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The quality of care (QoC) of primary health care (PHC) services in Albania faces challenges

on multiple levels including governance, access, infrastructure and health care workers.

In addition, there is a lack of trust in the latter. The Health for All Project (HAP) funded

by the Swiss Agency for Development and Cooperation therefore aimed at enhancing

the population’s health by improving PHC services and implementing health promotion

activities following a multi-strategic health system strengthening approach. The objective

of this article is to compare QoC before and after the 4 years of project implementation. A

cross-sectional study was implemented at 38 PHC facilities in urban and rural locations

in the Diber and Fier regions of Albania in 2015 and in 2018. A survey measured

the infrastructure of the different facilities, provider–patient interactions through clinical

observation and patient satisfaction. During clinical observations, special attention was

given to diabetes and hypertensive patients. Infrastructure scores improved from base- to

endline with significant changes seen on national level and for rural facilities (p < 0.01).

Facility infrastructure and overall cleanliness, hygiene and basic/essential medical

equipment and supplies improved at endline, while for public accountability/transparency

and guidelines and materials no significant change was observed. The overall clinical

observation score increased at endline overall, in both areas and in rural and urban

setting. However, infection prevention and control procedures and diabetes treatment

still experienced relatively low levels of performance at endline. Patient satisfaction

on PHC services is generally high and higher yet at endline. The changes observed

in the 38 PHC facilities in two regions in Albania between 2015 and 2018 were

overall positive with improvements seen at all three levels assessed, e.g., infrastructure,

service provision and patient satisfaction. However, to gain overall improvements in

the QoC and move toward a more efficient and sustainable health system requires

continuous investments in infrastructure alongside interventions at the provider and

user level.
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INTRODUCTION

Healthcare in the Soviet Union (1922–1991) was delivered by
a state-run, centralized, integrated and hierarchically organized
health-care model—the Semashko system—providing state-
funded health care to all citizens. The system was widely
adopted by the Soviet Union’s satellite and aligned states, being
perceived as a coherent and cost-effective model to cope with
the medical necessities at the time. Indeed, the system allowed
the former Soviet Union to pioneer something close to universal
coverage of basic health-care services (1). However, since
the post-Soviet transition, ex-Semashko states across Eastern
Europe and northern Asia have been undergoing major health
system reforms.

Albania, a formerly aligned state in Southeast Europe broke
with the Soviet Union in 1961. While the country adopted
aspects of the Semashko model, including the development of
an extensive primary health care (PHC) during the 1960s (2),
it shifted to prioritizing hospital care in the 1970s. However,
sustained periods of economic and political isolation within
Europe as well as within the former Communist group of
countries (2, 3), lead to great challenges to reforming Albania’s
economic and social establishments, including healthcare. In
1990–1991 the economy of Albania and inevitably all other
sectors collapsed, leading to the fall of the communist regime and
paving the way to democratic reforms. By the late 90ies, most
hospital services were stripped down to providing emergency
care only, almost one third of the medical staff force was lost
and drugs and medical equipment were looted. The healthcare
crisis was exacerbated by the spill-over from the Kosovo war
with the Federal Republic of Yugoslavia that drove thousands
of Kosovo Albanians into the country, putting additional strains
on an already inadequate national healthcare system (2). Despite
those challenges, multiple reform cycles were implemented by
the Albanian Ministry of Health (today’s Ministry of Health and
Social Protection) during the last three decades. In the same
period, Albania progressed economically to halving national
poverty and achieving upper-middle-income status (3).

As part of the healthcare reform, Albania has invested
in improving national PHC services to better accommodate
current and future population health needs, above all, the
increasing strain from non-communicable diseases, urbanization
and population aging (2, 4–7). Yet, PHC services remain
challenged on the levels of health systems governance (e.g., lack of
autonomy for PHC center managers), information sharing (e.g.,
lack of an integrated national health information system and a
dysfunctional referral and follow-up system), healthcare workers
(e.g., shortage of and inadequate training and/or positioning of
health workers vis-à-vis PHC needs), access (e.g., long waiting
times and travel distances) and hardware (i.e., infrastructure
and diagnostic equipment). Those challenges are exacerbated
by a lack of trust in PHC staff members by patients and
secondary/tertiary care representatives (8, 9). Consequently,
PHC is often being bypassed in favor of secondary or tertiary care,
and sometimes, private service providers (10).

PHC is deemed the gateway for universal health coverage
(UHC) ensuring that most essential interventions can be

accessed equitably, prioritizing on prevention and promotion
and minimizing out-of-pocket spending (11). However, while
access to basic health care services has increased on a global level,
quality of care (QoC) has lagged behind owing to the lack of
investment and interest in this domain and the wider perception
that quality naturally improves with the expansion of coverage
(12). In recent years, it has been recognized that this expectation
does not reflect the reality and that poor QoCmay be a significant
challenge to achievingUHC, irrespective of access (13) as well as a
major driver of excess mortality (14). Peer reviewed information
on QoC in Albania is scarce and fragmented drawing from six
studies that revealed sub-standard QoC inmaternal and newborn
health care, acute myocardial infarction and NCD patient care
in Albanian hospitals (15–17). Most recent work, using cross-
sectional health facility surveys to identify the factors associated
with the utilization of PCH services, demonstrated that QoC was
among the most important influencing factors for choosing a
type of health facility for both public and private health facility
users (18, 19). The perception of PHC users vis-à-vis non-clinical
QoC and its association with sociodemographic characteristics of
patients and the type of health provider (private vs. public) was
analyzed in a related study, using a facility-based survey (20). The
perception of non-clinical QoC was found to be high and similar
for both types of providers with highest scores reported for clear
“communication” and “dignity.” The lowest scores were given to
“promptness” and “coordination of care” required attention to
meet patient’s expectations on good QoC.

