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Operational Defi nitions of Attributes 

of Primary Health Care: Consensus 

Among Canadian Experts

ABSTRACT
PURPOSE In 2004, we undertook a consultation with Canadian primary health 
care experts to defi ne the attributes that should be evaluated in predominant 
and proposed models of primary health care in the Canadian context. 

METHOD Twenty persons considered to be experts in primary health care or 
recommended by at least 2 peers responded to an electronic Delphi process. The 
expert group was balanced between clinicians (principally family physicians and 
nurses), academics, and decision makers from all regions in Canada. In 4 iterative 
rounds, participants were asked to propose and modify operational defi nitions. 
Each round incorporated the feedback from the previous round until consensus 
was achieved on most attributes, with a fi nal consensus process in a face-to-face 
meeting with some of the experts.  

RESULTS Operational defi nitions were developed and are proposed for 25 attri-
butes; only 5 rate as specifi c to primary care. Consensus on some was achieved 
early (relational continuity, coordination-continuity, family-centeredness, advo-
cacy, cultural sensitivity, clinical information management, and quality improve-
ment process). The defi nitions of other attributes were refi ned over time to 
increase their precision and reduce overlap between concepts (accessibility, qual-
ity of care, interpersonal communication, community orientation, comprehensive-
ness, multidisciplinary team, responsiveness, integration). 

CONCLUSION This description of primary care attributes in measurable terms 
provides an evaluation lexicon to assess initiatives to renew primary health care 
and serves as a guide for instrument selection. 

Ann Fam Med;5:336-344. DOI: 10.1370/afm.682.

INTRODUCTION

H
ealth systems based on a strong primary health care system are 

more effective and effi cient than those centered on specialty and 

tertiary care.1 In Canada, various national and provincial commis-

sions on health care2-8 concluded that strengthening and expanding primary 

health care will meet Canadians’ needs for prompt access to comprehen-

sive evidence-based services. Major initiatives have also been undertaken 

in New Zealand and the United Kingdom to strengthen primary health 

care.9,10 As health systems worldwide engage in evaluation efforts to assess 

the impacts of primary health care renewal initiatives, there is a critical 

need to provide evaluation frameworks and tools to facilitate these efforts. 

An important starting point for evaluation is an operational defi nition 

of the dimension being evaluated. An operational defi nition is a descrip-

tion of a concept in measurable terms. It is used to remove ambiguity, to 

serve as a guide for the selection of measurement tools, and to reduce the 

likelihood of disparate results between different data collections. In 2004 

we conducted a consultation with Canadian primary health care experts to 
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develop a common lexicon of operational defi nitions of 

attributes to be evaluated in predominant and emerg-

ing models of primary health care in Canada, but many 

of these defi nitions will be relevant to primary health 

care models in other countries. 

We took as a starting point a list of 13 attributes 

of primary health care that had been identifi ed by an 

Expert Working Group consisting of academic primary 

care physicians and researchers and convened in 2000 

by the Canadian Institute for Health Information (per-

sonal communication, J. Zelmer, 2003). This initial work 

focused on family medicine, whereas the new policy 

directions—and evaluation challenges—emphasize mul-

tidisciplinary and population-based models of primary 

health care. We built on this work to create a compre-

hensive list of measurable descriptions for key concepts 

to be evaluated. We report here the results of a consen-

sus development process with key Canadian primary 

care researchers and evaluators using a combination of an 

electronic Delphi process and face-to-face consultations. 

METHODS
The Delphi is a written consensus process whereby 

documents are circulated to a group of experts, with 

each round of the document incorporating the feedback 

from the previous round until suffi cient consensus has 

been achieved and no more major changes are sug-

gested. Consensus was defi ned to participants as “I can 

live with it,” which still allows for variation in the details. 

The circulated document consisted principally of the 

list of operational defi nitions in alphabetical order with 

instructions to modify them or to indicate that they 

were adequate. Additional questions refl ected comments 

raised in previous rounds or addressed specifi c measure-

ment issues. When at least 80% of respondents agreed 

on a defi nition or question, we assumed consensus, and 

the issue was dropped from subsequent rounds. 

