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Executive summary

T he project ‘Learning from promising primary care 
practice models for the USA’ is being implemented 
through the Training and Research Support Centre 

with partner institutions with support from a grant awarded 
by Charities Aid Foundation of America from the Robert 
Wood Johnson Foundation Donor-Advised Fund. It aims 
to identify and describe promising primary care (PC) 
practices and approaches in high- and middle-income 
countries (HMICs) that have relevance to United States 
(US) application, particularly from countries with better 
health outcomes at lower costs than in the USA. 

This paper presents a synthesis of evidence to address this 
question from three desk reviews, analysis of international 
data and country case studies in Canada, Chile, England 
and the Netherlands. The context, service models and 
organisation, social roles and health outcomes of PC were 
reviewed together with how change in PC is managed and 
sustained. Value for money of different approaches was 
assessed by concomitant consideration of health, healthcare, 
satisfaction (client and provider), quality and cost outcomes.

We identified challenges and opportunities for improving 
health outcomes from PC in the USA that focused our 
investigation of PC in other HMICs, including:

1. At national level:
a. Obtaining social, political and stakeholder support 

for the regulation, value-for-money assessment 
and public health measures needed to achieve 
health goals;

b. Providing for informed public participation in 
health sector decision making;

c. Harmonising standards and sharing practice 
across states on prepayment coverage, quality and 
widening the scope of practice of PC professionals;

d. Ensuring co-ordinated and affordable prepayment 
insurance arrangements that cover all social 
groups, wider risk pools and cross subsidies across 
funders;

e. Moving from fee for service to capitation and 
blended payments; with incentives to support 
comprehensive care, interprofessional teams and 
quality improvements;

f. Improving price incentives and public literacy to 
reduce non-beneficial treatments; and

g. Strengthening recognition, training and scope of 
practice for interprofessional teams.

2. At PC practice level
a. Strengthening comprehensive person and 

population-centred first contact;
b. Strengthening PC as first contact and improved 

continuity of interaction between PC practices, 
clients, specialist and emergency services;

c. Building PC competencies for community and 
preventive care; for mental, dental health services 
and co-ordination with other sectors to address 
health determinants;

d. Improving access to PC and PC co-ordination of 
referral services, to reduce inappropriate use of 
emergency and referral services at a cost to people 
and services;

e. Strengthening adherence to quality guidelines 
and providing appropriate payment incentives and 
support for quality improvements and for reduced 
waste;

f. Supporting uptake of innovation, especially for 
smaller, less resourced practices;

g. Involving clients and communities in decision 
making, from individual care plans to community 
health and service priorities, spending and 
performance review; and

h. Strengthening social empowerment and health 
literacy, including through community health 
workers and links with social networks that 
promote well-being.

The range of promising policies, system features, PC models, 
approaches and measures in HMICs, and particularly in the 
case study countries, that have been used to address such 
challenges are presented in 10 sub-sections of the report. 
Many of these measures are interlinked and mutually 
reinforcing, including in terms of value for money. The 
evidence points to practices in HMICs that were associated 
with improvements in health and value for money, further 
detailed in the country case studies, that were relevant for 
the USA:
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1:  Refocus on communities and population health:
Improved PC practice is centred on patients and 
communities, links individual to population health 
and provides for meaningful social roles. This has 
been fostered by health literacy programmes and 
networks; by Health Champions (as in the UK), 
expert patients and community health workers; by 
social media and online health information and by 
active education outreach on insurance and service 
entitlements (as in Chile). Services themselves need 
to be health literate, training providers in cultural and 
communication competencies (as in the Netherlands). 
A population health approach calls for co-ordination 
with other (municipal) social services (as in Chile and 
Netherlands), using participatory epidemiologic and 
family mapping to identify and plan for the needs of 
particular social groups and families, and to foster joint 
action on community health problems (as in Chile), 
with Healthwatches that bring community voice to 
planning, including in national processes (as in the 
UK).

2: Reach, equitably include and bring all into PC:
Insurance coverage has been supported by active 
follow up of underserved groups, in local languages 
and settings (as in the Netherlands); with public 
education on a benefit package offered free at point 
of care, and service guidance for and monitoring on 
its delivery (as in Chile). Enrolment is a key measure 
for first access, with flexibility to choose a practice 
and provision for portability (as in England and the 
Netherlands). Voluntary enrolment can be encouraged 
by incentives (as in Quebec), with safeguards against 
excluding complex cases and links with other agencies 
to reach out to homeless people. After-hours care is 
facilitated by guaranteed opening hours and shared PC 
practice arrangements, in PC co-operatives, located 
near or in hospitals (as in Chile and the Netherlands), 
with information links to PC (in the UK) and options 
for online and phone consultation.

3: Think and act more comprehensively in improving 
health:
The weak interface between population health and 
personal PC services undermines both. A more 
comprehensive paradigm calls for use of population 
health evidence to plan and monitor services (as in 
Chile and the UK); for comprehensive models that 
combine the medical and psychosocial dimensions of 
care across the life course (as in Chile); and, delivered 
by a mix of health and allied professionals in PC teams, 
co-ordinating PC with public health and other services. 
Community health centres that are population based 
with service models organised around social groups 
and community entry points facilitate comprehensive 

care, supported by bundled payments and co-ordinated 
planning (as in the Netherlands). Co-ordination of care 
calls for a stronger PC role in referral, supported by 
incentives and for improved PC ‘expert generalist’ 
competencies to build public trust in this role (as in the 
UK).

4: Organise and enable the key capacities to deliver:
A multidisciplinary PC team demands recognition and 
training of expert generalist GPs (as in the UK) and of 
nurse, other professional and community worker roles 
(as in some PC models in Ontario, Canada), with extra 
measures for disadvantaged areas (as in Scotland). 
Moving from fee for service (FFS) towards capitation 
and blended payment improves value for money. It was 
achieved in Ontario by providing a range of PC models 
that improved incomes and incentivised capitation. 
Incentives can also support quality, access, equity 
and innovation (as in the UK and the Netherlands) but 
need exceptions to allow for specific needs and regular 
review to avoid thresholds becoming ceilings. Value 
for money is enhanced by evidence-based assessment 
with public involvement (as in the UK); by guidelines, 
and tools; quality circles and peer review and continued 
professional education for all staff (as in Chile).

5: Support ‘learning practice’ and ‘thinking politics’:
PC is a site of innovation with high demands on 
information, communication and learning. This has 
been strengthened through interoperable information 
systems across services; phone and online outreach 
with clients; telecare for specialist input and 
automated data capture for reporting and reviewing 
performance. Meso-level forums and networks support 
exchange, collaboration and evidence informed policy, 
strengthened by measures such as Chile’s innovation 
circles on key areas of practice or the Netherland’s 
support organisations, and by new funds from 
governments (Canada) and insurers (the Netherlands).

An exchange of experience across countries can inspire 
innovation and share learning. For example, many countries 
still need to build stronger links between PC and population 
health systems and to better organise social roles in PC. 

Wider implementation of system-level evaluation of PC 
innovations and an institutional framework that facilitates 
learning from innovation would not only support exchange 
within and across countries, but also provide the evidence 
and exchange needed to inform and cultivate public, 
professional and political support for promising practice.
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1. Introduction and 
Methods

1.1 Background

W ith health reforms underway in the USA there 
is interest in learning about primary care (PC) 
approaches from other HMICs, and particularly 

those that have achieved improved health outcomes at lower 
levels of health expenditure. 

To contribute to this, the project: ‘Learning from promising 
primary care practice models for the USA’ is identifying and 
describing promising PC practice models and approaches 
from international experience with better health outcomes 
at lower costs than in the US that have relevance to US 
application, to inform dialogue on models and measures 
that could be adapted in the USA. It is being implemented 
through the Training and Research Support Centre (TARSC) 
with partner institutions in case study countries and funded 
by Charities Aids Foundation America as a project for the 
RWJF.

This paper provides a synthesis of the conceptual 
framework, analysis of international databases, desk 
reviews and country case studies on PC, discusses 
evidence on promising models and approaches in PC that 
have relevance to the challenges and opportunities in the 
USA, and recommends practices and approaches that can 
be considered for adaptation in the USA. It notes, from 
HMIC experience, enablers and challenges for introducing, 
managing and sustaining innovation and issues that need 
further exploration in follow-up work.

The five review papers and four country case studies that 
provided evidence for this paper are separately reported and 
provide detail of information raised in the paper.

1.2 Desk reviews and analysis of 
databases

The desk reviews implemented for the work (with the 
number of papers they drew on):

a. developed the conceptual framework (Loewenson and 
Simpson 2014; 44 papers).

b. explored contexts, systems and PC services in the USA 
(Nolen 2014; 320 papers);

c. reviewed PC practice in HMICs (Simpson 2014; 160 
papers); and

d.  analysed twelve international datasets on health 
spending and health outcomes in HMICs to identify 
those achieving higher health value for money 
(Loewenson 2014).

Drawing on the evidence from the desk reviews and the 
data analysis, a synthesis was produced of sixteen areas of 
opportunity and challenge for PC in the USA, and of relevant 
policy, PC model and supporting system options from other 
HMICs where there is evidence of improved health value for 
money (Loewenson et al. 2014a). This synthesis was used 
to select and frame the terms of reference for four HMICs 
for deeper country case study work, to gather evidence and 
identify learning on the contexts for and specific features of 
PC practice that have had positive impact on health, relevant 
to the opportunities and challenges for PC in the USA. 

We provide further detail on all areas of the methods in 
Appendix 2.

Analysis of data from World Development Indicators (WDI) 
for 65 indicators from 130 HMICs for 2000 and 2010-2012, 
more fully described in Appendix 2 and Loewenson (2014), 
indicated that:

• For total expenditures on health per capita and as a 
percent of Gross Domestic Product (GDP), any HMIC 
satisfies the criterion of having a lower level of health 
spending.

• All but four HMICs achieved better survival outcomes 
at much lower per capita expenditures than in the USA 
and nearly half had better survival outcomes than in 
the USA across the seven indicators assessed.

• Outcomes in the USA worsened compared to other 
HMICs between 2000 and 2012 (World Bank 2013; 
WHO 2013c; Loewenson 2014 and Appendix 2 for 
more detailed evidence).
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The analysis pointed to seventeen countries with similar 
population size and structure where improved outcomes 
were found in four or more of seven indicators of health 
expenditure and health/healthcare outcomes (Loewenson 
2014). Chile was added for having a multi-insurer model, 
with significantly lower expenditure per capita than the 
USA has and with reforms underway to strengthen PC. 
The data on these seventeen countries were triangulated 
with evidence from the desk review of practice in PC in 
HMICs (Simpson 2014), categorised within the key areas of 
relevance to the USA. 

The countries showing both a higher frequency of promising 
practice in the desk review and a higher frequency of 
improved health outcomes in the database analysis were 
Australia, Canada, Chile, Cuba, Denmark, the Netherlands, 
New Zealand, Thailand and the United Kingdom. These 
were identified as potential case study countries (See 
Appendix 2 Table A2 and Loewenson et al. 2014a for more 
detailed evidence). 

Within the resources available to the project, and after review 
of the findings with RWJF, four countries were selected 
for deeper country case study work: the UK (focusing on 
England), the Netherlands, Chile and Canada (particularly 
focusing on Ontario and Quebec).

1.3 Country case studies
The selected countries reflect a diversity of region, context, 
measures and service models relevant to the key areas of 
challenge and opportunity identified in the USA. All country 
case studies were country wide, but the UK case largely 
focused on England, to allow for an in-depth discussion 
on the system. The Canada case study focused on Ontario 
and Quebec, as provinces with two-thirds of Canada’s 
population that have shown rapid innovations in PC. 

The country case studies gathered evidence through 
document review and key informant interview within the 
major domains of the conceptual framework shown Section 
2.2. They gave attention to policies and practices that 
addressed the sixteen dimensions identified as pertinent to 
current challenges in US PC (outlined in Section 3), with 
evidence where available on effect on health and value 
for money. Further details on their methods and the ethics 
approvals are found in Appendix 2 and in the full country 
case study reports (Frenz et al. 2014; Kringos and Klazinga 
2014; Moat et al. 2014; Pennington and Whitehead 2014). 

The case studies included an example from the lens of a 
person with a chronic condition (and/or multimorbidity) 
that demonstrates how the system delivers and the person 
experiences features identified as promising, from community 
and primary prevention and through the care pathway, with 
the evidence from this integrated in the findings and shown in  
Appendix 4.

1.4 Analysis across the country 
case studies

The evidence in the case study reports was summarised 
within the conceptual framework against the sixteen areas 
of focus identified in the US review. 

From this and feedback from US peer reviewers we 
identified ten areas of promising practice in PC relevant 
to the USA, presented in Section 4. The case study reports 
provide greater detail on these practices, with examples 
provided in Appendix 4. 

Section 5 provides evidence on the dimensions of value for 
money that the measures addressed. The factors that enable 
or block promising practice were tabulated and common 
findings presented in Section 5 and Appendix 6.

1.5 Limitations
The desk reviews may have excluded practice not included 
in published literature, although this was addressed in part 
by including grey literature and key informant interviews 
in the case studies. Given varying definitions of health 
system indicators across countries, the analysis of indicators 
largely used one database. National aggregate data do not 
adequately reflect the variation within countries or the 
complexity of systems, so qualitative evidence was included 
in the analysis. Time and resource constraints across the 
whole project limited original data collection, including on 
cost benefit analysis. 

With limited published evaluations of PC reforms, many 
reforms in progress in countries and difficulties in attribution 
(Hogg and Dyke 2011), it is difficult to link directly areas 
of practice and value for money. Judgements on what is 
considered promising and on impacts also need to consider 
both immediate and longer term time frames. Noting these 
constraints, peer review from the US and other countries 
helped to inform, enrich and focus the background and 
country papers and to question and validate evidence and 
conclusions.
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2. Conceptual framework
2.1 Attributes of primary care

T here are diverse definitions of PC, focusing 
differently on purpose, attributes and goals, some 
aspirational and some substantive. The emphasis 

and interpretation given to what PC includes and seeks 
to achieve differs across countries, cultures and contexts 
(White and Marmor 2009; Lester and Roland 2009). PC is a 
core component of the primary health care (PHC) approach, 

itself evolving, albeit consistently anchored in core values 
that put people at the centre of service delivery, through 
measures that organise population health, prevention and 
care according to need and that involve people in decisions 
and actions on their health (WHO 2013b). Notwithstanding 
these caveats, we found in several sources common 
attributes of PC that were used as guidance for this work 
(see Box 1).

Box 1: Common attributes of primary care

Primary care includes: 

1. first contact, accessible healthcare services, where demands are clarified and information, reassurance or 
advice are given, diagnoses made and where the majority of health issues should be resolved; 

2. of different practice sizes and levels of integration with social and community services;
3. that address the population’s main physical, mental and social health concerns, integrating their biomedical, 

psychological and social dimensions; 
4. responding to social, cultural and economic norms and contexts; 
5. based on sound knowledge of their patients and community, using population health and clinical guidelines and 

evidence;
6. in an integrated, co-ordinated, comprehensive approach to population health; health promotion, disease 

prevention, personal care and rehabilitation; 
7. supporting continuity of care - guiding and supporting referral to other levels of the system and other supporting 

services, and engaging in intersectoral collaboration; 
8. putting people at the centre of service delivery; 
9. within a family and community orientation; 
10. through a sustained partnership between people and patients and a multidisciplinary collaborative team of 

health workers, including community health workers (CHWs);
11. supported by effective information use and sharing.

Sources: Kruk et al. 2010; WHO 2013b; Loewenson and Whitehead 2012; Molla et al. 1996; Kringos et al. 2013a; Harzheim et al. 
2006; McMurchy 2009; Lester and Roland 2009; Kitreerawutiwong et al. 2010; Starfield et al. 2005.

2.2 Conceptual framework
A conceptual framework was developed to guide the 
organisation of evidence from the background reviews 
and the country case studies, provided in more detail in 
Loewenson and Simpson (2014) and shown in Figure 1. 

The framework was intended as a guide and not an 
exhaustive or prescriptive checklist. 
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SERVICE INPUTS
Infrastructure; workforce training, development, density, 
mix, organisation, competencies, autonomy, orientation, 
payment, incentives

Medicine management, pricing, payment 

SERVICE 
FEATURES 
Availability

Comprehensive-
ness-  
person centred, 
holistic  

Access, equity 
for first contact; 
universaility

Quality-service, 
referral 

Effectiveness, 
appropriate-
ness, safety 

Efficiency- 
costs, value, 
allocative and 
productive 

Trust within the 
system 

PC  –SOCIAL 
INTERFACE 
Service orientation to 
community, population 
health, outreach 

Patient/people 
centredness, involvement 
- in design, delivery, review  

Family –centred, 
involvement  

HEALTH SERVICE 
OUTCOMES 
Acceptability, 
responsiveness, 
adherence, better care 

Coverage, utilisation 

Health gain for resources 
applied- health value for 
money, including in health 
satisfaction, quality, cost 
and financial protection

SERVICE CONTENT 
Person centred first contact; 

Comprehensiveness of service content  

Prevention focus –integrating public health, intersectoral 
action on social determinants 

Patient focused personal care services, curative, 
rehabilitative, supportive, and emergency care services with 
management of multiple morbidity, chronic conditions 

SERVICE PROCESS/ORGANISATION 
Longitudinal continuity; client enrolment

Relational continuity; gatekeeping, effective referral 

Informational continuity; electronic records 

Co-ordination of services and intervention plans, pathways 
for area or group

Collaboration across levels, gatekeeping, and referral 
systems

Organisation of support for innovation

SOCIAL FEATURES
Social empowerment, 
health literacy, roles, 
information 

Social, client choice and 
trust in their health system 
and PC practice 

Social accountability on 
performance

HEALTH STATUS 
OUTCOMES 
Health status - better 
health, wellbeing, mortality, 
survival

HEALTH EQUITY 
OUTCOMES 
Financial protection, 
medical bankruptcy 

Inequalities in access 
coverage, utilisation 

Inequalities in health 
wellbeing reduced 
mortality, survival

DOMAIN 5: MANAGING AND SUSTAINING CHANGE

Sharing of vision, continuity of change

Organisational features- leadership roles, resources, competencies, preserving local focus in national reforms

Transformational capacities-transactional, communication skills, improvement and review processes

Use of information systems and technology; use of evidence

Supportive systems- PC change within wider system changes, sociopolitical support, incentive structures, multiple channels and incentives

Source: Loewenson and Simpson , 2014.
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Five key domains were identified:

1: Context: to locate the PC models and features within 
their social, political and economic contexts and 
within the contexts of the policies, laws, governance, 
organisation and financing of the health systems they 
are located in, including to judge their relevance to the 
US context;

2: PC practice and service delivery: to understand 
the specific features of PC systems that contribute to 
improved health outcomes, particularly in the context 
of populations with higher chronic disease burdens, 
and noting the measures to ensure coverage in more 
disadvantaged groups and those in high health need. 
This included the inputs to, content of and process or 
organisation features of PC, as detailed in Figure 1.

3: Public and social roles: to understand how the PC 
systems and practices interact with and organise 
individual, family and community roles, and social 
features such as culture, capabilities and power that 
affect this interaction;

4: Outcomes: to assess the nature and direction of the 
health service, health status and health equity outcomes, 
detailed in Figure 1, associated with different PC 
models and features, while noting the influence of 
context and the difficulties with attribution; and

5: Managing and sustaining change: to understand the 
organisational development, leadership competencies, 
organisational capacities, information and support 
systems that play a role in making, supporting and 
sustaining improvements in PC.

Elements more commonly noted in the literature as 
associated with different dimensions of health and healthcare 
outcomes and value for money were included as constructs 
within these domains, shown in Figure 1. Information on 
these constructs is summarised in Appendix 1 Table A1 
and detailed in Loewenson and Simpson (2014), together 
with indicators for their measurement, used to guide the 
selection of indicators in the database analysis. The different 
terminologies are clarified where they are used in the report. 

The framework covers dimensions of PC systems:

• at macro level (especially Domain 1 on the general 
and wider health system context);

• at meso level (the networks, institutions and processes 
that connect local level services and their relationships 
with communities, raised in Domains 2 and 3); and

• at micro level (the local PC and social organisation and 
processes in Domains 2 and 3).

Domains 2 and 3 thus capture both system-wide and local-
level content, with country context often determining their 
level. Domain 4 refers to those health, healthcare and health 
equity outcomes specific to the PC process in Domains 2 
and 3, whilst noting difficulties with attribution. Domain 
5 on managing and sustaining change interacts with 
Domains 1, 2 and 3, at all levels, influencing on and being 
influenced by these other domains. For example, promising 
local innovation can, as shown later in this paper, change 
attitudes towards macro-level policies, with their wider 
implementation supported by the presence of meso-level 
incentives. 

While Figure 1 is two dimensional to simplify presentation, 
PC systems are noted to be complex, dynamic and adaptive 
with multiple interactions between constructs, suggested by 
arrows in Figure 1.

A range of outcomes is shown in Figure 1, relating to 
health status, healthcare and health equity. Health equity 
is understood as the absence of avoidable differences 
(inequalities or disparities) in health status, in access to 
healthcare and in health determinants and, importantly, the 
application of resources in relation to health need. 

The project team was specifically requested to explore PC 
models that deliver improved healthcare and health status 
outcomes ‘at lower cost’. We adopted a value for money 
framework outlined in Box 2 for addressing this question, 
as it allows for concomitant consideration of cost with other 
important dimensions of health service performance and 
benefit in health outcomes, especially in relation to health 
need.

We also note that achieving improved health outcomes for 
lower total health expenditure does not necessarily imply 
that the level of expenditure on PC itself should be falling. 
Indeed investments and higher expenditures on PC in 
initial stages may drive wider downstream improvements 
in overall health system spending and have been associated 
with a slower growth in healthcare expenditure (Kringos et 
al. 2013b).
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Box 2: Applying a value for money approach in assessing costs of PC

Management policies that focus purely on short-term cost containment risk damaging public trust and provider 
confidence in PC, and can undermine the measures for first access (that is for PC to act as the entry point to the 
health system) and those for quality improvement, both important for longer term value for money. Key informants 
in the country case studies also raised this caution. We thus concur with the understanding that an assessment 
of value for money in PC should integrate health outcomes, satisfaction (covering client and provider satisfaction), 
quality and costs, and that these factors be considered concomitantly. Such concomitant consideration is argued to 
provide a more balanced analysis of measures that have longer term population health benefit (such as prevention 
interventions) against those that may reduce costs in the short term (such as cost sharing) but lead to greater future 
health costs due to financial barriers and poorer health outcomes; and of cost reductions (such as by not spending on 
prevention and PC) that may lead to increased costs to the wider health system and economy (such as in time spent 
on social care and lost productivity). 

In this research we thus used a concept of value for money that:

a. Integrates improved health and healthcare outcomes, client and provider satisfaction, quality of care, 
cost and financial protection 

b. In relation to cost, identifies systems, models and measures that have 
• lower levels of cost escalation (rather than aggregate costs alone); 
• lower relative administrative costs and wastage; 
• improved coverage of prepayment systems and financial protection; and 
• achieve improved health benefit for resources applied, particularly for disadvantaged groups. Where 

evidence supports this, and the wider cost benefit to health systems, society and economy, it is included in the 
paper, whilst noting the limitations raised in Section 2.4. 

As a definitional note, cost sharing refers to payments made at the time of care, termed out-of-pocket payments, and 
includes co-payments made by insured clients. Prepayment refers to payments for care made in advance of the time 
of care and includes tax and insurance funding. The term coverage is used to refer to the share of a target population 
that has received a service or is included in a funding scheme. Financial protection refers to protection from payments 
for healthcare leading to net income falling below poverty thresholds. Prevention interventions reduce exposure to 
the risk factors and environments that cause disease and prevent disability in those exposed. 

Sources: Sans-Corrales et al. 2006; Glenngård 2013; Hale et al. 2012; Knapp et al. 2013; Karter et al. 2003.
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3. Improving PC in the 
USA

T here is much innovative practice in the USA, and 
recent data suggest that PC coverage and quality has 
been improving (AHRQ 2012). There is, however, 

a widely recognised spending and quality crisis in the US 
health system, with higher levels of avoidable hospital 
admissions than Organisation for Economic Co-operation 
and Development (OECD) averages (OECD 2013a,b) and last 
or near last ranking on access, efficiency, equity and health 
outcomes relative to ten other OECD countries (Davis et al. 
2014). In the face of this the USA is currently undergoing 
health policy reforms, particularly through the enactment of 
the Patient Protection and Affordable Care Act (ACA) and 
supporting measures. Notwithstanding their limitations, 
these reforms have motivated or supported change, to

• improve insurance coverage, affordability and 
financial protection;

• support patient-centred and sometimes community-
centred PC;

• provide incentives for improved quality of care and 
population health outcomes;

• support initiatives for prevention and public health 
activities in PC;

• improve outcomes in relation to access, quality, and 
value for money; and

• increase effective use and reporting of health 
information (Nolen 2014; RWJF 2012a).