The Health for All Project (HAP) funded by the Swiss Agency
for Development and Cooperation (SDC) aims at strengthening
the health system in Albania with a focus on PHC (21). The
first phase of the project was implemented in two Regions of
Albania from January 2015 to March 2019 in 80 primary health
centers. The overall goal of HAP was to enhance the population’s
health by improving PHC services and implementing health
promotion activities following a multi-strategic “health system
strengthening” approach that supports actors in the health system
on the demand side and the supply side. This was achieved by
running health promotion campaigns and educational activities
for the former, by strengthening capacities of health professionals
through training and education and by enhancing infrastructure
and equipment.

The objective of the here presented work was to compare QoC
before and after the four years of PHC strengthening in the two
study regions in Albania.

METHODS

Study Framework
The HAP project was implemented in two pilot regions
in Albania, namely Diber in the north-east of the country
with a population of 120,978 and Fier, located in south-west
Albania with a population of 298,144. Diber is a mountainous,
rural area relying largely on agricultural production, while
Fier has access to the sea, an oil industry, is a producer
of agriculture and remains predominantly rural. A range of
activities was implemented to strengthen QoC specifically, e.g.,
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regular continuous medical education (CME) schemes through
peer groups and the introduction of “Nurse bags” and “Doctors
bags” along with training on their use. Content wise the training
for both peer groups and doctor/nurse bags focussed on technical
aspects of patient treatment and in selected instances on patient-
provider principles. In addition, a complete renovation of 16
health centers took place.

Two cross-sectional studies on the QoC in PHC centers were
conducted; one at baseline in 2015 and another one in 2018
after 4 years of HAP implementation. Data were collected at
three different levels, e.g., (i) the health facility, (ii) the health
provider; and (iii) the patients. Criteria for inclusion of the
health facilities in the survey required that (i) they be situated
in rural and urban areas; (ii) have at least one medical doctor
working at the facility; (iii) the facility offered the provision of
care and prevention related to chronic diseases (e.g., diabetes
mellitus, hypertension); and (iv) and that they were covered
by HAP and project activities, namely CME. Criteria for the
inclusion of the health providers of the selected facilities for
provider–patient observations required that they were general
practitioners/family doctors, that oral informed consent of the
PHC service provider was given and that written informed
consent of the patient, or his or her legal representative, was
obtained prior to each clinical observation. The distinction
between general practitioners and family doctors is blurry in
Albania. General practitioners often describe themselves as
family doctors since the number of generalists trained in the
specialization of familymedicines is very low in Albania. The self-
classification is thus generally relating to general practitioners
being contracted as family doctors.

Finally, criteria for the inclusion of patients exiting the
selected facilities and receiving consultation required that
patients were at least 18 years old or accompanied by a legal
representative. Moreover, they had to have accessed health
centers and have received consultation from a health provider
for their own health issue or the health issue of the child that
they accompanied. Written informed consent of the patient, or
his or her legal representative, had to be obtained prior to the
study confirming the voluntary participation and acknowledging
the right to withdraw from the study at any point in time.

The same 38 primary care facilities were assessed during
baseline and endline studies, while PHC providers observed
during clinical practice and patients exiting the health service
differed. Diber accounted for 20 of the facilities surveyed, whilst
Fier accounted for the remaining 18. The surveyed facilities were
located into 27 rural and 11 urban areas.

Survey
The survey measured structural, process and outcome attributes
thereby following the framework as laid out by Donabedian
(22, 23). It included three questionnaires to assess the different
dimensions of QoC: (i) the health facility level as a proxy
for structural attributes; (ii) health provider level (process
attributes); and (iii) patient satisfaction (outcome attributes). The
questionnaire in the endline survey remained largely identical
to the baseline survey. They included a mix of questions from
the World Health Organization (WHO) Service Availability

and Readiness Assessment (SARA) (24) and an electronic
Tool to Improve Quality of Health Care developed within the
“ACCESS” program supported by the Novartis Foundation for
Sustainable Development (25). The questionnaires were adapted
to the local Albanian context thereby taking into consideration
the MoHSP (2014) “Basic Package of Services in Primary
Health Care” and the existing treatment guidelines for specialist
care (adjusted for family doctors). Some questions relating
to HAP interventions, HAP infrastructure improvements (e.g.,
rehabilitation and equipping doctors and nurses) and HAP
providing information corners and community participation in
health promotion activities, were introduced. Other questions
were amended to reflect changes in policy and updated guidelines
(e.g., complaint mechanisms, updated the age of check-up
program from 40–65 in baseline to 35–70 endline and list of
essential medicines).

The infrastructure assessment and patient satisfaction were
conducted as tablet-based interviews. Interviews were based
on structured and closed questions in a questionnaire. The
patient interactions were documented in the frame of structured
observations according to treatment protocols for (i) the
principles of clinical history and physical examination; (ii)
infection prevention and control measures; (iii) diabetes
treatment; (iv) hypertension treatment; and (v) all other
treatments. However, it should be noted, that the protocols for
(iii) and (iv) relate to specialist treatment protocols as theMoHSP
had not published treatment protocols for PHC.

