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Abstract

Background Hong Kong's rapidly ageing population poses significant challenges to the sustainability of its
healthcare system. With over 75% of adults aged 65 and above experiencing at least one chronic condition,
enhancing the accessibility and quality of primary care is critical. Despite policy efforts such as the Primary Healthcare
Blueprint and District Health Centres (DHCs), significant structural and operational challenges persist, including

low service engagement, fragmented multidisciplinary care coordination, and socioeconomic inequities in access,
perceived service quality, and satisfaction. Building on evidence that socioeconomic factors would influence care
access, this study examines how these disparities shape older adults' primary care experiences.

Methods This mixed-methods study investigates the quality and utilisation of primary care among older adults

in Hong Kong. Phase 1 involves a quantitative survey using the Chinese version of the Primary Care Assessment

Tool (PCAT-C), combined with validated measures of service quality, satisfaction, trust, and revisit intention. A
geographically and socioeconomically stratified cluster sampling strategy will be used to collect 510 responses. Phase
2 consists of qualitative focus group discussions with at least 25 older adults and their caregivers to explore in-depth
experiences and expectations regarding primary care.

Discussion Findings will provide a multidimensional understanding of primary care delivery and its impact on

older adults'satisfaction and behavioural intentions. Early data suggest that while technical care remains difficult

for patients to evaluate, non-clinical service quality, such as staff communication and system efficiency greatly
influences perceived value. Socioeconomic disparities also affect care continuity and trust. This study will identify gaps
in meeting the needs and expectations of older adults for primary care service and propose targeted interventions

to enhance primary care accessibility and quality for older adults. Insights will inform policy adjustments to better
support healthy ageing and reduce dependence on overstretched hospital services.
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Introduction

The ageing population presents significant challenges to
the sustainability of the healthcare system in Hong Kong.
Due to the prolonged life expectancies and low fertility
rate, the ageing population of Hong Kong is estimated
to increase from 31.2% in 2024 to 40.4% by 2046 [1].
Moreover, 75% of older adults aged 65 and above have
heightened healthcare needs, with 75% experiencing at
least one chronic condition, such as diabetes, heart dis-
ease, or chronic bronchitis [2]. These demographic shifts
undermine the importance of strengthening primary
healthcare not only in terms of access, but also in ensur-
ing service quality, trust, and user satisfaction. As older
adults become frequent users of the healthcare system,
their perceptions of care, that is, how respected, sup-
ported, and informed they feel, will directly influence
their willingness to return, adhere to treatment, and
engage in preventive care. Understanding and improving
these experiential factors is therefore critical to fostering
sustainable, people-centred primary care in Hong Kong.

Primary care serves as the first point of contact for
individuals and families in the management of all bodily
and psychosocial conditions as well as the continuing
and comprehensive services that play a significant role
in the prevention, early identification, and management
of chronic conditions, such as regular check-ups, health
screenings and immunisations [3]. Preventive care for
older adults consists of mental disorders assessment,
periodic dental care, evaluations for hearing and visual
impairment of functional disability, and chronic dis-
ease management [4]. In Hong Kong, these services are
mainly delivered by general practitioners (GPs) or family
doctors. As the primary point of contact, GPs’ effective
delivery of these comprehensive services is therefore fun-
damental to primary care. Successful primary care not
only tackles immediate health problems, but also pro-
motes early disease detection and maintenance of well-
being as individuals age. It can prevent the deterioration
of mild conditions and reduce the healthcare cost to indi-
viduals, families and the society [5].

Hong Kong’s primary care system has undergone
significant policy-driven transformations that aim at
improving chronic disease management and care coor-
dination, which is particularly relevant for the ageing
populations. The Primary Healthcare Blueprint released
in 2022 outlines a strategic roadmap for primary health-
care reform. The Blueprint emphasises the need for a
community-based primary healthcare system, enhanced
public-private partnership, a shift from treatment-ori-
ented to prevention-focused care, and further reducing
reliance on public healthcare facilities and hospital ser-
vices. Another key initiative includes the establishment
of District Health Centres (DHCs) network across all 18
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districts in Hong Kong and the promotion of the “family
doctor for all” concept.

Despite these efforts, findings from the monitoring
and evaluation studies of Kwai Tsing and Sham Shui Po
DHCs revealed several persistent challenges, including
limited engagement among men and working individu-
als, and low participation in screening programme [6].
Besides, integration of social services within DHC opera-
tions has been insufficient, as the channels for referrals
to other social services providers were undeveloped.
In many cases, after basic medical check-ups or health
assessments, users are simply given the contact infor-
mation of external organisations, without structured
follow-up. This has resulted in minimal medical-social
collaboration, despite it being a key initiative advo-
cated by the Blueprint. This weak linkage contributes
to low participation in secondary and tertiary preven-
tion programmes, especially when barriers such as inad-
equate subsidies for private-sector treatments exist.
Furthermore, the lack of structured mechanisms for
multidisciplinary care coordination, such as clear refer-
ral protocols, shared care plans, and communication
between healthcare and social service providers, has lim-
ited the effectiveness of DHCs. This ambiguity around
their role within the broader primary healthcare system,
particularly in relation to private general practitioners
and NGOs, continues to limit collaboration.

