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Introduction
Background
Since the declaration of Alma Ata in 1978, implementing primary health care (PHC) has 
remained on the global agenda as a key strategy for strengthening health systems.1,2,3 Primary 
health care is key to improving health status, while also reducing costs and improving 
equity.3,4 However, in many regions of the world, PHC remains weak amid increasing 
demands and complexity of health systems. The World Health Report 2008 described how 
primary care, the service delivery component of PHC should be more responsive to the needs 
of the people served and outlined the necessary reforms.5 Nevertheless, in 2018 a further 
global commitment was needed and expressed in the Astana Declaration.2

Strong PHC is key to achieving universal health coverage and the third sustainable 
development goal on health and wellbeing.6 In many low- and middle-income countries 
(LMICs), primary care continues to suffer from poor performance and inadequate funding 
despite being the level of care where most patients are seen and cared for.7 Primary health care 
shifts health systems towards more community-orientated, multisectoral and comprehensive 
primary care activities that address the majority of the population’s health needs.8

As countries continue to develop and strengthen their PHC systems, there is a need to measure 
performance, monitor improvement and inform strategies to improve performance. The World 

Background: In many countries, the core functions of primary care (PC) continue to 
perform  poorly and therefore need improvement, guided by interventions developed in 
collaboration with key stakeholders. 

Aim: This paper reports on the co-design of an intervention guided by the findings of the 
Primary Care Assessment Tool (PCAT) survey.

Setting: The setting for the study was a rural Ugandan district.

Methods: This was part of a multi-stage mixed methods study to evaluate the use of the 
PCAT  in improving primary care performance. Key stakeholders in primary care system 
were purposively identified to participate in the design of the intervention. The intervention 
co-design involved presentation and discussion of the PCAT findings, two rounds of root 
cause analysis, selection of intervention focus area, design of the actual intervention and 
planning of implementation. 

Results: Ongoing care was selected for intervention among the poorly performing primary 
care core functions. Community members’ low awareness of the available services and low 
affiliation to their local primary health care (PHC) facility were identified as major 
contributors to the poor performance of ongoing care. Community dialogues as form of 
community engagement were selected as an intervention to improve the core primary care 
functions.

Conclusion: The PCAT can generate findings to guide the development of interventions at the 
facility and district level to potentially improve the core functions of primary care.

Contribution: A co-design process helped to navigate the pathway from the findings to the 
intervention design and its implementation strategy.
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Health Organization (WHO) formulated a PHC measurement 
framework that includes the need to measure the core 
functions of primary care as part of service delivery.9 The 
core primary care functions include first contact access, 
continuity, coordination, comprehensiveness and person-
centred care. The framework suggests the need to develop 
tools to support facility-level exit interviews that can measure 
these core functions.

Such functions can be measured by the Primary Care 
Assessment Tool (PCAT), which was originally developed 
at the Johns Hopkins Primary Care Policy Centre in the 
United States.10 The PCAT has been adapted for use in 
several African countries (South Africa, Malawi, Kenya and 
Uganda) and in other regions of the world.11,12,13,14,15 The 
Ugandan PCAT (UG PCAT) was used to measure the 
performance of the core functions of primary care together 
with its other domains in public primary care facilities in a 
rural district with the aim of identifying performance gaps 
for improvement.16 

Most PCAT studies measure primary care performance 
but do not actively investigate how the findings can be 
used to improve performance at the facility and district 
level. The utility of the PCAT lies in its ability to guide 
interventions to improve performance at the micro-, meso- 
and macro-levels of the health system. The aim of this 
study was to co-design an intervention, with the local 
facility and district-level management, based on the 
findings of the UG PCAT and to demonstrate how the 
PCAT can enable strategies to improve primary care 
performance.

Methods
Study design
This forms part of a multi-stage mixed methods study, as 
shown in Figure 1. The larger study used the locally validated 
PCAT (stage1) to evaluate the strength of primary care 
performance in Tororo district in terms of the core functions 
(stage 2). In this article, we report on stage 3, how these 

findings informed a co-design process with the district health 
services to design and develop an appropriate intervention 
that would strengthen primary care performance. Future 
work will assess implementation (stage 4) and the longer-
term effects on performance (stage 5). 