Training and Pre-test
Interviewers were trained and received clear instructions on
the data collection, specifically the conduct of observations
for the clinical consultations. Nevertheless, variations between
interviewers/observers cannot be completely excluded. All
interviewers had medical or a public health background. The
interviewers were informed about (i) the HAP; (ii) the aim and
objectives of the survey; (iii) the data collection process and
procedures; iv) the structure of the questionnaires; and (v) the
use of portable electronic tablet devices. A pre-test was conducted
at two rural health facilities in Fier, which were different
from the sampled health centers, and they were supervised by
the regional coordinator and two HAP staff. All interviewers
gained experience in clinical observations and exit interviews.
To conduct the infrastructural assessment, the interviewer
group followed a HAP supervisor and a doctor/director in
the health center who showed and explained the different
medical instruments.

A similar questionnaire was used as in previous studies. In
order to assure content validity the HAP team collected the
interviewer feedback after the pre-test and a few adjustments
were made to the wording and translation of questions and
answer possibilities. In a few instances, additional clarifications
and choices were added.

Data Collection
Fieldwork for the baseline survey took place between April
2015 and May 2015 and for the endline survey between July
and August 2018. Procedures were mostly the same for both
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surveys; in brief for the endline survey, 12 interviewers (8 for
the baseline), organized in teams of two, were closely supervised
and supported whilst they conducted data collection of the three
dimensions of QoC in health centers. Patients were included
consecutively. The number of patients included per day did
align to the interview workload for one data collection team in
one given facility. Data collection was done electronically using
tablets and Open Data Kit (ODK) software was used for the
questionnaire. Completed questionnaires were transferred to a
server in Basel, Switzerland on the same day where an initial
quality check was conducted. Sampling was done separately for
each region, applying a clustered approach (i.e., one cluster
equalled 1 day of data collection at a health facility) proportional
to size using the number of facility visits in the year before
each survey as a proxy for the size of the facility. In total, 27
clusters were applied in each region and larger facilities were
sampled several times. These (larger) facilities, typically in urban
areas, were visited on consecutive days but different doctors
were observed for clinical consultations. Data collectors typically
visited a facility and observed as many clinical consultations as
possible during each sampling day. The infrastructure evaluation
was done only for health centers and not for the health posts
and conducted together with the head of the facility, or his or
her closest representative, by the end of the working day. For
the clinical observations, patient illnesses were categorized into
“hypertension,” “diabetes,” and “other” since previous studies
have demonstrated issues with sample size when specifying
additional categories. “Other” was to include any other reason
for a doctor visit, including vaccination, flu/cold and diarrhea
and obtaining a prescription. Following a consecutive sampling
approach, exit interviews were requested from all patients exiting
the facility by the data collectors. The interview with patients
exiting the facility was conducted in the yard or in some
cases where suitable, in the large HC corridors, to allow for
maximum privacy.

Data Analysis
Summary cross-tables were created for each variable and
stratified according to the regions and the locations. Potential
significant differences, between baseline and endline, were
identified using the Wilcoxon signed-rank test for the paired
ordinal infrastructural assessments, the Rao-Scott corrected
chi-squared test for categorical variables, and mixed linear
regression for continuous variables originating from clinical
observations and exit interviews. The latter are indices based on
sets of questions or items about a specific topic, e.g., infection
prevention and control. The value of the index is the percentage
of questions answered correctly or items fulfilled. Questions or
items not answered or not applicable were excluded from the
calculations. Data was analyzed using Stata Statistical Software
v16.1 (Stata Corporation; College Station, TX, USA).

RESULTS

Infrastructural Assessment
An improvement of the overall average infrastructure score was
observed between base- to endline (p < 0.001) across the study

facilities. Assessing the average percentage infrastructure score
for each of six sub-topics, (1, facility infrastructure and overall
cleanliness; 2, hygiene; 3, public accountability/transparency; 4,
guidelines and materials; 5, basic/essential medical equipment
and supplies; and 6, medication and products), improvements
at endline were found in all sub-topics but in the guidelines and
materials: (1) p= 0.003; (2) p< 0.001; (3) p= 0.020; (4) p= 0.79;
(5) p < 0.001; and (6) p= 0.002.

Clinical Observations
Socio-Economic Profile of Doctors
Overall, 842 clinical observations were conducted during the
endline survey thereof 354 in Diber and 488 in Fier (at
baseline: Total 625; Diber 175; Fier 450). The average number
of observations per facility was 22 (median 19; min. 2; max. 64)
with a lower average in Diber than in Fier (18 vs. 27 respectively).
Differences in the number of consultations between the two
regions reflect the different utilization rate of health services. In
Diber, 33% of observations were conducted in urban facilities
compared with 53% in Fier (Table 1).

Mostly, patients attended the facility for health reasons “other”
than diabetes and hypertension (baseline 64%; endline 66%)
followed by hypertension (baseline 29%; endline 28%) and
diabetes (baseline 7%; endline 6%). Specifically, diabetes was
more prevalent among observations in urban facilities. Among
patients, 56%were female. Observations were done for 86 doctors
during the endline (and 52 doctors during the baseline) with an
average of 9 observations per doctor (min: 1; max. 36). Thus,
the ranges of observations are similar to the baseline study.
Doctors were mostly female (73%) and 59%were general doctors,
41% contracted as family doctors (baseline general doctors 94%,
family doctors: 4%; specialists 2%).

Clinical Consultations Scores
The average clinical observation score improved between
baseline and endline across the study facilities (p < 0.001), as
assessed by mixed linear regression adjusting for district and
urban/rural, with random effect for health facility.

