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Abstract
Background  Strengthening urban primary healthcare (PHC) systems in low- and middle-income countries (LMICs) 
is essential to effectively serve the growing urban poor. Such reforms should incorporate patient opinions to ensure 
accessible and affordable services. However, there is limited evidence on patient preferences for PHC providers in 
these settings. We aimed to conduct a systematic review of the evidence on the attributes reported by patients when 
choosing PHC providers in urban LMICs.

Methods  A search was performed across MEDLINE, Embase, Global Health, Web of Science, PsycINFO, and Scopus 
bibliographic databases, as well as grey literature sources, from their earliest entries until March 30, 2024. Studies 
examining the revealed or stated preferences of populations for PHC providers in urban LMIC settings were included. 
We descriptively analysed and compared these studies, assessing their methodological quality using checklists for 
Conjoint Analysis studies and the Mixed Methods Appraisal Tool.

Results  Our findings are reported according to PRISMA guidelines. The search yielded 5,089 citations, of which 28 
met the eligibility criteria for this review. We identified 203 attributes across selected studies. The most frequently 
reported attributes were cost of services (n = 25) and distance/proximity (n = 24), followed by provider behaviour/
attitude (n = 19) and quality of care (n = 17). Most studies identified the availability of medicine/equipment, distance/
proximity, healthcare provider type, and quality of care as the most valued attributes. Eighteen studies examined 
preference heterogeneity, considering socioeconomic factors such as education, gender, age, severity of illness, and 
income, with severity of illness being the most significant factor.

Conclusions  Prioritising patient preferences in health system reforms is essential for equitable and sustainable 
healthcare in rapidly urbanising LMICs. Our review highlights the most valued attributes in preference studies, which 
will help policymakers and researchers tailor better PHC interventions to meet urban community needs and guide 
future studies on PHC preferences in similar settings.
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Introduction
Primary healthcare (PHC) is considered the best plat-
form for providing basic healthcare services to the popu-
lation and performing essential public health functions 
[1]. It is one of the key elements of a country’s health 
system and provides various types of services, including 
health promotion, disease prevention, treatment, rehabil-
itation, palliative care, and more. PHC also ensures that 
healthcare is delivered in a way that is centred on people’s 
needs and respects their preferences [2]. It serves as a 
cornerstone of an effective healthcare system that helps 
improve population health cost-effectively and equitably 
[3]. In the 1978 Alma-Ata Declaration, PHC was set as a 
global priority to protect and promote health for all peo-
ple worldwide [4]. PHC also plays a central role in achiev-
ing Universal Health Coverage (UHC), aiming to ensure 
that all people have access to the full range of quality 
health services they need, when and where they need 
them, without financial hardship [5]. More recently, the 
2018 Astana Declaration on PHC made a similar call for 
universal coverage of basic healthcare for the population 
throughout their life, emphasising essential public health 
functions, community engagement, and a multisectoral 
approach to health [6]. Rapid and uncontrolled urbanisa-
tion imposes challenges to urban PHC systems in many 
low- and middle-income countries (LMICs) to meet the 
increased healthcare demand of the urban population, 
especially for the poor [7]. Urbanisation has also created 
significant barriers to achieving UHC, as health systems 
often struggle to expand equitable PHC coverage in rap-
idly growing urban settings, and a challenge further com-
pounded by lack of public-private collaboration [8, 9].

Among the existing qualified urban PHC practitio-
ners, a high percentage are likely to be engaged in private 
practice, limiting accessibility to poor people. The situa-
tion is worse in countries where the urban PHC system 
is poorly structured, resulting in fewer public providers 
in urban compared to rural areas [10, 11]. Furthermore, 
the demographic transition and the rising prevalence of 
non-communicable diseases have amplified the demand 
for healthcare services in both rural and urban areas [12]. 
A considerable proportion of urban people live in slum 
areas, which often lack the most basic human needs such 
as clean water, sanitation, and adequate housing. These 
populations are more vulnerable to illness and frequently 
experience worse health outcomes than their rural coun-
terparts [13].

In many LMICs, PHC has been identified as a major 
priority by health system planners. Efforts are focused 
on reorienting existing PHC systems to achieve UHC by 
prioritising the delivery of efficient PHC, strengthening 

effective and patient-centred care, and reducing inequali-
ties in healthcare access [14]. In response to the greater 
need for PHC services, especially among urban commu-
nities, reforming the urban PHC system is essential for 
delivering need-based healthcare services efficiently [15]. 
Such reforms should prioritise incorporating patients’ 
opinions in the redesign of services to ensure that service 
delivery effectively meets the needs of the urban popu-
lation in a timely and cost-efficient way. In this context, 
policymakers need to understand patients’ choices and 
preferences regarding various aspects of PHC services 
for redesigning and delivering these services for the 
urban poor communities. A systematic review of the 
preferences, either stated preferences (SP) or revealed 
preferences (RP), of the urban poor population for PHC 
providers in urban areas, can help identify the key drivers 
of provider selection and design more responsive health 
service delivery models.