Our goal was to have 12 to 15 respondents on most 

rounds.11 We identifi ed experts from the previously 

mentioned Expert Working Group and from names 

recommended by a group of 8 primary health care 

researchers and decision makers who participated in a 

Canadian Health Services Research Foundation event 

on April 7, 2004, as well as names suggested during 

contacts with the above-mentioned recommended 

experts. A recommendation by more than 1 person 

was taken as an indication of recognition by peers. We 

generated a list of 26 Canadian primary health care 

experts, equally balanced among clinicians (principally 

family physicians and nurses), academics, and decision 

makers from all regions in the country; we selected 

those with community-oriented as well as medical 

approaches to primary health care. 

Of the 26 experts, we successfully contacted 20 by 

telephone, 18 of whom participated in at least 2 Delphi 

rounds and 6 of whom participated in all 4 rounds; 

4 of those who participated in every round are lead-

ing experts. The number of respondents was 15, 12, 

14, and 11 in each of the 4 rounds, respectively. We 

conducted the fi rst 3 rounds in June 2004, and round 

4 and the face-to-face consultation in fall 2004. The 

study received ethical approval, and experts consented 

to be identifi ed as participants.

We purposely did not defi ne primary health care, 

although we encouraged participants to think broadly, 

and we introduced the notions of professional mod-

els (primary care) and community-oriented models 

(comprehensive primary health care) that emerged in 

a classifi cation of international models conducted by 

Lamarche and colleagues.12 

We specifi ed that the attribute descriptions be 

stated in measurable terms which refl ect on the orga-

nization providing care. Participants were asked (1) to 

modify the existing defi nitions, (2) to suggest other 

attributes that should be included, and (3) to pro-

pose operational defi nitions for new attributes. In the 

second round, experts were again asked to modify 

defi nitions where consensus had not emerged and to 

comment on the 9 additional dimensions that were 

added. They were asked to remove any attributes that 

were either redundant or unmeasurable.

In the third round defi nitions or labels were again 

refi ned. Additionally, the participants were asked to 

identify the best data source for measuring the attri-

bute and to indicate whether the attribute was specifi c 

to primary health care or whether it was a generic 

attribute of health care. 

During the summer we reviewed the literature and 

mapped the operational defi nitions to validated ques-

tionnaires that evaluate primary health care attributes 

from the client perspective. This effort led us to identify 

additional attributes and to split some defi nitions into 

measurable components within distinct data sources. 

The results and suggestions were again circulated 

to experts. Issues for which consensus had not been 

achieved were brought to a face-to-face meeting with 

the research team, 6 of the participants, 3 project offi -

cers from the Canadian Institute for Health Informa-

tion, and the PHC research team from the University 

of Ottawa that hosted the meeting. We also revisited all 

the attributes that had been raised at any point in the 

process to determine whether they should be retained.

RESULTS
The evolution of the attributes and their labels dur-

ing the 4 Delphi rounds is displayed in Figure 1. Some 
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Figure 1. Evolution of primary health care dimensions in Delphi consultation.
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attributes and labels were retained over most of the 

rounds, as indicated by arrows that cut across the 

rounds. Converging arrows indicate attributes that 

were collapsed. For instance, some elements of the 

attribute of patient safety were integrated into the 

defi nition of quality of care and others into quality 

improvement process. Other concepts were split for 

either defi nitional or measurement clarity, as indicated 

by diverging arrows. For instance, comprehensiveness 

was split into whole-person care and comprehensive-

 ness of services. Clinical quality of care was split into 

technical quality of clinical care and interpersonal 

communication, because the sources of information for 

these 2 components were completely different. 

Table 1 displays the attribute labels, indicates 

whether the attribute is specifi c to primary health care, 

and shows the best information source for measuring 

the attribute. We have categorized the attributes as 

clinical practice attributes, structural dimensions, per-

son-centered dimensions, community-oriented dimen-

sions, and system performance dimensions. 