Adherence to principles of good clinical practice and physical
examination achieved improved and high scores at endline,
compared with the baseline, across the study facilities. Seeing the
client in privacy/ensuring confidentiality saw a particularly large
increase of over 20 percentage points in the overall score from
70.4% at baseline to 92.6% at endline (Table 2). Greeting of the
client and the polite closing of the consultation was adhered to in
most instances, in both evaluations.

Infection prevention and control procedures showed a trend
for improvement between 2015 and 2018 for all procedures
except for putting on gloves when required (Table 2). However,
the proportion of health staff that routinely implements hygiene
measures, albeit slightly improved, remained at a very low
level at endline (3.6% put on a mask when required, 5.1%
put on gloves when required and 12.1% washed hands before
the procedure).

Slightly more clinical consultations with diabetes patients
were reported during the endline (n = 50) compared with the
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TABLE 1 | Observations and socio-demographic attributes of doctors of clinical consultations.

Baseline Endline

Diber

% (n)

Fier

% (n)

Rural

% (n)

Urban

% (n)

Total

% (n)

Diber

% (n)

Fier

% (n)

Rural

% (n)

Urban

% (n)

Total

% (n)

Number of

observations

28.0

(175)

72.0

(450)

40.2

(251)

59.8

(374)

100.0

(625)

42.0

(354)

58.0

(488)

55.0

(463)

45.0

(379)

100.0

(842)

Reason for visit

Arterial

hypertension

24.6

(43)

30.9

(139)

24.3

(61)

32.4

(121)

29.1

(182)

32.8

(116)

23.6

(115)

28.5

(132)

26.1

(99)

27.4

(231)

Diabetes 2.3

(4)

8.7

(39)

2.4

(6)

9.9

(37)

6.9%

(43)

4.5

(16)

7.0

(34)

5.6

(26)

6.3

(24)

5.9

(50)

Other 73.1

(128)

60.4

(272)

73.3

(184)

57.8

(216)

64.0

(400)

62.7

(222)

69.4%

(339)

68.9

(305)

67.5

(256)

66.6

(561)

Number of

doctors that were

observed

48.1

(25)

51.9

(27)

50.0

(26)

50.0

(26)

100.0

(52)

44.2

(38)

55.8%

(48)

50.0

(43)

50.0

(43)

100.0

(86)

Female doctors

observed

60.0

(15)

77.8

(21)

42.3

(11)

96.2

(25)

69.2

(36)

71.1

(27)

75.0

(36)

55.8

(24)

90.7

(39)

73.3

(63)

Type of doctor (contracted)

Family doctor 4.2

(1)

3.7

(1)

- 7.7

(2)

3.9%

(2)

44.7

(17)

37.5

(18)

48.8

(21)

32.6

(14)

40.7

(35)

General doctor 96.0

(24)

92.6

(25)

100.0

(26)

88.5

(23)

94.2

(49)

55.3

(21)

62.5

(30)

51.2

(22)

67.4

(29)

59.3

(51)

Specialist 0.0

(0)

3.7

(1)

- 3.9

(1)

1.9

(1)

0.0

(0)

0.0

(0)

0.0

(0)

0.0

(0)

0.0

(0)

TABLE 2 | Rating for adherence to the principles of history and physical examination by the medical doctor and for infection prevention and control.

Baseline Endline

Total % (n) N Total % (n) N p-vala

Adherence to principles of history and physical examination by the medical doctor

Greets the client 96.6 (604) 625 99.9 (841) 842 <0.001

Sees the client in privacy/confidentiality 70.4 (440) 625 92.6 (780) 842 <0.001

Makes the client comfortableb 84.5 (528) 625 98.3 (828) 842 <0.001

Asks the client about concerns, allows client to explain his/her health issue 88.5 (553) 625 97.6% (822) 842 0.003

Closed politely the consultation 96.0 (583) 607d 98.8 (768) 777d 0.099

Infection prevention and control

Washed hands before the procedure including use of soap 4.8 (30) 625 12.1 (93) 625d 0.037

Applied proper decontamination proceduresc 0.0 90d 12.2 (44) 362d 0.061

Put on gloves where required 2.8 (3) 107d 5.1 (13) 253d 0.57

Put on a mask where required 0.0 (0) 116d 3.6 (9) 251d 0.062

aRao-Scott corrected chi-squared test; be.g., seat offered; ce.g., soaking contaminated instruments into a bucket with chlorine or any other disinfectant; dnature of observation was

deemed not applicable by observers for some consultations leading to less overall observations.

baseline (n = 43). During the endline evaluation, the number
of diabetic patients observed in rural and urban centers were
almost the same (rural n = 26, urban n = 24) in contrast
to the baseline assessment, where observations in rural areas
were six times lower than in urban settings (rural n = 6;
urban n = 37). An overall improvement was found between
base- and endline, with regard to treatment of diabetes patients
by (i) asking questions (e.g., about adherence to treatment,
health complaints, risk factors; (ii) conducting examinations
(e.g., checks on blood pressure and eyes); and (iii) give advice,

explanations or instructions (e.g., regarding follow-up visits,
diagnosis, prescribed medicines) (p= 0.013) (Table 3). However,
of the sub-categories, ‘giving advice, explaining and instructing’
was the only one that notably improved between base- and
endline (p= 0.001).

