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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Background: Objective, reproducible appraisal of primary 

healthcare (PHC) organizational maturity is essential 
for steering quality, safety, and sustainability. Existing 
approaches (e.g., accreditation, compliance audits, single-
dimension scorecards) seldom provide an integrated, 
development-oriented view tailored to outpatient settings. 
Aim: To develop a Multilevel System for Competency 
Development in primary healthcare organizations 
(MSRK PMSP) based on the IMORP model and to assess 
its feasibility and applicability in urban polyclinics. 
Materials and Methods: The IMORP model was built on 
aggregated data from a six-year monitoring programme 
(2020–2025) covering eight urban polyclinics. The framework 
was designed by four public-health experts and underwent 
external content review by two independent experts. IMORP 
structures organizational maturity across seven domains 
(workforce, quality of care, infrastructure, innovation, 
digitalization, finance, managerial responsiveness) with 
a maximum of 155 points and four maturity tiers (basic, 
intermediate, advanced, expert). Descriptive statistics (mean, 
SD, min–max) were computed. Group comparisons used the 
Kruskal–Wallis test with Dunn–Bonferroni post hoc procedures 
where applicable (α=0.05). Temporal changes within each 
PHC organization were evaluated using Repeated Measures 
ANOVA or the Friedman test, depending on data distribution. 
Results: The model demonstrated clear managerial 
interpretability and domain-level diagnostic resolution. Clinic-
level mean IMORP totals differed significantly (Kruskal–Wallis 
p<0.001), with representative ranges from approximately 
60.0 ± 3.3 to 105.3 ± 8.1 points across facilities; domain-
specific means typically fell within narrow bands (e.g., 
digitalization ≈14–15 points, SD minimal), whereas innovation 
remained uniformly low. Despite statistically significant 
between-clinic differences in total scores, all eight facilities 
were classified within the same maturity tier (Intermediate) 
according to predefined cut-offs, indicating structural 
heterogeneity without cross-tier transitions in the pilot phase. 
Conclusions: MSRK PMSP (IMORP) offers a practical, multi-
domain, maturity-levelled instrument for PHC organizations, 
simultaneously supporting diagnostic profiling and targeted 
improvement planning. A full psychometric validation is 
planned on a larger sample (≥35 polyclinics) to establish 
internal consistency, inter-rater/test–retest reliability, factor 
structure, and predictive validity versus clinical-economic and 
patient-engagement outcomes.

Key words. Primary healthcare, organizational maturity, 
indicator model, competency development, outpatient clinic, 

Kruskal–Wallis, Dunn–Bonferroni, validation, quality 
improvement, health systems management.
Introduction.

Objective and reproducible assessment of the organizational 
maturity of healthcare organizations (HCOs) is a necessary 
condition for the managed improvement of quality, safety, 
and sustainability of care delivery. However, the international 
literature demonstrates a fragmentation of approaches — ranging 
from accreditation and compliance audits to patient/community 
engagement measurement and multifactor performance 
evaluation. These instruments are often focused on isolated 
aspects (clinical process quality, safety, patient participation, 
culture/leadership) and rarely provide an integrated view of 
institutional development as a governed trajectory, especially at 
the level of primary health care (PHC).

A systematic review on the impact of accreditation on 
organizational performance reports mixed results and a strong 
dominance of evidence from high-income countries, while 
topics such as “organizational effectiveness” and “patient 
perception/satisfaction” have been studied significantly less 
frequently than “safety and quality” or “staff perspectives” [1]. 
At the same time, conceptual papers emphasize the function of 
accreditation as a mechanism for professional self-regulation 
and public assurance of quality, primarily in educational and 
hospital settings [2].

Within a broader methodological horizon, the review by Janati 
et al. systematized performance assessment factors (input/
process/output/outcome indicators; leadership, strategy, HR, 
finance, culture, IT, feedback; contextual factors), underscoring 
the multidimensional nature of organizational assessment 
and the limitations of one-dimensional scales for managerial 
decision-making [3].

A key body of literature is devoted to the measurement and 
evaluation of patient/public engagement in organizational 
and system-level decision-making. The systematic review by 
Dukhanin, Topazian and DeCamp proposed a taxonomy of 
116 possible metrics (72 process-based and 44 outcome-based) 
and compared them with 23 evaluation tools, demonstrating 
that no “ideal” instrument exists and that coverage of outcome 
metrics remains limited [4]. Historically and conceptually, this 
stream originates from early quantitative attempts to measure 
consumer/community participation in health care — ranging 
from analysis of the “weight” of consumer recommendations 
in hospital board protocols [5] and determinants of consumer 
influence in health systems agencies [6], to participation scales 
in PHC [7] and their managerial application for district-level 
planning [8].
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Subsequent developments expanded tools for different contexts: 
psychiatric care [9], intersectoral partnerships and community 
health [8,10-12], procedural and organizational formats of 
participation (e.g., NICE GDG; PFAC toolkits/reporting) [13-
16], as well as engagement within ACO frameworks [12] and 
indicator formalization in public health programmes [17]. 
Collectively, this body of evidence confirms that participation 
metrics represent an important but partial dimension of PHC 
organizational maturity.

