of the doctors in 
the PHC was studied. The time of the last visit to the doctor, 
and the method of making an appointment. The infrequent visit 
of students to PHC was confirmed as 84.3% of the respondents 
who last visited a doctor 1 month ago or more. Recently (during 
the last month), 15.7% of respondents (more often students 
from Belarus, less often students from Poland and Ukraine) 
were seen by a primary physician/general practitioner (Table 2).

Respondents used several methods to make a doctor’s 
appointment. Most often, they registered for an appointment 
with a doctor by phone (89.4%). Moreover, they were successful 
in more than half of the cases. On the first attempt, it was not 
possible to make an appointment for 13.9% of respondents, and 
16.0% of the respondents said that making an appointment to 
see a doctor by phone was associated with great difficulties. 
The differences between the groups of respondents from each 
country were significant (Chi-square 28.3, p < 0.001) mainly 
due to the significantly larger number of respondents from 
Belarus who were not able to make an appointment to see a 
doctor by phone. While in general 82.6% of the respondents 
managed to make an appointment with the doctor during 
the first call, in a quarter of cases of Belarusian students they 
were unable to make an appointment with the doctor on 
the first attempt. In the other 2 groups, this indicator did not 
exceed 14%. It is also indirectly confirmed that students from 
Poland and Ukraine are more satisfied with the availability 
of a doctor’s appointment for personal visits or telephone 
consultations, compared with respondents from Belarus. Via 

Belarus 
(n = 191)

Poland 
(n = 346)

Ukraine 
(n = 94)

Total 
(n = 631) p

Age (y ± SD) 21.6 ± 2.50 21.7 ± 2.82 21.7 ± 2.61 21.6 ± 2.41 > 0.05*

Men (%, 95% CI) 34.0 
(27.3-40.8)

30.1 
(25.2-34.9)

17.0 
(9.4-24.6)

29.3 
(25.8-32.9) < 0.05†

Women (%, 95% CI) 66.0 
(59.3-72.7)

69.9 
(65.1-74.8)

83.0 
(75.4-90.6)

70.7 
(67.1-74.2) < 0.05†

* Student t test; † (χ2) Chi-square test.

Table 1. General descriptive characteristics of groups of respondents (interviewed students) depending on the country. 
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personal request to the registry, 79.1% of respondents made 
an appointment with a doctor, and answered that this was 
easy to do in more than 70% of cases. On the first attempt 
it did not work out in 7.8% of cases, while 18.3% of students 
considered that this was difficult. The groups did not differ 
significantly. Website registering was not common for most 
respondents (39.8%). More than half explained the preference 
for this method because of the ease of registration. In 15.9% of 
cases, respondents were not able to immediately register via 
the internet, and 28.3% of students found this method more 
difficult. The differences between the groups of respondents 
were significant (Chi-square 13.7, p < 0.01) mainly due to the 
larger number of respondents from Poland, which either failed 
to register, or when registering via the internet, encountered 
significant difficulties. The preferences and possibilities of 

making an appointment with a doctor in the 3 countries are 
presented in Figure 1.

The waiting time for the provision of services satisfied the 
majority of respondents. Geographic accessibility was high. 
70% of the respondents indicated that they spend less than 20 
minutes to see a general practitioner or primary care physician. 
In Belarusian students this indicator exceeded 77%, and among 
Polish respondents it was 73%. Students in Ukraine took longer. 
The waiting time for an appointment at the doctor’s did not 
exceed 20 minutes for 65.1% of students, 16.3% did not have 
any expectations, and 34.9% expected more than 20 minutes-. 
There were 66.5% of respondents from Poland who waited for 
an appointment with a doctor for 20 minutes or more. This 
indicator among respondents from 2 other countries did not 
exceed 50% (Table 3).

The waiting time from appointment to receiving diagnostic 
tests, and from passing tests to obtaining results in the groups 
was different. About half of the students (43.5%) spent more 
than 4 days waiting. Respondents from Belarus differed from 
their colleagues from Poland and Ukraine by having a more 
significant waiting period. 

The comfort of the conditions for the provision of services 
and the availability of a receipt of payment did not satisfy 
all respondents. Lack of repair in the premises, old furniture, 
and poor sanitary-technical conditions of premises in 11.2% 
of cases were cited as the cause of discomfort, and not due 
to the medical care in general. One out of 10 respondents 
had difficulty getting a prescription. This concerned students 
from Ukraine least of all students (3.2%), however it affected 
significantly more students from Poland (13.0%; p < 0.05).