A total of 231 clinical hypertension consultations were
observed at endline (N = 116 in Diber and N = 115 in
Fier) and 182 at baseline (Diber n = 43; Fier n = 139). Of
the endline observations 132 took place in rural (57%) and
99 in urban facilities (43%). A significant improvement was

Frontiers in Public Health | www.frontiersin.org 5 December 2021 | Volume 9 | Article 747689

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Saric et al. Quality of Care in Albania

TABLE 3 | Clinical observation score—average achieved % out of all items for diabetes, hypertension and “other illnesses.”

Baseline Endline

Average achieved % N Average achieved % N p-vala

Out of all diabetes items

Asks questions 23.6 43 38.5 50 0.24

Conducts examination 10.9 43 21.8 50 0.59

Advices, explains, and instructs 25.1 43 51.0 50 0.001

Overall 22.3 43 42.4 50 0.013

Out of all hypertension items

Asks questions 24.2 182 46.3 231 <0.001

Conducts examination 17.8 182 26.4 231 0.004

Advices, explains, and instructs 38.0 182 59.8 231 <0.001

Overall 29.4 182 47.4 231 <0.001

Out of all other illnesses

Asks questions 71.1 400 86.0 561 <0.001

Conducts examination 59.7 400 82.1 561 <0.001

Advices, explains, and instructs 51.6 400 74.9 561 <0.001

Overall 63.5 400 80.2 561 <0.001

aMixed linear regression adjusting for district and urban/rural, with random effect for health facility.

found in the scores for hypertension treatment where an overall
increase from baseline to endline was observed (p < 0.001)
(Table 3). The average scores in both evaluations were best
for “giving advice” (baseline 38%; endline 60%) followed by
“asking questions” (baseline 24%; endline 46%). All three sub-
categories saw clear improvement between base- and endline
(p < 0.01).

A total of 561 patient consultations were recorded during the
endline survey for diseases other than diabetes or hypertension.
Of these, 40% (n = 222) were conducted in Diber (baseline
32%; n = 128) and 60% (n = 339) in Fier (baseline 68%; n
= 272). During the base- and endline surveys about half of
the observations were conducted in rural locations (baseline
46%; endline 54%). Overall, consultations of patients for
“other diseases” achieve higher scores than for diabetes and
hypertension (Table 3). With regard to the average score on
“other disease” treatment, a significant increase of observed
between the base- and endline (p < 0.001). Asking questions
improved from 71% from the baseline to 86% during the endline.
Examinations were provided as required during 82% of cases in
the endline compared to 60% of cases during the baseline. Advice
and explanations achieved average scores of 75% during the
endline and 52% during the baseline. Improvements at endline
were achieved in each sub-category (p < 0.001).

Exit Interviews
Respondents Socio-Economic Profile
Of 870 eligible patients exiting the health facilities during the
endline survey, 776 patients participated in the survey resulting
in a response rate of 89% (baseline: n= 706 of 769; response rate:
92%). Out of 776 conducted 325 (41.9%) were in Diber and 451
(58.1%) in Fier region. During the baseline, a larger difference

was found between the two areas, i.e., 25.9% in Diber and 74.1%
in Fier (Table 4). Similarly, a shift was observed toward less
interviews being conducted in urban health centers at endline
compared with the baseline (endline: 46.6%; baseline: 66.7%).
The sample consists of 439 (57.0%) women and an average age
of respondents of 51.6 years (min. 0 years, max. 86 years; median:
56 years). Respondents most commonly had about 8/9 years or
12 years of school education. Participants were most commonly
pensioners, followed by being unemployed or a housewife. About
23.8% of participants benefited from economic or social aid at the
time (baseline: 15%) and 4.5% belong to an ethnic or linguistic
minority (baseline 3%).

Satisfaction With Health Services
As during the baseline most of the patients in the endline
survey had visited a given health facility for 1–3 times in the
past 3 months (1–3 times 75%; more than three times 24%).
However, a decrease in persons that did not access a given
health care facility in the past 3 months, was seen at endline
compared with the baseline (baseline, 15%; endline, 0.5%). The
decrease was most prominent for Diber and rural areas that
moved from 27% and 21% at baseline to 0.5% and 0% at
endline (Supplementary Table 1). Visits took place for reasons
mostly related to chronic conditions (baseline 40%, endline 49%)
followed by conditions not further categorized (baseline 35%,
endline 40%) or related to child health (baseline 19%, endline
8%). Less often were the facilities visited for antenatal care (both
evaluations 2%) or immunization (baseline 4%, endline 2%)
(Supplementary Table 1). This was mostly consistent between
base- and endline as well as between Diber vs. Fier and rural vs.
urban areas.
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TABLE 4 | Socio-demographic attributes among respondents of exit interviews.

Baseline Endline

Diber

% (n)

Fier

% (n)

Rural

% (n)

Urban

% (n)

Total

% (n)

Diber

% (n)

Fier

% (n)

Rural

% (n)

Urban

% (n)

Total

% (n)

Number of

interviews

25.9

(183)

74.1

(523)

33.3

(235)

66.7

(471)

100.0

(706)

41.9

(325)

58.1

(451)

53.5

(428)

46.6

(348)

100.0

(776)

Women 53.0

(97)

57.4

(300)

51.9

(122)

58.4

(275)

56.2

(397)

53.5

(174)

58.8

(265)

51.6

(221)

62.6

(218)

57.0

(439)

Urban 52.4

(96)

71.7

(375)

- - 66.7

(471)

10.9

(104)

35.6

(244)

- - 46.6

(348)

Average age

(SD)

42.3

(25.5)

45.1

(26.8)

39.0

(26.9)

47.3

(25.8)

44.4

(26.5)

50.5

(19.3)

52.2

(21.4)

51.6

(20.3)

51.3

(20.8)

51.5

(20.5)

Education

Never

attended

school

18.6

(34)

12.7

(66)

17.5

(41)

12.6

(59)

14.2

(100)

6.3

(15)

2.0

(7)

5.7

(21)

0.5

(1)

3.5

(22)

Completed

primary

school (max.

