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Background

Many European countries share the goal of initiating

or sustaining strong primary health care systems. As a

result, there is a demand for benchmarking infor-

mation and a growing tendency to learn from foreign

experiences. Evidence on the outcomes of primary
health care in European countries is, however, still

incomplete.1 Variation in the organisation of primary

health care in Europe enables analyses of the relation-

ship between primary care organisation and outcomes.

Decision makers may benefit from information about

ABSTRACT

Background The Quality and Costs of Primary

Care in Europe (QUALICOPC) study aims to

analyse and compare how primary health care

systems in 35 countries perform in terms of quality,

costs and equity. This article answers the question

‘How can the organisation and delivery of primary

health care and its outcomes be measured through
surveys of general practitioners (GPs) and patients?’

It will also deal with the process of pooling ques-

tions and the subsequent development and appli-

cation of exclusion criteria to arrive at a set of

appropriate questions for a broad international

comparative study.

Methods The development of the questionnaires

consisted of four phases: a search for existing val-
idated questionnaires, the classification and selection

of relevant questions, shortening of the question-

naires in three consensus rounds and the pilot

survey. Consensus was reached on the basis of

exclusion criteria (e.g. the applicability for inter-

national comparison). Based on the pilot survey,

comprehensibility increased and the number of

questions was further restricted, as the question-
naires were too long.

Results Four questionnaires were developed: one

for GPs, one for patients about their experiences

with their GP, another for patients about what they

consider important, and a practice questionnaire.

The GP questionnaire mainly focused on the struc-

tural aspects (e.g. economic conditions) and care

processes (e.g. comprehensiveness of services of

primary care). The patient experiences question-

naire focused on the care processes and outcomes
(e.g. how do patients experience access to care?).

The questionnaire about what patients consider

important was complementary to the experiences

questionnaire, as it enabled weighing the answers

from the latter. Finally, the practice questionnaire

included questions on practice characteristics.

Discussion The QUALICOPC researchers have

developed four questionnaires to characterise the
organisation and delivery of primary health care

and to compare and analyse the outcomes. Data

collected with these instruments will allow us not

only to show in detail the variation in process and

outcomes of primary health care, but also to explain

the differences from features of the (primary) health

care system.

Keywords: health care surveys, health services re-

search, outcome assessment (health care), primary

health care

How this fits in with quality in primary care

What do we know?
Many studies using questionnaires for general practitioners (GPs) and patients have answered questions on

specific subjects or themes in primary care. The development of measuring instruments for the Quality and

Costs of Primary Care in Europe (QUALICOPC) study has made use of questionnaires from those studies.

What does this paper add?
A major challenge in health services research is to show what configurations of primary health care are

associated with better outcomes, in terms of quality, equity and costs. This requires data collection on

essential features of the organisation and delivery of services in general practice in many countries. In the

QUALICOPC study, the following features are measured by means of surveys among GPs and their patients:

efficiency of care; workforce development; economic conditions; coordination and cooperation; continuity,
quality and comprehensiveness of care; avoidable hospitalisation; involvement of GPs in disease manage-

ment programmes; equity in access and treatment; and patient involvement in the decision-making process.

Measures of experience of patients with aspects of care are weighed against the importance that they attach to

those aspects.
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arrangements of primary health care which are more

likely to produce better outcomes.2

In 2010, the three-year Quality and Costs of Pri-

mary Care in Europe (QUALICOPC) study started.

