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Abstract

This study aimed to evaluate user experiences
with primary care for children and adolescents
according to health, socio-demographic charac-
teristics, and use of healthcare services. The 2006
Catalan Health Interview Survey studied a rep-
resentative sample of the population aged 0 to
14 (n = 2,200). Parents reported their experiences
with primary care through 17 items from the Pri-
mary Care Assessment Tool. Multivariate mod-
els were fitted to estimate prevalence ratios (PR)
of scoring low on experiences with primary care
by health, use of services, and socio-demograph-
ic variables. A low first contact-accessibility score
was associated with declared chronic conditions.
Immigrant parents declared a poor experience
with several primary care functions. A low score
on first contact-accessibility, continuity of care,
and cultural competence was less likely when
children had double healthcare coverage and
more likely when they had visited emergency ser-
vices. Improvement of some aspects of primary
care services may reduce both use of emergency
services and inequity in this area.
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Resumen

Este estudio evalud las experiencias en la aten-
cion primaria de salud para nifios y adolescentes,
considerando niveles de salud, caracteristicas so-
ciodemogrdficas y el uso de servicios de salud. La
Encuesta de Salud de Cataluna de 2006 incluyo
una muestra representativa de la poblacién de 0 a
14 afios (n = 2.200). Personas adultas informaron
sobre sus experiencias con la atencion primaria de
salud de sus hijos con una seleccién de 17 items
del Primary Care Assessment Tool. Se estimaron
razones de prevalencia (RP) de baja puntuacion
en seis funciones de la atencion primaria de salud,
mediante modelos multivariados. La declaracion
de enfermedades cronicas se asocio a la baja pun-
tuacion en primer contacto-accesibilidad. Los pa-
dres inmigrantes declararon peor experiencia con
varias funciones de la atencion primaria de salud.
Las puntuaciones en primer contacto-accesibi-
lidad, continuidad de la atencién y competencia
cultural fueron mds altas cuando los nifios tenian
cobertura sanitaria doble y mds bajas cuando ha-
bian visitado los servicios de emergencia. Mejoras
en algunas funciones de la atencion primaria de
salud podrian reducir el uso de servicios de urgen-
ciay la inequidad.

Atencion Primaria de Salud; Servicios de Salud;
Nino; Adolescente
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Introduction

Over the past few decades, several countries have
reinforced their primary care services to provide
more equitable access to health care, and to
achieve more efficient care by strengthening pri-
mary care gatekeeping role and improving coor-
dination with other services. Within this stronger
role, primary care providers have been required
to ensure accessible and integrated services
which address the broad majority of health care
needs, to develop sustained relationships with
patients, and to practice within the context of
family and community 1. The extent to which pri-
mary care services achieve those objectives is a
relevant issue for policy makers. However, several
studies and reviews have underlined the need for
improvements in the way primary health care is
conceptualized and measured 2 and in the way in
which indicators are developed 3. The lack of reli-
able instruments to measure primary health care
and the need to include the user’s point of view in
evaluations have also been pointed out 45.

Assessing users’ experiences of primary care
can provide valuable insights and offer a differ-
ent perspective. For example, van Stralen et al. 6
demonstrated that user assessments of primary
care were worse than those of professionals. Jer-
ant et al. 7 showed that a reduced risk of mortality
was associated with a better patient-reported ac-
cess to primary care. Race/ethnicity, household
poverty, status, parent education, and health in-
surance coverage are some of the socioeconomic
features associated with differences in primary
care experiences of access and continuity 89, but
little is known how population health or the kind
of services used impact user experience of dif-
ferent aspects of primary health care 10 An as-
sociation between access or use of services and
perceptions of those services, similar to that
found in studies of patient-reported care coor-
dination between different levels of care, could
be expected 11.

Spain began to reform its health services un-
der the General Health Law of 1986. At that time,
it shifted from a social insurance model to uni-
versal tax-financed coverage, and the proportion
of total health expenditure which was publicly fi-
nanced increased 12. The new primary care strat-
egy was implemented between 1996 and 2003
and focused on strengthening teams at the first
level of care. By the beginning of the 21st century,
public health service coverage was almost uni-
versal and previous studies showed an accept-
able level of user satisfaction 13,14. Private health-
care coverage was also frequent for children, a
situation which generated some inequity in ac-
cess or use of services by, for example, reducing
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waiting time for physician visits 15 or emergency
services 16. Improvements in areas such as drug
prescription, costs per inhabitant 13,17 and even
population health status 5 suggested a positive
impact of primary care reform. At the same time,
there were demographic changes within the
Spanish population, characterized by an increas-
ing proportion of immigrants and higher birth
rates. At that time, there was considerable inter-
est as to whether the health service would be able
to provide primary care which met its theoretical
obligations, and whether there might be differ-
ences in experiences of primary care according
to health needs and socioeconomic or utilization
variables. For example, it is known that prima-
ry care services can improve adolescent behav-
iours when adequate preventive interventions
are delivered 18.