To date, two systematic reviews on patient preferences 
for PHC services have been conducted [16, 17], focus-
ing on SP only. Kleij et al. 2017 synthesised attributes 
from 18 studies published between 2006 and 2015, but 
did not examine preference heterogeneity. Lim et al. 
2022 expanded the earlier review and synthesised attri-
butes from 35 studies published before December 2021 
and examined preference heterogeneity. However, three 
important gaps remain in the existing evidence: (1) nei-
ther review included RP studies nor compared attributes 
derived from RP and SP studies; (2) neither specifically 
focused on PHC preference in urban LMIC contexts, 
where urban-rural differences in socioeconomic factors 
shape distinctive choices [18], and (3) evidence on PHC 
preferences specific to urban populations in LMICs has 
not been systematically synthesised. This systematic 
review addresses these gaps by synthesising evidence 
specifically on PHC provider preferences in urban LMIC 
settings in three ways. First, we focus exclusively on 
urban areas in LMICs, which present distinctive health-
care choice environments compared to rural settings, 
such as diverse provider markets, population density, 
informal sector presence, and out-of-pocket (OOP) pay-
ment reliance. Second, we include both SP and RP stud-
ies, enabling comparison between what people state they 
prefer in hypothetical scenarios versus the attributes 
that influence their actual healthcare-seeking behaviour. 
Third, we examine preference heterogeneity across socio-
economic and demographic factors to understand how 
preferences vary within urban populations. A synthesis 
of evidence for PHC attributes for the urban health sys-
tem will help future research and policy decisions for 
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effectively designing and delivering healthcare services to 
the urban population.

Objective
We aimed to synthesise existing evidence on patients’ 
preferences for PHC providers in urban areas of LMICs 
to identify lists of attributes specific to the urban 
population.

Research questions
This systematic review focused on the studies that elicit 
patients’ or the population’s preferences, RP or SP, for 
urban PHC in LMIC settings. The specific research ques-
tions are:

(1)	What are the attributes/characteristics of urban PHC 
providers that influence whether the population uses 
their services?

(2)	What are the attributes/characteristics of PHC 
providers that are identified as most important to the 
population?

Methods
The systematic review was prospectively registered in the 
International Prospective Register of Systematic Reviews 
(PROSPERO) database (CRD42023409720) (Date of reg-
istration: 13 April 2023) and is reported in accordance 
with the Preferred Reporting Items in Systematic Reviews 
and Meta-Analyses (PRISMA) guidelines [19] (Appendix 
1).

Search strategy
We searched selected databases, as well as grey literature 
sources, from their earliest entries until March 30, 2024. 
We developed a search strategy for identifying the rele-
vant literature on the preference of PHC providers using 
a combination of Medical Subject Headings (MeSH), 
keywords, and text words. The search terms were 
adapted from previously published systematic reviews on 
preference for PHC [16, 17] as well as reviews on PHC 
in LMICs [20, 21], and preference studies [22]. The scope 
of this systematic review was finalised in consultation 
with Author7, Author6, and Author5. An information 
specialist (Author 4) guided the finalisation of the search 
strategy. Initially, the search strategy was developed for 
Medline and translated into other relevant electronic 
databases. These included EMBASE, Global Health, Web 
of Science, PsycINFO, and Scopus. We explored relevant 
studies and reports from ProQuest Dissertations and 
Theses, Google Scholar, Social Science Research Network 
(SSRN), Global Index Medicus, 3ie, and World Bank. 
Additionally, we manually reviewed the bibliographies of 
included studies to identify relevant articles that met the 
inclusion criteria (a detailed presentation of the search 

strategy is included in Appendix 2). However, we did not 
conduct systematic backward and forward citation track-
ing of the included articles.

Inclusion and exclusion criteria
The review included studies that examined the revealed 
or stated choices or preferences of populations for PHC 
providers in urban LMIC settings. For this review, PHC 
was defined as first-contact or general care delivered at 
the primary level healthcare facility, including services 
provided through community-based facilities, primary 
care clinics, and outpatient departments. Studies focus-
ing exclusively on secondary, tertiary-level, or special-
ised care were excluded. Urban settings were defined 
based on the classification or reporting used by the pri-
mary study authors. Countries were classified as LMICs 
according to The World Bank income classification appli-
cable at the time the review was conducted. We included 
a range of study types, including SPs, quantitative cross-
sectional studies, and qualitative studies. Peer-reviewed 
articles, grey literature, published reports, and confer-
ence abstracts were considered if published in English, 
while study protocols, systematic reviews, newspaper 
articles, letters, editorials, personal communications, and 
commentaries were excluded. The age of study partici-
pants was restricted to 18 years and above in the included 
studies. Studies that considered preferences from both 
individual and societal perspectives were included. Addi-
tionally, studies reporting outcomes related to preference 
attributes, attribute levels, and the development of pref-
erence sets on PHC were included. Studies were excluded 
if they considered shared decision-making (including 
providers in the decision-making process) options in the 
preference. Furthermore, studies focusing solely on rural 
populations or any preference studies that did not focus 
on PHC services were excluded to align with review 
objectives. A detailed list of inclusion and exclusion crite-
ria is attached as Appendix 3.

Study selection
We applied a three-stage screening process to select 
studies for review and data extraction. Initially, studies 
were chosen based on predefined eligibility criteria to 
ensure consistency among reviewers. Subsequently, two 
independent reviewers (Author1 and Author2) screened 
the titles and abstracts obtained from the search to 
identify potentially relevant studies. Full-text articles or 
documents of the identified studies were then retrieved 
and reviewed. Any discrepancies between reviewers 
were resolved through discussion and consensus; wher-
ever disagreements persisted, a third reviewer (Author3) 
was consulted. All the selected studies were discussed 
and finalised for full-text review in consultation with 
Author7, Author6, and Author5. The selection process 
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was documented and reported using a PRISMA flow dia-
gram. Screening and selection of relevant studies were 
managed using Covidence [23].

