
ORIGINAL RESEARCH

February 2011  Prehospital and Disaster Medicine

Post-Disaster Recovery: A Case Study of 
Human Resource Deployment in the 
Health Sector in Post-Conflict Kosovo
Katherine P. O’Hanlon, MD, MPH;1 Dr. Boris Budosan2

1. Assistant Professor, Department of 

Emergency Medicine, University of 

Rochester Medical Center, Rochester, 

New York USA

2. Health/Mental Health Advisor 

for INGO Cordaid, Den Hague, 

Netherlands

Correspondence:

Katherine P. O’Hanlon, MD, MPH

Assistant Professor

Department of Emergency Medicine

University of Rochester Medical Center

Rochester, New York 14642 USA

E-mail: 

katherine_ohanlon@urmc.rochester.edu

Keywords: development; disaster; education; 

emergency; health system; human resources; 

humanitarian assistance; Kosovo; primary 

health care; post-conflict; recovery

Abbreviations:

AOR = Areas of Responsibility

IMC = International Medical Corps

INGO =  international non-governmental 

organization

OSCE =  Organization for Security and 

Co-operation in Europe

WHO =  World Health Organization

Received: 02 February 2010

Accepted: 06 May 2010

Revised: 28 May 2010

doi:10.1017/S1049023X10000051

Abstract
Introduction: A professional understanding of disasters, paired with the need for health 
service development, can provide opportunities for the recovery and improvement of 
the health sector. Investment in training capacity ranks among the top priorities of a 
recovering health sector. The recovery and development of primary healthcare deliv-
ery systems has been implemented by various international and local health players in 
the aftermath of conflicts around the world. However, human resource development 
in the post- conflict environment has not been evaluated and/or published appropriately in 
the medical literature.
Objective: In this retrospective, descriptive study, the authors describe the strategy 
and evaluate the effectiveness of a field-based training program for primary healthcare 
 doctors implemented by the US-based international non-governmental organization, the 
International Medical Corps, after the conflict in Kosovo in 1999.
Methods: A six-month, comprehensive education and training program on primary 
healthcare issues was delivered to 134 Kosovar primary healthcare physicians in 10 Kosovo 
municipalities in 1999 and 2000. Qualitative and quantitative data were collected. The 
qualitative methods included open-ended, semi-structured, key informant interviews, 
structured focus groups, and unstructured participant observations. The quantitative 
method was multiple-choice knowledge tests.
Results: The education and training program proved to be culturally appropriate and 
well-accepted by local communities. The program met its overall objective to refresh the 
knowledge of primary care doctors on various primary healthcare issues and set the stage 
for further strengthening and development of primary health services and their required 
human resources in Kosovo.
Conclusions: The comprehensive education and training of primary healthcare doc-
tors in Kosovo was a feasible, much appreciated, and effective intervention implemented 
in a difficult post-conflict environment. This training was one of the early steps in the 
modernization of primary healthcare services in Kosovo. Later, primary health care was 
strengthened by the introduction of a Department of Family Medicine at the university, 
which includes a residency program. The intervention described in this study has the 
potential to be reproduced in other post-disaster environments, especially in resource-poor 
settings with long-time troubled health sectors in developing countries.

O’Hanlon K: Post-disaster recovery: A case study of human resource development in the 
health sector in post-conflict Kosovo. Prehosp Disaster Med 2011;26(1):7–14.

Introduction
Conflicts, crises, social unrest, and disasters can affect the ability of a healthcare system 
to provide for the needs of its citizens.1 A protracted crisis inevitably affects the skills of 
the health workforce. Most, if not all health workers surviving severe crises need intense 
and sustained education, training, and skills upgrading. The participation and input of 
the health workforce in health system recovery and reform planning is of upmost impor-
tance.2 Disasters can be a vehicle for major development programs, and the political 
impact of damage and disruption can be a catalyst for wide-ranging social and health 
system changes.3,4 Planning for sustained rehabilitation activities in health care must 
immediately be made while delivering emergency medical assistance during disasters.5 
Planning the rehabilitation of human resources should be started as soon as possible after 
the precipitating event.6 Interest in human resource development should be a long-term 
priority in order to ensure a sustainable health workforce in a disaster-affected society.7 
Worldwide evidence suggests that rehabilitation interventions in the health sector tend 
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an introductory education and training program on primary 
healthcare issues to Kosovar primary healthcare physicians. The 
hypothesis was that training would improve their ability to prac-
tice evidence-based and modern, primary health care. This paper 
describes and evaluates the effectiveness of the IMC’s program 
provided to Kosovar primary healthcare doctors, and explains 
how it helped set the stage for recovery and further strengthen-
ing of primary healthcare services in Kosovo.