In Catalonia, one of the Autonomous Com-
munities of Spain, health interview surveys are
conducted regularly to monitor population
health and the results of social and health pol-
icies. Implementation of the above mentioned
reforms in Spain and Catalonia led to interest in
assessing primary care and therefore to the in-
clusion of additional questions for this purpose
in the 2006 edition of the Catalan Health Inter-
view Survey. The objective of the present study
was to assess experience with primary care and
to investigate the association between reported
experience and health status, socio-demograph-
ic characteristics, use of healthcare services and
healthcare coverage in the population of Catalo-
nia under 15 years of age.

Methods

Design and population

The 2006 Catalan Health Interview Survey was a
cross-sectional study carried out in a represen-
tative sample of non-institutionalized residents
of Catalonia. For the purposes of the present
analysis, the population of interest was non-
institutionalized children under the age of 15
years. Sample selection used a multi-stage de-
sign with stratification by age and sex; sampling
also ensured that data was collected for all 36
“health care areas” (“Arees Integrals de Salut”) of
the Catalan National Health Service. First, mu-
nicipalities were randomly selected according to
number of inhabitants and, second, individuals
were also randomly selected based on distribu-
tion by age and sex from the population registry
of the Statistical Institute of Catalonia. Replace-
ment cases for first order eligible participants
were selected to ensure similar characteristics by



age, sex, and geographical area. The sample size
for children aged < 15 years was established at
2,200 and took into account the survey’s multiple
objectives. This sample size provided a margin
of error of under 5%, with a confidence level of
95.5%, as well as the possibility of stratifying with
adequate reliability to estimate prevalence and
prevalence ratios in multivariate models. Parents
received a letter by post from the Department
of Health informing them about the survey be-
fore the interviewer visit. The sample size was
reached with 65% of first selected cases and 22%
of first replacement cases; the remainder were
primarily second replacement cases. Reasons for
replacement were: wrong or changed address,
non-locatable, or repeated absence (28%), and
parent refusal (7%). The survey questionnaire
was administered during home-based interviews
with a proxy respondent, preferably the child’s
usual caregiver 19.

Variables and instruments

Dependent variables were six of the attributes
defined by Starfield 20 as desirable for primary
care performance. These were addressed by a
set of items selected from the Primary Care As-
sessment Tools (PCAT) 21 which were included in
the 2006 survey questionnaire for children aged
0 years to 14 years. The 24 PCAT items selected
facilitated identification of the primary care pro-
vider as the regular source of primary care or, if
children did not have a primary care provider,
the last physician they visited. Further items fa-
cilitate characterization of the primary care pro-
vider and 17 items are used to construct the 6
dependent variables: first contact (4 items, most
of which address accessibility), continuity of
care or longitudinal care (3 items), coordination
of services (this domain includes 2 items and is
answered only by those who visited a specialist
during the last 12 months), comprehensiveness
- services available (4 items), comprehensive-
ness — services received (2 items), and cultural
competence (2 items). Further details on item se-
lection, cross-cultural adaptation, and reliability
and validity have been published elsewhere 22,23.
All items covering primary care domains are an-
swered on a 4-point scale (1 = definitely not; 2 =
probably not; 3 = probably yes; and 4 = definitely
yes). Additional response options include “don’t
know” or “can’t remember” 24. Domain scores
are calculated from the mean value for all items
in the domain and can range between 1 and 4.
We used a score of 3 points (corresponding to
“probably yes”) as a cut-point to help interpret
experiences, an approach employed in previous
studies 25.26: 3 or more points was defined as the
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“expected primary care level” on each attribute;
a score under 3 was considered to define a ‘poor
experience’ with primary care on any attribute.
This facilitated the analysis of poor experiences
by other variables collected.

Independent variables were: child’s age and
sex; child’s overall perceived health status, num-
ber of chronic conditions, psychiatric disorders
(mean score on the 25 item Strengths and Diffi-
culties Questionnaire 27), number of parents in
the household, number of people in the house-
hold, parents’ educational level, parents’ social
class, parents’ country of birth (Spain or outside
Spain), healthcare coverage (only public health
insurance or double health insurance; some peo-
ple in Spain have both public and private health
insurance), and general practitioner or pediatri-
cian, specialist, or emergency department visits
in the previous year. Social class was based on
the head of household’s current or previous job
based on the Spanish Society of Epidemiology
classification 28 class I included managerial and
senior technical staff and independent profes-
sionals; class II, administrative and service work-
ers, self-employed workers, and supervisors of
manual workers; class III, skilled non manual
workers; class IV, skilled (IVa) and partly skilled
(IVb) manual workers; and class V, unskilled
manual workers. These six original categories of
social class were grouped into three for this anal-
ysis: I-11, ITI, and IV-V.