The average scores in a comparative analysis of the general 
assessment of satisfaction with a doctor’s appointment as 

Belarus Poland Ukraine Total p*

                                                     When was the last time you went to a family doctor (general practitioner)?

< a month 22.0 
(16.1-27.9)

12.4 
(9.0-15.9)

14.9 
(7.7-22.1)

15.7
 (12.9-18.5)

< 0.05

> a month 78.0 
(72.1-83.9)

85.6 
(84.1-91.1)

85.1 
(77.9-92.3)

84.3 
(81.5-87.2)

Made an appointment at the first 
request

74.4 
(68.2-80.5)

86.1 
(82.5-89.8)

86.2 
(79.2-93.2)

82.6 
(79.6-85.5) < 0.01

By phone 88.5
 (84.0-93.0)

91.3 
(88.4-94.3)

84.0 
(76.6-91.4)

89.4 
(87.0-91.8) < 0.01

Via personal request to the 
registry

83.8 
(75.8-89.0)

80.9 
(76.8-85.1)

67.0 
(57.5-67.5)

79.7 
(76.6-82.9) > 0.01

Via the internet 54.5 
(47.4-61.5)

36.4 
(31.4-41.5)

22.3 
(13.9-30.8)

39.8 
(36.0-43.6) < 0.01

* Pearson χ2.

Table 2. Dates of the last call to the family doctor/general practitioner (%, 95% CI).

Figure 1. Preference of the methods and the ability to make an 
appointment with the doctor. 
* Registering by phone, † personal request to the registry, ‡ via the 
internet.
BY = Belarus; PL = Poland; UA = Ukraine.
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Indicator Belarus Poland Ukraine Total p

Travel time from home to the 
doctor (geographical availability) 
Х ± SD, Me

18.7 ± 9.9,
15.0

20.6 ± 11.8,
15.0

25.5 ± 11.6, 
30.0

20.7 ± 11.4, 
15.0 < 0.05*

How many days have passed from appeal date to a family doctor (general practitioner) to receive medical care until the appointment? (%, 95% CI) 

1-2 d 34.0 
(27.3-40.8)

58.4 
(53.2-63.6)

54.3
 (44.2-64.3)

50.4 
(46.5-54.3)

< 0.001†3-4 d 22.5 
(16.6-28.4)

20.2 
(16.0-24.5)

16.0 
(8.6-23.4)

20.3 
(17.2-23.4)

> 4 d 43.5 
(36.4-50.5)

21.4 
(17.1-25.7)

29.8 
(20.5-39.0)

29.3 
(25.8-32.9)

How long did you expect to wait to see a doctor? (%, 95% CI)

Virtually no expectation 14.7 
(9.6-19.7)

17.6 
(13.6-21.7)

14.9 
(7.7-22.1)

16.3 
(13.4-19.2)

< 0.001†

10 min 36.6 
(29.8-43.5)

15.9 
(12.1-19.8)

27.7 
(18.6-36.7)

23.9 
(20.6-27.3)

20 min 11.0 
(6.6-15.4)

31.5 
(26.6-36.4)

28.7 
(19.6-37.9)

24.9 
(21.5-28.3)

> 20 min 37.7 
(30.8-44.6)

35.0 
(30.0-40.0)

28.7 
(19.6-37.9)

34.9
 (31.2-38.6)

* Kruskal-Wallis test, † Pearson χ2 Chi-square.

Table 3. Duration of waiting for primary healthcare depending on the country of observation.

one of the quality characteristics of PHC were more than 3.5 
points in all groups. The courtesy and attentiveness of the 
doctor was not statistically different between the groups. 
For a number of factors, there were statistically significant 
differences in the opinions of respondents. Thus, the average 
scores characterizing the level and availability of explanations 
by the doctor and treatment prescribed, as well as the doctor’s 
identification of changes in health status (taking into account 
the patient’s complaints and the results of the treatment), were 
minimal in the responses of the Belarusian student groups. 
Satisfaction with the medical care provided by the doctor as a 
whole did not differ in groups and amounted to a median of 4.0 
± 0.83 points (Table 4).

In general, the level of satisfaction with the quality of 
medical care was quite high and was within the “good” ratings. 
The main reasons for dissatisfaction with the result of the 
medical care provided were mainly related to the carelessness 
of the doctor towards the patient, rudeness in communication, 
indifference and irritability (22.5%), as well as difficulties for 
the patient to receive counseling by a specialist (30.8%), or 
have extensive laboratory diagnostic and functional research 
performed (24.9%).