5 years)

15.3

(28)

10.9

(57)

15.7

(37)

10.2

(48)

12.1

(85)

8.0

(19)

12.2

(42)

12.3

(45)

7.4

(16)

10.8

(61)

Completed

compulsory

school (max.

8/9 years)

27.9

(51)

30.5

(159)

36.2

(85)

26.7

(125)

29.8

(210)

49.4

(118)

35.6

(122)

44.5

(163)

35.7

(77)

40.2

(240)

Completed

high school

(12 years)

28.4

(52)

28.2

(147)

19.6

(46)

32.6

(153)

28.3

(199)

26.8

(64)

36.4

(125)

29.8

(109)

37.0

(80)

33.2

(189)

Completed

college

3.8

(7)

8.5

(44)

1.3

(3)

10.2

(48)

7.2

(51)

6.7

(16)

13.4

(46)

6.3

(23)

18.1

(39)

11.2

(62)

Other 6.0

(11)

9.2

(48)

9.8

(23)

7.7

(36)

8.4

(59)

2.9

(7)

0.3

(1)

1.4

(5)

1.4

(3)

1.2

(8)

Occupation

Farmer 2.7

(5)

3.8

(20)

8.5

(20)

1.1

(5)

3.6

(25)

3.5

(10)

5.4

(21)

6.7

(26)

1.8

(5)

4.6

(31)

Employed 6.6

(12)

4.4

(23)

2.6

(6)

6.2

(29)

5.0

(35)

9.5

(27)

14.0

(54)

10.3

(40)

14.6

(41)

12.1

(81)

Self-

employed

business

2.2

(4)

2.7

(14)

2.1

(5)

2.8

(13)

2.6

(18)

2.5

(7)

2.9

(11)

2.1

(8)

3.6

(10)

2.7

(18)

Housewife 18.0

(33)

9.4

(49)

17.0

(40)

8.9

(42)

11.6

(82)

15.9

(45)

15.8

(61)

16.2

(63)

15.4

(43)

15.8

(106)

Government

employee,

teacher

1.6

(3)

2.9

(15)

0.9

(2)

3.4

(16)

2.6

(18)

1.4

(4)

3.1

(12)

1.8

(7)

3.2

(9)

2.4

(16)

Unemployed 14.8

(27)

11.5

(60)

10.2

(24)

13.4

(63)

12.3

(87)

25.7

(73)

11.9

(46)

20.5

(80)

13.9

(39)

17.8

(119)

Pensioner 27.3

(50)

35.3

(184)

21.3

(50)

39.2

(184)

33.2

(234)

38.0

(108)

42.2

(163)

38.0

(148)

43.9

(123)

40.5

(271)

Other 26.8

(49)

30.1

(157)

37.5

(55)

25.1

(118)

29.2

(206)

3.5

(10)

4.7

(18)

4.6

(18)

3.6

(10)

4.2

(28)

Economic or

social aid

21.3

(39)

13.1

(68)

20.0

(47)

12.79

(60)

15.2

(107)

25.6

(83)

22.8

(103)

26.5

(113)

21.0

(73)

23.8

(186)

Ethnic or

linguistic

minority

1.7

(3)

3.5

(18)

2.6

(6)

3.2

(15)

3.0

(21)

2.5

(8)

5.5

(25)

6.54

(28)

1.4

(5)

4.5

(33)
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TABLE 5 | Satisfaction with different aspects of health service—exit interviews.

Baseline Endline

Total % (n) N Total % (n) N p-valuec

Patient was given the opportunity to explain the health problem 92.5 (653) 706 95.1 (738) 776 0.21

Patients privacy was ensured 90.8 (641) 706 96.6 (750) 776 0.039

Doctor explained the questioning and physical examinations and the health problema 97.0 (518) 534 97.2 (561) 577 0.82

Doctor explained the intake of prescribed medicineb 84.5 (354) 419 95.4 (314) 329 0.018

Doctor asked if patient currently takes prescriptions 45.6 (322) 706 63.8 (495) 776 0.002

Patient was given chance to ask questions about the investigation, health problem, and treatment 87.5 (618) 706 90.3 (701) 776 0.40

Doctor listened carefully to patients concerns and questions and gave satisfactory answers 89.8 (634) 706 93.9 (729) 776 0.16

Patient got advice on health problem 82.0 (579) 706 87.2 (677) 776 0.24

Medical doctor was polite during consultation 99.6 (703) 706 98.1 (761) 776 0.12

aOf those being examined (total baseline n = 534; endline n = 577); bof those being prescribed medicine (baseline n = 419; endline n = 329); cRao-Scott corrected chi-squared test.

When patients were asked, at endline, about their overall
satisfaction with the services received on that day, 68% indicated
they were very satisfied, 26% were satisfied and 1% were
unsatisfied. Approximately 5% indicated overall that they were
very unsatisfied with the services received, the proportion of very
unsatisfied patients being substantially higher in Diber (10%)
than in Fier (1%) and less persons stating to be “very satisfied”
(Diber 62% vs. Fier 73%). A difference was also observed between
urban and rural facilities with more “very satisfied” patients in
urban facilities compared with rural facilities (77.0% vs. 62%)
and less patients that were “very unsatisfied” (3% vs. 6%). The
proportion of person “unsatisfied” and “satisfied” was similar
across groups (1% and 27% for Diber; 0.5% and 25% for Fier; 1%
and 31% for Rural; 0.5% and 20% for Urban).