This study aims to compare and analyse how the

primary health care systems of 35 countries perform
in terms of quality, costs and equity. The results of this

study will contribute to evidence on the benefits of

strong primary health care and on the performance of

health care systems in general. The European coun-

tries include 27 EU countries, Iceland, Norway, Turkey,

Switzerland and Macedonia. Outside Europe, Australia,

Canada and New Zealand have joined the study. For

this study, data will be gathered by means of surveys
among general practitioners (GPs) and their patients.1

National characteristics of the organisation of primary

health care will be derived from other sources, such as

the Primary Health Care Activity Monitor (PHAMEU)

database.3 GPs were chosen as survey subjects, because

they can be seen as the main providers of primary

health care. However, the project aims to provide

insight into not only GP care, but also primary health
care as a whole. Fieldworkers, who will visit GP prac-

tices to recruit patients and assist them, if necessary,

with filling in the questionnaire, will also fill in a

practice questionnaire. The data from GPs, patients

and fieldworkers will be linked to each other. For more

information on the QUALICOPC study, see Box 1.1

Primary health care can be characterised as the first
level of access to care and is provided near patients’

homes. Primary health care includes curative and

rehabilitative care, preventive care and health edu-

cation.4,5 A recent literature review on primary health

care6 distinguishes three levels of care, namely the

structure, process and outcome of care. Within these

levels, 10 core dimensions to measure primary health

care were identified (see Table 1).
The QUALICOPC study aims to comprehensively

evaluate the breadth of primary health care by gath-

ering data on all these dimensions.

The analyses will focus on the following overarching

themes: quality of the process of care (including the

dimensions of access, continuity, coordination and

comprehensiveness of primary health care services),

experiences of patients (as an indicator of the dimen-
sion quality of primary health care), costs of primary

Box 1 The QUALICOPC study

The QUALICOPC study is co-funded by the European Commission under the so-called ‘Seventh Framework

Programme’, and is carried out by a consortium of six research institutes from Belgium, Germany, Italy, the

Netherlands and Slovenia. The study is coordinated by NIVEL, the Netherlands Institute for Health Services

Research. Data are being collected in 32 European countries (27 EU countries, Iceland, Norway, Turkey,
Switzerland and Macedonia). Furthermore, research units from Australia, Canada and New Zealand have

joined the study. Data collection focuses on three levels: the health care system, the GP practice and patients.

Data on the health care system are derived from existing sources (e.g. the Primary Health Care Activity

Monitor database). New information is being collected through surveys among GPs (seen as the main

providers of primary care) their patients and fieldworkers visiting GP practices. Answers to the question-

naires provide insight into the professional behaviour of GPs and the experiences of patients. Furthermore,

for comparison, data from a 1993 European study on the task profiles of GPs are available. In each country,

the response target is 220 GPs and 2200 patients. The questionnaires will be translated in the national
languages of the included countries via an official forward- and back-translation procedure and in some

languages of large ethnic minority groups.1 More details of the study design and the background of the

QUALICOPC project have been published by Schäfer et al.1

Table 1 Ten dimensions to measure primary health care6

Structure Process Outcome

1. Governance of the PC system 4. Access to PC services 8. Quality of PC

2. Economic conditions of the PC

system

5. Continuity of PC 9. Efficiency of PC

3. PC workforce development 6. Coordination of PC 10. Equity in health

7. Comprehensiveness of PC

services
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health care (as a part of the dimension efficiency of

care), equity (related to the dimension access and the

quality of primary health care), avoidable hospitalis-

ation (as an indicator of the dimension quality of

primary health care). A sixth synthesising theme will

be the identification of ‘good practices’ of primary
health care provision (related to all dimensions to

measure primary health care).1

To collect data related to these six themes, new

questionnaires had to be developed. Many previous

studies have used questionnaires for primary health

care physicians and patients. In the past, comprehen-

sive primary care studies have been performed, for

example by Barbara Starfield7 and the Commonwealth
Fund,8 but only a limited number of European coun-

tries were included. Furthermore, many studies that

have used questionnaires from GPs and patients had a

focus on specific subjects or themes rather than a

multidimensional approach. This study aims to un-

ravel the processes and contributions of primary

health care to its outcomes in terms of quality, costs

and equity. The questions in the questionnaire should
not only cover all themes but also be suitable for use in

international surveys, which means that differences in

the health care context between countries need to be

taken into account.

