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Abstract: Processes in the health sector include diagnostics, treatment, rehabilitation, prevention,
education of patients, and all other interactions between qualified medical personnel and patients.
Interpersonal processes pertain to the psychosocial aspect of said activities and include variables that
describe communication, continuity, patient awareness, and the degree of patient involvement and
influence the performance of health institutions in primary health care (PHC). The dimensions of
importance for researching the influence of indicators of interpersonal processes on the performance
of PHC organizations were identified, taking into account the underlying theory and specifics and
characteristics of PHC. This paper studies the influence that patient-centeredness, as a dominant
dimension that encompasses interpersonal processes, has on effectiveness, i.e., outcomes presented
through health-related quality of life (HRQOL). Data on the factors of importance for this research
subject were collected in the Republic of Serbia, while data analysis was carried out using partial least
squares structural equation modeling (PLS-SEM). The research results show a complex relationship
between indicators of interpersonal processes, highlight the importance of this group of processes for
increasing the effectiveness of PHC organizations, and demonstrate the influence of interpersonal
processes on the performance of PHC organizations.

Keywords: organizational performance; interpersonal processes; effectiveness; performance mea-
surement; primary health care organizations

1. Introduction

The processes in the domain of health services include activities and interactions
between patients (service users) and doctors (healthcare professionals) for the purpose
of providing health care. These processes include diagnostics, treatment, rehabilitation,
prevention, and patient education, as well as all other interactions between trained medical
personnel and patients [1]. Primary health care (PHC) involves first contact; continuous,
comprehensive, and coordinated care provided to the population regardless of sex, disease,
or organ system [2]; health-related educational and promotional activities; and interlinking
with other parts of the health care system.

The process indicators and performance dimensions of importance for this paper
were identified using the widely accepted “Donabedian framework” structure–process–
outcome [3,4]. Many studies use this model to identify and categorize performance indi-
cators [5], evaluate PHC quality, and monitor PHC performance. Process measures are
predominant indicators of PHC quality and reflect both preventive care and the man-
agement of chronic diseases [6]. Processes can be analyzed from two aspects, i.e., two
groups: 1. technical and 2. interpersonal [4,5]. The technical aspect includes indicators that
describe the implementation of medical knowledge and medical procedures and protocols
for dealing with certain health issues of service users. Interpersonal processes refer to the
psychosocial aspect of the relationship between qualified medical personnel and patients.
This group of processes in most cases includes variables which describe communication,

Sustainability 2021, 13, 12243. https://doi.org/10.3390/su132112243 https://www.mdpi.com/journal/sustainability

https://www.mdpi.com/journal/sustainability
https://www.mdpi.com
https://orcid.org/0000-0002-3307-8942
https://doi.org/10.3390/su132112243
https://doi.org/10.3390/su132112243
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.3390/su132112243
https://www.mdpi.com/journal/sustainability
https://www.mdpi.com/article/10.3390/su132112243?type=check_update&version=2


Sustainability 2021, 13, 12243 2 of 12

continuity, patient awareness, and the degree of patient involvement and which affect the
total performance of a PHC organization. Interpersonal processes highlight the perception
(aspect) of the service user and, according to [7], emphasize the functional quality of service
and focus on its effectiveness. Interpersonal processes are the basis for realizing technical
processes, and their improvement and efficient management can improve the technical
quality of care. In this paper, the authors focused on the empirical study of relationship
between interpersonal processes and the performance of PHC organizations (healthcare
institutions).

Observing the structure–process–outcome framework, the authors identified dimen-
sions important for determining the influence of interpersonal processes on the perfor-
mance of PHC organizations and evaluated the relationship between the indicators and
performance dimensions inside this triad. The analyzed data were obtained using the
questionnaire constructed by the authors. The questionnaire contains 68 items. The field
survey was conducted in 30 municipalities of the Republic of Serbia, Autonomous Province
of Vojvodina, and involved 621 respondents. The research model was empirically tested
and confirmed as valid and reliable.