At the level of organizational values and governance culture, 
the “Charter on Professionalism for Health Care Organizations” 
defines four core domains — partnership with patients, 
organizational culture, community partnership, and operations/
business practices — yet it remains a normative framework 
rather than a stratification instrument for institutional maturity 
levels [18]. Consequently, for strategic PHC management, 
there is a need for integral indicator-based models that 
simultaneously: (1) cover resources, processes, outcomes, and 
managerial responsiveness; (2) define clear maturity levels; and 
(3) are suitable for forecasting and targeted interventions at the 
HCO level.

Kazakhstan context. At the national level, accreditation rules 
and standards for medical organizations have been updated 
multiple times between 2012 and 2023 (including procedures 
for self-assessment and compliance confirmation) [19-22]. 
These documents provide an external conformity assessment of 
medical organizations to established quality and safety standards, 
including the requirement for self-evaluation and external expert 
verification. However, in the available domestic literature, 
no validated and psychometrically robust models have been 
identified that offer a multi-level stratification of institutional 
maturity specifically for PHC — integrating workforce capacity, 
quality, infrastructure, innovation, digitalization, financial 
resilience, and managerial responsiveness — and adapted to the 
Kazakhstani context. The presence of internationally accredited 
institutions (e.g., JCI-accredited UMC and BMC UDP RK 
hospitals) confirms the feasibility of compliance frameworks, 
but does not close the gap regarding a strategic matrix for 
managed PHC development [23,24].

Thus, there is a clear need to develop and pilot-test an indicator-
based, multi-level model that: (a) draws on the international 
evidence base for performance and P2C2 engagement indicators 
[4,15,16,25,26]; (b) aligns with national regulatory accreditation 
frameworks; and (c) ensures managerial interpretability (clear 
maturity levels, targetable intervention domains, diagnostic 
profiles of strengths and vulnerabilities). This gap is addressed by 
the proposed Multilevel System for Competency Development 
in Primary Health Care (MSRK PMSP) based on the Indicator 
Model for Outpatient Clinic Development (IMORP).

The aim of this study was to develop and conduct preliminary 
validation of the Multilevel System for Competency 
Development in Primary Health Care (MSRK PMSP — 
transliteration of the original Kazakh/Russian abbreviation 
МСРК ПМСП), based on the Indicator Model for Outpatient 
Clinic Development (IMORP — transliteration of the original 
abbreviation ИМОРП), with pilot classification of eight urban 
polyclinics according to their organizational maturity level.

Materials and Methods.
Study design: This study was undertaken with the aim of 

developing and conducting a preliminary assessment of the 
feasibility and practical applicability of a model for strategic 
evaluation of organizational maturity in primary health care. 
The study did not seek to publish internal institutional data; 
rather, its objective was to establish the conceptual structure of 
the model, define its operational indicators, and conduct a pilot 
assessment of its applicability under controlled expert review 
conditions.

Analytical foundation: The model was based on aggregated 
data derived from a six-year monitoring period (2020–2025) 
of eight urban primary healthcare organizations, including 
organizational, workforce, clinical-statistical, and managerial-
resource characteristics, supplemented by a structured review 
of national and international literature on PHC system 
development and quality governance frameworks. Data were 
obtained retrospectively from routine annual administrative 
reports submitted by each facility. Only factual, documented 
indicators (workforce numbers, service volumes, financial 
statements, equipment registers, digitalization metrics, and 
related operational statistics) were collected; no subjective self-
assessment was used. All computations of ratios, percentage 
values, scoring tiers, and maturity classifications were performed 
externally by the research team in accordance with the finalized 
IMORP scoring protocol. This approach enabled an objective 
appraisal of the model’s feasibility—demonstrating that PHC 
organizations were able to supply the required data and that the 
model could be consistently applied to generate structured and 
interpretable maturity profiles.

Model development: The indicator-based model was designed 
by a team of four public health experts. It provided a multi-
level classification system for determining the organizational 
development level of PHC institutions, structured into four 
maturity levels: basic, intermediate, advanced, and expert.

External expert validation: The model underwent external 
content validation by two independent healthcare experts who 
were not involved in its development, to assess conceptual 
adequacy and managerial interpretability.

Preliminary applicability assessment: A limited pilot expert-
analytical appraisal was conducted to evaluate the practical 
interpretability, classification responsiveness, and operational 
feasibility of the model. At this stage, no psychometric 
(metric) validation—such as reliability analysis or predictive 
performance assessment—was performed, as these procedures 
are planned for the next full-scale validation phase.

Statistical analysis: Data processing was performed using 
IBM SPSS Statistics 26 and Microsoft Excel 2010. Descriptive 
statistics (M, SD, min–max) and comparative tests were applied 
— one-way ANOVA for normally distributed data and the 
Kruskal–Wallis test otherwise. Post hoc pairwise comparisons 
were conducted using Dunn’s test with Bonferroni correction 
to identify specific intergroup differences when omnibus 
significance was detected. To evaluate changes within each 
organization across the six-year period (2020–2025), methods 
appropriate for repeated measurements were applied. For 
IMORP domains with normally distributed values, Repeated 
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Measures ANOVA was used. For domains violating normality 
assumptions, the Friedman test was applied as the nonparametric 
alternative. Post-hoc pairwise comparisons were not conducted, 
as the analytical aim of this preliminary phase was to assess 
overall temporal trends within domains rather than differences 
between specific years. The statistical significance threshold 
was set at p ≤ 0.05.
Results.