Assessing the patient’s satisfaction with different aspects of the
health services received, an improvement was seen between base-
and endline for three measures, namely (i) patients privacy was
ensured (p= 0.039); (ii) doctor explained the intake of prescribed
medicine (p = 0.018); and (iii) doctor asked if patient currently
takes prescription (p= 0.002) (Table 5). The six other aspects did
not notably change between base- and endline.

However, high satisfaction scores were already found at
baseline across aspects ranging between 82% and 99% with one
exception; i.e., only 46% of patients (endline: 64%) declared that
the doctor had asked them whether they are currently taking any
other prescriptions (Table 5).

Health Insurance and Health Spending
The availability of valid health insurance among patients exiting
the health facilities was found to be lower at endline compared
to the baseline (84 vs. 90%; p = 0.002). At the same time, the
number of patients paying for their consultation significantly
decreased (p< 0.001). Only two patients (0.3%) indicated to have
formally paid for services received at endline, while 13 (1%) did
so at baseline.

Of those interviewed at endline, 186 declared that they
received social or economic aid (n = 107 at baseline). Assessing
health insurance and health spending measures among recipients
of social or economic aid vs. non-recipients, a higher proportion

of holders of a valid health insurance card was seen at both
baseline and endline among recipients compared with non-
recipients (baseline 96% vs. 90%; endline 91% vs. 82%).

The exit interviews also assessed the satisfaction of recipients
vs. non-recipients of social or economic aid, with different
aspects of the consultations. However, not many differences
were observed between the two groups at baseline or endline.
The only notable trend found at baseline was that a lower
proportion of patients that received social/economic aid felt that
their privacy was ensured (85%) compared with those patients
that did not receive such aid (92%). This difference, however, did
no longer show in the endline assessment. Similarly, at endline, a
lower proportion of patients receiving aid, were asked whether
they were taking other prescriptions (56.5%) compared with
patients not receiving any aid (66%) (Supplementary Table 2).
This difference did not show during the baseline assessment.

DISCUSSION

Infrastructural Assessment
Functional infrastructure, including physical entities and
supporting systems and services, is precondition to an efficient
and effective healthcare system (26, 27). A lack of medical care
facilities not providing easy access to enough people, or facilities
that are operating at sub-standard conditions can deter potential
patients from seeking care in a time manner or at all impacting
health at individual and population level (11). In the last decade,
authorities in Albania have identified infrastructural short falls
in their PHC system (8, 9) and have taken steps to address
them (5). Overall, the infrastructure situation demonstrated
substantial improvements in 2018, compared with the baseline
assessment in 2015, with specific improvements seen in the
areas of overall cleanliness and availability of basic equipment.
Yet, some challenges remain, especially in the area of guidelines
and material.

Clinical Consultations
The clinical observation score and the area-specific sub-scores
generally increased at endline, which is likely to be due to
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the CME and other capacity building measures that were
started in 2015. HAP introduced peer groups as a means to
establish a viable CMEmethod. Between January 2015 andMarch
2019 HAP supported an increasing number of peer groups,
effectively from eight groups in 2015 to 93 peer groups in
2018. Correspondingly, the number of health care providers
attending the groups increased from 68 general practitioners in
2015 to 1’116 health care professionals (i.e., general practitioners,
nurses and PHC managers) in 2019. At the end of March
2019, 75% of all family doctors and almost 79% of nurses
in both regions were involved in at least one peer group for
their continuing education and professional development (28).
The median value for clinical observations improved by 19%
between 2015 and 2018 representing an increase by almost 5%.
Especially, adherence to principles of good clinical practice and
physical examination achieved improved and high scores at
endline in both regions. With regard to infection prevention
and control procedures an improvement was seen in applying
proper decontamination procedures in 12% of the medical staff
compared with 0% at baseline. Yet, there were some areas that
remained at a low score at endline, namely, infection prevention
and control and diabetes and hypertension treatment. The same
issues were indeed reported from the 2016 baseline assessment in
Kosovo (29).

Sub-optimal infection prevention and control has been
described in the region previously (30) and has been explained
by external factors, namely poor infrastructure, limited resources,
insufficient equipment, combined with a lack of guidelines and
policies on national level (31). As for masks/gloves, the issue
of resource limitation may offer an explanation since national
budgets did not allow for a systematic inclusion of personal
protective equipment at the PHC level prior to the COVID
19 pandemic. However, the same does not explain the low
compliance with hand washing in the current setting. Asking
healthcare workers in Pune, India, reasons for non-adherence
with hand hygiene were named as unavailability of hand rub
at the clinical area, staff shortages and workload pressure
(32). Unavailability of a hand rub and outside (time) pressure
were also named reasons for non-compliance in a survey with
nurses in northwest Ethiopia. Additional reasons included non-
accessibility of a sink, damage and irritation to skin, patients
getting offended, hands not being dirty and the fact that other
colleagues do not practice hand hygiene (33). Some of those
reasons may have been also influential to the decision-making
of the healthcare workers in Albania and Kosovo. In addition,
the processes around clinical observations suffer from poor
standardization regarding both the observation and the observer.
While the observers in the current study reported on hand
washing before a procedure, some doctors strongly emphasized
that they would wash their hands at the end of each visit rather
than at the beginning of a new consultation.