Addressing these structural and operational challenges
is imperative to realise the vision articulated in the Blue-
print of an integrated and accessible primary healthcare
system. Evidence suggests that the access and utilisation
of such primary healthcare services have not been fully
optimised, hindering their ability to diminish the growing
demands of already overwhelmed public hospitals with
severely high patient loads and stretched capacity [7]. A
recent study has found that quality primary care services
in Hong Kong can be delivered through DHCs [8]. Spe-
cifically, the study identified key service quality attributes
as core services, staffing, procedures and operations, and
physical facilities. However, the study also found that the
core clinical services did not significantly influence users’
perceived value or satisfaction of DHCs due to patients’
limited ability to evaluate the technical and professional
aspects of clinical service delivery. The non-clinical
dimensions, such as the quality of staffing, efficiency of
procedures and modernity of facilities, were strongly
associated with enhanced perceived value and satisfac-
tion. Users were concerned about the difficulties of book-
ing appointments and quick response to service needs.

The proposed study

Developed by The Johns Hopkins Primary Care Policy
Center, the Primary Care Assessment Tool (PCAT) is an
internationally validated measurement of the attainment
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of primary care attributes and evaluation of the quality of
primary care primarily from the patients’ perspective [9].
Research using PCAT found that socioeconomic factors
are critical determinants of patients’ utilisation of pri-
mary health services and their perceptions of its quality
[10]. Respondents with higher household incomes were
twice as likely to report higher level of satisfaction on
quality of primary care compared to the lowest-income
groups [10]. These higher-income groups also demon-
strated better utilisation of more comprehensive services.
More recent evidence indicated that patients using pri-
vate insurance are 80% more likely to experience better
quality care than those who pay entirely out-of-pocket,
even though out-of-pocket expenses may still apply to
insured patients, but typically to a lesser extent. Con-
versely, poverty and social deprivation reduce access to a
regular source of primary care, particularly in the private
sector [11]. This particularly resonates with the situation
of Hong Kong as primary healthcare is predominantly
delivered by private providers, with limited government
subsidies available through schemes such as the Elderly
Health Care Voucher. While private-sector dominance
offers choice and flexibility for those who can afford it,
low-income and socioeconomically disadvantaged indi-
viduals are more likely to rely on public primary care
services. However, public clinics often face long waiting
times and limited continuity, contributing to lower sat-
isfaction and perceived quality. This dual-track system
has led to persistent inequities in access and care experi-
ences, with private insurance or out-of-pocket payment
being associated with higher perceived quality. Such
socioeconomic disparities persist in care experiences,
with higher-income populations in private clinics report-
ing more favourable perceptions of communication qual-
ity and care continuity compared to public sector users
[11].

Patient trust is strengthened by continuity of care and
has been demonstrated by initiatives like the Elderly
Health Care Voucher Scheme, which fosters long-term
patient-provider relationships and reduces acute care
costs [12]. With every HK$1.00 invested into primary
care, HK$8.40 is saved in costs of acute care. Revisit
intention is primarily linked to satisfaction with medi-
cal and non-medical service quality, though trust alone
shows an insignificantly direct effect [13]. For instance,
75% of patients make their decisions to revisit care
providers based on treatment outcomes, while two-
thirds emphasise adequate physical examinations dur-
ing consultations. Furthermore, government subsidies
were identified as a moderating factor that significantly
boosted perceived value, thereby positively affect-
ing behavioural intentions, particularly for older adults
who were more affected by high out-of-pocket costs [8].
Given the rapidly ageing population in Hong Kong, these
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findings underscore the need for a multidimensional
evaluation of primary care quality that integrates opera-
tional efficiency and financial support mechanisms to
address the specific requirements of older adults better.