A comprehensive indicator-based model (IMORP) was 
developed to evaluate the development level of primary health 
care (PHC) organizations across seven strategic domains: human 
resources, quality of care, material and technical capacity, 
innovation activities, digitalisation, financial performance, and 
management of systemic challenges. Each domain consists of 
defined criteria with a five-point scoring scale, and the overall 
institutional performance is determined by the cumulative 
score. The full structure and assessment criteria of the IMORP 
are presented in Table 1.

The maximum attainable score is 155 points, and based on 
the total score, organizations are classified into four clearly 
differentiated development levels.

0–41 points — Basic level, indicating resource insufficiency, 
fragmented processes and a high risk of service disruption.

42–82 points — Intermediate level, reflecting stable 
functioning with partial implementation of managerial, digital 
and preventive approaches, yet with persistent structural 
limitations.

83–124 points — Advanced level, characterised by systematic 
management, digital infrastructure, effective coordination and 
participation in pilot or educational programmes.

125–155 points — Expert level, where the PHC organization 
operates as a centre of excellence, driving innovation, digital 
transformation and dissemination of best practices at the system 
level.

This model is intended not only for diagnostic evaluation 
but also for strategic forecasting and targeted managerial 
intervention, enabling the identification of both strong 
capacities and critical risk zones across all seven domains — 
with particular emphasis on human resource resilience, financial 
sustainability and maturity of digital integration. The approach 
is fully adaptable for use within national policy implementation, 
accreditation procedures, strategic planning, and performance-
based contracting of PHC organizations.

The year-to-year trend assessment revealed heterogeneous 
dynamics across the eight PHC organizations (table 2). In the 
Human Resources domain, statistically significant improvements 
were observed in Polyclinics 1, 2, 4 and 6 (p < 0.05**), whereas 
Polyclinics 3, 5, 7 and 8 showed no significant temporal change 
(ns). For Quality of Services, significant positive trends were 
identified in Polyclinics 1, 3, 6, 7 and 8 (p < 0.05**), while 
Polyclinics 2, 4 and 5 demonstrated stable performance 
without significant fluctuations (ns). In the Material-Technical 
Resources domain, a significant upward trend was found only 
in Polyclinic 1 (p = 0.042**), whereas Polyclinic 6 showed a 
marked decline over time (p = 0.003**). All remaining facilities 
exhibited stable values across the observation period (ns). For 
Pilot Innovations, Digitalization, and Financial Indicators, no 

significant temporal variations were detected in any facility 
(ns), except for Polyclinic 1, which demonstrated improvement 
in the financial domain (p = 0.04**). In the Management of 
Problems domain, year-to-year values remained stable in all 
eight organizations, with no statistically significant trends 
observed (ns).

As shown in Table 3, all eight PHC organizations were 
classified at an intermediate level of development according to 
the IMORP model; however, the structure of their strengths and 
limitations varied considerably.

PHC 1 demonstrates strong digitalization and acceptable 
innovation adoption, yet financial volatility and fragmented 
managerial responses limit advancement to a higher 
developmental tier.

PHC 2 and PHC 3 possess strong digital and technical 
infrastructure but show a complete absence of innovation 
dynamics and strategic managerial proactivity, resulting in a 
development “plateau” without visible institutional progression.

PHC 4 and PHC 6 exhibit weak financial sustainability, 
minimal innovation activity, and insufficient managerial 
responsiveness, despite maintaining acceptable levels of 
equipment and digitalization.

PHC 5, PHC 7, and PHC 8 show comparatively higher 
overall IMORP scores, indicating proximity to advanced-
level maturity; however, the absence of sustained innovation 
and limited strategic proactiveness remain critical constraints 
preventing transition to the expert level.

Statistical analysis confirmed significant differences between 
organizations in their total IMORP scores (p < 0.001, Kruskal–
Wallis test). Post hoc testing further revealed that PHC 7 and 
PHC 8 scored significantly higher than PHC 1–6, indicating the 
emergence of a leading subgroup approaching advanced-level 
systemic readiness.
Discussion.

The proposed Multilevel System for Competency Development 
in Primary Health Care (MSRK PMSP) is based on the 
principle of guided progression of organizational maturity — 
from a basic level focused on maintaining operational stability 
to an expert level, where the organization evolves into a 
generator of innovation, learning, and translational practices. 
Its core lies in a dual architecture: (1) vertical stratification 
across maturity levels (basic → intermediate → advanced → 
expert) and (2) the horizontal indicator model IMORP, which 
decomposes maturity into seven managerial-clinical domains 
(human resources, quality of care, material and technical 
capacity, innovation activity, digital transformation, financial 
sustainability, and managerial responsiveness). This design 
shifts the evaluation paradigm from a binary compliance/non-
compliance model toward a diagnostic managerial matrix, 
enabling the identification of deficit structures, detection of 
development asynchrony (e.g., strong digital maturity in the 
absence of human or financial stability), and the formulation 
of targeted development roadmaps instead of universal reforms.