The degree of satisfaction with PHC experienced by students 
was determined by factors related to the quality of personal 
contact with a doctor. The next group of questions was devoted 

to assessing the perception of the doctors’ function in the PHC 
system based on communication with the doctors, trust in 
the doctors, and how the respondents perceived the doctors’ 
competencies. Experience of communication with doctors 
was evaluated positively. Most of the respondents answered 
that doctors devoted enough time to talk, listen attentively, 
and gave clear explanations about the condition/disease and 
medications. Representatives of all 3 groups did not differ 
in assessing the doctors’ attitude towards them. More than 
65% of respondents indicated attention and sympathy in 
communication. In a third of cases, there were negative aspects 
associated with some inattention, indifference, irritation and 
even rudeness (Figure 2).

Indirectly, malevolence in the relationship was confirmed by 
a more frequent indication of conflicts between the doctor and 
the patient as reported by the respondents (38.7% among the 
respondents in Belarus, 20.8% in Poland and 11.7% in Ukraine).

The prevalence of a hostile attitude on the part of doctors 
was a problem and needs further study. The ill-will from 
doctors and the inaccessibility of their explanations increased 
the relative chances of respondents being dissatisfied with 
their medical care. Therefore, there is a certain reserve, the 
elimination of which must be sought by identifying and 
eliminating the reasons that negatively affect the perception of 
the quality of medical care by respondents.
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The final part of the questionnaire was concerned with the 
rights of patients and compliance by medical personnel, as 
well as the students’ attitudes towards paid medical services. 
The majority of respondents (more than 63% in all groups) 
indicated the availability of patient information in medical 
offices and waiting rooms. To the question: “What do you 
think, who often allows violations of patient’s rights when 
providing medical care?” The answers were varied (Table 5), 
but 1 in 10 people surveyed pointed to examples of a violation 
of a patient’s rights by a doctor.

The negative experience of communication with nursing 
staff and paramedical staff, although statistically significantly 
associated with satisfaction with medical care, turned out to be 
insignificant in terms of its influence.

One in 10 respondents also indicated a lack of medical 
privacy in their case where professional medical ethics and 
the legal obligation of the doctor in relation to the patient was 
not observed. In a group of students from Belarus, 14 (10.5%) 
students confirmed a lack of medical confidentiality by the 
primary physician and in Poland and Ukraine it was 7.2% and 
14.8% respectively (p > 0.05). All respondents knew that they 
had the right to receive information on their health status in 
an accessible form. However, 1 in 10 students were denied 
such information. The percentage of respondents who did 
not receive permission to access medical records in the group 
of students from Belarus was 14.1%, and among students in 
Poland and Ukraine this did not exceed 8.5%. 

Satisfaction with medical care may be distorted by the 
need to bear the additional costs associated with treatment. 
It should be noted that even though students usually turn 
to their local primary care physician (general practitioner) 
for assistance, medical assistance can be received in the 
ambulance, at medical hospitals and through private 
doctors. There is a growing tendency towards trust in private 
practitioners (especially among Belarusian respondents). 

Belarus Poland Ukraine Total

p*
X ± SD Me 

(Q25-Q75)
X ± SD Me 

(Q25-Q75)
X ± SD Me 

(Q25-Q75)
X ± SD Me 

(Q25-Q75)

Courtesy and 
attentiveness of the 
doctor

4.0 ± 1.0 4.0 
(3-5) 3.9 ± 1.13 4.0 

(3-5) 3.9 ± 1.10 4.0 
(3-5) 3.9 ± 1.10 4.0 

(3-5) > 0.05

Doctor’s explanation of 
the purpose of medical 
examination and their 
results, treatment features

3.6 ± 0.81 3.0 
 (3-4) 3.7 ± 1.18 4.0  

(3-5) 3.6 ± 1.31 4.0  
(3-5) 3.6 ± 1.10 4.0 

(3-5) < 0.05

Identification by a doctor 
of a change in health 
status taking into account 
the patient’s complaints

