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Aims and Scope of the Series

Public health is what we as a society do collectively to contribute to and ensure the
health and social conditions for the enjoyment of health as a resource for life. It
can also be defined as science and research that promotes health, prevents disease,
and improves populations’ well-being and quality of life. Its objective is to know
the risk factors that determine and condition the populations’ health levels at
present. At the end of the 20th century and the beginning of the 21st century, it is
unjustifiable and regrettable that morbimortality according to age plays a leading
role when the causes are mostly well known and therefore preventable, such as
obesity, AIDS, cirrhosis, diabetes mellitus, addictions and cancer associated with
the consumption of tobacco and alcohol, etc. In short, public health is science
based on epidemiology and biostatistics, and currently, new technologies and
artificial intelligence must be incorporated to identify patterns and trends in what
we do collectively as a society to ensure living conditions and prevent risk factors
that affect individual and population health. For all these reasons, it is essential

to scientifically investigate and act on the determinants that impede the well-be-
ing and quality of life related to the health of people, patients, and populations

in general, given that to control the determinants of diseases, it is important to
control the environment and genetics. Consequently, the current fight for public
health must prioritize the control of the environment, such as atmospheric and
biological pollution and environmental and social biodiversity, promoting the sen-
sitivity and training of society and its individuals by empowering them to make
free and appropriate decisions about these aspects to lead healthy lifestyles based
on motivation and responsibility in the face of the challenges they cope with from
an individual point of view, such as dealing with the addictions that exist in today’s
complex world. Public health also requires an ethical vision and incorporates strat-
egies to reduce social inequality.
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Preface

The primary task of the family physician is to ensure the implementation of basic
health services. Family medicine centers are the places where basic health services
meet the community. Family physicians must provide comprehensive, continuous
and holistic health services to the registered population. Comprehensive health

care focuses on finding the most appropriate solution by addressing both mental
and physical, acute and chronic health problems of the individual together with the
individual’s family, the social environment to which the individual belongs and

the country where the individual lives. For a health service to be called continuous,
the physician must have prior knowledge of the individual at the client-physician
meeting. The continuity of health records, space, and time is essential for continuous
health care. Holistic health care is an approach that interprets health as a whole by
evaluating the human being in all its dimensions. Family medicine’s core compe-
tencies are managing primary (basic) health care services, person-centered care,
community-oriented, unique problem-solving skills, comprehensive approach, and
approach to the person as a bio-psycho-social whole. The family physician is respon-
sible for the community’s health and the effective use of resources and assumes a
special responsibility for the community’s health. The discipline of family medicine
recognizes that it is responsible for the individual and society in health matters.

It examines the patient’s problems in the context of their social environment. The
family physician should also be aware of the community’s needs and collaborate
with other sectors to find solutions to local health problems. Public health is another
department that family physicians need to cooperate with in order to implement
basic health services effectively. Public health is philosophically in agreement with
basic health services. In other words, public health adopts the principles of basic
health services, and even the reason for the existence of public health is to ensure the
structuring of basic health services. Although it depends on societies’ economic and
social structure, effective and strong basic health services rely on the cooperation
and joint productivity of family medicine and public health units.

Hiilya Cakmur

Medical School,

Department of Family Medicine,
Kafkas University,

Kars, Turkey






Chapter1

Introductory Chapter: Two Pillars
of Basic Health Care — Family
Medicine and Public Health

Hiilya Cakmur

1. Introduction

Basic health care services are the universal preventive, promotive, curative and
rehabilitative health care services that countries provide free of charge to the public
on an equal basis and within their own economic means [1]. Health systems cover
all health services, including disease prevention, health promotion, treatment when
necessary, rehabilitation and palliative care. The main objective of basic health care
services is to protect and improve health by making health services equally available
and accessible to all segments of society. In order to achieve this goal, it is necessary to
make appropriate investments in areas that form the basis of a healthy life, such asa
livable clean environment, clean drinking water, easy access to healthy and safe food,
aworkplace and job security suitable for everyone’s abilities, increasing social welfare
and security, and retirement security [2]. These areas, which are defined within the
scope of social determinants of health, are known as the main factors affecting health
and well-being. These are the conditions in which we are born, grow, live, work and
age. The effectiveness of basic health care services in the field of social determinants of
health depends on the welfare of the society and the right health policies. Educational
attainment, economic, cultural and family status affect health directly and indirectly.
Poor social and economic conditions have a negative impact on health and can increase
disease rates [1-3]. These conditions are often not the direct cause of disease but are
described as the “cause of the causes” that lead to disease. In the area of social determi-
nants of health in a society, the more accurate the investments mentioned above, from a
clean environment to healthy food, the stronger the basic health services of the society.
Although the main task of basic health care is preventive services, the implementation
of these services is directly related to the economy of the country, as they also include
outpatient treatment and rehabilitative services. Effective implementation of the health
system depends on the knowledge, skills and motivation of health workers at the last
step. However, in the first step, health policies need to be planned correctly [3].

2. Family medicine and public health
Family medicine and public health disciplines are the two supportive and execu-
tive bodies of basic health care in planning and implementation. These two disciplines

can create a strong basic health care service by working together and in coordination
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with each other. It is clear that health protection can be achieved by fulfilling the
social and economic determinants of health. Health promotion, on the other hand,
is made possible by focusing on prevention and positively affecting the health and
well-being of individuals and then societies. In other words, prosperous societies have
healthy individuals and healthy individuals build prosperous societies [1]. The field of
study of the public health discipline is the planning and supervision of social prac-
tices in the field of social determinants of health. Family medicine, on the other hand,
is responsible for providing comprehensive integrated and continuous health care
services that assume social responsibility as well as protecting and improving health
on an individual basis. Health promotion is the process of enabling people to take
responsibility for their health after countries have established the right health policies
[4, 5]. Therefore, health promotion is the responsibility of both public health and
family medicine disciplines. It is impossible to protect and improve health by focus-
ing only on individual lifestyles. The mission of protecting and promoting health,
which is the essence of basic health care, can be made possible by implementing the
philosophy of public health through family medicine [6]. Health is an important
economic sector. However, basic health care is inherently non-profit. Basic health
care aims to make health care more accessible to those in need of care. Countries can
determine the provision of these services according to their own medical needs and
social welfare. The phenomenon of health protection and promotion is shaped and
transformed according to scientific developments [7]. While combating the infectious
diseases of the period was the key task of basic health care services in the historical
process, gradually, combating metabolic and malignant diseases and even anti-aging
practices can almost be included in the scope of basic health care services. Therefore,
basic health care services are not concrete services with strictly defined boundaries,
but rather services that are redefined according to the needs of the period, but whose
philosophy remains the same [4, 5, 7].

The principles of basic health care can be summarized in four points:

1. Equality: The principle of equity argues that health is an inherent human right
and should be provided equally and fairly to everyone in society, not only to
those who can afford it. The applicability of this principle is directly related to
social and economic welfare [1-3].

2.Self-responsibility: Each individual should know the value of his/her own health
and be responsible for his/her health. For this purpose, individuals should be
educated about health, and healthy behavior patterns should be acquired at an
early age. The applicability of this principle is directly related to family medi-
cine services. In comprehensive and continuous family medicine services, each
individual-physician encounter should be considered an educational opportu-
nity, and health education should be provided in accordance with the needs of
the individual [1-3].

3. Coordination of health services: Considering the social, economic, cultural
and social determinants of health, it is clear that health cannot be limited to the
medical dimension alone. Therefore, coordination with all sectors in the society
is necessary [1-3].

4. International solidarity: A health problem in one part of the world affects the whole
world in a very short time. Therefore, health is a world and human problem [1-3].
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For optimal delivery of primary health cave:

* The community should participate in health services.

* Health services should be provided in a team approach.
* Units should be established for the first application.

* Health service units should be integrated.

* Preventive, curative, rehabilitative and health promotion services should be
considered as a whole.

 Services must be continuous [1-3].

3. Conclusion

The disciplines of public health and family medicine, which constitute the plan-
ning, supervision and implementation parts of basic health care services, should act
together to prevent and eliminate factors that adversely affect health. Health services
cannot be considered independent from the economy at every level. In order to plan
and implement optimum basic health care services in accordance with the changing
basic health needs of the society according to the age we live in, the economic and
social welfare of the society is necessary.
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Chapter?2

Primary Health Care Is the
Foundation of Health Services

Faisal Abdullatif Alnaser

Abstract

Primary healthcare (PHC) is a fundamental type of health service considered the
foundation of the health service pyramid. It entails providing continuous personal
and comprehensive health services, including preventive and curative health services.
Studies worldwide reported that PHC is an efficient, cost-effective service that helps
upgrade the health of the person, their family, and the community.

Keywords: family medicine, primary healthcare, family physician, patient-centered
care, continuity of care, health for all, community participation

1. Introduction

This chapter will provide an overview of primary healthcare (PHC) and family
medicine. It will begin by defining them, and then it will delve into the historical
perspectives of their origin and the development that happened with time in order
to establish themselves professionally and academically. The significance and value
of such services are later discussed, along with the strategy employed to ensure that
everyone in the community has access to healthcare. More details will be shed on their
pillars, including prevention, health promotion, risk reduction, a holistic approach,
and person-centered healthcare as opposed to disease-focused healthcare. More
details will be provided about how affordable, cost-effective, and efficientitisasa
means of delivering healthcare, with an emphasis on equity, community engagement,
and intersectoral collaboration. Additionally, the chapter will demonstrate how PHC
can provide the best healthcare possible to everyone, fulfilling the slogan of a family
doctor for every family while supporting community-based health needs and initia-
tives. At the end of the chapter, the barriers and challenges that stand in the way of its
full implementation are also highlighted.

2. Body of the manuscript
2.1 Primary healthcare (PHC)

Healthy living is defined as a life free from illness and characterized by good
social, mental, and physical well-being for each individual and every community. To
do that, a comprehensive health service that provides sickness prevention, treatment,
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rehabilitation, and palliative care must be provided using a holistic approach. Each
such component is specified in the PHC tenets. PHC is a kind of healthcare service
that focuses on maintaining and restoring people’s general well-being by identifying
health problems and offering treatment at the earliest stages of illness development.
Furthermore, PHC emphasizes continuous medical care that is personalized, within
the family context, and person-centered as opposed to disease-centered. It is a very
cost-effective way of providing healthcare services while maintaining intersectoral
cooperation, population equity, and community engagement to respond to commu-
nity-based health needs initiatives.

The World Health Organization (WHO) views PHC as a cornerstone of medical
service that is critical for promoting health. WHO publication, “Primary Health Care:
Now More Than Ever,” highlights the value of PHC. It suggests that PHC reforms
would work toward achieving social protection and universal access, enhancing
health equity, rearranging service delivery to better meet the needs and expectations
of the public, securing healthier communities through improved public policies, and
reorganizing health leadership around more efficient government and engaging key
stakeholders. A PHC program must be easily accessible to the general public, and its
technology and procedures must be accepted by society for it to be successful [1-7].
According to various reports, it is critical to maintain PHC as the initial point of
contact of the public with the healthcare system. Without effective primary care that
can meet the needs and ambitions of the population’s health, the health systems will
not be able to withstand challenges [8]. Successful PHC services require the active
participation of the community, non-profit organizations, the private sector, and
the health ministries to guarantee that everyone in the community receives the finest
healthcare available, leading to general improvement in the population’s health.

Reports have indicated that strengthening PHC as the first point of contact with
the health system is critical. Without effective primary care that can meet the needs of
the population’s health and ambitions for overall well-being, the health systems of the
future will not be able to withstand challenges [8].

PHC is the foundation of the pyramidal health services offered to the population,
which could collapse without a solid. It plays a major role in every sector of health,
especially public health, and community, and the best example was the vital role
PHC played in overcoming the late COVID-19 pandemic in 2019 and limiting its
withdrawal effects. However, the tale was not so promising in countries where PHC
was not very well developed. Dr. Tedros Adhanom Ghebreyesus, the WHO Director-
General, stated “We have seen during the pandemic that the pooy, the most vulnerable,
and the most marginalized people paid the highest cost. Equity cannot and must not wait.
WHO is committed to working with governments, international financing institutions,
partners, young people, and civil society to vadically change course through priovitizing
action and investments into a primary health care approach” [9].

2.2 Family medicine (FM) and family physician (FP)

The recognition of FM as a relatively young topic in medical specializations
has increased during the last three to four decades. Every country’s health system
is presumed to be supported by the clinical and academic areas of FM [10]. FM is
considered to be the only medical discipline that focuses on meeting the needs of
individuals, families, and communities. With the emphasis on the family as the unit
of care to offer PHC services, FPs receive specialized training, enabling them to
provide high-quality healthcare to patients of all ages [11]. FM which offers a very
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cost-effective, acceptable, and efficient, leads with no doubt to the improvement of
the health standard of the individual and the whole nations, particularly in develop-
ing countries [12, 13].

FPs are general practitioners who possess the necessary credentials, education,
and expertise to provide optimal PHC services. They are highly skilled doctors who
are knowledgeable about contemporary science and technology, allowing them to
provide screening services, early diagnosis, preventative care, and treatment [14].
Because FPs handle a lot of ambiguous and undifferentiated problems that are
presented in the early stages of disease development, they operate in an environment
where diagnostic uncertainty is higher. Regardless of age, sex, religion, or beliefs,
they provide medical, psychological, and social care to all members of the family. FPs
are well-versed in considering a variety of other factors that may impact a person’s
health when assessing their condition, including the family’ lifestyle, beliefs, and
practices; the dynamics within the family; the neighborhood’s influence; the commu-
nity’s factors; and the impact of the society in which they live. Not to mention keeping
in mind other significant elements like people’s occupation, race, religion, and cus-
toms. Because of this, the FPs’ obligations for a person’s health take into account the
framework of a variety of individual, family, and community issues, in addition to the
person’s mind and spirit. FPs’ main responsibilities include promoting health, health
education, providing preventative care, treating both acute and chronic illnesses,
and relieving any physical or psychological effects that may arise from an Illness [15].
Because of their close relationship with family members, FPs are expected to serve
as the primary medical advisors to the entire family on any health and psychosocial
issues. This is because FPs are uniquely qualified to understand the factors and other
circumstances that contribute to a patient’s suffering, as well as the potential emo-
tional and psychosocial repercussions for both the patient and their family. FPs are
regarded as leaders in their field and are guardians, champions, and protectors of the
patient’s and family’s safety throughout any health issue [16]. As a result, FPs are truly
comprehensive physicians whose care is not only restricted to a single organ but offers
overall care for all individuals, from the moment of birth until the end of life. This is
what distinguishes FPs from several other specialties.