The study aims to provide insights for provision of
quality primary care services to older adults which is
one of the pressing issues brought about by the ageing
population in Hong Kong. As the number of older adults
grows, the demand for healthcare services surges, plac-
ing significant strain on the public healthcare system. By
focusing on improving the overall quality and utilisation
of primary care, the study aspires to reduce the depen-
dence on acute hospital services, enhance the overall
health and well-being of older adults, and ensure the
long-term sustainability of Hong Kong’s healthcare sys-
tem. The study aims:

1. To assess the current state of experience and
perception of primary care among older adults in
Hong Kong using the Primary Care Assessment Tool
(PCAT);

2. To explore the factors that influence the perceived
service quality, satisfaction, trust, and revisit
intention of primary care among older adults;

3. To identify the gaps and challenges in meeting the
needs and expectations of older adults for primary
care service.

Methods

This mixed-methods study consists of two phases: (1)
quantitative survey gathering data regarding the expe-
riences and perceptions of primary care among older
adults, and (2) qualitative focus group discussion to
gain an in-depth understanding of the factors influenc-
ing older adults’ perceptions of service quality, satisfac-
tion, and trust in both public and private primary care
services.

Phase 1 - Quantitative study by questionnaire survey
Eligibility criteria

The study population will include Hong Kong perma-
nent residents aged 60 or above, who can read Chinese
or speak Cantonese, and who have usual sources of care
when he/she is sick or needs health advice (including
Accident and Emergency). Those who are diagnosed with
dementia or cognitive impairment, and severe vision
impairments will be excluded from the study.

Sample size calculation

For sample size calculation, it should be 10 times the
maximum number of measuring items pointing at the
constructs in the partial least square path model [14].
There are 51 question items measuring 11 constructs in
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the questionnaire, the target sample size of this study will
be 510 (51 x 10).

Recruitment

A cluster sampling focused on the geographical and
socio-demographic factors will be adopted for the quan-
titative study. Cluster sampling is a widely utilised sam-
pling technique for recruiting subjects from diverse
geographical areas [15]. For the current study, the clus-
ters are defined by 18 districts in Hong Kong and the
median monthly household income according to Census
and Statistics Department [16]. These clusters represent
high- economic districts (e.g. Central and Western, and
Tsuen Wan), middle-income districts (e.g. Sha Tin and
Yau Tsim Mong), and low-income districts (e.g. Kwai
Tsing and Sham Shui Po). To ensure representation
across different socioeconomic groups, an equal num-
ber of participants will be recruited from each economic
cluster. The questionnaire will take 15 to 20 min to com-
plete. Participation is voluntary, and informed consent
will be obtained.

The quantitative questionnaire survey will be con-
ducted both online and through field surveys. The invita-
tion message, along with questionnaire link will be sent
to individuals and groups with connection to the inves-
tigators, colleagues and the research centre. As the study
aims to obtain proportionate number of participants
from each economic level, the research team will keep
checking the distribution to balance the representation of
participants. The research team will also visit the elderly
community centres and private clinics in the field survey.

Measurement

The research study employs the Primary Care Assess-
ment Tool (PCAT) as a guide for developing a more com-
prehensive primary care service to offer higher perceived
service quality and experience to older adults. The ques-
tionnaire consists of two main sections (Table 1). The
first main section is the validated Primary Care Assess-
ment Tool Chinese Version (PCAT-C), contains seven
domains with 37 items, covering first contact utilisation
and first contact accessibility, ongoing care, coordination,
comprehensiveness, family centeredness, community ori-
entation [17]. First contact utilisation refers to the extent
to which the source of care is used for various types of
problems. First contact accessibility is used to measure
access to the (usual) source of care. Ongoing care mea-
sures the continuing use of a regular source of primary
care and the relationship between the source of care and
the user. Coordination of care measures the recognition
of prior and existing medical records and health needs.
Comprehensiveness measures the services provided or
received in primary care. Family-centeredness measures
the involvement of family members in primary care.
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Community orientation measures the provision of com-
munity care by providers.

The second main section consists of 14 items, including
four constructs about perceived service quality, satisfac-
tion, trust, and revisit intention. Perceived service quality
refers to an individual’s experience and impression of the
healthcare services [18]. Satisfaction is about patients’
satisfaction with the healthcare services and providers.
Patients’ trust refers to patients’ confidence in the health-
care providers as being capable and reliable in meeting
their health needs [19]. Patients should feel comfortable
and relaxed with the practitioners and staff of health
facilities. Revisit intention indicates whether a customer
will return to and consult the same doctor or not [18, 20].
For perceived service quality, 5 items are adopted from
a study [21]. 3 items each are used to assess satisfaction
and trust respectively [22]. The last 3 items measuring
revisit intention are adopted [23, 24]. Five-point Likert-
scale (1 = Definitely not, 2 = Probably not; 3 = Not sure;
4 = Probably; 5 = Definitely; or 1 = Strongly disagree, 2 =
Disagree; 3 = Not sure; 4 = Agree; 5 = Strongly agree) will
be used in the questionnaire.

