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Abstract 

Background: High quality primary care is expected to be the basis of many health care systems. Expectations on 
primary care are rising as societies age and the burden of chronic disease grows. To stimulate adherence to guidelines 
and quality improvement, audit and feedback to professionals is often used, but the effects vary. Even with carefully 
designed audit and feedback practices, barriers related to contextual conditions may prevent quality improvement 
efforts. The purpose of this study was to explore how professionals and health centre managers in Swedish primary 
care experience existing forms of audit and feedback, and conditions and barriers for quality improvement, and to 
explore views on the future use of clinical performance data for quality improvement.

Methods: We used an explorative qualitative design. Focus groups were conducted with health centre managers, 
physicians and other health professionals at seven health centres. The interviews were audio recorded, transcribed 
and analysed using qualitative content analysis.

Results: Four different types of audit and feedback that regularly occurred at the health centres were identified. The 
main part of the audit and feedback was “external”, from the regional purchasers and funders, and from the own-
ers of the health centres. This audit and feedback focused on non-clinical measures such as revenues, utilisation 
of resources, and the volume of production. The participants in our study did not perceive that existing audit and 
feedback practices contributed to improved quality in general. This, along with lack of time for quality improvement, 
lack of autonomy and lack of quality improvement initiatives at the system (macro) level, were considered barriers to 
quality improvement at the health centres.

Conclusions: Professionals and health centre managers did not experience audit and feedback practices and exist-
ing conditions in Swedish primary care as supportive of quality improvement work. From a professional perspective, 
audit and feedback with a focus on clinical measures, as well as autonomy for professionals, are necessary to create 
motivation and space for quality improvement work. Such initiatives also need to be supported by quality improve-
ment efforts at the system (macro) level, which favour transformation to a primary care based system.
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Background
Good quality primary care (PC) has been associated with 
a number of positive outcomes such as lower rates of 
avoidable mortality, improved equity in health, and lower 
health care costs [1–3]. Against this background, most 
countries are trying to base their health care systems on 
PC. Contemporary PC systems across OECD countries 
are expected to take the main responsibility for first-line 
care, chronic care, and coordination of care performed by 
others. Expectations on PC are rising as societies age and 
the burden of chronic disease grows [4]. In many coun-
tries, PC is trying to adapt by transforming into multi-
disciplinary team work, in particular to improve care for 
patients with chronic diseases and multimorbidity [5, 6].

Despite the ambition to strengthen the role of PC, its 
share of health care resources is declining in the OECD 
[7, 8]. The proportion of general practitioners (GPs) in 
relation to the total number of physicians across OECD 
countries dropped from 32 to 29 per percent between 
2000 and 2016 [8]. The WHO 2008 report “Primary 
health care: now more than ever”, concluded that “left to 
their own devices, health systems do not gravitate natu-
rally towards the goals of health for all through primary 
health care” and “Health systems are developing in direc-
tions that contribute little to equity and social justice and 
fail to get the best health outcomes for their money.”

To increase equity in health and access to care, a new 
PC model with publicly owned health centres employing 
a multidisciplinary workforce was introduced in Sweden 
in the late 1960s. Since then, Swedish PC has been the 
target of several reforms and changes, but the focus on 
a multidisciplinary workforce has remained unchanged. 
Increased patient choice and privatisation of provid-
ers was initiated by regional and national governments 
in 2007–2010 [9, 10]. The idea was that if (owners of ) 
HCs competed with each other for health professionals 
and patients, the competition would make them per-
form better, which in turn would increase the quality and 
efficiency of PC [11]. The outcome of these reforms is 
debated and the results from studies are inconclusive [12, 
13]. Overall, however, studies indicate that reforms have 
had little impact on the capacity and quality of PC [14]. 
A low proportion of Swedish physicians are GPs (about 
16%) in comparison with other high-income countries 
[15, 16]. Additional attempts to strengthen PC have 
focused on payment systems, including the introduction 
of pay for performance (P4P). Similar to the introduction 
of choice and privatisation, the effects on the quality of 

care following the introduction of P4P have been mod-
est [17–19], in line with evidence from studies of P4P 
in other settings [20–22]. Moreover, studies in other 
countries have shown that financial incentives linked to 
quality measures can cause unintended effects, such as 
reduced doctor-patient continuity and reduced attention 
to activities and patients’ concerns not linked to financial 
incentives [23, 24]. Additional studies report criticism 
from employees due to ethical conflicts and the perceived 
change of the nature of the consultations [25–27].

Criticism from GPs and other employees when it 
comes to “new public management” in general and exten-
sive use of financial incentives in particular has contrib-
uted to an emerging shift in the governance of Swedish 
PC services [28, 29]. So-called trust-based management 
(“tillitsbaserad styrning”) with a greater emphasis on pro-
fessional autonomy and less reliance on financial incen-
tives has been suggested as an alternative to financial 
incentives [28]. In trust-based management, improved 
dialogue between payers and providers is emphasised, as 
is the responsibility of health centres (HC) for continuous 
quality improvement (QI) [29].