In addition to enhancing health and raising the standard of treatment, the FPs’
responsibilities initiatives will assist in reducing the financial toll that an illness may
take on individuals, their families, the community, and ultimately the government.
Therefore, full adoption of FM’s slogan, “a family physician for each family,” is the
perfect way to improve health and raise the health bar in any nation [17]. Thus,
governments, insurance companies, and members of various social classes (especially
those from lower and middle socioeconomic classes) benefit from the effective
implementation of PHC. Ultimately by fortifying PHC, the government may focus on
repairing other facilities and raising the standard of public health in general.

2.3 Family medicine and primary healthcare’s historical perspective

The development of PHC/FM over the past century was prompted by several
factors that have impacted the population’s health. For example, PHC/FM was intro-
duced as a substitute for general practice to counteract the decline in the role of tradi-
tional general practitioner since the year 1900 and to address the fragmentation of the
current medical field into far too many small specialties and subspecialties as a result
of significant advancements in medical technology; in response to the loss of continu-
ity and comprehensiveness of care, to address the change in care that has occurred
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from a person-centered to a disease-centered approach, to include additional critical
elements, such as social and psychological aspects, which are vital either in the course
of the illness or as a result of it, and, in addition, PHC/FM was created in response to
the growing dissatisfaction with the healthcare model and the necessity for develop-
ing an ideal model while caring for a sick person [18-20].

Having said that, PHC is not a novel idea; it has been around for a while and has
been used in the past. During their profession, Avicenna, Alrazi, Al-Zahrawi, and
other early Muslim physicians strongly embraced FM and the PHC system during
their practice [21, 22]. They were holistic medical practitioners who considered
the body as well as the soul. As a result, they went by the name Alhakeem, or the
Wiseman because most of those scholars were experts in many other scientific
domains and philosophers in addition to their medical specialization.

Although many of the concepts of FM as a distinct specialty did not exist at the
time, Muslim physicians made several significant contributions that encompassed the
concepts of comprehensive, patient-centered care. During their practice, they utilized
all of the main FM and PHC components, including:

* Comprehensive care: looking at the ill patient as a human being who needs physi-
cal and spiritual care [23].

* Community-based and diverse patient population care: Ancient Muslim doc-
tors never rejected any patients based on factors related to their roots, origin,
religion, or beliefs. They took care of their patients and visited them at home
regardless of whether they were wealthy or impoverished and lived in cities or
rural areas [24-27].

* Dietary interventions: Al-Razi used to fortify his treatment regimen for an illness
with advice on a healthy diet and nutrition [21].

* Prevention and continuity of care: They believed in prevention and continuity of
care as an important way of maintaining health.

* General practice: Many of them were generalists with expertise in many
medical specialties. Also, they applied the concept of evidence-based medicine
during their practice by documenting patients’ medical histories and clinical
observations [28-30]

* Patient education: Almost all scholars have authored many medical textbooks
addressing most of the illnesses that affect various organs in the body and other
books on general health education. Al-Razi, who was considered the father of
psychology and psychotherapy, wrote many books, one of which was a do-at-
home book that illustrated medical advice for the general public [23, 28, 29, 31].
The “AL ganoon fe al tibb” which was a textbook of medicine, was written by
Avicenna [23, 32]. Al-Zahrawi, who contributed to the development of ophthal-
mology, was a prolific writer on medical subjects and the inventor of various
surgical devices. The Prophet Muhammad’s female companion Rufaydah al-
Aslamiyya is credited with creating what may have been the first transportable
medical tent for patient treatment—an early example of community-based medi-
cal care [29, 33-35]. Moreover, to learn and teach others, many of those scholars
translated the Greek and Roman medical textbooks into Arabic, used them
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during their medical breakthroughs, and provided them as a source of medical
education references for the next generation of practitioners [23].

PHC has been proposed since the turn of the century as a name to replace other
general healthcare services with a concept that focuses on the individual and the
community. The concept of PHC was first proposed by the WHO Executive Council
via a study done in January 1975. The study outlined seven principles that govern-
ments and health authorities should follow to improve the quality of healthcare: [36].

1. Providing healthcare that is easily accessible in the community
2. Involving local communities in health efforts
3. Optimizing local community vesilience to health issues

4. Ensuring the availability of health-promotive, preventive, and curative efforts in a
health service

5. Providing human resources who ave trained to provide health services closest to the
community

6. Providing an environment that supports health efforts closest to the community
7. Integrating public healthcare with other sectors of life.

But it was not until 1978 that the Alma Ata Conference on PHC in Kazakhstan
rang the bell for international attention. A total of 134 nations unanimously agreed
on a resolution declaring the need for coordinated efforts to address the social,
economic, and political causes of ill health. The concept of “health for all by the
year 2000 was eventually agreed upon as the primary principle aiming to develop
a healthy society in member countries. This marked the first time that the world
acknowledged inequalities in access to health care. Hence, the health policy of most
nations around the globe was greatly impacted by the Alma-Ata Declaration, which
expanded the definition of health to include social determinants and social justice in
addition to medical measures [37].

The following were the declaration’s main points [37-42].

The Alma-Ata Declaration highlights the disparity in access to healthcare between indi-
viduals in developing and underdeveloped nations. It emphasizes the need to address the
social, political, and economic implications of this inequality and stresses the importance of
closing this gap. The declavation views global health as a matter of social justice and calls

for collaboration between governments and social organizations to find solutions.

The declarvation affirms the right of every individual to participate in decisions regard-
ing their healthcare, regardless of their location, and commits nations under the WHO to
ensure access to quality and affordable healthcare. Moveover, it underscores the importance
of primary healthcare through practical, scientific, and socially acceptable methods to
promote the overall well-being of individuals worldwide.

The Alma-Ata Declaration sets the target year of 2020 for nations to reallocate a
significant portion of their military budgets toward healthcare for their citizens. These are
ambitious objectives for both developing and underdeveloped nations, which continue to
face challenges in achieving them due to internal and external conflicts.
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Following the Alma Ata Declaration, Canada ratified the Ottawa Charter for
Health Promotion in 1986, which stated: “To achieve health for all, and to reach a state
of complete physical, mental, and social well-being, people are expected to be able to
recognize health issues, must be able to identify and realize aspirations, satisfy needs, and
change or cope with the environment.” The Charter continues to be an essential guide for
the implementation of health promotion [43].

On the thirtieth anniversary of the 2008 Alma Ata Declaration, the WHO pub-
lished a paper titled “Primary Health Care: Now More Than Ever,” urging advance-
ments in the field of medicine. It stipulates four key points, which are: first, accessible
health care services, where the governments have to ensure that everybody, regardless of
personal or financial circumstances, has access to the available health facilities; second,
every member of society must attain a state of mental, bodily, or social health in addition
to raising the caliber of medical equipment and/or human resources; thivd, putting more
accountability on people in charge of healthcare management, in which the governments
need to ensuve that all health service providers lay out equal access to all members of society
without exception; and finally, enable public policies that safeguard and advance public
health. Countries must promote suitable public policies and public health services while
preserving the spirit of equality and human rights [44].

Two years after the first report, the WHO released a second one entitled “Health
System Financing: The Path to Universal Coverage.” It emphasized the idea of
Universal Health Coverage (UHC), which is a health service system that safeguards
the public and ensures equal access to high-quality medical treatment without
financial constraints. The progress of FM globally was aided by such an idea [45].
Therefore, FM was able to contribute to the restoration of continuity of care and
doctor-patient interaction, which the growing specializations had undermined [18].
Such a move has also assisted in enhancing rural healthcare by motivating doctors to
work in underprivileged areas [20].

In 2018, a second international conference on the value of basic healthcare was
held in Astana, Kazakhstan. It emphasized the vital role of PHC worldwide. The
proclamation seeks to guarantee everyone, wherever they are, to gain the benefit of
the best attainable standard of health by ensuring excellent PHC. Again, the adop-
tion of the Astana Declaration highlighted the importance of PHC in accomplishing
both the Sustainable Development Goals and UHC [46, 47]. It underlined that the
PHC strategy should be considered the most practical means of resolving the present
problems with health and the health system sustainably [48]. Moreover, it highlighted
the importance of political commitment from governmental organizations, non-gov-
ernmental bodies, professional associations, academic institutions, and international
agencies to PHC implementation [47].

2.4 Family medicine training programs and academic departments

Since FM was considered as a separate specialty in the middle of the 20th century,
there was a need to meet the requirement for the production of highly qualified
primary care physicians who could provide patients and families with comprehensive,
ongoing care within the framework of their communities. For that, it was necessary to
develop formal and standard-based education and training in PHC [18], which incor-
porated a comprehensive program that included health maintenance, promotion, and
prevention for individuals as well as their families.

The following worldwide initiatives were made to academize the training in FM
since the formal foundation of the specialty in the 1960s; [19].
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In 1947, the American Academy of General Practice was founded, which later, in
1971, renamed itself the American Academy of Family Physicians Academy [18].
This has played a major role in the recognition of the specialty.

In 1964, the American Medical Association Council on Medical Education
appointed an Ad Hoc Committee on Education for Family Practice. The commit-
tee issued its report entitled “Meeting the Challenge of Family Practice” which
structured the FM curriculum and the training program [49]. These initiatives
were granted financial and technical support by federal legislation in the late
1960s and early 1970s, which further accelerated the discipline’s growth [50, 51].

In 1969, FM in the USA was approved as a new specialty and a 3-year residency
program in family medicine was structured and FM residency programs started
having a significant impact on PHC services [52].

In 1971, the American Board of Family Practice (ABFP) became the twentieth
medical specialty board [53].

In 1966, the United Kingdom introduced FM training programs, for the first
time. Subsequently, and during the same decade, comparable initiatives were
launched in Canada.

By 1977, family medicine departments had become popular. While academic depart-
ments, divisions, and residency programs were present in almost all US medical
schools. This move contributed to the specialty’ institutionalization [50, 53].

Family medicine residency programs (FPRP) grew quickly, from 30 in 1969 to
219 programs by 1975 in the USA [50]. More countries around the world started
laying the foundation for FPRP. Studies showed that the number of countries
that started the residency program increased within 20 years from 56 to 132
countries (between 1995 and 2015) [3, 10].

Over the past few decades, FPRP programs have spread quickly to the majority
of countries worldwide, although implementation models, types of training,
standards, and recognition vary greatly from country to country based on each
country’s context and health system. In line with the recommendation from the
World Health Organization for comprehensive, person-centered, first-contact,
and community-based generalist medical care, FPRP laid the groundwork for
holistic patient-centered healthcare [45].

In 1980, the Kingdom of Bahrain and the Republic of Lebanon launched the
first FPRP in the Arab world. It was a three-year training program, which was
increased to 4 years after some time. Subsequently, many more Arab nations
took that initiative.

In 1978, the Council of the Arab Health Ministers (A division from the Arab
League) decided to create the “Arab Board of Health Specializations (ABHS)”
with its headquarters in Damascus, Syria. ABHS’s main goal was to work on
raising the level of medical science and practice in the Arab world so that health
services are improved. To assist and encourage the Arab nations in creating and
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establishing FM services and initiating FPRP programs, the Family Medicine
Council within the Arab Board was founded in 1985. It assumed responsibility
for helping Arab nations to establish FM discipline, initiate and accredit existing
FPRP programs and was accountable for graduating competent FP specialists by
offering end-of-program standardized examinations. The program’s curriculum,
in addition to training in various medical disciplines, contained preventative
care, behavioral health, and community medicine modules [18]. The first batch
of Arab board-certified FPs graduated in 1990 [54].

* More countries in the Middle East region have started initiating FM training
programs. The sequence was as follows: in Turkey, it started in 1961, Bahrain and
Lebanon in 1979, Jordan in 1981, Kuwait in 1983, Saudi Arabia in 1987, Qatar and
the United Arab Emirates in 1994, Oman in 1994, Iraq in 1996, Egypt in 2003,
Iran in 2005, Libya and Syria in 2006, Palestine and Sudan in 2010, Tunisia in
2011, Morocco in 2023, and Yemen and the rest of the countries to start [55, 56].

* Moreover, universities in the Arab countries began establishing separate depart-
ments for family medicine [55, 57]. With the establishment of FM as a separate
specialty, primary care physicians’ education and requirements were codified
and academized [18, 50].

2.5 Why are family medicine and primary health care so crucial?

PHC services supervised by FPs offer a variety of high-quality, easily acces-
sible healthcare services. Because FPs started gaining a good reputation worldwide
for providing efficient health services, many countries around the world started
implementing FM programs and changing their health centers’ structures and
policies to adopt such a concept. In Canada, it is notable to state that, 70% of the
Canadian healthcare services are provided by FPs. There is ample evidence con-
necting FPs to improved health outcomes, reduced costs, greater health equity, and
a critical role in protecting and enhancing population health [45, 58, 59]. FPs also
play a significant part in enhancing patient outcomes, reducing mortality rates,
and cutting down on ER visits, hospital stays, and healthcare expenditures [60].
PHC is designed to function in both daily and emergency scenarios. It has been
demonstrated that it substantially reduced the COVID-19 pandemic’s detrimental
effects on the healthcare system and to a large extent it helped in controlling both
the spread of the virus and its aftereffects.

2.5.1 Better health indicators and outcomes

The introduction of FM services, which are provided by FPs, has generally
improved health indicators in numerous countries. In the USA, studies showed that
people who receive care from PHC physicians (in the USA, besides FPs, they also
include general internal medicine or general pediatric doctors) are healthier, and
those US states with higher ratios of primary care physicians in the population had
better health outcomes. Studies found that FP supply was substantially correlated
with lower all-cause mortality (which included mortality from heart disease, cancer,
or stroke; infant mortality; low birth weight; and poor self-reported health.) in the
USA between 1985 and 1995, whereas an increase in specialty physicians was linked to
a higher death rate [61-63].
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Studies conducted in the UK, where FP is known as a general practitioner (GP),
revealed that each additional GP per 10,000 population (a 15 to 20% increase) is
significantly associated with about a 6% decrease in mortality and a decrease in
hospital admission rates by about 14 per 100,000 for acute illnesses and about 11 per
100,000 for chronic illnesses [64]. In addition, the ratio of GPs to the population was
significantly associated with lower all-cause mortality, acute myocardial infarction
mortality, avoidable mortality, acute hospital admissions for both chronic and acute
conditions, and teenage pregnancies [65, 66]. Similarly, a study from Canada reported
that every additional 10 FPs per 100,000 population will result in 15 fewer deaths,

40 fewer hospitalizations, and an average increase in life expectancy of 52 days [60].
According to a Brazilian study, implementing FM lowered the infant mortality rate
from 21 per 1000 live births to 7 per 1000 over 2 years [67]. A Swedish study indicated
that having a doctor in the family decreased other family members’ mortality by 10%.
In Turkey, however, significant progress was made in immunization, mobile health
services, and patient follow-up for expectant mothers and infants after family medi-
cine was introduced. Families led by health professionals have been found to have a
lower prevalence of chronic illnesses, and FM offers better outcomes for managing
chronic conditions [17, 68-72]. FPs provide patients with comprehensive, continuous,
coordinated, affordable, and convenient care that can improve health outcomes. The
higher proportion of primary care doctors in the general population was said to be the
reason behind better preventive care, fewer hospitalization rates, and significantly
lower overall healthcare costs compared to other specialties [65]. FPs can provide
better care and improve the patient’s and family’s health standards by maintaining
continuity of care. The longer the relationship between the FP and the family, the
greater the decrease in hospital admissions, visits to the emergency department, and
the rate of mortality [59, 73, 74].