Data analysis

The interaction effects among the constructs will be anal-
ysed using partial least squares-structural equation mod-
elling (PLS-SEM). The SmartPLS 4.0 statistical software
will test the reflective measurement model and structural
model. Reliability (using the value of Cronbach’s alpha
and combining reliability greater than 0.7 and 0.708 to
check the internal consistency) and validity (including
convergent and discriminant validity) of the measure-
ment instruments will be assessed. The outer loadings
should be greater than 0.6 to check the convergent valid-
ity. For checking discriminant validity, the Average Vari-
ance Extracted (AVE) of each construct should be greater
than 0.5 [14], as well as the value of Fornell Larcker cri-
terion and heterotrait-monotrait (HTMT) ratio will be
assessed. Data analysis and collection will be conducted
concurrently to determine the response rate, the num-
ber of surveys collected, and participant feedback. The
responses and results from the questionnaires help the
research team prepare for the focus group discussion
questions in Phase 2.

Phase 2 - Qualitative study: focus group discussion and
in-depth interviews

Sampling and recruitment

A purposive sampling approach will be used for the Phase
2 focus group discussions. To ensure a balance between
diversity and meaningful interaction, each focus group
will consist of 4 to 12 participants, a size that facilitates
the sharing of individual perspectives while maintain-
ing group diversity [25, 26]. Published study suggest that
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Table 1 Items of the questionnaire
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Constructs _Items

Sources

Accessibility (A)

(Yang et al., 2013)

Ay When your general practitioner (GP) / family doctor’s clinic is open and you get sick, would you be able to

see your doctor the same day?

A2 Do you get advice over the phone when your GP / family doctor’s clini
As Do you get advice over the phone when your GP / family doctor’s ¢l
As Does your GP / family doctor se¢ you on the same day when the clinic is dov.d"
As Is your waiting time more than 30 min?
Utilisation (U) (Yang et al,, 2013)
Uy When you need a regular general checkup, do you go to your GP / family doctor before going somewhere
else?
Uz When you have a new health problem, do you go to see your GP / family doctor before going somewhere
else?
Ongoing care (OC) (Yang et al,, 2013)
ocC; When you go to see your GP / family doctor, do you see the same doctor each time?
0C; Are your questions answered in the ways that you understand?
OCs Do you talk to the doctor who knows you best if you have questions?
OCs Does your GP / family doctor give you enough time and make you feel comfortable talking about your
concemns?
OCs Does your GP / family doctor suggest you to use Health Care Voucher to pay for your medical fee?
OCs Does your GP / family doctor know all the medications you are taking?
oC: Could you change your GP / family doctor if needed?
OCs Do vou follow-up with treatment and taking medicine?
Coordination (COO) (Yang et al., 2013)
COOy Does your GP / family doctor discuss with you about different places, recommend a better place and illustrate

the reasons to get help for your problem?

COO: Doces your GP / family doctor write down any information for the specialist about the reason for the visit?

COOs Does your GP / family doctor talk with you about what has happened at the visit and know the result of your
visit to the specialist?

COO0; Does your GP / family doctor help vou to make appointment to see a specialist?

Comprehensiveness (COM)

(Yang et al,, 2013)

COM; Does your GP / family doctor give you advice about diet and enough sleep?
COM: Does your GP / family doctor give you advice about home safety, like getting air circulation or in storing
medicine?
COM; Do you consult your GP / family doctor about pressure at work and interpersonal conflicts?
COM: Does your GP / family doctor give you advice about handling family conflicts?
COM:« Docs your GP / family doctor give you advice about exercise?
COMs Do you have tests for your cholesterol level regularly?
COM: Do you have your blood pressure checked regularly?
COMs Do you have care for women’s health or men’s health?
COMy Do you have regular check-up?
COMyo Docs your GP / family doctor advice you about joining the Colorectal Cancer Screening Programme?
COMy,; Does your GP / family doctor advice you about joining the Vaccination Scheme?
Family centeredness (FC) (Yang et al,, 2013)
FCy Does your GP / family doctor ask about your ideas about planning treatment for you or your family members?
FC: Docs your GP / family doctor introduce to you and your family the types of medicines you could possibly get
and ask about your ideas before giving a prescription?
FCs Does your GP / family doctor ask about illness or problems that might run in your family?
FCs Docs your GP / family doctor meet with members of your family if needed?
Community orientation (CO) (Yang et al., 2013)
COy Docs your GP / family doctor ever make home visits?
CO; Does your GP famll\ doctor know about imp health problems of your ?
COs Does your GP / family doctor make a survey of patients to see \\hslhcr needs were mﬂ"
COs Docs you GP / family doctor conduct survey of your community 1o find out health problems?
Perceived service quality (PSQ) (Pighin et al.. 2022)
PSQy The GP / family doctor I usually go to give me detailed information about my illnesses.
PSQ; The GP / family doctor I usually go to give me complete information about my illnesses.
PSQs The GP / family doctor that [ usually attend always solve my health problems.
PSQ: The GP / family doctor that I usually attend give me security regarding my health.
PSQs« The GP / family doctor I usually go to have a good infrastructure.
Satisfaction (SAT) (Han & Hyun, 2015)
SAT: Overall, I am very satisfied with my experience at this GP / family doctor.
SAT: My decision to visit this GP / family doctor for healthcare services was a wise one.
SAT: Overall, compared to other GP / family doctor in various places, | am satisfied with this GP / family doctor.
Trust (T) (Han & Hyun, 2015)
Ty T have confidence that this GP / family doctor provides the best deal.
T: I feel I can trust this GP / family doctor.
Ts 1 think that medical quality and services at this GP / family doctor are of high integrity.
Revisit intention (RI) (Kijima ct al., 2021;
Swain & Kar, 2018)
Ry Do you want to continue consulting the same GP / family doctor from now on?
RI: Do you consult your GP / family doctor first when you develop a new health problem?
Rl Do vou willing to refer this GP / family doctor to friends or relatives for treatment in case of any illness?