Statistical analysis

All analyses included the weights derived from
the complex sampling design. First, the sample
characteristics were described for the whole
sample, and then by population groups accord-
ing to whether the respondent had identified a
center or health professional as a source of pri-
mary care or not. Between groups comparisons
were performed using Chi square.

Means and 95% confidence intervals (95%CI)
and medians and interquartile ranges (IQR) were
calculated for the six primary care attributes as
well as the percentages of the sample scoring low
(under 3.0) on each attribute.

A bivariate and multivariate analysis were
conducted for each attribute to determine whe-
ther there were statistically significant differenc-
es on each of the independent variables between
respondents scoring low and those scoring over
3. Poisson regression models with robust vari-
ance 29 were then fitted to estimate the prevalence
ratio (PR) and its 95%CI for scoring low on each
primary care attribute based on health status,
socio-demographic, and health care variables.
Variables included in the multivariate models
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were those which were statistically significant in
the bivariate analysis and which were of interest
from an epidemiological viewpoint (i.e. age, sex,
social class). Statistical analyses were performed
with Stata 9.0 (State Corp., College Station, USA).

Ethics

The Catalan Health Interview Survey is an ob-
servational health survey conducted by the De-
partment of Health of Catalonia as part of routine
governmental statistics gathering. The survey
complies with all relevant national legislation on
the protection and processing of personal data.

Results

Complete responses on the PCAT were obtained
from parents once they had identified their
child’s usual source of primary care (92.5%) or
a health professional visited during the previ-
ous year (2.7%). The other 4.8% of the sample
declared that they did not have a regular source
of care. Of the primary care provider identified,
83% were public health care system providers.
Primary care providers were mainly located in
primary care centers (78%), followed by single
private offices (12%), and other centers or hos-
pitals (10%). There were no missing values on
PCAT items. 58% of the sample visited a spe-
cialist and consequently answered items on the
coordination domain.

The 4.8% of the sample who declared that
they did not have a regular source of care was
excluded from the analysis. Within this group,
parents were less likely to have a child under 12
years with a chronic condition or mental health
problems (Table 1). Mean scores for the primary
care attributes assessed on the PCAT were all
over 3 points (Table 2). Over two thirds of the
sample gave a high score (> 3) to their experi-
ence with primary care on the domains of first
contact (74.1%), coordination (69.2%), and cul-
tural competence (71.2%). The domains with the
highest percentages of people with low scores
were services received from the primary care
provider (49.3%), continuity of care (39.4%), and
services available (37.9%).

The bivariate analysis (Table 3) showed that,
in general, declaring poor health was associated
with reporting a poorer experience with primary
care. Some socioeconomic characteristics and
prior use of services were also associated to the
quality of the experience with primary care.

The multivariate models for each of the six
domains evaluated are presented in Table 4. Poor
scores on the attribute of accessible first contact
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were more likely among respondents who re-
ported having one (PR = 1.20; 95%CI: 1.01-1.43)
or more chronic conditions (PR = 1.35; 95%CI:
1.13-1.62), when both parents were born out-
side Spain (PR = 1.20; 95%CI: 1.00-1.45), and
among those who had used the emergency ser-
vices in the last year (PR = 1.20; 95%CI: 1.03-
1.39). This attribute was less likely to be scored
poorly when children had double coverage
(PR =0.69; 95%CI: 0.56-0.86).

Poor scores on the attribute of continu-
ity of care were more likely when both parents
were born outside Spain (PR = 1.17; 95%CI:
1.02-1.34) and in those who had used the emer-
gency services in the previous year (PR = 1.24;
95%CI: 1.11-1.39). Respondents whose child had
double health-care coverage (PR = 0.68; 95%CI:
0.57-0.80), or who had visited the general prac-
titioner or paediatrician (PR = 0.82; 95%CI: 0.70-
0.97) or a specialist (PR = 0.86; 95%CI: 0.76-0.97)
during the last year were less likely to score this
attribute low.

Parents in the intermediate social class (PR =
0.78; 95%CI: 0.62-0.97) and those who had vis-
ited a general practitioner or pediatrician in the
past year were less likely to report poor coordina-
tion between primary care and specialist services
(PR =0.72; 95%CI: 0.55-0.94).

No associations were observed for any of the
variables analyzed with the domain of services
available, whereas the services received subdo-
main of the comprehensiveness domain was
more likely to be scored low by parents of children
aged 6 to 11 years (PR =1.18; 95%CI: 1.04-1.33) or
12 to 14 years (PR = 1.60; 95%CI: 1.42-1.81), by
parents born outside Spain (PR = 1.17; 95%CI:
1.04-1.30), and those whose child was only cov-
ered by the public health care system (Table 4).