2.5.2 In terms of money saving

Studies have shown that FM has a major economic benefit by reducing pointless
doctor visits and/or hospital stays [17, 70, 74, 75]. Because FPs are trained to deal with
the majority of clinical and emergency cases, fewer referrals to specialists are made,
which lowers the overall cost of delivering healthcare. Research revealed a statistically
significant correlation between family medicine certification and low referral rates
[76]. Furthermore, the majority of FPs are capable of carrying out simple surgical
procedures, which lowers the expense of healthcare services by avoiding the need
to refer patients with such needs to secondary healthcare providers. A Stanford
University study found that a family doctor performing minor procedures saved 70%
of the cost of each treatment—that is, $551 on average—when compared to special-
ized care. Consequently, there is compelling evidence associating cost savings with
comprehensive care, which is the principal responsibility of FPs [71, 77-80].

2.5.3 Patient satisfaction

Due to increased doctor-patient interactions, longer consultation times, continu-
ity of care, and improved accessibility, it has been discovered that the provision
of FM services is associated with higher patient satisfaction [72]. Families are also
happier because the majority of their needs for health services can be met by a
nearby accessible health centre that offers a range of excellent medical services in
one convenient location [81].
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2.5.4 Comprehensive care

Within FM, there is a compassionate policy that addresses the physical, mental,
and social facets of health rather than concentrating just on treating particular
symptoms [73, 82]. Studies demonstrated that this tactic will greatly improve health
outcomes. Furthermore, by integrating preventive care, health could be preserved by
using routine exams to spot potential health problems as early as possible [81].

2.6 Challenges to PHC

Although 90% of people in any society need PHC, according to the WHO and
other international health organizations, it is disappointing to learn that, this new
field initially ran into financial difficulties and only 10% of the health budget in most
countries is allocated to PHC. Though numerous studies have suggested that PHC
and FM may be the solution to the majority of medical and psychosocial health issues
furthermore, WHO indicates that two billion people experience severe financial hard-
ship as a result of healthcare costs and that over half of the world’s population still
lacks access to basic health services.

While FPs are capable of dealing with a wide range of medical disorders,
treating patients of all ages, caring for the entire family, from young children to
senior citizens, and offering exceptional services to improve the health of individ-
uals and the community, the main challenge remains the shortage in their number.
If this problem is not addressed, the quality of PHC services will be severely
compromised, and ultimately, the population’s overall health will be affected
[60, 73, 82, 83]. Problems with professional practice, professional development,
knowledge, and resistance from other specialists are among the other most signifi-
cant challenges to PHC.

* Lack of funding, inadequate PHC infrastructure, and a shortage of medical
personnel and supplies are some of the biggest issues facing PHC in developing
nations [8].

* With fewer academic teachers dedicated to teaching undergraduate students, FM
is still an unfinished field, knowledge and professional development are chal-
lenged by this factor. Additionally, the organizational, conceptual, and method-
ological content of FM is less well-defined, which contributes to the barriers that
young physicians face when considering careers in this field.

* The following summarizes the main barriers and difficulties that PHC imple-
mentation faces:

* Lack of a developed infrastructure: Many medical schools lack the departments,
faculty, and curriculum required to support their training initiatives because FM
is still a relatively new field [18, 84].

* Requirements for changes in health policies: FM faces obstacles against its full
implementation because of the need for a significant change in health manage-
ment and policies. Therefore, a comprehensive vision and strong leadership
qualities with commitment to PHC implementation should be reflected in the
political decisions, leadership, and governance that accompany it [85].
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* Limited awareness: Lack of understanding about the role of family medicine and

how effective it is, may be the reason for why many policymakers remain uncon-
vinced in the field [18, 57].

Limited resources: Many low- and middle-income nations lack the necessary
funds to set up an ideal PHC properly. While, to globally scale up the PHC
approach in low- and middle-income countries, the WHO declared that an
additional investment of at least US$ 200-328 billion per year, or roughly 3.3% of
the national gross domestic product, is necessary. In a few other countries, PHC,
family medicine departments, and programs are not adequately funded by health
providers or academic institutions [9, 18].

Poor Infrastructural Capacity: It is notable that in many countries, the buildings
of the PHC center and its facilities are less attractive than the secondary or ter-
tiary care facilities and lack important diagnostic and management equipment.
Furnishing the PHC setup with the required up-to-date technology, digitaliza-
tion, and computerization are challenges that work against the full expansion of
the PHCs scope.

Lack of the community’s understanding and education about PHC.

Ambiguity about the roles and responsibilities of FM: The identity of the disci-
pline is still unclear, particularly concerning training, the majority of which takes
place in hospitals or tertiary care units [18, 84]. It is challenging for the training
program to teach and train physicians in a range of subjects and clinical cases
while maintaining their level of proficiency when it takes place only in a PHC
facility [86].

The need for a dynamic curriculum: To address the comprehensive, continuous
care model of family medicine, a new regularly updated curriculum should be
developed [84].

Lack of qualified faculty: Compared to other specialties, FM has fewer qualified
FM consultants and well-trained teachers which could impact the quality of
residents’ supervision [84]. Moreover, the shortage of FP consultants is mostly
related to income as both the income and the prestige for other specialties are
higher in many countries. Therefore, occasionally, it is challenging to attract
medical students to PHC.

The global supply of FPs is still limited, particularly in developing nations: Many
studies have shown the shortage in the ratio of FPs to the population. In South
Africa (both in the public and private sectors), in 2015, there were only 0.1 fam-
ily doctors per 10,000 people. By comparison, this figure was 0.2 in Brazil and
1.2 in China [87, 88]. One of the primary causes of this shortage is the fact that
FPs often earn less money than their colleagues, who are specialists and do not
have as glamorous a job as the others.

Inadequate and ineffective referral mechanisms between PHC and secondary
or tertiary care: A two-way referral system is necessary for an effective health
system and to improve population health standards. The first step involves
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sending patients from the PHC facilities to specialized care for advice, additional
management, or consultation, and the second is receiving feedback from the
specialist to support the PHC provider’s ongoing medical education and aid in
the patient’s continuity of care. A referral system should be well-developed that
will be backed up by the most recent advancements in communication technol-
ogy, and transparent, with a strong monitoring system.

* Opposition from other specialties: Certain well-established medical specialties
oppose family medicine because of either a conflict of interest or a misunder-
standing of its purpose and goals [18].

* Difficulty in implementing person-centered care rather than disease-centered
care: It requires skill and experience to practice person-centered care. Moreover,
the shortfall of the time allocated for every PHC consultation hinders the FP
from reaching that goal [6, 7, 89].

* Burnout: FPs often face high levels of burnout due to increased workload, long
working hours, and administrative burdens.

* Ambiguity and complexity of case presentation: It is challenging for some care
providers when they work with uncertainty.

* Insufficient prospects for PHC employees to advance their education, receive
CPD, or advance in their careers.

* Lack of social and community involvement: Leading to separation between the
services offered and the community needs.

Finally, it is encouraging to state that most of the aforementioned problems are
being gradually and progressively resolved as a result of a greater awareness of PHC’s
benefits in many nations. It is crucial to understand that all the obstacles and difficul-
ties must be resolved if the choice is made to have a fully functional, effective PHC
system.

Nomenclature

PHC primary health care

FM family medicine

FP family physician

UHC universal health coverage

CPD continuous professional education
WHO World Health Organization

GP general practitioner

ABFM American board of family practice
FPRP family practice residency training programs
ABHS Arab board of health specializations
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Abstract

General practice in the United Kingdom (UK) is not only the cornerstone of the
National Health Services (NHS) but also an important building block of the NHS
long-term plan. Providing free medical and public health services to all UK residents,
general practice often acts as the most common entry point to the NHS. Consequently,
patient experience in general practice is regularly assessed, and this is primarily through
the General Practice Patient Survey (GPPS). The results of the GPPS play a key role in
shaping the direction of the NHS as well as determining the survival of general practice.
The general practice crisis as indicated by the GPPS along with other evaluative tools
has influenced the establishment of primary care networks, to which the majority of
funding has since been redirected away from individual GP service providers. Whilst
the GPPS continued assessing patient experience to guide NHS strategies and determine
the survival of general practice, worsening of the crisis in general practice was reported.
Using Faircloughs critical discourse analysis, we aim to uncover the relationship between
the GPPS and patient experience. The analysis was conducted in an attempt to offer
plausible explanations of the worsening general practice crisis in the UK.

Keywords: critical discourse analysis, general practice, GP crisis, GP patient survey,
primary care network

1. Introduction

In the United Kingdom (UK), primary and specialist healthcare, including family
medicine and public health services, are provided free of charge to all UK residents
through the National Health Service (NHS). General practice (GP), the main provider
of family medicine within primary care, serves as the most common entry point for
patients into the NHS. As a result, GP is not only the cornerstone of the NHS but
also an important building block of the NHS long-term plan. Given its pivotal role in
healthcare delivery, GP services are continually evaluated to ensure effectiveness.
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The General Practice Patient Survey (GPPS) was commissioned by the National
Health Service England (NHSE) to Ipsos for establishing patient experiences in GP.
Since its first administration in 2007 [1], the GPPS has always been used by NHSE
to complement other data sources for planning primary care services and informing
direction of the NHS. Hence, medical doctors as general practitioners, who are
commonly referred to as ‘GPs’ by the UK public, were not only encouraged but were
also, at one point in 2009, incentivised to promote the use of the GPPS to obtain
patient feedback [2]. Health researchers [3, 4] who saw values of the GPPS had also
relied on the patient survey as a tool for understanding various health outcomes in
healthcare services. Whilst the GPPS was heavily used to inform the direction of
health services, the Care Quality Commission (CQC) as an independent regulator of
GP has also used it to rate GP services, so much so that the GPPS not only influences
the direction of primary healthcare delivery but also has an indirect control over the
survival and existence of each NHS GP service provider.

In recent times between 2021 and 2023, the GPPS as an important tool to inform
local health services delivery had indicated an all-time-high patient dissatisfaction
[5, 6]. The result trends implied increasing workload challenges and intensifying
workforce crisis, both of which contributed to problematic patient access [6, 7].
The problems encountered had grown exponentially that it is now widely known
that general practice in the UK is in crisis [5-7]. The well-discussed GP crisis
stems from a decline in the number of general practitioners through recruitment,
retention and retirement issues [8]. The Additional Role Reimbursement
Scheme (ARRS) was then introduced through primary care networks (PCNs)
as a solution to address the reduced number of ‘GPs’ [9]. This strategy had then
led to redundancies and increased unemployment of ‘GPs’ who did locum work
[10], further reducing ‘GPs’ numbers to fulfill high demands for appointments.
Evidently, PCNs, the blueprint as a saving grace for GP services, had inadvertently
led to increased public dissatisfaction with their GP services, and patient
satisfaction rate hit a record low, worsening the GP crisis [6].

It is important to note that the ARRS based on PCN establishment in 2019 was
guided by results of the GPPS, aimed at resolving the GP crisis with a focus to
address problematic patient access to GP. To be specific, the PCN was conceived
based on NHS promises to achieve proactive, personalised, well-coordinated and
integrated care, so that demand for ‘GP’ appointments can be reduced. It is critical
to appreciate the ARRS was introduced on the promise for equitable primary
healthcare. This resulted in additional funding being directed to support the ARRS,
where many more non-medical healthcare professionals were employed through
PCNs, in the belief that patient appointments in GP could be increased [7]. The
persistent trend in reduced ratings of patient experience of GP and worsening GP
crisis was therefore not expected.

Whilst the NHS pinned high hopes on PCNs, the increased concerted efforts
and large investment to improve patient experience of GP had inversely resulted in
a higher patient dissatisfaction rate in GP services. This led to the publishing of the
2024 version of the GPPS [11]. This new version of the GPPS was redeveloped with
an intent for it to continue reflecting the way services by GP were delivered and how
patients experienced them. The latest results based on this version fetched a better
result with 3% improvement for overall experience (74% in 2024; 71% in 2023)

[12, 13]. The modest improvement does not justify the high level of investments, more
so when the observed improvement in the 2024 survey was associated with a 1.3%
reduction of the national response rate from 28.6% in 2023 to 27.3% in 2024 [12, 13].
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Whilst we made these comparisons, Williams et al. [1] had advised against doing
so because of their concerns that the 2024 version of the GPPS included changes that
were set out in the delivery plan for recovering access to primary care. The authors [1]
had particularly warned about the absence of the elements of improved access based
on technologies in all previous versions and advised that the results of the 2024 GPPS
were the start of the new time series for the GPPS.

We acknowledged the advice by Williams et al. [1]. The comparisons were, in fact,
made in light of our appreciation of the differences between the 2023’ version and the
latest version published in 2024. It is important to note that any contributing factors
to today’s GP crisis were multi-faceted, and any influences by the GPPS on participant
responses cannot be taken lightly. In this regard, we suspect that the context(s) in
which patients responded to the GPPS could also have the capacity to influence patient
responses. Hence, one cannot and should not take patient experience, as derived
from the GPPS on face value. In our analysis, we attempted to explain the relationship
between the GPPS and patient experience, and we did so in a micro-context of general
practice as well as at macro-level in today’s NHS. This was done with an attempt to
provide some plausible explanations for the continuing poor GPPS ratings and, more
importantly, the worsening of the GP crisis we witnessed in the UK.

2. UK general practice patient survey: Its reliability, validity
and credibility

The GPPS was first administered 17 years ago in 2007 on an annual basis. Two
years later, between April 2009 and March 2011, it was frequently administered on
a quarterly basis and, thereafter, reduced to a biannual basis between 2011 and 2016
before returning to an annual basis in 2017 [1]. Patients over 16 years of age were
randomly selected, resulting in approximately 2.5 million out of the over 67 million
UK population being invited to participate in the GPPS. Whichever format the GPPS
was administered, continuing effort and investment were made year on year, to revise
the GPPS for the survey to realistically reflect on GP service delivery and the way
patients experienced it.

Despite investment of time and finances, the response rate of the GPPS hovered
around 30%, and this fell lower since 2022. As 5% to 30% was generally considered
an acceptable response rate for self-administered surveys to evaluate customer
satisfaction [14], other than the regular reviews by Ipsos, the volume of research
on the GPPS was small. Evidently, queries regarding its reliability, validity and
credibility had only been raised in earlier days of the administration of the GPPS
[15-17]. No recent studies were found to have challenged its validity and reliability.
Certainly, no qualitative studies were conducted to review the influences of the GPPS
on patient responses. Given the inability to achieve an excellent patient uptake, such
that the GPPS continued to suffer a nonresponse bias of at least 70%, it is vital that
we examine the GPPS through a critical lens. This is important, particularly when
surveys have every potential to create participants’ responses [18], yet conclusions
drawn from a 30% response rate of a small and self-selected UK population were
continuously used to guide NHS strategies and direction. In this chapter, we
demonstrate the use of Fairclough’s critical discourse analysis to make transparent the
relationship between the UK GPPS and patient experience.