90% of thematic content can be captured with three to
six focus groups, and that four groups are generally suffi-
cient to achieve data saturation [27]. Therefore, five focus
group discussions will be conducted, each comprising 10
participants. These sessions will involve at least 25 older
adults along with their family members or caregivers. In
total, 50 participants will be recruited for this phase of
the study. Twenty-five older adults who participated in
Phase 1 will be invited to join focus groups based on their
willingness to participate further, their ability to share
their experiences. To ensure the sample includes a range

of socio-demographic backgrounds (e.g., age, gender, dis-
trict, and income level), these participants will be identi-
fied during the Phase 1 survey, with an opt-in question to
assess interest in a follow-up qualitative session. In addi-
tion, their family members or caregivers will be invited if
they are involved in the older adult’s primary care experi-
ences and express willingness to participate. Older adults
will be asked to nominate a caregiver or family member
who actively supports them in their healthcare decisions
or accompanies them to medical appointments. Care-
givers will be contacted through the older adult. We will
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then provide them with study information and invite
them to join the same focus group discussion. There will
be five focus groups, each consisting of approximately 10
participants (including older adults and caregivers). Each
session will last 1.5 to 2 h.

Measurement

The findings obtained from Phase 1 will help design the
guiding questions used in the focus group discussion.
Semi-structured interviews will be employed. Ques-
tions regarding the expectations of primary care service
will also be asked, such as “What are your expectations
of GOPCs, DHCs/EHCs?” In addition, some guiding
questions will be taken for reference from the qualita-
tive study on community-based primary health care for
older adults [28], like “What are some of the words you
would use to describe ‘quality of care’?” “What are the
barriers or challenges that prevent you from accessing or
using primary care services? How can they be overcome
or improved?” and “What are your expectations or pref-
erences for primary care services in Hong Kong? What
kind of services or supports do you need or want as an
older adult?”

Data analysis

The team members will host the focus group discussions
and take notes of the conversation with the participants.
The research assistant will audio-record the discussions
and accomplish verbatim transcription into Cantonese
for data analysis. Audio recordings will be anonymised,
stored securely, and accessible only to the research team.
At least two investigators will validate the transcrip-
tion before data entry. By using the Qualitative Analysis
Guide of Leuven [29], data analysis will be processed to
inform potential adjustments during data collection. The
first process of data analysis will involve preparing the
coding stage. A narrative report will be written, and the
essence of the informants’ experiences and opinions will
be articulated. The investigators will develop the con-
ceptual schemes from the narrative report. Thereafter,
they will discuss and validate the conceptual schemes by
re-reading the informants’ experiences and opinions to
determine whether the conceptual schemes can connect
the data (transcripts). The research team will address and
resolve discrepancies during regular meetings through-
out the project. The second process of data analysis will
be conducted using Qualitative Data Analysis (QDA)
Miner 5 of Provalis Prosuite (Version 6.0.16) to identify
key themes and insights from the focus group discus-
sions. This qualitative software will facilitate coding, gen-
eration of categories and development of themes. Two
investigators will conduct the initial coding of the tran-
scriptions independently and consult a third investigator
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in the event of any disagreements regarding the identified
themes.

Themes, categories, and codes will be analysed and
interpreted with all definitions documented in a com-
prehensive code book. Investigators will discuss these
to ensure consistency and reliability. Code saturation
will be assessed by reviewing each group’s code develop-
ment process and the transcripts [30]. Data analysis will
continue until saturation is reached, which indicates that
no new themes or codes emerge from the analysis. The
results will provide an in-depth examination of the infor-
mants’ experiences, perceptions, and opinions regarding
primary care, mainly focusing on perceived service qual-
ity, satisfaction, trust, and revisit intention.