A common method to support and develop motiva-
tion for QI across care providers is audit and feedback 
(A&F). Brehaut defines A&F as “a summary of clinical 
performance (audit) over a specific period of time, and 
the provision of that summary (feedback) to individual 
practitioners, teams, or healthcare organisations” [30]. 
A prerequisite for A&F is access to good data. Quality 
improvement, including use of the Plan-Do-Study-Act 
(PDSA) method, has a long history in Swedish primary 
care [31, 32] although easily accessible data about clinical 
performance in PC has been limited in comparison with 
specialised care. “Primary Care Quality” is a new national 
A&F initiative in Swedish PC, developed by PC profes-
sionals, that may enable a stronger focus on QI con-
cerning clinical quality through improved access to data 
obtained directly from the electronic medical records 
(EMRs) at the HCs. “Primary Care Quality” consists of 
150 + quality indicators that reflect a wide range of PC 
activities, including acute and chronic conditions, reha-
bilitation, support of patients’ lifestyle habits, multimor-
bidity and continuity. The purpose is to support QI in the 
HCs through analysis, reflection and learning based on 
follow-up and comparison of data.

Currently, the “Primary Care Quality” system has been 
introduced at about 80% of Swedish HCs, but far from all 
of them have started to use the system [33, 34]. Although 
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“Primary Care Quality” provides HCs with information 
about current quality several barriers exist that may pre-
vent data from being used for QI.

The information given by A&F must also influence the 
intentions (willingness) to change the way of working 
among professionals and HC managers. Providing A&F is 
one way to influence this information – intent gap, but 
the effects vary [35]. A previous Cochrane Review found 
that the impact depends on the source of A&F (a higher 
impact with a respected colleague or supervisor), the fre-
quency (a higher impact with repetitive A&F using new 
data), the improvement strategies (a higher impact with 
goal setting and action planning), the baseline perfor-
mance (a higher impact if performance is low), and aim 
(a higher impact if the aim is to decrease undesirable 
behaviour rather than increase desirable behaviour) [36]. 
Additionally, a multi-modal form of feedback (combina-
tion of verbal and written/visualised form) has a positive 
impact on the effectiveness of A&F [36, 37]. Moreover, 
Colquhoun et.al. identified the importance of factors 
such as to whom the feedback is delivered (individual 
care provider, group), the type of information (process 
or outcome, individual or group level), and why the feed-
back takes place (the theoretical rationale or purpose of 
the feedback) [38, 39].

Even with carefully designed A&F practices, barriers 
related to contextual conditions may prevent QI efforts. 
Thus, knowledge about contextual conditions and bar-
riers at HC level is fundamental for A&F to be able to 
support QI based on clinical performance data. Without 
such knowledge, improvements in A&F may facilitate 
good intentions but fail to accomplish real change.

The purpose of this study was to explore how profes-
sionals and HC managers in Swedish PC experience 
existing forms of A&F and present conditions and barri-
ers for QI. We also explore views concerning the future 
use of clinical performance data for QI.

Method
Study design
The study design has an explorative and qualitative 
approach using focus group interviews with HC man-
agers, physicians, and other health professionals at par-
ticipating health centres for data collection. The focus 
group method was selected because the dynamics and 
interaction between participants facilitate exploration of 
experiences, reasoning and opinions [40, 41]. Qualitative 
content analysis was used to analyse transcripts of the 
interviews [42, 43].

Setting
HCs are contracted by one of the 21 semi-autonomous 
regions responsible for the financing and organisation 

of health care in Sweden. Citizens can register with any 
contracted HC in their region, with minimal possibili-
ties for health centres to refuse registration [44]. About 
60 percent of Swedish HCs are public but the public/pri-
vate mix varies between regions and depends on popu-
lation density. Payment systems for HCs also vary across 
regions but are mainly based on risk-adjusted capita-
tion (based on burden of disease, e.g. using diagnoses, in 
combination with socioeconomic factors) [45] with small 
fee-for-service and P4P components. The funding covers 
direct expenses for employees’ salaries and facilities but 
also indirect expenses for prescribed medications, labo-
ratory tests and diagnostic procedures (e.g. x-rays, CT 
scans and ultrasound). Financial charges apply if regis-
tered patients seek PC at other PC facilities. Patient fees 
are moderate, about 20 € for an adult GP visit in 2020 and 
free for children. HCs usually register 5 000 to 15 000 
persons and employ GPs who work in collaboration with 
practice nurses, psychologists, physiotherapists, occu-
pational therapists and administrators. In public HCs, 
managers are employed and usually also a GP or a nurse. 
If the HC manager is not a GP, a medical officer (GP) is 
responsible for different aspects of care quality.