As we know, the regular review by Ipsos had resulted in many versions of the UK
GPPS over the past 17 years. The 2024 version being the latest was a result of revision
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of the 2023 version. As the current study was concerned with the current worsening
of the GP crisis, the 2023 [19] and 2024 [11] versions were used for the purpose of
this analysis, and the focus would be on statements about the experience of GP. Prior
to the analysis, we will proceed with discussing our choice of Fairclough’s critical
discourse analysis (CDA) for this study.

3. Fairclough’s critical discourse analysis

CDA is a useful methodology to study the exertion of political, social and economic
power relations through discursive events, so that a better understanding of their
social implications can be achieved. Language is used not only to describe the things in
question or events of interest but, more importantly, to explain the ways things were
done and to make explicit the reasons by which the events were constructed [20].

Fairclough’s approach to CDA is a three-dimensional framework for analysing
the things and events, but all of these were in the form of text [21, 22]. A feature
in his framework was his attempt to combine a theory of power based on
Gramsci’s hegemony with a theory of discourse practice based on the concept of
interdiscursivity. Fairclough saw the connection between text and social practices as
being mediated by discourse practice. The reason for a three-dimensional framework
was that he believed that there were three inter-related processes of CDA, which were
tied to three inter-related dimensions of discourse as follows:

1. The object of analysis (including verbal, visual, or verbal and visual texts);

2.The processes by means of which the object is produced and received (writing/
speaking/designing and reading/listening/viewing) by human subjects; and

3.The socio-historical conditions which govern these processes (social order of
discourse/genre).

Fairclough saw the three dimensions as distinct, but he considered each of these as
inter-dependent entities. In view of this consideration, a dialectical approach to CDA
was advocated for the following analyses:

1. Textual analysis (description);
2. Processing analysis (interpretation); and
3.Social analysis (explanation).

The use of Fairclough’s CDA for this study was to guarantee the focus of textual
analysis on the signifiers that made up the GPPS. In this way, the specific linguistic
selections, the juxtapositioning, the sequencing and the layout of the texts within
the survey could be made transparent. Once the historical determination of these
selections was recognised, the way in which the choices of linguistic selections that
were linked to the conditions of the possibility of text production, text interpretation
and consumption could then be identified and, ultimately, appreciated.

The reason for Fairclough’s CDA for this study was also because we share
Fairclough’s [21] view about linguistic selection, that it has an impact on society in the
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formation and application of a specific theory, ideology, belief and strategy, which

is ultimately used to gain authoritative power within politics, economics and society.
This three-dimensional framework was to ensure that CDA maintained the capacity
to place any social analysis into connection with the fine detail of a particular instance
of social practices, in a way which is simultaneously oriented to textual detail, text
production, distribution as well as interpretation and consumption, all of which

were set within wider social and cultural contexts. In other words, Fairclough’s [22]
three-dimensional analytic framework could ensure CDA of each phase is linked to
one another in discourse analysis, such that textual, interpretational and social levels
were analysed as interrelated entities.

What made Fairclough’s approach to CDA a useful tool for explaining the
association between the GPPS and the GP crisis was the underpinning concept of
Fairclough’s [21, 23] approach to CDA; that it was guided by his belief that expressed
in the language were the different sections and groups in society. Fairclough [19]
believed that the idea of common sense was developed and put into the minds of
common people through the tactful use of language in such a brilliant way by the elite
class that the common people find it difficult to resist to such beliefs and ideologies as
are sent their way from the dominant class. With regard to the GPPS, albeit it being
administered by Ipsos, it was by the NHS who is the authority for health services,
that the use of Fairclough’s approach for the analysis potentially expose any such
ideologies. The purpose of CDA in this study was mainly to highlight and understand
the said belief systems and to know how they were expressed and communicated to
the public in general, based on the GPPS.

In summary, as guided by Fairclough’s CDA [21-23], the main aim of this analysis
was to understand the construct of statements within the GPPS. This would allow an
explanation of the phenomenon we experience in today’s GP crisis. In essence, the
embarking on Fairclough’s three-dimensional framework to analyse the GPPS was
with the aims to:

1. Highlight impression markers in the GPPS;
2.1dentify main concerns of the GPPS; and

3. Relate possible social and cultural impacts implied in the GPPS.

4. Analysis, observations and discussions

We analysed the three elements at their various levels: micro (the GPPS text),
meso (the relationship between the GPPS and the respondents in general practice)
and macro (the social events within general practice). All three elements are subject
to textual processing and social analyses in a dialectical fashion, as illustrated in
Figure1.

4.1 Textual analysis

Textual analysis was first conducted and aimed at exploring the elements of
cohesion, semantics and morphology within the GPPS. The analysis revealed that
all versions of the GPPS are entitled ‘GP Patient Survey’. Whilst it is clear that
it is a general practice patient survey, the general public take ‘GP’ to mean their
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Figure 1.
Using Fairclough critical discourse analysis on the UK GPPS.

accountable medical doctor(s) who are the general practitioners, that the GPPS

gave the impression that the purpose of the survey was to gather patients’ view on
their accountable medical doctor(s) and their services. Such impression of the GPPS
continued into the title of the first section. “Your local GP services’ in the 2023 version
[19] was even changed to “Your GP practice services’ in the 2024 version [11] to
enhance the impression (Figure 2). Individuals who lack the contextual knowledge of
the UK population would have mistakenly thought that the new heading comprised a
typo as the amended version would read: ‘Your General Practice Practice Services’ At
this point, it is important that we reiterate the tacit knowledge of the UK population.
In the UK, ‘GP’ was a common abbreviation used by the public to mean their
accountable family doctor, the general practitioner(s). By revising the first section of
the 2024 version, to ‘Your GP practice services) it reinforced the purpose of the survey
as set in the title of the GPPS, that it was targeted at respondents who were registered
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Figure 2.
UK GP Patient Surveys — 2023 and 2024 versions. GP Survey 2023 ([19], P, 1).
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patients of their general practitioner’s practice, to cast opinions of their accountable
doctors and the services they provided.

Certainly, the section entitled ‘Your GP practice services’ was not a typo, but in fact
a carefully crafted change in an attempt to ensure opinions of individual providers of
general practice were gathered from the respondents. Whilst there was a strong desire
to achieve answers from respondents about their own ‘GP’, this was not clarified in the
subsequent sections. In an attempt to achieve relevance of the GPPS, a new section on
‘Pharmacy’ was introduced in version 2024 [11] to reflect the current NHS context,
where pharmacy services were encouraged at the PCN level through an ‘integrated
neighbourhood team’ However, the word ‘Pharmacy’ would instill the impression that
an individual ‘GP’ practice was the point of contact for any pharmaceutical matters.
This was the case even if the pharmacy was an external organisation to the individual
‘GP’ practice, which the respondent was registered with. Hence, this new section
added confusions that was already introduced by the title of the survey and reinforced
by the subtitle of first section. When information about patient experience on GP asa
whole was required, as influenced by these titles, respondents were likely to attribute
their accountable ‘GPs’ for the services they received from the pharmacies, even when
these were not part of the services offered by the general practitioners.

Similar confusion regarding pharmacies’ service was found in the 2024’s version in
the section on ‘Dentistry’ [11]. The word ‘NHS’ no longer appeared before the word
‘Dentistry’ like it did in the 2023 version [19]. Obviously, this version was less clear about
NHS being the context of dental services; nevertheless, the lack of the much-needed
contextualised information was repaired in the individual statements for experience of
dentistry, making it clearer to the respondents that the GPPS was eliciting patients’
view on the NHS dentistry services. Given the shortage of NHS dental services in the
UK - many of which have been privatised and, hence, costly - the frustration of being
unable to access free dental care further contributed to patients’ dissatisfaction. Asa
result, albeit putting statements about dental services in a separate section to reinforce
awareness of the respondents that they were to focus on dental services in this section,
the frustration respondents experienced in dental services would possibly have an
influence on their ratings in all other sections of the GPPS.

Evidence of Ipsos’s effort towards relevance was also seen in the changing of the
subtitle in the second section to ‘your last contact’ in the 2024 version [11], rather than
limiting it to ‘making appointment’ as seen in the 2023 version [19]. This change was
also to reflect the reality of the current GP context when patients could contact their
GP practice for a whole host of things other than making appointments. Respondents
who saw the GP as a place to secure a doctor’s appointment were also made aware of
the various services which the GP surgery could be contacted for. Further effort to
achieve relevance was seen in replacing the section of ‘COVID-19’ in version 2023 [19]
with a statement to explore long COVID in version 2024 [11]. The revision reflected
the acknowledgement of the possible change in individuals’ health post-pandemic.

Other than the title and subtitles, both surveys comprised brief and straightforward
statements in each section, with clear instructions to guide respondents. The lexical
choices in the two GPPS appeared simple with only one aim, that was to obtain
information about the individuals, their self-caring behaviours and their experiences. The
discourse is clearly an institutional or, otherwise, an evaluative-type discourse to gather
feedback, assess quality and make evaluations based on specific criteria. The response
options lexicon indicated the aim for quality data. A wide range of options, which
included neutral and negative options, were used to encourage thoughtful responses,
aimed at capturing the full range of opinions and, at the same time, avoiding bias.
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Statements in the GPPS were generally presented in two forms of text with two
different intents as described by Bull et al. [24]; they were either ‘patient reported
experience measures’ (PREMs) to capture ‘what’ and ‘how’ things happened during
an encounter in GP or as ‘patient reported outcome measures’ (PROMs) to capture
patients’ subjective satisfaction measures of their GP encounters. Continued analysis
of sections 1 to 4 in both GPPS revealed that the 2023 version has 15 PREMs and 17
PROMs and the 2024 version has 17 PREMs and 15 PROMs. It appeared that there was
a good balance of PREMs and PROMs in the two GPPS; however, a close examination
demonstrated that statements which took the form of PREMS were almost always
linked to PROMs, and phrases such as “Very easy’, ‘Not at all easy’, “Very helpful, ‘Not
at all helpful’, “Very satisfied’ and “Very dissatisfied’ were often used. This strongly
suggested the promotion of user-centredness, with an attempt to fulfil the ethos of
the NHS constitution that ‘The patient will be at the heart of everything the NHS
does’ [25]. However, the heavy employing of PROMs had directed focus of the
responses to past encounter experiences. As such, PREMs which promoted the idea of
healthcare quality as defined by the concepts of patient-centred, effective, efficient
timely and equitable were less emphasised in both versions of the GPPS.

The attempt to emphasise subjective individual opinions was made explicit based
on further textual analysis. Together the two sections of ‘Your local GP services’
and ‘Making appointments’ made up the highest number of 21 statements in the
2023 version [19]. Similarly, a high number of statements were found in ‘Your GP
practice services’ (7 statements) and ‘Your last contact’ (9 statements) within the
2024 version [11]. The statements in the two sections suggested that the emphasis of
the GPPS, might have been to reinforce NHS ethos of patient centredness, but the
focus was more on administrative issues rather than doctor—patient relationship. The
administrative emphasis was strengthened by the conditional and contextual lexical
choices within the GPPS, all of which were tailored to the individual respondents,
treating them as general consumers in an open market rather than patients. For
example, statements were designed to explore how quick or how easy it was for
patients to make contact with their GP (statements 1 to 3), whether GP staff on
reception were helpful (statement 4), both of which could fetch positive ratings only
if respondents felt that their requests were fulfilled. The lexical choices were then
accompanied with a casual tone to impress the respondents that it was legitimate to
take their position as consumers (in a general market) rather than as patients (within
the NHS context). This concept was quite pronounced in statements 6 and 7, where
the impression of prioritising patient choice for a specific healthcare professionals
was established; so much so that the traditional concept of medical doctors’ choices,
as based on authoritative medical healthcare knowledge to provide care, were erased.

4.2 Processing analysis

Processing analysis was another stage of analysis we conducted. Although
presented separately, this stage of analysis was conducted in conjunction with textual
analysis and social analysis. For this stage, we focused on the way respondents were
made to see themselves in these surveys, hence the focus on text generation, text
interpretation and text consumption.

First and foremost, all UK residents are familiar with the discourse of ‘GP and
patients’, and being invitees to complete the GPPS, the position of patients in the UK
who were entitled to free GP services by the NHS are reinforced in the GPPS. During
the stage of textual analysis, we explained the meaning of ‘GP’ in the perspective
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of the majority of the UK population, that the abbreviation was likely to mean the
accountable general practitioners rather than the general practice, as intended by
Ipsos. Presumably, the patient-medical doctor relationship was reinforced, simply by
respondents having sight to the title ‘GP patient survey’ Such a presumption would
also account for patients’ impression that the questions in the GPPS were related to
their views on their ‘GPs’, the individual accountable general practitioners and the
services these medical doctors provided, as opposed to the GP services as a whole, as
intended by the GPPS. In this regard, respondents were likely to hold individual ‘GPs’
accountable for any experience they encountered in general practice.

Further processing analysis demonstrated the building of a customer—supplier
relationship through the GPPS. Strong emphases on patient choices and the concerns
about patient satisfaction were significant in both versions of the GPPS. The 2023
version had also opened up the respondents’ mind, about their rights as ‘customers’
who were entitled to a wider range of choices. This was more significantly emphasised
in the 2024 version. In the 2023 version, there were two statements in the first section
and six in the second section about patient choices. However, the entire first and
second sections of the 2024 version (statements 1 to 7; 9 to 10; 13 to 15) were devoted
to emphasising patient choices, particularly with access to their ‘GPs’ (statements 6,
7,19, 20, 22). The various ways for securing GP appointments, including the NHS
App, which was similar to online shopping, where respondents, as desired, could book
appointments online and also, cancel it as and when they liked, without reason to
their ‘GP’ practice, was introduced. This newly introduced convenience unrealistically
raised patient expectations about securing appointments with their ‘GPs> When
patients contacted their ‘GP’ practice and expected an appointment with their
accountable general practitioner, but were triaged to receive care from a non-medical
professional based on the ARRS, they were likely to be more dissatisfied than before.

The GPPS also measures respondents’ satisfaction by their subjective opinion,
particularly regarding the speed of GP services. These were seen in three statements
(11, 15, 20) in the 2023 version and seven statements (11, 12, 13, 15, 19-21) in the
2024 version. All these statements were then linked to a subjective satisfaction rating.
It appeared that the criteria of GP services were benchmarked against customer
services, those of which we experienced in fast food chains, Uber Taxi service or
Amazon Prime. These are retail markets whereby services and products were supplied
upon customers’ demand where customers’ convenience was the priority. The revised
2024 version had a stronger empbhasis on ‘GP’s’ responsibility for speedy GP services
to a greater extent than the 2023 version.