An outline of the health system and PC in the USA is 
more fully provided in a background desk review (Nolen 
21014) used to identify key areas of focus against which to 
draw evidence from other HMICs. From the US review we 
identified sixteen challenges, eight at macro level and eight 
at PC system/practice level, shown in Box 3. We focused the 
review of PC in the case studies on these areas of concern 
in the USA, as presented in Section 4. Box 3 provides in 
brackets the sub-sections in this paper that most closely 
address the challenges shown:

Box 3: Sixteen areas of challenge and opportunity for improving PC in the USA

Context, policy and system level challenges and opportunities 

1. Obtaining social, political and stakeholder support for (i) regulation of insurers and providers to avoid cost 
escalation, wastage or unbalanced spending and to widen coverage and benefit sharing, (ii) for value-for-
money assessment of new technology and application of findings in benefits and payment systems, and (iii) for 
addressing public health risks and reducing inequities within and between states (Sections 4.1, 4.4 and 8); 

2. Providing for meaningful informed public participation in health sector decision making at national and state 
level and for public information on health service performance (Sections 4.1 and 4.10); 

3. Harmonising standards for prepayment coverage, quality goals, for widening scope of practice of PC 
professionals, including nurse practitioners, while allowing for local flexibility and ensuring mechanisms to 
promote promising practices across states (Section 4.2);

4. Ensuring co-ordinated and affordable prepayment insurance arrangements that cover all social groups, 
including publicly funded provisions for groups susceptible to catastrophic health spending (adults at 0-100% 
federal poverty line not covered by Medicaid; undocumented immigrants) (Section 4.2); 

5. Ensuring the benefits of consolidation for wider risk pools and cross subsidies across funders, while addressing 
risks of reduced competition and rising costs from corporate consolidation (Section 4.2); 

6. Moving from fee for service to capitation and blended payments and providing incentives to control administration 
costs and wastage; to support interprofessional team approaches; quality improvements; and to promote patient 
contact, non-clinical inputs, community health and prevention measures (Section 4.3); 

7. Improving price negotiations, procurement, incentives, public literacy to control and reduce use of non-beneficial 
treatments and cost drivers; and to shift prescriber practices away from higher cost medicines and technologies 
towards equivalent lower cost options (Section 4.4); and 
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8. Supporting team work and, beyond payment measures in (6), extending recognition, licensing provisions 
for, improved/fair remuneration of, and the selection, training, continuing medical education and orientation 
of interprofessional teams in PC, including general and specialist PC physicians, nurse practitioners (NPs), 
physician assistants (PAs), nurses, social workers, medical assistants and community health workers (CHWs) 
(Section 4.5). 

Opportunities and challenges within PC practice level 

1. Strengthening comprehensive co-ordinated person and population-centred first contact, for older and minority 
groups, and for addressing chronic and multimorbidity and mental health (Sections 4.3 and 4.7); 

2. Strengthening PC as first contact, with enrolment of catchment populations, improved continuity of interaction 
and follow up between PC practices and clients, families and communities (termed longitudinal continuity), 
taking social diversity, inequality or disadvantage into account, to overcome low coverage, late uptake and poor 
acceptability of services, especially for particular social groups (low income, Hispanic, black, older and young 
people and migrants) (Section 4.6); 

3. Including competencies for mental, dental health, preventive, palliative, ambulatory care and counselling 
services in PC, to follow up acute episodes; and co-ordinate across agencies and services to address food, 
housing, transport and other public health issues (Sections 4.5-4.7); 

4. Improving organisation of relational continuity (or co-ordination across levels of care) and PC referral roles 
(gatekeeping); to reduce inappropriate use of hospitals and emergency services, duplicate testing, medication 
and treatment; wasted time and poor/delayed communication between laboratories, clinicians and patients and 
reducing defensive medicine practice. Integrating urgent care and retail clinic services into wider services and 
improving information flows with referral services (or informational continuity) (Section 4.7); 

5. Strengthening adherence to quality guidelines and providing appropriate payment incentives and support for 
quality improvements and reduced waste (Sections 4.3 and 4.8); 

6. Supporting uptake of innovation for quality improvements; EMR and IT, team approaches, and mental and 
dental healthcare; especially for smaller/solo, less resourced PC practices and elder practitioners; including 
through resources and peer-to-peer and networks (Sections 4.8 and 4.9); 

7. Involving clients and communities in decision making, from individual care plans to community health and 
service priorities, spending, organisation and performance review (Section 4.10); and 

8. Strengthening social empowerment and health literacy, including through community health workers; information 
outreach; participatory approaches; linking PC with social networks promoting well-being, supporting early 
healthcare uptake, and adherence to treatment plans (Section 4.10). 

Source: Loewenson et al. 2014a.

The four countries selected for deeper case study work 
- Canada (Ontario and Quebec), Chile, England and the 
Netherlands - reflect a diversity of contexts and systems (see 
Table 1).

They have had much lower increases in per capita health 
expenditure (US$ PPP) than in the USA (Figure A2, 
Appendix 2). In all four countries PC plays a significant role, 
providing a majority of their health service consultations, 
but receiving 10% or less of total healthcare expenditure. 
PC does not appear to be a major cost driver in their 
health systems. Higher and rising spending is reported on 
hospitals, services for care of older people, prescription 
medicines and quality of long-term care and on the costs of 
avoidable use of emergency care and poor co-ordination of 
care for complex conditions (Kringos and Klazinga 2014; 
Pennington and Whitehead 2014). In Canada post-2005, 
recent increases were also attributed to rising physician pay 
levels (Marchildon 2013; Moat et al. 2014).

There are also rising expectations of future benefits from PC 
in these countries. In Chile it is expected that PC will be an 
entry point and core of a network of services for new models 
of care that work collaboratively with families, communities 
and intersectoral actors (Frenz et al. 2014). In other HMICs, 
PC addresses shortfalls in access in vulnerable groups. 

Advances in telemedicine, miniaturisation and implantable 
devices, minimally invasive surgery and other technological 
advances are seen to reduce costs through reduced hospital 
stays and a shift from secondary to primary care, especially 
for chronic conditions, albeit with caution about equity 
in access (Kringos and Klazinga 2014; RIVM 2012; 
National Public Health Service for Wales 2006). Such high 
expectations of PC services demand investments to yield 
returns – including in professional teams and competencies 
- particularly after periods of neglect (Moat et al. 2014).



11

4. Ten areas of promising 
PC in HMICs

T his section provides brief information on ten areas of 
promising practice in PC that have relevance to the 
areas of challenge and opportunity for PC in the USA 

identified in Box 3. Features of these practices are profiled in 
boxes and appendices, and further detail provided in the full 
country papers (Moat et al. 2014; Pennington and Whitehead 
2014; Frenz et al. 2014; Kringos and Klazinga 2014).

4.1 Enabling sociopolitical contexts
The USA has a significantly larger population than the case 
study countries have, and the Netherlands and the UK have 
a higher population density than that of the other countries 
(see Appendix 3). Chile, with about a third of the per capita 
GDP as the others, has a life expectancy equal to the others, 
and marginally higher than that in the USA. Like the USA, 
Canada is a federation with eleven distinct jurisdictions 
of governmental authority. England, the Netherlands and 
Chile have unitary states, with local governments that 
take on delegated roles and authorities of the state. These 
constitutional differences affect PC, as noted later in this 
section.

A study of PC indicators in 31 European countries found 
that countries where people value government responsibility 
for welfare provision also have relatively strong PC, 
enabling reforms that support access to, scope, strength and 
comprehensiveness of PC (Kringos et al. 2013c). The UK 
appears to have the strongest state role of the four countries, 
with its National Health Service (NHS) underpinned from 
the outset by explicit principles, supported across political 
parties that have guided NHS policy and reforms for more 
than 60 years (Box 4 on page 13).

The principles have enabled introduction of many of the 
measures in the UK described in Section 4. The other three 
case study countries have a spectrum of ‘social bargains’ 
between private and public providers and funders. Support 
and processes for the role of the state and for solidarity/
equity in health services is evident in all to a greater degree 
than in the USA (see Table 1 and Appendix 3). In Canada, 
the government’s role in PC has support as a ‘core social 
bargain’, with acceptance of two-tier and for-profit delivery 
of services outside those provided in PC or hospitals (Moat 

at al. 2014). In Chile rights-based approaches have been used 
to raise both state duties and public responsibilities (Frenz et 
al. 2014). In 2008 in Chile, in a ‘13 steps to equity agenda’, 
these rights and equity values were operationalised through 
an explicit agenda, supported by financial incentives, 
training and building public and wider sectoral support 
(Vega 2011).

At the same time social values, political culture and 
economic conditions are changing in all four case study 
countries. In addition to demographic change, both rapid 
economic growth (as in Chile) and economic crisis (as in 
Europe) have been associated with rising costs of care and 
increased socioeconomic inequality, including in health 
determinants. The opportunities of new technologies raised 
earlier also bring unclear consequences for cost burdens, 
access to care or personal freedoms and privacy (Stol and 
Nelis 2010). 

Information technologies offer opportunities for public and 
patient input to decision making on services, discussed 
further in Section 4.10, but a more literate society is also 
becoming more individualistic and consumerist (Kringos 
and Klazinga 2014). These trends create challenges for 
health systems and healthcare professionals to reach and 
appropriately care for socioeconomically and culturally 
diverse communities. In the Netherlands, for example, 
medical schools are required to include a comprehensive 
set of cultural competencies in their training (Kringos and 
Klazinga 2014).

They also raise contestation between different interests in 
and visions of health system reform discussed in Section 
5. In England health system reforms post-2000 that have 
increased the role of competition and internal markets 
are argued to be without public mandate, to undermine 
or dismantle many of building blocks that make the NHS 
efficient, effective and equitable and to potentially erode 
its professional ethos (Pennington and Whitehead 2014). 
Scotland has not applied many of these reforms. In the 
Netherlands, a more individualistic and educated society 
interacts with a state that has shifted from a welfare to a 
participatory model, resonating more with US political 
culture (Kringos and Klazinga 2014). 
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Table 1: Health sector profiles of the four selected case study countries and the USA

Feature Canada Chile Netherlands UK: (England) USA
Service type and 
funding

Provincially 
administered 
universal public 
insurance funded 
service

Public (FONASA) 
and private 
(ISAPRES) 
insurance

Statutory health 
insurance system 
with universally 
mandated national 
insurance

Tax-funded national 
health service, 
funded from 
general taxation

Mainly private 
health insurance; 
public insurance 
(Medicaid) tax 
funded

Share of population 
with private 
insurance

67% in 2010 as 
supplementary for 
dental, eye, long-
term care and other 
uninsured services

Private -17% Public 
-75-80% (2013)

98% (2009) 11% (2011); all use 
NHS services, 
private insurance 
mainly for elective 
care

56% (2011)

PC provider 
ownership

Private 99% public Private Private GPs 
working to national 
public contract

Private

% solo PC practices 23% 0% 42% (2009) 12% (2013) 32% (2010)

Types of personnel 
in PC practices

Doctors, nurses, 
NPs, pharmacists, 
dieticians, mental 
health workers

Doctors, nurses, 
midwives, kinesio-
logists, dentists, 
nutritionists, 
physiotherapists, 
paramedics, 
psychologists, 
speech/ 
occupational 
therapists

GPs, practice/ 
community 
nurses, midwives, 
pharmacists, 
dentists, 
occupational/ 
speech/ physio- 
therapists, 
psychologists

GPs, general 
practice and 
specialist 
nurses, nursing 
assistants, health 
promotion workers, 
administrative staff

Doctors, nurses, 
NPs, physician 
assistants (PAs), 
social workers, 
care managers 
and educators

Other personnel 
linked to / PC 
practices

Social workers, 
health educators

Social workers, 
environmental 
health, pre-school 
teachers

Social workers, 
dieticians

District nurses, 
health visitors, 
midwives, social 
workers, mental 
health counsellors, 
dieticians, 
podiatrists, 
physiotherapists

CHWs, social 
workers, patient 
‘navigators’(i)

Primary care 
payment

Mostly fee for 
service; some 
capitation and P4P

Private: fee-for-
service Public: 
capitation and P4P

Mixed capitation; 
fee for service

Mixed capitation; 
fee for service; P4P

Mostly fee-for-
service; limited 
capitation; salary, 
P4P

Registration with PC 
required

No; only in some 
capitation models

Yes FONASA No 
ISAPRE

Yes Yes No

PC gatekeeping role Incentives vary 
across provinces, 
Ontario pays 
specialists more if a 
GP referred patient

Yes Yes Yes No except for 
some insurance 
plans

Share of health 
sector interactions at 
PC level

na 68.2% medical 
attendances; 93.7% 
new consultations

96% 90% at PC level 
9% outpatient 
secondary care; 1% 
inpatient hosp

60% visits to PC 
physician (2008)

% total health 
expenditure on PC

na 29.6% of public 
sector budget spent 
at PC level

15% total health 
expenditure

10% total health 
expenditure

na

Patient satisfaction, 
2012

38% (ii) User survey 2013 
FONASA 4.7 / 7 
ISAPRE 5.1 / 7

51% (ii) 62% (ii) 87% GP 
users satisfied;

29% (ii).

% adults with below 
average income not 
visiting doctor in past 
yr due to cost 2011

7% na 16% 1% 39%

Sources: Thompson et al. 2013; Allin and Rudoler 2013; Hutchison et al. 2011; NIVEL 2009; Moat et al. 2014; Frenz et al. 2014; 
Kringos and Klazinga 2014; Pennington and Whitehead 2014; Kringos and Klazinga 2014 in press; OECD 2013b; Marchildon 2013; 
Rice et al. 2013; Nolen 2014; Westert and Wammes 2013; Schäfer et al. 2010. Key: na= not available; P4P= payment for performance; 
(i) people who assist clients to use the system; (ii) patients who indicate the system works well, minor changes needed.
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In a context of persistent social inequality, however, this shift 
has also provoked concerns and led to measures described 
in the paper to balance regulation and voluntarism in ways 
that do not compromise universal access and financial 
protection, discussed further in this section. The manner 
in which countries have addressed these tensions is thus an 
unfolding issue in all four countries.

In Chile, conflicting political forces and values have 
dominated at different times in the last century, alternately 
expanding the role of private or public sector health services 
and increasing public spending or reducing private sector 
regulation. This fragmented and weakened the health 
system and affected equity in outcomes (Lenz 2007). In the 
early 2000s, social demand for equal rights led to a range 
of comprehensive rights-based social guarantees, including 
healthcare. They were delivered through measures that also 
sought to address social inequalities and profile the ‘caring’ 
nature of the state, including by expanding access to PC and 
innovative social protection approaches. Examples of this 
are Chile Solidario (Chile in Solidarity) and Chile Crece 
Contigo (Chile Grows with You), accompanying individuals, 
families and the community throughout the life course, with 
heightened intervention at critical stages or in situations of 
vulnerability (Frenz 2007). When the Piñera government 
gave more focus to hospitals and private providers in 2010-
2013, local authorities, health professionals and social 
movements sustained and developed comprehensive PC 
and social protection approaches at local authority level, 

organising evidence to gain support for their inclusion when 
new windows of opportunity opened in national policy, as 
they have in 2014 (discussed further in Section 4.7; Frenz et 
al. 2014).

Such local approaches may remain isolated examples without 
support for their wider implementation. In the Netherlands, 
local innovation demonstrated and generated evidence 
on models. Scale up was facilitated by engaging insurer 
support for pilots and by evidence from ongoing evaluation 
(Kringos and Klazinga 2014). For example ‘Utrecht 
Healthy’ in 2008, was a co-operation between Utrecht 
municipality (the third largest city in the Netherlands) and 
Agis Health Insurance (a major Dutch health insurance 
company) to integrate fragmented services, strengthen 
prevention and build professional competencies for services 
aimed at improving the health of people living in a deprived 
district, Overvecht (Van den Broeke et al. 2014). It showed 
evidence of reduced referrals to hospitals, improved out-of-
hours access and longer GP consultations (Kringos et al. 
2014 in press). In Ontario a range of PC models has been 
implemented to address the need to win professional and 
public support for changes (Moat et al. 2014). The important 
question of what enables or blocks local innovation from 
scaling up is discussed further in subsections 4.5 and 4.9 
and in Section 5.

Changing normative and sociopolitical contexts are thus 
shaping how PC is understood or delivered, as raised 

Box 4: Principles informing the UK National Health Service over 60 years

A values base and set of principles have acted as ‘building blocks of … an integrated whole’ over a sustained period 
(60 years in the UK NHS), with public and cross party support, informing how challenges are addressed. These 
principles are: 

• Universal entitlement: with everyone included as a right, without any test of eligibility; 
• Equitable financing: through progressive general taxation, so that everyone contributes in proportion to their 

income into a general fund, in which risk is pooled to support cross subsidies for solidarity, protecting all from 
catastrophic costs if they fall ill; 

• Free at the point of use: with no user charges or co-payments for using the services, so that money does not 
stand in the way of obtaining care, a key issue in equity; 

• Comprehensiveness: covering the range of services from prevention and health promotion (covering a range of 
social and environmental interventions) to treatment, rehabilitation and palliative care; primary to tertiary care; 
covering mental and physical health; chronic and acute conditions; 

• Equality of geographic access: with a commitment to improve the geographic distribution of and access to 
services, and reach everyone with essential healthcare; 

• Same high standard of care for all: establishing national standards of quality to ‘level up’, so standard of care is 
not dependent on where a person lives or his or her status; 

• Selection on the basis of need: so that in situations of scarcity, no one should gain access to a service ahead 
of others in equal need by money or other social influence; and

• Encouragement of a non-exploitative ethos: through high professional and ethical standards, minimising 
incentives for service providers to make profits from patients. 

Source: Pennington and Whitehead 2014.
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in Section 2. On the one hand, the experience of these 
countries indicates that a consistency of values, principles 
and vision has been an important feature of the longer 
term stability needed to build strong PC systems providing 
quality services to all in relation to need. Even local 
innovation needs to plan for the long term, with Kringos 
and Klazinga (2014) pointing to long time lags before 
higher level uptake or legal reform. At the same time the 
experience also shows that public, professional and support 
across political parties cannot be assumed but needs to be 
cultivated, negotiated, organised and informed, including to 
protect gains in PC and health systems against destructive 
reforms. Popular discontent with social inequality and poor 
access to health services, organised social movements, 
public health reformers in key positions in federal, state 
and local-level health bureaucracies, local innovation, links 
with international practice and evidence on outcomes of 
PC innovation have all played a role in generating support 
for the PC systems and practices described in subsequent 
subsections, all of which have some relevance to the USA. 

The US context may be even more challenging. The USA 
cannot perhaps make the same assumption of public support 
for state intervention and has to win support for reforms, 
particularly for measures that regulate markets to control 
costs or provide cross subsidies in health spending. It 
appears that providing space for innovation, with options 
for real, measured and documented experience at state or 
local government level that is communicated to key actors, 
may be necessary to build support for PC improvements.

4.2 Measures to widen equitable 
universal financing and 
coverage

Improving insurance coverage as a means to improved 
access to services is a central feature of the current US 
reform, with measures to expand insurance enrolment, 
cover and affordability, especially for groups with high 
health need. The devolved federal system with many powers 
decentralised to state level raises opportunities for local 
flexibility, but also creates challenges for wider adoption 
of promising practices, such as on coverage by insurance 
or licensing/scope of practice arrangements for health 
professionals. While federal (and state) health exchanges 
have facilitated information exchange on and application 
processes for insurance plans and the number insured has 
expanded significantly, there is scope to further harmonise 
administration, to simplify processes and reduce costs, to 
harmonise benefit packages across schemes and to expand 
coverage of insurance to low-income Americans and 
undocumented workers (Nolen 2014).

In contrast to the USA, Table 2 shows that all four countries 
have achieved universal or near universal levels of coverage 
of prepayment, through insurance or tax-funded schemes. 
Such progress is argued to be achieved by measures for:

i. Improving revenue mobilisation through progressive 
prepaid financing options;

ii. Minimising fragmentation in funding pools, to achieve 
risk- and income-cross subsidies and to enable risk-
adjusted equalisation of budgets or payments to 
healthcare providers or purchasing agencies (also 
termed payers in the USA);

iii. Simplifying and promoting the benefit package to 
increase transparency and awareness of provider 
obligations and public entitlements; and

iv. Promoting more active purchasing, identifying the 
health service needs of the population, aligning 
services to these needs, paying providers in a way that 
creates incentives for efficient provision of quality 
services, monitoring the performance of providers and 
taking action against poor performance (Kutzin 2013; 
McIntyre 2012).

This section explores how the four countries have achieved 
high levels of coverage, within these broad areas of health 
financing.

Mandatory prepayment and pooling of funds

Significantly all four case study countries have mandatory 
prepayment (two using taxes and two using insurance). In 
the Netherlands’ insurance system, for example, inclusion 
in insurance is mandatory, insurers are obliged to include 
applicants, and individuals not included are actively 
followed up in person and at point of care (See Box 5).

All four countries have a form of national or subnational 
pooling, of risk adjustment/cross subsidy – on health needs 
and wealth - and needs-based allocation (Table 2). 

They achieve this in different ways: In devolved states, 
like Canada, federal tax funding provides government 
with levers to support access and coverage. Similarly in 
the USA, federal pooling of taxes for Medicaid generates 
an incentive for states that have opted out of Medicaid 
expansion to reconsider, as they lose the tax support and 
the economic activity generated from the expansion (Kaiser 
Family Foundation 2014; Radley et al. 2014; Nolen 2014). In 
Canada, tax revenue is pooled at federal level and allocated 
by the Canada Health Transfer to provincial governments, 
who pool this revenue and allocate it to provincial health 
insurers on condition that they conform to standards of 
universality, portability of insurance, public administration, 
access and comprehensiveness (Hutchison et al. 2011).
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Table 2: Financing arrangements in the case study countries and the USA

Area Canada Chile Netherlands UK (England) USA
Main source of 
health financing

Tax funding Multiple insurers, 
with choice of insurer 
Mandatory % income 
to public (FONASA) 
or private (ISAPRE) 
insurer

Mandatory 
insurance, choice 
of insurer Income 
dependent 
contribution with 
annual ceilings

Tax funding Multiple private 
insurers; Medicare 
(payroll); Medicaid 
(tax)

Pop covered* 100% 97-98% 98-100% 100% 84% (2011)

Fund pooling/ 
segmentation

Funding pooled 
at national and 
provincial level, per 
capita allocation to 
provinces

Public insurer pooled 
and risk adjusted 
Private insurers have 
no risk pooling

All premiums 
centrally pooled 
and risk adjusted

Funding pooled at 
national level and 
risk adjusted to 
general practice 
level

Segmentation of 
funds by scheme

Cost sharing 
arrangement for PC

PC free of charge FONASA PC free of 
charge ISAPRE co-
payment for services

PC free of charge 
for basic benefit. 
Some co-payment 
for other services

All healthcare free 
of charge Some co-
payment for dental 
care, eye-tests

Vary by scheme. 
No co-payment for 
EHB /PC preventive 
services

Financial protection No co-payments 
for physician/ 
hospital services 
Co-payment on 
medicines outside 
hospitals with 
exemptions varying 
by province

Free for low income, 
chronically ill, people 
with disability, 
seniors Income 
related cap on OOP

Free for children 
OOP cap 
Compensation on 
OOP or insurance 
costs for chronically 
ill, people with 
disability

Free for all Some 
co-payments 
as above for 
prescriptions but 
waived for groups 
and conditions 
(includes 91% 
people

No co-payment 
at CNC FCHQ: 
for older people 
and some people 
with disability on 
Medicare

Medical OOP % h/
hold con-sumption 
2011

2.4% 4.6% 1.5% 1.5% 2.9%

Healthcare OOP /
capita US$ PPP 
2011)

$666 na na $338 $987

Benefit package No national 
statutory benefits 
package, scope 
defined in Canada 
Health Act 1984. 
Specific services 
defined by 
provincial govts 
negotiated with 
medical association 
or by administrative 
bodies (Ontario)

Defined benefit- 
AUGE guaranteed 
for public and private 
insured. Increased 
services added 
over time. Positive 
list of benefits in 
FONASA´s PC 
family health plan 
and catalogue of 
hospital/specialist 
procedures (covered 
by private plans).

Positive list on 
medical proce-
dures, medicines.
Standard package 
includes PC, 
secondary care, 
medicines; dental 
care for <18s; 
physiotherapy and 
ambulatory mental 
healthcare

All healthcare 
(plus few 
exceptions above) 
Comprehensive 
PC, secondary, 
tertiary care; 
prevention; 
medicines. NHS 
has statutory 
duty to make 
NICE approved 
technology 
available to all

Varies across 
states. Basic 
health benefits and 
services required in 
10 service areas in 
the EHB

Dental health, eye 
care coverage (i)

No, varies by plan Yes for dental care; 
No for eye care

Yes for dental care 
to 18yrs; No for eye 
care

Yes, some exem-
ptions for specific 
groups

No, except in 
children.

% sent for duplicate 
tests in past 2 yrs 
(2012) (ii)

9% na 7% 6% 17%

% treatable at PC 
visiting ED in past 2 
yrs (2012) (ii)

41% na 26% 16% 40%

Sources: Loewenson et al. 2014a; OECD 2013a, 2013b, 2014; Paris 2014; Thomson et al. 2013; Frenz et al. 2014; Moat et al. 2014; 
Kringos and Klazinga 2014; Pennington and Whitehead 2014; Rice et al. 2013; Nolen 2014.  
Key: OOP= out of pocket; (*) for primary and hospital care; PPP= purchasing power parity; Co-pay = OOP in insured people at the 
time service is rendered; EHB= Essential Health Benefit; CHC= Community Health Centre; FQHC = Federally Qualified Health 
Centre; ED=Emergency department; (i) As an example of depth of benefits included in basic plans; (ii) indicating efficiency of care 
and medical overuse.
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Box 5: Extending insurance coverage in the Netherlands

Enrolment with basic insurance is an obligation for all Dutch citizens. Health insurers must accept all citizens who 
apply for insurance and must offer a flat premium for a predefined health service package. Basic curative care is 
funded through a flat-rate premium and income-dependent contribution, both pooled into a health insurance fund and 
allocated between health insurers using a risk-adjusted mechanism (based on sex, age, region, pharmaceutical use, 
diagnoses, socioeconomic status and income). A further mandatory social health insurance is provided for long-term 
care of chronic conditions, financed largely through income-dependent contributions. The basic benefits package, 
defined by law, includes care provided by a general practitioner and midwife and a maximum number of care sessions 
provided by physiotherapists, occupational, speech and remedial therapists and dieticians. Voluntary complementary 
health insurance is available for services not covered under these two schemes. 