Triangulation of quantitative and qualitative findings
Triangulation refers to the use of multiple methods to
study a phenomenon [31]. The project’s triangulation of
quantitative and qualitative findings will confirm results,
yield more comprehensive data, enhance validity, and
deepen the understanding of perceived service quality,
satisfaction, trust, and revisit intentions related to pri-
mary care for older adults.

Any potentially conflicting findings will be discussed
and resolved by team members.

Discussion

The evaluation of primary care quality and utilisation
among older adults in Hong Kong is critical, given the
rapidly ageing population and the escalating demand
for comprehensive, accessible, and high-quality health-
care services. Effective primary care like continuous and
coordinated care is essential in addressing the complex
health needs of older adults, who often present with mul-
tiple chronic conditions. The findings from this study
will enhance our understanding of how perceived ser-
vice quality influences older adults’ satisfaction and their
likelihood of revisiting primary care services. The find-
ings will align with global priorities aimed at promot-
ing healthy ageing and alleviating the burden on acute
healthcare services. Research indicates that the quality
of primary care significantly influences patient outcomes
and satisfaction levels. The study aims to support the
goals of the Hong Kong Primary Healthcare Blueprint,
which aims to enhance service delivery through com-
munity-based care and improved coordination among
healthcare providers.

The mixed-methods approach of the study is impor-
tant to capture the complexity of older adults’ experi-
ences with primary care services in Hong Kong. While
quantitative methods provide generalisable insights into
primary care attributes, such as accessibility, coordina-
tion, comprehensiveness, and patient-centeredness, they
may not fully understand the emotional and contextual
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dimensions that form patient perceptions and behaviour.
By integrating qualitative focus group discussions, this
study addresses the limitations of using only the numeri-
cal indicators. This also enables the collection of rich
insights that reveal how older adults and their caregivers
interpret and engage with primary care services.

This mixed-methods design helps us understand not
just how much trust older adults have in primary care,
but also what personal, relational, and system-level fac-
tors influence that trust. The underlying perceptions in
service quality, satisfaction, and revisit intention can
also be explored. The PCAT used in the quantitative
phase offers a validated framework for assessing the core
domains of primary care. More importantly, qualitative
data help interpret how these domains are experienced
in a real-world setting. This comprehensive approach
not only strengthens the validity of the research but also
offer actionable insights that are grounded from lived
experiences. Therefore, this study can provide valuable
evidence to inform health policy and optimise primary
care delivery models to the needs of ageing population in
Hong Kong.

In conclusion, the study addresses a critical gap in
understanding the quality and utilisation of primary care
among older adults in Hong Kong by using a mixed-
methods approach. By identifying key determinants of
service quality, satisfaction, trust, and revisit intention,
the findings will provide valuable evidence to inform
health policy and optimise primary care delivery mod-
els. The research highlights socioeconomic dispari-
ties and contributes insights that will support healthier
aging in the community. Ultimately, this comprehensive
study provides actionable knowledge to improve pri-
mary care delivery for Hong Kong’s rapidly growing older
population.

Acknowledgements
Not applicable.

Authors’ contributions

BYFF, TKCN, WKC, WCWW, ZL, MML and SSPH conceived the study, formulated
the hypothesis and led the proposal and protocol development. BYFF and
TKCN contributed to the study design and the development of the proposal
with input from all co-authors. All authors read and approved the final
manuscript.

Funding

The research is fully supported by a grant from the Research Grants Council
of the Hong Kong Special Administrative Region, China (RGC Project Ref. No.:
UGC/FDS24/H20/24).

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
The study conforms to the Declaration of Helsinki. The proposed study has
obtained the approval from the College of Professional and Continuing

Page 7 of 8

Education Research Committee (RC/ETH/H/398). All participants who
agree to participate in the study will sign and return a consent form before
participating in each phase of the study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

"Faculty of Health and Social Sciences, The Hong Kong Polytechnic
University, Hong Kong, China

“Division of Science, Engineering and Health Studies, School of
Professional Education and Executive Development, The Hong Kong
Polytechnic University, Hong Kong, China

*Division of Social Sciences, Humanities and Design, School of
Professional Education and Executive Development, The Hong Kong
Polytechnic University, Hong Kong, China

“Department of Family Medicine and Primary Care, The University of
Hong Kong, Kong Kong, China

5Col\ege of Business, Law and Governance, James Cook University,
Townsville, Australia

SDivision of Business and Hospitality Management, School of Professional
Education and Executive Development, The Hong Kong Polytechnic
University, Hong Kong, China

"Hong Kong Institute of Asia-Pacific Studies, The Chinese University of
Hong Kong, Hong Kong, China

Received: 30 July 2025 / Accepted: 25 September 2025
Published online: 03 November 2025

References

1. Census and Statistics Department. Hong Kong population projections
2022-2046. 2023. Available from: https://www.censtatd.gov.hk/en/data/stat_
report/product/B1120015/att/%20B1120015092023XXXXB01.pdf.