Study setting
The study was located in Tororo district in Eastern Uganda 
on the Uganda-Kenya boarder. The district covers a total 
surface area of 1196 km2 with an estimated total population 
of 540 300 people. Most of the population is younger than 
30 years with only primary school education and survives on 
subsistence farming.17 According to the annual health sector 
performance report 2020–2021, Tororo district remains 
among the poorest performing districts in Uganda in almost 
all health indicators.18

In Uganda, the District Health System (DHS), which is 
responsible for PHC, is under the stewardship of the local 
government. The DHS is composed of five levels of health 
facilities. Health Centre I (HCI) is a group of community 
members known as a Village Health Team (VHT) with no 
physical structure, whose main role is community 
mobilisation for health. Health Centre II (HCII) is a 
community dispensary offering ambulatory care, Health 
Centre III (HCIII) provides additional maternal and child 
health care services, Health Centre IV (HCIV) offers 
additional emergency obstetric care and the General 
Hospital (GH) at the apex also offers general medical and 
surgical services to inpatients. There is one GH, four health 
centre IVs, 18 health centre IIIs and 36 health centre IIs in 
Tororo District. The District Health Officer (DHO) leads the 
health district, assisted by a team of other managers. This 
District Health Team (DHT) is mandated to make decisions 
on the delivery of health services. The DHT plans health 
services and implements health policies. Nurses, clinical 
officers and non-specialist medical officers are the primary 
care providers. The DHT has powers to make binding 
decisions and plans for the district. The communities have a 
voice in the management structures through the Health 
Unit Management Committee (HUMC) that exists at every 
health facility.

Selection of co-design team
The researcher purposively identified key stakeholders to 
ensure representation across all levels of primary care 
facilities within the district. The identified stakeholders 
included one member of the District Health Team (DHT), 
four health facility managers, four primary care providers 
and one HUMC member representing the community. 

Co-design process
The stakeholders were invited to a 4-day workshop that was 
facilitated by the author (IB). The workshop was held in the 
Family Medicine office at Tororo General Hospital. There 
were three specific objectives:

PCAT, primary care assessment tool.

FIGURE 1: Multi-stage mixed methods study design.
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•	 To identify the strengths and weaknesses of current 
primary care performance and the underlying reasons for 
poor performance.

•	 To prioritise a specific focus for an intervention to 
improve performance.

•	 To design the intervention and prepare for 
implementation.

Presentation of results
The author (IB) presented the UG PCAT results and 
highlighted the key strengths and weaknesses in primary 
care performance. The details of the UG PCAT are described 
elsewhere.14

First round of root cause analysis
The stakeholders went through a brainstorming session19 
to identify the core functions that were performing poorly 
and to generate insights into the possible reasons. The 
reasons for poor performance were categorised by  the 
researcher under different PCAT domains and cross-
checked with the participants. In some cases, the reasons 
were indirectly linked with the PCAT domains. 

Prioritisation of focus area
Voting, based on a simple majority, selected one PCAT 
domain to focus on for improvement. 

Second round of root cause analysis
Once the domain was selected, then further reasons for its 
poor performance were brainstormed. 

Selection of focus area for the intervention
A nominal group technique (NGT)20,21 was then conducted to 
rank the reasons in terms of order of importance.

Brainstorming of possible interventions
The group brainstormed the different ways in which they 
could intervene with the top ranked reasons for poor 
performance.

Selection of intervention
Another NGT was done to rank the listed approaches in 
order to achieve consensus on what to include in the 
intervention. The highest-ranking approach was then 
focused on to design the intervention.

Design of intervention
A strengths-weaknesses-opportunities-threats (SWOT) analysis 
was done to consider the issues that might impact on 
implementation of the agreed intervention. The intervention 
needed to be feasible with the available resources and 
timeframe (over 6 months) as well as likely to make a 
difference. The final plan was developed into a logic model to 
identify the needed inputs, required activities and expected 
outputs and outcomes. 

Ethical considerations
This study was approved by the Health Research Ethics 
Committee at Stellenbosch (S20/04/103) and the Makerere 
University School of Medicine Research and Ethics 
Committee (# REC REF 2020-164). Written informed consent 
was sought from the participants before their participation 
in the study. The participants were informed that their 
participation was voluntary and that they can withdraw 
their participation at any stage of the process with no 
negative consequences. The study was carried out in 
accordance with relevant guidelines and regulations. As the 
study involved human subjects, their selection and 
participation were done in accordance with the Declaration 
of Helsinki. 