Uninsured people are followed up by a government agency (Zorginstituut Nederland) by a warning by post to take out 
health insurance within a limited time, after which, if not covered, the same agency deducts this payment from their 
income with an additional fine for non-compliance. The small percent of uninsured people, while still obliged to be 
insured, are those who are difficult to follow up (such as homeless people). Such uninsured people are not penalised 
on access - they still obtain the healthcare services defined in the basic benefit package and are immediately 
registered by providers with health insurance. There are mandatory deductibles. (Deductibles refer to the amounts 
paid out of pocket for expenses before the insurance company will cover the remaining costs). People can choose to 
pay a higher deductible in exchange for a discount on their monthly insurance premium and receive compensation 
for premiums if their income is below a certain threshold. Chronically ill patients receive a financial compensation 
when they have spent more than 360 Euro (US$490) on care. At the moment, when patients visit a healthcare 
provider that is not contracted by their health insurers, they usually get 80% of the costs reimbursed. According to key 
informants “There is debate on a change to this system that would abolish the freedom of health insurers to reimburse 
non-contracted healthcare providers, including for PC. This would reduce patient freedom of choice and stimulate 
decision making based on quality of care. This is a sensitive discussion because patients value their freedom of 
choice and such access restrictions have never been implemented before in PC.” The mix of measures in the current 
system has led to 98% of Dutch citizens being insured for health expenses, although there are still inequalities. Lower 
income groups spend on average 6.2% of their annual income on healthcare co-payments (excluding insurance 
premiums) compared to 1.6% for higher income groups. 

Sources: Schäfer et al. 2010; Westert et al. 2010; Van Laere 2002 in Kringos and Klazinga 2014; RIVM 2012; Van den Berg et al. 
2014 in press; Rijksoverheid 2014c.

These financing measures are reinforced when applied 
with other measures, such as distributing personnel in 
line with need (discussed in Section 4.6); strengthening 
capacity to absorb resources, supporting quality standards 
(as discussed in Sections 4.8 and 4.9); simplifying and 
unifying administrative policies and procedures across 
plans to harmonise benefit packages (in the Netherlands, 
France and Germany) and linking insurance coverage to 
residence (France and Chile) (Gauld et al. 2012; Van Weel 
et al. 2012; Stabile et al. 2013). Expanding fund pools can, 
however demand complex governance and management 
arrangements, and consolidation within private sector 
insurers can reduce competition and make cost escalation 
more difficult to control (Okma 2009). The trade-offs 
need to be negotiated. For example, Canada’s recent shift 
to funding provinces on a per capita rather than a regional 
equalisation basis reduced conditions on funding, giving 
provinces greater latitude to set health goals, but also 
weakened federal leverage (Marchildon 2013).

The pooling of funding generates opportunities to apply 
workforce incentives, to incentivise quality improvements 
and comprehensive models, support meso activities 
for training and information technology (IT) and other 

measures discussed in subsequent sections. It contributes 
to improved co-ordination of care (Gardner et al. 2013), 
supports government control of expenditures and facilitates 
needs-based allocation of resources (Marchildon 2013; 
Kringos and Klazinga 2014; Moat et al. 2014). Innovations 
may also demand new funds, such as the CAD$800 million 
public PHC Transition Fund, set up in 2000 by the Prime 
Minister of Canada and Premiers of provinces to accelerate 
PHC reform, to support demonstration projects and research 
at provincial and national levels and the uptake of innovation 
across provinces (Hutchison et al. 2011).

Strengthening prepayment and financial protection

High premiums, catastrophic spending and delayed care 
are being addressed in the USA by limits on premiums, co-
payments and deductibles together with subsidies for low- 
income groups in the ACA. However, the gap in coverage 
of insurance still leaves many without financial protection, 
especially for high-cost cancer treatment, injuries and major 
surgery. Medicaid benefits are decided at the state level so 
there are also variations in entitlements even for those who 
qualify within their state (Rice et al. 2013; AHRQ 2012, 
2013; Nolen 2014).
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Removing cost barriers at point of care is a key measure 
for improved equity. Table 2 illustrates the various measures 
applied to avoid these costs in the case study countries with 
lower shares of OOP in UK and the Netherlands and in 
Canada for physician services. HMICs mainly set no co-
payments for PC services (UK, Canada, Denmark, Chile 
FONASA affiliates, the Netherlands basic benefit) or low or 
capped co-payments set below inflation levels (Germany), 
with exemptions for particular groups such as children, 
pensioners, those on low income and with selected chronic 
conditions, with disability and chronic conditions (France, 
UK for medicines, Chile, the Netherlands) (Timmins 2013; 
Gauld et al. 2012; Stabile et al. 2013). In the two insurance 
funded systems, free care at point of services was facilitated 
by having a public insurer (Chile) and in the Netherlands, 
given that most insurers are non-profit. The latter may be 
relevant in the USA given the $3.8 billion set aside by the 
ACA for a Consumer Operated and Oriented Plan (CO-OP) 
to provide loans for the creation of non-profit, member-run 
health insurance schemes, with limited uptake to date (US 
DHHS RAC 2014).

Providing PC free at point of care does not appear to raise 
overuse, with better performance on efficiency measures 
and reduced use of emergency or duplicate testing in such 
settings, particularly in the UK and the Netherlands (see 
Table 2). Various measures are noted to prevent unnecessary 
testing and treatment, including the role of PC in co-
ordinating referral to secondary care, health literacy and 
public trust in GP skills. Over-treatment is also reduced by 
provision of clinical guidelines on care, interactions with 
specialists and teleheath (the Netherlands), by capitation 
payment (in the UK) and by financial incentives (in the 

Netherlands and Canada) limiting unnecessary referral 
to specialists, discussed further in Section 4.6 and 4.10 
(Pennington and Whitehead 2014; Moat et al. 2014; Kringos 
and Klazinga 2014).

Exemptions on co-payments are set at national level and 
administered locally (as in Chile) or through local authorities 
(as in the Netherlands). Local administration is argued to 
allow the system to be more responsive to local needs, but 
may also raise geographical inequalities in benefits (Frenz 
et al. 2014; Kringos and Klazinga 2014). Even with selected 
exemptions, co-payments for services outside the benefit 
package were found in the Netherlands to represent a higher 
share of spending by poorer groups and to be more easily 
met by wealthier groups covered by private insurance, 
sustaining wealth and social related inequalities in uptake 
of PC and hospital services and prescription medicines (Van 
den Berg et al. 2014 in press).

Setting entitlements to benefits

Particularly where there are multiple insurers, as in the 
USA, simplifying and promoting a benefit package is argued 
to increase transparency on obligations and entitlements 
and to provide a clearer means for costing and ensuring 
coverage. The Essential Health Benefit in the ACA reform 
in the USA is thus argued to support improvements in 
equity and coverage (information on the services covered 
are found at Healthcare.gov 2014). Chile’s AUGE provides 
a further example (Box 6) (Frenz et al. 2014), progressively 
expanding the conditions included and supporting expansion 
of coverage in underserved populations, albeit with ongoing 
issues on the comprehensiveness of services (see Section 
4.7).

Box 6: Health service entitlements in Chile’s AUGE

As part of its programme of health reforms in 2005, to redress inequities in access to healthcare and align the 
health system around national health objectives, Chile introduced the Explicit Guarantees in Health (GES), commonly 
known as the AUGE plan. The AUGE defines a list of priority health conditions to be covered with diagnoses and 
treatment. By law, the priority setting process requires the use of national epidemiological, burden of disease and 
cost-effectiveness studies and must consider social preferences and feasibility. The AUGE has expanded from 25 
to more than 80 conditions, increasingly focused on prevention of illness, management of risk factors for chronic 
conditions at PC level and promotion of health through wellness checks. The prioritised AUGE conditions are 
included with enforceable guarantees of: timeliness (maximum waiting times), quality (adherence to evidence-
based clinical guidelines) and higher levels of financial protection (co-payment ceilings). The AUGE is reported 
to have improved coverage of dental health and preventive services in high-risk children, reduced morbidity and 
mortality from conditions included in insurance benefits and reduced hospitalisations and hospital-related mortality 
from complications related to diabetes and hypertension by 7-10% between 2000 and 2006 (Bitrán et al. 2010) 
(see Appendix 5 in Frenz et al. (2014) on the conditions included). At the same time the AUGE, focused more on 
medical care services, was complemented by other services that supported social inclusion, described later in the 
paper. As raised by a key informant from academia “Chile Crece Contigo brought new wind after AUGE. It had all 
the psychosocial and biological tools and goals to service population needs. It vindicated the family health model. 
Whereas AUGE was curative services and medicines, here there was follow up, rescue, promotion and prevention…
articulation with other sectors….” 

Source: MINSAL 2004; Frenz et al. 2014:5-6. 
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Benefit packages need to be reviewed and updated, publicly 
known and supported by the resources and inputs needed 
to deliver on them. Both Chile and the Netherlands have set 
defined benefit packages, adding new services over time (and 
removing others if no longer relevant) (Table 2). In Canada, 
while they sustained universal coverage of healthcare in 
periods of reduced funding in 1990-1997, no provincial 
governments changed the benefit package when public 
spending increased thereafter, despite the recommendation 
of a Royal Commission and Senate Committee to do so 
(Marchildon 2013). In Chile there is active public education 
on the AUGE to make it more widely known, particularly 
amongst vulnerable or traditionally underserved groups, 
and guidance is given on the services included to providers 
(Frenz et al. 2014).

The evidence in this section suggests that in insurance 
funded systems, widening coverage is best achieved where 
prepayment is mandatory and where there is active follow 
up to ensure coverage. Funding services from income 
related prepayments, with no charges at point of care, would 
appear to be an important ‘bottom line’. Pooling and public 
funding (whether at national or provincial level) can enable 
risk cross subsidies and provide funds to incentivise desired 
practices, provided adequate funds are applied to achieve 
this. A guaranteed benefit is an important measure to 
ensure service coverage where there are multiple insurers, 
if supported by adequate financing and service personnel 
and public education and guidance on core services.

4.3 Purchasing arrangements to 
incentivise improved practice in 
PC

Making a link between PC services and improved health 
and value for money outcomes is argued to call for more 
active purchasing or payment systems, identifying (and 
having the resources to respond to) the priority health 
service needs of the population, aligning services and their 
appropriate delivery to these needs, paying providers in 
a way that creates incentives for the efficient provision of 
quality services, monitoring the performance of providers 
and taking action against poor performance (McIntyre 
2012).

The US desk review identified a need for stronger controls 
on administration costs and wastage and for payment 
arrangements to better support interprofessional team 
approaches; quality improvements; patient contact, non-
clinical inputs, and community health and prevention 
(AHRQ 2012; Nolen 2014). Some countries have used 
rationing, benefit exclusion, or co-payments to control 
costs, but unless protections for low income groups are 
extremely effective and ‘leak free’, these can raise barriers 
to access and inequities in coverage (Stabile et al. 2013). 

Fee-for-service (FFS) payments, by far the dominant 
form of payment for PC in the USA, have been identified 
in many HMICs as a major driver of cost escalation and 
wastage, squeezing out necessary but more time-consuming 
consultations (Pedersen et al. 2012). Table 3 shows the 
purchasing arrangements in the case study countries.

While present in all the case study countries, FFS is not 
the main payment arrangement for PC, except in Canada 
and in the private sector in Chile. In the other countries, 
as for many HMICs, there is a mixed provider payment 
system. This includes a mix of capitation (a set fee per 
person/patient) and FFS (the Netherlands, England, Italy, 
New Zealand, Sweden, Switzerland), together with bundled 
payments especially for chronic disease management (the 
Netherlands) and performance- (outcome) based financing, 
or pay-for-performance (P4P) (England, Sweden, Chile) 
(Thomson et al. 2013; Table 3). There are also optional 
FFS incentives for quality/equity enhancements, such 
as having longer opening hours, for providing services 
normally referred to secondary level (the Netherlands) or 
for comprehensive free reviews for patients with diabetes, 
care of other chronic conditions, avoidable admissions, 
mental health referrals and immunisations (New Zealand; 
Goodyear-Smith et al. 2012). 

England provides an example of blended payment 
arrangements within a tax funded NHS. Practice income is 
approximately 75% capitation, 20% P4P under the Quality 
and Outcomes (QOF) framework discussed further below, 
and 5% as FFS in Enhanced Services’ contracts (Roland 
et al. 2012). A General Medical Services (GMS) contract 
introduced in 2004 pays a global sum as a weighted 
capitation formula; a QOF component, designed as a P4P 
incentive and fees for optional enhanced services (see Box 
7). About 60% of practices are on the GMS contract and 
40% on locally negotiated Personal Medical Services (PMS) 
contracts, with form and content of the latter influenced by 
the GMS (Pennington and Whitehead 2014).

In the Netherlands blended payments from insurance 
funders are paid in accordance with non-negotiated tariffs 
for PC services, for a defined package and population 
health targets set by government. General practitioners 
receive: (i) a capitation payment for each listed patient 
determined by their age and catchment area income level; 
(ii) additional payments for working with a practice nurse 
and/or collaborating with other practices with patients 
from deprived areas; and (iii) a fee for modernisation and 
innovation procedures that potentially substitute secondary 
care, such as minor surgery or to improve the quality of care, 
such as using cognitive tests (Kringos and Klazinga 2014; 
Appendix 5). The Netherlands has also introduced bundled 
payments to reduce fragmentation of services by different 
providers for prevention and care of chronic conditions. 
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Table 3: Purchasing arrangements in the case study countries and the USA

Area Canada Chile Netherlands UK (England) USA
PC services 
purchased from

Private PC 
practices paid 
from provincial 
insurance

Public and private 
PC services paid 
from insurance; 
regional health 
service

Private PC 
practices 
Insurers pay 
care groups to 
manage bundled 
payments

Most PC 
practices 
physician-owned 
independently 
contracting with 
NHS England

Mostly private PC 
practices paid by 
insurers (i)

Primary care 
payment

Mostly FFS Some 
Cap

Private FFS 
Public Cap P4P

Cap, FFS, P4P, 
GB Bundled 
payments 
for chronic 
conditions

Cap, P4P 
Optional 
payments for 
enhanced 
services

Mostly FFS Some 
salary, cap, 
bundled payment 
(ii)

% PC revenue 
from sources

FFS - 89% 
Other (Cap, P4P, 
salary) - 11% in 
2001

FFS - in private 
PV  
Cap -70%  
P4P-8-23%

Cap - na 
FFS – na 
P4P - na 
GB - na

Cap – 75% 
P4P – 20% 
Optional 
payments as 
above - 5%

na

Pay-for-  
performance

Varies across 
provinces; 
P4P in FHTs; 
performance 
bonuses in FHNs 
in Ontario

Mandatory, 
incentives in the 
public sector 
for prevention, 
chronic 
care, patient 
satisfaction, 
efficiency

Voluntary, 
incentives for 
prevention, 
chronic 
care, patient 
satisfaction, 
efficiency

QOF (for 
diagnosis and 
management of 
chronic health 
conditions)

na

Determination 
and weightings 
for capitation 
payments

Ontario provincial 
government and 
OMA negotiate 
the capitation 
formula. 
Weighted by age, 
sex of catchment 
population

Set by 
government/ 
insurers; 
Population; 
geographic zone; 
deprivation; Fixed 
amount added 
for % population 
+65 yrs and 
geographic/
sociocultural 
challenges

Set by 
government/ 
insurers 
Age, sex, health 
status, catchment 
area and income 
level

Patient list 
size, age, sex; 
catchment 
population 
mortality, 
morbidity and 
deprivation. 
BMA involved 
in contract 
negotiations

na

Incentive 
schemes

Access bonus 
and payments 
for enrolling 
unattached 
patients—
designed to 
improve access 
and enhance 
retention of 
patients in care

Incentives 
for child 
psychomotor 
development, 
reduced obesity, 
Pap smear 
coverage; 
dental coverage 
for children 
and pregnant 
women; selected 
diabetes, 
hypertension 
services; 
functional local 
health councils

For working 
with a practice 
nurse and/or 
collaborating 
with practices 
with patients 
from deprived 
areas; A fee 
for innovations 
that potentially 
substitute 
secondary care

QOF P4P; 
Optional funding 
to practices 
for enhanced 
services 
(e.g. patient 
participation; 
extended opening 
hours; online 
appointment 
and prescription 
services)

Varies across 
schemes and 
states)

Sources: Loewenson et al. 2014a; OECD 2014; Moat et al. 2014; Frenz et al. 2014; Kringos and Klazinga 2014; Pennington and 
Whitehead 2014; Hutchison et al. 2011; Rice et al. 2013; Nolen 2014; Alexander 2008. 
Key: Cap = Capitation; FFS = Fee for service; P4P = Pay-for-Performance; GB = Global Budget, BMA = British Medical Association; 
na = not available; (i) noting consolidation with larger practices and services; (ii) for specific cardiovascular and orthopaedic 
procedures. 
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Box 7: Purchasing PC services in England: The GMS contract

The GMS contract covers three main areas, each with its own funding stream:

• The global sum (known as core funding), contributes 60-75% of a typical practice’s income, covering running 
costs and essential GP preventive, mother-and-child healthcare and minor surgery services. The bulk of the 
payment is determined by a weighted capitation formula that takes into account patient needs and service 
costs, based on the registered patient list size, age, sex, and catchment population mortality, morbidity and 
deprivation. Typically in more remote/rural areas, practices providing dispensing services to patients who 
cannot access a pharmacy receive fees per item dispensed. 

• The Quality and Outcomes Framework (QOF) component, introduced in 2004, contributes 15-20% of a 
practice’s income. It was designed as a voluntary P4P incentive to improve overall quality of care for chronic 
disease and to reduce variation in care between practitioners; it covers almost all GP practices in England. 
In 2013 weighted indicators were set for ten chronic conditions chosen for their prevalence or contribution to 
burden of disease. There are now 148 evidence-based indicators of clinical, organisational, patient experience 
and additional services. Indicators and targets are not regularly reviewed but a review is currently underway. 
Payments are made to practices according to the percentage of patients meeting each individual indicator/
target. Practice partners - usually the most senior physicians, distribute QOF payments to other personnel, 
although it is reported that these payments have not always been equitably distributed. Practices must achieve 
a minimum percentage before receiving points and points and payments increase up to the maximum of the 
threshold. The QOF payment is adjusted to take into account the size of the practice and patient numbers on 
disease registers. As an important measure to give practices flexibility to respond to patient needs, the QOF 
allows for ‘exception reporting’ when an incentivised practice cannot be prescribed or used, such as due to a 
contraindication or side effect. Other aspects of the QOF are discussed in Box 16. 

• Payments for enhanced services are made for the provision of optional enhanced services, where the 
additional funding contributes 5-15% of practice income. Many of the services were previously provided at 
secondary level, such as services for alcohol-related risk reduction, timely assessment of patients who may 
be at risk of dementia and identification and management of seriously ill patients or those at risk of emergency 
hospital admission. The funding also covers practices such as patient participation, extended hours access, 
patient use of electronic communications for booking appointments and obtaining repeat prescriptions and 
support for remote care patient monitoring. 

Sources: Pennington and Whitehead 2014; Doran 2009; Roland 2004; HSCIC 2013; NHS Employers 2014.

Box 8: Bundled payments to support integrated chronic care in the Netherlands

The Netherlands introduced bundled payments by insurers for selected chronic conditions in 2007 to overcome 
service fragmentation, to limit PC referrals to secondary care (with incentives to keep patients longer in PC), and 
to incentivise web consultations and more flexible opening hours. New legal entities, ‘care groups’, were formed 
consisting of multiple healthcare providers, mainly general practitioners, to be the principal contracting agency 
for all assigned patients within a chronic care programme. Patients are assigned to a care group based on the 
condition. Care groups either deliver care directly or subcontract with other providers (general practitioners, medical 
specialists, nurses and other disciplines, laboratories) to do so. The care group contracts with the health insurance 
fund and then negotiates the price freely with the individual providers for the subcontracts (RIVM 2012). Care groups 
were reported to have substantial market power over individual PC practices, as they control the funds, limiting the 
power of PC providers to negotiate their choice of service to work with. As noted in the case study, some time was 
needed for the benefits to be felt: “In the introduction various challenges had to be addressed: bundled payments and 
care provided varied widely by care group, in part due to prices being freely negotiable and inexperience in setting 
prices for the bundles. Some insurers sought to contain costs by restricting care activities. Over time healthcare 
providers reported improvements in co-ordination among care providers, adherence to protocols, attendance of 
multidisciplinary consultations and use of electronic health records.” Diabetes patients enrolled in the disease 
management programmes used almost 25% less hospital care than patients with routine care, with lower levels of 
hospital care costs. While bundled payments reduced service fragmentation, addressing multimorbidity still requires 
a population-based approach, currently being explored. 

Sources: Kringos and Klazinga 2014; Rijksoverheid 2014a; Struijs et al. 2012a.
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A principal contracting entity or ‘care group’ receives a 
single payment to cover the full range of PC and secondary 
level services for a fixed period for these conditions, with 
about 80% GPs covered by 2010 (Van Weel et al. 2012; Schut 
et al. 2013; Box 8). 

Some forms of payment act as incentives for specific areas 
of practice, such as the funding for enhanced services in 
the UK, and Chile’s reinforcement of PC or Reforzamiento, 
paid as budget transfers to support expanded delivery of the 
AUGE and Chile Crece Contigo (Table 2), negotiated under 
annual contract agreements between municipalities and the 
respective health service, in accordance with Ministry of 
Health guidelines (División de Atención Primaria 2010:44).

There are cautions that such incentive related payments 
should avoid introducing new administrative burdens and 
service biases or penalise those working with marginalised 
populations (Glasziou et al. 2012; Hutchison and Glazier 
2013; see Box 9). In the UK and Chile, P4P payments were 
noted to divert attention from non-incentivised areas, with 
a risk of thresholds acting as a ‘quality ceiling’, preventing 
further improvements. Indicators need to be carefully 
selected and regularly reviewed to avoid such effects. Further, 
professional buy-in and confidence that the measures aim to 
improve care and not just to reduce costs is argued to reduce 
‘gaming’ of the system (Pennington and Whitehead 2014; 
Frenz et al. 2014). 

These purchasing arrangements call for complementary 
inputs to provide the information technology capabilities 
and systems to monitor and review service performance and 
patient experiences with healthcare. In the Netherlands, for 
example, care groups and individual providers are obliged 
to keep and share records for local review, feeding also 
into a National Institute for Public Health and Environment 
(RIVM) report every four years on the performance of the 
Dutch healthcare system (Van den Berg et al. 2014). New 
purchasing arrangements may thus require increased, rather 
than reduced, resources in early years to support these 
capacities, noting their wider benefit in the system. In Chile, 
for example, specific funds are made available to support PC-
level pharmaceutical management, electronic information 
systems, education and text messaging to increase patient 
adherence (Yáñez 2014:31).

The case studies suggest that moving away from FFS towards 
(blended) capitation payments and service incentives may 
not only reduce cost escalation, but also support a more 
holistic approach to PC. Notably in the Netherlands in 
2006, when new payment arrangements were negotiated 
and introduced under the new insurance law, the national 
association of general practitioners argued for a capitation 
system as it allowed for strong relationships with patients. 
Insurers however preferred to track and compensate for 
performed work through FFS. The outcome of the combined 

system is shown in Table 5 (Van Dijk 2012). As a natural 
experiment in Ontario, Canada, new blended capitation 
payment arrangements complemented by targeted payments 
were reported to have improved patient enrolment, support 
for multidisciplinary teams, extended hours access and 
health promotion and prevention services. Progress on these 
same outcomes has been slower in Quebec, where FFS still 
dominates (Moat el al. 2014; Appendix 5 summarises the PC 
models in Ontario and Quebec). Capitation payments are 
reported to have improved patient satisfaction and provider 
responsiveness, although evidence on quality or coverage 
outcomes is not (yet) available and note is made that the 
formula for capitation should not bias against complex 
cases (Moat et al. 2012). Capitation payment arrangements 
have synergies with enrolment and patient registration or 
rostering practices, discussed later, both supporting and 
being reinforced by these measures. (Patient enrolment 
refers to the listing of individuals in a catchment population 
with a provider, also termed registration or rostering).

There has been resistance to new payment structures in the 
USA, largely due to concerns over the impact on providers’ 
income, and the lack of familiarity with successful 
experiences. Nevertheless, some blended payment models 
are advancing, with quality, efficiency and health outcomes 
included in Medicaid Waivers, and patient-centred medical 
homes (PCMHs) applying risk-adjusted capitation, 
performance payments and bundled payments for addressing 
chronic diseases (Berenson and Rich 2010; McNamara 2006; 
Kaiser Family Foundation 2011a, 2011b).

Ontario province in Canada provides an interesting example 
of how a movement from FFS towards blended payment 
strategies and capitation has been applied since 2004/5 that 
may provide useful learning for similar transitions in the 
USA (Glazier et al. 2012). In Canada professional groups are 
a powerful lobby and need to be persuaded of the benefits 
of capitation for it to succeed. Many physicians supported 
capitation, however, as a more balanced approach to patient 
care, enabling management or co-ordination of services 
for more complex cases and multimorbidities (Moat et al. 
2014). Importantly, by combining capitation with incentives 
for after-hours care, patient enrolment, EMR adoption and 
administration, PC physicians pay improved, narrowing 
the gap with that of specialists. Not all physicians support 
capitation, however, and some personnel (such as nurses) did 
not benefit from the incentives. Having different purchasing 
arrangements in the different PC models in the province, 
discussed further in Section 4.7, appears thus to have been a 
necessary option for managing the political concessions in a 
reform agenda (Moat et al. 2014; Strumpf et al. 2012).