2. Elderly Commission. Report on healthy ageing executive summary. 2019.
Available from: https://www.elderlycommission.gov.hk/en/library/Ex-sum.ht
mit2.

3. District Health Centre. What is primary healthcare?. 2022. Available from: http
s//www.dhc.gov.hk/en/what_is_primary_healthcare.html.

4. Health Bureau. Summary charts of preventive care for older adults. 2021.
Available from: https.//www.healthbureau.gov.hk/phcc/rfs/english/pdf_view
erhtml?rfs=PreventiveCareForOlderAdults&file=SummaryChartsOfPreventive
CareForOlderAdults.

5. Schneider MT, Chang AY, Crosby SW, Gloyd S, Harle AC, Lim S, et al. Trends
and outcomes in primary health care expenditures in low-income and
middle-income countries, 2000-2017. BMJ Glob Health. 2021. https://doi.org
/10.1136/bmjgh-2021-005798.

The Chinese University of Hong Kong. Provision of services of the monitoring
and evaluation study of Kwai Tsing district health centre. 2024. Available
from: https://www.healthbureau.gov.hk/download/press_and_publications/
otherinfo/240600_ktdhc/e_KTDHC_Executive_Summary.pdf.

7. NgTK, Fong BY, Kwong CK. Transition of hospital acute-centric to long term
care in an ageing population in Hong Kong-is it an issue of service gap? Asia
Pac J Health Manag. 2019;14(1):11-5.

Tavitiyaman P, Law TS, Fong YF, Ng TK. Service quality attributes on customers’
perceived value and behavioral intention of district health centres: a moder-
ating effect of health-care subsidy. Int J Qual Serv Sci. 2024;16(2):251-69.

9. ShilL, Starfield B, Xu J. Validating the adult primary care assessment tool. J
Fam Pract. 2001;50(2).

10.  Owolabi O, Zhang Z, Wei X, Yang N, Li H, Wong SY, Wong MC, Yip W, Griffiths
SM. Patients’socioeconomic status and their evaluations of primary care in
Hong Kong. BMC Health Serv Res. 2013;13(1):487.

11. Chung RY, Chan D, Chau NN, Huang S, Wong H, Wong SY. Poverty affects
access to regular source of primary care among the general population in
Hong Kong. Soc Policy Adm. 2019;53(6):854-71.

12. Ho MK. Strengthening primary care in Hong Kong: fostering continuity of
care from a health system perspective. Hong Kong Med J. 2020;26(6):543-5.


https://www.censtatd.gov.hk/en/data/stat_report/product/B1120015/att/%20B1120015092023XXXXB01.pdf
https://www.censtatd.gov.hk/en/data/stat_report/product/B1120015/att/%20B1120015092023XXXXB01.pdf
https://www.elderlycommission.gov.hk/en/library/Ex-sum.htm#2
https://www.elderlycommission.gov.hk/en/library/Ex-sum.htm#2
https://www.dhc.gov.hk/en/what_is_primary_healthcare.html
https://www.dhc.gov.hk/en/what_is_primary_healthcare.html
https://www.healthbureau.gov.hk/phcc/rfs/english/pdf_viewer.html?rfs=PreventiveCareForOlderAdults&file=SummaryChartsOfPreventiveCareForOlderAdults
https://www.healthbureau.gov.hk/phcc/rfs/english/pdf_viewer.html?rfs=PreventiveCareForOlderAdults&file=SummaryChartsOfPreventiveCareForOlderAdults
https://www.healthbureau.gov.hk/phcc/rfs/english/pdf_viewer.html?rfs=PreventiveCareForOlderAdults&file=SummaryChartsOfPreventiveCareForOlderAdults
https://doi.org/10.1136/bmjgh-2021-005798
https://doi.org/10.1136/bmjgh-2021-005798
https://www.healthbureau.gov.hk/download/press_and_publications/otherinfo/240600_ktdhc/e_KTDHC_Executive_Summary.pdf
https://www.healthbureau.gov.hk/download/press_and_publications/otherinfo/240600_ktdhc/e_KTDHC_Executive_Summary.pdf

Fong et al. BMC Primary Care

20.

21

22.