1.1. Literature Review

The performance of an organization can be regarded as complex interrelationship be-
tween different aspects of performance. In the case of health care institutions, performance
is often viewed as a function of quality improvement. In that sense, quality is regarded
as a dominant activity or component of performance measurement [8], which was taken
into account when selecting performance dimensions important for this research. When
designing and implementing the system for measuring performance in the health sector,
it is important to use a combination of process indicators and outcome indicators and, at
the same time, include perception measures and performance indicators [9], as well as
indicators of structure, meaning the environment in which said processes occur. Many
authors and existing performance measurement systems highlight the relationship between
process and outcome indicators [10–15]. Taking into account the theoretical basis for the
evaluation based on the structure–process–outcome framework, it is possible to assess the
relationship between structure and process, evaluate the process itself, and, after assessing
the health status of a service user, determine the relationship between those processes
and outcome of services provided. This forms the theoretical basis for the conceptual
framework for studying the influence of interpersonal processes on the performance of
PHC organizations.

When studying and measuring performances pertaining to the health system as a
whole, many authors [13,16–18] highlight the following dimensions of importance: ef-
fectiveness (or improvement of health status), safety, patient-centeredness, availability,
efficiency, continuity, adequacy (compliance), acceptability, capacity, competency, sustain-
ability, timeliness, equity (fairness), and relevance.

Given the specifics and characteristics of PHC, which is the first level of contact with
the health system and which includes curative care, rehabilitation, prevention, and health
education [19], it is necessary to have a targeted approach and observe the specifics of
organizations at this level of health care in order to make an optimal selection of perfor-
mance dimensions of importance. Basic measurable characteristics of PHC [20,21] such
as availability, comprehensive care, continuity, and coordination of care, with healthcare
quality attributes which, according to [1], include success (adequacy), effectiveness, effi-
ciency, optimality, acceptability, legitimacy, and fairness, whereby these attributes can be
used individually or in combination in order to define quality, represent the first step in
identifying performance dimensions of importance for this research. In order to develop the
research model and identify performance dimensions, the authors used, in addition to the
above, the Health Care Quality Indicators (HCQI) conceptual framework [13,19,22], which
focuses on technical quality while maintaining a broader perspective of other dimensions,
and the Primary Health Care Performance Initiative (PHCPI) [15,23,24], which focuses on
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the intersection between the services and basic functions of PHC as key drivers of different
performance dimensions.

Based on the aforementioned conceptual framework and underlying theory, the
following dimensions were identified as important for developing the research model
and determining the influence of interpersonal processes on the performance of PHC
organizations: effectiveness, patient-centeredness, continuity, comprehensiveness, and
human resources in PHC.

Effectiveness in the health sector means the ability of a certain intervention to achieve
a significant effect on patients in normal clinical setting [25]. Effectiveness is the key
dimension of performance/quality and indicates the degree of achievement of desired
outcomes with the provision of established health services [13]. Effectiveness refers to the
performance aspect related to quality and outcomes. In available models for measuring the
performance of health systems and health institutions, effectiveness is an indispensable
component for analysing outcomes and understanding the relationship between outcomes
and overall results of an organization and/or system. Defining and understanding the
effectiveness as a degree to which health can be improved [1] served as the basis for
selecting outcome indicators that allow insight into health-related quality of life (HRQOL).
Due to the nature of interpersonal processes and their potential influence on outcomes,
the authors chose to focus on the effects, i.e., outcome indicators, which comprise the
aspect of mental health. Performance measurement is relevant only if a specific framework
within which one can assess the effectiveness of the undertaken actions is observed [26].
This approach was accepted in this paper, and in that regard, effectiveness is crucial to
understanding the relationship between interpersonal processes and outcomes and how the
former influence the latter. When regarded as indicators of functional quality, interpersonal
processes can be as important as technical quality when assessing health outcomes [27],
and that is how they were analysed in this paper.