As noted in the UK, Chile and Canada cases, nurses and 
other PC professionals also need to benefit from capitation 
to obtain their support (Frenz et al. 2014; Pennington and 
Whitehead 2014; Moat et al. 2014). 
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Box 9: A checklist to review financial incentives

Glasziou et al. (2012) reviewed published evidence on P4P schemes and raise six questions to address to decide 
whether to introduce P4P (related to the likely benefit) and three to inform design of P4P (related to the systems, 
processes and payments). For whether to introduce incentives, they ask: 1. Does the desired clinical action improve 
patient outcomes? 2. Will undesirable clinical behaviours persist without the intervention? 3. Are there valid, reliable 
and practical measures of the desired clinical behaviour? 4. Have the barriers and enablers to improving clinical 
behaviours been assessed? 5. Will financial incentives work better than other interventions to change behaviours, 
and why? 6. Will benefits clearly outweigh any unintended harmful effects and at an acceptable cost? If the answers 
are ‘yes’ to the above, then to inform the design they propose asking: 7. Are systems and structures needed for the 
change in place? 8. How much should be paid to whom, and for how long? 9. How will the financial incentives be 
delivered? 

Source: Glasziou et al. 2012.

In the Netherlands, insurers began to reimburse the 
services of PC nurses after  the insurance reforms of 
2006, recognising their  contribution to chronic care (Van 
Dijk 2012). Chile has a similar mix of capitation and P4P 
incentives, negotiated annually for each PC establishment 
and the regional health service, in line with national 
standards (Subsecretaría de Redes Asistenciales 2013c). 
Here, however, if the establishment meets 90% of its 
targets, the payment is made to all primary care workers 
– administrative and provider staff included - through an 
annual bonus consisting of a variable percentage of the base 
salary, divided into three payments (Frenz et al. 2014).

One way of avoiding resistance to a shift away from 
FFS is to allow for a range of approaches, while giving 
additional incentives for capitation and blended approaches. 
Such incentives include payments that enhance career 
paths, improve relative incomes and improve practice 
environments, including for information systems. Incentives 
that benefit all personnel in practices also build wider 
support, with measures for applying such payments through 
distribution from the practice partners, and as increments to 
annual bonuses.

4.4 Ensuring health value for money 
in medicines and technology

Technological innovation has the potential to improve health 
benefits and reduce costs. It can also achieve the opposite. 
In the USA, the over or inappropriate use of medicines and 
diagnostics is reported to contribute to cost escalation, with 
$105 billion excess costs estimated in 2009 from prices 
above competitive benchmarks (IOM 2010; Nolen 2014). 
With strong pharmaceutical lobbies, the USA currently 
prohibits negotiated rates for medicines and has rejected 
reference pricing in policy, although there are reduced co-
payments in some insurance plans for generic substitution. 
There are also legal duties on manufacturers of medicines 
and technologies that participate in US federal healthcare 
programmes to report payments given to physicians and 

teaching hospitals (Ruggeri and Nolte 2013; OECD 2008; 
Rice et al. 2013).

International experience points to a range of measures used 
to assess and ensure value for money and to widen health 
benefits from technology innovation, including technology 
assessment, price negotiations through central procurement, 
incentives, co-payments and literacy support for both health 
workers and communities to discourage use of higher cost 
medicines and technologies over equivalent lower cost 
options and to control of non-beneficial treatments. Table 4 
shows the varying degrees to which the case study countries 
apply such measures.

Many countries (Canada, UK, France, Germany, Australia) 
have agencies that assess the effectiveness and, in some 
cases, value for money of new technologies, treatments and 
drugs (Stabile et al. 2013; Lopert and Elshaug 2013). Several 
US bodies assess technology and research comparative 
effectiveness, but the Patient Protection and Affordable Care 
Act provides that the Medicare-funded Patient-Centered 
Outcomes Research Institute (PCORI) cannot issue coverage 
guidelines or make treatment recommendations using cost 
effectiveness research or “develop or employ a dollars-per-
quality adjusted life year…as a threshold to establish what 
type of healthcare is cost effective or recommended” (Nix 
2012). Box 10 overleaf presents the contrasting example of 
NICE in the UK, and its contribution to health equity and 
value for money.

In 2002-2012 there was a 62% increase in medicines 
dispensed in the UK at a time when the average annual cost 
to the NHS of prescribed medicine fell by £9 ($15) per capita. 
This was attributed to a rising use of generic (non-brand) 
medicines and many medicines coming off patent. Generic 
prescribing in PC rose from 53% to 73% of medicines in 
the period (Pennington and Whitehead 2014). Prescribing 
of generic medicines has been well established in the UK 
since the early 1990s, when an indicative prescribing 
scheme encouraged it through education to patients and 
practitioners. 
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Table 4: Health Technology Assessment arrangements, case study countries and USA

Area Canada Chile Netherlands UK (England) USA
HTA methods 
include

Economic 
evaluation (**) 
Public payer and 
Health system 
perspective 
Budget impact

Proposals 
under review to 
strengthen HTA 
procedures

Economic 
evaluation 
Societal 
perspective (*) 
Budget impact

Effectiveness and 
value for money 
assessments 
Societal 
perspective*

Cost effectiveness 
not used by law in 
formal healthcare 
recommendations 
or guidelines

HTA performed 
by

Independent 
national, some-
times provincial 
body, purchasers

National HTA Unit 
and commission

Independent 
central body

Independent 
central body 
(NICE)

PCORI, AHRQ (as 
funder) academia

Medicine 
pricing, 
reimbursement

Formal 
pharmaco-
economic 
assessment

na Formal 
pharmaco-
economic 
assessment

Limits set to 
return on capital 
(profits) and value 
based pricing

No national price 
regulations.

Pharmaceuticals 
as % h/hold exp

32% 55% OOP 
spending

20% n.a 29%

Sources: Loewenson et al. 2014a; OECD 2014; Paris 2014; Moat et al. 2014; Frenz et al. 2014; Kringos and Klazinga 2014; 
Pennington and Whitehead 2014; Stabile et al. 2013; Cid and Prieto 2012; Thomson et al. 2013; Rice et al. 2013; Nolen 2014 
Key: na = not available; (*) considers and monetises all costs and benefits for the society (cost-benefit analysis); (**) considers costs 
(and savings) for public payers for health system + social services where relevant.

It set ‘indicative prescribing amounts’ for each PC practice 
for them to audit and review their practices, backed by 
advisers to provide support and information. After initial 
resistance, many doctors were reported to be reviewing their 
prescribing practices (Bligh and Wally 1992). Subsequent 
NHS campaigns have raised PC staff and patient awareness 
on unnecessary prescribing and use of certain drugs, such 
as antibiotics.

HMICs have used a variety of methods to address medicine 
costs, including generic and reference prescribing, audit of 
indicative pricing, mandatory generic substitution, financial 
incentives to pharmacies to dispense generics and public 
education on rational use of medicines.

Some Canadian provinces use reference pricing (i.e. 
maximum reimbursements based on standard costs above 
which patients pay) for medicines (Stabile et al. 2013; 
NICE 2010), and Canada has adopted bulk pharmaceutical 
purchasing in its provincial public drug plans (Stabile et al. 
2013). At the federal level, the Canadian Patented Medicine 
Prices Review Board regulates the prices of patented drugs 
entering the Canadian market, but has no authority to 
regulate prices or fees charged by wholesalers or pharmacies. 
The Ontario Drug Benefit programme has implemented 
a drug formulary, mandatory generic substitution, and 
a small cost share to contain costs. While the USA has 
rejected reference pricing, other options exist. In France and 
Germany, payments for medicines incentivise pharmacists 
to dispense lower cost drugs (Stabile et al. 2013). France 
has a ‘generic versus third party’ scheme, where patients 

agreeing to generic substitution do not pay anything for 
their drugs. This led to an increase in the substitution rate 
by 13% in one year, with costs savings of over $270 million 
(Durand-Zaleski 2013).

The Netherlands have kept the growth in expenditures on 
medicines at 1-2% per year since 2008 through joint targeted 
policy and action by government and insurers to reduce 
medication prices (CVZ 2012). The Act on Pharmaceutical 
Pricing provides that pharmaceuticals on average cannot 
have a higher price than that in neighbouring countries. 
Insurers agreed with government to reimburse in the basic 
benefit package the medicine with the lowest price, in 
most cases generic medicines. This ‘preference policy’ has 
resulted in substantial cost-effectiveness gains, reducing the 
costs per user and per unit of health benefit and saving an 
estimated 3 billion Euros ($4 billion) in 2011 (CVZ 2012). 
In 2012, government further agreed with the National 
Association for General Practitioners (LHV) for GPs to 
prescribe medicines with the lowest price wherever feasible, 
without compromising quality of care (Rijksoverheid 2014b; 
CVZ 2012).

Beyond prescriber practices, it would be important to 
identify how countries are addressing rising costs of 
imaging, pathology and other investigations, as we did not 
obtain evidence on this from the case studies or desk reivew. 
Other measures may indirectly control costs of and widen 
health benefits from technology that apply at PC level, 
including support of adherence to guidelines (see Section 
4.8), recognising practice assistants/nurse-led treatment 



24

programmes and interprofessional care teams (Dinh et al. 
2014; see Section 4.5); using teleconsultation and telecare 
programmes to facilitate management at PC level and 
reduce costly referrals (Chile, Canada and the Netherlands; 
see Box 11); and embedding pharmacists within PC teams 
to ensure appropriate prescribing and to alert when patients 
do not fill scripts (Moat et al. 2014).

As noted in Box 11, these measures can widen access to or 
benefit from technologies, while also improving continuity 
and efficiency of care (Giesen et al. 2011). In the UK and 
the Netherlands, appointments can be scheduled by phone 
or internet and medical consultations conducted by phone. 
In Chile, phone counselling is used to support management 
of people with chronic diseases. PC clinicians also use IT to 
obtain support from a range of specialists (the Netherlands 

and Chile) (Pennington and Whitehead 2014; Kringos et 
al. 2013a; Frenz et al. 2014). The role of IT in supporting 
practice in PC is further discussed in Section 4.9.

Cost control and quality assurance of new technologies 
is thus largely provided through agencies that assess the 
value for money, new technologies, treatments and drugs. 
For medicines this is supported by various options or 
incentives for prescribing generic or lower cost substitute 
medicines, supported by physician and public education. 
The cost savings reported are significant and while the 
USA has policy restraints on embedding HTA in the 
manner achieved in the UK, it has openings for the more 
evidence-based approach in other settings: HTA evidence 
and value for money guidance is now more widely available 
for public, professional and insurer dialogue; there are 

Box 10: The UK’s ‘NICE’ ensuring improved health outcomes and value for money

The UK National Institute for Health and Care Excellence (NICE) was established in 1999 to improve standards of 
care for patients and reduce inequalities in access to innovative treatments. Its remit was expanded to public health in 
2005 and to social care in 2013. It was a statutory special health authority within the NHS, independent of government, 
until 2013, becoming a statutory non-departmental public body, operationally independent of government, but funded 
and accountable to the national Department of Health. NICE delivers on its mandate to “improve outcomes for people 
using the NHS and other public health and social care services while ensuring value for money” through its: 

a. Centre for Health Technology Evaluation, which appraises clinical effectiveness and economic factors and 
makes recommendations on the basis of value for money on use of new diagnostics, medicines, medical 
devices, surgical procedures and health promotion activities within the NHS in England and Wales. 

b. Centre for Clinical Practice, which uses best available evidence to develop non-binding clinical guidelines on 
appropriate care of people with specific diseases and conditions within the NHS in England and Wales. The 
guidelines are used to improve the quality of healthcare, as standards to assess clinical practice, in professional 
education and training and to support informed decisions by patients and their communication with health 
professionals. 

c. Centre for Public Health Excellence, which develops guidance on health promotion and ill health prevention for 
the NHS, local authorities and public, private and voluntary sectors.

NICE’s work has been supported by a paradigm of evidence-based appraisal, standard setting and practice, applied 
in the UK since the 1990s and well regarded internationally. It emphasises rigorous and transparent methods and 
involving patients and the public at every stage of assessments, independent of industry interests. Its 170 different 
guidelines are seen as authoritative audit standards. As raised by a medical key informant: “… it has to have credibility, 
it has to have the support of the professionals and the support of government and the support of managers, and I 
think one of the great triumphs of NICE has been that it’s achieved all those. I guess it’s done it by the quality of its 
work, by its transparency and by being seen not to be in the pocket of any one of those groups.” 

The impact of NICE guidelines was reported to have been enhanced when they covered conditions also included 
in the QOF for GPs. In 2001, government also placed a statutory obligation on health authorities to make all NICE 
approved technologies/medicines available to all patients. NICE has faced various challenges in applying the 
guidelines, including a perception of inflexibility in guidelines undermining a doctor’s discretion to tailor treatment to 
the individual patient and a possibility of recommendations driving practice and spending into areas that are of lower 
priority. NICE approves approximately 90% of all new technologies, with considerable cost to the NHS. Evaluations 
over fifteen years have, however, reported that NICE guidelines have contributed to transparent decision making 
on technology, driven by evidence on value for money rather than cost, involving public and patients, supporting 
the standardisation and improvement of practice in many areas of care and contributing to equity in access to new 
technologies. 

Sources: DoH 1999; NICE 2005; Wathen and Dean 2004; Smith et al. 2008; Stabile et al. 2013. More detailed information 
provided in Pennington and Whitehead 2014.
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a range of incentive options for promoting generic and 
lower cost medicines aimed at patients, prescribers and 
pharmacists; and there is scope for stronger communication 
and IT measures to raise public awareness (Pennington 
and Whitehead 2014). Further, while many pilot initiatives 
are using IT in the USA, they have not been mainstreamed 
into PC practice or reimbursement structures. Section 4.9 
discusses this further.

4.5 Producing, organising and 
supporting a PC-oriented 
workforce

Workforce shortages and pay, status and workload 
challenges were all noted as concerns in the USA. The 
country’s workforce distribution is largely unregulated 
with some financial incentives for service in underserved 
areas, including loan repayments and higher reimbursement 
rates (Rice et al. 2013). Medical student exposure to PC is 
late, with low interest in PC and limited interprofessional 
training. At the same time, PC practice and team-based 
care is of growing interest, with extended recognition and 
licensing for a spectrum of PC professionals, improved 
pay levels relative to specialists, training, orientation and 
continuing medical education, and team practice of PC 
physicians, NPs, PAs, nurses, social workers, and lay health 
workers in PC models (AHRQ 2011; Kaissi 2012; National 
Centre for Health Statistics 2010; Rounds et al. 2013; Stange 
2012; Nolen 2014).

In all the case study countries, doctors, nurses and 
administrative staff are universally found in PC (see Table 
5 overleaf).

Across all settings these core clinical personnel operate with 
other personnel and interprofessional teams that create, or 
have the potential to create, a more holistic approach to person-
centred care, a more integrated approach to multimorbidity 
and in some cases to support a PC system more able to reach 

underserved areas, as discussed below. These personnel 
include: nurse practitioners (NPs), pharmacists, dieticians, 
mental health workers, behavioural health counsellors, 
dentists, midwives, nutritionists, physiotherapists, social 
workers, psychologists, occupational and speech therapists, 
nursing assistants and health promotion workers. (Nurse 
practitioners are registered nurses with postgraduate 
training in fields relevant for PC.) The variation in which 
specific categories are present reflects in part different 
public health burdens (more maternal health burdens in 
Chile, more long-term care in other settings), in part the 
culture and outreach of the health system and in part policy 
legacies such as insurers paying only physicians and the 
relative bargaining power of the different professions. As in 
the USA, shortages and losses of PC personnel and a failure 
to attract young practitioners have also acted as drivers for 
innovation

Various factors discourage personnel from PC practice, 
including long working hours, low recognition, risk of 
litigation, the complexity and emotional demand of PC, 
under-resourced practice settings, low pay relative to other 
specialties and poor reward for patient contact and non-
clinical inputs (Laugesen et al. 2012; Loewenson et al. 
2014a; Watt 2014). Training and financial measures have 
been used to address this: Cuba has expanded training to 
achieve one of the highest family physician-to-patient ratios 
globally (Dresang et al. 2005; Devi 2014). In Canada, the 
share of graduates choosing postgraduate training in family 
medicine rose from 25% in 2003 to 34% in 2011 (Strumpf 
et al. 2012), with improved pay levels and new PC models in 
Ontario argued to have made PC more attractive for young 
graduates (Moat et al. 2014).

Various measures have been used in HMICs to attract, 
develop, orient and distribute PC professionals. The overall 
culture and service ethos they are applied within needs to 
be considered, however, in thinking about their application 
to other settings:

Box 11: Teleconsultation in the Netherlands

Teleconsultation is reimbursable as a ‘modernisation and innovation procedure’ in the Netherlands to reduce the 
number of referrals to specialists by using internet resources at PC level. Telecare in eye care and cardiology has, for 
example, shown to reduce referral rates by 50%, and teledermatology has reduced referrals to dermatologists and 
increased flexibility of scheduling. The PAZIO project in Utrecht province is developing a national healthcare portal to 
facilitate online appointments, self-management activities for chronically ill patients; prescription requests by patients; 
and to allow patients to view their own medical record. Telecare brings efficiencies and enhances possibilities for 
social participation and accountability of services, discussed in Section 4.10. In 2008, the Municipality of Almere 
initiated the Zorg.tv [care tv] pilot, which is part of a large-scale telecommunication project. The target population of 
the pilot is patients of local mental and social healthcare organisations, their carers and family members. Participants 
communicate with each other and with their healthcare providers via their television. 

Sources: Kringos and Klazinga 2014; Van der Heijden and Schepers 2011.
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Table 5: Workforce features in the case study countries and the USA

Area Canada Chile The Netherlands The UK USA
PC workforce 
personnel

Mainly doctors and 
administrative staff and 
to a lesser extent nurses, 
nurse practitioners (NPs), 
pharmacists, dieticians, 
mental health workers

Doctors, dentists, 
nurses, midwife, 
nutritionists, 
physiotherapists, 
social workers, 
psychologists, 
admin staff

GPs, PC/ specialised/ 
practice/home care 
nurses, midwives, 
occupational/speech and 
physiotherapists, dentists

GPs, practice and 
specialist nurses, 
nursing assistants, 
health promotion 
workers, mental 
health workers, 
physiotherapists, 
dieticians, mid-
wives, admin staff.

PC physicians 
of different 
types, nurses, 
NPs, medical 
assistants, PAs, 
social workers, 
care managers

Physician 
density/ 10 
000 (i)

24 3.5 30 28 25

Nurse density / 
10 000 (i) 93 4.1 118 86 111

Dentist 
density/ 10 000 5.9 (2008) 2.1 5 (2007) 5.1 (2008) 5.7 (2010)

Ratio 
specialist: GP 
pay (iii)

1.52: 1 
(2008) na 1.57-1.70:1  

(2007)
1.34-0.72:1 
(2008)

1.6 
(2003)

Ratio of 
specialists to 
GPs /1000 
people 2010

1.10: 1 na 3.01:1 2.46:1 7.26:1 (2011)

Financial 
incentives

Varies across models: 
Targeted incentives for 
after-hours care, patient 
enrolment, administration/
IT innovation, nurse 
salaries

Additional salary 
bonuses for 
professions in 
remote or certain 
sociocultural 
areas

P4P and funds for 
interprofessional 
collaboration; to employ 
NPs; Bundled payments 
for chronic care

P4P through the 
QOF for enhanced 
services Funding 
for enhanced 
services

Varies across 
insurers

Non- financial 
incentives for 
PC practices, 
personnel (iv)

Support with IT and 
new technology 
Interprofessional teams 
provide supportive 
environment Recruitment 
and retention bonuses

Skills 
development, 
specialist training 
programmes

Training places, 
specialisation for GPs, 
community and PC nurses 
Group practice, task 
shifting reduces workload, 
enables part-time work

GP status as 
expert specialist 
New GMS contract 
provides more 
flexible and 
part-time working 
arrangements

Expanded scope 
of practice for 
NPs, PAs in 
some states More 
flexible hours in 
group practices

Sources: Barrientos and Larrea 2013 in Frenz et al. 2014; Boyle 2011; Hutchison et al. 2011; Loewenson et al 2014a; Kringos and 
Klazinga 2014; Moat et al. 2014; OECD 2010, 2013b; Marchildon 2013; Schäfer et al. 2010; WHO EURO 2009 in Schäfer et al. 2010; 
Pennington and Whitehead 2014; Thomson et al. 2013; Schut et al. 2013; Nolen 2014; Fujisawa and Lafortune 2008; Rice et al. 2013. 
Key: (i) 2011 or nearest year, in all countries all personnel in health sector practice in clinical and other roles; 
(ii) 2009 for England and Canada; 2007 for the Netherlands or nearest year; 2013 for Chile. 
(iii) reflect the range between salaried and self-employed GPs (iv) above leave benefits for all employees.

1. Undergraduate and specialist training and 
continuing education to strengthen the field of PC and 
the expert nature of the work in PC, supporting also the 
acceptability and trust in general practice by patients 
(Pennington and Whitehead 2014; see Box 12). Such 
training is supported by studies of workforce capacity 
needs and workforce planning, strong family medicine 
departments and curricula, increased places in training 
institutions and loan repayments or scholarships (in 
Netherlands, Kringos and Klazinga 2014; England, 
Pennington and Whitehead 2014). While training in the 
USA and the four case study countries is comparable in 
duration and structure, the case study countries appear 
to have more opportunity during training for students 
to work in the community which strengthens their 
competencies for social roles and team approaches. 

2. Policy instruments to encourage a fairer distribution 
of PC practices, including: controlling where doctors 
can set up new practices (a blunt instrument used 
in England with positive but unsustained impact); 
offering incentives to work in remote or disadvantaged 
areas (England, Chile, with unclear overall impact); 
and increasing the supply of GPs in the country (all 
countries seen to mitigate inequalities when entry 
controls were abolished in England); and requiring 
insurers to contract a sufficient amount of PC providers 
in their region to guarantee access to their insured 
clients in the Netherlands (Goddard et al. 2010; 
Pennington and Whitehead 2014; Frenz et al. 2014; 
Kringos and Klazinga 2014). 
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Box 12: Training expert generalists in England

In the UK, general practice is treated as a specialised area, requiring the depth of training of secondary care 
specialties. Expert generalists is the term used to characterise the specialist nature of the profession. GP education 
and training is well established and regarded. It takes ten years, including five years for an undergraduate medical 
degree, a two-year foundation programme of general medical training and three years of specialist training in general 
practice, to gain membership of the Royal College of General Practitioners (RCGP). Newly qualified GPs continue 
to learn together in groups as part of continuing professional development, with support from senior PC practitioners 
and the RCGP. Expert generalist training focuses on managing uncertainty: making informed decisions about the 
severity and prognosis of conditions and managing the continuum of care, from health promotion to palliative care. 

From the PC practice and patient side, this depth of training (and the traditional longevity of GP/patient relationships) 
has led to a generally high level of trust in PC and GPs as first port of call and as the respected gatekeeper to 
secondary and tertiary care, leading to 90% of healthcare contacts in the NHS being dealt with in PC. The role of PC 
and GPs as first access and gatekeeper are features that have supported value for money in the UK system, further 
discussed in Section 4.6. As gatekeeper, PC co-ordinates referral to other levels and services to facilitate appropriate 
care. This functions because people believe that GPs have the necessary expertise to help them get the care they 
need. Expert generalists are able to use clinical judgement and reduce unnecessary medical investigations and 
diagnostic tests, especially when practiced with professional values and a non-exploitative public service ethos. As 
raised by a GP key informant: “It’s the individual moral beliefs of the practitioner that make this work or not work. We 
do this work because we want to provide good quality care”. Combined with other measures to improve GP income 
relative to other specialties and to support PC practice, this reduces negative professional perceptions and has 
raised the status of general practice. 

Source: Pennington and Whitehead 2014.

 With multiple income, social, career and other factors 
influencing decisions on location, there is need for a 
wider lens on the issue, as taken for example in the 
work of the GPs at the Deep End outlined in Section 4.7.

3. Investing in training for a wider spectrum of PC 
professionals, including:

• Providing places in PC courses and in service 
community and practice training for nurses, reported 
in Netherlands and Ontario (Simpson 2014; Kringos 
and Klazinga 2014). Municipal PC administrations 
in Chile are legally required to develop and provide 
annual professional education programmes for all 
PC personnel encouraging integration of team- and 
community-oriented approaches (Frenz et al. 2014).

• Developing and/or expanding the scope of practice 
for a range of non-physician practitioners including 
mental health workers (England), physician 
assistants (PAs), NPs and pharmacists (Canada) and 
physiotherapists (Chile), whilst noting the need to 
better align their roles with those of other personnel 
to avoid confusion (McDonald et al. 2006; Frenz et 
al. 2014).

• As shown in Table 5, applying a mix of financial 
incentives, including targeted incentives and bonuses 
for service areas that improve pay for PC personnel, 
with incentives for performance in areas such as 

extended-hours care, PC innovations and uptake of 
information technology (IT) also impacts positively 
on wider practice in PC (see Section 4.3).

• Providing a range of non-financial incentives, 
including more flexible and part-time working 
arrangements (the UK and the Netherlands), clinical 
practice exposure during undergraduate training 
(Australia, Denmark, Cuba), legal provisions and 
support for midwifery (Canada and Chile) and 
education and research incentives (Switzerland, the 
Netherlands, the UK, Argentina) (Roberts et al. 2011; 
Roland et al. 2012; Pedersen et al. 2012; Reed 2008; 
Hutchison et al. 2011; Hutchison and Glazier 2013; 
Camenzind 2013; Van Weel et al. 2012; Campion and 
Morrissey 2013; Couttolenc and Dmytraczenko 2013).

The evidence above from other sources confirms that 
incentives are best applied at both individual and practice 
level, mixing financial with non-financial incentives, 
improving the status and conditions of PC practice for all 
personnel, and sustained over time (McDonald et al. 2006; 
2008). The example of P4P payments made at practice level 
in Chile (in Section 4.3) was noted to attract a spectrum of 
personnel to PC practice.