Table 2 displays the fi nal list of 25 operational 

defi nitions in the same order that they are presented 

in Table 1. This table presents the degree of consensus 

for each defi nition. Defi nitions were considered to be 

of high consensus when at least 80% of participants 

agreed completely with the defi nition. Defi nitions were 

considered to be of moderate consensus when between 

Table 1. Attributes of Primary Health Care, Grouped by Type, Showing Specifi city to Primary Health 
Care and Best Information Source for Measurement

Attribute*
Specifi c to 

Primary Care

Best Information Source for Evaluation

Patient
Clinician 
Report

Administrative 
Data Chart

Clinical practice attributes

Accessibility, fi rst-contact Yes +++

Accessibility-accommodation Not assessed

Comprehensiveness of services No (?)† ++ ++ + +

Informational continuity (new)‡ Not assessed

Management continuity No +++ +

Technical quality of clinical care No ++ (peer) ++

Practice structural dimensions
Clinical information management No + ++ + +

Multidisciplinary team No + +++

Quality improvement process No +++ +

System integration No + +++

Person-oriented dimensions
Advocacy No ++ ++

Continuity – relational Yes +++ +

Cultural sensitivity No +++ +

Family-centered care Yes +++ + +

Interpersonal communication No +++ +

Respectfulness No +++

Whole-person care No +++ +

Community-oriented dimensions
Client/community participation No ++ ++

Equity Not assessed ++ + +

Intersectoral team Yes +++ +

Population orientation Yes + ++ +

System performance dimensions

Accountability No ++ (peer)

+ (self)

++

Availability No + + (self) ++

Effi ciency/productivity No +++ +

+ = Appropriate source mentioned by 1 or 2 experts; ++ = best source according to several experts (this attribute was introduced at the last consensus event); 
+++ = best source according to all experts. 

* Attributes in alphabetical order within groupings.
† Although the quality of comprehensiveness is not specifi c to primary health care, the content is.
‡ Proposed at the last meeting but not submitted for consensus.
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Table 2. Attributes of Primary Health Care: Final Operational Defi nitions and 
Degree of Consensus Achieved

Concept: Operational Defi nition
Degree of 
Consensus

Clinical practice attributes

First-contact accessibility: The ease with which a person can obtain needed care (including advice and support) from 
the practitioner of choice within a time frame appropriate to the urgency of the problem

High

Accessibility-accommodation: The way primary health care resources are organized to accommodate a wide range of 
patients’ abilities to contact health care clinicians and reach health care services. (The organization of characteristics 
such as telephone services, fl exible appointment systems, hours of operation, and walk-in periods)

New

Comprehensiveness of services: The provision, either directly or indirectly, of a full range of services to meet patients’ 
health care needs. This includes health promotion, prevention, diagnosis and treatment of common conditions, refer-
ral to other clinicians, management of chronic conditions, rehabilitation, palliative care and, in some models, social 
services

High

Informational continuity: The extent to which information about past care is used to make current care appropriate to 
the patient

New

Management continuity: The delivery of services by different clinicians in a timely and complementary manner such 
that care is connected and coherent 

High

Technical quality of clinical care: The degree to which clinical procedures refl ect current research evidence and/or meet 
commonly accepted standards for technical content or skill

High

Structural dimensions

Clinical information management: The adequacy of methods and systems to capture, update, retrieve, and monitor 
patient data in a timely, pertinent, and confi dential manner

High

Multidisciplinary team: Practitioners from various health disciplines collaborate in providing ongoing health care High

Quality improvement process: The institutionalization of policies and procedures that provide feedback about structures 
and practices and that lead to improvements in clinical quality of care and provide assurance of safety

High

System integration: The extent to which the health care unit organization has established and maintains linkages with 
other parts of the health care and social service system to facilitate transfer of care and coordinate concurrent care 
between different health care organizations

High

Person-oriented dimensions

Advocacy: The extent to which clinicians represent the best interests of individual patients and patient groups in mat-
ters of health (including broad determinants) and health care

Moderate

Continuity-relational: A therapeutic relationship between a patient and one or more clinicians that spans various health 
care events and results in accumulated knowledge of the patient and care consistent with the patient’s needs 

High

Cultural sensitivity: The extent to which a clinician integrates cultural considerations into communication, assessment, 
diagnosis, and treatment planning