These changes in the 2024 version reinforced the asymmetric customer (patients)—
supplier (‘GP’) relationship that was built in the 2023 version. Consequently, ‘GPs’
are further pushed to focus on speed and ‘customer choices’ in their service delivery,
whilst not expected to give up on quality and details as guided by professional practice
and ethics. As the GPPS evolved, in the name to ‘reflect’ reality in GP, it is observed to
have exerted a power to mould GP into a business, similar to those set within an open
market, but without the same level of resources of a private business.

4.3 Social analysis

Social analysis is the continuing analysis from textual and process analyses to
explain the social norm of GP. The focus on the macro-contexts of the GPPS leads us
to a better understanding of the worsening of the UK GP crisis [7]. As early as year
2000, GP faced a continuing significant and growing strain. This phenomenon has
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worsened over the last decade and became such a serious concern in recent years,
that lately, the UK GP crisis was frequently covered in the UK media and political
discourse. There were concerns that the GP crisis could spiral out of control, and the
concerns of rising patient demand and increasingly undervaluing of the work in GP
[7] were raised in light of the results of the GPPS.

Amongst many problematic issues in GP, the lack of appointments has been identified
as the crux of the GP crisis. As discussed earlier, this was due to the drop in volume of
‘GPs’ resulting from retirement as well as purposeful replacement of ‘GPs’ based on
the ARRS. The crisis worsened because in the midst of diminishing GP numbers, there
was increasing patients’ felt need of urgent medical attention, which could only be
delivered by a ‘GP’ and that it must be provided by the patients’ preferred ‘GP’. It is very
common that patients who experienced a slight burning sensation on micturition, ora
tickly cough, would call their GP practice on the first few days of these symptoms. Since
‘advised’ by the GPPS, that they could request a same-day appointment, and have a
choice to the pool of healthcare professionals, these patients were likely to contact their
‘GP’ practice demanding to be seen urgently and would consider a satisfied encounter
only after having been prescribed with ‘something’ by their preferred ‘GPs’

In many GP practices which deliver healthcare services responsibly, these patients
were likely to be turned down by the staff at the front desk. They would not be given
any appointments, let alone a ‘GP’ appointment. Instead, the necessary advice on
self-caring behaviours will be offered; they might also be triaged to community
pharmacists (non-medical professionals) for homely remedies. These care paths
were in contrast to what patients had come to expect. The previous analyses
demonstrated that respondents were led to believe they had the choice of their ‘GPs’
for pharmaceutical services. Consequently, even if the care was triaged appropriately
to the pharmacies, patients would still contact their ‘GP’ practices for matters that
should have been handled by these other non-‘GP’ organisations.

There were many other unnecessary contacts made to the ‘GP’ practice, which
compounded the GP crisis. One very common example was patient contacts about
referrals that were made to specialist care. Despite patients being repeatedly advised
that their care needs were triaged and placed on a waiting list, patients would still
contact their ‘GP’ practice, requesting their referrals to secondary care to be expedited
or, otherwise, to have a conversation with their ‘GPs’ and demanded the reason from
the ‘GPs’ for the (extended) delayed care by others. Other than this, frequent contacts
also arose from patients having to rebook appointments after failing to attend those
scheduled, very often due to patient’s preference to prioritise an all-inclusive holiday
or an appointment made with a plumber or an electrician over a GP appointment.

So far, our discussions of the GP crisis might have led to the belief that the
problems were limited to the front desks; in reality, patient demand had become so
intense that it often spilled over to the consultation rooms. During any consultations
that were held in GP, gone were the days when patients provided the signs and
symptoms to help facilitate a clinical decision by qualified healthcare professionals.
More often than not, patients come to their ‘GP’ with long lists of self-perceived
diagnoses, holding a strong but skewed view that ‘patients know best’ (as in
customer knows what to purchase), to then justify their demand for an avalanche of
medications and medical investigations such as bloods and imaging tests. In the name
of patient empowerment and patient choice, and the desire for a good GPPS scores,
there were increased pressure to practice defensive medicine. By meeting patient
desires, GP staff at all levels became overwhelmed with a large amount of workload
arose from the large volume of medical investigations and test results.
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The above few examples were real case scenarios taken from a local context, which
are commonly observed in other parts of the UK. Whilst there was increased patient
demand, patient desires were not, and cannot, always be fulfilled by any staff in
GP, including the patients’ own ‘GPs’. It was evidenced that the patient wants could
never be fulfilled in the same extent they would have, in an open retail market by
the suppliers. Failing to have patient wants fulfilled by the ‘GPs’, as defined by the
GPPS, had then led to patient complaints, which further added to the overwhelming
workload or, otherwise, verbal abuse from patients [26].

Our social analysis of the GP crisis demonstrated that the patient dominance,
as achieved through the GPPS, has changed the rules of patient-GP relationships
to have resulted in today’s GP crisis. This observation was based on the assumption
that successful completion of the GPPS required respondents’ time and effort to go
through the text within the GPPS, and more importantly, it required respondents to
internalise the concepts within it [18]. Our analysis demonstrated that the GPPS was
a typical hegemonic situation, where (NHS) dominance over GP is achieved through
control of legitimating ideas (of the respondents) and norms (patient demands), thus
ensuring the hegemon dictates the ‘rules’ of GP provision. All of these were, in fact,
found in the General Medical Services (GMS) contracts [27] that tied ‘GPs’ to a range
of mandatory health and social services within a context of diminishing resources.
Just to name a few, provision of online services, enhanced patient access to GP beyond
the normal contractual hours, self-bookable appointments, same-day appointments
or no more than 14-day appointments from patient contact and so on. The change in
terms of the GMS contract in favour of the patients were then repeatedly instilled in
patients through their responding of the GPPS where patient convenience and desires
are legitimately prioritised over appropriateness of care based on illness and health.

5. Conclusions

Our analysis revealed a hegemonic approach in the GPPS, which shaped
the patient-GP relationship. Clearly, embedded in the GPPS discourse was the
promotional discourse set within a customer-GP practice discourse. Patients going
through the statements of the GPPS were instilled with a strong belief in patient
choice and the concept of just-in-time service, similar to or even better than what
patients would experience in the open market. In this regard, the GPPS had acted asa
tool for building an asymmetric patient-GP relationship in favour of the patients. Our
analysis demonstrated that the GPPS provided the platform where this hegemonic
relationship evolved from the imbalanced power of a patient over their ‘GPs’ At
face value, the GPPS were sent to individuals on a yearly basis to ostensibly elicit
patient feedback on the NHS services, in reality, it subliminally exerted the power
of influence, to generate the common-sense normalcy of mundane practice as the
basis of continuity and reproduction of power relations between the patients and
their ‘GPs’. In essence, through its constant determinedly and unilaterally imposing
dominance and power, the GPPS exerted influence over the patients, that it facilitated
the positioning of hegemony at the meta-level which represented a spatial domain
impacting the mental models of the respondents who then legitimised their social
practices (continuing unreasonable demands on ‘GPs’) and ideas (an impression about
patient rights as ‘customers’) to legitimise their continuing unreasonable demands.

Our analysis demonstrated that the GPPS exemplifies a modern discourse,
characterised by the distinctive important role in the constitution and reproduction
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of power-relations, specifically between patients and their ‘GPs’. It constructs social
identities that transition patients into customers, altering their expectations of

GP services. Our findings clarified that the GPPS is not merely a feedback tool for
gathering patient experience of GP services, but it actively reshapes how respondents
perceive GP services. As patient expectations diverge from what is realistically and
ethically feasible, the crisis within the UK GP system is likely to escalate. On top of
this, the continuing use of results as derived from a 30% response rate of a small and
self-selected UK population to guide NHS strategies and direction, continue to risk
resource misallocation, GP crisis exacerbation and ultimately public trust in GP. If
these trends continue, we risk a future where general practice may cease to exist. To
ensure the sustainability of GP services in the NHS, it is crucial to revise the GPPS. It
should be transformed into an educational tool that enhances public understanding
of healthcare realities. By grounding patients’ perceptions in the practical context

of general practice, we can foster a more equitable and productive patient-GP
relationship, ultimately improving the overall UK health system.
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Chapter 4

Maintenance of Cold Chain during
Immunisation: Voices of Learner
Nurses

Takalani Edith Mutshatshi and Thabo Avthur Phukubye

Abstract

Maintenance of cold chain is integral for vaccine potency maintenance. Most
vaccines are temperature-sensitive, hence cold chain maintenance is essential.
Cold chain is crucial to keep the potency of vaccines. Improper vaccine storage and
handling affect the quality of administered vaccines as lost potency of vaccines
cannot be replaced. Nurses must maintain cold chain to maintain their lifespan until
administration to clients. Learner nurses at a public university in Limpopo province,
South Africa share their experiences on cold chain maintenance during immunisation.
The objectives were to explore and describe the maintenance of cold chains during
immunisation in clinical areas as voiced by learner nurses. A qualitative, explorative,
descriptive, and contextual research design was used. A non-probability purposive
sampling method was used to select participants. Data was collected through a
semi-structured interview, using an interview guide. Data was analysed using Tesch’s
open coding method. Measures were taken to ensure trustworthiness and that ethical
issues were adhered to. The findings of the study revealed a shortage of resources
and a lack of knowledge and skills. The study recommends the provision of adequate
resources, involvement of nurses in determining training needs, in-service training,
and provision of a backup system for power interruptions.

Keywords: learner nurse, voices, cold chain, maintenance, immunisation

1. Introduction

Maintenance of the vaccine cold chain is integral concerning transportation,
storage, handling, and administering. Administration of vaccines is the way to control
the spread of viruses however, vaccination programmes across the globe are faced with
challenges that are associated with the vaccine cold chain management and cold storage
facilities. Cold chain management is aimed at ensuring vaccine potency to effectively
protect individuals against vaccine-preventable diseases [1]. Cold chain management
is crucial in keeping the potency and stability of vaccines as vaccines are heat sensitive
and some vaccines are also affected by freezing [2]. Effective maintenance of the cold
chain is essential to ensure stability and potency of the vaccines as most vaccines are
temperature-sensitive and prolonged exposure to temperatures outside the range of
+2°C and + 8°C can impact vaccine potency. Furthermore, regular renewal of cold chain
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infrastructure, continuous staff training and monitoring of effective immunisation
coverage were recommended approaches to improve the cold chain [1, 3]. Collectively,
through an enabling global and in-country environment, cold chain problems which act
as a substantial barrier to effective and full immunisation coverage can be eliminated [4].

The World Health Organisation (WHO) guidelines and manufacturer product
inserts recommend that all vaccines except OPV be kept at 2-8°C. Immunisation
as a preventive health effort to provide immunity to specific diseases has shown its
effectiveness in reducing morbidity and mortality in children [5-7]. Once the potency
of a vaccine is lost, it cannot be regained or restored, and the vaccine will no longer
protect against the target disease [8]. A study conducted in Indonesia by [9] revealed
that the application of cold chain in the storage of vaccines and delivery practices
in 11 sub-district healthcare centres was not ideal, therefore requiring a need for
improvement- through an intervention strategy.

A study conducted in Ethiopia shows that health professionals have limited
knowledge of cold chain management, vaccine shake tests and different vaccines
that are sensitive to heat, freeze and light [10]. The findings of a study conducted
in Ghana recommend continuous professional education for cold chain, provision
of adequate human, financial, and material resources for effective cold chain
management, improved monitoring and evaluation of cold chain activities and supply
the district with cold chain equipment and logistics [11, 12]. The constancy of the
vaccine is highly determined by the availability of the required temperature, therefore
good monitoring starting from the manufacturer up to the period of usage through
maintenance of the cold chain is important [4, 5, 13].

Effective cold chain management systems are critical in conserving vaccines from
production to vaccination sites. Some deficiencies in cold chain management include
a lack of facilities and equipment conducive to cold chain management and a lack of
knowledge and training on vaccine management by healthcare workers officers [14].
Refrigerators for vaccines have reportedly been found to be storing food, laboratory
reagents and medicines in Lagos clinics [15]. There are still gaps in knowledge, skills,
attitudes and a lack of adherence to cold chain management practices which impact
the effective management of the cold chain system [16].

A study conducted in South Africa in Limpopo province by Mothiba and Tladi
[17] revealed that the cold chain is not well-maintained during the transportation
and storage of vaccines by the people who are supposed to take care of this process.
Furthermore, nurses have the responsibility to maintain the cold chain and to ensure
period and its lifespan must be maintained until it is administered to the patient
and must be potent within the set period. Despite the significance of cold chain
management in maintaining the potency of vaccines, gaps still exist in the capability
of healthcare practitioners to maintain the cold chain effectively.

2. Clarifying key concepts

The key concepts used in this chapter are clarified below to enhance
understanding.

2.1 Learner nurse

A learner nurse is a person undergoing education and training in nursing and must
be registered with the South African Nursing Council (SANC) in accordance with
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the Nursing Act no 33 of 2005 as amended [18]. A learner nurse in this chapter is a
student registered with the SANC to study a nursing programme at an accreditated
Nursing Education Institution(NEI) of Limpopo province for a specified period. It
is clear from the introduction that cold chain maintenance is a challenge to nurse
practitioners worldwide and this impacts the effectiveness of administered vaccines.

2.2 Maintenance

Maintenance is promotive and preventive actions carried out to retain a system in
an acceptable operating condition [19]. In this chapter, maintaining means keeping
something in good condition and ensuring that all vaccines are kept at the desired
temperature of 2-8 degrees Celsius and this is ensured until administered. From the
introduction it was highlighted that some vaccines are temperature-sensitive and
hence require strict measures to keep them at the correct temperatures.

2.3 Cold chain

According to the National Department of Health [3], cold chain refers to the
system of the people, equipment, transport and procedures responsible for ensuring
that vaccines reach the vaccine site having been maintained in the appropriate
specified temperatures. In this chapter, a cold chain is a system used by nurses to keep
the vaccines at the required temperatures of 2-8 degrees Celsius to ensure maximum
effectiveness during immunisation. From the introduction, there are various
challenges globally in the effective maintenance of cold chain due to a wide range of
factors that need strategic intervention.

2.4 Voices

A voice is a muscular effort of the whole body in a purposeful way to release the
sound in the form of an intended speech [20]. In this chapter, a voice is used as a
metaphor indicating the concerns of nurses regarding the effects of the inadequate
maintenance of the cold chain during immunisation and the importance of joining
hands with other nurses towards improving cold chain maintenance.