Positioning relative to accreditation and compliance audit: 
International literature on accreditation reflects heterogeneous 
evidence on its impact on organizational performance, with 
a thematic skew toward high-income countries; notably, 
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Component Indicator / Criterion 1 point 2 points 3 points 4 points 5 points

Workforce Capacity

Physician staffing level vs. normative 
requirement < 60% 60–74% 75–84% 85–94% ≥ 95%

Availability of specialist physicians vs. 
required profiles < 50% 50–64% 65–79% 80–94%

≥ 95% (all 
key specialties 
covered)

Share of nurses with higher (bachelor's) 
education < 10% 10–24% 25–39% 40–59% ≥ 60%

Physicians holding academic degrees 
(MSc/PhD) < 1% 1–2.9% 3–4.9% 5–7.9% ≥ 8%

Share of staff completing CPD/
continuing medical education (past 2 
years)

< 20% 20–39% 40–59% 60–79% ≥ 80%

Academic engagement (faculty 
members among physicians) < 1% 1–2.9% 3–4.9% 5–6.9% ≥ 7%

Share of early-career professionals 
(young workforce renewal) < 2% 2–3.9% 4–5.9% 6–7.9% ≥ 8%

Gender distribution (reported only, not 
scored)

not included 
in scoring — — — —

Quality of Care 
Delivery

Effectiveness of preventive 
interventions (achievement of targets) < 40% 40–59% 60–74% 75–89% ≥ 90%

Population coverage of medical check-
ups / screening < 40% 40–59% 60–74% 75–89% ≥ 90%

Annual outpatient visits to general 
practitioners (per capita) < 0.6 0.6–0.9 1.0–1.3 1.4–1.6 1.7–1.9

Patient satisfaction with outpatient care < 50% 50–64% 65–79% 80–89% ≥ 90%
Ambulatory-sensitive hospital 
admission rate (per 1,000 population) > 25 20–25 15–19 10–14 < 10

Infrastructure & 
Equipment Readiness

Availability of diagnostic equipment 
(vs. mandated list) < 50% 50–69% 70–84% 85–94% ≥ 95%

Functional condition of equipment < 60% 
working 60–74% 75–84% 85–94% ≥ 95% functional

Share of modern equipment (aligned 
with current clinical standards) < 20% 20–39% 40–59% 60–79% ≥ 80%

Availability of essential medicines 
(GOBMP/SHI formulary) < 50% 50–69% 70–84% 85–94% ≥ 95%

Innovation & Pilot 
Initiatives

Number of implemented innovation 
projects (past 12 months) 0 projects 1 project 2 projects 3–4 projects ≥ 5 projects

Success rate of innovation projects 
(achievement of objectives) < 40% 40–59% 60–74% 75–89% ≥ 90%

Share of telemedicine within total 
innovation portfolio 0% < 20% 20–39% 40–59% ≥ 60%

Digital 
Transformation

Proportion of clinical & admin 
documentation fully digitized < 30% 30–49% 50–69% 70–89% ≥ 90%

Share of prescriptions issued via 
e-prescription system

0 of 
prescriptions 
issued 
electronically

< 29% 30–59% 60–89% ≥ 90%

Patient satisfaction with digital health 
services < 40% 40–59% 60–74% 75–89% ≥ 90%

Table 1. Structure and Criteria of the Comprehensive Indicator Model for Assessing the Development of Primary Health Care Organizations 
(IMORP).
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Financial 
Sustainability

Average physician salary (vs. national/
regional benchmark) <70% 70–79% 80–89% 90–99%

≥ 100% of the 
normative (or 
regional average) 
level

Average nurse salary (vs. national 
benchmark) < 65% 65–74% 75–84% 85–94% ≥ 95%

Administrative staff salary ratio (vs. 
physicians) > 130% 111–130% 91–110% 71–90% < 70%

Year-on-year change in total revenue > 10% 
decrease

1–10% 
decrease stable (±1%) +1–9% increase ≥ 10% increase

Expenditure-to-revenue ratio ≥ 110% 101–109% ±1% of 100% 90–99% ≤ 89%
Expected revenue trend (projected next 
fiscal year)

> 10% 
decrease

1–10% 
decrease stable +1–9% ≥ 10% increase

Management 
Responsiveness

Workforce shortage mitigation strategy No action
Formal 
statements 
only

Episodic 
response

Structured 
staffing program

Long-term HR 
partnerships, 
retention strategy

Equipment replacement & maintenance 
policy No action Irregular 

actions
Draft renewal 
plan

Phased upgrades 
ongoing

Fully 
institutionalized 
life-cycle 
management

Medicine supply assurance No mitigation Reactive only
Basic 
monitoring & 
planning

Supplier 
coordination, 
automated 
control

Fully guaranteed, 
predictive supply 
chain

Overall Scoring 
Capacity

Maximum attainable score
155 points total (classification bands: 0–41 / 42–82 / 83–124 / 125–155)