High

Family-centered care: The extent to which the clinician considers the family (in all its expressions) and understands its 
infl uence on a person’s health and engages it as a partner in ongoing health care 

Moderate

Interpersonal communication: The ability of the clinician to elicit and understand patient concerns, explain health care 
issues, and engage in shared decision making, if desired 

High

Respectfulness: The extent to which health professionals and support staff meet users’ expectations about interpersonal 
treatment, demonstrate respect for the dignity of patients, and provide adequate privacy

High

Whole-person care: The extent to which a clinician elicits and considers the physical, emotional, and social aspects of a 
patient’s health and considers the community context in their care

Moderate

Community-oriented dimensions

Client/community participation: The involvement of clients and community members in decisions regarding the struc-
ture of the practice and services provided (eg, advisory committees, community governance)

Moderate

Equity: The extent to which access to health care and quality services are provided on the basis of health needs, with-
out systematic differences on the basis of individual or social characteristics

High

Intersectoral team: The extent to which the primary care clinician collaborates with practitioners from nonhealth sectors 
in providing services that infl uence health

Low

Population orientation: The extent to which the primary care clinicians assess and respond to the health needs of the 
population they serve. (In professional models, the population is the patient population served; in community mod-
els, it is defi ned by geography or social characteristics) 

High

System performance

Accountability: The extent to which the responsibilities of professionals and governance structures are defi ned, their 
performance is monitored, and appropriate information on results is made available to stakeholders

Moderate

Availability: The fi t between the number and type of human and physical resources and the volume and types of care 
required by the catchment population served in a defi ned period of time

High

Effi ciency/productivity: Achieving the desired results with the most cost-effective use of resources* Low

Note: New attributes were suggested at the last meeting but not submitted to the consensus process.

* This defi nition is nonoperational.
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60% and 79% agreed. Defi nitions were considered 

to be of low consensus when less than 60% agreed. 

Defi nitions designated as new were not submitted to 

the Delphi consultation because they were proposed at 

the last face-to-face consultation as having problematic 

clarifi cations over various rounds. 

DISCUSSION
This consensus process resulted in 25 operational defi -

nitions of attributes of primary health care. Only a few 

were identifi ed as being specifi c to primary health care: 

fi rst-contact accessibility, relational continuity, family-

centered care, population orientation, and intersectoral 

team work. The last 2 pertain particularly to commu-

nity-oriented primary health care models. Although 

some attributes, such as comprehensiveness of services 

and technical quality of clinical care, are relevant to 

all parts of the health system, there are specifi c subdo-

mains that pertain specifi cally to primary health care. 

Comprehensiveness specifi c to primary health care 

covers diagnosis and management of commonly occur-

ring acute and chronic conditions and of clinical pre-

ventive care. Likewise, the criteria for technical quality 

of clinical care will differ for primary health care, spe-

cialty ambulatory care, and in-hospital care. 

The request to identify the best information 

sources for measurement led to defi nitional clarity 

in some cases. For instance, comprehensiveness, as 

defi ned in the fi rst 2 rounds, encompassed several sub-

concepts and threatened to become immeasureable. 

This problem was resolved by splitting the defi nition 

into whole-person care (consideration of all dimensions 

of a person), which is best measured by the patient; 

and comprehensiveness of services (availability of a 

range of health services), which is best measured by 

the provider. Likewise, quality of clinical care, classi-

cally defi ned as care conforming to technical and inter-

personal standards,13,14 narrowed to technical quality of 

clinical care, which is best measured from chart audit 

or clinician report; and to specifi c aspects of interper-

sonal care, such as interpersonal communication and 

respectfulness, which is best measured by the patient. 

The intentional inclusion of panelists who repre-

sented both the community-oriented (comprehensive 

primary health care) and professional (primary care) 

models enriched the operational defi nitions, making 

this list broadly relevant to a variety of primary health 

care models across Canada and internationally. The 

inclusion of client/community participation and the 

intersectoral team are relevant principally to commu-

nity-oriented models. The initial conception of com-

munity orientation as “the extent to which the primary 

care provider assesses and responds to the health needs 

of the community” was expanded by many clinicians 

to include “… and to which the community context is 

considered in the care of individual patients.” The lat-

ter phrase was eventually incorporated into the defi ni-

tion of whole-person care and community orientation 

was reframed as “population orientation,” with a note 

that the population is conceived differently in commu-

nity and professional models. 