3.5 ± 0.92 3.0 
(3-4) 3.7 ± 1.20 4.0 

(3-5) 3.6 ± 1.81 4.0 
(3-5) 3.6 ± 1.24 4.0 

(3-5) < 0.05

Assessment of treatment 
results 3.3 ± 0.9 3.0 

(3-4) 3.5 ± 0.88 4.0 
(3-4) 3.5 ± 1.08 4.0 

(3-4) 3.5 ± 0.93 3.0 
(3-4) < 0.05

Difficulty getting a 
prescription for drugs 17 (8.9) 45 (13.0) 3 (3.2) 65 (10.3) < 0.05

Satisfaction with overall 
medical care provided by 
a doctor

3.9 ± 0.9 4.0 
(3-5) 4.1 ± 0.85 4.0

 (4-5) 3.9 ± 0.79 4.0 (3-5) 4.0 ± 0.83 4.0 (3-5) > 0.05

*Kruskal-Wallis test.

Table 4. Satisfaction with the quality of the doctor’s appointment (in points).

Figure 2. The communication experience of respondents with a 
doctor.
BY = Belarus; PL = Poland; UA = Ukraine.
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Presumably, this may be because more than 20% of this group 
answered affirmative to the question “Over the past 12 months, 
have you experienced difficulties in receiving medical care?”

Two-thirds of respondents indicated that they had to pay 
for some types of diagnostic tests or treatment methods 
[88.5% in Belarus, 87.3% in Ukraine and 65.0% in Poland (p < 
0.05)]. Among those, 27.8% of Belarusian students paid for 
physiotherapy treatment. This type of treatment was paid in 
half the cases in Poland and Ukraine. More than half of the 
respondents indicated that they paid laboratory tests, and in 
the group of students from Poland this indicator exceeded 70%. 
Functional and instrumental research methods were paid in a 
quarter of observations. More often these types of diagnostics 
were paid by respondents from Belarus and Ukraine. Among 
the reasons for the need to pay for the service, in a quarter of 
cases personal initiative was indicated and in a third of cases 

it was due to the lack of an offer from a doctor to do it for 
free. In 40.9% of cases, the doctor offered to do everything for 
free, but it took longer. The first 2 reasons are most typical for 
respondents from Ukraine (35.0% and 48.8, respectively), and 
the third reason is typical for respondents from Belarus (more 
than half of the observations). The prevalence of the main 
payment methods is shown in Figure 3.

More than 16% of respondents from Poland and Ukraine 
reported that the doctor asked the patient to pay for the 
service, bypassing the cash register and without documentary 
evidence of payment.

Discussion

The highest satisfaction with the quality of PHC was noted 
among students from Poland. To a certain extent, this is due to 
a higher standard of living in Poland, and a greater degree of 
trust in the organizational models of providing medical care at 
the primary level, as well as a longer period of reform change. 
The degree of satisfaction with PHC in students’ assessments of 
the 3 countries was determined by factors related to the quality 
of personal contact with a doctor. Therefore, the development 
of doctors’ communication skills to show respect whilst being 
effective communicators, and the ability to convey information 
about the revealed pathology and treatment prospects of the 
patient (in an accessible form), enables active cooperation with 
the doctor, and affects the quality of care. It seems appropriate 
to use medical education materials more widely in the system 
which are devoted to the moral and ethical aspects of the 
relationship between medical staff and patients. Interestingly 
only 63% of students interviewed from Ukraine went to a family 
doctor (general physician). This may be due to the following 
reasons: a) the common practice of self-medication; b) a visit 
to highly-specialized medical specialists directly, bypassing the 
therapist; c) the presence of shortcomings in the ongoing PHC 

Figure 3. Types of official and illegal payment for diagnostic and 
treatment services when visiting a doctor among respondents who 
indicated cases of payment.
BY = Belarus; PL = Poland; UA = Ukraine.

Belarus Poland Ukraine Total p value (Pearson χ2)

Patient roommates 3.7
(1.0-6.3)

22.5
(18.1-26.9)

17.0
(9.4-24.6)

16.0
(13.2-18.9) < 0.001

Family doctor 
(prime-care physician)

8.4
(4.5-12.3)

13.6
(10.0-17.2)

13.8
(6.9-20.8)

12.0
(9.5-14.6) > 0.05

Nursing staff 25.7
(19.5-31.8)

22.8
(18.4-27.3)

21.3
(13.0-29.6)

23.5
(20.1-26.8) > 0.05

Technical staff 
(orderlies)

11.0
(6.6-15.4)

6.6
(4.0-9.3)

14.9
(7.7-22.1)

9.2
(6.9-11.4) < 0.05

Relatives of patients 5.2
(2.1-8.4)

11.0
(7.7-14.3)

8.5
(2.9-14.2)

8.9
(6.6-11.1) > 0.05

Table 5. Distribution of answers about who often violates the rights of the patient (% , 95% CI).
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reform (lack of family doctors in many regions of Ukraine and, 
as a result of this, the inability for some of the population to 
conclude a contract and be served by a family doctor). Among 
students, who have had experience with family doctors, there 
are clearly positive attitudes and high levels of satisfaction 
with the medical services provided. This makes it possible to 
predict the positive outcomes of the ongoing reform, subject to 
political stability, economic growth, and an established system 
of financing for the institution of family doctors introduced.