Polyclinic 2020 2021 2022 2023 2024 2025 p M ± SD Interpretation
Human Resources
1 20 22 19 20 23 21 0,03** 20.83 ± 1.47 Moderate
2 22 24 23 25 26 25 0.04** 24.17 ± 1.47 Moderate
3 18 19 20 21 22 23 ns 20.50 ± 1.87 Moderate
4 21 23 22 24 25 24 0,03* 23.17 ± 1.47 Moderate
5 20 21 21 22 22 23 ns 21.50 ± 1.05 Moderate
6 19 21 22 22 23 23 0,02** 21.67 ± 1.51 Moderate
7 21 22 23 23 24 24 ns 22.83 ± 1.17 Moderate
8 22 22 23 24 25 25 ns 23.50 ± 1.38 Moderate
Quality of Services
1 21 23 22 24 25 25 0,02** 23.33 ± 1.63 Excellent
2 23 24 25 24 25 25 ns 23.33 ± 1.63 Excellent
3 19 20 21 22 23 24 0,01** 21.50 ± 1.87 Good
4 21 22 22 23 24 24 ns 22.67 ± 1.21 Critically low
5 20 21 21 22 23 23 ns 21.67 ± 1.21 Good
6 21 20 22 23 24 23 0,03** 22.17 ± 1.47 Critically low
7 18 19 20 21 22 23 0,01** 20.50 ± 1.87 Good
8 22 21 20 19 21 22 0,04** 20.83 ± 1.17 Good
Material-Technical Resources
1 16 17 14 16 16 18 0,042** 16.00 ± 1.50 Good
2 20 20 20 20 20 20 ns 20.00 ± 0.00 Excellent
3 20 20 21 20 22 21 ns 20.00 ± 0.45 Excellent
4 16 16 16 16 16 16 ns 16.00 ± 0.00 Good
5 16 16 16 16 16 16 ns 16.00 ± 0.00 Good
6 8 1 6 1 1 – 0,003** 3.40 ± 2.79 Poor
7 13 13 13 13 13 13 ns 13.00 ± 0.00 Satisfactory
8 20 20 20 20 20 20 ns 20.00 ± 0.00 Excellent
Pilot Innovations
1 10 10 11 10 10 12 ns 10.00 ± 1.10 Satisfactory
2 3 3 3 3 3 3 ns 3.00 ± 0.00 Very low

Table 2. Structure and criteria of the comprehensive indicator model for assessing the development of PHC organizations (IMORP).
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3 3 3 3 3 3 3 ns 3.00 ± 0.00 Very low
4 3 3 3 3 3 3 ns 3.00 ± 0.00 Very low
5 3 3 3 3 3 3 ns 3.00 ± 0.00 Very low
6 1 1 1 1 1 – ns 1.00 ± 0.00 Very low
7 3 3 3 3 3 3 ns 3.00 ± 0.00 Very low
8 3 3 3 3 3 3 ns 3.00 ± 0.00 Very low
Digitalization & E-records
1 12 10 11 12 12 13 ns 12.00 ± 1.20 Good
2 15 15 15 15 15 15 ns 15.00 ± 0.00 Very high
3 15 15 14 15 14 16 ns 15.00 ± 0.71 Very high
4 13 13 14 13 13 13 ns 13.00 ± 0.00 Good
5 14 14 14 14 14 14 ns 14.00 ± 0.00 Very high
6 15 15 15 15 15 15 ns 15.00 ± 0.00 Very high
7 14 14 14 14 14 14 ns 14.00 ± 0.00 Very high
8 14 14 14 14 14 14 ns 14.00 ± 0.00 Very high
Financial Indicators
1 12 14 14 13 14 16 0,04** 14.00 ± 2.00 Satisfactory
2 19 19 19 19 19 19 ns 19.00 ± 0.00 Satisfactory
3 19 17 18 19 19 18 ns 19.00 ± 0.54 Satisfactory
4 13 13 15 13 13 13 ns 13.00 ± 0.00 Low
5 17 17 17 17 17 16 ns 16.83 ± 0.37 Satisfactory
6 22 22 22 22 22 – ns 22.00 ± 0.00 Good
7 21 21 21 21 21 21 ns 21.00 ± 0.00 Good
8 21 21 21 21 21 21 ns 21.00 ± 0.00 Satisfactory
Management of Problems
1 6 8 8 7 8 10 ns 8.00 ± 1.50 Unsustained measures
2 9 9 9 9 9 9 ns 9.00 ± 0.00 Unsustained measures
3 9 7 8 9 9 8 ns 9.00 ± 0.46 Unsustained measures
4 6 6 6 6 6 6 ns 6.00 ± 0.00 Weak measures
5 7 7 8 7 8 7 ns 7.33 ± 0.47 Unsustained measures
6 7 7 7 7 7 7 ns 7.00 ± 0.00 Unsustained measures
7 6 6 6 6 6 6 ns 6.00 ± 0.00 Weak measures
8 3 3 3 3 3 3 ns 3.00 ± 0.00 Formal recognition
Note. Temporal changes were evaluated using Repeated Measures ANOVA (for normally distributed data)* and the Friedman test (for non-
normal data)**. The notation “ns” is used to indicate “not significant.”

PHC Organization

PHC Organization Summary Conclusion Total IMORP 
Score (M ± SD) Development Level

PHC 1

Demonstrates strong performance in digitalization and acceptable innovation 
adoption. Stable equipment and electronic processes are observed. However, 
financial volatility, insufficient strategic planning, and fragmented managerial 
responses limit progression toward an advanced level. Strengthening workforce 
capacity and structured resource planning are required.

60 ± 3.31 Intermediate

PHC 2

Fully equipped and displays an excellent level of digital transformation. 
However, innovation activity is absent, financial planning lacks resilience, and 
problem-solving measures remain non-systematic, indicating a plateau without 
strategic progression.

66 ± 0.00 Intermediate

PHC 3
Highly developed in terms of digitalization and technical infrastructure. 
Nonetheless, absence of innovation initiatives and non-systematic management 
responses constrain further advancement.

66 ± 1.54 Intermediate

PHC 4
Shows acceptable equipment and digitalization, but records weak financial 
stability, lack of innovation, and insufficient managerial responsiveness, 
indicating systemic stagnation.

51 ± 0.00 Intermediate

PHC 5
Core operational processes are established; however, multi-vector strengthening 
(innovation, financial optimization, structured HR strategies) is required to 
ensure strategic growth.