Results
Ongoing care, coordination of care, comprehensiveness of 
care and specifically the composition of the PHC team were 
identified as the poorly performing domains from the PCAT 
findings. Ongoing care was selected as the key domain to 
focus on for improvement. Reasons for poor performance in 
ongoing care are listed in Table 1 with their scores and 
ranking from the NGT. The reasons for poor performance in 
the other three domains are listed in Table 2. 

A lack of awareness in the community on the availability of 
services and importance of ongoing care at the same facility 
were seen as the key issues to focus on in designing an 
intervention. This was referred to as a ‘lack of community 
sensitisation’. Table 3 shows the different approaches to 
community sensitisation that were suggested and how these 
were ranked. The approaches were community dialogues, 
health education, refocusing health facilities towards users 
instead of staff welfare, facility-level sensitisation of staff, use 
of media and signage in the facilities.

Community dialogues and health education had the same 
rankings. The group then discussed and unanimously agreed 

TABLE 1: Reasons for poor primary care performance in ongoing care with the 
nominal group technique scores and ranking.
Reasons for poor performance in ongoing care NGT score Ranking

Community members are not aware of the services available 
at their nearest health facilities 

7 1st 

Weak community linkages. Although Village Health Team 
members are well connected in the community, they are 
volunteers, with low morale and motivation

6 2nd

Staff attitudes, for example, being rude to patients and 
inability to maintain confidentiality

4 3rd 

No regular staff meetings to discuss service delivery. Facility 
meetings normally focus on welfare of staff and little or no 
focus on the users of the facilities

2 4th 

Issues with opening hours, for example, staff not returning to 
work after lunch break and not working on weekends, 
particularly in lower-level facilities 

1 5th 

Erratic transfers of staff between health facilities affecting 
ongoing care

0 -

Health providers not creating relationships with patients 0 -
Health providers do not inform patients to come back for 
review

0 -

NGT, nominal group technique.
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that the intervention should focus on community dialogues 
as this will also encompass health education. The final 
intervention agreed upon was: ‘Use of community dialogues 
for improving on-going care in primary care’. 

The stakeholder group decided to implement the 
intervention in one health sub-district (Mukuiju) that 
contained one HCIV, nine HCIIIs and six HCIIs. The key 
idea was for the team that conducts outreach into the 
community for immunisations to also conduct community 
dialogues. The project’s core team was purposively selected 
according to their roles at the health facilities and their 
involvement in outreach. Two nurses at each facility, the 
family planning focal person and the person in charge of 
immunisations, were selected because of their active roles 
in outreach as well as two other facility-based staff to 
conduct community dialogues at the health facilities. 

The project intended to make community engagement part of 
the daily health facility activities and to make use of an existing 
community-based service to conduct the dialogues. The 
intention was to sensitise community members on the available 
services and the importance of seeking care from the same 
health facility, particularly the closest one. The VHT members 
would be requested to mobilise community members within 

their catchment areas to participate in community dialogues. 
Health providers going out for immunisation outreaches in 
the communities would conduct the community dialogues 
with the help of a community dialogue guide. 

The group’s SWOT analysis of the proposed intervention 
is  shown in Table 4 and the final logic model to guide 
implementation in Figure 2.

Development of the community dialogue guide
A guide for use by the implementation team was developed 
by the researcher, discussed and agreed upon with the 
stakeholders. The implementation team was trained on using 
the guide during community dialogues.

Discussion
Summary of key findings
The co-design process successfully developed an intervention 
that was based on the findings of the UG PCAT and the core 
functions of primary care. The facility and district-level 
stakeholders were able to make sense of the findings 
and  identified ongoing care, coordination of care and 
comprehensiveness of care as the core functions that needed 
strengthening. They were able to explore the root causes of poor 
performance and prioritised low community awareness of 
the services available and the importance of ongoing care as the 
key issues to focus on. They were able to identify community 
dialogues with health education as the most feasible  
intervention. Finally, they were able to design the intervention 
and plan an implementation strategy. This process demonstrates 
the  ability of the PCAT findings to support district-level 
development of interventions to improve PHC.