Greater attention is thus being given to multidisciplinary 
teams in PC, backed by appropriate training, improvements 
in pay and incentive systems with reported potential for 
improvements in quality, savings in cost and some gains in 
extending service outreach in underserved areas (Dinh et 
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al. 2014; Moat et al. 2014; Roland et al. 2012; Simpson 2014; 
Van Weel et al. 2012):

a. In Canada, nurse practitioners (NPs) assist to address 
GP shortages in underserved and remote communities, 
with a doubling of licensed NPs between 2004 and 
2008, the Nurse Practitioner-Led Clinic (NPLC) model 
in Ontario substituting NPs for GPs in many aspects 
of PC and with NPs employed in Community Health 
Centres (CHCs) and Family Health Teams (FHTs) 
(Moat et al. 2014; see Appendix 5). There is some report 
of nurses and NPs positively influencing some health 
and quality of care outcomes in UK, especially for 
chronic conditions (Roland et al. 2012).

b. In Chile, ministry guidelines require family health 
centre (CESFAM) teams to include multiprofessional 
teams, with a range of clinical and social capabilities, 
and P4P incentives applied to all PC personnel 
(MINSAL 2007). Guidance is given on the composition 
of teams for the various types of clinics to ensure 
consistency in service features (Frenz et al. 2014).

c. The Dutch government has invested in more places 
for community nurses and NPs in PC to substitute 
GP tasks, such as in chronic care, with local, regional 
and national measures to support the process changes 
needed. The Dutch College of General Practitioners 
(NHG) has developed guidelines on interprofessional 
practice and ‘national transmural agreements’ (LTAs) 
to provide for collaboration in a region, funded by 
insurers and supported by bundled payments, and 
by a network of consultancy companies across the 
Netherlands guiding PC professionals towards more 
integration and/or collaboration to improve quality of 
care (Kringos and Klazinga 2014 in press).

The case studies point to a spectrum of allied workers 
involved in PC, shown in Table 5. PC cadreship has 
been extended in areas such as mental health (such as in 
England and Chile), physiotherapy (such as in Chile and the 
Netherlands) and more broadly, such as physician assistants 
in Ontario. The introduction of such allied workers has 
in part been motivated by substitution and task shifting 
(as in Ontario), to support quality improvements (in the 
Netherlands) and in part by a widening paradigm and 
scope of PC (as discussed in Section 4.7 in Chile). Their 
introduction has taken advantage of existing cadres, as Chile 
did with a surplus of psychologists, or has expanded new 
education programmes (as in Ontario) (Sibbald et al. 2006; 
McDonald et al. 2006; Schäfer et al. 2010; Araya et al. 2012; 
Hutchison and Glazier, 2013; Moat et al. 2014; Frenz et al. 
2014; Pennington and Whitehead 2014). While there is some 
evidence of the impact of the role of allied professionals on 
enrolment and service responsiveness, there is also a note 
of tension from other personnel, especially where they 

relate to substitution (Vanstone 2014). The role of allied 
professionals and of community health workers, discussed 
further in Section 4.10, is an area that merits more focused 
and detailed review in its own right.

These efforts to restructure tasks, support interprofessional 
teams, redistribute work burdens and bring new skill 
mixes to PC are not introduced as isolated practices, but 
are located in the context of wider service models, with 
complementary training, financing and service measures. 
For example, blended-capitation or blended-salary 
arrangements encourage physicians into team approaches 
and build support for them if rewarded by PC models that 
address their aspirations of care. NPLCs bring nurses to 
underserved areas, but in improving comprehensiveness and 
quality of care also build public support for the workforce 
shift (Moat et al. 2014; Glazier et al. 2012; Hutchison and 
Glazier 2013; Pomey et al. 2009).

There is limited evidence on the impact of these workforce 
models on health or value for money outcomes and it is 
difficult attribute outcomes to workforce changes alone. 
They are variably associated, in different settings, with 
improving access in remote areas, fewer observed emergency 
department visits, fewer referrals, improved quality and 
management of chronic care, more holistic and improved 
coordination of care, and with care that is more community- 
and population-health oriented and more inclusive of 
vulnerable groups (McDonald et al. 2006; Moat et al. 2014). 
At the same time they need to be seen as innovations that 
require investment to yield such benefits. NPs were found 
to see fewer patients for longer times, and therefore may not 
imply reduced costs, even though their absolute costs are 
lower than that of physicians, and unresolved ‘push factors’ 
for nurses also need to be addressed, such as gaps in PC 
nurse compensation compared to other specialist nurses 
and role ambiguity. While NP-led diabetic treatment in 
the Netherlands reduced referrals to hospital by 40%, the 
hospitals were found to simply raise these costs in other 
treatments (Struijs et al. 2012b; Moat et al. 2014; Curtis and 
Netten 2007; Roberts et al. 2011; Sibbald et al. 2006).

The evidence above suggests that promising models in 
HMIC countries thus share common workforce features: 
They:

• are enabled by financial and non-financial incentives;

• apply a team approach, involving physicians and 
multidisciplinary teams with nurses or NPs, allied 
workers and other professional and lay personnel;

• strengthen links between PC workforces and clients, 
such as through IT for both direct service provision 
(e.g. telemedicine, text message) and to improve 
access and continuity of care (such as for telephone 
and or computer appointment systems);
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• use team approaches to strengthen links into 
underserved communities, support comprehensive 
service approaches and provide after-hours service;

• include a mix of measures and incentives to encourage 
positive impacts; and

• are often associated with models that include 
comprehensive care approaches, such as the population 
health approaches used in Community Health Centres 
(CHCs) or the connection to the (enroled) practice 
population as part of personal care in the FHTs and 
NPLCs in Ontario (Kringos and Klazinga 2014; Moat 
et al. 2014).

Promising workforce approaches thus need to be put in the 
context of the overall organisation of PC models, further 
discussed in Sections 4.6 and 4.7. As discussed in Section 
4.9, they often draw support from networks or federations, 
regional and national multipractice organisations (Smith et 
al. 2013).

The USA has entry points for these features, such as in 1,100 
CHCs and approximately 7,000 PCMHs, many of which are 
already involved in such innovation. Increasing funding for 
expansion of CHCs is an important part of the ACA reforms, 
albeit with difficulties in attracting physicians and with 
CHCs in the USA viewed more as a safety net providing 
PC for low-income, uninsured and minority populations, 
and for discrete short-term issues by insured patients (Rice 
et al. 2013; Bodenheimer and Pham 2010). The role CHCs 
play in comprehensive PC approaches is further discussed 
in Section 4.7. Beyond this, PC physicians in the USA 
generally take on clinic and administrative responsibilities 
without the expert status raised earlier of PC physicians in 
the UK; with longer work weeks than other professionals 
and without the part-time practice options raised earlier in 
the Netherlands. It suggests that improved PC practice in the 
USA calls for measures that both improve the position and 
conditions of physicians and the recognition and roles of 
wider professional teams, within the wider comprehensive 
PC models that support this.

4.6 Organising early, first contact 
and continuity of care

The US experiences relatively high levels of self-referral 
and unnecessary hospitalisation and shortfalls in continuity 
of interaction and follow up between PC practices and 
individuals, families and communities—particularly for 
low income, Hispanic, black, older and young people 
(CDC and NCHS 2010; AHRQ 2012; Schoen and Osborn 
2009). The notion of PC services as gatekeepers of referral 
to specialist care is not well understood or is negatively 
viewed by the public as limiting choice (McMurchy 
2009). There is some compulsory rostering under health 

management organisation plans in the USA and voluntary 
enrolment in PCMHs, but it is not a wide practice. Some 
insurers lower co-payments for patients to stay ‘within the 
network’, encouraging use of a regular physician, while 
health information exchanges are facilitating sharing of 
patient records across providers (Nolen 2014). There is 
also debate on how to widen or integrate enrolment within 
the Accountable Care Organisations and PC practices, 
including to support a population health-oriented approach, 
to clearly define the patient population and to facilitate that 
portion of payment that is capitated (Grumbach 2014).

Promising practices facilitate early first contact and 
continuity, simplifying it for both patients and providers. 
Improvements in health outcomes from enrolment are more 
likely when the entitlement to PC is made clear (as discussed 
in Section 4.1 and 4.2), when there is patient enrolment 
(including rostering or registration) with PC services, when 
PC services are available and accessible—geographically 
and financially—and where there is service access after-
hours (Harzheim et al. 2006; Kringos et al. 2013a; Starfield 
and Shi 2002; Macinko et al. 2003; McMurchy 2009; Polluste 
et al. 2013; Haggerty et al. 2008; Kringos et al. 2010).

Enrolment

As a lever for first access and continuity, enrolment assumes 
that people can get an appointment on the same day that 
they need care, and that they will be seen by someone who 
knows them and/or has access to their records, preferably 
in a practice they know. Enrolment with PC practices 
provides an entry point for organised follow up of the 
catchment population, such as to promote health literacy 
and service uptake in vulnerable groups, for screening 
and health promotion, for provider payments by capitation 
and needs-based resource allocation. Management of PC 
and continuity of care (i.e. having the same doctor) has 
been associated with reduced costs due to fewer days of 
hospitalisation, fewer days in intensive care and a lower 
level of emergency hospitalisation in a range of HMICs 
(Sans-Corrales et al. 2006; De Maeseneer et al 2003; 
Hollander et al. 2009). In a policy review of nine countries 
including England, the Netherlands, Canada (Ontario) and 
the USA, enrolment was found to enhance continuity of 
care, the relations between providers and communities, the 
co-ordination of information, links within the PC team and 
with other services and to facilitate capitation payments. 
Enrolment was not found to constrain patient choice when 
provisions were made for patients to access care when 
traveling, commuting, or seeking a second opinion (Kalucy 
et al. 2009).

Enrolment of all people living in a catchment area with a PC 
practice is required in a number of HMICs (UK, Denmark, 
Ireland, Italy, the Netherlands, Portugal, Spain and Chile 
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FONASA). In Ontario models (Appendix 5) enrolment 
is encouraged but voluntary in FHGs and incentivised in 
FMGs through a small payment to practices for each person 
enrolled, with further payment for patients registered from 
vulnerable populations (see Table 6). Voluntary enrolment 
may be seen as an entry point to encourage and show the 
benefit of enrolment. It can be supported by incentives, such 
inclusion of the number of rostered patients as one of the 
requirements for a PC practice to become an FMG in Quebec 
(with fewer numbers required in remote communities) (Moat 
et al. 2014). At the same time, voluntary enrolment can 
generate incentives for providers to avoid enrolling complex 
patients with greater need (Kalucy et al. 2009). Even where 
required, enrolment may still need to be encouraged and 
supported by outreach, especially to disadvantaged groups, 
by linking PC with public health services and by drawing 
support from social agencies and networks (Loewenson et 
al. 2014a).

In England, where more than 99% of people are registered 
with a GP, registration is co-ordinated by the local NHS 
commissioning board that arranges for the patient’s medical 
records, from all levels of care, to be transferred and kept 
by their GP practice. All NHS IT systems can identify 
the practice a patient is registered with through an NHS 
identification number or personal information (name, 
address, date of birth) (Pennington and Whitehead 2014). 
Patients can, ideally, choose a preferred doctor within the 
GP practice, but in practices with large list sizes, patients 
may see whichever doctor is available, affecting continuity 
of care (Kalucy et al. 2009). The Netherlands has similar 
registration requirements, requiring that people travel no 
more than 15 minutes to reach the nearest practice, facilitated 
by its higher population density (Appendix 3) and that 
people are able to see a GP outside their registered practice 
in exceptional circumstances, such as when traveling, with 
no penalty to patient or GP (Kringos and Klazinga, 2014).

First access to PC services is also supported by guaranteed 
opening hours, arrangements for care out of guaranteed 
opening hours (e.g. telephone lines staffed by nurses or NPs 
(in the USA, England) and options for making appointments 
online, face to face or by phone (as for example in Spain) 
(Borkan et al. 2010). Arrangements for out-of-hours care are 
shown in Table 6, with about three-quarters of patients able 
to get same day appointments in the UK and the Netherlands 
and 45% in Canada (Thomson et al. 2013). Access may be 
higher in Ontario and Quebec where new models have 
added measures for provision of after-hours care, including 
a nurse-staffed, after-hours telephone advisory service 
for those enroled in FHGs, FHNs, FHOs, walk in options 
in Quebec FMGs; access to a 24/7 telephone service 
for vulnerable groups and network clinics that provide 
extended-hours access to see interdisciplinary teams, with 

on-site access to diagnostic services (Moat et al. 2014). 
Arrangements for after-hours access are further supported 
by staff rotations (the Netherlands, Denmark), with options 
of telephone or email consultation; being seen at the centre 
or through a home visit by the ‘roaming’ mobile GP unit 
(Denmark; Pedersen et al. 2012); or through telephone help 
lines, walk-in clinics and internet-based information (UK; 
Gauld et al. 2012; McDonald et al. 2008). Box 13 describes 
the organisation of such care in the Netherlands, in models 
that may be useful for smaller practices in the USA.

Similar special services were set up in Chile, called Servicio 
de Atención Primaria de Urgencia (SAPUs), to ensure 
timely access to care outside regular hours and to reduce 
transport burdens and bottlenecks in hospital emergency 
services. They operate independently or as a part of other 
PC services. While they have expanded access, especially 
for working people, they are noted to give only brief 
attention, to not link to family health records and thus have 
poor continuity of care (MINSAL and Universidad de Chile 
2005; Frenz et al. 2014). Information links between after-
hours services and PC services is an important issue to 
ensure continuity, as for example is provided for in England 
(Roland et al. 2012: Pennington and Whitehead 2014).

Supporting access to PC calls for a range of measures to 
support uptake in deprived areas and disadvantaged groups. 
Beyond the payment, training and other measures raised 
in earlier sections, the measures applied include ensuring 
that information is provided in languages and culturally 
relevant forms, providing community-level personnel as 
translators or intermediaries, employing health workers 
from local communities and local language groups; 
outreach by integrated health and social care teams to 
increase awareness of service entitlements and to encourage 
uptake of services; knowing and making links with services 
more commonly used by such groups as entry points and 
strengthening social accountability for service provision in 
deprived areas (Loewenson et al. 2014a; WHO EURO 2010; 
Naylor et al. 2013; Steel and Cylus 2012; García-Armesto et 
al. 2010). 

In Chile, PC personnel receive financial incentives for 
ensuring AUGE guarantees are fulfilled in disadvantaged 
groups, including through active outreach (Vega 2011; Frenz 
et al. 2014). In Scotland, where similar numbers of GPs in 
deprived areas are expected to address 2.5-3-fold higher 
health burdens and often more complex problems than in 
other areas, a range of recognition, resources and integrated 
PC team approaches, training and specialist attachments 
and other measures were proposed in ‘GPs at the Deep End’ 
to enable them to support provision and access (Watt 2012; 
see GPs at the Deep End, Appendix 5). All country studies 
have examples of such measures.
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Table 6: Features of first contact, continuity and referral in case study countries and USA

Area Canada Chile Netherlands UK USA
Enrolment/ 
registration

Generally no but 
incentives for 
FHOs, FHGs, 
FHNs, FMGs to 
include voluntary 
enrolment.

Yes in FONASA 
services 
Not in private

Yes with GP Yes with GP, enrol 
once

No

Limits on list sizes FMGs (Quebec) 
minimum roster 
of 9,000 patients, 
6000 in remote, 
less dense areas.

Depends on 
population and 
health profile

800-2750 Average 1400 1031 
– 1860 (*)

na

Conditions Depends on 
incentive/practice

Changes only every 
12 months

Can change GP 
without restriction

Can change GP as 
desired

na

Transferability of 
measures

Records follow the 
patient

Records follow the 
patient

Records follow the 
patient

Records follow the 
patient

na

PC service a 
gatekeeper for 
referrals

No Yes for FONASA 
services; referral 
to specialist and 
hospital services

Yes to specia-lists, 
hospitals. Not for 
physio-/ remedial 
therapy

Yes In some insurance 
plans

Penalties for 
secondary level 
visit without referral

Reduced specialist 
reimbursement if 
without referral

Only through 
private system 
or vouchers; not 
covered or higher 
co-payment

Only possible in 
private service

Direct access 
only possible in 
private services, no 
penalties.

na

Guaranteed 
opening hours; Out-
of-hours access

In some Ontario, 
Quebec models 
24/7 opening and 
extended hours

Yes open also 
evening and 
Saturdays; after 
hours care through 
emergency PC 
services

Yes –24/7 
PC provisions for 
all hours outside 
normal opening

Yes Varies by PC 
practice but often 
in emergency 
departments

Links of PC to 
emergency care 
services

Yes –nature 
depends on the 
model and practice

Yes– through 
emergency PC and 
hospital emergency 
departments

Yes – usually by PC 
cooperatives

Yes No, only in 
government 
services

Sources: Frenz et al. 2014; Hutchison et al. 2011; Loewenson et al 2014a; Kringos and Klazinga, 2014; Moat et al. 2014; Boyle 2011; 
Nolen, 2014; Thomson et al. 2013. 
Key: na= not applicable/ not available

The issue of access for homeless people can be taken as 
an example of these additional measures. In England, for 
example, services for homeless people need to provide for 
flexibility in the registration processes, additional time for 
personnel to interact with homeless clients, for staff and 
‘expert patients’ to communicate with other services for 
homeless people and for community-level personnel to 
provide support to links with clients. By responding to these 
needs, as explained in more detail in Appendix 5, outreach 
into the community and improved access to PC was 
observed to reduce emergency care in this group. Given that 
homeless patients represented only 3% of the population but 
accounted for 21% of emergency care admittance before the 
programme, largely for conditions that should be managed 
effectively in PC, this was seen to result in a cost benefit to 
both the individuals involved and services that was greater 
than the funds invested in the programme (Pennington and 
Whitehead 2014; see Appendix 5).

Relational continuity

As noted above, gatekeeping is not a term that has public 
support in the USA. It reflects a culture of low trust in the 
system, favouring specialist care, with specialists seen as 
experts, and PC practitioner concern that ‘failure to refer’ 
could be mentioned in a lawsuit, or insecurities about 
their skill levels (Barnett et al. 2012a). Yet the USA has 
higher levels of cost escalation due to inappropriate use of 
secondary-level services and higher acute emergency care 
uptake.

Being registered with a PC provider and PC referral to 
specialist care not only reduce costs, but also support early 
uptake of care and improve health outcomes (McMurchy 
2009; Starfield et al. 2005). They strengthen continuity for 
both patients and practitioners, enable horizontal referral 
across relevant primary-level services, with the annual cost 
of one PC patient in the UK NHS estimated at less than the 
cost of one unscheduled hospital visit (Watt 2014).
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Box 13: Organisation of after-hours care in the Netherlands

In the Netherlands, GPs are legally obliged to ensure after-hours coverage from 1700 to 0800 on weekdays and from 
1700 on Friday to 0800 on Monday. PC co-operatives have since 2000 provided after-hours care funded under the 
basic care package to allow shared support for a collection of PC services. The co-operatives involve between 40 
and 250 PC providers (4 hours duty per week per professional with a compensation of about $88 per hour) providing 
care to between 100,000 to 500,000 people within a radius of 30km, locating nearby or at, but independent of, the 
local hospital emergency departments. Access is through a single, regional telephone number; and the after-hours 
care/services include home visits or consultations at the centre and or telephone triage supervision. For home 
visits drivers use identifiable cars fully equipped, including with oxygen, intravenous drip equipment, automated 
external defibrillator and medication. The co-operatives have ICT support, including electronic patient files and online 
connection to the primary care car. The co-operatives were found to have reduced physician workloads, increased 
job satisfaction, improved patient satisfaction, reduced safety incidents, improved efficiency of care and decreased 
contacts with emergency care and self-referral to emergency departments of hospitals. 

Sources: Kringos and Klazinga 2014, 2014 in press; Giesen et al. 2011; Grol et al. 2009.

PC roles in referral continuity are more widely accepted 
in other HMICs. GPs function as gatekeepers in the UK, 
the Netherlands and Chile and as a de facto practice in 
Canada (see Table 7). In Chile, PC services resolve most 
healthcare demands (with a 90% target for CESFAM) 
and are responsible for originating referral for specialist 
and hospital services and for ensuring continuity of care 
(Subsecretaría de Redes Asistenciales 2013b). CESFAMs 
should have waiting list management teams to co-ordinate 
and assess capacities for referrals, to review counter-referrals 
and evaluate compliance with AUGE guidelines (MINSAL 
2014). In England, GPs have enrolment and gatekeeping 
roles and are members of the Clinical Commissioning 
Groups (CCGs) that commission community and secondary 
care services in a geographical area. The speed of access 
to specialists in England has improved in recent years, 
with 80% of patients now seeing a specialist within four 
weeks compared with 88% in the United States (Roland et 
al. 2012). In the Netherlands, while GPs refer only 4% of 
their patients with new health problems to secondary care, 
90% of people indicate that they (almost) always received 
the care they needed at PC level (Kringos and Klazinga 
2014), and only 16% of adults said they had to wait for a 
specialist appointment. In Canada, where the gatekeeping 
role is weaker - de facto rather than required - waiting times 
were reported to be longer, with 41% having to wait more 
than two months for specialist care (Thomson et al. 2013).

Some countries do not make PC referral mandatory, but do 
apply penalties or additional co-payments for bypassing PC 
services (Germany, France, Denmark) (Gauld et al. 2012; 
Durand-Zaleski 2013; Health Council of the Netherlands 
2004). In Ontario, specialists are reimbursed at a lower 
rate if patients have not been referred by a GP, so they too 
prefer PC services to play a referral role (OHIP 2014). Such 
incentives may have relevance for the USA. Public support 
for gatekeeping, however, also demands public trust in the 
quality of PC services, as is encouraged in England with 
highly qualified expert generalists. It also calls for public 

awareness of second choice options and exceptions, such as 
is provided for emergencies and visits to gynaecologists and 
paediatricians in Switzerland (Berchtold and Peytremann-
Bridevaux 2011).

Information continuity

Access and continuity thus demand good information flow 
between services and with clients. Electronic medical 
records (EMRs) support this, particularly when accessed 
and used by both services and patients (McMurchy 2009; 
Starfield et al. 2005). Information continuity is a key area 
that merits deeper, more focused investigation than possible 
in this research, as it supports many other aspects of 
continuity. Some of the key features of promising practice 
on information continuity include that:

i. The widest number of PC practices use information 
systems that are interoperable, with electronic systems 
best supporting this. In Australia, 96% of practices are 
computerised and individuals and healthcare providers 
can securely access their healthcare information 
(Nicholson et al. 2012). In the Netherlands and England 
nearly all practices were reported to use EMRs (Kringos 
and Klazinga 2014; Pennington and Whitehead 2014).

ii. Patients are identifiable across the range of providers 
they use. In New Zealand a unique identifier – the 
National Health Index - is being trialed to support 
screening, recall and cardiovascular risk assessment 
(Goodyear-Smith et al. 2012). In Spain, patient EMRs 
can be activated by the individual health insurance 
card held by all citizens, which when swiped on the 
card reader gives providers information on the medical 
history, medications, important diagnostic test results 
(Borkan et al. 2010). In England, all NHS systems can 
identify the practice a patient is registered to through 
a NHS identification number or personal information 
(name, address, date of birth) (Pennington and 
Whitehead 2014).
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iii. There are measures to link systems across care 
providers. In the Netherlands, EMRs in PC practices 
are being linked directly with community pharmacists 
and hospitals and with some PC co-operatives for 
after-hours care (Van Weel et al. 2012) and practices 
use electronic referral letters. In England the NHS 
commissioning boards co-ordinate patients’ records, 
from all levels of care to be transferred and kept by 
their GP practice (Pennington and Whitehead 2014). 
In Chile a health network computerisation system is 
extended to EMRs for referral and counter-referral 
(Frenz et al. 2014).

iv. There are measures to link systems across programme 
areas, described further in Section 4.8 on the integration 
between the QOF software and EMRs to alert to care 
management areas or in the use of telehealth to support 
PC practice in Canada (Moat et al. 2014).

v. Government supports and is involved in ensuring 
information continuity, including to ensure the 
interoperability of systems in different PC practices 
and to provide incentives for uptake.

vi. Systems are used to make services more accessible 
and to support people’s health literacy such as in the 
use of internet consultations in PC in the Netherlands 
(Rijksoverheid 2014b) and the use of IT to meet 
obligations to provide public information, including on 
premiums, benefits, cost-sharing and quality (Schäfer 
et al. 2010).

The case study evidence on information system features 
that support first access and relational continuity confirms 
evidence found in other sources (Kringos et al. 2013a; 
Starfield et al. 2005; Starfield and Shi 2002; Macinko et 
al. 2003; McMurchy 2009; Kalucy et al. 2009). Investment 
on information systems in the USA may make exploration 
of these measures timely. Universal enrolment and a 
PC gatekeeping role require competent, effective, well-
connected PC services and organised options for choice to 
build public trust, especially in disadvantaged communities. 
In voluntary forms of enrolment and referral continuity, 
patients and providers are encouraged by financial incentives 
or penalties. These may build on US practices such as 
the changes by preferred provider organisations (PPOs) 
for patient self-referral to specialists (Forrest et al. 2001). 
Beyond the measures for continuity of patient records, web- 
and IT-based media support—such as the NHS Choices 
website or the Scottish online health information resource 
(NHSinform) - are key to providing information on health 
services, insurance provisions, benefits, performance 
indicators, waiting times, complaints procedures, medical 
advice and accessible helplines (Steel and Cylus 2012; Boyle 
2011).

4.7 Providing comprehensive, co-
ordinated person/population 
focused PC

In terms of service content, comprehensive, co-ordinated 
person-centred approaches in PC linked to population 
health are important to address the health needs of ageing 
populations and rising levels of chronic conditions and 
multimorbidity. The payment measures used in the 
USA have been observed to not reward co-ordination 
and comprehensive care of chronic conditions and 
multimorbidity (Berenson and Rich 2010; Nolen 2014). 
PCMHs and CHCs provide a more family or community-
centred approach, integrating socioeconomic circumstances 
and involving community health and outreach workers 
(Nielsen et al. 2014; Arend et al. 2012), with opportunities 
for addressing inequalities in health (Simpson 2014).