100.17 ± 1.97 Intermediate

Table 3. IMORP developmental positioning of PHC organizations based on comprehensive indicator assessment.
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components such as “organizational performance” and “patient 
perceptions/satisfaction” remain significantly less examined 
compared to “safety and clinical quality” or “staff attitudes” 
[1]. Normative accreditation discourse highlights its role as 
a mechanism for professional self-regulation and public trust 
assurance, predominantly in educational and inpatient contexts 
[2]. In this regard, MSRK PMSP + IMORP does not replace 
accreditation but complements it — offering a managerial 
development trajectory with defined maturity levels and 
intervention priorities.

Alignment with performance assessment frameworks and 
systemic multidimensionality: A comprehensive review of 
organizational performance assessment factors emphasizes that 
an effective evaluation framework must integrate input, process, 
output, outcome, and value-oriented indicators, alongside 
dimensions of leadership, strategy, data use, human resources, 
culture, and finance — with explicit consideration of contextual 
determinants [3]. The IMORP architecture deliberately captures 
this multidimensionality across seven domains, avoiding 
one-dimensional scoring systems and ensuring managerial 
interpretability (e.g., a situation where strong digitalization 
coexists with weak workforce resilience is interpreted as a 
development stagnation risk).

Positioning relative to patient/community engagement 
(P2C2) instruments: The systematic review by Dukhanin, 
Topazian, and DeCamp consolidated 116 P2C2 engagement 
metrics (72 process-oriented and 44 outcome-oriented) and 23 
evaluation instruments, demonstrating high variability in focus 
(process vs. outcome) and absence of an “ideal” instrument [4]. 
Historically, tools ranged from the quantification of consumer 
influence in hospital decision protocols [5] and determinants 
of consumer power within health system agencies [6], to 
participation ratings in primary healthcare programs [7] and 
their managerial application in district-level planning [8]. 
Further developments extended to mental health services [9,27], 
cross-sectoral partnerships and community health initiatives 
[10,11,28,29], procedural formats such as NICE Guideline 
Development Groups and PFAC toolkits [13-16,30,31], 
involvement in ACOs [12], and structured participation 
indicators in health programs [17].

Collectively, this corpus confirms that: (i) engagement metrics 
are an essential component of quality governance and public 
trust; yet (ii) they do not replace comprehensive stratification of 
institutional maturity. In MSRK PMSP + IMORP, patient and 
community engagement is reflected indirectly — through the 

domains of quality, innovation, digital services, and managerial 
responsiveness — as part of a single maturity profile that 
translates into actionable managerial priorities.

Organizational professionalism and culture as the 
maturity context: The “Charter on Professionalism for Health 
Care Organizations” identifies four foundational pillars — 
partnership with patients, organizational culture, community 
engagement, and operational/business practices — thus defining 
the ethical and managerial context of institutional maturity [18]. 
In our model, these principles are operationalized through the 
corresponding IMORP indicators (quality, issue management, 
finance, human resources, innovation, and digitalization), 
enabling translation from value-based principles to measurable 
development trajectories.

Key empirical findings and managerial interpretation: The 
comparative evaluation of total IMORP scores demonstrated 
substantial variability between the eight PHC organizations, as 
confirmed by a significant inter-organizational difference (p < 
0.001, Kruskal–Wallis test). This indicates that the system does 
not exhibit a uniform maturity profile: each facility possesses 
its own configuration of strengths and persistent structural 
limitations across the seven domains.

At the same time, the analysis of year-to-year dynamics 
revealed that most temporal changes were isolated rather 
than systemic. Even where improvements were statistically 
significant — for example, in human resources (Polyclinics 1, 
2 and 6) and service quality (several organizations showing p < 
0.05) — these shifts remained confined to single domains and 
did not propagate into adjacent areas such as financial stability, 
managerial responsiveness, or innovation capacity. As a result, 
local progress failed to accumulate into broader institutional 
advancement.

One of the most illustrative findings concerns digitalization. 
Despite continuous national efforts to expand ESER 
functionality, telemedicine, electronic referrals, and automated 
reporting, IMORP scores showed no temporal change. This 
paradox is explained by a pronounced ceiling effect: six out of 
eight organizations reached maximum or near-maximum scores 
at baseline, leaving no statistical room to register subsequent 
improvements. Therefore, the absence of trends does not reflect 
stagnation, but rather the insufficient sensitivity of the current 
measurement scale for high-performing facilities. These results 
underscore the need to recalibrate the digitalization domain by 
expanding the scoring granularity or adding sub-indicators that 
differentiate between facilities that appear equally “maximal” 

PHC 6
Fundamental processes function, but critical deficiencies are observed in 
material-technical readiness and innovation development, requiring urgent 
managerial prioritization.

55 ± 2.79 Intermediate

PHC 7
Core processes are functional and partially supported by technological and 
managerial initiatives. However, the absence of consistently systematic 
development efforts limits transition to expert-level performance.

100.33 ± 7.12 Intermediate

PHC 8
Strong technical and digital foundation with elements of advanced 
operational maturity. However, innovation and managerial proactivity remain 
underdeveloped, preventing transition to the expert level.