Participants
A written invitation with information about the study 
was sent out to 20 HCs in two medium sized regions 
where 29% of HCs were private. We invited an even 
mix of HCs with different types of ownership and size, 
located in both rural and urban areas, and in geographic 
areas of varying socioeconomic status. We asked for 
participants who worked with patients and with differ-
ent occupational backgrounds and experience, including 
HC managers. One private and six public HCs agreed to 
participate. Four of the participating HCs had more than 
10 000 persons registered. One of the HCs was located 
in a larger community (> 100 000 inhabitants) one in a 
small community (< 10 000 inhabitants) and the rest were 
located in midsized communities (10 000–100 000 inhab-
itants). This meant that the final sample reflected the 
variation in the regions well in terms of ownership and 
size of HCs, while the selection was somewhat skewed in 
terms of geography, with too few HCs from larger munic-
ipalities. The socioeconomic index for the participating 
HCs was slightly lower than for the HCs in the regions 
in general. The participating HCs had in total about 14% 
of the population in the two regions registered. At two 
of the HCs, the focus groups with the HC management 
were held separately. At the other five HCs the managers 
were included in mixed focus groups. The focus group 
sessions were held in the HCs’ facility. Most groups had 
five to seven participants but one had two and one 18. In 
total, 17 men and 35 women participated, including all 
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types of staff employed at the HCs: GPs, GP trainees, dis-
trict nurses, assistant nurses, physiotherapists, occupa-
tional therapists, psychologists, and administrators. The 
managers were doctors or nurses. The participants’ work-
ing experience ranged from 0 to 40 years.

Data collection and analysis
Two of the authors (EA and SD) jointly conducted the 
focus groups, one acting as moderator, one as assistant. 
Both had previous experience of leading focus groups. 
Before the discussion started, the moderator informed 
the participants about the study, that participation was 
voluntary and that information would be treated anony-
mously. The participants gave both verbal and written 
consent to participate.

We used a semi-structured interview guide with open 
questions, developed for the study. The topics were what 
good quality is, how it can be measured, present access 
to performance data, use of the data, present QI projects, 
problems and wishes for the future, Appendix.

During the focus groups the participants were encour-
aged to give examples from their own practice.

Each focus group discussion lasted about one hour, 
was audio recorded, and transcribed verbatim for sub-
sequent analysis. The transcripts of the interviews were 
analysed using qualitative content analysis with an induc-
tive approach [42, 43]. Initially EA and SD separately read 
the text several times to get a sense of the whole content. 
Meaning units relevant to the aim were then identified. 
In the next step the meaning units were condensed and 
labelled with a code. Subsequently codes with similar 
content were grouped into subcategories which were 
combined into categories [46–48].

After the individual coding and categorisation, two 
of the authors (EA and SD) compared their results, and 
when differences were found the results were discussed 
until consensus was reached. In a last step the themes 
were identified and discussed in the whole research 
group (EA, SD and AA).

Results
We identified seven themes that described the partici-
pants’ views related to the existing systems for A&F and 
QI at the HCs: 1. Multiple forms of A&F with different 
purposes and designs, 2. Focus on revenues, costs and 
efficiency measures from regional managers and owners, 
3. More limited attention to clinical quality, 4. Motivation 
from comparison and transparency, 5. More structured 
approaches needed for complex change, 6. Focus on 
avoiding quality degradation rather than quality improve-
ment, and 7. Perceived barriers for QI. The last theme 
consisted of three categories: 7a. Criticism of meas-
ures – and hopes for better ones, 7b. Lack of time, and 

7c. Responsible but not in control. A presentation of the 
content of each theme and selected informative quotes 
follow below.

Multiple forms of audit and feedback with different 
purposes and designs
Participating HCs were exposed to multiple forms of 
A&F. We identified four different types of stakeholders 
with different stated purposes and varying designs in 
terms of their A&F: 1) the regional managers in their role 
as purchasers and funders, 2) the owners of the HCs, 3) 
the regional pharmaceutical committees and the Swed-
ish strategic programme against antibiotic resistance 
(Strama) groups, and 4) the PC research and develop-
ment (R&D) unit (in one of the two regions).

Except for general dialogue and information exchange 
they all had different aims and used different measures 
and targets, see Table 1.

Focus on revenues, expenditures and production volume 
from owners and regional purchasers
Feedback using data and measures linked to revenues, 
volume of production and utilisation was regularly deliv-
ered from both the regional purchasers (yearly) and the 
owners (monthly). Examples of measures used include 
registration of diagnoses (which influenced risk adjusted 
capitation payments), number of visits, and the volume 
and expenditures related to diagnostic procedures and 
drug prescriptions. Most health professionals experi-
enced that measures linked to revenues and volume of 
production was the main source of A&F. One HC man-
ager said that the owners clarified their mission for the 
HCs through the financial goals.

The demands of balanced financial results across HCs 
from owners were perceived as a driving force to use the 
delivered data and to contain expenditures. At one HC 
the manager had tried to calculate and compare each 
doctor’s production costs. However, using data linked 
to revenues and costs was rarely described as a positive 
driver by health professionals.