Methods
Setting and Participants
The IMC program for primary healthcare physicians was con-
ducted in 1999 and 2000 in 10 Kosovo municipalities with 
an estimated population of 859,010 people.18 The IMC was 
appointed by the United Nations High Commissioner for 
Refugees (UNCHR) as the Health Coordinator in the areas des-
ignated as IMC’s Areas of Responsibility (AOR; Table 1, Figure 
1). The population of these areas mainly consisted of Albanians, 
although 10% belonged to other ethnicities, mostly Serbian. 
Most of the population was young, with 60% <25 years of age.19 
The economy of Kosovo primarily depended on agriculture, and 
all AORs were somehow affected by the 1999 war. An initial 
assessment using focus groups with primary healthcare physi-
cians and in-depth interviews with Health House Directors con-
cluded that education and training of primary healthcare workers 
was considered to be one of the major health sector priorities in 
all of the targeted municipalities. Eight general practitioners 
were chosen in involved municipalities as local trainers from a 
pool of candidates recommended by Health House Directors. 
One public health specialist was selected as a trainer because of 
the importance of integration of public health methods within 
primary care.10 One medical technician was included on the 
team to represent mid-level primary healthcare workers and to 
provide their perspectives on primary healthcare issues. Panels 
of Health House representatives and IMC local/expatriate staff 
interviewed the candidates. One local trainer for each municipal-
ity was selected by the IMC, and confirmed by Health House 
personnel. Local trainers were seconded to the IMC, and would 
resume their usual PHC duties after the training period.

A purposive sample of 134 program participants was selected 
from targeted municipalities (Table 1, Figure 1). The main 
inclusion criterion for their selection was that they were pri-
mary care physicians responsible for the implementation of pri-
mary healthcare services in their respective municipalities. The 
other important criterion for their inclusion was a keen interest 
in the education and training provided by the program and the 
commitment to continue to work in primary health care after 
participation. Personal characteristics and prerequisite qualifi-
cations were considered. The mean age of training participants 
was 38.1 ± 5.55 years, and the average time they had worked 
in medical practice prior to participation was 12.3 ± 5.26 years. 
A total of 42% of the training participants were women.

Intervention
Objective
The objective of the training intervention was to refresh and update 
the knowledge and skills of the primary healthcare  physicians on 
common, primary healthcare issues. The learning objectives for 
each of the five training modules were designed by the interna-
tional trainers after close and regular discussions with the local 
trainers and administrative supervising authorities (Table 2).

to downplay issues regarding human resources.3 The disruption 
of the educational system in such societies forces education and 
training capacities to be stronger than usual.8

The World Health Organization (WHO) has prioritized 
post-conflict improvement and strengthening of primary health 
care worldwide.8 The Declaration of Alma-Ata in 1978 defined 
primary health care as: “essential health care based on practical, 
scientifically sound and socially acceptable methods and tech-
nology made universally accessible to individuals and families in 
the community through their full participation and at a cost that 
the community and the country can afford to maintain at every 
stage of their development in the spirit of self-determination”. 
These principles made primary health care one of the WHO’s 
core activities in post-war Kosovo.9 The strengthening of pri-
mary healthcare services and human resources has its rationale 
in improving the general health of populations. Many countries 
significantly improved their health indicators due to expanded 
primary healthcare networks. For example, from 1975 to 2006, 
Oman, Portugal, Chile, Malaysia, and Thailand were desig-
nated as the best-performing countries by regions for reducing 
under-five year mortality rate by at least 80%. These results were 
made possible by sustained political commitment and economic 
growth with associated investments in the health sector.10