Program evaluators from regional and provin-

cial government health authorities also enriched and 

expanded operational defi nitions. From an evaluation 

perspective they were particularly interested in how 

primary health care fi t in the health system rather than 

in the effectiveness of process and structures at the 

clinical level. Decision makers placed particular empha-

sis on such concepts as resource availability, effi ciency, 

and accountability. Effi ciency was recognized by all 

as an important outcome, but despite repeated efforts, 

it seemed impossible to fi nd a concise operational 

defi nition on which everyone could agree. We leave 

the completion of this exercise to others! As a result 

of trying to map the dimensions to questionnaires, it 

also seems that certain attributes, such as equity and 

accountability, are inferred as outcomes from analyses 

rather than measured directly.

Some concepts and defi nitions remained thorny 

throughout the process. Responsiveness is a case in 

point. Responsiveness is an attribute used by the World 

Health Organization when ranking health systems,15 

and it is defi ned “as a measure of how the system 

performs relative to non-health expectations for how 

people should be treated by providers with respect 

to dignity of the person, confi dentiality, autonomy to 

participate in choices about one’s own health, prompt 

attention, quality of amenities, choice of provider, and 

access to family and friends during care.”15 Because 

the WHO defi nition overlapped with our defi nitions 

of other attributes, we removed obvious overlap-

ping elements of confi dentiality (addressed in clinical 

information management), autonomy (addressed as 

shared decision making elsewhere), and choice of clini-

cian (addressed in accessibility). We dropped access 

to social support—family and friends because it is 

mostly pertinent to hospital services in nonindus-

trialized countries. We did achieved high consensus 

on the defi nition of responsiveness as the” ability of 

the primary care unit to provide care that meets the 

non-health expectations of users in terms of dignity, 

privacy, promptness, and quality of basic amenities.” 

We experienced problems, however, when mapping 

questionnaires to the operational defi nitions. Many 

questionnaire subscales were mapped equally to 

responsiveness, interpersonal communication, whole-

person care, and relational continuity. Consequently, at 
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the face-to-face meeting the panelists concluded that 

responsiveness was unworkable as an operational defi -

nition, and it was narrowed into the more measurable 

and distinct dimension of a respectfulness. 

The placement of shared decision making within 

a dimension was also problematic. It was initially rep-

resented in both advocacy (clinician representing the 

individual’s best interests, including informed decision 

making) and in interpersonal communication (ability 

of the clinician to engage in shared decision making). 

At the face-to-face meeting the suggestion was made 

to include it in another dimension—patient-centered-

ness—following the work of Moira Stewart.16-19 A 

literature search encountered a variety of defi nitions 

of patient-centered care, with common elements being 

shared decision making and the explicit recognition of 

the individual’s values, preferences, and ways of under-

standing their health.20-24 A literature-based defi nition 

rapidly became unwieldy, however, and included too 

many elements of care and overlaps with other defi -

nitions. It became more workable to recognize that 

patient-centered care encompasses the attributes of 

whole-person care, family-centered care, respectful-

ness, cultural sensitivity, and advocacy, for which there 

is empirical support.25 Even shared decision making is 

not essential to patient-centeredness. Stewart observes 

that “being patient centred means taking into account 

the patient’s desire for information and for sharing 

decision making and responding appropriately.”22 In 

consultation with Stewart, the research team decided 

that the important concept of patient-centeredness 

was already included in 7 existing defi nitions, and a 

separate defi nition would therefore be redundant. As 

well, the team and Dr Stewart agreed with the Delphi 

panel’s preference to place shared decision making in 

interpersonal communication.