(2025) 26:339

Yuniarti Y, Hidayat A. The analysis of patients'revisits intention factors in
sub-urban hospital. International Journal of Research in Business and Social
Science (2147-4478). 2021;10(4):420-9.

Hair JJF, Hult GTM, Ringle CM, Sarstedt M. A primer on partial least squares
structural equation modeling (PLS-SEM). Sage publications. 2021.

United Nations. Designing household survey samples: practical guidelines.
2008. Available from: https://unstats.un.org/unsd/demographic/sources/surv
eys/handbook23june05.pdf.

Census and Statistics Department. Population and household statistics
analysed by District Council District. (2022 Edition). 2023. Available from: http
s://www.censtatd.gov.hk/en/wbrhtml?ecode=B11303012022AN228&scode=>5
00.

Yang H, Shi L, Lebrun LA, Zhou X, Liu J, Wang H. Development of the Chinese
primary care assessment tool: data quality and measurement properties. Int J
Qual Health Care. 2013;25(1):92-105.

Kondasani RK, Panda RK. Customer perceived service quality, satisfac-

tion and loyalty in Indian private healthcare. Int J Health Care Qual Assur.
2015,28(5):452-67.

Shie AJ, Huang YF, Li GY, Lyu WY, Yang M, Dai YY, et al. Exploring the relation-
ship between hospital service quality, patient trust, and loyalty from a service
encounter perspective in elderly with chronic diseases. Front Public Health.
2022;10:876266.

Setyawan FE, Supriyanto S, Ernawaty E, Lestari R. Understanding patient sat-
isfaction and loyalty in public and private primary health care. J Public Health
Res. 2020;9(2);jphr-2020.

Pighin M, Alvarez-Risco A, Del-Aguila-Arcentales S, Rojas-Osorio M, Yariez JA.
Factors of the revisit intention of patients in the primary health care system in
Argentina. Sustainability. 2022;14(20):13021.

Han H, Hyun SS. Customer retention in the medical tourism industry:

impact of quality, satisfaction, trust, and price reasonableness. Tour Manage.
2015;46:20-9.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Page 8 of 8

Kijima T, Matsushita A, Akai K, Hamano T, Takahashi S, Fujiwara K, et al. Patient
satisfaction and loyalty in Japanese primary care: a cross-sectional study. BMC
Health Serv Res. 2021;21(1):274.

Swain S, Kar NC. Hospital service quality as antecedent of patient satisfac-
tion—-a conceptual framework. Int J Pharm Healthc Mark. 2018;12(3):251-69.
Carlsen B, Glenton C. What about N? A methodological study of sample-size
reporting in focus group studies. BMC Med Res Methodol. 2011;11(1):26.
Fusch PI, Ness LR. Are we there yet? Data saturation in qualitative research.
Quialitative Rep. 2015;20(9):1408.

Guest G, Namey E, McKenna K. How many focus groups are enough?
Building an evidence base for nonprobability sample sizes. Field Methods.
2017,29(1):3-22.

Lafortune C, Huson K, Santi S, Stolee P. Community-based primary health care
for older adults: a qualitative study of the perceptions of clients, caregivers
and health care providers. BMC Geriatr. 2015;15(1):57.

De Casterlé BD, Gastmans C, Bryon E, Denier Y. Quagol: a guide for qualitative
data analysis. Int J Nurs Stud. 2012;49(3):360-71.

Hennink MM, Kaiser BN, Marconi VC. Code saturation versus meaning satura-
tion: how many interviews are enough? Qual Health Res. 2017;27(4):591-608.
Santos KD, Ribeiro MC, Queiroga DE, Silva IA, Ferreira SM. The use of multiple
triangulations as a validation strategy in a qualitative study. Cienc Saude
Coletiva. 2020;25:655-64.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://unstats.un.org/unsd/demographic/sources/surveys/handbook23june05.pdf
https://unstats.un.org/unsd/demographic/sources/surveys/handbook23june05.pdf
https://www.censtatd.gov.hk/en/wbr.html?ecode=B11303012022AN22&scode=500
https://www.censtatd.gov.hk/en/wbr.html?ecode=B11303012022AN22&scode=500
https://www.censtatd.gov.hk/en/wbr.html?ecode=B11303012022AN22&scode=500

	﻿Evaluating quality and utilisation of primary care among older adults in Hong Kong: a mixed-methods study protocol
	﻿Abstract
	﻿Introduction
	﻿The proposed study

	﻿Methods
	﻿Phase 1 - Quantitative study by questionnaire survey
	﻿Eligibility criteria
	﻿Sample size calculation
	﻿Recruitment
	﻿Measurement
	﻿Data analysis


	﻿Phase 2 - Qualitative study: focus group discussion and in-depth interviews
	﻿Sampling and recruitment