Health Needs and Services in Kosovo
Kosovo’s health services needed improvement even before the 
1999 war. In 1995, the infant mortality rate in Kosovo was 
23.6/1,000 live births, which was one of the highest infant mor-
tality rates in Europe.11 In comparison, the 1995 infant mortality 
rate in Hungary was 10.7/1,000 live births, and in Germany was 
5.3/1,000 live births.11 During the Kosovo war from March–
June 1999, the crude mortality rate in Kosovo increased two or 
three times from the pre-conflict level to 0.72/1,000. Mortality 
rates peaked in April 1999 at 3.25/1,000 a month, due to the 
intensification of military operations.12 An emergency is defined 
by a crude mortality rate >1/10,000.13

Primary healthcare centers were characteristic of the former 
Yugoslav health system.14 Before the war, primary health care in 
Kosovo was provided through Polyclinics or Health Houses and 
health posts called ambulantas.15,16 According to the WHO, the 
primary healthcare system in Kosovo was based on 26 munici-
pal Health Houses, providing primary health care and specialist 
services, and 308 small health centers (ambulantas) with basic 
primary healthcare services provided by a generalist physician 
and a nurse. During the Kosovo crisis in 1999, there was mini-
mal damage to health facilities, although many were looted of 
equipment. Importantly, many of the buildings and much of the 
equipment already had deteriorated due to a lack of maintenance 
and repair.15 The Kosovo health system after the war inherited: 
(1) damaged health infrastructure; (2) a health system oriented 
solely to curative health services; and (3) physician-centered 
health services.17 According to the WHO, most of the physi-
cians in Kosovo lacked access to up-to-date medical informa-
tion for an extended period of time pre-war, and were in need of 
continuing medical education and training.9 For nearly a decade, 
the physicians practicing in Serbia (including Kosovo) had been 
unable to access foreign medical literature, conferences, courses, 
and other forms of continuing professional education.1 As part 
of the effort to rehabilitate primary health services in post-war 
Kosovo, the US-based, international, non-governmental organi-
zation (INGO), International Medical Corps (IMC), delivered 
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Design
The intervention consisted of a comprehensive, multifaceted, 
educational program for four hours per week for six months. 
Thirty-two training sessions and an average of 128 hours were 
provided in each municipality. The three main intervention 
stages included: (1) curriculum development; (2) training of 
trainers; and (3) the intervention.

The curriculum was developed in English by the international 
staff with assistance from the local trainers. The curriculum was 
translated into written Albanian by the IMC local translators. 
The local trainers were trained by international staff, predomi-
nantly in spoken English. The written English and Albanian 
curricula were used to assist with the training of trainers for each 
module. The local translators assisted in the training of train-
ers using spoken Albanian as needed to clarify the curriculum. 
The modules were taught to the Health House primary care 
 providers by the local trainers, in spoken Albanian, and occa-
sionally Serbian. International staff assisted with the Health 
House training with use of simultaneous interpretation by local 
interpreters. Written evaluations were conducted in English; 
 verbal assistance was provided in Albanian or Serbian, as needed. 
Verbal evaluations occurred in Albanian, Serbian, and English. 
Interpretation to English, as necessary, was accomplished by the 
local interpreters before analysis of the evaluations.

Local trainers participated in a one-month initial training 
course followed by one day of focused training before each new 
weekly topic. The trainers taught each module, including one 
practical training session per module for hands-on techniques 
in primary care. Training staff included three international 
and 10 local trainers. The main training center was established 
in Prishtina, the capital, and the municipalities were covered 
through weekly outreach activities. The training sessions were 
provided in the main Health Houses of the 10 targeted munici-
palities, and were delivered by international and local trainers. 
Active adult learning methods and participatory approaches were 
preferred to formal lecturing, although all methods were used. 
Discussion groups, case studies, problem-solving approaches, 
role plays, and hands-on were the preferred training methods.