Patient-centeredness represents the degree to which the system puts the patient into
the centre of the healthcare process and is often evaluated through patient satisfaction,
i.e., their experience and perception [13]. According to the HCQI framework, patient-
centeredness can also encompass acceptability (compliance with wishes, needs, and expec-
tations of service users and their families) and timeliness (degree to which patients are able
to receive prompt service). Patient-centeredness ensures that health services meet specific
preferences and needs, thus ensuring that medical decisions are tailored to each patient [28].
Patient-centeredness is central to this paper, taking into account PHC characteristics, the
nature of interpersonal processes, and the potential influence on other dimensions of im-
portance for this research. Interpersonal processes that describe communication were used
as patient-centeredness indicators. The analysis of interpersonal processes allows insight
into the compliance of health services with the above needs and into patient-centeredness
as a performance dimension. In this case, patients’ perceptions were taken into account in
order to determine whether the services provided were in compliance with their individual
needs, preferences, and expectations [20,29–31]. Good communication with patients gives
better insight into their needs. A patient-centred approach to communication allows for a
better understanding of patients’ individual needs, convictions, and values; gives them
the information they need in order to participate in the process; and builds doctor–patient
trust and understanding [32]. In addition to focusing on the specific health problem that is
the reason for the visit, communication also includes the exchange of information on other
possible issues, patient’s life circumstances, medical history, and/or other issues of impor-
tance to the patient. Different modes of communication ensure a better understanding of
patients, increase their willingness to adhere to the recommendations, and result in higher
satisfaction [33].

Continuity represents the relationship between patient and the PHC service provider,
which leads to the accumulation of knowledge and establishes a long-term relationship with
the patient [20]. Continuity is an essential function of PHC and as such can be divided into
at least three domains of importance to PHC: interpersonal or relational, informational, and
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management continuity [34,35]. This paper used the indicators of interpersonal continuity,
which represents an ongoing therapeutic relationship between a patient and one or more
service providers. This type of continuity is essentially a subjective experience that reflects
the relationship between the patient and service provider, representing a relationship of
trust and consistent long-term care that is tailored to patient’s personal, psychosocial, and
cultural needs [36]. In this context, continuity is the way in which a patient experiences
the integration of services and coordination of care, i.e., the degree to which individual
health services and interactions are perceived as appropriate and consistent with patient’s
needs [34]. The analysis of patients’ perception provides insight into whether patients feel
that they received appropriate and timely services adjusted to their needs and in a way
that ensures continuity. The time dimension, regardless of duration, is crucial in separating
continuity from other PHC dimensions.

Comprehensiveness is one of the main characteristics of PHC [20,21]. It refers to a
wide variety of health services and appropriate care for a wide range of health problems in
different age groups. In this sense, health services include not only medical procedures,
interventions, and analyses aimed at managing the course of chronic diseases but also
preventive care and health education and promotion [2,37]. Interpersonal processes were
used in order to analyse preventive activities (particularly in the area of health education),
risk factors, and the needs and preferences of patients. In this paper, comprehensive-
ness is presented through preventive activities which are necessary for achieving PHC
sustainability goals and which contribute to high-quality health services.

Human resources in PHC organizations pertain to the dimension that includes struc-
ture indicators of importance for the research model. Structure represents the environment
in which health services are provided and usually involves human resources, physical
capacities and their properties, and certain policies that identify procedures relevant to
the provision of health services. Providing high-quality services at the primary level of
health care depends on the sufficient number of trained medical personnel that is evenly
distributed and available to the population [15,24]. Human resources, i.e., their structure
and characteristics, are one of the basic domains in this group of performance indica-
tors [38]. The structure presented through human resources in PHC was included in order
to highlight the importance of understanding the influence that this group of indicators
has on interpersonal processes. This way, the research model included the evaluation that
observed the structure–process–outcome framework, which was adjusted to the needs of
this research.