Cultural competence was more likely to be
scored low by parents in the lower social class
(PR =1.25; 95%CI: 1.05-1.50), and those who had
used emergency services in the past year (PR =
1.23; 95%CI: 1.07-1.41). On the other hand, cul-
tural competence was less likely to be scored
low when a child had double healthcare cover-
age (PR = 0.74; 95%CI: 0.61-0.91) and by parents
of children who had visited the general practi-
tioner or the pediatrician in the last 12 months
(PR =0.69; 95%CI: 0.57-0.83).

Discussion

This study reports on user experiences with pri-
mary care among parents of children aged 0-14
years in Catalonia, in 2006. High scores in all
attributes evaluated indicated strong primary
care in Spain, but some disadvantaged social
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Table 1

Characteristics of the sample groups identifying (or not) a center or health professional as a source of primary care.

Yes (n = 2,091) No (n = 105) Whole sample
n % n % n %

Sex

Girls 1,018 48.6 49 46.7 1,067 48.5

Boys 1,077 51.4 56 53.3 1,133 51.5
Age * (years)

0-5 706 33.7 29 27.7 735 334

6-11 927 44.2 39 37.4 966 43.9

12-14 462 221 37 34.9 499 22.7
Perceived health *

Excellent 568 271 48 46.1 616 28.0

Very good 898 42.8 41 39.5 939 42.7

Good 566 27.0 15 14.0 581 26.4

Fair or poor 63 3.0 0 0.0 64 29
Number of chronic conditions *

0 1,038 49.5 71 68.1 1,109 50.4

1 592 28.3 19 17.7 610 27.8

>2 465 22.2 15 14.2 481 21.8
Psychiatric disorders (SDQ)

No 1,890 90.2 100 95.8 1,990 90.5

Yes 205 9.8 5 4.2 210 9.5
Two-parent household **

Yes 1,824 87.1 91 86.6 1,915 87.0

No 271 12.9 14 13.4 285 13.0
Number of people in household

Four or less 1,663 79.4 76 72.0 1,739 79.0

Five or more 432 20.6 29 28.0 461 21.0
Parents’ educational level ***

University 643 30.7 20 19.0 663 30.2

Secondary 643 30.7 42 40.0 685 31.1

Primary or less 808 38.6 43 41.0 851 38.7

Unknown 1 0.0 0 0.0 1 0.0
Parents’ social class ***

1+11 645 30.8 21 19.9 666 30.3

Il 627 29.9 38 36.5 665 30.2

IV+V 810 38.7 44 41.4 854 38.8

Unknown 13 0.6 2 2.2 15 0.7
Parents’ country of birth

Both Spain 1,761 84.1 89 84.8 1,850 84.1

Other 334 15.9 16 15.2 350 15.9
Health coverage

Only public 1,591 75.9 83 78.8 1,674 76.1

Double 504 241 22 21.2 526 23.9

SDQ: Strengths and Difficulties Questionnaire.
*p <0.05;
** Living with both parents;

*** Maximum between both parents.
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Table 2

Parents’ scores on experiences with attributes of primary care. 2006 Catalan Health Interview Survey.

PC attributes Mean scores (95%Cl) Median scores (IQR) % scoring < 3
First contact 3.40 (3.37-3.42) 3.50 (3.00-3.75) 25.9
Continuity of care 3.25(3.21-3.29) 3.33(2.83-4.00) 394
Coordination 3.43(3.37-3.49) 4.00 (3.00-4.00) 30.8
Services available 3.21(3.19-3.24) 3.25(2.87-3.62) 37.9
Services received 3.03 (2.98-3.08) 3.25 (2.50-4.00) 49.3
Cultural competence 3.50 (3.47-3.54) 4.00 (3.00-4.00) 28.8

95%Cl: 95% confidence interval; IQR: interquartile range.

Table 3

Prevalence and prevalence ratios (PR) of low scores in experiences with primary care attributes by sociodemographic, health status, and use of services

variables. Bivariate analysis. 2006 Catalan Health Interview Survey.