Evaluation
Kirkpatrick’s model of evaluation was used to assess the effec-
tiveness of the intervention.20 The evaluation was a continuous 

Corresponding 
number on Figure 1

Municipality (Area of 
responsibility)

Number of training 
participants

Estimated population 
(source and year)

26 Ferizaj (Urosevac)  10 170,000 (OSCE, 2009)

 5 Gjilan (Gnjilane)  28 130,210 (OSCE, 2009)

 8 Kamenicë (Kamenica)  10  63,000 (OSCE, 2009)

 7 Kaçanik (Kacanik)  7  38,000 (OSCE, 2009)

 9 Klinë (Klina)  17  55,000(OSCE, 2009)

12 Lipjan (Lipljan)  15  76,000 (OSCE, 2009)

14 Mitrovicë (South)  11 110,000 (OSCE, 2009)

19 Podujevë (Podujevo)  16 126,000 (OSCE, 2009)

24 Shtime (Stimje)  6  31,000 (OSCE, 2009)

27 Viti (Vitina)  14  59,800 (OSCE, 2009)

TOTAL 134 859,010
O’Hanlon © 2011 Prehospital and Disaster Medicine

Table 1—Kosovo municipalities with their estimated population and the breakdown of training participants 
(OSCE = Organization for Security and Co-operation)

O’Hanlon © 2011 Prehospital and Disaster Medicin

Figure 1—Map of Kosovo and its municipalities
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between international and local trainers. As preparation for the 
final test, 20-item, written, multiple-choice tests were used to 
evaluate knowledge of participants at the end of each  module. 
A final, 20-item, multiple-choice test covering content of the all 
modules completed the process. The face validity of the tests was 
determined by local trainers, as a representative sample of the 
training participants in the population of interest. The content 
validity of tests was determined by the international staff, and it 
was satisfactory. The tests were in English because the major-
ity of training participants were able to understand questions in 
English. The assistance of local trainers was given as necessary 
for translation from English into the local language (generally 
Albanian or Serbian). The evolution of knowledge, skills, and 
attitudes of participants toward primary health care were dis-
cussed at the weekly trainer meetings. Monthly interviews were 
conducted with randomly selected local trainers. The interview 
and focus group guide included quality of the training, sugges-
tions for future topics, attitudes toward primary health care, and 
areas for improvement. All collected information served as guid-
ance in the development of future modules.

Effects on actual practice (Level 3) were observed and evalu-
ated through occasional supportive supervisions in the field 
 conducted by international trainers.

Results
Level 1: Trainees’ Reactions, Satisfaction, and Perceived Relevance 
to their Work
Loss of self-confidence was observed by both local trainers and 
training participants at the beginning of the course. Often, 
they were unwilling to demonstrate any lack of knowledge, 
 particularly in front of their colleagues. However, with the 
moral and professional support of international trainers, the 
self- confidence of the local trainers and training participants 

process, and focused on three levels of Kirkpatrick’s model: 
(1) trainees’ reactions, satisfaction, and perceived relevance to their 
work; (2) trainees’ learning and changes in knowledge, skills, and 
attitudes; and (3) changes in actual behavior on the job.

Trainees’ reactions were evaluated by open-ended questions 
during weekly training sessions, eliciting participants’ appraisals 
about the training and its relevance to practice. Simultaneously, 
monthly focus groups with trainers and trainees provided valu-
able feedback in regard to the satisfaction of participants with 
the quality of lectures, performance of trainers, and perceived 
relevance of training to their work. The size of focus groups 
varied, with a minimum of five to a maximum of 25 people in 
each group. At least one-third of focus group participants were 
women. All data were complemented by participant observation 
to validate the initial needs assessment and guide the develop-
ment of the training.

The group discussions during weekly training sessions and 
monthly focus groups were conducted by the local trainers in the 
field. International trainers rotated through the various training 
sites to assist with education, training, and evaluation sessions. 
Local interpreters accompanied the expatriate staff for verbal 
interpretation as needed. Local trainers were assigned to the 
same municipalities for the duration of the courses and devel-
oped good rapport with their trainees. Information gathered dur-
ing the evaluation sessions was recorded by the local trainers and 
presented at the weekly trainers’ meetings. The local and interna-
tional trainers discussed concerns of trainees in an iterative fash-
ion, in order to modify curricular design and presentation.