With regard to diabetes and hypertension care, some
improvements were seen between 2015 and 2018; i.e., for
diabetes, the category “giving advice, explaining, and instructing”
and the overall score was higher at endline compared with
the baseline and for the management of hypertension patients,
overall improvement was seen as well as for each of the

sub-categories. Yet, the overall treatment of diabetes and
the practices of conducting examinations for diabetes and
hypertension remained at a relatively low level. However, the
current observations captures only a part of the ongoing national
activities on screening and prevention of NCDs. The MoHPS
introduced in 2015 a separate large-scale “check-up” system for
NCDs at PHC run by nurses and in collaboration with the private
sector, that has carried out annual screenings and testing for a
large number of people (482,716 in 2019) (34). This check-up
system is part of a timely reaction of the Albanian government
to the large increase in NCDs from 1990 to 2010, putting in
place different policies and programmes in Albania for NCD
control and prevention (4) and prioritizing NCD control and
prevention in their National Health Strategy 2016–2020 (5). NCD
control and prevention was, e.g., included in the legislation on
the health sector such as the Law 10107 of 30.03.2009 “On Health
Care in Albania,” Law 9636, of 6.11.2006 “On Health Protection
from Tobacco Products,” Law 9518, of 18.4.2006 “On Protection
of Minors from Use of Alcohol” and the Food and Nutrition
Policy Discussion Paper 2013–2020 (4). Nevertheless, at the
healthcare level, the delivery of care for chronic diseases comes
with a high workload, especially for the general practitioners that
have to screen for risk factors or complications, treat, exchange
information of lifestyle modification and ensure follow up, within
the few minutes spent with the patient (35).

Satisfaction With the Health Services
Endline patient satisfaction on PHC services remained largely the
same with the exception of three aspects (privacy ensured; doctor
explaining intake of prescribed medicine; and doctor asking if
patient currently takes prescriptions), that were rated higher
at endline compared with the baseline. However, satisfaction
ratings among patients are best treated with caution as they
might not only reflect the “true” patient satisfaction but may be
determined by cultural beliefs (e.g., believe or contrarily lack of
trust in authorities), the lack of knowledge and awareness on
what actually would constitute good health services and the fear
of negative consequences due to high dependencies.

Health Insurance and Health Spending
The availability of valid health insurance among patients exiting
the health facilities was found to be lower at endline compared
to the baseline, while at the same time, the number of
patients paying for their consultation significantly decreased. The
decrease of health insurance holders with subsequent decrease
of out-of-pocket payment may be attributed to a substantial
policy change between baseline and endline survey. The MoHSP
introduced a total gratuity of PHC services in December 2015,
regardless of whether the users own an insurance card, implying
that patients and consumers do not need a card to get most
services free at PHC level. Moreover, the family doctor may
refer a person to specialist care. Only few services, e.g., health
check for renewal of driving license or documents demonstrating
the person ability to work, require payments since the policy
was introduced.
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Study Limitations
Medical students acted as observers for the clinical consultations
and were trained and received clear instructions prior to data
collection. However, the observers were not necessarily the same
during the baseline and the endline. In addition, while many
observations can be controlled through training of the observers,
some subjectivity on the level of the observation remains. While
the observers in the current study reported on hand washing
before a procedure, some doctors strongly emphasized that
they would wash their hands at the end of each visit rather
than at the beginning of a new consultation. Moreover, it was
also up to the observers to judge on whether a denominator
was applicable in a given situation. Mask wearing during a
consultation on hypertension may have been perceived as “not
applicable” as well as closing of a consultation politely after
issuing a prescription or a signature a process not necessarily
perceived as real consultation. Equally, the frequency of a patient
visiting may influence processes; medical doctors may see the
same patient several times a week but take physical measure only
once a week. Although, a larger degree of standardization was
tried to be introduced, especially during the endline survey, an
influence toward the outcomes cannot be excluded.

The experimental design did not allow for linking the
data from the clinical observations and the exit interviews.
Separating the two processes, however, was necessary to ensure
confidentiality and to avoid direct hesitancy and/or a biased
response by the patients when having to provide a quality
judgement if it can directly be linked to the personal doctor. Two
interviewers were therefore present at each site conducting the
clinical observations and the exit interviews, respectively. The
interview with patients exiting the facility was conducted in the
yard or in the large HC corridors, to allow for maximum privacy.
Yet, it has been shown previously, that there might still be a larger
courtesy bias when interviews take place at the respective public
health facility as opposed to home-based surveys with clients
reporting substantially higher satisfaction with care in the former
(36). On the other hand, immediate post-visit completion of a
survey minimizes recall bias.

Also for the health providers—being observed by a third party
and/or being aware of the fact that exit interviews are taking place
on the same day—a positive bias in their performance cannot be
ruled out (Hawthorne effect) (37).

CONCLUSION

The changes observed in the 38 PHC facilities in two regions
in Albania between 2015 and 2018 were overall positive with
improvements seen all three levels assessed, e.g., infrastructure,
service provision and patient satisfaction. HAP supported the
process applying a multi-strategic health system strengthening
approach to a healthcare environment faced with an increasing
burden of non-communicable diseases and sup-optimal access to
healthcare. To gain overall improvements in the QoC and move
toward a more efficient and sustainable health system requires

continuous investments in infrastructure alongside interventions
at the provider level, i.e., capacity building of health care staff
through CME systems and district management capacities, and
the user level, by fostering education and behavioral changes at
the population level.
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