Several participants, including both HC managers and 
staff, felt that the payment system in its current form 
forced them to perform tasks that did not add value for 
patients, in order to obtain sufficient funding for activi-
ties that did create patient benefits in the following step. 
Examples of such tasks connected to funding were home 
visits to patients with more limited needs, carrying out 
QI projects not considered as necessary, and several tasks 
described as administrative.

We can do some things just to get funding to be able 
to use the money for our patients in the next step, 
for example registration of diagnoses for the ACG 
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system. We do put resources into it to be able to get 
better quality for our patients, but it is a detour, so 
to speak. It can be quite frustrating sometimes! (HC 
A, manager)

Several HC managers said that it was an informal 
duty to act as a "filter" between employees and feedback 
reports from regional purchasers and owners. They stud-
ied the data and assessed the results and then brought up 
only the most important issues with employees.

More limited attention to clinical quality
Participants defined clinical quality as measures reflect-
ing the actual care provided to patients. This quality was 
related to correct use of procedures such as diagnostics, 
treatment and rehabilitation for patient groups with dif-
ferent diseases or needs. Quality in this sense was moni-
tored only to a limited extent by regional purchasers and 
owners, with the exception of a few measures linked to 
P4P, e.g. proper use of antibiotics.

In contrast, the R&D unit, the pharmaceutical com-
mittee and Strama tried to focus their feedback on clini-
cal quality when they visited the HCs. The visualisation 
of clinical results, and comparison with others, together 
with a dialogue around data and measures was perceived 
as valuable and inspirational for QI. The participants 
particularly appreciated visits by senior colleagues with 
experience from work at health centres.

Then he showed how the different colleagues worked 
and it led to a very creative discussion between us 
colleagues. (HC F, Employee)

However, most of the data on clinical quality had to be 
retrieved from the EMRs manually at the HCs. For exam-
ple, at one HC, data on heart failure was previously stud-
ied by a GP trainee, and the HC kept following this from 
time to time but not regularly.

Motivation from comparison and transparency
Working with measures and data was described as a 
meaningful and interesting task, particularly by medical 
officers and HC managers at some HCs.

A common method of using data for QI was to simply 
visualise it and compare with other HCs, especially for 
clinical data and data on utilisation of laboratory tests 
and diagnostic procedures.

As soon as you raise a problem area, it sud-
denly just gets better. You do not have to make 
any changes, just raise the subject and something 
happens in the group and then the data becomes 
better. We have seen it so many times. (HC E, 
manager)

For prescriptions of antibiotics and other drugs, the 
same method was used but with data and comparisons 
for each individual doctor. First, the results were dis-
cussed in a group. Then, each GP was handed a list of 
their patients with the expectation that each GP should 
“act and change their habits” accordingly.

We focus on one topic, discuss, think about how we 
can improve and then we receive some statistics that 
are individual. And then we handle the statistics 
on an individual level. That’s how we work. (HC D, 
Employee)

The participants described both positive and negative 
feelings concerning sharing data that identified them as 
individual team members, and about comparing them-
selves with each other openly. Doctors were used to dis-
cussing differences of opinion, e.g. concerning the use of 
laboratory tests or drug prescriptions. They explained 
that they did not criticise or judge each other. Instead, 
there was an understanding of "necessary variation" 
linked to individual patient needs.

Nurses also monitored quality on e.g. diabetes care 
through the National Diabetes register (NDR) [49]. How-
ever, nurses at some HCs were not comfortable compar-
ing their individual performance openly with others’.

For more complex problems that required collabora-
tion and teamwork the individual feedback could be one 
of the steps in the process of QI. For example, one HC 
tried to address the issue of frequent visitors. In this case 
GPs also received a list of their own frequent visitors to 
improve the quality of care for their patients. But before 
this step was implemented it was decided that one GP 
would interview selected patients to better understand 
the causes of frequent visits. This led to new knowl-
edge that was shared with other GPs before they tried to 
improve care for their own patients.

More structured approaches needed for complex change
For major improvement projects, requiring organi-
sational changes, the participants described a more 
structured approach using more or less formal Plan-Do-
Study-Act (PDSA) cycles.

For example, when we want the asthma nurse 
(instead of the doctor) to take all asthma patients 
who have no other disease. Then maybe more time is 
needed for her and we have to plan. It requires more 
structure and organisational changes. (HC H, medi-
cal officer)

Some participants described how working according 
to the traditional PDSA method included forming an 
improvement team, setting goals, analysing problems, 
extracting data, analysing data, and considering possible 
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changes. Subsequently the teams tested changes, meas-
ured again, evaluated outcomes and finally they pro-
ceeded to “run another lap”. Frequently, HCs used 
simplified and accelerated versions of the PDSA method. 
At one HC the manager said that they did not have time 
to use the method as intended. In order to speed up of 
the process, time spent on analysis and administration 
was reduced.