The fi nal list of operational defi nitions includes two 

that were not submitted to the full consensus process: 

informational continuity and accessibility-accommo-

dation. Informational continuity was suggested as an 

attribute in round 2 but was then subsumed within 

clinical information management and relational con-

tinuity in round 3. At the face-to-face meeting, how-

ever, the panelists suggested that it be reintroduced in 

accordance with the conceptual work of Haggerty and 

colleagues.26 First-contact accessibility was recognized 

as a core attribute of primary care after round 1, but 

as more elements were added to the defi nition, we 

began to lose the specifi city of fi rst contact. In round 

4, the panel agreed that it was important to keep fi rst 

contact (patient initiated) as a separate dimension, and 

introduce another defi nition for general accessibility. 

The defi nition we present here recognizes that acces-

sibility occurs at the interface of service availability 

and patient capacity. We include it for completeness, 

recognizing that it has not been submitted to scrutiny.

Some will be surprised at the absence of satisfac-

tion as an attribute to be measured. Satisfaction is 

defi ned as the “extent to which services adequately ful-

fi ll the expectations of patients.”27 Our panelists were 

divided as to whether satisfaction was an attribute of 

care or a metric of the achievement of other attributes; 

ultimately, by a small majority it was not included as 

an attribute of care. A systematic review by Crow and 

colleagues27 points out that satisfaction is a relative 

concept, and little is known about the mechanisms by 

which judgments are made. Furthermore, expressions 

of satisfaction and dissatisfaction seem to tap into dif-

ferent constructs rather than being extreme ends of the 

same dimension. Even so, we cannot ignore that many 

questionnaires, especially visit-based ones, elicit satis-

faction with care. 

Several other dimensions were identifi ed in ques-

tionnaires that did not emerge as attributes in our con-

sultation. One is patient enablement, a patient’s sense 

of self-effi cacy in being better able to understand and 

manage a health condition as a result of the clinician’s 

behavior during the visit.28,29 As is satisfaction, patient 

enablement is considered to be an outcome rather than 

an attribute of care and is elicited only in visit-based 

questionnaires.30 Another is trust,31 which we also 

believe is an outcome rather than an attribute of the 

care process. Some may also see the omission of cost 

as a barrier to accessibility as an important lapse. This 

omission undoubtedly refl ects the Canadian context 

of universal access to medical services, in which cost 

barriers are theoretically minimal. There may be other 

omissions or particularities that refl ect the Canadian 

nature of the consultation, but we believe that the 

defi nitions are robust internationally. For example, the 

attributes map well to the 6 characteristics identifi ed 

by the Institute of Medicine of a health system that 

meets patients’ needs: safe, effective, patient-centered, 

timely, effi cient, and equitable.32

There are important limitations to address. Some 

may fi nd that the number of experts (see Acknowledg-

ments) was too small to constitute a consensus among 

Canadian experts; however, this number is within the 

norm for Delphi studies, as it allows for rich input 

and feedback.33 The Delphi method falls more within 

the qualitative rather than quantitative paradigm, and 

participants were purposefully selected to maximize 

the variation in perspective. We acknowledge that our 

desire to balance our panel meant that expertise was 

limited for a given perspective, and in future efforts it 

would be important to seek specifi c expertise on areas 

of low consensus. Nonetheless, we are confi dent that 

areas where consensus is high would be largely agreed 
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on by an independent consensus consultation, recalling 

that consensus refl ects general agreement, allowing for 

variation in details. Defi nitions having moderate or low 

consensus may indeed benefi t from further develop-

ment and broader consultation, but we leave that to 

future research. 

Some may also be concerned that not having all 

the experts respond to every round may bias the con-

sensus. Although the varying number of responses for 

each round was not ideal, we were comforted that the 

core of consistent responders included the most experi-

enced and widely recognized experts on the panel, and 

that the major changes occurred early in the process. 

Again, we refer the reader to the degree of consensus 

and the stability of defi nition (described in Figure 1) as 

a guide to confi dence in the defi nitions proposed. 

This attempt is not the fi rst, nor will it be the last, 

to defi ne qualities and attributes of primary health 

care.24,34 Our goal was to arrive at operational defi -

nitions that would establish a common lexicon for 

describing attributes in the health system and in pri-

mary health care in particular and to aid in the selec-

tion of evaluation tools. Our report highlights the need 

for data from patients and clinicians, as well as routine 

administrative data, to get a valid and global evaluation 

of primary health care. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/5/4/336. 
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