First contact Continuity of care Coordination Services available Services received  Cultural competence
% PR(95%Cl) % PR(95%Cl) % PR(95%Cl) % PR(95%Cl) % PR (95%Cl) % PR (95%CI)

Sex
Boys 27.4 1.0 41.0 1.0 31.2 1.0 39.2 1.0 50.5 1.0 27.6 1.0
Girls 243 0.9(0.8-1.1) 377 1.0(0.9-1.1) 303 1.0(0.8-1.2) 36.6 0.9(0.8-1.1) 480 0.9(0.9-1.1)  30.1 1.1(0.9-1.2)
Age (years)
0-5 26.3 1.0 38.9 1.0 26.8 1.0 41.0 1.0 39.7 1.0 28.6 1.0
6-11 259 0.9(0.8-1.1) 39.7 1.0(0.9-1.1) 302 1.1(0.9-1.4) 365 0.9(0.8-1.00 487* 1.2(1.0-1.3) 295 1.0(0.9-1.2)
12-14 253 1.0 (0.8-1.2) 39.4 1.1(0.9-1.2) 365* 1.3(1.0-1.6) 36.1 0.9(0.7-1.0) 653* 1.6(1.4-1.8) 278 1.0(0.8-1.2)
Perceived health
Excellent 25.0 1.0 40.0 1.0 37.3 1.0 34.9 1.0 47.9 1.0 26.9 1.0
Very good 251 1.0(0.8-1.2) 37.6 0.9(0.8-1.1) 324 0.9(0.7-1.1) 39.0 1.1(0.9-1.2) 503 1.0(0.9-1.1) 28.0 1.0(0.8-1.2)
Good 27.1* 1.2(1.0-1.4) 400 1.1(0.9-1.2) 23.6* 0.7(0.6-0.90 37.9 1.0(0.9-1.2) 491 1.1(0.9-1.2)  29.0 1.0(0.9-1.2)
Fair or poor 341 1.3(0.9-2.00 50.1 1.2(0.8-1.6) 26.6 0.9(0.6-1.5) 498 1.2(0.9-1.7) 50.2 1.1(0.8-1.4) 553* 1.9(1.5-2.5)
Number of chronic
conditions
0 22.7 1.0 39.4 1.0 31.2 1.0 37.5 1.0 49.2 1.0 28.6 1.0
1 269* 1.2(1.0-1.4) 367 09(0.8-1.1) 24.8 0.8(0.7-1.1) 36.6 1.0(0.9-1.1) 474 1.0(0.9-1.1) 295 1.1(0.9-1.2
>2 31.9* 1.3(1.1-1.6) 426 1.0(0.9-1.2) 36.2* 1.2(1.0-1.4) 405 1.1(0.9-1.3) 520* 1.1(1.0-1.2) 282 1.0(0.9-1.2
Psychiatric
disorders (SDQ)
No 25.1 1.0 38.7 1.0 30.1 1.0 38.0 1.0 48.9 1.0 28.5 1.0
Yes 32.8 1.1(0.9-1.4) 452 1.1(0.9-1.3) 353 1.1(0.9-1.4) 37.2 1.1(0.9-1.3) 533 1.1(0.9-1.3) 314 1.2(0.9-1.4)
Two-parent
household
Yes 26.1 1.0 38.7 1.0 31.2 1.0 38.7 1.0 491 1.0 28.5 1.0
No 244 0.9(0.8-1.2) 43.6 1.1(0.9-1.3) 27.8 0.8(0.6-1.1) 324 0.9(0.7-1.00 51.0 1.0(0.9-1.2) 31.0 1.1(0.9-1.3)
Number of people
in household
Four or less 25.7 1.0 39.6 1.0 30.5 1.0 38.1 1.0 48.8 1.0 28.9 1.0
Five or more 268 1.1(0.9-1.3) 384 1.0(0.8-1.1) 323 1.0(0.8-1.3) 37.2 1.0(09-1.2) 51.3* 1.1(1.0-1.2) 283 0.9(0.7-1.1)

(continues)

Cad. Saude Publica, Rio de Janeiro, 30(12):2607-2618, dez, 2014



Table 3 (continued)
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First contact