We sit down, but sometimes maybe only for 15 min-
utes and then somebody gets up, grabs a pen and 
goes to the flip board. Let’s ask 10 patients who are 
leaving… We will meet again in two weeks. Then 
we’re done with analysing and move on. (HC G, 
manager)

Some focus group participants described how coaching 
and project management from an external party could 
facilitate the QI process. However, coaching needed to 
take the conditions and priorities of the HC into account 
and focus on achieving results rather than on compliance 
with a particular method.

Focus on avoiding quality degradation rather 
than improvement
Many QI projects across participating HCs were 
described as trying to “adapt to reality” and as avoiding 
quality degradation rather than accomplishing quality 
improvements. An important constraining contextual 
factor repeatedly referred to was lack of resources, not 
least a shortage of GPs and other health professionals. 
The staff searched for opportunities to increase efficiency 
by balancing the care provided across patient groups with 
different health care needs. For patients with chronic dis-
eases, the improvement projects were about prioritising 
those with greater needs, e.g. by improving continuity of 
care and extending teamwork around patients. Improve-
ments to drug treatment in chronic care were common, 
partly because they were connected to P4P funding. For 
patients with non-severe acute diseases, like minor infec-
tions and smaller injuries, participants described QI 
projects such as improving telephone accessibility and 
implementation of new digitally supported triage systems 
in order to ration the utilisation of GPs.

At all HCs, the staff tried to increase capacity by involv-
ing all professions in direct patient work through task-
shifting. This included making all professions a possible 
"first-line contact", e.g. by enabling patients to go directly 
to physiotherapists, psychologists or psychosocial teams 
without a GP referral. HCs also arranged for nurses to 
take over the diagnostics and treatment of some patients 
from the GPs, e.g. patients with minor infections. Simi-
larly, all professions were involved in the treatment and 
follow-up of patients with chronic disease.

Efforts to follow up possible negative effects of imple-
mented projects were also described by participants. One 
HC planned to monitor effects by using “Primary Care 
Quality” to ensure that clinical quality did not deterio-
rate after an improvement project including task-shifting 
was carried out. An example from another HC was to 
extract data to track possible adverse effects for other 
patient groups than those being targeted in a particular 
improvement project. The HC had been criticised by 
regional purchasers for making patients with acute minor 
problems wait, and they thought that “proving” that 
1–2 weeks of waiting for these patients did not cause any 
medical harm might lead to acceptance of their policy on 
prioritisation.

Barriers to QI
7a. Criticism of measures – and hopes for better ones
The participants were critical about the dominance of 
A&F based on measures reflecting revenues, expendi-
tures and the volume of care.

Also measures of accessibility such as the number of 
patients who got an appointment within three or five 
days, a measure the regional purchasers found important, 
were often described as “pointless”.

The law says that we should prioritise those with the 
greatest need for care… I think these types of meas-
ure and target create so much frustration in primary 
care, when much more important measures exist 
(HC G, manager)

The participants’ main wish was for more measures 
reflecting clinical quality, including patient outcomes. 
They also  wanted additional measures representing the 
patients’ perspective on care, and measures that reflected 
quality in PC from a broader perspective.

Many participants also said that “real quality” could not 
be measured. Hence, they had to accept “proxies” that 
could give a hint about quality even if this was not the 
whole truth.

Some things you can put into numbers. These things 
are assessed more using soft data. It may not be as 
easy to measure. (HC E, manager)

7b. Responsible but not in control
Funding of HCs in the form of capitation payment had to 
cover both GP and other staff salaries as well as indirect 
expenditures related to prescribed medication, laboratory 
analyses and diagnostic procedures referred to by GPs. 
QI could increase expenditures for the HC. For example, 
one HC referred to QI work on optimising drug treat-
ment for patients with diabetes, which resulted in better 
blood pressure and blood sugar levels for their patients 
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but also use of more expensive medicines. This in turn 
led to higher expenditures for HCs, who had a financial 
responsibility for prescribed drugs, and increased diffi-
culties when trying to balance revenues and costs.

A main problem, brought up by many participants, was 
the large and growing pressure for more PC services from 
different external parties. This included trying to adapt to 
the demands and needs of all current patients while at 
the same time constantly being assigned new tasks, like 
requests for prompt follow-ups of patients discharged 
from the hospital, or taking over responsibility for patient 
groups that used to be taken care of by hospital-based 
specialists, usually without getting any extra resources. 
The combination of resource and staff shortages, grow-
ing pressures to increase both the scale and scope of 
activities, and existing regulations prohibiting HCs from 
refusing registration of new patients was described as a 
“mission impossible”.