Data extraction
We developed a data extraction template using Microsoft 
Excel. This template underwent piloting by two review-
ers (Author1 and Author2) and subsequent review and 
finalisation by another reviewer (Author3). From eligible 
studies, data were extracted on common information 
such as study population, study settings (e.g., rural–
urban or urban), country where the study was conducted, 
types of studies (e.g., DCE, quantitative, qualitative, 
mixed-methods), type of healthcare visit (e.g., inpatient 
or outpatient), context of the health system, methods 
of data collection, authors, and year of publication. For 
quantitative and qualitative component of mixed meth-
ods studies, data extraction included different attributes/ 
characteristics (e.g., distance, waiting time) related to the 
PHC provider preference, levels of the examined attri-
butes, which attributes/ characteristics were reported as 
most important attributes/ characteristics, and heteroge-
neous factors affecting the preferences of the population. 
Additionally, for quantitative DCE studies, we extracted 
the methods used to identify attributes and their corre-
sponding levels, to generate choice sets, and the types of 
analyses (e.g., the statistical model used) reported. For 
the qualitative component of mixed-methods studies, 
themes or subthemes relevant to the review questions 
were extracted and supported with illustrations (i.e., a 
direct quotation from a participant, an observation, or 
other supporting data from the reviewed studies) to pre-
serve the context of the findings.

Quality assessment
To critically appraise the validity and identify poten-
tial sources of bias in the included studies, we used the 
ISPOR (International Society for Pharmacoeconom-
ics and Outcomes Research) checklist and the MMAT 
(Mixed Methods Appraisal Tool). We selected the ISPOR 
checklist for SP studies as it is the internationally recog-
nised standard specifically designed for evaluating stated 
preference studies, such as discrete choice experiment 
and conjoint analysis [24]. For RP studies, we selected the 
MMAT because it provides a consistent appraisal frame-
work for the diverse study designs in our review (quan-
titative cross-sectional, qualitative, and mixed-methods) 
[25]. Prior to assessment, reviewers were familiarised and 
calibrated on these tools to ensure consistent application. 
The quality of SP studies was assessed using the ISPOR 
checklist [24], comprising ten items, each with three cri-
teria. Independent reviewers evaluated each criterion as 
“Yes,” “Partial,” or “No.” Following this assessment, each 
item was rated accordingly. For summarising quality 

score, only criteria rated as “Yes” were counted, and the 
total number of “Yes” ratings was divided by the total 
number of ISPOR criteria assessed for each study and 
expressed as a percentage.

As for studies categorised as RP, the latest version of 
the MMAT (version 2018) was employed [25]. This tool 
is designed to assess the quality of quantitative, qualita-
tive, and mixed-method studies, featuring two screening 
questions and five criteria for each study type scored as 
‘yes,’ ‘no,’ or ‘cannot tell.’ All included RP studies under-
went appraisal based on two initial screening questions: 
a) whether the study had clear research questions, and 
b) whether the collected data allowed addressing their 
respective research questions to determine the feasibil-
ity or appropriateness of further methodological quality 
appraisal. Studies with responses of ‘no’ or ‘cannot tell’ 
to both of the above two questions were excluded from 
further evaluation. The total percentage quality score for 
each study was calculated based on the MMAT scoring 
guide, with only the number of items scored ‘yes’ contrib-
uting to the overall score [26]. For this review, scores of ≤ 
60% were deemed ‘low quality,’ while scores falling within 
the range of 61–80% were considered ‘average quality.’ 
Scores ranging from 81% to 100% were classified as ‘high 
quality’ for both SP and RP studies. Given the subjec-
tive nature of critical appraisal, the quality assessment 
of included studies was independently conducted by 
Author1 and Author2, with any disagreements resolved 
through consensus or consultation with Author3. Qual-
ity assessment was conducted to transparently report the 
methodological rigor of included studies and allow read-
ers to interpret findings in light of methodological limi-
tations. All studies meeting the inclusion criteria were 
included in the synthesis regardless of quality scores, as 
our objective was to comprehensively identify preference 
attributes across the urban LMIC.

Data analysis
We utilised a segregated approach to synthesise the quan-
titative and qualitative evidence independently before 
integrating their findings. The integration of attributes 
identified from qualitative findings with the quantita-
tive attributes followed a data-based convergent synthe-
sis design. Our narrative approach concentrated on the 
preference attributes of healthcare seeking, including 
factors such as distance, travel time, and costs. To offer 
a comprehensive overview, we tabulated the study char-
acteristics (type of study, recruitment setting, survey 
administration, etc.) using numbers and percentages. 
Guided by Donabedian’s Structure-Process-Outcome 
(SPO) framework for the quality of healthcare model, the 
attributes were categorised into three levels: structure, 
process, or outcome [27]. This established framework 
was useful in categorising the diverse attributes identified 
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across studies and summarising what dimensions of 
healthcare were important for the respondents when 
choosing PHC providers.