105.33 ± 8.07 Intermediate

p < 0.001. Differences in total IMORP scores between the PHC organizations were statistically significant (Kruskal–Wallis test).
Dunn's post hoc test (with Bonferroni correction) showed that PHC 7 scored significantly higher than PHC 1,2,3,4,5,6, (p < 0.001), and PHC 8 
scored significantly higher than PHC 1,2,3,4,5,6 (p < 0.001).
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yet vary considerably in functional digital readiness.
Conversely, the consistently minimal values in the innovation 

domain reflect the opposite structural barrier: PHC organizations 
operate under conditions that do not support pilot development, 
experimentation, or scaling of innovation. The uniformly low 
trajectories, with no detectable temporal shifts, indicate that 
innovation governance remains largely undeveloped across the 
system.

Material-technical resources demonstrated another critical 
pattern. While most facilities remained stable, a significant 
deterioration was detected in one organization, indicating a 
progressive decline in infrastructure provision. This isolated 
negative trend highlights vulnerabilities in asset management 
and the inability of some PHC institutions to maintain baseline 
operational capacity over time.

Managerial responsiveness showed a borderline improvement 
in one facility, but all other organizations demonstrated fully 
stationary trajectories. Taken together, these findings indicate 
that improvement efforts — even when present — remain 
unsustained and do not transform into system-level change.

Overall, the observed dynamics reveal a structural 
fragmentation of development: improvements occur in isolated 
domains, while adjacent domains remain unchanged. Such 
patterns suggest that the PHC system requires integrated, multi-
domain development programs, rather than relying on narrow 
or domain-specific interventions. Without coordinated reforms 
that simultaneously strengthen human resources, infrastructure, 
innovation governance, financial stability, and managerial 
capacity, local improvements are unlikely to evolve into higher 
institutional maturity.

Permeability and compatibility with regulatory 
frameworks: The MSRK PMSP and IMORP framework is 
fully compatible with national accreditation and contracting 
procedures: the maturity profile may serve as an input to 
institutional self-assessment, an improvement roadmap ahead 
of accreditation visits, or a monitoring instrument in outcome-
based contracting. This addresses the common critique of 
accreditation as a “static compliance snapshot” lacking a 
structured development trajectory [1,2].
Strengths and Contribution.

I.	 Real-world data foundation.
The model was developed using a unique six-year dataset 

(2020–2025) from eight urban PHC organizations, enabling 
empirical testing of the indicator system under real operating 
conditions. This ensured feasibility, data availability verification, 
and practical applicability of all indicators.

II.	 Dual-structure architecture enabling both strategic and 
operational assessment.

The combination of vertical maturity levels and seven 
horizontal managerial–clinical domains provides a framework 
that can be used both for high-level strategic planning and for 
detailed domain-specific diagnostics.

III.	 Practical feasibility was demonstrated by the fact that 
all required source data could be supplied by PHC organizations 
using their routine administrative documentation. 

All analytical computations—indicator derivation, 

percentage calculations, scoring allocation, and maturity level 
classification—were performed externally by the research 
team according to the finalized IMORP protocol. This ensured 
the absence of subjective self-assessment and confirmed that 
the model can be applied in real institutional settings without 
introducing additional reporting burden.

IV.	 Diagnostic sensitivity to developmental asynchrony.
The model explicitly captures misalignment across domains 

(e.g., strong digital maturity combined with weak human 
resources or financial instability), a feature not typically 
addressed in accreditation or P2C2 instruments.

V.	 High adaptability to diverse organizational contexts.
Because all indicators rely on standardized reporting forms 

and universally available PHC metrics, the framework can be 
applied in facilities with different baseline capacities, allowing 
comparative analysis.
Limitations and future validation pathway.

To ensure full methodological robustness for national-scale 
psychometric validation, further steps are required:

I.	 expanding the sample to at least 35–40 PHC 
organizations, following the established psychometric standard 
of no fewer than five observations per indicator, followed by 
exploratory factor analysis and calculation of Cronbach’s alpha 
to assess internal consistency;

II.	  conducting test–retest assessment and inter-rater 
agreement analysis to confirm reproducibility and managerial 
reliability;

III.	  evaluating predictive validity — specifically, the 
association between organizational maturity levels and clinical-
economic outcomes and P2C2 engagement indicators.

In line with the literature on accreditation and engagement, 
particular emphasis should be placed on external outcomes 
(population health, trust, and the economic value of participation), 
which remain insufficiently represented in existing tools [1,4].

 In addition to the interpretation related to structural inertia, 
an important alternative explanation must be considered. 
Despite substantial score differences between organizations 
and the presence of statistically significant domain-specific 
improvements in several facilities, all eight PHC organizations 
ultimately remained within the same “Intermediate” maturity 
level. This pattern suggests that the current maturity scale may 
have insufficient sensitivity to capture qualitative differences 
between facilities whose development trajectories diverge in 
specific domains. Moreover, the fact that statistically significant 
improvements in human resources, service quality, material-
technical capacity, and financial indicators did not translate into 
an upward shift in the overall maturity classification indicates 
that the scoring thresholds for maturity levels may be too 
wide. Together, these findings imply that the model’s current 
granularity — especially in high-performing domains with 
ceiling effects (e.g., digitalization) and low-performing domains 
with floor effects (e.g., innovation) — may limit its ability to 
detect incremental institutional growth. This limitation should 
be explicitly addressed in future methodological refinement 
through recalibration of level boundaries and expansion of 
scoring detail.
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მრავალდონიანი კომპეტენციის შეფასებისა და 
განვითარების სისტემის (MSRK PMSP) შემუშავება 
და საპილოტე განხორციელება ამბულატორიული 
კლინიკის განვითარების ინდიკატორის მოდელის 
(IMORP)საფუძველზე.