We take care of 13,000 patients. Whether we have 
staff or not we are supposed to fulfil the assignment. 
It is like saying that a ship needs 35 crew members 
with different skills, and then there is only half of 
the crew, but the ship should sail anyway, the crew 
should do all these jobs. Somewhere this equation 
doesn’t add up. (HC F, Employee)

Several participants experienced a conflict between 
what they thought was good PC quality on the one hand, 
and measures and targets used by regional purchasers 
and owners related to access to care for minor health care 
needs on the other hand. A solution considered neces-
sary in order to create improved PC quality was accept-
ance of priority setting and rationing, i.e. to remove tasks 
and responsibilities in order to create a balance between 
what could be expected from PC activities and available 
resources. Such a change was not possible for a single 
HC, but required contractual changes with implications 
for all HCs in the region. Similarly, for other complex 
problems, QI focusing on individual HCs was deemed 
insufficient. To initiate more significant changes and 
improvements, other health care providers needed to be 
involved as well. Many QI projects needed to be initiated 
and governed from the meso level, and included both 
hospital and primary care. One example was patients 
with mental health problems where a single HC found 
it difficult to establish a QI project with the psychiatric 
clinic and involving other HCs.

7c. Lack of time
Most of the participants described a desire to improve 
daily work at the HC, but it was difficult to find time 
for QI projects since their days were filled with patient 
appointments. The lack of time also made it difficult to 

obtain and assess data. The HC administrators, who had 
access to the relevant data, were often occupied with 
other tasks, such as meeting regional requirements that 
the doctor’s dictated notes should be typed within 48 h, 
or the HC could lose some of its funding.

Participants at HCs also pointed out that it was difficult 
to follow and improve quality in several fields simultane-
ously, and they were not able to work as systematically 
as they wanted. Many emphasised that they did not just 
need time for the QI projects themselves, but also time to 
think and reflect on what they needed to improve.

We must have enough health professionals. Because 
we are too few and work is too stressful, we can’t 
think of quality and QI projects. I think that doctors 
should have some time for reflection as well because 
it is also a part of our job to think about what we 
do and how we are doing it. When we are this few, 
maybe we need it even more. (HC C, medical officer)

The current situation was perceived to cause frustra-
tion but was also described as a motivation to initiate 
certain types of QI. For example, projects could try to 
find ways to improve overbooked schedules for GPs or to 
reduce expectations on GPs to prescribe medication or 
order tests without direct contact with the patients.

Discussion
Access to data for QI within PC is a general problem, 
although a majority of Swedish GPs report that they 
regularly receive at least some feedback on activities and 
results [50]. Our study identified four parallel forms of 
A&F in Swedish PC. Most of the data and feedback mes-
sages from regional purchasers and owners to HC man-
agers and professionals concerned non-clinical measures 
related to revenues, expenditures, utilisation of resources 
and the volume of production. Measures and targets used 
by both regional purchasers and managers were often 
linked to financial incentives and contributed to fulfill-
ing HCs’ contractual obligations. In this respect, the 
HC managers acted as a filter and prioritised between 
different demands and problems raised by regional pur-
chasers and owners. Still, the health professionals who 
participated in our focus groups did not perceive that 
these A&F practices contributed to improved quality in 
general. The participants described how they needed to 
adapt to financial incentives to be able to raise revenues 
in order maintain staff levels so they could do the things 
they themselves found valuable for patient benefits. They 
also needed to keep up with the rest of the HCs in the 
region, e.g. when it came to registration of diagnoses and 
other activities related to funding, or else they would 
not be able to maintain their current staff level. This 
meant that the HCs’ financial position was an important 
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condition for QI. HCs that did not have a good financial 
position felt forced to focus on improvements that had 
an impact on expenditures and/or revenues. On sev-
eral occasions, participants referred to administrative 
changes that had a positive impact on HC revenues but 
without providing benefits for patients. The privatization 
and choice reforms introduced some 10  years ago may 
have contributed more to increased competition for rev-
enues and resources, which explains the limited impact 
on PC quality [14].

In contrast to A&F from regional purchasers and own-
ers, A&F based on clinical data by the regional Pharma-
ceutical committee/Strama group and the regional R&D 
unit was often described as meaningful and motivational 
by participating professionals. This is in line with pre-
vious studies suggesting that A&F is more likely to be 
accepted if professionals trust data, agree with bench-
marks and/or consider clinical topics being audited 
important [35, 51, 52]. The staff at the HCs asked for 
more A&F focusing on measures related to their clinical 
quality in comparison with other HCs and with evidence-
based targets. The participants wanted easily accessible 
clinical data highlighting the content and results of care, 
preferably in the form of recurring reports and taking 
into account patient experiences and outcomes. The clear 
dominance of non-clinical data in A&F from regional 
purchasers and owners was described as an important 
barrier to such QI work based on clinical data. A&F in 
Swedish PC started as a voluntary intra-professional 
activity, where GPs assessed their own work with the 
purpose of sharing experiences and initiating improve-
ment work [32]. More recently, and as components of 
new public government (NPM) reforms, A&F by regional 
purchasers and owners has been implemented. This 
form of A&F focuses on external accountability, regula-
tions and sanctions [53, 54] and is exercised by individ-
uals that are not personally involved in the work at the 
HC. The motivation to respond to feedback messages is 
based on external incentives rather than on profession-
als´ motivation. Our study suggests that a balance is 
required between different forms of A&F. An unbalanced 
practice of A&F, focusing on revenues, expenditures and 
non-clinical measures, is likely to suppress A&F based 
on clinical data and may reduce professionals’ interest in 
A&F activities in general. To find a new balance between 
internal and external A&F, where the external does not 
dominate the internal, can be described as an essential 
condition for more QI work and use of clinical data.