An initial categorisation of the attributes was done by 
Author1 and then reviewed and revised in consultation 
with Author7, Author6, and Author5. In cases where 
attributes were multidimensional and could plausibly fall 
into more than one category (e.g., waiting time or per-
ceived quality of care), classification was guided by the 
operational definitions of the levels, as well as discussion 
among team members. After two rounds of discussion, 
the categories were revised and finalised following the 
consensus among the authors.

‘Structure’ encompasses factors essential to healthcare 
delivery, including material resources (e.g., care setting, 
equipment, medicine, cost), personal resources (e.g., 
provider availability), and organisational structure (e.g., 
distance, waiting time, convenience of appointment/
referral). ‘Process’ denotes the activities occurring during 
the provision and receipt of care, such as the attitude of 
the care provider and the maintenance of confidential-
ity and privacy. ‘Outcome’ signifies the effects of health-
care delivery, encompassing optimal treatment and the 
likelihood of a cure. This also included the reputation 
of the provider, recommendations from acquaintances, 
the quality of care, the provider’s skill, and trust in the 
provider, serving as proxies for the effects of healthcare 
delivery.

We identified the most valued attributes based on the 
highest value of the coefficient reported in the included 
SP studies. In the case of included RP studies, the most 
important attributes were identified based on the high-
est score/ proportion /coefficients reported. Similarly, 
we identified the most influential socioeconomic fac-
tors/ heterogeneity of PHC provider preference based 
on the analysis reported in the included studies. We also 
included the direction of the common heterogeneous 
factor if reported in the included articles.

Findings
Study selection
The search strategy identified 5089 titles (Fig. 1). After 
removing duplicates, 3841 records were screened, and 28 
publications met the inclusion criteria for extraction and 
analysis. Among the included 28 studies, half were con-
ducted in China [28–42]. Other studies were conducted 
in India [43, 44], Nigeria [45, 46], Malaysia [47], Vietnam 
[48], Iran [49], Egypt [50], Ghana [51], Malawi [52], Sierra 
Leone [53], and South Africa [54, 55].

Study characteristics
Table  1 summarises the characteristics of the included 
28 studies, with detailed information on each study pro-
vided in Appendix 4. Among the 28 studies, 15 were SPs, 

and 13 were RPs, of which 10 were quantitative, and only 
three studies were mixed method designs. Study samples 
were primarily recruited from communities (19, includ-
ing one mixed method) or healthcare facilities (8, includ-
ing 2 mixed methods), and one study drew from both 
settings. Nearly all (24, including 3 mixed-method) stud-
ies used interviewer administration for data collection. 
About half of the quantitative studies (48%) and all three 
mixed method studies examined PHC for general condi-
tions, chronic diseases (36%), and pediatric conditions 
(8%).

A diverse range of approaches was used to identify 
study attributes and levels, with 48% of the quantitative 
studies and 2 mixed-method studies employing a com-
bination of literature reviews and qualitative interviews. 
Notably, nine of the quantitative studies (36%) did not 
explicitly report their attribute identification methods, 
and these were RP studies.

Out of three mixed-method studies, one study used a 
literature review to identify attributes only. All the stud-
ies reported a total of 203 attributes, of which 151 were 
in quantitative studies, and 52 were in mixed-method 
studies. Attributes were classified as structure (69.5% vs. 
46.2%), followed by outcome (16.6% vs. 25.0%) and pro-
cess (13.9% vs. 29%) attributes. Among the SP studies, 
eleven utilised regression models, while four employed 
latent class analysis. Of the 13 RP studies, 4 studies con-
ducted descriptive analysis (2 quantitative and 2 mixed-
method). Most of the extracted studies (17 out of 28) 
were conducted between 2019 and 2024, while 11 studies 
were conducted between 2007 and 2018.

Attributes
Table  2 provides an overview of all attributes included 
in the identified studies. A total of 203 attributes were 
identified across three key dimensions: structure, pro-
cess, and outcome. Overall, the studies used 129 differ-
ent structure attributes, 36 process attributes, and 38 
outcome attributes. The most commonly identified struc-
ture attributes were ‘cost of services’ (n = 25; reported in 
25 studies), ‘distance or proximity’ (n = 24, reported in 24 
studies), ‘waiting time’ (n = 13), type/qualification of care 
provider (n = 13), and ‘availability of medicine’ (n = 12). 
Among the process attributes, the most commonly iden-
tified was ‘provider’s behaviour/attitude’ (n = 19). Among 
the outcome attributes, the most common was ‘quality of 
care’ (n = 17). The predominance of structural attributes 
(63.5% of total) reflects the primary focus on access and 
affordability barriers in urban LMIC preference studies, 
while process and outcome attributes together comprised 
36.5%, indicating that interpersonal and quality dimen-
sions, though less frequently examined, remain impor-
tant considerations.
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Comparison between the SP and RP attributes
The comparison between attributes derived from SP and 
RP studies highlights the distinct insights garnered from 
hypothetical scenarios versus real-world behaviors within 
healthcare systems. We attempted to compare SP and RP 
attributes across the SPO domains. In terms of structure, 
the most common attributes in both SP and RP stud-
ies were distance/proximity (n = 12 in both), cost of ser-
vices (n = 11 vs. n = 14), and waiting time (n = 7 vs. n= 6). 
However, RP studies encompass a broader array of attri-
butes, such as same-gender preference and social media 
engagement of providers, which were absent in stated 

preference studies. Regarding the process, both types 
of studies prioritise provider behavior (n = 8 vs. n = 12). 
In terms of outcome, both studies emphasised quality 
of care (n = 6 vs. n = 11), whereas RP studies introduced 
additional attributes like provider reputation, recommen-
dations from others, and trust in the provider.