Continuity of care

Coordination

Services available

Services received

Cultural competence

% PR(95%CI) % PR(95%Cl) % PR(95%CI) % PR(95%Cl) % PR (95%Cl) % PR (95%Cl)
Educational level
University 211 1.0 34.4 1.0 31.5 1.0 413 1.0 49.0 1.0 22.8 1.0
Secondary 27.1* 1.3(1.0-1.5) 40.6* 1.1(1.0-1.3) 28.6 0.9(0.7-1.1) 341* 0.8(0.7-1.0) 49.2 1.0(0.9-1.1) 30.0* 1.2(1.0-1.5)
Primary or less 28.8* 1.3(1.1-1.6) 42.3* 1.2(1.0-1.3) 320 1.0(0.8-1.2) 383 0.9(0.8-1.0) 49.7 1.0(0.9-1.2) 32.6* 1.4(1.2-1.6)
Social class
1+11 20.7 1.0 34.3 1.0 32.6 1.0 39.9 1.0 48.8 1.0 22.5 1.0
11 262 1.2(0.9-14) 364 1.0(009-1.2) 260 0.8(0.6-1.0) 357 0.9(0.7-1.00 449 1.0(0.9-1.1) 277 1.2(1.0-1.4)
IV+V 29.6* 1.4(1.1-1.6) 455* 1.3(1.1-1.5) 33.2 1.0(0.8-1.2) 38.1 0.9(0.8-1.0) 53.6* 1.1(1.0-1.2) 34.4* 1.4(1.2-1.7)
Parents’ country of
birth
Both Spain 25.2 1.0 37.9 1.0 30.0 1.0 36.7 1.0 47.7 1.0 27.2 1.0
Other 29.7* 1.3(1.0-1.5) 47.3* 1.3(1.1-1.4) 36,5 1.1(0.9-1.5) 443* 1.1(1.0-1.3) 57.6* 1.2(1.1-1.3) 36.9* 1.2(1.0-1.4)
Health coverage
Only public 28.3 1.0 43.2 1.0 324 1.0 38.1 1.0 52.8 1.0 31.3 1.0
Double 18.1* 0.6(0.5-0.8) 27.4* 0.6(0.5-0.7) 264 0.8(0.7-1.00 37.2 1.1(0.9-1.2) 384* 0.7(0.7-0.8) 20.9* 0.7 (0.6-0.8)
Visit general
practitioner or
pediatrician last
year
No 27.7 1.0 49.2 1.0 40.9 1.0 34.4 1.0 58.8 40.9 1
Yes 257 0.9(0.7-1.2) 38.4* 0.8(0.7-0.9) 30.0* 0.7(0.5-0.9) 383 1.1(0.9-1.3) 484* 0.8(0.7-0.9) 27.6* 0.7 (0.5-0.8)
Visit specialist last
year
No 27.2 1.0 43.7 1.0 29.0 1.0 40.2 1.0 48.5 33.0 1
Yes 251 0.9(0.8-1.0) 36.7* 0.8(0.7-0.9) 31.3 1.0(0.8-1.3) 36,5 0.9(0.8-1.1) 49.8 1.0(0.9-1.1) 26.2* 0.8(0.7-1.0)
Visit emergency
department last
year
No 23.6 1.0 36.7 1.0 325 1.0 36.9 1.0 49.9 27.2 1
Yes 29.3* 1.2(1.0-1.4) 43.2* 1.2(1.1-1.3) 28.8 0.9(0.8-1.1) 394 1.0(0.9-1.1) 485 1.0(0.9-1.1) 31.2* 1.2(1.0-1.4)

95%Cl: 95% confidence interval; PR: prevalence ratio; SDQ: Strengths and Difficulties Questionnaire.

*p < 0.05.

groups were more likely to report a worse experi-
ence with primary care, even after controlling by
health status and use of services.

Almost all survey participants were able to
identify a source of primary care and high scores
in all attributes evaluated indicated the high
quality of primary care in Spain at that time. Fur-
thermore, the attribute of primary care offering
accessible first contact received the highest score
in Catalonia, whereas it was one of the worst rat-
ed domains in Quebec (Canada) 30 and several
sites in Brazil 6,31,32,33, Primary care reforms have
been ongoing in all three countries for several
decades. In Brazil, several studies compared
the traditional model of care, which provides
care in basic health units, with the reformed

centers based on the Family Health Strategy, and
showed important differences in PCAT domains.
Although the results in accessibility differed
between studies, they consistently demonstrat-
ed more adequate primary care services when
those were provided by Family Health Strategy
teams 34. Scores were particularly good in the
domains of longitudinality of care, coordination
between levels, comprehensiveness, and family
focused care 26,33,35. These scores are not directly
comparable, however, as different versions of the
PCAT were used. Nevertheless, user experience
suggests that Spain performed well in terms of
providing accessible first contact.

It is highly relevant that the study did not
reveal major differences in experiences with
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Table 4

Sociodemographic, health status, and use of services variables associated with low scores in experiences with primary care attributes. Multivariate models

adjusted by all variables in the table. 2006 Catalan Health Interview Survey.

First contact

PR (95%Cl)

Continuity of care

PR (95%Cl)

Coordination

PR (95%Cl)

Services
available
PR (95%Cl)

Services
received
PR (95%Cl)

Cultural
competence
PR (95%ClI)

1.00
0.95 (0.85-1.07)

1.00
0.91 (0.78-1.05)
0.89 (0.75-1.05)

1.00
1.01(0.87-1.16)
1.11 (0.96-1.29)

1.00
0.88 (0.76-1.03)
0.91(0.78-1.05)

1.00
0.97 (0.88-1.05)

1.00
1.18 (1.04-1.33) *
1.60 (1.42-1.81) *

1.00
0.99 (0.89-1.10)
1.08 (0.97-1.21)

1.00
0.93 (0.83-1.05)
1.01(0.90-1.12)

1.00
1.07 (0.93-1.22)

1.00
1.08 (0.91-1.29)
1.04 (0.85-1.27)