2.5 Immunisation

Immunisation is a process where a suspension containing the dead or weakened
organisms of a disease is injected into a person to immunise them against a specific
disease [21, 22]. In this chapter, Immunisation is the method of giving an injection
and or oral vaccine with a live or inactivated virus to an individual, child and or adult
to prevent infectious diseases whereby the origin of infection and or the chain of
the spread of disease is blocked thereby increasing the individual’s resistance to that
particular infection.

3. Research methods

3.1Research approach

The study employed a qualitative approach to collect data from learner nurses on
their views on cold chain maintenance. The qualitative research approach enabled
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the researcher to obtain rich and in-depth information on cold chain maintenance in
healthcare institutions during immunisation.

3.2 Research design

The study adopted a qualitative, explorative, descriptive and contextual research
design to explore and describe how cold chain is maintained during immunisation
and this was done within the context, of the training environments which are
healthcare facilities.

3.3 Population and sampling

The population comprised all registered learner nurses in their second, third and
fourth years for the academic year and a total of 190 learner nurses. A non-probability
purposive heterogeneous sampling method was used to select participants for the
study following a predetermined inclusion criterion.

3.4 Data collection and analysis

Data was collected through semi-structured face-to-face interviews, using an
interview guide. Data was collected until data saturation was achieved at Participant
17. Data was recorded using a voice recorder with the permission of participants
and field notes were taken to capture the non-verbal cues. The interviews lasted for
30-45 minutes The collected data was transcribed verbatim along with the field notes.
Data was analysed using Tesch’s open coding method with the involvement of an
independent coder where an agreement was reached in the development of themes
and sub-themes.

4, Results

The data analysis yielded the following theme and sub-themes illustrated in
Table 1 below.

4.1 Shortage of resources

The study findings revealed that there is a shortage of resources. The following
sub-themes were identified, shortage of staff, inadequate equipment and supplies and
power supply interruptions.

4.1.1 Shortage of staff

This study indicates that there is a shortage of nurses responsible for immunisation
in the clinic which affects cold chain maintenance negatively. It occurs when there
is more workload than the number of health workers. The shortage of staff has been
explained by Participant 1 who stated ‘If the staff is not enough and there are lot of
patients, the nurse working with immunisation will be under pressure and the cooler box
will be opened and closed frequently and cold air will be lost’.

Participant 3 said “You find that nurses are attending to many patients and they end up
not following protocols of maintaining cold chain because they can take out a vaccine and
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Theme Sub-theme

4.1. Shortage of resources 4.1.1 Shortage of staff
4.1.2 Inadequate equipment and supplies
4.1.3. Power supply interruptions

4.2. Lack of knowledge and skills 4.2.1 Inadequate knowledge of cold chain maintenance
4.2.2 Lack of in-service training on cold chain management
4.2.3 Ignorance and negligence to adhere to cold chain principles

4.3. Suggestions to improve 4.3.1 Provision of adequate equipment for cold chain management
maintenance of cold chain 4.3.2 In-service training for nurses on cold chain management
4.3.3 Provision of backup system for power interruptions

Table 1.
Themes and sub-themes.

put it out in the open and they will just be withdrawing vaccine without putting it back in
the cooler box’

Participant 4 ‘With the cooler box...so many patients...so many kids to immunise...we
sometimes lack time to go and check the cooler box to replace the icepacks....and those are
the challenges that I experience’.

The findings of this study correspond with that of a study conducted in New York
concluded that approximately two-thirds of the healthcare facilities experience a
shortage of staff and such staffing issues are associated with less timely immunisation
delivery [23]. The findings are also similar to that of another study which alluded
that nursing shortages are the main factor leading to errors, higher morbidity and
mortality rates [24]. Furthermore, in clinical areas with high patient-nurse ratios,
nurses experience burnout and dissatisfaction, [24].

4.1.2 Inadequate equipment and supplies

This study found that there is inadequate equipment and supplies such as cooler
box and thermometer affects how cold chain is maintained during immunisation.
This was confirmed by Participant 9 who said ‘Okay, the challenges that we encounter
we tend not to have portable fridge and then we are in a certain community and it far for
the clinic we may find that the ice packs that we put in the cooler box tend to melt as such
cold chain is broken’

Participant 10 also said ‘The one challenge that I once experienced is that I was located
in this clinic and the fridge was not properly working) to prepare and to put in the cooler
box, the ice packs were not well iced and that is not good for the medication because they
can spoil’.

Participant 5 ‘Sometimes the challenges that we would experience thermometer.
sometimes they might not be working... so we just assume the temperature is correct even if
we are not sure its correct or not’.

The finding is supported by Mulatu et al. [25], who alluded that inappropriate
handling of the vaccine and unavailability of the equipment all hurt the potency and
efficacy of the vaccines used in immunisation. The absence of cold chain equipment
due to faulty equipment was a challenge in more than a quarter of the health facilities
and ensuring Extended Programme of Immunisation activities was a major concern.
Electricity failure in urban and lack of gas in rural areas in a study conducted in
Tanzania together with the absence of a contingency plan were the main challenges
to the compliance with WHO temperature agreement in the storage of cold chain
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medicines in health facilities [16]. Furthermore, some of the health facilities were
forced to keep their vaccines in other health facilities which is a challenge to travel
before and after immunisation to collect and depot vaccines. Most cold rooms have
insufficient storage capacity and incomplete equipment for adequate cold chain
maintenance [16, 26].

4.1.3 Power supply interruption

In this study, it was revealed that power interruption such as load shading affect
the functioning of the vaccine fridge, leading to the melting of ice pack, which
interferes with cold chain maintenance.

Participant 12 stated that “The challenge that I saw is that in the morning when we
arrive, you will find that the fridge is off and ice packs were melting because of electricity,
they said that the electricity went off during the night’.

Participant 14: ‘During power failure, there is a problem of backup for our fridges,
vaccines are damaged.

The findings of this study are congruent with that of a study conducted in
Mozambique which showed that the most common causes of power failure were
flat batteries in solar refrigerators and improper adjustment of thermostats which
affected the functioning of the refrigerator [27]. Similar findings were identified
in a study conducted by [28] that elaborated that irregular power supply of health
facilities, and the absence of standby generators are the major risk factors for loss
of vaccine potency. The backup is a challenge as is in most developing countries and
the shortage of power is one of the main causes of loss of cold chain maintenance
since power outages are widespread concerns. Electricity failure in urban and lack
of gas in rural areas in a study conducted in Tanzania together with the absence of a
contingency plan were the main challenges to the compliance with WHO temperature
agreement in the storage of cold chain medicines in health facilities [26]. Another
study recommends the continuous control of temperature problems and equipment
breakdowns through the introduction of temperature monitoring and control devices
and best intervention practices [4].

4.2 Lack of knowledge and skills

The study findings revealed that there is a lack of knowledge and skills. The
following sub-themes were identified, inadequate knowledge on cold chain
maintenance, lack of in-service training on cold chain management and ignorance
and negligence to adhere to cold chain principles.

4.2.1 Inadequate knowledge of cold chain maintenance

The finding of this study indicates that most nurses in the clinical area
lack knowledge regarding the importance of maintaining a cold chain during
immunisation. This leads to the mishandling and storage of vaccines which affects the
maintenance of the cold chain.

This claim was supported by Participant 7 who stated, ‘Challenges that arve found
during immunisation is that you may not be competent in withdrawing the content inside
the vial and you that you take time holding the vial’.
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Participant 17 elaborated that ‘Sometimes a nurse is allocated to monitor the temperature
of the vaccine fridge and she does not check the temperature of the vaccine fridge twice daily,
meaning that she will not know if the cold chain temperature is maintained in the fridge’

The findings are like that of a study by Pillay [29], who identified that specific
staff members should be knowledgeable regarding vaccine storage and handling
and there should be at least two healthcare workers who are responsible for vaccine
management. The findings of this study indicated that negligence of the staff affects
how nurses handle the vaccines and it may affect the maintenance of the cold chain.
Vaccine cold chain management is suggestively associated with the overall cold chain
management knowledge and profession of a healthcare worker in health institutions
[16]. Most cold chain managers displayed inadequate knowledge while a significant
number presented poor training in preserving the vaccines’ cold chain [30].

4.2.2 Lack of in-service training on cold chain management

The study indicates that in-service training of health workers is important
for maintaining a cold chain during immunisation. This claim was supported by
Participant 3 who stated ‘Mostly I think it is poor training. The nurses are not fully trained
about the importance of maintaining cold chain which results in them holding the vaccine
vials with their whole hand instead of holding them at the tip’.

Participant 1 added ‘They do not know how to pack the cooler box correctly and they
just handle the vaccine anyhow and they put the cooler box directly on the floor whereby
there is heat and they don’t close the cooler box’.

The study findings correspond with that of a study conducted by [31] which
found that the vaccine cold chain issues is no longer simple, as new vaccines are added
every day to the immunisation schedules and the responsible staff must be trained
on different handling requirements. Training is required on temperature monitoring
through new devices including electronic temperature recording monitors VVMS, as
well as the use of cold ice packs. A study conducted in Southwest Burkina Faso stated
that failure to maintain a safe temperature range by overheating freezing may lead
to loss of vaccine potency. This can be caused by failure or inadequate staff training
in temperature monitoring and fridge temperature adjustment [3]. Continuous
in-service training and immunisation guidelines at work were recommended to
improve health professionals’ knowledge about a cold chain [10]. The provision of
adequate cold chain management requires a pool of good knowledge amongst health
professionals which appears much lower than the expected level indicating that there
is a need to plan in-service- training for all people working with vaccines and those
involved in the vaccination program [32].

4.2.3 Ignovance and negligence to adhere to cold chain principles

Ignorance and negligence of healthcare workers to the principles followed to
maintain cold chain play an important role in immunisation to ensure the optimal
potency of a vaccine, careful attention is needed in handling practice at all level of
levels of the cold chain.

This was supported by Participant 11 who said, ‘Sometimes in the morning you find
that there is no ice in the refrigerator because it can be that the nurse who was immunising
the previous day forgot to return the icepack in the vefrigevator’.
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Participant 4 also stated “The stuff will still put food inside the fridge even though we
discourage them, always opening the fridge to take their food therefore interfering with the
cold chain’

Participant 15 added “The challenge is that you might find that the vaccine fridge is not
monitored, and we know that the temperature should be monitored daily’

The study indicates that sufficient knowledge is needed to maintain cold
chain during immunisation and health workers whose work experience is more
than two years were about five times more likely to have proper practice on cold
chain management compared to their counterparts [25]. During the provision
of immunisations in healthcare institutions, both doctors and nurses must share
all information about the vaccination methods which includes making the cold
supply chains stable rather than being negligent during patient care [33]. The study
findings by [34] suggest providing empowerment and obstacle removal solutions
to those forced to neglect and violate protocols for cold chain maintenance for
various reasons are all essential elements of successful cold chain interventions [35].
Nurses who work in vaccination rooms should make efforts to prevent temperature
changes and avoid losses and higher public expenses caused by their negligence and
malpractice [34].

4.3 Suggestions to improve maintenance of cold chain

The participants in this study indicated some suggestions that they believe
can improve the cold chain during immunisation at health facilities. Participants
suggested the provision of adequate equipment for cold chain management,
in-service training for nurses on cold chain management and the provision of a
backup system for power interruptions.

4.3.1 Provision of adequate equipment for cold chain management

The study found that the provision of adequate equipment for cold chain
management can improve the maintenance of the cold chain during immunisation in
the clinical area.

Participant 3 stated ‘If the nurses have problem with the infrastructure, they should
report to the management so that the issues they ave having such as not having air
conditioners and having faulty cooler boxes can be fixed by the government’.

Participant 16 stated that “The government does not provide adequate or the
renewal of vaccine fridge, which means that vaccines will be stored in refrigerators
that store food because the vaccine fridge is broken, and the fridge will be opened

frequently’

A study conducted in Cameroon stated that the absence of cold chain equipment
in many health facilities ensuring EPI activities was a major preoccupation since
these facilities are obligated to store their vaccines in other healthcare facilities
which affected the maintenance of cold chain [28]. Almost 25% of health facilities
were conducting EPI activities without cold chain equipment resulting in a threat to
the cold chain for vaccines [29]. Effective cold chain management is not dependent
on well-trained staff only but also relies on reliable cold chain equipment and
temperature monitoring devices [36]. Correct vaccine storage and controlling of the
cold chain method is fundamental for immunisation and to achieve this quality at the
highest standard it requires adequate space, temperature monitoring and consistent
defrosting with record keeping [37].

46



Maintenance of Cold Chain during Immunisation: Voices of Learner Nuyses
DOI: http://dx.doi.org/10.5772/intechopen.1006908

4.3.2 In-service training for nurses on cold chain management

This study found that the proper training of nurses in cold chain management can
improve the maintenance of the cold chain during immunisation.

Participant 3 stated ‘I think that nurses should be properly trained, like they should
at workshop monthly where they are taught the importance of maintaining cold chain and
how the immunisation process is done’.

Participant 1 elaborated that “They should do frequent in-service training to reduce
ignovance with regard to maintenance of cold chain’.

Participant 8 stated that ‘In nursing schools they can teach student nurses how to
maintain cold chain thoroughly so in detail’.

Pre-service training is fundamental in the skills’ acquisition of health care
practitioners; however, they require additional in-service training and supportive
supervision to function effectively in managing immunisation data tasks [38].
Similarly, a study conducted by [39] recommends continuous professional education
and training for cold chain practitioners, to improve the maintenance of cold
chain and improve monitoring and evaluation of cold chain activities [40] alluded
that supervision alone appears to be not making a difference, but the provision of
standardised in-service training, with practical demonstrations and well-designed
regular supportive supervision is highly recommended. A study conducted by [41]
indicated that many international studies have been conducted on the importance of
in-service training and authors agree that in-service training improves the quality of
nursing care. Training, supervision and monitoring of cold chain management were
recommended as predictors of good cold chain management practices to be upheld by
institutions [42]. The provision of regular technical support and on-the-job training on
vaccine cold chain management is important to improve the knowledge, attitude and
practice of vaccinators and vaccine handlers on proper maintenance of cold chain [43].

4.3.3 Provision of backup system for power interruptions

The findings of this study indicated that providing backup system for power
interruptions in the clinic can improve the maintenance of cold chain.

Participant 9 stated ‘I think maybe the department of health should try to bring
backup generators in the health facilities, in the clinics so that it can act as a backup for
electricity if theve is load shedding for us to maintain cold chain’.

Participant 3 stated T think since cold chain start in the fridge; they should make sure
that the fridge works properly. if they have issues of electricity, they can put generators in
case the electricity goes off”.