A rise in ageing populations and co-morbidity from chronic 
conditions in HMICs is driving a review of healthcare and PC 
systems. Co-morbidity refers to the presence of additional 
diseases in relation to an index disease in an individual 
and multimorbidity to the presence of multiple diseases. A 
person-focused - rather than disease-focused - approach in 
PC is argued to be better able to address multimorbidity and 
its determinants (Starfield 2011; Simpson 2014).

Various features of practice support comprehensive, person-
centred care, organised around the needs and expectations 
of individuals, families and communities, including:

• evidence on population health, that is the distribution 
and determinants of health in the population being 
used to plan and monitor services (in Cuba, New 
Zealand and Scotland) (Varona et al. 2014; Goodyear-
Smith et al. 2012; Barnett et al. 2012b);

• incentives and support for health promotion, 
prevention and population-level services through 
innovative payments, new workforce arrangements 
and guidance on the comprehensive package of 
services and programmes (in New Zealand and Brazil) 
(Quin 2009; Couttolenc and Dmytraczenko 2013); and 

• multidisciplinary team approaches discussed in 
Section 4.5.

Appendix 4 showing the experience from the patient’s lens 
highlights the distribution of roles and tasks across the 
workforce teams in the different countries. These measures 
extend both the range and co-ordination of services, while 
blended/ bundled payment systems described in Section 4.3 
(in the Netherlands) assist to integrate intervention across 
different services.

‘Comprehensiveness’ is addressed several ways: through 
focusing on specific social groups, on co-morbidities, 
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through geographical clustering of services or around a 
multifaceted understanding of health: 

i. Measures to focus assessment, planning and 
resources around social groups with higher risk of 
multimorbidity rather than specific diseases, such as 
New Zealand’s programme for ‘Care Plus’ patients, 
giving them more intensive attention, comprehensive 
assessment, health needs planning and regular follow 
up with payments made on a capitation basis (Simpson 
2014). PCMHs in the USA are also currently exploring 
such focus on high-need patients (NCQA.org 2014). 
Similarly Ontario ‘Health Links’ (of which 47 exist) 
seek to improve care co-ordination for the 5% of patients 
with the most complex conditions, who account for 
two-thirds of healthcare costs, through individualised 
care co-ordination plans that engage a range of service 
providers across the care continuum (Moat et al. 2014). 

ii. Measures to cluster attention around co-occurring 
morbidities, such as Germany’s 2002 disease 
management programmes covering diabetes, breast 
cancer, asthma, COPD and CHD that focus on patient 
enrolment, health literacy and continuity of follow-
up visits to detect and prevent disease progression, 
with exemptions from co-payments encouraging 
enrolment. Over four years the programme was found 
to lower complications, medicine and hospital costs and 
mortality and to improve adherence in patients enroled 
in the programme compared to routine care (Stock et al. 
2010). 

iii. Measures to cluster the services needed to respond 
to the range of health problems close to communities. 
For example, the Netherland’s CHCs and care groups 
provide a mix of family practice, nursing, home, 
pharmaceutical, paramedical, psychological, mental 
health and social care services and diagnostic facilities 
that are centrally located in neighbourhoods and 
supported by bundled payments. Care groups network 
these providers to share care for people with chronic 
conditions (Kringos and Klazinga 2014). CHCs in the 
USA may benefit from developing such links using 
recent funding streams designated for deprived areas. 
Municipalities identify vulnerable people, linking 
them to a spectrum of relevant services (Kringos and 
Klazinga 2014). 

iv. Measures to locate the person and PC team at the 
centre of the network of healthcare and other services. 
The biopsychosocial model in Chile in Box 14 provides 
an example of a multifaceted approach to do this, in a 
way that takes on board the person’s physical, mental 
and social dimensions and that provides specific tools 
to support an integrated model.

In some countries, PC practices not only deliver personal 
care services, but also related population health services, 
including disease surveillance, active screening, support of 
uptake and counselling to address health risks (Dresang et 
al. 2005; Reed 2008; Campion and Morrissey 2013; Varona 
et al. 2014). Social groups or settings, such as schools and 
workplaces, are a point of entry or link for PC-supported 
population health approaches (in Germany, Ontario, 
Canada, the Netherlands and the UK) (Simpson 2014). 
PC services also provide an entry point for wider social 
protection programmes, such as Chile Solidario and Chile 
Crece Contigo as already described in Section 4.1 (see 
Appendix 5).

Such links exist in the USA, with school settings, workplace 
wellness programmes and in CHCs and practices affiliated 
with universities, but with little documented evidence on 
their effectiveness and with ad hoc funding (Kindig 2014; 
Barnett 2014; IOM 2012; Strelnick et al. 2008; Nolen 2014). 
In the Netherlands, as in Chile, meso-level organisations and 
processes support these initiatives. Municipal public health 
authorities (Gemeentelijk Gezondheidsdiensten (GGDs) link 
local PC practices with public health services. They monitor 
sociodemographic developments and the health impacts of 
policies to plan and implement interventions to prevent and 
manage common public health problems, such as childhood 
obesity (see Appendix 5). Co-ordination is supported by 
guidelines and care pathways supported by the care groups 
described earlier (Mackenbach and Stronks 2012). Hence 
for example, while GPs provide personal mental healthcare, 
the GGDs provide community mental healthcare services 
for high risk or vulnerable groups, including people who are 
homeless or involved in harmful use of drugs (Mackenbach 
and Stronks 2012), as highlighted in the patient lens example 
in Appendix 4. These links have positive impacts on both 
health and social protection outcomes (Galasso 2011).

Comprehensiveness of care is also supported by widening the 
scope of services that are reimbursed by insurers or funded 
by capitation, by national guidelines and care pathways, 
by team approaches and widened scope of practice of PC 
services and by networks linking PC practices (Schäfer et 
al. 2010; Gauld et al. 2012). CHCs bring a number of these 
promising features together and have widening application, 
described in Box 15.

The evidence in this section thus highlights that 
comprehensive PC approaches have both health and social 
benefits. They can be built around a more comprehensive 
mapping of family health profiles, integrating, or at 
minimum, linking community, family health and personal 
care services. The measures described in (i) to (iv) earlier 
suggest that they could be enabled by focusing on specific 
social groups or co-morbidities or by clustering services in 
communities. 
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Box 14. The biopsychosocial model for comprehensive PC in Chile

Public PHC facilities in Chile (for FONASA beneficiaries) have since the 1990s reoriented from a biomedical approach 
to a more comprehensive biopsychosocial (BPS) approach. The model is defined as: “… the set of actions that 
promotes and facilitates timely, efficient and effective care, directed beyond the individual and disease as isolated 
events to consider peoples´ mental and physical health integrally, as social beings, and a model of relation of… the 
health team with individuals, their families, and communities in a specific territory, that places people at the centre 
of decision making, recognising that they are part of a diverse and complex sociocultural system… and considering 
social preferences and social participation in all of its endeavours, including intersectoral work” (Subsecreteria 2013a). 
The model was given further impetus by the 2005 health system reforms, which included a focus on prevention, 
diagnosis, management and or treatment of key risk factors for chronic conditions. 

The BPS model requires that a PC team have the capacity to maintain and expand the traditional maternal and 
child health and infectious disease prevention programmes, but also to take on early detection and management of 
chronic conditions, to be able to resolve 90% of health problems at the PC level, including those relating to emerging 
psychosocial problems such as family violence and addiction. The approach integrates vertical programmes for 
control and treatment of specific health problems (cardiovascular health; acute respiratory infections and asthma in 
children, ARI programme; chronic respiratory diseases in adults; mental health; epilepsy) with horizontal life course 
preventive and curative care (pre- and postnatal controls and well-child check-ups; morbidity attention by age group 
for children, adults and older adults, as raised by health worker key informants: “in a… life cycle approach rather than 
special programmes where each programme does its thing. Now… programmes have integral activities where the 
rest of the team participates. One sees this with the kinesiologist who used to only be in the ARI unit and now works 
in the adult and child health programme.” 

In the BPS model the PC team is at the heart of the healthcare network within the catchment area covered by the PC 
facility and works collaboratively with families, the community, other sectors, and the rest of the healthcare system. 
Work teams are reorganised from a vertical disease programme approach to this more holistic approach (see Appendix 
5). The CESFAM should be certified as able to deliver some level of the model. Tools and instruments have been 
developed for PC teams to build and maintain a sound knowledge of their patients, families and communities. These 
include collection of family health records based on a ‘genogram’ of the family group. This is a display of a person’s 
family relationships and medical history that allows the user to visualise hereditary patterns and psychological factors 
and that can be used to identify common social patterns. It is developed with the family through a family health survey 
and home visits; epidemiologic maps developed with families and family health team meetings that study clinical 
cases, assess family groups and evaluate local work plans and performance. 

Sources: Frenz et al. 2014; Montero et al. 2010; Subsecreteria 2013a. The genogram is more fully described in Subsecreteria 
2013a at: http://buenaspracticasaps.cl/wp-content/uploads/2013/11/Orientaciones-para-la-implementacion-del-Modelo-de-
Atenci%C3%B3n-Integral-de-Salud-Familiar-y-Comunitaria_DIVAP_2013.pdf

Various entry points and examples of comprehensive 
approaches are raised, with these experiences suggesting 
that they are reinforced when accompanied by more explicit 
recognition of co-morbidity in the benefits package and 
payment systems; by tools, guidance, measures and skills 
for implementing comprehensive person- and population-
focused diagnosis and intervention; and by evidence-based 
learning and improvement.

4.8 Measures for consistent quality 
improvement in PC practice

Improving adherence to guidelines and implementing 
quality improvements in PC practice are noted to lead 
to better health outcomes from spending (Kringos et al. 
2013a; McMurchy 2009; Polluste et al. 2013; Starfield et al. 
2005; Stigler et al. 2013; Kates et al. 2012; RWJF 2012b; 
McDonald et al. 2006). Non-beneficial (and potentially 
harmful) services are estimated to cost 30-50% of the US 

health system costs, or around $780 billion annually (Fuchs 
and Milstein 2011; Berwick and Hackbarth 2012), an amount 
that would provide insurance coverage to everyone in the 
USA, 520 times more than the ACA set aside for prevention 
and public health (Nolen 2014). Quality of care is covered by 
minimum standards in most countries, including in relation 
to professional education, clinical guidelines, patient rights 
and access to information (Kringos et al. 2013a). The 
Netherlands has an Institute for Healthcare Quality (created 
in 2013) that steers improvements supported by voluntary 
guidelines developed by professional organisations such as 
the Dutch College of General Practitioners (NHG) and the 
Dutch Association for General Practitioners (LHV). It also 
monitors quality indicators and has a patient complaints 
system (Kringos and Klazinga 2014).

In Ontario all primary care models receive training and 
capacity building support from Health Quality Ontario 
(HQO) to sustain quality improvement and implement 
quality improvement plans. 
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Box 15: Community Health Centres as an integrated, comprehensive care model

CHCs have been in place in a range of countries, including the Netherlands and in Ontario, Canada, for more than 
40 years. They provide comprehensive personal care services, as do other PC models, but also provide population 
focused services, linking community approaches with those centred on individuals and families, including in the 
governance of practices. Dutch CHCs are multidisciplinary practices with family practice, nursing care, home care, 
pharmaceutical, paramedical, psychological, child, social and mental healthcare and diagnostic facilities. They are 
directly accessible and located centrally in neighbourhoods. In Ontario, they are funded directly by government, with 
salaried personnel and no additional targeted financial incentives except for implementation of EMRs. Moat et al. 
(2014) report: “Key informants often viewed CHCs as the most promising PC model because they were built on a core 
‘community development’ approach that ensured comprehensive PC services provided by multidisciplinary teams, 
focused on health promotion and disease prevention. CHCs were noted to have the ability to reach marginalised and 
vulnerable populations, particularly when established in dense urban environments.” 

In Ontario, CHCs offer culturally adapted programmes for the needs and preferences of their communities, including 
delivering services in different languages. Key features of CHCs in both settings include their focus on equity in 
service provision, their reach to socially disadvantaged and hard-to-serve populations, and inclusion of health literacy 
and community outreach. They involve physicians and a multitude of other non-physician providers paid by salary. 
They address the prevention, control and care of disease, but also focus on health and wellness, encouraging and 
working with other sectors to decrease the negative impacts of wider determinants of health, such as low income, 
discrimination and unemployment. The 75 CHCs in Ontario serve 110 communities with most of the centres extending 
their geographic reach through satellite sites. They are part of a larger network of 300 CHCs across Canada, the 
Canadian Alliance of Community Health Centre Associations (CACHCA) that represents the CHCs at a federal level. 
In Ontario the CHC governing board (including members of the community) signs an accountability agreement with 
a Local Health Integration Network (a meso-level health structure unique to Ontario), which requires that each CHC 
collects and reports on indicators related to health equity, value and affordability and quality. 

Sources: Moat et al. 2014:17; Batenburg and Eyck 2011; Kringos and Klazinga 2014.

The 2010 Excellent Care for All Act promotes the 
application of quality improvement across some PC models 
(FHTs, CHCs and Aboriginal Health Access Centres 
(AHACs) (Aggarwal 2011; Hutchison et al. 2011; Moat et al. 
2014). In Chile, care guidelines have been produced for all 
AUGE guaranteed conditions. To be accredited to deliver 
the AUGE, PC services must achieve a set of minimum 
conditions, including having a plan for continuous quality 
improvement, although only 1% of PC services had met this 
by 2011 (Concha 2011), with funding shortfalls reported to 
have undermined implementation. Minimum standards and 
guidance need to be backed by measures and resources that 
support implementation.

Countries apply specific interventions for this. Many 
European countries (Belgium, Denmark, Germany, Ireland, 
the Netherlands, Austria, UK, Sweden and Switzerland) 
have quality circles and peer review groups (QCs/PRGs) 
that group providers from one or more disciplines, regularly 
meeting on a voluntary basis to review and seek ways of 
improving quality of care (Health Council of the Netherlands 
2004; Rohrbasser et al. 2013). They collect and discuss data 
on the care provided and consider and use guidelines to 
produce quality improvement plans. They visit one another’s 
practices to give each other feedback (Health Council of the 
Netherlands 2004). These measures have been associated 
with significant improvements in quality of care and with 
modest cost-effective reductions in mortality and hospital 

admissions in areas such as epilepsy care (McDonald et al. 
2008; Gillam et al. 2012; Roland et al. 2012).

There is scope to expand such practice in the USA, with 
only about 10% of small PC practices reported to be 
participating in quality improvement collaborations and 
strategies and adherence to guidelines reported to be patchy 
(Rittenhouse et al. 2011). A Choosing Wisely campaign, led 
by the American Board of Internal Medicine Foundation, 
that aims to reduce use of non-beneficial treatments in 
biomedical care may be one entry point for such links (Cassel 
and Guest 2012), although they do not yet give attention to 
person-centred care or integrate population health as found 
in the UK’s NICE (Box 10). As in other areas, such measures 
are reinforced when linked with other system inputs and 
practices, such as when PC models are paid by capitation 
rather than through FFS (Canada; Moat et al 2014), or using 
P4P to link quality frameworks to incentives for support, 
monitoring and review (England; see Box 16).

Whether linked to capitation and P4P approaches, or 
reinforced by quality circles, quality improvements require 
strengthened monitoring. In Canada, at national level the 
Canadian Institute for Health Information and at provincial 
level Health Quality Ontario are developing indicators to 
measure PC performance including on quality (CIHI 2009; 
Hogg and Dyke 2011). However, as raised in Box 16, this is 
not without difficulty. 
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Linking measured targets to P4P can, for example, send 
signals that efficiency is prioritised over quality and 
professionalism, or act as a ceiling on continued quality 
improvement, when improvements over target do not attract 
financial incentives (Pennington and Whitehead 2014). 
Indicators and targets can draw attention away from the 
interaction of and communication between professionals 
and patients in PC, significant factors influencing care 
outcomes, especially for more disadvantaged groups. This 
is particularly the case when quality of care indicators only 
include disease-focused patient characteristics and not 
factors related to health literacy (Kringos and Klazinga 
2014) or are used in efficiency approaches within significant 
financial constraints.

Quality monitoring and improvement needs to integrate 
client and community views, further discussed in Section 
4.10. In Denmark, for example, the Danish Quality Unit of 
General Practice runs DANPEP (Danish Patients Evaluate 
Practice), where patients evaluate their doctors and general 

practices through questionnaires. A personalised report 
with the results of the evaluation is given to the GP, showing 
the aggregated data for other participating doctors in the 
region for comparison of individual GP results (Pedersen 
et al. 2012).

4.9 Supporting and informing 
innovation in PC

As noted in Section 4.1, whilst there have been moments 
of radical change in the organisation of services, as in the 
introduction of the NHS in the UK, in many countries there 
is a more incremental process of reform in health systems, 
sometimes building consistently on prior reforms, sometimes 
reversing them. Moat et al. (2014:18) note in Canada: “As 
one key informant suggested, the reality is that in both the 
Ontario and the Quebec context the influence of powerful 
professional groups in the decision-making process related 
to primary care means that experimenting with many 
different potential models is a political necessity”.

Box 16: Supporting PC quality improvements

The UK Quality and Outcome Framework (QOF), when introduced into the new national general medical contract in 
2004, was seen as one of the largest and most radical experiments in pay-for-performance for GPs in the world. It is 
part of an overall process for supporting quality and health outcomes, but at the time of introduction also set out to 
improve GP pay. As raised by a policy informant: “In 2002/2003 when they were putting this contract together there 
was a bit of a crisis in primary care in terms of recruitment and retention… and part of that crisis was obviously related 
to the fact that GPs’ pay had fallen behind pay for hospital consultants”. 

The QOF focuses largely on prevention, early detection and management of chronic conditions. In the first year it 
incurred higher costs than planned, including through spending on the IT infrastructure for quality and outcomes 
monitoring, with wider benefit to practices. Most practices now use computerised patient records, so that disease 
prevalence and quality of care can be monitored at practice level and linked to patient and practice characteristics. 
Monitoring is done through: 

• Self-monitoring, with the QOF IT system automatically identifying areas where performance is falling short of 
targets and notifying practice staff; 

• Monitoring by CCGs, where performance information is sent to a central hub to work out payments but also to 
share across practices and CCGs, for practices to compare how they are doing relative to others and organise 
support for improvements; and 

• Public reporting for social accountability on practice performance. Data, however, are not routinely collected at 
the patient level and it is not always possible to separate the effects of the QOF from that of other factors, such 
as improved chronic disease management. 

The QOF is reported to have had a positive impact on quality of care (for diabetes, coronary heart disease, stroke, 
transient ischemic attacks and blood pressure) and health outcomes for some conditions. For the incentivised 
activities the quality and health outcomes improved at the fastest rate in the worst performing practices concentrated 
in the most deprived areas. Gaps in the quality of PC for coronary heart disease, asthma and diabetes quickly 
narrowed under the scheme. At the same time, as noted in the discussion on the use of P4P in Section 5.3, there 
are some areas where impacts have been less positive: Quality of care has improved more slowly for some ethnic 
minority groups, some practices appeared to have removed from disease registers those patients less likely to meet 
a QOF target. A focus on single diseases and measureable outcomes excludes many important facets of PC and 
underestimates the complexity of many conditions presenting to PC practice. 

Sources: Whitehead et al. 2009; 2014; Gillam et al. 2012; Watt 2014; Doran 2009; Steel and Willems 2010; Pennington and 
Whiitehead 2014.
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This draws attention to the question of what blocks or 
enables the scale up of promising practice, including how 
learning from innovation within the private sector is shared 
in the public domain, discussed further in Section 5. It also 
points to the measures that incentivise, reward and give 
support to those directly involved in implementing PC 
reforms at the PC practice level, relevant also for the USA. 
Some of the general measures that support PC practice 
change have already been discussed, such as the incentives 
that encourage enrolment and training investments that 
support new team approaches. Additional measures may 
be needed for uptake of practice or innovation in specific 
groups and practices, such as in less well-resourced 
practices. This section highlights a mix of methods that may 
have relevance to the USA, including financial incentives, 
training programmes, operational support and professional 
networking for PC practitioners, interaction across PC 
practices and with specialists, and monitoring and sharing 
information on the impact of innovation.

Whilst noting the questions to be asked before their 
introduction, financial levers and incentives, directed at 
individuals or practices, have been used to support practice 
innovation on quality (Section 4.8), generic prescribing 
(Section 4.4), interprofessional collaboration for managing 
chronic conditions or reinforcing PC as an entry point in 
the referral chain (Section 4.6). In the Netherlands, an 
‘Integrated primary care and innovation’ policy in 2007 
used financial incentives to stimulate collaboration between 
PC professionals to overcome solo practice isolation and 
to widen multidisciplinary practice. Health insurers were 
tasked with funding the additional costs of this collaboration 
(Kringos and Klazinga 2014).

While financial levers may trigger practice shifts and dampen 
resistance, non-financial incentives may also be important to 
sustain practice. For example, practitioners in Ontario were 
encouraged into new models by financial incentives, but 
also by improvements in practice environments highlighted 
in Sections 4.3 and 4.5, by use of new technologies, reduced 
administrative loads and by exposure to these models in 
undergraduate and postgraduate training. Group-based 
models were seen to offer potential for learning from and 
interacting with other healthcare professionals. Chile offers 
residency programmes to stimulate and accelerate training 
in family medicine in conjunction with universities, together 
with online training such as from U Virtual, with modules 
on the health family model (MINSAL nd).

Various measures are being used to connect solo practices to 
wider support networks. Small GP practices are linked to the 
NHS in England through CCGs and through geographically 
based NHS boards in Scotland, that monitor practices and 
implement quality improvement and financial incentive 
schemes (Boyle 2011; Steel and Cylus 2012; Timmins 2013). 
In the Netherlands Regional Support Structures (Regionale 

Ondersteunings-structuren ROS) financed by health 
insurers, municipalities and provinces facilitate and support 
PC personnel to develop teamwork, implement quality-of-
care policies and improve continuity of care (Schäfer et al. 
2010). National Primary Care Agreements (LESAs) establish 
collaboration between PC professionals in a region and 
National Transmural Agreements (LTAs) between GPs and 
medical specialists (Kringos and Klazinga 2014 in press). 
In some regions GPs team up with a different specialism 
each year in face-to-face consultations, strengthening PC 
roles and reducing referrals to secondary care (Carrousel 
GC 2012; Vlek et al. 2003). These measures call for new 
resources, such as Canada’s PHC Transition Fund (Moat et 
al. 2014); and/or new institutional arrangements or functions 
for meso structures, as noted above.

Many PC innovations are thus initiated (sometimes on an ad 
hoc basis) by health professionals in practice. For example, 
GPs in the Dutch College of General Practitioners (NHG) 
used the knowledge gained from practice and research to 
develop the first NHG guideline on diabetes care, to improve 
quality of care and professional recognition. Health insurers 
now use the standards in setting price and quality measures. 
Since then other NHG clinical guidelines have followed in 
various areas of practice in PC and the development process 
of guidelines has itself been standardised in a guideline. 
Other PC professions in rehabilitative care, physiotherapy, 
dietary, pharmacy and nursing later developed similar 
guidelines (Kringos and Klazinga 2014). The financial and 
regulatory framework to support such innovation may take 
years to move experimental success into sustainable reform, 
less where there is a supportive environment (see Box 17). 
In the Netherlands, various research programmes and funds 
support PC innovations and document the factors affecting 
uptake of innovations (Valentijn 2012). In the USA similar 
funds for innovation can be used to document evidence and 
lessons learned to support the scale up of promising practice.

Innovation at PC level is thus supported by financial and 
non-financial incentives, meso-level mechanisms and direct 
exchanges across practices, to support and share innovation 
and its uptake in solo or remote practices. Evidence is key to 
inform, motivate, evaluate and be accountable for reforms 
and to generate support, including from the public and 
funders. In the Netherlands, for example, a government 
sponsored public health monitoring network and a PC 
Registry includes patient and practice data from GPs and 
a range of allied PC health workers and pharmacies that 
is reported back to the professionals involved to monitor 
health, healthcare and physician and patient behaviour 
(NIVEL 2014). Embedding monitoring, documentation and 
reporting appears to be an essential support for innovation. 
It is also often a gap in current practice. Some approaches, 
such as P4P payment systems, use specific indicators and 
targets, with limitations noted earlier. 
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As noted in Section 2 there is inadequate consistent 
measurement and evaluation of new approaches and models 
to use for review and accountability and to build system-wide 
knowledge. This is raised again in the recommendations for 
follow up in Section 5.

4.10 Involving empowered patients 
and communities in PC services

People are viewed in different ways in the discussions on 
PC: as citizens (with rights) shaping decisions that affect 
their lives, as purchasers of insurance and consumers 
of services, and as patients or clients in care (Simpson 
2014). A concept of ‘people-centred care’ identifies people 
as members of communities seeking to promote health, 
rather than their only engaging with the health system as 
individual patients with ill health (WHO 2008).Informed 
participation, supported by transparency of evidence and 
appropriate processes not only serves democratic purposes, 
but is also a means to fair policy making and to elevating 
public interests in health systems (Schäfer et al. 2010). The 
experience in HMICs suggests that people are increasingly 
expected to play these different roles, but that these roles are 
less systematically documented, ‘measured’ and reported in 
the literature than those in other sections and less reported 
in assessments of PC (Loewenson and Gilson 2012; 
Christiaens et al. 2013; Stock et al. 2010; Macinko et al. 
2010; 2011; Cornwall and Shankland 2008; Simpson 2014).