Most valued attributes
Based on the analysis conducted in the selected studies, 
we have identified the most valued/important attributes 
influencing preferences for PHC providers (Table 3). Two 
attributes consistently emerged as top priorities across 

Fig. 1  PRISMA flow diagram
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both SP and RP studies: availability of medicine/equip-
ment (most valued in 8 studies: [35, 37, 38, 41, 51, 52, 54, 
56]) and distance/proximity (most valued in 6 studies: 
[28, 29, 33, 36, 39, 46]). Regional patterns were evident: 
medicine/equipment availability was particularly promi-
nent in Sub-Saharan African studies [51, 52], while dis-
tance/proximity was emphasised in densely populated 
Chinese urban settings [28, 33, 36]. Beyond the core 

access and availability barriers, preference for specific 
services varied by context and population characteris-
tics. For example, other valued attributes showed greater 
variation across studies, including treatment options [32, 
34], waiting time [48, 57], multidisciplinary care [42], and 
appropriateness of care [43] were identified as the most 
valued attributes.

Preference heterogeneity
A total of 18 of the 28 studies have examined prefer-
ence heterogeneity considering the influence of observed 
socioeconomic factors on the preferences of PHC provid-
ers (Appendix 4). In RP studies, education [29, 31, 37, 39, 
40, 45–47, 51], age [29, 39, 40, 46, 47, 51], gender [29, 39, 
45, 47, 49], income [29, 40, 46, 47, 51], and insurance sta-
tus [29, 31, 39, 40, 47] were the most frequently examined 
heterogeneity factors. Some RP studies also examined 
the severity of illness [29, 37, 39, 46], employment status 
[29, 39, 40, 45], marital status [29, 39, 40, 45], and loca-
tion of the households [31, 45, 51]. On the other hand, in 
SP studies, gender [28, 32, 33, 38, 42, 43, 54], age [28, 33, 
38, 42, 43], education [28, 32, 33, 38, 42, 43], and sever-
ity of illness [28, 33, 42, 58] were among the frequently 
examined factors. Some unique dimensions, such as 
type of care/hospital [59], number of visits [38], family 

Table 1  Study characteristics
Variables Number 

of the 
studies 
(%)

Type of study 

  Stated preference 15 (53.57)

  Quantitative 10 (35.71)

  Mixed method 3 (10.71)

Recruitment setting 

  Both community and Healthcare facility 1 (3.57)

  Community 19 (67.86)

  Healthcare facility 8 (28.57)

Survey administration

  Interviewer administered 25 (89.29)

  Self-completed 2 (7.14)

  Self-completed & Interviewer administered 1 (3.57)

Disease condition

  General conditions 15 (53.57)

  Chronic disease/HTN/Diabetes 9 (32.14)

  Pediatric condition 2 (7.14)

  Others 2 (7.14)

Methods to identify attributes & levels

  Literature review & qualitative interviews (IDI/KII/FGD) 14 (50)

  Lit review & Expert opinion 2 (7.14)

  Lit review, policy & FGDs/IDIs 2 (7.14)

  Literature review 1 (3.57)

  Not reported 9 (32.14)

Number of attributes

  up to 3 2 (7.14)

  4 to 6 14 (50)

  7 to 9 7 (25)

  10 or more 5 (17.86)

Types of attributes (multiple response)

  Structure 133 
(62.44)

  Process 39 (18.31)

  Outcome 41 (19.25)

Statistical models

  Logit 11 (39.29)

  Latent class analysis 4 (14.29)

  Multivariate 9 (32.14)

  Other 4 (14.29)

Publication year

  2007-2012 4 (14.29)

  2013-2018 7 (25.00)

  2019-2024 17 (60.71)

Table 2  Most valued and significant attributes by preference 
studies
Dimensions n (%)
Structure (n = 129) 63.55%

  Distance or proximity 24 (18.6)

  Appointment flexibility 2 (1.55)

  Availability of medicine 12 (9.3)

  Availability of provider 3 (2.33)

  Availability of test/equipment 7 (5.43)

  Cleanliness of the facility 3 (2.33)

  Cost of services 25 (19.38)

  Hospital size 1 (0.78)

  Multidisciplinary care 4 (3.1)

  Others 22 (17.05)

  Type of care provider 13 (10.08)

  Waiting time 13 (10.08)

Process (n = 36) 17.73%

  Consultation time 4 (11.11)

  Doctors’ appearance 2 (5.56)

  Others 4 (11.11)

  Privacy/Confidentiality 4 (11.11)

  Provider’s behaviour/attitude 19 (52.78)

  Relationship with provider 3 (8.33)

Outcome (n = 38) 18.72%

  Provider reputation 6 (15.79)

  Prior experience receiving services 7 (18.42)

  Quality of care 17 (44.74)

  Recommendation from acquaintances 6 (15.79)