This article describes the background to and devel-

opment of the questionnaires for the QUALICOPC

study. It addresses the question ‘How can the quality,

costs and equity of a primary health care system be
measured?’ Furthermore, criteria used for inclusion or

exclusion of questions are presented, as well as an

overview of the resulting questions that can be used for

international comparative research on primary health

care.

Methods

Four questionnaires were developed: one for GPs, one

for patients about their experiences with their GP,

another for patients about their values regarding

primary care (i.e. what they consider important), and

finally one about the practice. Because the project aims to

provide insight into GP care as a whole, the GP ques-

tionnaire should also include questions beyond the

scope of the tasks of the GP. The questionnaire about
what patients find important is added to weigh against

their experiences. Development of the questionnaires

consisted of four phases: a search for existing question-

naires, the classification and selection of relevant ques-

tions (including formulation of inclusion and exclusion

criteria), shortening of the questionnaires and the pilot

survey. An overview of the development process is

presented in Figure 1.

Phase 1: bibliometric search

In the first phase, existing questionnaires, published

between 1990 and 2010 and with an abstract written in

English, were searched for in the bibliographic

databases PubMed and Embase. The search aimed to
identify validated questionnaires for primary health

care physicians and patients, suitable for international

comparisons. Search terms were derived from the 10

dimensions for measuring primary health care (Table 1).

In addition, attention was paid to identifying ques-

tionnaires on avoidable hospitalisation, which is not

explicitly covered in the dimensions, and on equity,

which has received relatively little attention in inter-
national comparative primary health care research.2,6

Phase 2: classification, selection,
rephrasing and new questions

In the second phase, questions from the included

questionnaires were classified according to the 10

dimensions. Next, the researchers selected questions

that contribute to answering the main research ques-

tions of the QUALICOPC study. Questions were
rephrased to fit the study approach and aim. Further-

more, new questions were formulated for gaps that

were identified. The identified questions were divided

between the provisional list of questions for the GP

questionnaire and the Patient Experiences and Patient

Values questionnaires.

Phase 3: consensus rounds

Next, in three consensus rounds, the researchers

evaluated the questionnaires and selected the ques-

tions for inclusion. Each of the questions was dis-

cussed for its relevance to the purpose of this study and

the exclusion criteria in order to further increase the

suitability of the questions for the surveys. The re-

searchers developed the following set of criteria for

inclusion/exclusion:

. the question is not suitable for international com-

parison (e.g. not applicable in several countries)
. the question refers to a characteristic of the health

care system (that can be found elsewhere, e.g. the
PHAMEU database) rather than to a characteristic

of an individual practice or experience of a patient
. very little variation in the answers is expected, both

within and between countries
. the question is very detailed and will provide only

fractional information
. answers to the questions are expected to be unre-

liable (e.g. due to social desirability bias)
. the question is likely to be too difficult for the

respondent (e.g. it demands a high level of literacy).
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In three rounds, the researchers submitted the

questions to these criteria, until consensus was found.

At this stage, questions were reformulated where

necessary to increase comprehensibility.

Pilot survey

As a final step, a pilot survey was held with GPs and

patients in Belgium, the Netherlands and Slovenia,

aiming to test the practicality and applicability of the

survey and the comprehensibility and appropriateness

of the questions. In each country, a convenience

sample of GPs (around 10) was invited to participate.
GPs were asked to fill in the questionnaire, which

contained an extra column to add comments and

questions to the questionnaire. Furthermore, project

researchers visited the general practices to recruit a

random sample of patients. In each practice, four

consecutive patients who agreed to fill in the ques-

tionnaire were included. This resulted in a total of 112

completed questionnaires from patients (40 in Belgium
and Slovenia and 32 in the Netherlands). During the

visits, researchers filled in a checklist, took notes of the

proceedings and asked the patients to directly mention

problems or questions which they did not understand.

Based on the findings of the pilot a final consensus
round was held in which the questionnaires were

further shortened and questions which were found

too difficult were rephrased.