The role of people, as patients, family members and 
community members, in contrast, is evident in the country 
case study examples of how people with a chronic condition 
experience their PC system. Appendix 4 provides the features 

of the patients (all relatively vulnerable economically) and 
features of these hypothetical examples. They highlight 
that the trigger for detection of ill health and entry to PC 
is often a community-level related service (pharmacy, 
community health outreach, public health outreach) or 
family member and the importance of these social roles 
and of community health outreach for early detection of 
health problems, for uptake of services and for facilitating 
continuity and adherence to prevention and care, especially 
for more disadvantaged people and for chronic conditions. 
Community roles, interactions and services outside the 
health sector support progression through the system, 
including:

• Family members encouraging and accompanying the 
person on various visits;

• Trust and communication between people and their 
PC practitioners;

• PC linkages with community-level personnel to assist 
patients to navigate the system and address social 
determinants and multiple dimensions of care; and

• House calls by GPs, community health teams to 
understand the person’s context and challenges and 
encourage continuation of care.

They are supported by other factors in the PC system 
discussed in earlier sections, including PC and referral 
services being free at point of care, enrolment and accessible 
arrangements for specialist care referred to by and linked 
with PC services with options for direct access in the 
event of acute episodes or emergencies (see Appendix 4). 
In contrast, the patient lens examples point to the barriers 
to effective PC raised by social isolation, fear, confusion 

Box 17: Linking practice innovation and new knowledge in PC in Chile
Local innovation in municipal PC practices in Chile is used for learning and exchange. For example, the Ministry 
of Health and the Chilean Municipal Association has an annual Good Practices Competition and plans a national 
congress of PC to position it centrally in research and policy debate. As raised by a key informant from academia: 
“For many years we looked at what we were doing wrong and how to fix it. Why not look at what we do well and try 
to transfer that, because it is important to look at a half-full glass and try to fill it a little more…. Municipalities can do 
a better job… by managing local information to make decisions about services that respond better to problems in my 
area and that are not present in others”. 

The Public Systems Centre of Universidad de Chile works collaboratively with Family Health Centres or municipalities 
to establish innovation circles that disseminate knowledge and facilitate adaptation of good practice by forming 
teams around challenges for PC systems. The teams use a specially designed open access technology platform 
to share and discuss innovation through blog spots, virtual forums, links of interest, tweets, notices and a library of 
educational tools. Innovatones or Innovation Marathons held since late 2013 bring together several Innovation Circles 
to exchange experience and learning. In 2012, Chile became part of the project Building a Community of Practice 
in PHC in the Region of the Americas, creating a node for a Community of Practice in Primary Care. This network 
involves different institutions, including the World/ Panamerican Health Organisation Office in Chile, universities, 
Chilean Society of Family Medicine, Ministry of Health, several PC centres, and the University Consortium for Health 
and Family Medicine. It builds and shares experiences and knowledge on PHC, using a free access virtual platform 
and face-to-face activities. 

Sources: Frenz et al. 2014:35; Comunidad de Prácticas en APS nd; Organización Panamericana de la Salud 2013; Vergara 2012; 
Centro de Sistemas Públicos 2013.
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and stress from prolonged interaction with the perceived 
complexity of health systems and social determinants such 
as homelessness or mental instability. Similar factors have 
been identified in the USA (Armstrong et al. 2006; LaVeist 
et al. 2009); where people are reported to face a range of 
barriers, including social isolation (Nicholson 2012); stress 
associated with prolonged interaction with the healthcare 
system, especially for those with cancer and chronic disease 
(Whitehead and Hearn 2014); and instability of housing 
weakening communication and continuity of care (Reid et 
al. 2008). The few examples from the patient lens would be 
useful to replicate more widely, and suggest that a key step 
to designing and adapting new practice is to walk in the 
community’s shoes, with a diversity of community members, 
to better understand the system from their lens.

There are some examples of practices in HMIC that address 
these social roles. While there is note of public distrust and 
low health literacy in the USA, there are also many local 
initiatives that support social participation, such as the 
REACH programme and 11th Street Family Health Service 
described in Nolen (2014).

Communities are often given a role in identifying needs 
and holding PC services accountable for addressing those 
needs. In England, GPs can obtain additional funding to 
set up patient participation schemes (PPGs) to obtain the 
views of patients and carers, as feedback from the practice 
population. The process is used to identify and develop 
an action plan on patient and carer priorities and to report 
to the PPG and publicly on the actions taken that affect 
the practice population and the progress on addressing 
identified priorities (NHS Confederation 2014). In Chile, 
health diagnoses (epidemiologic mapping) are a duty 
of municipalities and include a participatory process to 
identify and interpret community health problems and to 
foster joint action by organised communities, and to feed 
into annual communal health plans (Frenz et al. 2014). 
In the Netherlands, patient/client organisations, such as 
the diabetes association, have given input to guidelines 
(Kringos and Klazinga 2014), whilst noting that disease-
specific groups can lobby resources and services for specific 
diseases and away from wider community needs.

Healthwatches in England link mechanisms at local level 
with national processes. In each local authority they 
are represented on Local Health and Well-being boards 
responsible for producing needs assessments and strategies 
that are used by the commissioning group and the local 
authority to inform commissioning plans (Pennington and 
Whitehead 2014). The mechanisms are supported by non-
state institutions to strengthen community voice and to help 
patients understand and use new and reformed PC services. 
One such organisation in England trains and supports local 
people to be Health Champions, as outlined in Box 18.

These processes demand health literacy, understood as the 
capabilities and social power people have to obtain, analyse 
and use information to act on health problems, including to 
negotiate or co-determine services or resources to support 
well-being (Loewenson et al. 2014b; Laverack 2013). A 
cultural shift in healthcare from viewing people as recipients 
of instruction or advice to partners in care is still emerging. 
Health education (different to health literacy) has thus often 
focused on patient education to improve adherence (Stock et 
al. 2010; Zullig et al. 2014). In contrast, health literacy calls 
for materials and facilitators able to support approaches 
that are participatory and that build cycles of reflection and 
action (Loewenson et al. 2014b). 

Such interventions in PC have been associated with 
decreased admissions to hospital emergency departments, 
reduced progression of chronic conditions and with improved 
coverage of interventions, particularly in underserved 
communities (Elkan et al. 2001; Sahlen et al. 2006; Cloonan 
et al. 2013; Carter et al. 2011). The practice is, however, not 
widespread, with low levels reported in surveys in Chile, 
the Netherlands, Canada and the USA, especially in poorer 
or marginal groups (Kringos and Klazinga 2014; Moat et al. 
2014; Frenz et al. 2014).

It also demands a shift in service culture, both in the 
attitudes and competencies of professionals and the 
processes within PC systems (Dept. Health Victoria 2014; 
Williamson and Watt 2014). Brach et al. (2012) suggest that 
for a health (PC) service (rather than people) to be ‘health 
literate’ they need to promote leadership; ensure easy 
access, including to information, include service users in 
designing, implementing and evaluating services; design 
easy to use materials; target high-risk groups, communicate 
clearly what plans cover; use health literacy approaches and 
prepare the health workforce for these roles (Brach et al. 
2012). The Netherlands Health Council recommended that 
medical education pay more attention to communication 
competencies for better communication during care 
(Gezondheidsraad 2011). Patient-centred consultations 
and a good interpersonal relationship between patient and 
doctor have been found to reduce specialist referrals and 
diagnostic tests, reducing costs (Sans-Corrales et al. 2006).

Various initiatives are being implemented to address this. 
In the Netherlands, an Alliance for Health Literacy was set 
up in 2010 to improve health literacy, with more than 60 
organisations with expertise in health literacy as members. 
Community-level intermediaries, including community 
health workers can facilitate information flow and dialogue 
between communities and health services, as outlined for 
health champions in Box 18 (Smith et al. 2012; Treloar et al. 
2013; Sentell et al. 2014; Zanchetta et al. 2014). 
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Box 18: Local people as Health Champions
A UK non-state organisation trains local people to be Health Champions, to work with others in their communities to 
improve health. Health champions: 

• work with PC personnel on health actions in the community; 
• visit schools, community centres and bring local community members to health meetings; 
• link local networks, knowledge and experience with the practice knowledge and resources; 
• use culturally relevant methods to gather local people to work with general practice staff; and 
• explain to other patients how to make best use of the facilities and services provided. 

Health champions are reported to have improved input to local commissioning decisions, to have set up social and 
support groups for young mothers or people with chronic conditions, to have improved individual and community 
literacy on prevention initiatives such as immunisations and to have supported the use of the appointment guides and 
other practice tools, especially for those for whom English is a second language. Their work is reported to have led 
to service and quality improvements. 

Source: Pennington and Whitehead 2014; Fisher 2013; KI: Health Champion Group.

Information technologies and an increasingly web-
connected population raise new opportunities for improving 
information flows between communities and services (as 
outlined in online appointment and communication tools 
in PC access in Section 4.6 and telemedicine approaches 
supporting quality of care in Section 4.4). Online patient 
portals can facilitate awareness of care options and processes 
although they are still in early stages of development (Moat 
et al. 2014), with some evidence in a US study of improved 
health outcomes for people with chronic conditions (Carter 
et al. 2011).

It is less easy to see how effectively people are being 
brought into planning and shaping their services. At local 
level, communities are involved to varying degrees in 
committees, boards, consultative councils, practice boards 
and patient participation schemes. At national and provincial 
or state level, participation rights and community health 
involvement in planning are established by constitution or 
law in some countries (Scotland, Brazil, Italy, Chile and 
England (Simpson 2014), with mechanisms for this including 
citizen’s councils, assemblies, forums, conferences and 
boards (Brazil, Thailand, Quebec, Canada, and the UK) 
(Cornwall and Shankland 2008; Frenz et al. 2014; Kringos 
and Klazinga, 2014; Moat et al. 2014). In the Netherlands 
government consults a National Patient and Consumer 
Federation involving patient organisations on health policy 
development. Well-organised patient associations have 
influence on the behaviour of health insurers (Kringos 
and Klazinga 2014). In the UK, parliamentary committees 
and independent auditing bodies regularly scrutinise the 
operations of parts of the NHS, and the NICE Citizens 
Council is exploring processes and tools to incorporate 
public views into its judgements (NICE 2013; Pennington 
and Whitehead 2014).

There are many structures for participation across countries, 
but more limited information on their processes and 

whether they facilitate meaningful levels of participation. 
Moat et al. (2014: 19) outline for example that in Ontario: 
One key informant suggested that the community-governed 
FHT is the most promising model with respect to patient 
engagement in organisational and policy decision making, 
given that their smaller size and openness to patient 
involvement within their governance structures provide a 
channel for real input and solutions that integrate the will 
of the people in the communities serviced by the FHT (as 
opposed to the larger and more complicated boards found 
in the CHC model). 

The case studies suggest that more meaningful involvement 
also depends on how far community representatives 
communicate with communities and involve vulnerable 
groups, and the impact this has on decisions and the evidence 
used (Kringos and Klazinga, 2014; Frenz et al. 2014).

Beyond structures for participation, therefore, a number of 
processes, actors, competencies and resources are needed to 
support social roles and literacy in health, such as sharing 
of appropriate information and materials, including online, 
widening health literacy and communication competencies 
and supporting CHWs and health champions. There is 
evidence that such inputs improve uptake of services, 
especially in more marginalised communities or younger 
people (Pennington and Whitehead 2014; Loewenson 
and Gilson 2012); reduce costly specialist referrals (Sans-
Corrales et al. 2006); reduce the progression of chronic 
conditions, improve coverage of interventions, particularly 
in underserved communities (Elkan et al. 2001; Sahlen 
et al. 2006; Cloonan et al. 2013; Carter et al. 2011); and 
improve health outcomes (Carter et al. 2011).This area 
would appear to need further documentation, exchange 
and evaluation, including through community-based and 
participatory action research methods that themselves 
strengthen community roles and power in the health system 
(Loewenson et al 2014b).
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5. Recommendations and 
areas for follow up

5.1 Value for money outcomes from 
promising practices

T he various policies, measures and PC models 
described in Section 4 are all noted to be associated 
with improvement in one or more dimensions of value 

for money. A shortfall in evaluation of PC at system level 
has been observed. Moat et al. (2014: 20) note for example 
that while …many are hungry for evidence about positive 

outcomes, the fact that EMRs have only recently been 
introduced into PC…. means that we are only now moving 
towards having the capacity to evaluate PC in domains 
such as access, quality, efficiency and patient outcomes 
and that the first step was to turn the ship around. While 
noting this limitation, Table 7 captures available evidence 
on the different value for money outcomes associated with 
measures presented in Section 4, as documented in the case 
studies and desk reviews.

Table 7: PC features and documented evidence on areas of value for money
Green shading shows areas where improvements noted

(i) Health 
outcomes

Healthcare 
outcomes

User/
provider 
satisfaction

Quality 
improvement

Cost Financial 
protection

Mandatory 
insurance

4.2 Improved 
access

If progressive 
payments

Fund pooling 4.2 Improved 
coverage

Funds QI 
incentives; 
Improved CC

Reduced costs if 
admin simplified

Risk adjust-
ment and cross 
subsidy

Essential 
health 
benefit

4.2 If evidence 
based to define 
content

Expanded 
coverage

Transparency 
of service 
entitlements

Improved when 
linked with quality 
guidance

Coverage in 
underserved 
groups

Free 
services

4.2 
4.6

Low avoidable 
hospitalisation

Patient 
satisfaction

Facilitates 
prevention

Less unnece-
ssary testing

Reduced OOP

Capitation 
payment

4.3 Healthier 
patients

More compre-
hensive care

Improved care 
co-ordination

Less efficient (in 
Canada)

Fee for 
service

4.3 More efficient 
(Canada)

Pay-for- 
performance 
Finance 
incentives

4.3 
4.8

Mixed, positive 
for targeted 
areas, may 
divert attention 
from others

Mixed, positive 
for targeted 
areas, may 
divert attention 
from others

Improved quality 
for targeted 
services

May improve 
efficiency, 
transparencyIT 
may bring wider 
benefit

Mixed effects

Bundled 
payments

4.3 
4.7

25% less 
hospital care; 
chronic care 
focus; less for 
multimorbidity

Limited by 
lack of patient 
involvement in 
design

Improved 
quality, reduced 
fragmentation; 
adherence to 
protocols

Reduced costs 
to providers With 
hospital care 
declines

Reduced costs 
to users from 
co-ordinated 
services

Preferential 
pricing

4.4 Lower medi- cine 
costs

Reduced OOP
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(i) Health 
outcomes

Healthcare 
outcomes

User/
provider 
satisfaction

Quality 
improvement

Cost Financial 
protection

Health 
technology 
assess-ment

4.4 Greater patient 
involvement in 
HTA decisions

Standardising 
care

Assessing on 
value for money 
rather than cost

Mixed equity 
outcomes in 
access to new 
technologies;

Multidisci-
plinary 
teams; NPs

4.5 
4.7

Improved 
contact; access; 
coverage

Improved user 
satisfaction

Improved quality 
for chronic care

Lower pay costs; 
longer term 
unclear

Improved 
access in 
remote areas

Group 
practices; 
PC co-
operatives

4.5 
4.6

Reduced safety 
incidents

Improved 
patient contact; 
CC; reduced 
hospital 
admission

Improved 
user and job 
satisfaction 
Reduced GP 
workloads

Improved 
efficiency of 
care; less 
emergency care 
use

Decreased 
self-referral 
to emergency 
departments of 
hospitals

Enrolment 4.6 
4.7

Improves 
access, may not 
improve timing 
(Canada)

Supports 
continuity

Supports care 
planning

May support 
reach to some 
marginal groups

Gate-
keeping

4.6 
4.4

Improved 
health 
outcomes

Early uptake of 
care

Mixed Strengthens CC Avoids high 
referral costs

Reduces costs 
Waiting times

Population 
focused; 
CHCs

4.7 
4.5

Health benefit 
for lower 
income groups

Improved 
coverage; 
CC with SDH 
services

Physicians 
dislike capi-
tation payment

Improved quality 
consultation 
times; continuity

Covers lower 
income groups

Person- 
centred care

4.7 
4.10

Lower levels of 
complications 
and mortality

Improved 
adherence to 
treatment

Lower medicine 
and hospital 
costs

Quality 
frameworks 
care 
guidelines 
linked to 
incentives

4.8 
4.3

Positive 
impact on 
specific health 
outcomes 
targeted

Supports IT; 
healthcare 
QI for target 
conditions; may 
lead to cherry 
picking, gaming

Provides 
incentives for 
physicians Wider 
support if shared 
with all practice 
staff

QI; gaps 
narrowed across 
practices; poor 
gains for other 
areas. Targets 
act as a ceiling

Reduced 
inappropriate 
referral

Worst 
performing 
practices 
improved at the 
fastest rate

Tele-
medicine, IT 
use

4.9 
4.10

Reduced use 
of secondary 
care; improved 
access

Improved 
communication 
with clients

Improved case 
management; 
referral continuity

Supports 
services in 
remote areas

Health 
champions

4.10 Improved 
access

Involvement of 
patient views

Improved QI, CC Access for 
disadvantaged

Health 
literacy

4.10 Reduced 
progression 
of chronic 
conditions

Improved early 
uptake; reduced 
emergency 
service use

Improvided 
communication 
between users 
and providers

Improved 
coverage in 
underserved 
communities

Source: Authors Notes: QI= quality improvements; CC= co-ordination of care; SDH= social determinants of health; person-centred 
care includes programmes for co-morbidity (i) Area (section) of promising practice.

Table 7: PC features and documented evidence on areas of value for money continued

The table indicates which of the ten areas in Section 4 
the measures refer to. As it draws from evidence already 
outlined in Section 4 the information is very briefly noted in 
the table. Green shading in a cell implies positive outcomes 
and no shading mixed outcomes. Four or more positive 
dimensions of outcome (green shaded cells) indicate a 
wider range of areas of improvement in value for money, 

recognising that this is a broad decision tool that does not 
take into account the strength of association in the source 
evidence.

Applying the decision tool, the measures below were 
associated with a wider spread of areas of improvement in 
value for money:
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Area Measures

Widening universal financing 
and coverage

Purchasing arrangements 
PC-oriented workforce

First contact, continuity 
Comprehensive, co-ordinated 
care 
Supporting, informing innovation 
Involving empowered patients 
and communities

a. Pooling of funds (for risk-adjustment and system wide incentives) 
b. Definition of an essential benefit/ guaranteed entitlement
c. Services offered free (prepaid) at point of care
d. Capitation and bundled payments
e. Multidisciplinary, interprofessional teams and group or co-operative practices
f. Gatekeeping, referral continuity
g. Population focused models (such as CHCs)
h. Approaches applying information continuity, IT
i. Health literacy
j. Health champions

These areas are also linked. There are clusters of mutually 
reinforcing measures, such as between capitation, enrolment 
and gatekeeping or between practice-based payments, 
multiprofessional teams and comprehensive personal and 
population care. The definition of a guaranteed benefit 
package opens options for quality improvements, social 
accountability, for strengthening guidance for and practice 
of comprehensive care, for ensuring delivery on the benefit 
but also ensuring that such services are accessed at PC level. 
FFS payments can generate weaknesses in implementing 
comprehensive approaches, unless linked to mechanisms 
to apply them to support explicitly comprehensive care and 
multiprofessional teams, such as in the bundled approach 
in the Netherlands. In making such links there do appear to 
be some ‘system orphans’, weakly linked to other measures 
in PC systems. Most important in this respect are the weak 
links between institutions and payment systems for PC 
and those for public health. While such links are important 
for the comprehensiveness of care and may be desired in 
theory, they become difficult to apply in practice unless 
new resources or institutional frameworks are developed to 
enable them.

5.2 Recommendations from 
promising practice in PC

The evidence in the paper suggests potential practices and 
approaches that can be considered for adaptation in the USA, 
recommended for review and dialogue. They collectively 
reflect many of the (aspirational) attributes of PC presented 
in Box 1. They point to the need to profile the role of PC in 
health equity – in closing inequalities in health, ensuring 
access to healthcare relative to health need, ensuring fair 
benefit and avoiding impoverishing costs of care. They 
suggest the dynamic nature of PC, with changes in society 
and in the knowledge, technology and information resources 
in health systems raising demands for diverse competencies 
and personnel for PC.

The experience from HMICs generally and the four 
country case studies specifically suggest a wealth of 

promising practice that has relevance to the challenges 
and opportunities for improving PC in the USA. While 
the conceptual framework started with the macro level of 
contexts and moved to service and community level as a 
way of framing the investigation, we deliberately start at 
the community level to build recommendations around 
empowering people and capacities for comprehensive 
person focused PC. The recommendations are thus to:

1: Refocus on communities and population health:
Improved PC practice is centred on patients and 
communities, links individuals to population health 
and provides for meaningful social roles. This has 
been fostered by health literacy programmes and 
networks, by Health Champions (the UK, Box 18), 
expert patients and community health workers, by 
social media and online health information and by 
active education outreach on insurance and service 
entitlements (Chile, Box 6). Services themselves need 
to be health literate, training providers in cultural and 
communication competencies (as in the Netherlands). 
A population health approach calls for co-ordination 
with other (municipal) social services (as in Chile and 
the Netherlands), using participatory epidemiologic 
mapping and family genograms to identify and plan for 
the needs of particular social groups and families, and 
to foster joint action on community health problems 
(Chile, Box 14), with Healthwatches that bring 
community voice to planning and link local community 
representatives to national process (as in the UK).

2: Reach, equitably include and bring all into PC:
In the US multi-insurer system, widening coverage 
calls for active measures to widen prepaid coverage, 
expecially in underserved groups with high health need. 
This includes public information on the guaranteed 
benefit, measures for review, quality guidance and 
accountability on its consistent delivery and quality 
improvement (Chile, Box 6). Enrolment is a key 
measure for first access, with flexibilities to choose a 
PC practice and provision for portability (as in England 
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and the Netherlands, Box 5). Voluntary enrolment 
can be encouraged by incentives for enrolment (as in 
Quebec), with safeguards against excluding complex 
cases and links with other agencies to reach out to 
homeless people. After-hours care is facilitated by 
guaranteed opening hours and shared PC practice 
arrangements, such as PC co-operatives, located near 
or within hospitals (as in Chile and the Netherlands, 
Box 13), with information links to PC (in the UK) and 
options for internet and telephone consultation.

3: Think and act more comprehensively in improving 
health:
The weak interface between population health and 
personal PC services undermines both. A more 
comprehensive paradigm calls for use of population 
health evidence to plan and monitor services (as in Chile, 
Box 14 and the UK) and for comprehensive models that 
combine the medical and psychosocial dimensions of 
care across the life course (Chile, Box 14), delivered by 
a mix of health and allied professionals in PC teams, 
co-ordinating PC with public health and other services. 
Community health centres that are population based 
and service models organised around social groups 
and community entry points facilitate comprehensive 
care, supported by bundled payments and co-ordinated 
planning (the Netherlands, Box 8). Co-ordination of 
care calls for a stronger PC role in referral, supported 
by incentives (or penalties for bypassing PC) and 
improved PC expert generalist competencies to build 
public trust in this role (the UK, Box 12).

4: Organise and enable the key capacities to deliver:
A multidisciplinary PC team demands recognition and 
training of expert generalist GPs (the UK, Box 12) and 
of nurse, other professional and community worker 
roles (as in selected PC models in Ontario, Canada), 
with extra measures for disadvantaged areas (as in 
Scotland). Moving from FFS towards capitation and 
blended payment improves value for money. It was 
achieved in Ontario by providing a range of PC models 

that improved incomes and incentivised capitation. 
Incentives can also support quality, access, equity and 
innovation (as in the UK, Box 16, the Netherlands) but 
need exceptions to allow for specific needs and regular 
review to avoid thresholds becoming ceilings. Value for 
money is enhanced by evidence-based assessment with 
public involvement (the UK, Box 10), by guidelines, 
tools, quality circles and peer review and by duties for 
annual continued professional education programmes 
for all PC personnel (as in Chile).

5: Support ‘learning practice’ and ‘thinking politics’:
PC is a site of innovation with high demands on information, 
communication and learning. This has been strengthened 
through electronic records that are interoperable across 
services, phone and IT outreach with clients, telecare for 
specialist input and automated data capture for reporting and 
reviewing performance. Meso-level forums and networks 
support exchange, collaboration and evidence informed 
policy, strengthened by measures such as Chile’s innovation 
circles on key areas of practice (Box 17) or the Netherland’s 
support organisations, and by new funds for collaboration 
and models, from governments (Canada) and insurers (the 
Netherlands).

The more specific measures (with countries applying 
them) and possible US entry points for these recommended 
practices are presented below. (Where several countries have 
a feature then they are not all listed). The first listed practices 
are those we suggest may be more readily implemented, 
given existing entry points, current innovative practice 
or other enabling conditions. Specific entry points for US 
uptake are suggested.

Starting in the community:
Sections 4.5 and 4.10 identify a number of promising 
practices in support of social roles in PC and the  
competencies in PC to understand and address social 
conditions, such as the tools for participatory mapping and 
PC links to social services in Chile.

Promising measures in HMICs US entry points
Strengthen social roles in PC

• Health literacy programmes and networks
• Health champions, mentors, CHWs
• Social media and online patient portals for health information
• Active education outreach on insurance and service entitlements/ benefits (Chile)
• Training providers in cultural and communication competencies (the Netherlands)
• Locally co-ordinated (municipal) integration of medical and social care, supported by funding 

(the Netherlands)
• Expert patient, family and community roles
• Tools such as participatory epidemiologic mapping and family medical records to identify 

community health problems and to foster joint action (Chile)
• Healthwatches linking local to national process (the UK)

• Health literacy 
initiatives being rolled 
out

• CHWs and patient 
‘navigators’

• HealthBegins training 
PC providers in social 
roles

• Community Benefits 
programmes, hospital 
district funds, county 
funding and other 
funds for social roles

• US National PC 
Extension Service
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These measures are rooted in social contexts, and merit 
further discussion for how they would be framed and applied 
in the USA, especially for more disadvantaged people.