  Trust in provider 2 (5.26)
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history [42], multimorbidity [42], and duration of illness 
[42] were also explored in SP studies. While examining 
the most significant factor determining preference, we 
found that the severity of illness was the most recurrent 
determinant, observed in a total of four studies [28, 37, 
39, 57]. Furthermore, location emerges as a significant 
consideration, appearing in two studies [29, 31]. Gen-
der [49, 54] and education [38, 43] were the most sig-
nificant in two studies. Income [51], employment status 
[40], and ethnicity [47] were the most significant in three 
different studies. While considering the direction of the 
factors, we found severity of illness shifted preferences 
from access attributes such as travel or waiting time [57] 
towards senior or specialised providers [32] and hospital 
services [37, 60]. Gender differences were most evident 
for interpersonal attributes, with women placing greater 
value on provider communication [38, 61], confidential-
ity and shorter waiting time [54], and greater use of PHC 
providers in some contexts [45]. Higher education and 
income were associated with preferences for specialist 
care, modern technology, and higher-level facilities [28, 
38, 62], and with lower PHC use in revealed-preference 
studies [29, 31, 40]. Lower income increased sensitivity 

to cost and reimbursement [38, 42]. Age showed mixed 
directions, with older individuals more likely to choose 
general providers in some settings [29, 31] but also 
expressing stronger preferences for senior providers and 
higher-quality care in DCEs [32, 33, 38] (Appendix 7).

Narrative synthesis of qualitative findings
The synthesis of qualitative findings from the three 
included mixed-method studies [37, 49, 55] reveals a 
convergence around several key themes influencing 
patients’ preferences and experiences with healthcare 
services. One of the recurring themes is accessibility and 
convenience. Patients expressed a clear preference for 
healthcare facilities that were close to home or the work-
place [37, 49, 55], had short waiting times [37, 49, 55], 
and ensured the availability of physicians and medicines 
[37, 49]. Affordability, including low OOP payments, 
was consistently highlighted across all studies as a criti-
cal factor shaping service use, especially in resource-con-
strained contexts [37, 49, 55].

“It is difficult for us elderly people to walk. This 
[community facility] is close by.” (Wu et al. 2017).

Fig. 2  Comparison of attributes from SP and RP studies
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The physical condition and cleanliness of facilities also 
influenced perceptions of care quality [37, 49, 55]. A 
clean and well-equipped environment contributed to 
feelings of safety and trust, while the availability of diag-
nostics and treatment options reinforced confidence in 
the system’s capacity to deliver effective care.

Across all three studies, participants emphasised the 
importance of friendly, respectful, and attentive interac-
tions with physicians and clinic staff [37, 49, 55]. Provider 
expertise, qualifications, and appearance were noted to 
build patient trust and confidence in care quality, directly 
affecting satisfaction and overall experience [37, 49, 55].

“[If you] have the freedom to choose, why not choose 
a hospital with much better resources and compe-
tent doctors?” (Wu et al. 2017).

Communication and interpersonal engagement also 
emerged as vital [37, 55]. Patients valued providers who 
listened, explained clearly, and used culturally familiar or 
faith-based language [55]. This highlights the importance 
of doctor-patient rapport and relational aspects of care.

“[Community health workers] attitudes are good. 
It’s almost empty in the community facility but very 
busy in a hospital.” (Wu et al. 2017).

Finally, community influence played a notable role. Rec-
ommendations from acquaintances and the reputation of 
providers and facilities often guided the healthcare-seek-
ing behaviour of the population [49, 55].

Quality appraisal
The quality of the included studies that used the SP 
approach varied, with scores ranging from 40% to 90% 
across the main items of the ISPOR checklist. Among the 
15 SP studies, 6 (40%) were rated as ‘average quality,’ scor-
ing between 61–80%, whereas four studies (26.7%) were 
of high quality (scoring between 81–100%), and 5 studies 
(33.3%) were rated as low-quality, scoring 60% or less. A 
total of 13 RP studies, comprising a mix of quantitative 
and mixed-methods research designs, were appraised 
using MMAT. Overall, the quality of the included stud-
ies varied, with scores ranging from 71% to 100%. Among 
the 13 studies, 12 were categorised as ‘high quality’ with 
scores between 81% − 100%, and one study was of aver-
age quality (scoring 61–80%). The high-quality and aver-
age-quality studies demonstrated strengths in certain 
methodological aspects, such as clear descriptions of 
the study population and appropriate statistical analy-
sis techniques. Whereas the low-quality study exhibited 
weaknesses, including inadequate reporting of the study 
design and sampling methods (Appendix 5 and 6).

Discussion
Summary of key findings
To ensure person-centred care, it is important to align 
the provision of PHC services with patients’ preferences, 
especially in low-income settings where optimising 
resource utilisation is crucial. In our current systematic 
review, we have identified, organised, and analysed a 
large number of attributes regarding patients’ preferences 
in choosing urban PHC providers, along with the factors 
influencing these preferences. We identified a total of 203 
attributes across the 28 selected studies. The most fre-
quently reported attributes were cost of services (n = 25), 
and distance/proximity (n = 24), followed closely by pro-
vider’s behaviour/attitude (n = 19) and quality of care (n 
= 17). In the majority of the studies, availability of medi-
cine/equipment [35, 37, 38, 41, 51, 52, 54, 56], distance/
proximity [28, 29, 33, 36, 39, 46], healthcare provider type 
[41, 49], and quality of care [39, 43, 50] were identified as 
the most valued/important attributes influencing prefer-
ences for PHC.