During the pilot and the subsequent final consensus

round, special attention was paid to the intelligibility

of questions, because the changed wording of several

questions could have affected their validity. Explicit

cognitive testing, however, has not been part of the
pilot study. For two reasons it was decided not to

assess the psychometric properties of the draft ques-

tionnaires. First, questions dealing with factual cir-

cumstances or facilities are less suitable for such testing.

Besides, questions copied from validated question-

naires have been tested already. For instance, the

questions on services that GPs offer to their patients

that are derived from the European GP Task Profile
study have been tested for internal consistency and

scale reliability.9

Figure 1 Phases in the development of the questionnaires.
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Results

In this section, the results of each of the phases of the

development are discussed. Next, the final outcomes,

namely the questionnaires, are presented.

Phase 1: bibliometric search

Through the bibliometric search, 2783 potentially

relevant studies for the GP questionnaire were ident-

ified. After careful screening, 13 relevant primary

health care physician questionnaires were identified,

an overview of which is presented in Box 2. For the

patient questionnaire, 2213 potentially relevant sources
were found, which eventually resulted in 64 relevant

questionnaires (see Box 3).

Phase 2: classification, selection,
rephrasing and new questions

All questions from the retrieved questionnaires were

classified according to the dimensions to measure

primary care. The result of this classification is

presented in Table 2. As some questions were classified
in more than one dimension, the total number in the

figure is higher than the number of questions that

emerged from the search.

For each of the dimensions, the researchers selected

questions potentially relevant to this study. An

example of a question which was not included in the

first selection phase is about the health plans of the

patients. This question is country specific and not
suitable for comparison between countries. After this

first phase, 138 questions for GPs and 117 for patients

remained.

Phase 3: consensus rounds

During the consensus phase, the questions on the

provisional were further narrowed (based on the

exclusion criteria) and rephrased, where necessary.

For instance, as more and more GPs work part-time,
the question about the number of GP colleagues

working in the same practice was further specified to

include the number of full-time equivalents (FTEs) in

addition to the absolute number. The number of

remaining questions after each round is indicated in

Figure 1.

Pilot

The pilots showed that the questionnaires were

reasonably well understood and easily administered,

suggesting acceptable clarity and applicability. How-

ever, both the GP and Patient Experiences question-

naires were too long, as the average time needed for

completion exceeded the set limits of 30 minutes for

GPs and 20 minutes for patients. Furthermore, in the

GP questionnaire mistakes were identified (e.g. names
of equipment were incorrect). Some questions in the

patients’ questionnaire appeared too difficult.

The pilot resulted in a further reduction of the

questionnaire, reformulation of several questions

and the development of a short practice questionnaire

about general characteristics of the practice (e.g.

cleanliness of the waiting room).

GP questionnaire

The final GP questionnaire (see Appendix A – avail-

able online) contains 60 questions (25 of which have

two or more subquestions). The majority of the

questions have prestructured multiple choice answers.

In 13 questions, GPs are also asked to fill in numerical

answers (e.g. a percentage or a number of hours).

Box 2 Retrieved GP questionnaires from phase 1

. The WHO Global Health Professional Survey43

. Primary Care Evaluation Tool25,27

. Primary Care Assessment Tool (provider and facility versions, expanded and short version)13

. National survey of GPs’ views on continuity of care26

. Task profiles of GPs in Europe10

. Survey about patient care in departments of general practice44

. Eurocommunication GP questionnaire45

. International Health Policy survey of primary care physicians8

. Attitudes to family practice registration programmes questionnaire46

. GP snapshot survey28

. National survey of physicians on practice experience12

. National Ambulatory Medical Care Survey29

. The European Practice Assessment (EPA) instrument24
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Box 3 Retrieved patient questionnaires from phase 1