The study findings correspond with that of a study conducted which recommends
that the government should provide proper and adequate substitution for electricity
in all the local government areas to ensure the cold chain is maintained continuously
during electricity failure [44]. Furthermore, a backup system for power interruption
such as the use of a generator or solar system is essential for the maintenance of
the cold chain in healthcare facilities. Primary health care providers must ensure
the availability of generators in case of power failure and proper management of
vaccine fridges and cold chain boxes for effective cold chain for vaccines. Frequent
cuts in the power supply can have a direct impact on storage temperature and the
non-availability of standby generators will adversely affect vaccine potency at the
vaccination centres. A possible device for the transition of Electric refrigerators with
solar-derived refrigerators is required [40].
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4.4 Conclusion

There are many challenges in the maintenance of cold chain in health care
institutions that need immediate intervention to make cold chain a success. This
chapter covered the introduction, the definition of concepts used in the chapter,
the methodology employed in the chapter which relates to the research approach,
the design, the population, the data collection and data analysis methods. The
presentation, interpretation and discussion of the findings of the experiences of
learner nurses concerning the maintenance of cold chain during immunisation from
a university in Limpopo province, South Africa. Challenges such as a shortage of

material resources, lack of knowledge and skills, and some suggestions to improve
maintenance of the cold chain during immunisation were highlighted.
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Chapter 5

Transforming Primary Care
Practice through Strategic Reform
in the Republic of Srpska

Darijana Antonic and Slobodan Stani¢

Abstract

The development of the healthcare system in former Yugoslavia and Bosnia and
Herzegovina began in the twentieth century, between 1919 and 1937. Another signifi-
cant period in the system’s development occurred after the Second World War and
during the reform of primary care from 1976 to 1992, which aimed to establish family
medicine clinics in primary care. After the civil war, Bosnia and Herzegovina (B&H)
split into two entities, the Republic of Srpska and the Federation of B&H, along with
the Bréko District. Under the Constitution of the Republic of Srpska, the Republic
of Srpska possesses all state functions and jurisdictions, with limited international
subjectivity. The Ministry of Healthcare and Social Welfare in the Government of the
Republic of Srpska assumed full responsibility for the functioning of the healthcare
system within the Republic of Srpska. This chapter aims to present strategic direc-
tions for transforming primary care, with a particular focus on family medicine in the
Republic of Srpska. We will use a framework approach consisting of three complex
levels: structure, process, and outcomes, with each level measuring several dimen-
sions of primary care.

Keywords: reform, primary care, family medicine, structure, process, outcomes

1. Introduction

The Republic of Srpska’s commitment to reform processes in primary healthcare
is reflected in several reform documents that influenced the drafting of new amend-
ments to existing legal regulations regarding the reorganisation of primary health-
care, specifically the organisation of this care according to the family medicine model.
Family medicine represents a different approach to primary healthcare by focusing
on the continuous preservation and improvement of the population’s health, with the
patient, family and community at the centre.

The first Law on Healthcare was adopted in 1993, which began to define a new
way of organising and functioning the health system in general, as well as primary
healthcare, in the Republic of Srpska [1].

According to the 1993 Law, the health centre (dom zdravlja) became the basic
form of organising primary healthcare. It is carried out according to the principles of
unified healthcare and teamwork, utilising dispensary and social-medical methods,
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which also provides the conditions for implementing primary healthcare for the
whole family. By defining the health centre’s role in this way, the preconditions for
the primary healthcare reform process were established, resulting in the adoption
in 1996 of the Strategy for the Development of Healthcare in the Republic of Srpska
by the Year 2000, which was created based on the principles of the World Health
Organisation’s strategy ‘Health for All by the Year 2000’ [2].

The Strategy for the Development of Healthcare in the Republic of Srpska by
the Year 2000, in chapter IV, ‘Development of the Healthcare and Health Insurance
System, identifies as one of its goals the reorientation of the existing primary
healthcare, with an emphasis on solving the majority of health problems through the
implementation of promotional, preventive and curative measures and rehabilitation,
all with the active support of individuals, families and the community.

The Strategy for the Development of Healthcare in the Republic of Srpska by the
Year 2000 served as the foundation for creating a strategic document: the Strategic
Plan for the Reform and Reconstruction of the Health System 1997-2000 [3]. This
document also places the reorganisation of primary healthcare according to the family
medicine model at the centre of the reform process. The reorganisation of primary
healthcare did not diminish the importance of health centres within the healthcare
system, as their role remains vital in providing consultative-specialist services (such
as paediatrics and gynaecology) and diagnostic-laboratory support for the services
delivered by family medicine teams.

The 1999 Law on Healthcare was a reform law that, among other provisions,
mandated that health centres, as primary healthcare institutions, be organised
according to the family medicine system [4]. Based on this legal framework, the
family medicine team became the first point of contact for citizens entering the
healthcare system. Organising according to the family medicine model means that
the family medicine team provides healthcare for all family members and takes
responsibility for the health of the community in which it operates. The propo-
nents of the Law on Healthcare were guided by international standards regarding
the organisation of primary healthcare, that is, the definition of family medicine
given by the Regional Office of the World Health Organisation (WHO) for Europe
(1998). According to this definition, family medicine is at the centre of the health
system, emphasising the effectiveness of family medicine as ‘general, continuous,
comprehensive, coordinated, collaborative healthcare oriented to the family and the
immediate community [5]. In this regard, special emphasis is placed on the rational
use of health resources in the health system, both in the vertical hierarchy and in
the horizontal activity when using diagnostic and other technical means’ With the
adoption of this Law, preconditions were created for the introduction of the concept
of family medicine in the Republic of Srpska. The introduction of this concept was
supported by the Basic Health Project (BHP) from 2000 to 2004, during which the
following activities were carried out:

1. Demonstrating the concept of family medicine in pilot regions in the Republic of
Srpska (health centres Laktasi, Celinac, Doboj and Banjaluka) and the Federa-
tion of Bosnia and Herzegovina,

2.Providing support for accompanying medical education (further education in
family medicine for doctors’ other specialities),

3.Focusing on financing and managing the health sector.
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The family medicine model was successfully established and tested in the men-
tioned health centres.

The experiences gained during the implementation of the project ‘Basic
Healthcare’ served as the basis for adopting the Primary Healthcare Strategy, which
defined the strategic goals for developing primary healthcare in the Republic of
Srpska over a five-year period (2006-2010) [6]. The project ‘Strengthening the Health
Sector’, financed by the World Bank and the Council of Europe Development Bank,
supported the implementation of the Strategy’s goals. Achieving the fundamental
strategic goal, strengthening the position of primary healthcare in the healthcare
system of the Republic of Srpska and expanding the family medicine model to all
health centres in the Republic of Srpska entailed amendments to the existing legal
regulations. The Law on Healthcare adopted in 2009 [7] and amendments adopted in
2015 [8], served as the basis for drafting new and refining existing by-laws. The Law
preserves the basic concept of primary healthcare while promoting the centrality of
the family medicine model and focusing on health promotion, prevention, suppres-
sion and early detection of diseases, treatment and rehabilitation.

The organisational reform of the health system in the Republic of Srpska was
simultaneously accompanied by the reform of the financing of mandatory health
insurance institutions with the adoption of the Law on Health Insurance in 1999 with
changing and added [9]. This Acts, which refers to financing health institutions from
compulsory health insurance, is harmonised with the new way of organising primary
healthcare based on the family medicine model.

2. The context of the Republic of Srpska
2.1 The Republic of Srpska and population

The Dayton Peace Agreement was signed on 13 December 1995. According to
Article 1 of the Dayton Agreement and the Constitution of Bosnia and Herzegovina,
Bosnia and Herzegovina is a country that consists of two Entities (the Republic of
Srpska and the Federation of Bosnia and Herzegovina) and the Brcko District. Based
on this agreement and the Constitution of the Republic of Srpska, the Republic of
Srpska, one of the entities in Bosnia and Herzegovina, has all state functions and
competencies and limited international subjectivity. The Republic of Srpska has an
area of 24,641 km” (49% of the territory of Bosnia and Herzegovina) with a popula-
tion density of 59 inhabitants per km?, thus belonging to the group of sparsely popu-
lated regions. According to estimates from the Institute of Statistics, the Republic of
Srpska has about 1.1 million inhabitants, of which about 49% are men and 51% are
women. Of the age groups, about 13% of the inhabitants are aged 0-14, about 68%
15-64, and 19% are aged 65+ [10].

2.2 Development and economy

Gross domestic product (GDP, nominal) in 2022 was about 14.54 billion convert-
ible marks (KM) (EUR 7.5 billion), with a real growth rate of 3.9% compared with
2021. GDP per capita is KM 11,080 (EUR 5682). The unemployment rate has shown a
downward trend in the last few years (14.30% in 2021 and 11.20% in 2022) [11].

The total expenditures of the Health Insurance Fund of the Republic of Srpska for
mandatory health insurance amounted to over 800 million KM (2017) and 1.1 billion
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KM (2023), while the expenditures of the Health Insurance Fund of the Republic of
Srpska for primary healthcare amounted to approximately 230 million KM (2017)
[12] and 280 million (2023) [13]. The total number of insured persons was 913,275
(2017) and 930,167 (2023). That is, about 80% of the citizens of the Republic of
Srpska had the right to use healthcare from mandatory health insurance.

2.3 Populations’ health

In the Republic of Srpska, as in most European countries, chronic non-commu-
nicable diseases, such as cardiovascular diseases, malignant diseases and endocrine
gland disorders (diabetes), dominate the morbidity and mortality of the population.
The average age of those who died in 2018 was 74.45 years, and 74.83 years in 2022.
The birth rate is about eight live births per 1000 inhabitants. The natural increase
shows a negative trend due to the higher number of deaths compared to the number
of live births [10].

3. The context of primary healthcare

Primary healthcare is a subsystem of the overall health system. Its specific char-
acteristic is that well-organised primary healthcare contributes to easy access to and
use of coordinated health services by a country’s population. To examine primary
healthcare in the Republic of Srpska, we used the primary healthcare framework,
observed through ten dimensions grouped into three categories (structure, processes
and outcomes) [14].

3.1 Structure and organisation of primary healthcare
3.1.1 Managing of the primary healthcare

The adoption of the five-year Primary Healthcare Strategy (2006-2010) was
aimed at laying the foundations for the functioning of primary healthcare based
on the family medicine model. This involved amendments to existing legislation to
establish more efficient and financially stable primary healthcare.

The healthcare system of the Republic of Srpska is relatively centralised because
the Ministry of Health and Social Welfare in the Government of the Republic of
Srpska (hereafter: the Ministry) is responsible for planning public health institutions,
ensuring equal access and ensuring patients’ rights. Likewise, the Ministry is respon-
sible for strategic planning through the development and implementation of health
policies and the creation of the planning framework, and all key administrative and
regulatory functions are under the competence of this Ministry. The government is
the founder of health institutions at the secondary and tertiary levels, and institutions
have a particular form of public health organisation (Institute for Public Health).

The Ministry is responsible for planning and overseeing capital investments in health
institutions. The Ministry has four departments, one of which is the Healthcare
Department, which has a dedicated Department of Primary Healthcare.

The relatively centralised role of the Ministry is primarily reflected in the fact that
the local self-government (cities and municipalities) is responsible for establishing
health centres as an institution at the primary level of healthcare. In addition to the
role of the founder, local self-government in accordance with the provisions of the
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Law on Healthcare also has certain responsibilities regarding the organisation and
operation of primary healthcare [15].

The last Decision on the plan of the network of health institutions does not comply
with the new Law of Healthcare [16]. The criteria defined in the now invalid Decision
refer to the number of inhabitants (insured persons) per family medicine team and the
distance of the family medicine clinic from the farthest household (8 km). Those two
criteria are insufficient to define the exact number of family medicine teams, that is, to
ensure equal availability of family medicine services. The plan for the network of fam-
ily medicine ambulances specifies the number of family medicine ambulances in the
public network in each local self-government. This may contribute to the continued
dominance of family medicine teams in public ownership in the Republic of Srpska.

In the Republic of Srpska, no overall allocations for primary healthcare are
planned because health centres can be financed from different sources and each
source (Health Insurance Fund of the Republic of Srpska, Government of the
Republic of Srpska and local self-government) plans these needs in its budget, and in
addition to these sources, institutions can be financed from other sources prescribed
in accordance with current legislation.

Inspection work in the healthcare field is under the competence of the Health
Inspection of the Republic of Srpska. There is no separate department that deals with
matters of supervision of the work of institutions at the primary level of healthcare.

In the Republic of Srpska, no special law deals with patients’ rights, but the Law on
Healthcare defines all patients’ rights. One of the fundamental human rights guaran-
teed by this Law is the right to healthcare, which manifests through the right to choose
a doctor of family medicine freely, information regarding one’s health, then the right
to inspect medical documentation, freely choose medical treatment and consent to
it. Protection of the rights of insured persons from compulsory health insurance is
defined by special regulations adopted by the Health Insurance Fund of the Republic
of Srpska [17].

Regarding establishing health institutions, the Rulebook on the conditions for
starting the operation of health institutions was adopted, which prescribes the
minimum requirements in terms of personnel, space and equipment necessary for
establishing a health institution [18]. According to the Law on Healthcare, public
and private institutions in the Republic of Srpska are established under the same
conditions. The participation of privately owned healthcare institutions has been
increasing in recent years, and the most represented institutions at the primary
level of healthcare are pharmacies and dental clinics. Private healthcare institutions
also provide primary healthcare services, with private specialist family medicine
clinics being less represented than other primary-level institutions (dental clinics,
pharmacies).

The number of privately owned institutions (specialist clinics and special-
ist centres) at the secondary level of healthcare has been increasing since the
Health Insurance Fund of the Republic of Srpska offered the possibility of sign-
ing contracts with specialists in a particular branch of medicine (paediatricians,
gynaecologists, ophthalmologists, dermatologists), to provide more accessible
healthcare in rural areas.

3.1.2 Economic situation in primary healthcare

Healthcare in the Republic of Srpska is primarily financed by mandatory health
insurance, with the Health Insurance Fund of the Republic of Srpska acting as the
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purchaser of health services in the mandatory health insurance system. The Health
Insurance Fund of the Republic of Srpska is funded from various sources, and the
most important source of income of the Health Insurance Fund of the Republic of
Srpska (over 80%) is funds collected based on contributions for mandatory health
insurance. The Health Insurance Fund of the Republic of Srpska covers the costs of
primary, secondary and tertiary healthcare for insured persons, as well as the costs of
purchasing medicines, transportation to hospital treatment, medical equipment and
benefits for sick leave over 30 days. The Health Insurance Fund contracts with both
public and private health institutions.

The Health Insured Fund of the Republic of Srpska contracts the provision of
primary health care services with health centres for the provision of family medicine,
consultative and specialist services (paediatrics and gynaecology), diagnostics (labo-
ratory, radiology and ultrasound), dentistry, hygiene and epidemiological services,
protection and improvement of mental health, community rehabilitation and emer-
gency medical care. The services provided by the family medicine team are contracted
for all insured persons covered by that health centre; individual contracts are not
concluded with each family medicine team within the health centre. Employees in the
family medicine team are paid according to the Law on Salaries of Persons Employed
in Public Institutions in the Health Sector of the Republic of Srpska [19].