In order to evaluate Level 2, baseline knowledge was gathered 
by group discussions in the pre-training assessment period. These 
discussions helped to establish primary healthcare knowledge, 
skills, and attitudes toward primary health care. Post-course 
knowledge tests were designed in the field in close collaboration 

O’Hanlon © 2011 Prehospital and Disaster Medicine

Table 2—Titles, learning objectives, and content of modules (PTSD = post-traumatic stress disorder)

No. Title of the module Learning objective Content of training module

1 Basic approach to health care To become familiar with basic 
concepts of primary care

Communication skills, medical record-
keeping, teamwork, rational use of drugs, 
medical ethics, health education

2 Maternal and child health
To learn about basic primary 

care issues related to mother 
and child care

Family planning, antenatal care, child care, 
women’s health, post-natal assessment

3 Mental health

To become familiar with the 
most common mental health 
problems encountered in 
primary care

Depression, PTSD, anxiety, child mental 
health, mental status examination, abuse 
and neglect, child mental health

4 Public health
To become familiar with the 

most important public health 
issues in a community

Smoking cessation, injury prevention, 
nutrition, tuberculosis, hygiene and 
sanitation

5 Common medial problems
To learn about primary care 

approach to the most common 
medical problems encountered

Fever, headache, anemia, musculoskeletal 
complaints, acute injury, thyroid disease
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ing efforts. Course attendance showed a steadily increasing trend 
from the beginning to end of the training period (Figure 2).

The mean of the scores on the final knowledge test was 
14.6 ± 2.91 (73.0%) correct answers. The distribution of the test 
scores is in Figure 3. The likelihood of properly managing com-
mon health problems in primary care improved after comple-
tion of the course. Most of the trainees gradually changed their 
negative attitudes toward primary health care. The majority of 
trainers and training participants thought they should continue 
with their medical education after the training, either inside or 
outside the country.

Level 3: Change in Actual Behavior on the Job
Most of the trainees were eager to implement their newly 
acquired knowledge and skills in primary healthcare settings. 
Supervisors in the field confirmed increased self-confidence of 
the majority of the participants. Supervisors’ observations sug-
gested an overall “good” level of team leadership and interactions 
with local health authorities, but persistent difficulties in chang-
ing actual behavior on the job. A gap between declared mastery 
and practice was observed in patient encounters.

Discussion
This descriptive study adds to the limited evidence base on strat-
egies for education and training of primary healthcare workers as 
a part of post-disaster health sector improvements in resource-
poor settings. Although reports and information on such inter-
ventions are available,21–26 PubMed and Ovid searches did not 
provide any case study or evaluation of primary healthcare physi-
cian training in post-conflict settings.

The rationale for selecting a comprehensive, six-month 
intervention in Kosovo was that Kosavar primary healthcare 
physicians lacked access to up-to-date medical education for an 
extended period of time pre-war. Physical, political, and socio-
economic characteristics of the setting, along with attitudes 
and priorities of health workers exert a strong influence on the 
policy and structures of the health sector.3,6 Kosovo’s society 
had a strong interest in better educated physicians; physicians 
themselves were highly motivated to attend comprehensive edu-
cation and training. The strong motivation of trainees in Kosovo 
and their interest in sustaining education and training efforts 
also was found in a study by Morikawa. Providing morale and 

increased; they asked questions and requested assistance. In all 
interview and focus groups, the majority of local trainers and 
the participants expressed satisfaction with various aspects of 
the course. No satisfaction ratings were <70% (Table 3). All of 
the trainees agreed that the training was relevant to their work 
in the primary care setting.

Level 2: Trainees’ Learning and Changes in Knowledge, Skills, and 
Attitudes
A pre-course assessment through group discussions with local 
trainers and trainees identified major gaps in knowledge and atti-
tudes on primary healthcare issues. The majority of  participants 
lacked problem-solving skills and possessed only basic theoreti-
cal knowledge of most common health problems. Most of them 
were skeptical about the role and efficacy of primary health care. 
All of the local trainers and a majority of the participants were 
highly motivated, and showed interest in sustaining their train-