. Patient Assessment of Communication during Telemedicine (PACT) questionnaire33

. European Health Interview Survey30

. Patient Expectations Questionnaire (PEQ)36

. Propensity to Seek Health Care Questionnaire40

. Expectancies list from Nijmegen41

. Consumer Quality Index GP care14

. CAHPS Adult Primary Care Questionnaire 1.0: Clinician and Group Survey34

. Nurse Practitioner Satisfaction Survey (NPSS)47

. Physician–Patient Questionnaire (PPQ)48

. Patient Participation Program Survey49

. A modified version of the General Practitioner Assessment Survey (GPAS)50

. Survey of primary care patients’ preferences and their experiences with interpersonal continuity of care51

. Patient Satisfaction Survey with Primary Care Office-Based Buprenorphine/Naloxone Treatment

Survey52

. Consumer Quality Index Continuum of Care53

. CAHPS American Indian Survey54

. Duke Health Profile (the DUKE)55

. Victorian Population Health Survey56

. Patient Satisfaction with Primary Care Survey57

. EuroQol EQ-5D Health Questionnaire58

. HTPN Patient Satisfaction Survey59

. Patient Satisfaction Consultation Questionnaire (PSCQ-7)60

. Health Care Satisfaction Questionnaire (HCSQ)61

. Patient Experiences Questionnaire for Out-of-Hours Care (PEQ-OHC)62

. The ‘5As’ model (assess, advise, agree, assist, arrange)63

. Breast cancer patient satisfaction with follow-up in primary care versus specialist care survey64

. Patient Continuity of Care Questionnaire (PCCQ)65

. Assessment of Quality of Life (AQoL) instrument66

. The patient enablement instrument37

. Consumer Satisfaction with Public Health Care Survey67

. Patient satisfaction survey amongst family practice patients with diverse ethnic backgrounds68

. Medical Interview Satisfaction Scale (MISS)69

. Consultation Satisfaction Questionnaire (CSQ)69

. Primary Care Evaluation Tool (PCET)27

. Patient satisfaction with visits to family physician32

. Consumer satisfaction with primary care provider choice and associated trust70

. Patient satisfaction survey of primary health care (PHC) services among elderly people (�60 years)71

. Quality of Visit to Family Physician Questionnaire72

. Client Perceptions of Coordination Questionnaire (CPCQ)38

. Out-of-Hours Patient Questionnaire73

. General Practice Assessment Questionnaire (GPAQ)35

. National Survey of NHS Patients: General Practice39

. GP Patient Survey74

. Survey of patients’ views of access to electronic health records in primary care75

. Primary Care Assessment Survey76

. Short Questionnaire for Out-of-Hours Care77

. Adult Primary Care Assessment Tool (short and expanded versions)21

. Canadian Community Health Survey (CCHS)78

. Patient Experience Questionnaire (PEQ);79

. Patient Satisfaction with Medical Encounters Questionnaire80

. International Health Policy Survey (Commonwealth Fund, different versions)16,18,20,81

. Health Care Quality Survey (Commonwealth Fund, different versions)17,19
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Appendix A (available online) also provides an

overview of the thematic content of each of the

questions and the sources used for the questions.

Three questions focus on the background of the GP
and four on the characteristics of the practice (e.g. the

composition of the practice population). ‘Efficiency is

measured by seven questions for instance on time

allocation of the GP. Within the theme ‘‘workforce

development’’ there are four questions, from add-

itional professional activities of GP and disciplines

working in the practice to job satisfaction. Five ques-

tions focus on ‘economic conditions’ (payment of the
GP and co-payment for patients). ‘Equity in access’ is

reflected in questions about restrictions in access and

availability of care for uninsured patients.

To gain insight into the relationship between GPs

and the broader contacts of primary care, there are 12

questions about ‘coordination and cooperation’ be-

tween GPs and other disciplines. Eleven questions
about the ‘continuity of care’ provided by the GPs

concentrate on disease management and on referrals

and information exchange. Special attention is paid to

medical record keeping.