1.2. Relationship between Research Dimensions

The complexity and importance of PHC, as well as the nature and specifics of or-
ganizations at this level of health care, require the understanding of a large number of
mutually interrelated indicators in order to adopt a systematic approach to developing
the model and analyzing the influence of interpersonal processes on the performance
of PHC organizations. Understanding the type and nature of the relationship between
structure, process, and outcome indicators [1,9,11,13] and the influence on individual per-
formance dimensions of importance for PHC organizations identified through available
models [13,19,23,24,29] is paramount. Taking into account the aforementioned theoretical
bases, empirical research, and current models, a conceptual framework was established
along with the following hypotheses that were proposed and tested in this paper:

Hypothesis 1 (H1). The correlation between patient-centeredness and effectiveness is significant;

Hypothesis 2 (H2). The correlation between human resources in PHC and patient-centeredness
is significant;

Hypothesis 3 (H3). The orrelation between patient-centeredness and continuity is significant;
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Hypothesis 4 (H4). The correlation between patient-centeredness and comprehensiveness
is significant;

Hypothesis 5 (H5). The correlation between continuity and comprehensiveness is significant.

2. Materials and Methods

The above hypotheses were tested using a questionnaire, which was divided into five
parts. The first part covered socioeconomic data and information on basic health status
of respondents and chronic and acute diseases for the purpose of better understanding
the needs and demands that PHC organizations have to meet. The remaining four parts
of the questionnaire contained 16 items regarding interpersonal processes, i.e., communi-
cation, continuity, comprehensiveness, outcomes, and health-related quality of life. The
questionnaire was designed using the Questionnaire on User Satisfaction with General
Medical Services, developed by the Institute of Public Health of Serbia “Dr Milan Jovanović
Batut” and CDC Health-Related Quality of Life (HRQOL) questionnaire. Items in the
questionnaire were formed using a five-point Likert scale, where respondents graded their
answers from 1 (strongly disagree) to 5 (strongly agree).

In addition to respondents’ answers to the questionnaire, the research also included
data on structure indicators—human resources in PHC, including the number and ed-
ucation level of trained medical (health) professionals and administrative and technical
staff, and data on additional training and education of employees. The above data were
collected from secondary sources, using the existing employee database of IPH “Dr Milan
Jovanović Batut” and pertain only to health centres and municipalities where the survey
was conducted.

2.1. Data Collection and Sample

In order to ensure comprehensive evaluation and analysis of indicators of interpersonal
processes important for the performance of PHC organizations, the research was conducted in
30 municipalities of the Republic of Serbia—AP Vojvodina, which differ in their geographical
location, population structure and size, and which are covered by PHC organizations—health
centers and outpatient clinics of different capacity. By including different municipalities, the
authors tried to maintain sample representativeness and variability of respondents’ experience.
The answers were collected through a field survey, taking into account the representation of
respondents of different socioeconomic background.

The sample consisted of 621 respondents: 283 men (45.6%) and 338 women (54.4%).
The age of respondents ranged from 20 to 89, with average age being 50 (standard deviation
was 16.23 years). Most of the respondents held high school degrees (49.4%), whereas only
3.4% were with uncomplete primary education. Respondents described their health status
through seven categories: poor, fair, good, very good, excellent, I don’t know or I’m not
sure, and I prefer not to answer. Distribution of answers to this question is given in Table 1.

Table 1. Respondents’ self-rated health status in the past year.

Health Status Number %

Poor 41 6.6
Fair 171 27.5

Good 191 30.8
Very good 120 19.3
Excellent 84 13.5

I don’t know or I’m not sure 11 1.8
I prefer not to answer 3 0.5

Total 621 100.0

Based on the data on health status in the past year, the sample can be divided into
three equal groups: respondents who rated their health status as poor or fair (34.1%), good
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(30.8%), and very good and excellent (32.8%). Respondents cited the following chronic
diseases as the main causes of deteriorating health and health problems with functional
limitations: back or neck problems, hypertension, heart problems, vision problems, and
diabetes. The variability of respondents in terms of sociodemographic background and
variability of questions related to health assessment allowed for better understanding and
analysis of data obtained from items about communication, continuity, comprehensiveness,
and health-related quality of life.