Table 3  Most valued and significant attributes by preference 
studies
Most valued 
attributes

SP studies RP studies

Availability of medi-
cine &/or equipment

(Lungu et al., 2018 
[52]; Zhu et al., 2019 
[38]; Jia et al., 2020 
[32]; Li et al., 2021a 
[29]; Chiwire et al., 
2022 [54]; Wang et al., 
2022 [35]; Leslie et al., 
2023 [44])

(Boachie, 2016 [51]; Wu 
et al., 2017 [37]; Jiang 
et al., 2020b [63])

Distance/Proximity (Jiang et al., 2020a 
[63]; Peng et al., 2020 
[33]; Wang et al., 2020 
[36])

(Amaghionyeodiwe, 
2008 [46]; Qian et al., 
2010 [39]; Li et al., 
2021b [64])

Quality of care (Černauskas et al., 
2018 [43])

(Qian et al., 2010 [39]; 
Galal and Al-Gamal, 
2014 [50])

Waiting time (Liu et al., 2020 [57]; 
Nguyen et al., 2023 
[48])

(Sun et al., 2019 [40])

Multidisciplinary care (Lv et al., 2023 [42]) -
Provider type - (Jiang et al., 2020b [63]; 

Khatami et al., 2020 
[49])

Cost of services - (Jiang et al., 2020b [63])

Convenience of seek-
ing healthcare 

- (Tang et al., 2013 [31]; 
Sun et al., 2019 [40])

Attitude/behaviour of 
the provider 

- (Porter and Bresick, 
2017 [55])

Consultation time - (Khoo et al., 2021 [47])
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Comparison of findings with existing literature
There are two other reviews on patient preferences in 
primary care - covering studies up to 2015 [16] and 2021 
[17], whereas our review included studies until March 
2024. Our review incorporated findings from 28 studies. 
Lim et al. [17] included 35 studies (with 16 also reported 
by Kleij et al.), and Kleij et al. [16] included 19 studies in 
their respective reviews. Notably, only two studies from 
the previous reviews are also included in our current 
analysis [36, 38]. The variation in study numbers across 
these reviews can be attributed to several factors. While 
prior reviews focused on exploring attributes of PHC 
preferences globally, our focus was specifically on the 
preferences of urban residents in LMICs for PHC provid-
ers. Despite PHC being a critical component for achiev-
ing UHC, evidence indicates that PHC systems in LMICs 
are underperforming [63]. Additionally, while the previ-
ous reviews [16, 17] only included outpatient PHC visits, 
this review covered both outpatient and inpatient PHC 
visits.

Furthermore, unlike the previous reviews, our scope 
was not limited to SP studies; instead, we covered a 
broader range of RP studies, including both qualitative 
and quantitative approaches to gather comprehensive 
evidence on PHC preferences, determinants of prefer-
ences, and compared the identified attributes between 
these two broad approaches. Including both SP and RP 
studies allowed us to compare the preference attributes 
between the stated and revealed preferences. SP stud-
ies, despite their susceptibility to biases and subjective 
interpretation, offer valuable insights into individuals’ 
expressed desires, which complement the more concrete 
evidence provided by revealed preferences in scholarly 
discussion and policy formulation [64]. We found that 
RP studies covered a wide range of attributes observed in 
patients’ actual healthcare-seeking behaviours compared 
to the limited number of stated attributes reported in SP 
studies. However, there is a pattern of similarity in the 
most commonly reported attributes in both SP and RP 
studies. Notably, RP studies identified several attributes 
that were under-represented or absent in SP studies, such 
as provider availability, same gender provider preference, 
cleanliness, and trustworthiness. These highlight that SP 
studies may underestimate factors influencing real-world 
healthcare choices. This also indicates that integrat-
ing insights from RP studies could improve SP design in 
terms of attribute relevance and external validity.

We also categorised the attributes into three domains 
following the Donabedian Model: Structure, Process, 
and Outcome. Our analysis reveals that most attributes 
belonged to the ‘Structure’ category, followed by ‘Out-
come’ and ‘Process’ related attributes. This aligns with 
the findings of Kleij et al. [16], though it differs from the 
observations of Lim et al. [17], who identified ‘Process’ 

attributes as the most dominant. The differences in find-
ings can be attributed to the different approaches used 
in defining the SPO and categorising the identified attri-
butes within the reviews. This led to certain attributes, 
such as availability of medicine, type of provider, cost, 
and distance, being classified as ‘Process’ in the earlier 
review [17], whereas in our review, they were categorised 
as ‘Structure’.