1.00
1.06 (0.90-1.23)
1.04 (0.87-1.24)

1.00
1.14 (0.94-1.38)
1.25(1.05-1.50) *

1.00 1.00 1.00

Sex

Boys 1.00 1.00 1.00

Girls 0.93 (0.80-1.07) 0.97 (0.87-1.08) 1.02 (0.86-1.22)
Age (years)

0-5 1.00 1.00 1.00

6-11 1.01 (0.84-1.22) 1.09 (0.95-1.26) 1.10(0.87-1.39)

12-14 1.06 (0.85-1.31) 1.14 (0.98-1.34) 1.21 (0.94-1.56)
Number of chronic conditions

0 1.00 1.00 1.00

1 1.20(1.01-1.43)*  0.96 (0.84-1.09) 0.83 (0.67-1.04)

>2 1.35(1.13-1.62)*  1.04 (0.91-1.20) 1.18 (0.97-1.44)
Social class

I+I1 1.00 1.00 1.00

Il 1.12(0.92-1.38) 0.96 (0.82-1.12)  0.78 (0.62-0.97) *

IV+V 1.18 (0.98-1.44) 1.10 (0.95-1.26) 0.91(0.74-1.11)
Parents’ country of birth

Both Spain 1.00 1.00 1.00

Other 1.20 (1.00-1.45)*  1.17 (1.02-1.34) * 1.13 (0.84-1.44)

Health coverage
Only public 1.00 1.00 1.00
Double 0.69 (0.56-0.86) *  0.68 (0.57-0.80) *
Visit general practitioner or

pediatritian last year

0.83(0.67-1.03)

1.15(0.99-1.34) 1.17 (1.04-1.30) * 1.12(0.94-1.33)

1.00 1.00 1.00
1.05(0.91-1.21) 0.78 (0.69-0.89) * 0.74 (0.61-0.91) *

No 1.00 1.00 1.00

Yes 0.92(0.73-1.19)  0.82(0.70-0.97) *  0.72(0.55-0.94) *
Visit specialist last year

No 1.00 1.00 1.00

Yes 0.86 (0.73-1.01)  0.86 (0.76-0.97)*  1.01 (0.82-1.25)
Visit emergency department
last year

No 1.00 1.00 1.00

Yes 1.20(1.03-1.39)* 1.24(1.11-1.39)*  0.97 (0.81-1.15)

1.00
1.04 (0.84-1.29)

1.00

0.97 (0.85-1.11)

1.00
0.98 (0.86-1.10)

1.00
0.91(0.80-1.04)

1.00

0.98 (0.88-1.08)

1.00
1.06 (0.97-1.1¢)

1.00
0.69 (0.57-0.83) *

1.00

0.88 (0.75-1.02)

1.00
1.23(1.07-1.41) *

95%Cl: 95% confidence interval; PR: prevalence ratio.
*p < 0.05.

primary care when children had health needs;
only parents of children with chronic conditions
scored first contact-accessibility low. On ana-
lyzing the data in detail, we found that the low
scores largely stemmed from the lack of phone
access for obtaining advice (items C4 and C5).
Having visited a general practitioner or pedi-
atrician was associated with a better rating of
primary care in continuity of care and coordina-
tion, and having visiting a specialist was also as-
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sociated with a better score in continuity of care.
On the other hand, lower scores on the domains
of first contact-accessibility, continuity of care
and cultural competence were associated with
a higher likelihood of using emergency services.
Previous studies in Catalonia found that parents
with a low educational level were more likely to
use emergency medical services, as were parents
of children with additional, private health cover-
age 16. The potentially inappropriate use of emer-



gency services was linked to the level of knowl-
edge of the health services available and working
hours 36, in particular among immigrants with
precarious work conditions 37, A study using data
from the 2007-2009 Medical Expenditure Panel
Survey in US, showed how one element of com-
munication like patient-provider language con-
cordance, was associated with fewer nonemer-
gent visits to emergency department 38.

The differences by sociodemographic char-
acteristics after controlling for health and use of
services should be underlined as it raises con-
cerns about social inequalities. It is noteworthy
that those in disadvantaged social classes and
foreign parents were more likely to give lower
scores on the attributes of first contact, continu-
ity of care, services received, and cultural com-
petence, thereby identifying characteristics of
primary care that require improvement. A series
of barriers might lead to a deterioration in the
experiences of disadvantaged social groups with
primary care, as observed on other indicators of
quality of care 39. On the other hand, the same
attributes of primary care scored well among us-
ers whose children had double health coverage,
a characteristic which indicates a privileged part
of the population. A similar finding was reported
in Argentina with data from a sample in which
approximately 50% of the children had double
coverage 40. This may be because they can choose
between at least two different options when de-
ciding which pediatrician or other health care
professional to visit, and they presumably choose
the one they are more satisfied with. Our data
(not shown) indicated that they more frequently
chose to visit pediatricians provided by their pri-
vate health care insurance plan.