2.2. Data Analysis

Data analysis is based on partial least squares structural equation modelling (PLS-
SEM). This approach was selected due to the exploratory nature of the research. In the
national PHC system, the studied constructs have thus far been processed in theory only
(in most cases), without empirical verification of set models. The selected method is
recommended when trying to develop theories and explain the variance and relationships
between constructs and their predictions [39]. Since the research tried to answer the
question on the structure of and relationship between constructs, the research model
included two phases. In the first phase, the model was evaluated using confirmatory
factor analysis in order to identify the nature of constructs. The second phase involved the
examination of relationships inside models and testing of proposed hypotheses.

3. Results

The model was tested using confirmatory factor analysis as the first step towards
defining constructs for further analysis. The initial set of variables included respondents’
answers, with the aim of studying indicators of interpersonal processes in PHC, experi-
ences and perceptions regarding interpersonal processes (communication, continuity, and
comprehensiveness), and outcomes through health-related quality of life. The above data
were supplemented with structural indicators of importance for the research model, i.e.,
human resources, their structure and quantitative characteristics, as well as data on the
additional training and education of employees. A confirmatory factor analysis tested a
5-factor model based on 22 items. The results of the confirmatory factor analysis show fit
indices that suggest the model has a satisfactory fit [40] (χ2 = 2.034, CFI = 0.983, AIC = 665.9,
RMSEA = 0.041). The factor loadings range between 0.66 and 0.98. The factor structure
obtained by the CFA is shown below.

Effectiveness (EFFECT)—Health-related quality of live—mental health aspect:

• Absence of depressive symptoms and emotional problems;
• Absence of sadness, gloom, and depression;
• Absence of worry, tension, and anxiety.

Patient-centeredness (PCENT)—Communication, focus on patient, awareness, compli-
ance with individual needs and patient participation:

• Holistic approach that includes conversation about other possible issues, aside from
the one that led to the visit (previous illnesses, personal problems, etc.);

• Detailed instructions in the event of deterioration of patient’s health;
• Encouraging active patient involvement;
• Active consulting with the patient on the method of and approach to treatment in

order to build trust and understanding;
• Providing additional information to the patient regarding health status;
• Sharing information about the findings and giving the patient insight into all test results.

Continuity (CONT)—Interpersonal or relational continuity:

• Receiving appropriate medical care by the chosen physician in the past year;
• Receiving useful health advice by the chosen physician in the past year;
• Receiving full disclosure regarding the disease and its course from the chosen physi-

cian in the past year.
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Comprehensiveness (COMP)—Aspect of preventive activities—health education, risk
factors, needs, and preferences:

• Education and exchange of information on proper nutrition;
• Education and exchange of information on the importance of physical activity;
• Education and exchange of information on building stress resistance;
• Education and exchange of information on the harmfulness of smoking;
• Education and exchange of information on the harmfulness of alcohol.

Human resources in PHC (HRPHC)—Structure and quantitative characteristics of
human resources—trained medical (health) professionals and other workers, and additional
training and education:

• Medical doctors with permanent and fixed-term employment;
• Medical associates with university degrees, with permanent and fixed-term employment;
• Health workers with vocational degrees, with permanent and fixed-term employment;
• Administrative staff with permanent and fixed-term employment;
• Technical staff with permanent and fixed-term employment;
• Number of workshops and educational seminars held in health institution.

The above factors describe the identified performance dimensions of PHC organiza-
tions. Patient-centeredness, continuity, and comprehensiveness encompass indicators of
interpersonal processes, while effectiveness is described with HRQOL items as outcome
indicators, which includes feelings of well-being and the absence of depressive and emo-
tional problems, worry, tension, and anxiety. Human resources as indicators of structure
represent an important dimension for evaluating and understanding the environment in
which the investigated interpersonal processes take place. The conducted analysis shows
that different performance dimensions of PHC organizations can be subsumed under one
model, thus justifying the approach that involves the structure–process–outcome frame-
work, i.e., comprehensive analyses needed to understand complex interrelationship of
different performance dimensions and key indicators that describe them.