Facilitating access to relevant clinical data for PC is 
described as a necessary first step in the process of sup-
porting QI [55]. The evidence-based quality indicators 
in Primary Care Quality are easily integrated into the 
daily work at HCs and can be an important contribution 

towards this end in Swedish PC [55]. Improved access to 
clinical data also needs to be translated into information, 
e.g. using graphical presentations and comparisons with 
evidence-based targets, and benchmarking against peers 
to trigger motivation and engagement [55, 56]. Our par-
ticipants, and in particular GPs, confirmed that compari-
sons of data between HCs stimulated QI. GPs frequently 
discussed their individual results openly with each other 
and felt that they could do so non-judgmentally. The 
nurses, on the other hand, who did not have much expe-
rience, were less comfortable with comparison of results. 
According to previous studies, the motivation to improve 
is likely to increase if A&F is delivered by a trustful 
source and someone professionals look up to [57]. A dia-
logue, with self-reflection on results, is suggested to make 
it easier to include some of the complexity, and the non-
measurable values in PC, in the evaluation of quality [58]. 
This method of “collegial dialogues” had a long history 
in one of the studied regions and was perceived as valu-
able by the participants in our study. The Swedish Strama 
groups have a similar model of colleagues visiting HCs 
that has proven successful [59]. Additional conditions to 
facilitate QI work concern ownership. Improvement pro-
jects that health professionals experience as “their own” 
have a greater chance of success, as autonomy along with 
having a professional ideal of pursuing mastery and a 
clear and meaningful social purpose, creates motivation 
in itself [57, 58].

The HC managers in our study were usually less active 
in QI work based on clinical data. To a high degree, this 
work was left to individual professionals. Several changes 
was “simple” as each GP could implement changes indi-
vidually, e.g. related to more restricted prescriptions 
of antibiotics by GPs. More complex changes require a 
team effort and a more active role for HC managers. Such 
changes are also more likely to need methodological sup-
port, e.g. using Plan-Do-Study-Act (PDSA) cycles [60]. 
However, studies show that the PDSA model is rarely 
used as intended in practice [61]. In fact, a recent study 
from the UK reported that only 20% of GPs and 33% of 
practice managers knew about the PDSA model [62]. 
Financial incentives for using PDSA in QI in Swedish PC 
have been tested [63] but the impact on the care provided 
is yet to be studied. Although they accepted the need for 
external support, the participants in our study stressed 
the need to adapt the methods of QI to their own needs 
and capabilities, and to focus on results rather than strict 
compliance with methods. This is in line with other stud-
ies, pointing out the risk of having too much focus on 
tools for QI when it is”the improvement habit” along with 
knowledge and skills in providing care that truly matters 
[64]. Even when a simplified version of the PDSA model 
was used across the HCs in our study, patients were 
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involved in the QI work and contributed with their expe-
riences and perspectives.

In practice, professionals and managers at HCs are 
occupied with delivering services and taking care of acute 
problems. They often have little time to analyse or think 
about data that reflects past events, or how to change 
current practices in an innovative way. Therefore, facili-
tating more complex QI work through a coach who sup-
ports the team working on improvement is common [65]. 
Our participants highlighted that the greatest benefit of a 
QI coach, besides "putting pressure" on the participants, 
was that they were helped with practical things such as 
compiling data. This indicates that the main problem was 
not ignorance of QI methods but a lack of time, perhaps 
the most important barrier for QI. Using data to imple-
ment well-thought-out QI projects that actually lead to 
improved outcomes for patients takes time [66–68]. In 
particular, time constraints may be an important barrier 
for complex changes requiring collective efforts at the 
team level. Such changes requires an adaptive approach, 
accepting unpredictability, and self-organisation includ-
ing time for reflection [53, 54]. The participants in our 
study expressed a need not only for time to implement 
QI projects, but also time to reflect on what needed 
improvement. The authors of a Health Foundation report 
state that “Improvement teams that try to cram the plan-
ning of a complex intervention involving multiple pro-
cesses and people into a few brief impromptu meetings 
held between clinical commitments will struggle to make 
an impact.” [65]. Furthermore, previous experiences 
of lack of resources (time and staff) during attempts to 
perform QI projects can also cause change fatigue and 
decreased motivation [69, 70].