It should be taken into account that recent-
ly, as a response to the global economic crisis,
European countries in general, and the Spanish
government in particular, have tended to restrict
public health expenditure. Recent legislative
changes have excluded the uninsured from the
right to health care, a move which directly affects
immigrants and the unemployed 41. In this way
access to healthcare services is reduced and in-
equities in health may become more marked. It
will be important to determine whether the sit-
uation worsens in the future or whether primary
care is reinforced, as proposed in Spain 42.

The most important weakness of our study
was the use of a subset of the original PCAT items
selected specifically for use in the 2006 Cata-
lan Health Interview Survey, rather than using
the complete short version. However, it was not
possible to use the complete version in a health
survey. The use of a more limited pool of items
implies reduced content validity when compared

EXPERIENCIES WITH PRIMARY CARE FOR CHILDREN AND ADOLESCENTS

to the conceptual model proposed by the instru-
ment’s authors, and also limits the possibility of
comparing with other countries. Other, shorter
versions of PCAT are now available which allow
for the computation of a global index of prima-
ry care, covering all of the domains proposed by
Starfield and selected using modern statistical
methods 43. Thus, any comparison of our results
with other studies should be treated with caution.
Nevertheless, the inclusion of these domains and
items at least allowed us to gather relevant data
on perceptions of primary care services from a
representative sample of inhabitants.

Another limitation is the cross sectional de-
sign of the study, which rules out the possibility
of making causal assumptions. Thus, we cannot
confirm whether good access and continuity of
care led to a greater use of general practitioners
and a lower use of emergency services.

Based on studies of representativeness in
similar types of health surveys in children, selec-
tion bias could affect results if those who refused
to participate had poorer health 44 and if mor-
bidity is associated with worse experience with
access to primary care, as was the case in the
present analysis. However, refusals to participate
in the current survey were low and refusals were
replaced with cases selected by random, from
individuals of a similar age and the same sex, liv-
ing in the same area. No additional information
was gathered from refusals to characterize their
health or use of services so it was not possible to
analyze the possibility of bias in greater depth.
Moreover, health surveys employing multistage
random sampling of communities and house-
holds are likely to achieve more representative
and better balanced samples in terms of age, sex,
and place of residence (urban-rural) samples
than institutional samples or studies of health
services in which users are interviewed in waiting
rooms 44,

To the best of our knowledge, relatively few
studies have examined user perceptions of pri-
mary care services from a population perspec-
tive while at the same time taking into account
several domains considered fundamental to
primary care performance. This study provides
information about the quality of primary care
in a developed country with a National Health
Service which provided almost universal cov-
erage and with a relatively strong primary care
service in 2006 45. The attributes of primary care
studied here were generally evaluated positive-
ly, but sociodemographic differences indicate
the existence of inequalities in service quality
and provision. There was also some evidence
to suggest that inappropriate use of emergency
services may be associated with poor ratings of
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primary care services among some groups. The
study therefore provides relevant information for
policy makers, as it suggests that improvement
of aspects of primary care services may reduce
both inappropriate use of emergency services

Resumo

Este estudo avaliou as experiéncias com a atengdo pri-
mdria a satide para criangas e adolescentes, conside-
rando niveis de satide, caracteristicas sociodemogrdfi-
cas e o uso de servigos de satide. A Enquete de Satde
de Catalunha de 2006 incluiu uma amostra represen-
tativa da populagdo de 0 a 14 anos (n = 2.200). Pessoas
adultas informaram suas experiéncias com a aten¢do
primdria a satide de seus filhos com uma selegdo de 17
itens do Primary Care Assessment Tool. Estimaram-se
razoes de prevaléncia (RP) de baixa pontuagdo em seis
fungoes da atengdo primdria a satide mediante mode-
los multivariados. A declaragdo de doengas cronicas se
associou a baixa pontuagdo no primeiro contato-aces-
sibilidade. Os pais imigrantes declararam pior experi-
éncia com vdrias fungoes da atengao primdria a sat-
de. As pontuagoes no primeiro contato-acessibilidade,
continuidade da atengao e competéncia cultural fo-
ram mais altas quando as criangas tinham cobertura
sanitdria dupla e mais baixas quando tinham visitado
os servigos de emergéncia. Melhorias em algumas fun-
¢oes da atengdo primdria a satide poderiam reduzir o
uso de servigos de urgéncia e iniquidade.

Atengao Primdria a Satide; Servigos de Satide;
Crianga; Adolescente
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and social inequalities in this area. Finally, socio-
demographic differences indicate the existence
of inequalities in service quality and provision,
which could increase given the current economic
and political crisis.
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