‘Quality of care’ is measured with three questions

regarding the use of guidelines and feedback from

colleagues or authorities. ‘Comprehensiveness of care

services’ is reflected in 12 questions, dealing with the
available equipment and the GPs’ task profiles (e.g. the

range of problems for which the GP is the first point of

contact). Finally, nine questions covering ‘accessibility

Box 3 Continued

. Patient-Reported Physician Cultural Competence (PRPCC) score82

. Ambulatory Care Experiences Survey (ACES)31

. QUOTE for migrants83

. Patient–Doctor Relationship Questionnaire (PDRQ-9)84

. Patient Satisfaction with Out-of-Hours Primary Care Survey85

. SF-36 (and SF-12)86

. Patients Assessment Chronic Illness Care (PACIC) Questionnaire87

. Health-Care, Self-Determination Theory Packet88

. Patients Satisfaction in Resident and Attending Ambulatory Care Clinics Questionnaire89

. EUROPEP15

. Improving Practice Questionnaire (IPQ)90

. Eurocommunication Patient Questionnaire91

. QUOTE92

Table 2 Classification of questions according to the dimensions to measure primary care

Dimension Number of questions in

GP questionnaires

Number of questions in patient

questionnaires

Governance 60 —

Economic conditions 92 —

Workforce development 67 —

Accessibility 85 548

Continuity 227 121

Coordination 178 137

Comprehensiveness and quality 273 856

Equity 59 45

Efficiency 115 —

Patient autonomy — 56

Background 172 570

Other 48 234



Measures of quality, costs and equity in primary health care instruments 75

of care’ can be divided into those about physical access

(distance to the practice and opening hours) and those

about financial access to care services.

The European study on GP Task Profiles, carried

out in 30 European countries in 1992–93, is a major

source for the GP questionnaire.10 Several questions
were copied from this questionnaire. Other important

sources are, for example, international surveys by the

Commonwealth Fund8,11,12 (questions about financial

incentives, guideline use and medical record keeping)

and Starfield’s Primary Care Assessment Tool (ques-

tion about care for uninsured persons).13

For several topics, no examples of existing questions

were found and new questions had to be formulated.
These topics were involvement of GPs in disease man-

agement programmes, equity in access and patient

involvement in the decision-making process.

Patient Experiences questionnaire

The Patient Experiences questionnaire, dealing with

the experiences of patients with their GP (see Appen-

dix B – available online), contains 41 multiple choice

questions (10 of which have two or more sub-

questions). Many questions ask to what extent the
patient agrees with a statement. The questionnaire is

meant to be completed in the GP’s waiting room by

patients after consultation with their GP.

The 18 questions which concentrate on the patient’s

background concern the patient’s socio-economic

status, perceived health, reason for visiting the GP,

and visits to medical specialists and hospitals. Six

questions deal with measuring experiences with ‘con-
tinuity of care’, e.g. the use of medical records. ‘Quality

of care’ as experienced by patients is measured in 13

questions (e.g. about the satisfaction of care needs in

connection to the patient’s relationship with the GP,

aspects of communication, safety, complaint handling

and preventive activities).

As in the GP questionnaire, the 14 questions about

the ‘accessibility of care’ can be divided into physical
and financial access. These questions also include the

time the GP has available for the patient, the avail-

ability of home visits and waiting times. Three ques-

tions pay attention to ‘equity in access’ and one

question to ‘equity in treatment’. ‘Coordination’ is

measured with five questions on experiences of coor-

dination in the case of referral and on treatment by a

practice nurse.
To mirror the questions in the GP questionnaire

about autonomy, patients are asked about their in-

volvement in decision making and referrals. ‘Com-

prehensiveness of services’ is mirrored in a question

about patients’ views on the breadth of the clinical task

profile of services offered by the GP. Finally, two

questions specifically related to avoidable hospitalis-

ation were included.

Major sources for this questionnaire were the Con-

sumer Quality Index for GPs,14 the EUROPEP,15

several international Commonwealth Fund question-

naires16–20 and Starfield’s Adult Primary Care Assess-

ment Tool.21 Compared with the GP questionnaires,

more questions for patients were identified in the
domain of equity in access and treatment. As few

questions were found on patient autonomy, new

questions had to be developed on this theme.