The convergent and discriminant validities of selected factors were also assessed. Av-
erage variance extracted (AVE) points to satisfactory convergent validity, with values over
0.7, which is considered acceptable [41,42]. According to the Fornell–Larcker criterion [39]
for discriminant validity, the model also shows satisfactory results. The indicators are
presented in Table 2.

Table 2. Reliability and validity tests in the measurement model.

CR AVE MSV MaxR(H) HRPHC CONT COMP PCENT EFFECT

HRPHC 0.977 0.876 0.017 0.991 0.936
CONT 0.860 0.674 0.482 0.879 −0.129 0.821
COMP 0.910 0.671 0.341 0.931 −0.076 0.494 0.819
PCENT 0.864 0.516 0.482 0.874 −0.105 0.694 0.584 0.718
EFFECT 0.843 0.583 0.028 0.885 −0.070 0.167 −0.059 0.161 0.763

Based on these findings, it can be concluded that the selected factors are valid and that
they are sufficiently related to other factors, thus supporting the theoretical concept but still
sufficiently different to represent separate entities [43]. The confirmatory factor analysis
included five factors: effectiveness, patient-centeredness, continuity, comprehensiveness,
and human resources in PHC, which describe the influence of indicators of interpersonal
processes on the performance of PHC organizations. The relationships between set factors
and pathways of influence were examined using the structural model below.

Structural Model

The conducted analysis indicates that the coefficient of determination (R2) is 0.47
for the first isolated factor that describes human resources in PHC, which is average and
acceptable [39], and it is 0.35 for the second isolated factor—comprehensiveness. These
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results indicate a statistically significant correlation between factors, ranging from low
to moderate and high (values range between 0.11 and 0.68). The correlation between
patient-centeredness and effectiveness as an outcome indicator is positive and statistically
significant. The highest recorded influence was measured between patient-centeredness
and continuity (estimated at 0.685) and patient-centeredness and comprehensiveness (es-
timated at 0.484). The result indicates high positive correlations between indicators of
interpersonal processes included in the model and their interrelationship, particularly
where patient-centeredness is concerned. The correlation between continuity and compre-
hensiveness is also positive but lower. The factor that describes human resources in PHC
shows a negative correlation with patient-centeredness. The correlation is statistically sig-
nificant but low. Based on the conducted statistical analyses, the research hypotheses that
describe the influence of interpersonal processes on the performance of PHC organizations
and complex correlation between the structure, process, and outcome indicators in PHC
organizations have been confirmed. The values of the coefficients and indicators are given
in Table 3.

Table 3. Structural model path coefficients.

Hypothesis Path β SE t p Supported?

H1 PCENT→ EFFECT 0.31 0.071 5.132 0.000 YES
H2 HRPHC→ PCENT −0.113 0.028 −2.644 0.008 YES
H3 PCENT→ CONT 0.685 0.068 11.055 0.000 YES
H4 PCENT→ COMP 0.484 0.084 7.861 0.000 YES
H5 CONT→ COMP 0.148 0.07 2.664 0.008 YES

The influence and relationship between set constructs was examined using the struc-
tural model shown in Figure 1.
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4. Discussion

The validated model reveals the statistically significant influence of interpersonal
processes on the performance of PHC organizations. The relationship between identified
and studied constructs has been confirmed, taking into account the underlying theory
and the structure–process–outcome framework [1,3–5]. The evaluation has confirmed the
correlation between patient-centeredness as the dominant dimension that encompasses
interpersonal processes and the outcomes analyzed based on patient experience as an
important outcome measure [44], which confirms hypothesis H1—The correlation between
patient-centeredness and effectiveness is significant.