The studies included by Kleij et al. [16] and the majority 
of those (29 out of 35) by Lim et al. [17] were conducted 
in high-income countries (HICs). Notably, a divergence 
in influencing attributes between HICs and LMICs was 
identified. In HICs, attributes crucial to care quality, such 
as providers’ qualifications [65–67], providers’ knowledge 
of the patient [68–70], and the level of attention provided 
[71–73], were identified as the most significant prefer-
ence attributes. Conversely, in LMICs, the predominant 
influencing preference attributes revolved around the 
accessibility and affordability of PHC, particularly dis-
tance or proximity to healthcare facilities [28, 33, 36, 
41–43, 54, 57], the cost of services [28, 36, 38, 41, 42, 57], 
and the availability of medicine [35, 38, 41, 42, 54]. These 
differences between HICs and LMICs regarding PHC 
preferences reflect distinct health system contexts that 
shape what patients prioritise. In HICs, where healthcare 
systems are generally well-established, pooled systems 
(insurance) of finance are better established and remove 
financial barriers. Well-established public services ensure 
geographic access and cover a wider range of healthcare, 
and strong regulation provides quality assurance, allow-
ing patients to emphasis on aspects like quality of care. 
In LMICs, several factors force the prioritisation of struc-
tural attributes. Firstly weak regulation system creates 
fragmented provider markets and dominance of informal 
providers, secondly, inadequate public sector capacity 
drives patients to private providers, and finally, reliance 
on OOP expenditure for healthcare shifts priorities 
towards ensuring basic healthcare needs are met, such as 
affordability and availability of essential medicines. Urban 
contexts in LMICs present additional dynamics that 
shape these preference patterns. The dominance of infor-
mal providers in urban areas, including drug shops and 
unregulated clinics, creates markets, increasing reliance 
on cost, proximity, and resource availability as choice cri-
teria. Moreover, many urban residents work in informal 
sectors with daily wage uncertainty and no sick leave, 
making time away from work costly and increasing the 
importance of proximity and short waiting times. Across 
the studies examined, several demographic and socio-
economic factors consistently influenced PHC provider 
preferences in LMICs. Some of the factors, such as age, 
gender, education, and severity of illness, were commonly 
examined in both types of studies. For example, in an SP 
study, Lv Y et al. [42] showed that younger patients, those 
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with higher education, or those who were unemployed, 
placed less importance on travel time. They also showed 
that female patients paid more attention to travel time 
and the attitude of the medical staff. In another SP study, 
Liu Y et al. [58] showed that people prioritised total visit 
time for minor conditions, while they placed the high-
est importance on the equipment for severe conditions. 
On the other hand, in an RP study, Li X et al. [29] found 
that patients who are older, less educated, have lower 
family income, and have milder self-perceived disease 
status were more likely to choose primary care facilities 
for their first contact compared to the higher level facil-
ity. These findings on preference heterogeneity empha-
sise the importance of considering diverse factors when 
studying the preferences of PHC providers. For instance, 
patient preferences for different attributes varied signifi-
cantly when the perceived severity of illness was taken 
into account. Furthermore, socioeconomic heterogeneity 
proves to be significant in predicting the choice of pro-
viders, and it should be considered in understanding the 
patient choice behaviour.

Strengths and limitations
There are a few limitations in our review. Excluding non-
English language articles may have resulted in the omis-
sion of relevant studies, although the number of full-text 
non-English articles was only two. Alternative search 
terms could have yielded different results. However, we 
constructed our search terms according to best practice 
guidelines and with expert input. We did not assess pub-
lication bias, as our review did not include a meta-analy-
sis and the included studies were heterogeneous in terms 
of design, outcomes, and analytical approaches. The 
inherent variability in results from SPs, influenced by fac-
tors like research questions, attribute selection, and data 
analysis methods, prevents us from making direct com-
parisons. Quality appraisal revealed that five SP studies 
had methodological weaknesses in attribute development 
and analysis, though this did not systematically bias the 
main attributes identified.

Furthermore, the limited number of studies exploring 
preference heterogeneity factors did not allow us to syn-
thesise their interactions with different attributes, which 
can be explored in future studies. Notably, the majority of 
the included studies were conducted in China, with a few 
in sub-Saharan African countries. Therefore, the findings 
are mostly context-driven and may not be fully gener-
alisable to all urban LMIC contexts, particularly where 
health system structures differ substantially. Also, we 
acknowledge the heterogeneity across health systems in 
LMICs, along with the borderline of defining PHC, which 
should be considered when interpreting the results.

Despite these limitations, our study offers a broad syn-
thesis of attributes that were considered when choosing 

PHC providers in the context of urban PHC systems in 
LMICs, going beyond traditional SP studies. This broader 
approach enables a comparison between SP and RP 
studies.

Conclusion
The identification of cost, distance, and medicine avail-
ability as key attributes in this review indicates that urban 
PHC strengthening should prioritise: ensuring medicine 
availability through improved supply chains, strategic 
facility placement within walking distance of urban com-
munities (particularly slum and peri-urban areas), and 
expanding financial protection schemes for informal sec-
tor workers. Given the dominance of informal provid-
ers in urban areas, regulatory frameworks must address 
quality assurance across the diverse provider landscape.

Our findings offer guidance for future preference stud-
ies on PHC providers in the LMIC context, providing a 
broad overview of attributes and levels. For example, 
future analyses could concentrate on less-studied attri-
butes of PHC, such as the referral system and follow-up 
frequency. We recommend that future SP studies specify 
the types of illness (major or minor), as our findings sug-
gest patients’ preferences may differ depending on the 
severity of illness. Additionally, we recommend exploring 
patient preferences across LMICs, as our review revealed 
a scarcity of evidence within specific country contexts, 
with most of the PHC preference studies concentrated 
in China and sub-Saharan countries. The identified attri-
butes should be contextualised to inform policy deci-
sions. The evidence generated in this review will help 
policymakers and researchers in tailoring PHC interven-
tions to meet the specific expectations of urban commu-
nities, thereby enhancing their effectiveness, especially in 
urban LMIC settings. The evidence can be used to priori-
tise attributes based on the local context, whether as part 
of ongoing changes or broader health system reforms.
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