The necessary conditions for QI, and in particular 
complex change, are in sharp contrast to existing condi-
tions in PC. According to a survey by the Health Foun-
dation, 95% of responding GPs in both Sweden and the 
UK found their work stressful, and more than half of 
them found it very or extremely stressful [71]. In the 
UK, 80% of responding GPs found it a major challenge 
to find time to plan and design improvement projects. 
In Sweden, where about half of all HCs have vacancies, 
there is no reason to believe that the situation is differ-
ent [72]. These conditions also explain our finding that 
many QI projects across the studied HCs were about 
avoiding quality deterioration rather than improvement. 
The situation is also reflected in the participants’ desire 
to prioritise patients with greater health care needs, 
and their request to receive support for giving patients 
with minor health care needs a lower priority. In fact, 
focusing on QI and cost reduction, without considering 
work conditions for staff, may have a negative impact on 
results [70].

The participants in our study often described to them-
selves as having responsibility but not being fully in con-
trol. This points to the importance of working with QI 
on a broader system level that includes other health care 
providers, especially if a transformational change in sup-
port of a PC-based health system is expected. A previ-
ous IHI paper highlights systems thinking and the need 
to collaborate across provider boundaries to achieve 
such ends [73]. To make change at the system level pos-
sible, it is essential that leaders at the macro level have a 
good knowledge of the system, but it is also essential to 
strengthen leader’s capabilities and motivation to initiate 
and implement change [74].

Limitations
Our study has several limitations. A first important limi-
tation is selection bias since participation in the focus 
groups was voluntary. It is possible that participating HCs 
had a greater interest in QI compared to HCs that did not 
participate. Non-participating HCs may also have more 
time constraints. If anything, this suggests that the condi-
tions and barriers reported in the study regarding lack of 
time may be underestimated. We invited HCs of different 
locations, sizes and ownership, but only one private HC 
participated. It is possible that having more private HCs 
with different ownerships could have provided additional 
and valuable information. Information bias is also possi-
ble since the number of participants was too high or low 
to create the best conditions for a dynamic and interac-
tive dialogue between participants in two of the groups. 
However, the participants knew each other, which made 
the atmosphere relaxed and gave everybody an opportu-
nity to talk, even in the big group. A general limitation 
is that our results are qualitative and originate from a 
Swedish context. The results are not directly transferable 
to other settings, although team-based care is common 
in many other countries. PC systems in other countries 
also face similar problems and challenges as in Sweden, 
including shortages of GPs and other PC professionals.

Conclusion
Our study describes experiences with existing forms 
of A&F as well as views on conditions and barriers for 
QI among managers and professionals at participat-
ing Swedish HCs. We found four different types of A&F 
at the HCs, a dominance of non-clinical measures and 
use of targets linked to financial incentives focusing on 
external accountability from regional purchasers and 
owners of HCs. The participants in our focus groups 
often expressed dissatisfaction with the present situation. 
The dominance of non-clinical measures and a focus on 
external accountability were perceived as barriers to QI 
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by health professionals. Other important barriers were 
lack of time, autonomy and ownership of QI work. QI 
was sometimes described as avoiding quality degrada-
tion rather than improving quality. This was explained by 
resource constraints and pressing demands on services.

In spite of barriers and poor conditions, health pro-
fessionals at all HCs were engaged in at least some QI 
work. They wanted more clinical data and data capturing 
patients’ views and experiences. They also wanted more 
appropriate and supportive regulation, including ade-
quate resources and time to engage in QI work. Profes-
sionals and HC managers also called for more QI work at 
the system (macro) level, in support of a transformation 
towards a primary care-based system.

Appendix

Interview guide
What is good quality in your work?

• Can it be measured in numbers?
• Does it need to be measured?

What do you know about the quality of your work (at 
your VC)?

• Can you retrieve data yourself?
• Do you receive data reports (feedback on results) in 

any form? About what?
• What would you like to know about your work? Is 

there data you lack?
 What would you like to know about your work?
• What type of data reports (feedback on results) do 

you receive?
• Is there data you lack?
• Advantages and disadvantages of data reports?

How do you use information about the quality of 
your work?

• Do you use them in any way? Why / why not? (Previ-
ous experience? Examples?)

• Who? Who uses the data? Do all staff take part? (Dis-
cuss in meetings, put on a noticeboard?)

• How do you use them? Please, give examples based 
on your own experience.

How do you work with quality improvement?

• How do you usually choose an area?
• Where does the initiative come from?

• Are the data reports used for any type of quality 
improvement?

• Do you work on quality improvement in any other 
way?

• Who participates?
• Is there anyone who is extra knowledgeable / who 

takes the lead?

How does the work with quality improvement 
work?

• What makes you do / not do improvement work?
• What enables / complicates the work?
• What support have you received / needed?
• What happens in the long run with quality improve-

ment work? Is it sustainable? How do you follow up 
on projects over time?

How can QI, A&F and the use of performance data be 
improved?

• What is required for data to be useful in quality 
improvement?

• What would you need help with? (time, knowledge, 
commitment, coaching, other)

For all questions: Can you tell us more? Examples? 
Describe how: What happens next? How do you 
proceed?
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