Patient Values questionnaire

Next, a Patient Values questionnaire was developed.

Measuring what patients consider important enables

the weighting of their experiences.22 The Patient Values
questionnaire contains 19 questions (seven of which

have three or more subquestions). Again, most ques-

tions are statements with multiple choice answers. A

few questions ask the patient to choose from a list what

they consider most important and fill in a number.

The 12 questions asking about the patient’s back-

ground are similar to those in the Patient Experiences

questionnaire. Three questions contain statements
asking patients about the importance of certain as-

pects of care (e.g. ‘How important is it that the practice

has extensive opening hours?’).

Finally, four questions focus on communication

between GPs and patients. The statements in these

questions were developed by the GULiVer partnership

based on their research on ‘tips’ from lay people on

how medical consultations could become more suc-
cessful from their perspective.23

Practice questionnaire

A 12-question practice questionnaire was developed

to record the response rate among patients during the

implementation of the survey and to measure prac-

tice-related indicators with regard to the communi-

cation of opening hours, and equity in access (e.g. for
handicapped persons). Most questions were based on

the European Practice Assessment indicators.24

Discussion

The four questionnaires have been developed to

characterise the organisation and delivery of primary

health care and to compare and analyse its outcomes.

The development of questionnaires for a multicountry

study on broad themes such as quality, costs and equity
in primary care requires a balance between method-

ological requirements and practical feasibility. Indeed,

all dimensions deserved to be thoroughly investigated,

although they may be difficult to measure reliably, but it
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must be accepted that only a limited set of questions

can be asked.

Nonetheless, the QUALICOPC consortium has

been able to produce the four questionnaires—as far

as possible—based on existing, validated question-

naires and tested through a pilot survey in three
countries. A limitation of the pilot survey is that it

was carried out in only three countries. However,

much attention has been paid to having valid trans-

lations in each language. In each country, an official

back-and-forth translation procedure is used for the

questionnaires, in which translators are asked to take

comprehensibility into account. Another limitation of

the questionnaire development is that questions, de-
rived from various validated sources, often had to be

‘processed’ to make them suitable for the QUALICOPC

study. This may have resulted in a loss of validity and

needs to be taken into account in the analysis phase.

The questionnaires for GPs and patients contain

questions that go beyond general practice. Further-

more, data about primary health care (e.g. about its

costs) will be gathered at the national level in available
databases. Nevertheless, results regarding quality of

primary health care as a whole need to be interpreted

with care.

The dimension ‘Governance’ has not been covered

in any of the questionnaires, because aspects of gov-

ernance are relatively distant from daily reality in

primary health care. However, information on govern-

ance will be used and derived from the PHAMEU
database. Relatively new topics that will be explored

in the QUALICOPC study are equity in access and

treatment, patient autonomy, disease management,

avoidable hospitalisation and patient experiences with

primary health care in general. There are also aspects

of care which might be interesting, but are not in-

cluded in these questionnaires. This included new

developments around telemedicine, but also the exper-
iences of patients around disease management pro-

grammes. Equity in health can also not be measured

through this survey, as we only include patients who

visit GP practices and, moreover, we do not measure

health outcomes. Several questions had to be omitted

to keep the length of the questionnaire reasonable.

Because the sources were identified from Western

countries, the questionnaires that we developed are
more likely to be suitable for use in Western countries

than in others. However, the 35 countries in which the

questionnaires will be used in the context of the

QUALICOPC study match this profile well. The

results of the study will add to the available evidence

on the relationship between the strength of primary

care systems and their outcomes. The data from the

35 countries will be linked to the practices and their
patients. Analyses of the data will provide insight into

variations between countries at the level of the patient,

GP practice and country. The patient questionnaires

may also be suitable for use at the practice level by GPs

to analyse developments in the GP practice by inviting

a sample of patients every year to complete a ques-

tionnaire.
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