Interpersonal processes that describe communication are significant indicators of
patient-centeredness. A process analysis was used to develop significant indicators for
measuring the performance [45], i.e., the identified performance dimensions of PHC orga-
nizations. Communication together with understanding, informed consent, therapeutic
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choice, and prognosis should be considered not only as procedural elements but also as
aspects that underlie subjective expressions and around which a relationship of care is
built [46]. The patient needs to be able to express clearly what their problem is, and the
physician needs to describe the intended course of treatment action in a way that the patient
understands, whereby it should be taken into account barriers to patient involvement [47].
Patient’s perception was analyzed in order to determine whether services provided were
in compliance with their individual needs, but it is also important to emphasis health-care
professionals’ attitudes toward patient involvement and participation in promoting the
safety of their care [48] to encourage patients to engage in higher levels of communication
and participation. A physician’s communication style may have an impact on the patient’s
autonomy and on their degree of involvement [49], but additional research is needed
to assess the implications of different physician communication styles and health-care
professionals’ attitudes for this purpose. Patient participation in the context of effective
communication and/or patient-centeredness can be extended to the management of chronic
illness, which is a very important area of PHC organizations, and patients can be educated
to participate in the care of chronic illnesses [50] whereby their participation may have an
impact on improving outcomes.

Human resources in PHC, as an infrastructural component important for realizing
interpersonal processes, form part of the group of structure indicators. The correlation
between human resources and the patient-centeredness dimension is statistically significant,
which confirms the H2 hypothesis—The correlation between human resources in PHC and
patient-centeredness is significant. The obtained findings show low and negative correlation.
The nature of this correlation can indicate the specifics of how PHC is organized in the
Republic of Serbia, based on the network plan that projects the capacity at this level of
health care. The nature of the data, the obtained results, and the organizational conditions
specific to the national health system demonstrate the need to include a larger number
of structural indicators in future research in order to better understand and evaluate the
correlation between these two groups of indicators.

The existence of high, statistically significant correlations between patient-centeredness
and continuity and patient-centeredness and comprehensiveness confirms hypotheses H3—
The correlation between patient-centeredness and continuity is significant—and H4—Correlation
between patient-centeredness and comprehensiveness is significant. These correlations demon-
strate the complex relationship between indicators of interpersonal processes and the
importance of their influence on performance dimensions of PHC organizations. In the
HCQI framework, continuity is the dimension of importance that is often subsumed under
patient-centeredness [13]. This additionally justifies the obtained results, in which the
highest influence was measured between patient-centeredness and continuity.

A lower but statistically significant correlation was found between continuity and
comprehensiveness, which confirms hypothesis H5—The correlation between continuity and
comprehensiveness is significant. The nature of this correlation raises possibilities for further
research of these two highly important functions and performance dimensions of PHC
organizations. Introducing technical processes in future research may reveal other specifics
of importance for researching the correlation between these two dimensions.

5. Conclusions

The aim of this paper was to study the influence of interpersonal processes on the
performance of PHC organizations and to find correlations between the interpersonal
processes and outcomes of PHC organizations. Previously developed models were mostly
focused on measuring the performance of health systems as a whole or parts of the system
in terms of levels of health care, whereas this paper focused on studying the performance
of health institutions (organizations), taking into account the specifics of this level of health
care when identifying and selecting dimensions of importance and limitations during
analysis of outcomes as results of activities of PHC organizations. Given that process
measures are designed to demonstrate the technical and interpersonal aspect of care and
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that they do not directly participate in most analyses of effectiveness and efficiency [5]
but have potential for improving the outcomes [51,52], determining the influence of inter-
personal processes on the effectiveness of PHC organizations is an innovative segment of
this research. The results of this study reveal statistically significant correlations between
the identified and analyzed performance dimensions. The investigated influences can
provide information on how to improve the performance of PHC organizations. Based
on the results of this research, the authors concluded that interpersonal processes have
statistically significant influence on the performance of PHC organizations.
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