ფონს. პირველადი ჯანდაცვის (PHC) ორგანიზაციული 
სიმწიფის ობიექტური, გამეორებადი შეფასება 
აუცილებელია მართვის ხარისხის, უსაფრთხოებისა 
და მდგრადობისთვის. არსებული მიდგომები 
(მაგალითად, აკრედიტაცია, შესაბამისობის აუდიტი, 
ერთგანზომილებიანი ქულების ბარათები) იშვიათად 
უზრუნველყოფს ინტეგრირებულ, განვითარებაზე 
ორიენტირებულ ხედვას, რომელიც მორგებულია 
ამბულატორიულ გარემოში.

მიზანი. პირველადი ჯანდაცვის ორგანიზაციებში 
კომპეტენციის განვითარების მრავალსაფეხურიანი 
სისტემის (MSRK pmsp) შემუშავება IMORP მოდელის 
საფუძველზე და მისი მიზანშეწონილობისა და 
გამოყენების შეფასება ურბანულ პოლიკლინიკებში.

მასალები და მეთოდები. IMORP მოდელი აგებულია 
ექვსწლიანი მონიტორინგის პროგრამის (2020-2025) 
აგრეგირებულ მონაცემებზე, რომელიც მოიცავს რვა 
ურბანულ პოლიკლინიკას. ჩარჩო შეიქმნა ოთხი 
საზოგადოებრივი ჯანდაცვის ექსპერტის მიერ და გაიარა 
გარე შინაარსის მიმოხილვა ორი დამოუკიდებელი 
ექსპერტის მიერ. IMORP სტრუქტურირებს 
ორგანიზაციულ სიმწიფეს შვიდ სფეროში (სამუშაო 
ძალა, ზრუნვის ხარისხი, ინფრასტრუქტურა, ინოვაცია, 
დიგიტალიზაცია, ფინანსები, მენეჯერული რეაგირება) 

მაქსიმუმ 155 ქულით და ოთხი სიმწიფის დონეზე 
(ძირითადი, შუალედური, მოწინავე, ექსპერტი). 
აღწერილობითი სტატისტიკა (საშუალო, SD, min–
max) გამოითვალა. ჯგუფური შედარებები იყენებდა 
კრუსკალ-უოლისის ტესტს Dunn-Bonferroni post hoc 
პროცედურებთან, სადაც ეს შესაძლებელია (α=0.05). 
თითოეულ პირველადი ჯანდაცვის ორგანიზაციაში 
დროებითი ცვლილებები შეფასდა განმეორებითი 
ზომების ANOVA-ს ან ფრიდმანის ტესტის გამოყენებით, 
მონაცემთა განაწილების მიხედვით.

შედეგები. მოდელმა აჩვენა მკაფიო მენეჯერული 
ინტერპრეტაციულობა და დომენის დონეზე 
დიაგნოსტიკური რეზოლუცია. კლინიკის დონის 
საშუალო IMORP-ის ჯამური მაჩვენებლები 
მნიშვნელოვნად განსხვავდებოდა (Kruskal–Wallis 
p<0.001), წარმომადგენლობითი დიაპაზონებით 
დაახლოებით 60.0 ± 3.3-დან 105.3 ± 8.1 ქულამდე 
ობიექტებში; დომენის სპეციფიკური საშუალებები, 
როგორც წესი, ვიწრო ზოლებში (მაგალითად, 
დიგიტალიზაცია ≈14-15 ქულა, SD მინიმალური), ხოლო 
ინოვაცია თანაბრად დაბალი დარჩა. მიუხედავად 
სტატისტიკურად მნიშვნელოვანი განსხვავებისა 
კლინიკებს შორის საერთო ქულებში, რვავე 
დაწესებულება კლასიფიცირებული იყო იმავე სიმწიფის 
დონეზე (შუალედური) წინასწარ განსაზღვრული 
შემცირების მიხედვით, რაც მიუთითებს სტრუქტურულ 
ჰეტეროგენობაზე საპილოტე ფაზაში ჯვარედინი 
გადასვლების გარეშე.

დასკვნები. MSRK PMSP (IMORP) გთავაზობთ 
პრაქტიკულ, მრავალ დომენურ, სიმწიფის დონეზე 
დაფუძნებულ ინსტრუმენტს PHC ორგანიზაციებისთვის, 
ერთდროულად მხარს უჭერს დიაგნოსტიკურ 
პროფილის შექმნას და მიზნობრივი გაუმჯობესების 
დაგეგმვას. სრული ფსიქომეტრიული ვალიდაცია 
დაგეგმილია უფრო დიდ ნიმუშზე (≥35 პოლიკლინიკა), 
რათა დადგინდეს შიდა თანმიმდევრულობა, ინტერ-
რატერი/ტესტ–რეტესტის სანდოობა, ფაქტორის 
სტრუქტურა და პროგნოზირებადი ვალიდობა 
კლინიკურ-ეკონომიკური და პაციენტის ჩართულობის 
შედეგების წინააღმდეგ.

საკვანძო სიტყვები: პირველადი ჯანდაცვა; 
ორგანიზაციული სიმწიფე; ინდიკატორის მოდელი; 
კომპეტენციის განვითარება; ამბულატორიული 
კლინიკა; კრუსკალ–უოლისი; დუნ–ბონფერონი; 
ვალიდაცია; ხარისხის გაუმჯობესება; ჯანდაცვის 
სისტემების მართვა.
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