Aspect of training Satisfied 
participants 

% of satisfied 
participants 

Quality of instruction 114 85

Amount active 
participation 107 80

Training facilities  94 70

Length of instruction 114 85

Quality of trainers 107 80

O’Hanlon © 2011 Prehospital and Disaster Medicine

Table 3—Satisfaction of participants with diff erent aspects 
of the training (n = 134)
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Figure 2—Trend of training attendance by training 
(1 = approach to patient; 2 = maternal child health; 
3 = mental health; 4 = public health; 5 = common illnesses) 
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Figure 3—Distribution of training participants by test score 
(n = 134)
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spread around Kosovo, and the results from the interven-
tion likely are generalizable to their colleagues throughout 
Kosovo. Unfortunately, the results of the intervention could 
not be compared with the cohort of primary healthcare doc-
tors who did not participate in the intervention. Other limi-
tations included time constraints and pressure for the INGO 
to initiate the intervention as soon as was possible. Therefore, 
participants were not administered a pre-test to evaluate their 
knowledge of primary healthcare issues before participation in 
the course. The evaluation of the program was not designed in 
advance, and the evaluations were iterative, but not formally 
designed as such. A shortage of educational resources pre-
vented the provision of a proper implementation of hands-on 
training and supervision in the field. Although the IMC made 
an effort to deliver training to Serbian doctors, inter-ethnic 
tensions precluded the inclusion of certain ethnicities in the 
program. According to the University of New South Wales, 
the Albanian Kosovars assumed local control after the 1999 
war.7 Consequently, ethnic Serbs developed their own health 
system and coordinated it with that in Serbia. This study is 
10 years old, but does not include complete follow-up informa-
tion on the participants.

Strengths
To the knowledge of the authors, this is the most comprehensive 
description of the educational and training of primary healthcare 
staff in post-war Kosovo. The intervention incorporated imme-
diate emergency health relief as well as the long-term objective 
of health system rehabilitation in a resource-poor, developing 
country, post-disaster. The program was culturally sensitive and 
was proved acceptable to the local community.

Training attendance, as indicated by the high level of engage-
ment of primary healthcare professionals over the six-month 
period, increased progressively from the beginning to the end 
of the program; this progression indicates that the program 
was well-adjusted to the local circumstances and demands. 
Participants in the course boosted the motivation of primary 
healthcare workers to continue upgrading their medical knowl-
edge and skills. The course was in accordance with the primary 
healthcare strategy for Kosovo, as defined by the WHO.19 It 
served as an introductory course to the transition from general 
practice to family medicine and facilitated the establishment 
of a Family Medicine specialization in Kosovo.35 The IMC’s 
curriculum on primary healthcare issues titled, Introduction 
to Family Medicine, was provided to the WHO in Kosovo for 
use in their more comprehensive, two-year, Family Medicine 
program. During 1999/2000, the Training Centre in Prishtina 
served as the main training center for primary health care for 
almost one-third of Kosovo. One of the IMC’s local trainers 
became the first chair of the Association of Family Physicians 
in Kosovo.

Primary health care and family medicine have continued 
to evolve in Kosovo. A Department of Family Medicine was 
added at the Kosovo University, and there is continuing educa-
tion and training of family medical physicians through its resi-
dency program. Several of the IMC trainers from this study’s 
intervention now are educators in family medicine. One of the 
trainers leads the Department of Primary Care in the Ministry 
of Health. The WHO continues to assist with family medicine 
training; the field director at the WHO also was employed by 
the IMC. Other IMC trainers completed the Family Medicine 

 collegial support at the field level encourages healthcare provid-
ers to learn in difficult environments during a disaster.16

Participation rates in the courses provided in Kosovo ranged 
between 65 and 91%, but the steady increase in attendance 
rates demonstrated that the participants’ believed in the values 
of the training. Factors such as societal optimism and greater 
political stability may have influenced the attendance. In post-
disaster settings, there may be an increased feeling of opti-
mism and expectation of change due to an influx of human and 
material resources and heightened interest by the international 
community.7 Another post-disaster training project described 
higher  participation rates (91–100%), but those courses were 
more focused and of shorter duration.27 Improvement of self-
 confidence and self-esteem of practitioners have been noted 
after other training efforts.