Satisfaction with PHC quality did not differ in groups (about 
4 points). The politeness and attentiveness of the doctors 
were rated highly. The main reasons for dissatisfaction were 
associated with the negative attitude of medical personnel 
towards the patient and the time-consuming process of waiting 
for the results of laboratory diagnostic tests. Respondents 
from Belarus more often indicated difficulties in making 
appointments by phone. One in 10 respondents reported that 
medical confidentiality was not observed in his case. More than 
65% of students answered that they paid for diagnostic tests 
or treatment methods, and some respondents from Poland 
and Ukraine replied that the doctor asked them to pay for the 
service and did not give a receipt.

The results of this study highlighted that researchers have 
no consensus on the content of the term “satisfaction with the 
quality of medical care,” and its characteristics and structural 
components. This makes it extremely difficult to define 
quantitative and qualitative criteria. It seems appropriate to 
widely use medical education materials devoted to the moral 
and ethical aspects of the relationship between medical staff 
and patients.

In the medical care of the population, PHC takes priority, 
however, it is entrenched in healthcare legislation [30]. 
According to the Ljubljana Charter on Improving Health Care 
(adopted in 1996 at a meeting of the WHO Regional Office 
for Europe, by European Ministers of Health), “any healthcare 
reform should aim to continuously improve the quality of 
medical care, as well as increase its effectiveness, and include 
a clearly developed strategy to achieve this goal” [31]. In the 
period of fundamental changes of a healthcare system, the 
importance of measuring satisfaction is increasing.

Perceived patient satisfaction and quality of care are 
associated, but it is not necessarily a direct relationship. 
Satisfaction in general should be observed in a broader context. 
It reflects the variability of personal resources of the patients, 
the dynamics of the behavior between personnel they are 
in contact with, and the nature of the conditions for the 
provision of medical services. In addition, there are variables 
that determine the nature of interpersonal relationships in the 
dialogue between “medical workers and patients.”

Currently, the attention of research is mainly focused on 
the characteristics of the relationship between the doctor and 

the patient. It has been reported that patient dissatisfaction 
was associated mainly with low emotional support offered by 
medical personnel, and the patient’s family in the diagnostic 
process, and a lack of understanding of the reported medical 
information [32]. At the same time, there is unsatisfactory 
organization of the case where there is no consistency between 
the inpatient and outpatient stages of medical care, the 
timeliness of PHC, and the availability of high-tech types of 
medical care. This has been reported to lead to dissatisfaction 
with the waiting time for a doctor’s appointment (75.8%), and 
the perception of limited knowledge of the patient’s problems 
by the doctor (74.2%) [32]. The results of this current study 
of respondents’ satisfaction with PHC quality indicated that 
researchers need to reach a consensus on the content of the 
term “satisfaction with the quality of medical care,” a list 
of its characteristics, and structural components to define 
and systematize, quantitate and qualify criteria. The most 
significant factor in patient satisfaction was determined to be 
the respectful and attentive attitude of medical personnel [33].

Medical ethics set out to regulate the relationship between 
a doctor and a patient and it has been suggested that medical 
ethics should become a potential source of the law [34]. We 
propose consideration of such innovations and propose that 
this could be among other factors influencing the satisfaction 
of patients with the quality of PHC. 

The quality, accessibility, and effectiveness of various 
models of primary care organizations needs further study, and 
scientific substantiation for optimizing management decisions. 
It is important not to mechanically borrow the best examples 
of various organizational and legal technologies from Belarus, 
Poland, or Ukraine. It is necessary to comprehensively research 
the factors that affect the state of healthcare, the degree of 
its financing, the attitude of citizens to primary healthcare, 
the level of the general culture and legal culture of medical 
workers and patients, and the involvement of the patient and 
the doctor in the process of diagnosis and treatment.
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