One of the reasons for the reform of primary healthcare was related to the inef-
ficiency of the provision of health services, which is a consequence of high expen-
ditures in healthcare and the emphasis on secondary and tertiary healthcare. In the
Republic of Srpska, inefficient provision of health services is still evident because
the data of the Health Insurance Fund of the Republic of Srpska for secondary and
tertiary care are continuously increasing. Therefore, the emphasis is still placed on
secondary and tertiary healthcare at the expense of primary healthcare.

The Health Insurance Fund of the Republic of Srpska uses different criteria to
determine the amount of compensation for providing primary healthcare services
(normative staffing in the work team and the number of insured persons or the
number of citizens per work team). Family medicine services for insured persons over
the age of 6 are paid according to the capitation model, while the amount of funds
is determined based on two parameters, general capitation and weighted capitation
coefficient, by age group [20]. The principles, conditions and criteria for conclud-
ing contracts with public and private health service providers are prescribed by the
Health Insurance Fund of the Republic of Srpska annually. The Health Insurance
Fund of the Republic of Srpska enters into a contract for family medicine services
for insured persons with health centres and private health institutions, including
privately owned institutions. The content of the services provided in family medicine
relates to health promotion, disease prevention, curative healthcare, home treatment
and prescribing medications, with the noted Rulebook not defining the scope and
content of the services provided in the basic package of health services for family
medicine.

3.1.3 Employees in family medicine teams

A team consisting of a family medicine specialist (team leader) and two nurses
provides family medicine services.

At the time of the transition to the concept of family medicine, to ensure a suf-
ficient number of family medicine doctors, all doctors employed in health centres
at that time were allowed to complete further education in family medicine. Today,
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family medicine doctors acquire the title of specialist in family medicine upon
completion of a 36-month specialisation in family medicine.

The title of specialist in family medicine is awarded by the Faculty of Medicine
in Banja Luka and the Faculty of Medicine in Foc¢a. After completing their speciali-
sation in family medicine, doctors are obliged to complete continuous education
and regularly renew their licences with the Chamber of Doctors of Medicine of the
Republic of Srpska. Doctors of family medicine established their professional associa-
tion—the Association of Doctors of Family Medicine of the Republic of Srpska, which
contributes to creating guidelines for good practice in family medicine. Given that the
process of implementing family medicine in the Republic of Srpska is still not fully
completed and that the process of educating the required number of specialists in
family medicine could not be realised by the end of 2030, jobs in family medicine may
currently be performed by doctors, specialists in other branches of medicine, with
additional education about family medicine practice [15].

Nurses/technicians employed in the family medicine team must also have educa-
tion in family medicine or acquire it within the same time frame, that is, until the
final implementation of the family medicine model.

4. Providing family medicine services
4.1 Access to family medicine doctors

Ensuring an adequate number of family medicine doctors is a prerequisite for
the availability of family medicine services. In the Republic of Srpska, there is no
strategy for human resources; therefore, there is no defined national standard for
the number of family medicine doctors. The analysis of the required number of
specialisations/subspecialisations from all branches of medicine, including specialists
in family medicine, is conducted by the Public Health Institute of the Republic of
Srpska to meet the needs of the Ministry. The analysis and planning of the necessary
staff in family medicine, based only on the criteria prescribed by the Rulebook on
the Basic Standards and Norms of Healthcare from the mandatory health insurance,
does not fully reflect the actual needs for the number of family medicine doctors or
other members of the family medicine team [21]. Criteria defined by this Rulebook
include insured persons for whom one work team provides family medicine activities
or the average annual number of visits (5.4 visits) of the entire work team (doctor
and nurses) per insured person. The number of insured persons depends on the
development of local self-government (from 600 insured persons in undeveloped and
extremely undeveloped to 2000 insured persons in developed self-government).

In the Republic of Srpska, the total number of doctors of family medicine
employed in health centres in 2022 was 630, of which 400 were specialists in family
medicine or specialists in another branch of medicine, with additional education in
family medicine, 44 doctors specialising in family medicine and 186 doctors without
specialisation [22]. Also, privately owned family medicine teams (about 30) provide
family medicine services in medicine clinics or specialist care centers.

4.2 Access to family medicine services

The family medicine team provides family medicine services during eight-hour
working days, or 40 hours a week. Outside the working hours of the family medicine
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team, emergency medical centres provide healthcare services. Specialist family
medicine clinics do not belong to institutions that are obliged to provide 24-hour
healthcare to registered/insured patients. However, in exceptional cases, the Health
Insurance Fund of the Republic of Srpska may contract a specialist family medicine
clinic to provide 24-hour healthcare.

4.3 The way providing family medicine teams services

Family medicine teams schedule registered patients for an examination.

Family medicine services are primarily provided through direct contact between
the patient and the doctor and, to a lesser extent, telephone consultations. In 2022,
family medicine doctors had an average of about 130 visits (first and follow-up visits)
per week with patients in the clinic [22].

Also, the family medicine team organises and conducts treatment in the insured
person’s home when such treatment is justified and medically necessary, that is, in
cases where the sick and injured cannot use outpatient services due to their health
condition. In 2022, family medicine teams performed 250,636 home visits, with
family medicine doctors performing 16,985 home visits and 233,651 by nurses/
technicians [22].

4.4 Financial barriers in family medicine

The financing of the right to healthcare for insured persons is provided in full
by the Health Insured Fund of the Republic of Srpska using mandatory health
insurance funds, with the participation of the insured persons in the costs (co-
payment). The Health Insured Fund of the Republic of Srpska determines the
amount of co-payment for providing family medicine services. Insured patients pay
a co-payment ranging from 1.00 to 1.50 KM for each visit to the doctor of family
medicine, regardless of whether it is an examination by a doctor of family medicine
or prescription medicine or a referral to another specialist or hospital treatment.
Co-payments for home visits are slightly higher than those for outpatient clinic
examinations. The amount is determined by the distance of the family medicine
outpatient clinic from the place of residence of the insured person (up to 5 kmis 1.8
KM, and over 5 km is 4.5 KM). Likewise, the Health Insured Fund of the Republic of
Srpska has defined the categories of insured persons exempt from co-payments for
healthcare costs [17].

Charges for other services provided within the scope of work by family medicine
team members are applied to insured persons according to the valid pricelist of the
Health Insurance Fund of the Republic of Srpska.

Uninsured persons are required to pay the total amount for health services pro-
vided by family medicine based on the valid pricelist of the Health Insurance Fund of
the Republic of Srpska. Furthermore, the insured person has the right to reimburse-
ment of healthcare costs in cases where they have paid for healthcare costs for justi-
fied or unjustified reasons.

4.5 Continuity of family medicine services

Citizens of the Republic of Srpska are guaranteed by law the right to choose a doc-
tor of family medicine freely. Insured persons opt for a family medicine doctor for one
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year, after which they can choose another family doctor or stay with the same one.
The choice is made according to the place of residence and, in exceptional cases, also
outside the place of residence to ensure more accessible and efficient healthcare. This
right can be challenged only if the family doctor has reached the maximum number
of certain insured persons and if there are strained interpersonal relations between
the insured person and the family doctor.

The family medicine doctor refers insured persons to diagnostic procedures
(Iaboratory, radiological and other tests), consultative specialist examinations and
hospital treatment, that is, to institutions that have signed a contract with the Health
Insurance Fund of the Republic of Srpska. The referral is accompanied by docu-
ments and findings collected at the primary level of healthcare, and family medicine
receives feedback on the health status of the referred insured person in the form of
findings/opinions and a discharge letter.

According to the Law on Health Documentation and Record in the Field of
Healthcare, the family doctor is obliged to open the health record at the first contact
with the patient, keep records of each contact and deliver the health record to another
family doctor, in the event of a change of family doctor or a change of the patient’s
place of residence [23]. Health records are kept in electronic form, and until 2019,
there was not a single database of electronic patient records because different elec-
tronic platforms (Dr Medic and Web Medic) were used to manage electronic records.
Since 2020, family medicine doctors have used a unique database (the Integrated
Health Information System of the Republic of Srpska). Family medicine teams use
this electronic database for prescribing medications, issuing referrals, checking the
patient’s insurance status (insured or not), and sometimes for electronic communica-
tion with the laboratory diagnostic service.

4.6 Coordination of family medicine services

In the Republic of Srpska, the role of family medicine doctors as gatekeepers is
partially realised because patients can request and receive some health services with-
out being referred to by family medicine doctors. This includes consultative-specialist
services of gynaecologists (primary level of healthcare) for women over 15 years of
age, paediatricians and dental healthcare in public or private healthcare institutions.
Similarly, patients can also use the services of other specialists who work in privately
owned healthcare institutions without a family medicine doctor’s instruction, though
in that case, they fully bear the costs of healthcare.

With the introduction of the family medicine model, in addition to the doctor of
family medicine, the work team includes two nurses, and the role of the nurse has
remained unchanged. In the Republic of Srpska, there are no special teaching pro-
grams for the specialised education of nurses to provide services at the primary level
of healthcare within the health sciences faculties. Likewise, there is no legal frame-
work for establishing the Chamber of Nurses as an organisational structure that would
licence nurses, which is why nurses participate minimally in continuous medical
education. In this regard, no association of primary healthcare nurses focuses nar-
rowly on the issues and problems of providing nurses’ services in primary healthcare.

In the Republic of Srpska, all health institutions, including the family medicine
teams, have a legal obligation to submit individual or collective reports in paper/
tabular form for the use of healthcare services and the health status of the popula-
tion using those services and information about human resources to the Public
Health Institute of the Republic of Srpska twice a year (semi-annually/annually).
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They must submit individual reports in written form (report of malignant neo-
plasm, report of infectious disease, etc.) to the Public Health Institute of the
Republic of Srpska once the disease has been diagnosed. The information in these
two types of reports enables the Public Health Institute of the Republic of Srpska
to analyse the population’s health status annually. In contrast, other data from the
patient’s health records are used rarely to identify the population’s health needs at
the local and regional levels or to define health policy priorities related to primary
healthcare.

4.7 Comprehensiveness of family medicine services

Family medicine clinics, in addition to the staff necessary to start work, have a
legal obligation to meet the requirements regarding equipment, which allows them
to provide a wide range of health services, including diagnosing acute conditions,
monitoring chronic conditions and diseases, promoting healthy lifestyle habits and
preventing many risk factors for mass non-communicable diseases.

5. Outcomes of family medicine services
5.1 Quality and safety of providing family medicine services

The Republic of Srpska is committed to providing safe and high-quality health
services by adopting the ‘Policy for Improving the Quality and Safety of Healthcare
in the Republic of Srpska until 2010’ [24]. One of the strategic goals of this Policy
was the definition and adoption of the legal framework to strengthen the structure
and process of establishing and improving the safety and quality of healthcare.
This strategic goal was achieved in 2009 by adopting the Law on Healthcare
and introducing voluntary accreditation and mandatory certification of health
institutions.

The determination to improve the quality of healthcare is indicated by one of the
objectives of the Primary Healthcare Strategy, which refers to the introduction and
application of quality standards to improve, ensure and control healthcare quality
[6]. To monitor and evaluate the metrics of healthcare quality and safety indicators,
the Ministry previously adopted the Rulebook on Monitoring the Quality of Work in
Healthcare Institutions [25], and then the new Rulebook on Quality Indicators,
including the way of monitoring and evaluating the quality and safety of health-
care in healthcare institutions [26]. An integral part of the Rulebook includes indica-
tors of the quality of work of primary healthcare, that is, indicators of the quality
of work of the specialist clinic-team of family medicine. Monitoring and evaluating
these indicators is the responsibility of the Agency for Certification, Accreditation
and Improvement of Healthcare Quality of the Republic of Srpska. Since 2007, the
Rulebook has been adopted, but the Agency has yet to fully establish a system for
monitoring indicators in all specialist clinics/family medicine teams.

5.2 Effectiveness of providing family medicine services

The existing system for monitoring the efficiency of work and the provision of
family medicine services is not fully effective because, according to the Primary
Healthcare Strategy, the creation of a Strategy for Monitoring and Evaluation of the
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Health System of the Republic of Srpska [6] was necessary to develop and imple-
ment the monitoring and evaluation system. This Strategy would ensure that all
organisational forms at the primary healthcare level, including family medicine
clinics, continuously collect data based on indicators for systematic monitoring and
evaluation. Also, using defined indicators, progress would be monitored in terms of
short-term, medium-term and long-term goals defined by the framework of health
policies, strategies, programs and projects. The Public Health Institute of the Republic
of Srpska should play a key role key in implementing these activities.

Likewise, there are no official indicators of patient satisfaction regarding various
aspects of using family medicine services, nor indicators for measuring employees’
satisfaction in family medicine. These could be a significant source of information for
health policymakers in defining further goals for developing family medicine.

6. Conclusion

The healthcare system of Bosnia and Herzegovina was an integral part of the
healthcare system of the Socialist Federal Republic of Yugoslavia. After the breakup
of Yugoslavia and the civil war in Bosnia and Herzegovina, three independent health
systems began to function in Bosnia and Herzegovina (healthcare systems of the
Republic of Srpska, Federation of Bosnia and Herzegovina and Brcko District).

The Republic of Srpska thus began the transformation of all segments of its health
system, including primary health care, which represents the entry point into the
health system. The fundamental basis for the reform of primary health care and the
transition to the family medicine model was initiated by the Reform Law on Health
Care in 1999.

The reform process of primary healthcare in the Republic of Srpska developed a
new way of organising it using the family medicine model. It has passed its critical
period of stabilising and functioning primary healthcare; however, in the coming
period, it is necessary to take specific measures toward more innovative financing of
family medicine teams through payment for the scope and quality of service provi-
sion. It is also essential to innovate ways of paying doctors and nurses in the family
medicine team to stimulate younger doctors to stay at the primary level of health care.
It is also necessary to promote entrepreneurial initiatives among family medicine
teams that function as part of health centres in the direction of functioning of as
many teams as independent health institutions. All the mentioned measures and
activities would lead to long-term stability and solve numerous upcoming problems in
primary health care.
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Edited by Hiilya Cakmur

Although shaped primarily according to the economic and social structures of
countries, basic health services aim to provide equal and accessible health services
to everyone. While the public health discipline is involved in the planning and
supervising of basic health services, the family medicine discipline is directly
responsible for ensuring the implementation of these services. These disciplines must
cooperate and coordinate to provide organized and effective basic health services.
More importantly, health and social policies should be structured in accordance with
the prioritized needs of countries. The basic health needs of countries are directly
related to the economic and social structures of those countries. For this reason, it is
not possible to talk about a globally structured basic health service that has definite
boundaries and can be applied to every country. The main objective is to protect and
improve health. Governments must create appropriate health policies. As in every
field, basic health services are shaped according to the era and their scope changes.
However, the basic principle in every age is to provide equal and free health care
services to those in need. This book aims to inform the reader about the scope and
applications of basic health services.
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