Discussion of key findings
The key stakeholders for PHC services provision in the 
district co-designed the intervention with the researcher (IB). 
Using this low level of community engagement,22 that 

TABLE 2: Reasons for poor primary care performance in coordination of care, 
comprehensiveness and primary health care team composition.
Variable Reasons for poor performance

Coordination of care Health providers do not give adequate information to 
patients
No feedback given on referrals to the referring facility
Poor transfer of information (referral letters) when referring 
patients to higher PHC levels and sometimes just relying on 
the patients’ verbal explanation

Comprehensiveness 
of care

Regular stock-outs of essential medicines particularly in 
lower-level health facilities

PHC team Human resource problems, for example, the district has only 
64% of posts filled
A lack of staff trained and competent in PHC to supervise 
activities of the district

Other important 
reasons

Community meetings that would ensure community 
involvement are not happening 
Unsupportive supervision from the district level with little or 
no focus on technical service delivery areas and the users of 
facilities. The focus is mainly on finances
Community sensitisation and health education are no longer 
being done

PHC, primary health care.

TABLE 3: Suggested approaches to community sensitisation and their nominal 
group technique scores and ranking.
Suggested method of sensitisation NGT score Ranking

Community dialogues to discuss with community members 
the importance of ongoing care and informing them of the 
available services at the health facilities

7 1st

Health education about the importance of seeking care from 
the same health facility

7 1st

Facility meetings focusing on the welfare and better 
experience of users of health facilities 

3 2nd

Facility-level sensitisation of staff by the District Health Team 
and facility managers to improve staff attitudes and be more 
person-centred

2 3rd

Use of media (e.g. radio talk shows) to inform the public 
about the services available at the health facilities

1 4th 

Use of signage at the entrance of health facilities to show the 
services available

0 -

NGT, nominal group technique.

TABLE 4: A strengths-weaknesses-opportunities-threats analysis of the 
intervention implementation.
Strengths
•	 Availability of staff with experience in 

health education
•	 Availability of transport to the 

community outreach sites
•	 Supportive administration within the 

health facilities

Weaknesses
•	 Poor packaging of information with 

different staff relaying different 
information

•	 Lack of commitment from the VHTs 
given that their participation is 
voluntary

•	 Low staff numbers and high patient 
numbers 

Opportunities
•	 Availability of already established 

facility and community governance 
structures that are used in the 
delivery of health services

•	 Routinely conducted outreach 
activities 

•	 Support from the district health 
office

•	 Communities are usually very 
receptive to health interventions 

Threats
•	 Low turnout of community members
•	 Unfavourable weather conditions 

(rainy or hot weather) given that 
outreach activities are conducted 
outdoors

•	 Negative perceptions from 
community members towards the 
intervention

•	 Political interference with some local 
politicians passing on different 
messages

VHT, Village Health Team.
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involved providing information to the stakeholders to only 
understand the issues concerning the performance of primary 
care may have undermined the available community resources 
that could have assisted with implementing the intervention. 

Although the stakeholders identified ongoing or continuity 
of care as the key domain to focus on, the intervention was 
actually more about improving affiliation to a specific PHC 
facility and utilisation of services. In terms of the core 
functions of primary care, this is more targeting first contact 
access. While improving first contact access can be seen as a 
prerequisite for improving continuity of care, it may also 
indicate a lack of familiarity with the concepts included in 
the core primary care functions. Members of the DHT and 
primary care providers had difficulty understanding the 
concepts of core functions of primary care. Continuity of care 
is usually more concerned with the consistent availability of 
the medical record (informational continuity) and the quality 
of the relationship with a particular provider (relational 
continuity).23 This lack of understanding may also reflect that 
health systems and management teams tend to focus on 
disease-orientated programmes rather than cross-cutting 
functions of primary care.

Community engagement can allow design of interventions 
that are contextually and culturally sensitive, which promotes 
acceptability.24 Effective community engagement requires 
locally generated evidence, easily understood by the 
representative group of community stakeholders. In this 
intervention design, the PCAT results from the study district 
guided the intervention design, and the intervention has the 
potential to improve the quality of primary care services. 
However, the co-design team only included one community 
representative, and effective community engagement would 

require more time and energy to achieve a shared 
understanding of the results and common ground during 
intervention design. 

On the one hand, it seems quite progressive that the 
stakeholders opted for community dialogues. On the other 
hand, one wonders whether this was not a way of avoiding 
pointing a finger at themselves in terms of what needs to be 
fixed. The stakeholders who were mainly health managers 
and providers appeared to be saying that the community was 
the main problem and therefore needed to be educated. They 
seem to have ignored or avoided dealing with some serious 
issues in their own services with staff meetings, attitudes and 
accountability. More extensive community engagement and 
empowerment in the process could have led to a different set 
of priorities.