The satisfaction of participants with different aspects of 
the course ranged between 70–85%. For comparison, 85% of 
the trainees assessed the benefits achieved as “excellent” or 
“very good” in a Saudi Arabian course directed at improving 
primary healthcare knowledge.29 In Alexandria, satisfaction 
with a course to improve educational knowledge and the skills 
of physicians ranged from 55.3% to 91.1%.30 All participants 
in Kosovo thought participation in the course was relevant to 
their work. Relevance of training to work also was found in 
other similar projects.28,31

Serious deficiencies in practical skills and clinical judgment 
of local trainers and course participants were observed, espe-
cially at the start of the course. Because of these observations, 
the course later focused more on problem-solving skills and 
development of a collegial atmosphere for case discussions.

The mean percentage of correct answers on the final knowl-
edge test in Kosovo was 72.95%, compared to 84.9% in the 
above-mentioned trainings in Saudi Arabia and Alexandria, 
respectively. The courses provided in Saudi Arabia and 
Alexandria were not conducted in a difficult post-conflict envi-
ronment. According to Walshe and Freeman, quality improve-
ment interventions have highly variable results, which depend 
heavily on the context in which they are used and the way in 
which they are implemented.32 Proper management of common 
problems in primary health care also increased post-course in a 
study by Perez et al.33

Supervisors in the field confirmed that it was more difficult 
to implement newly acquired skills than to understand them. 
Ridde et al reported that implementing the skills learned at the 
class sessions into the work environment was not an easy task 
for health professionals.34 Omar et al stated that the use of new 
knowledge and skills in practice is lower when respondents are 
not assisted with its. The factors that inf luence the transfer 
of education and training into practice include learner charac-
teristics, the design and delivery of the course, and factors in 
the work environment, especially lack of involvement by senior 
management.31 The course provided in Kosovo raised awareness 
about the importance of primary health care, and changed the 
participants attitudes about the role of primary care practitio-
ners. Dormael et al reported similar results in their case study of 
educating and training of primary healthcare workers.28

Limitations
The major limitation of this study was the non-probability 
sampling of the participants. However, the course was deliv-
ered to primary healthcare physicians in several municipalities 
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and comprehensive health interventions.38 Targeted training 
interventions on specific health problems also could improve 
the quality of primary health care,33 and may be the preferred 
choice for disaster or post-disaster settings. There is much 
need to assess and refine the design of training interventions 
in disaster settings.

Conclusions
This retrospective, descriptive study has demonstrated the 
 feasibility of a comprehensive education and training interven-
tion of primary healthcare workers in one resource-poor, devel-
oping country, post-conflict. Participation in the course by 
primary healthcare doctors in Kosovo was a successful quality-
improvement intervention. Participation in the course improved 
theoretical knowledge and the skills of primary healthcare 
 doctors on primary care issues, and it boosted their motivation 
to further upgrade their professional knowledge and skills. This 
intervention has the potential to be reproduced in other post-
disaster environments, especially in resource-poor, develop-
ing countries with a degraded or neglected health system, e.g., 
Afghanistan and Iraq. The choices and designs of the interven-
tions depend on the context and population-specific features, 
but can be guided by prior successes.

residency, and continue their work in the delivery of primary 
care  services.36 A follow-up study would be required to eluci-
date further details on the evolution of primary care and Family 
Medicine in Kosovo. 

Suggestions for Future Research
Further studies of various courses for the education and train-
ing of primary healthcare workers in other disaster or post-
disaster settings are recommended. Comparative trials and 
follow-up would generate more credible evidence on the effec-
tiveness and sustainability of the interventions. Also impor-
tant for future research on course development, is the design 
of program evaluation simultaneously with overall program 
design, according to formal program evaluation methods avail-
able from multiple sources, including USAID.37 It is impor-
tant to assess sustainable changes in the practices of primary 
healthcare workers and the participation of course graduates in 
continuing medical education. Future research should quantify 
specific outcomes and inputs of education/training interven-
tions in post-disaster settings, e.g., quality of trainers, mode 
of delivery, and educational techniques. These processes may 
be hampered by the focus of most international agencies on 
short-term technical programs rather than broadly defined 
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