Although the community dialogues were intended to motivate 
and share information with the community, they are likely to 
solicit feedback from the community on their own experiences 
and perspectives with regard to the quality of services 
provided. A key issue in evaluating implementation will be 
how such feedback is received and responded to. It should also 
be noted that the stakeholders opted for only one activity, yet 
literature stipulates that multi-faceted approaches are likely to 
be more successful in improving the quality of services.25 
Therefore, an intervention that focuses on both the community 
and the health services may have been more appropriate. 

Community dialogues as an approach to community 
engagement have been used to improve the health of 
populations and communities as well as identifying health 
concerns within communities.26,27 Community dialogues are 
premised on the Integrated Model of Communication for 

PC, primary care.

FIGURE 2: Logic model to guide intervention implementation.
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Social Change.28 This model presupposes that a stimulus is 
necessary to trigger a dialogue within community members 
about problems existing within the community. It is a 
dynamic and iterative process at individual and community 
level resulting in social change. In this intervention, 
community dialogues will involve staff from health facilities 
interfacing with members of the communities served. A 
group of 20–30 community members is required for a 
successful community dialogue. Community dialogues 
involve a level of listening to the community with a goal of 
empowering the community through participation and 
collaboration as opposed to just ‘informing’ or educating 
people, a focus of most community engagements. 

The implementation of this intervention was deliberately 
embedded within the already existing facility and community 
activities and structures. This will ensure that no direct 
incremental costs are required to implement or sustain the 
initiative. However, the health providers implementing the 
intervention will incur indirect opportunity costs in terms of 
the extra time and effort required, amid existing challenges of 
low human resources for health and large patient numbers. 
Managers will need to approve the opportunity costs, and 
healthcare workers will need motivation to ensure successful 
implementation. This implies that they see it as important 
and are confident in their ability to deliver the intervention. 

This implementation strategy was informed by literature that 
describes community engagement approaches to require 
substantial financial and human resources as well as time.29 
Therefore, only one health sub-district was selected for the 
intervention with the possibility of scale up in the future 
based on the evaluation results. The implementation of the 
intervention is ongoing and will be evaluated for its 
acceptability, appropriateness, adoption, feasibility, fidelity, 
coverage, cost and sustainability. 

Strengths and limitations
A systematic approach guided by the UG PCAT findings was 
used to co-design an intervention together with the 
stakeholders who also participated in the planning of its 
implementation. All the key stakeholders were involved to 
ensure that all the perspectives were considered. Generally, 
the approach used was collaborative and participatory. 
Known open-ended approaches of information generation 
(e.g. brainstorming, root cause analysis) and consensus 
building (e.g. NGT) were used. This approach ensured 
ownership of the intervention by the stakeholders. 

A SWOT analysis was done to help in understanding both 
the internal and external environments within which the 
intervention will be implemented. This is presumed to allow 
leveraging on the strengths and opportunities to improve the 
success of the intervention while mitigating the weaknesses 
and threats. 

The stakeholders involved in the co-design process had 
minimal inclusion of community members. Therefore, it is 
not clear whether their active participation and more 

balanced power among stakeholders would have led to 
different priorities in improving PHC. This should be tested 
with a more balanced group of stakeholders in the future. 

Implications
The PCAT findings can be used to guide development of 
interventions at facility and district levels for quality 
improvement in the core functions of primary care for better 
quality services. This is a different approach to the more 
common and historical disease-orientated approach to 
quality improvement.30,31,32 However, health care managers 
and leaders may need more training in the core functions of 
primary care to fully understand these concepts and their 
importance for service delivery.

The co-design process was successful in developing an 
intervention that was implemented in the district and seen as 
acceptable and appropriate. However, future co-design 
processes should have more community participation to 
ensure that the community voice also guides the prioritisation, 
root cause analysis and design steps.

Further research will evaluate the implementation of 
community dialogues and whether this leads to any 
measurable change in the core functions of primary care.

Conclusion
The PCAT can guide development of interventions to 
improve the core functions of primary care services at the 
district and facility levels. A co-design process successfully 
navigated the pathway from PCAT findings to design of an 
intervention and the implementation strategy. The process 
could have benefited from more community participation. 
Health service managers and leaders also needed more 
familiarity with the key concepts embedded in the core 
functions. Further research will evaluate implementation 
and the effect on the core primary care functions.
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