Reaching, equitably including and bringing all 
into PC:
Section 4.1 presents a range of promising measures and 
practices that actively expand insurance coverage in 
underserved groups and public information about benefit 
entitlements, with measures to monitor delivery, such as 

Netherlands’ active outreach on insurance in disadvantaged 
communities and Chile’s active public education on the 
AUGE. For these measures to translate into PC coverage, 
Sections 4.6, and 4.8 present measures for enrolment 
such as the UK’s and Scotland’s measures for enrolment, 
access and co-ordination of referral in remote areas and for 
disadvantaged groups like homeless people, and for and 
after-hours access, such as PC co-operatives in Netherlands. 
These are summarised below:

Promising measures in HMICs US entry points
Increasing insurance coverage

• Non-profit insurance models (the Netherlands)

• Active follow up of insurance, with outreach to disadvantaged groups, in 
local languages, culture and settings (the Netherlands)

• Income related prepayments, free PC at point of care

• Area-based enrolment with provision for portability (the UK, the 
Netherlands)

Enrolment-registration/rostering and 24/7 access

• Voluntary enrolment encouraged by incentives for enrolled people (FMGs 
Quebec), with safeguards against excluding complex cases

• Guaranteed opening hours and shared PC practice arrangements 
for after-hours care, such as PC co-operatives located near or within 
hospitals, high-quality internet and telephone consultation services

• Encouraging/requiring enrolment with flexibilities, to choose a PC practice 
within a defined range of home (the Netherlands, the UK)

• Service contacts for homeless people

• Monitoring and evaluation of uptake, of avoidable referrals to secondary 
and emergency care and satisfaction in PC provider

• Expand US Consumer Operated and 
Oriented Plan (CO-OP)

• Debate on enrolment in ACOs and PC 
practices

• Some compulsory rostering under HMO 
plans

• Voluntary enrolment in PCMHs

• Some insurers lower co-payments for 
patients to stay ‘within the network’, 
encouraging them to seek services through 
a regular physician

• 1,115 Waiver incentives for expanded 
hours and services, patient satisfaction, 
translation

• Opportunities for shared PC practice 
arrangements to increase 24/7 access, 
located near emergency rooms

Active implementation of a guaranteed benefit 

• Public education on the benefit (Chile) 

• Allocation of budgets and incentives to ensure the workforce, purchasing, 
technology, personnel and other inputs to deliver the benefit

• Guidance on services for key areas of the benefit (the Netherlands, Chile) 

• Simpler and more transparent guidance to support regular evidence-
based review (Chile)

• EHB introduced in USA, varying between 
states, levels and plans 

• Organisations/individuals support patients 
(navigators) on enrolment and new benefits 

• American Academy of Family Physicians 
voluntary guidance

Thinking and acting more comprehensively in 
improving health:
Measures for promoting a more comprehensive paradigm, 
supported by a range of workforce, guidance, payment and 
service measures, to strengthen the comprehensiveness of 

care and its co-ordination with population and community 
services are discussed in Sections 4.2, 4.6, and 4.7, such as 
Chile’s BPS model, and the Netherland’s use of bundled 
payments, care groups and PC links to municipal services. 
These are summarised overleaf:
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Promising measures in HMICs US entry points
Strengthened comprehensiveness of care, community health links

• Using population health evidence, epidemiological maps to plan and 
monitor services (Chile, the UK)

• Comprehensive models e.g. biopsychosocial model (Chile)

• Including an appropriate mix of NPs, PAs, pharmacists, mental health 
workers, counsellors, nutritionists, therapists, social workers, health 
promotion workers and others in PC teams

• Incentives and bundled payments to support comprehensive 
approaches (the Netherlands)

• Clustering services in an area - CHCs, family practice, nursing, home, 
pharmaceutical, paramedical, mental health, social care services 
and diagnostic facilities – with bundled payments and co-ordinated 
planning (the Netherlands)

• Care models focused on (i) social groups not diseases; (ii) on co-
ordinated prevention and care plans across the life-course supported 
by co-payment exemptions (Chile, Canada)

Strengthening co-ordination, referral continuity across services and 
providers

• Penalties, co-payments for bypassing PC referral

• Lower rate of specialist reimbursement if not a PC referral (Ontario)

• Making PC referral a requirement

• Public trust in the competency of expert generalists and awareness 
of options for second choice or exceptions (the UK, the Netherlands)

• 1,100 US CHCs with scope to use funding for 
improving care in deprived areas to strengthen 
their model

• Community Centred Health Homes (CCHHs) 
and some PMCH models clustering services

• ACO platform opportunities for including 
population planning, population focused 
models and area clustered services

• Various funding initiatives, such as Community 
Benefits programmes; ACA’s National PC 
Extension Service

• US Patient-centered Outcomes Research 
Institute and the Agency for Healthcare 
Research and Quality roles in development of 
models and practice guidelines

Collaboration, links across practices, personnel and with population 
health services 

• Using population health evidence for planning (Chile, the UK) 

• Innovation circles across practices in key areas of practice or 
approaches (Chile) 

• Group models supporting learning 

• Capture of comprehensive baseline data for future evaluation 

• Financial incentives; bundled payments and care groups promoting 
collaboration (the Netherlands) 

• Integrated P4P systems to guide clinical activity

• Consolidation of PC practices 

• Continuing education requirements 

• Emerging learning circles

Organising and enabling the key capacities to deliver: 
Examples of promising practice for strengthening the 
status, skills and multidisciplinary nature of the PC team are 
discussed in Section 4.5. These include building an expert 

generalist PC physician in UK and practice models that 
support nurse, other professional and community worker 
roles in Canada.
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Promising measures in HMICs US entry points
Strengthening the status and skills of an expert generalist PC physician

• Strengthen recognition and training of the expert skills needed for PC 
practice

• Build competencies to manage uncertainty: to make informed decisions 
about the severity and prognosis of conditions and the continuum of care

• Build competencies to function effectively as a team manager, supporting 
optimal work of others

• Attach trainees and specialists in PC practices in deprived areas (Scotland)

• Train, register, pay GPs as expert generalists (the UK)

• Improve flexibility of working conditions, hours (the UK, the Netherlands)

• Strengthen patient trust in PC provider competencies (UK)

• Curricula, teaching methods; 
community-based clinical training; 
continuing education to align with 
competency needs (IECEP 2011)

• Consolidation of practices into larger 
group practices enabling work flexibility

• University partnerships on PC 
education and practice, such as 
Harvard Medical School Center for 
PC partnership with local academic 
medical centres

New team approaches, recognition and organisation of interprofessional 
and community worker roles 

• Involving NPs, physician assistants (PAs), pharmacists, dieticians, mental 
health workers; behavioural health social workers in PC teams 

• Recognition of NP and PA status, including in registration, pay and incentive 
systems and roles alignment with GPs 

• Comprehensive care models that use team approaches (CHCs; NPLCs and 
FHTs Ontario) 

• Guidelines on interprofessional practice (the Netherlands) 

• Financial pay incentives applied at both individual and practice level 

• Duties on local government to provide annual, continued professional 
education programmes for all PC personnel (Chile)

• Training and guidelines for 
interprofessional practice 

• Teams in CHCs, PCMHs 

• Consensus Model for Advanced 
Practice Registered Nurse Regulation 
promoting professional mobility across 
states 

• ACA-proposed National Healthcare 
Workforce Commission could assist in 
harmonisation of licensing of NPs and 
PAs. 

• 31 LEAP sites on interprofessional 
practice

The capacity to deliver comprehensive PC that reaches 
vulnerable groups is also supported with active quality 
improvement processes and evidence informed, value 
for money based guidance, such as in the QOF and NICE 

practices in England, and measures to support a shift 
from FFS to blended and capitation payment systems, as 
was implemented in the Ontario models are discussed in 
Sections 4.3 and 4.4

Promising measures in HMICs US entry points
More active purchasing and a shift from FFS 

• Providing a range of PC practice models, with incentives for models with 
higher levels of capitation 

• FFS incentives for quality, equity, for extended and guaranteed opening 
hours and formal out-of-hours care 

• Capitation based on rosters that list patients by age, catchment area and 
income, with additional payments for involving NPs and for working with 
practices in deprived areas 

• Bundled payments facilitating co-ordination of services for chronic care and 
for population health (the Netherlands) 

• P4P on quality and outcomes improvements, with exceptions to allow for 
specific needs 

• Incentives for providing services at PC level usually provided at secondary 
level, for specific areas of care, for uptake of IT 

• Practice incentives (Chile) vs individual incentives (Canada)

• Regular monitoring and review to avoid thresholds becoming quality ceilings

• Recommendations of the National 
Commission on Physician Payment 
Reform (2013) proposing payment 
reforms including capitation, bundled 
care and incentive-aligned FFS 

• PCMHs application of risk-adjusted 
capitation, performance payments 
and bundled payments for addressing 
chronic conditions

• Payments for performance/ quality/ 
efficiency and process-based and 
health outcomes-based performance 
in 1,115 Medicaid Waivers programmes
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Promising measures in HMICs US entry points
Active quality improvement and value-based HTA 

• Formal evidenced-based HTA with public involvement (the UK) 

• Voluntary guidelines, tools, strategies to support care 

• Dedicated department for new guidelines 

• Link guidelines to electronic prescribing (the Netherlands) 

• Quality circles and peer review groups (QCs/PRGs) facilitate exchange 
across disciplines 

• Patient literacy and a complaints system 

• Incentive frameworks/payments that reward quality improvements in referral 
interactions 

• Legal duty to make approved technologies available (the UK)

• Choosing Wisely campaign 

• National Commission on Physician 
Payment Reform 

• Health information system integration 
of quality monitoring and reporting, 
including for local planning and 
national reporting 

• PCMH initiatives focusing on high 
needs patients

Supporting ‘learning practice’ and ‘thinking 
politics’:
Measures for strengthening of information and IT capacities 
and for use and review of evidence are discussed in Section 

4.1 and 4.7, and the support for innovation in Section 4.1 and 
4.9, and in the learning on managing change, discussed in 
the next section.

Promising measures in HMICs US entry points
Integration of information flow and IT

• Electronic medical records

• Phone counselling, scheduling appointments

• Support for non-IT literate clients

• Telecare for specialist input

• Automated data capture for review of practice

• Investment in EMRs, with penalties for 
non-compliance

• Institutionalise funding of telemedicine, 
telecare initiatives

Strengthening of meso-level support, networks 

• Forums, networks, IT for collaboration across disciplines 

• Support organisations (the Netherlands) 

• New funds for collaboration (Canada) 

• Professional associations

• US initiatives, such as LEAP 

• State Innovation Model grants and 1,115 
Waiver experiences 

• Professional association learning groups

Some areas that are associated with improved health 
outcomes and value for money that are well accepted in 
HMIC settings are strongly resisted in the USA. One is 
the PC role in referral continuity, or gatekeeping. Many in 
the USA view this negatively given negative experiences 
in health management organisations. However, the cost 
escalation from inappropriate use of secondary level and 
acute emergency care services in the USA (and benefits 
of gatekeeping in addressing this) suggest that there needs 
to be discussion on how to move towards a stronger role 
for PC in referral continuity. High costs of non-beneficial 
services in the USA also calls for discussion of options to 
provide more evidence-based guidance and incentivise 
good practice, as in examples from the use of evidence-
based health technology assessment (HTA) in England in 
ensuring fair benefit and value for money in the introduction 
of new technologies.

5.3 Enabling conditions, facilitators 
and brokers

Beyond the discussion on the specific measures, it may be 
asked why many hundreds of demonstration projects across 
the USA have not gone to system level, and what factors 
have blocked their scaling up, to inform the thinking on 
adapting examples from other settings. 

The case studies highlighted enabling conditions and 
barriers to introducing innovation in PC and the measures 
used to address them. While recognising the context 
specificity of these approaches, the enablers and barriers are 
outlined in Appendix 6, together with the mechanisms used 
to facilitate innovation, as an input to dialogue on how to 
support and sustain the uptake of identified practices. 
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The summary at Appendix 6 points to:

• political and policy determinants in providing 
leadership and support for new practice at both central 
and local levels, especially when backed by funds and 
incentives for innovation;

• the role of evidence on problems and ideas, models 
and thinking in stimulating demonstration, 
especially when shared with key actors at policy and 
implementation level and with the public; and

• the role of evidence from evaluating practice to 
sustain change, especially when backed by training, 
competencies and responsibilities for delivering 
reforms.

Payment systems and financing incentives can, as described 
in Section 4.3, make PC a more attractive option and 
build support for PC approaches amongst key professional 
groups, especially if they improve their relative status 
and income. However, financial incentives can affect 
institutional cultures and professional ethos, so need to 
be carefully designed. The change processes show further 
the importance of winning public, professional and funder 
support, such as by making PC practice more attractive 
and by engaging colleges and professional associations, 
particularly those that may amplify support. Change 
processes often challenge long histories of physician-driven 
care, bureaucracies and entrenched procedures blocking 
innovation, and professional and social views and interests 
may act as key barriers, more so when there is uncertainty 
of the timing and level of returns.

Managing change processes thus calls for many skills 
- to negotiate support and inputs, to provide evidence, 
communicate, facilitate reflection, analysis and learning 
from action, to manage conflict and to encourage 
improvement and review. As shown in Box 17 in Chile, this 
can involve many professional, practitioner, academic, local 
or central government and civil society actors in multiple 
processes, often over a sustained period. Some examples of 
this are shown in Appendix 6. 

The importance of making the public case for reform is 
currently being demonstrated in England, where information 
and advocacy campaigns are underway, including the 
Keep our NHS Public and the People’s Health Inquiry for 
London NHS, disseminating evidence and raising debate 
and electoral pressures on health service reforms that are 
perceived as imposed, without public support (Simpson 
2014; Walsh 2012).

5.4 Areas for follow-up work
This paper provides various examples of where local 
innovation has helped to sustain or develop PC models. 
Local innovation has played this role where wider conditions 
are less favourable (Chile), changed the perception of PC 
among physicians (Canada) and insurers have been engaged 
to support new models (the Netherlands). 

A priority for follow-up work is thus to continue to innovate, 
whether locally or at wider scale! We suggest, further, that 
more emphasis be given to monitoring and evaluating 
practice, to further develop conceptual frameworks, 
indicators and systems to evaluate PC approaches and 
practice, including their social dimensions and health 
outcomes, and to document and disseminate findings and 
build knowledge on these systems.

Further, as Moat et al. (2004) indicate, there is need to 
better disseminate existing evidence and experience. More 
supports are required to facilitate easier access to existing 
research on PC. For example, the provision of a validated PC 
‘hedge’ within PubMed’s ‘topic specific queries’ together 
with use of the existing hedge within Health Systems 
Evidence could help to optimise searches for investigators 
looking for literature published about PC, as it now does for 
investigators interested in cancer and AIDS research.

Notwithstanding the gaps, a substantial body of evidence 
has been gathered in the work to date and RWJF and others 
could share and widen discussion on the findings from 
this work. In particular it would be useful to engage with, 
support exchange on and disseminate evidence on practice, 
particularly at local level where much innovation seems 
to be taking place, and to build or support communities 
of practice (innovation circles) in key areas of promising 
practice in PC that have the potential to improve value for 
money in the US health system.
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Appendices
Appendix 1: Constructs in the conceptual framework
Table A1: Most commonly raised constructs and elements in the framework

Abbreviated to indicate key areas. Full table available in Loewenson and Simpson 2014

CONSTRUCTS (In 
the domains)

CONTENT Elements shown are those that have highest frequency of inclusion in 
the literature. For full set of elements see Loewenson and Simpson 2014

DOMAIN 1: CONTEXT/ SYSTEM/STRUCTURAL
Structural: Demographic, sociopolitical and economic context
National socio-political 
context

The sociodemographic profile, political and social culture, social values and the central/ devolved 
organisation of government and state.

National economic context The level of aggregate income and of social and geographical inequality in incomes and wealth.The 
level of market orientation of the economy, including in the social sectors.

National health system 
context

The disease pattern and burden, including multimorbidity, inequalities in health, social determinants of 
health; coverage of healthcare and gaps in universal coverage.

Structural: Health system context
Policy and PC orientation Health system organisation, segmentation, universality. Level of support for and clarity of vision in the 

role and organisation of PC in improved health system performance.

Laws Legal duty to ensure health services; the extent, devolution and harmonisation in federal regulation of 
services and strength of regulatory capacities and enforcement

Governance of the health 
system

Distribution of policy, management authority between central and subnational (state/local) levels. 
Public/ patient empowerment, accountability and information at macro-level and measures for 
accountability and transparency on system performance.

Organisation of the health 
system

Levels, resourcing, roles and distribution of public, for profit/not for profit providers.  
National/state system; single/multipayer/national health service or social insurance service;. type, 
ownership and size of primary care provider, relationship with referral and outreach services and with 
clients. Patient enrolment; (see also Domain 2).

Financing the health 
system

Principles for, funding model, level and sources of financing and distribution to public and private 
providers. Level/prioritisation of expenditure on PC. Latitude for price increases and risk exclusion. 
Method of paying the PC workforce:

Workforce development 
and regulation

Density, distribution; training and mix; remuneration - capitation, salary, fee for service, pay-for-
performance, blended payments Professional status, autonomy and recognition of PC personnel; 
Strategies and resources for training

DOMAIN 2: PC SERVICE DELIVERY/ MODEL OF CARE/ MODE OF PRACTICE/ PROCESS
Service inputs
Workforce density, type 
and capacities

Professional ethos, type, density, distribution, competencies, task allocation and orientation of PC 
workforce, including the mix of professionals. PC practice size, networking.

Workforce collaboration in 
and across PC

Team-based approaches, composition and role of multidisciplinary teams (combining physician, 
nurses, NP, PA, dentist, pharmacist, CHWs); role of skills set and scope of practice in allocation of 
tasks, workload sharing. System supports for team approaches

Workforce incentives Financial and non financial incentives supporting recognition, incomes, skills, performance, quality 
outcomes of PC workforce.

Medicine, technology Assessment and regulation of and incentives for ensuring value for money, controls on costs and 
equity in benefit from medicines, technology and prescribing practices

Service content
Needs-based first contact Extent to which primary care can be accessed and used as first contact; level of extended hours 

access and inappropriate use of hospitals

Prevention focus Focus on, incentives and guidelines for health promiotion, well-being and prevention services at 
individual and population level and collaboration with other services.

Public health; Intersectoral Measures for ascertainment of social determinants of health and links/referral to non-health sector 
services. Level of co-operation between PV and public health

Personal care services Guidelines, responsibilities, services for whole person/patient-focused care vs disease-focused care 
addressing the spectrum of health needs and co-morbidity

Service organisation/ process attributes
Longitudinal continuity Patient abilty to get care when needed from an organised team of providers in an accessible, familiar 

environment; extent of uninterrupted care over time.
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CONSTRUCTS (In 
the domains)

CONTENT Elements shown are those that have highest frequency of inclusion in 
the literature. For full set of elements see Loewenson and Simpson 2014

Relational continuity Client choice in and registration / enrolment with PC practice, Organisational arrangements for referral 
and follow up; PC gatekeeping/ entry point role in referral.

Informational continuity Continuity across contacts and PC providers of comprehensive organised patient medical, social 
information. System-to-system interoperability and public reporting

Co-ordination of services Collaboration of care, care pathways and partnership with other health and community services 
resulting in coherent prevention and treatment plans.

Support for Innovation New ways of care provision, communication with patients. Measures for support and audit of new 
practice (see also Domain 5).

Service features
Availability Distribution of services, programmes, workforce, supplies relative to population needs; extended hours 

provision

Comprehensiveness Extent to which a full range of services is either directly provided by PC or arranged elsewhere. Range 
of services offered to meet needs; whole person orientation.

Access Ease with which services are obtained when needed in relation to waiting times; without geographical 
and financial barriers. Charges and affordability

Quality Provider procedures, funder payment arrangements aligned to quality goals and quality improvement 
measures, support tools, IT and practice guidelines

Effectiveness, 
appropriateness, safety

Safe error-free care. Relevance to the health and clinical needs, given the current best evidence and 
measures to avoid, prevent, and ameliorate adverse outcomes or injuries that stem from the processes 
of healthcare itself.

Costs and efficiency, 
value for money

Extent to which use of available resources is optimised to yield maximum benefits in health, healtyh 
care and performance outcomes, Level of of waste, inappropriate treatment, overtreatment and 
fraudulent spending.

Trust Relations across PC actors and credibility of intended outcomes of neasures

DOMAIN 3: PUBLIC/SOCIAL ROLES
PC – social interface
Community orientation Community orientation at individual and population level, using community evidence to plan and 

evaluate services; integrating community outreach.

People– centredness Extent to which PC services build long-term good relationships with clients, involve clients in service 
design, delivery and evaluation of services; use of lifetime EMRs

Family- centredness Patient-family-community interface - Provider awareness of clients’ family history and care 
preferences; engagement with family in care plans

Features of society in PC systems
Social empowerment Client empowerment, literacy to act on their own health, obtain additional information and make input 

on decisions on care and service preferences

Social choice trust; 
accountability

Public information from and on services; Patient choice of and trust in PC practice selected from 
appropriate alternatives; Client perceptions of timeliness and relevance of services

DOMAIN 4:OUTCOMES
Health service outcomes
Acceptability Patient and provider satisfaction; experience of care

Coverage Coverage/utilisation rates and trends

Health status outcomes
Health status, Self-perceived health, well-being; various morbidity and post care outcomes

Health equity outcomes
Equity,financial protection Geographical and social inequalities in resources, personnel relative to need; Levels, distribution of 

catastrophic spending, medical bankruptcy

DOMAIN 5:MANAGING AND SUSTAINING CHANGE
Organisational/ leadership 
roles, competencies

Organisational values, level of clear and shared goals, transformational leadership and competencies 
with clarity on elements for and benefits of change, and of collaborative practice-based networks for 
exchange, voice and scale up.

Transformational skills 
and processes.

Opportunities for small-scale testing, for reflection and learning. Spread strategy, provider networks to 
facilitate communication of successful practice between providers.

Information and 
monitoring

PC information systems ; IT capacities and use; System for PC performance measurement and review; 
including with public input.

Supportive systems Level and duration of social, political support. Multiplicity and coherence of channels supporting 
change; Structures and systems that incentivise (or block) innovation

Source: For full set of 44 citations see Loewenson and Simpson 2014.

Table A1: Most commonly raised constructs and elements in the framework continued
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Appendix 2: Methods for the work and evidence for case study selection
Methods for the desk review and analysis of databases: The 
document reviews for the conceptual framework, US literature 
review and review of PC in HMICs included papers post-2000 
identified from non-systematic searches of published and grey 
literature in PubMed, ISI Web of Science, Google scholar, 
EAGLE; OpenSIGLE; OECD, WHO; Health Systems Evidence 
(HSE); and specific institutional publication databases using 
key word searches, abstract review and snowballing from 
the reference lists of identified papers. The analysis of health 
spending and health outcomes used post-2000 indicators for 
all high and upper middle income countries (HUMICs) from 
the WHO (WHO 2013a,c); World Bank (World Bank 2013); 
OECD (OECD 2010, 2013a,b) and the European databases 

(EOHSP 2013; Koechlin et al. 2010). While this paper generally 
refers to middle-income countries the databases distinguish 
upper middle-income and this category was used to keep to 
manageable numbers. Excluding indicators and countries for 
which data were not available and small island states, 108 
HUMICs and 58 indicators were included. i.e. i. financial 
protection (OOP as percent THE) ii. child mortality ( neonatal 
mortality rate) iii. adult mortality/ survival- i.e. Male and female 
survival to age 65 iv. healthcare coverage – i.e. immunisation 
coverage as an indicator of coverage and TB treatment success 
rate as an indicator of continuity of care and acceptability, and 
v. health service inputs- ie nurse and midwife density as key for 
PC systems (Loewenson 2014).

Indicators suggested that were consistently available across 
HUMICs for the years in focus were of: i.financial protection 
– i.e. OOP as a percent of total health expenditure; and 
ii.child mortality/ survival- Analysis of data from World 
Development Indicators (WDI) for 65 indicators from 130 
HMICs for 2000 and 2010-2012 indicated that the USA 
spends more on both public and private health expenditure 
per capita than all OECD countries. US health expenditure 
is much higher than its GDP position would suggest, for 
all areas of spending, particularly for administrative and 
ambulatory care costs and is increasing faster than other 
countries (World Bank 2013; WHO 2013c). For total 
expenditures on health per capita and as a percent of GDP, 
therefore, any HMIC satisfies the criterion of having a lower 
level of health spending (Loewenson 2014). The analysis 
of databases found that all but four HMICs achieved better 
survival outcomes at much lower per capita expenditures 
than the USA; and nearly half had better survival outcomes 
than the USA across the seven indicators assessed; with 
outcomes in the USA worsening compared to other HMICs 
between 2000 and 2012 (See more detailed evidence in 
Loewenson 2014). The analysis pointed to seventeen 

countries with similar population size and structure where 
improved outcomes were found in four or more of seven 
indicators of health expenditure and health/ healthcare 
outcomes (Loewenson 2014). Chile was added for having a 
multi-insurer model, but with slightly higher life expectancy 
and significantly lower expenditure per capita than the USA, 
and with reforms underway to strengthen PC. Selected data 
for these countries are shown in Table A1.

The data on these 17 countries were triangulated with 
evidence from the desk review of practice in PC in 
HMICs, categorised within the key areas of relevance to 
the USA. The countries showing both a higher frequency 
of promising practice in the desk review and a higher 
frequency of improved health outcomes in the database 
analysis were Australia, Canada, Chile, Cuba, Denmark, 
Netherlands, New Zealand, Thailand and United Kingdom. 
These were identified as potential case study countries (See 
Table A2 and Loewenson et al. 2014a for more detailed 
evidence on this analysis). Within the resources available 
to the project, and after review of the findings with RWJF, 
four were selected for deeper case study work: UK (focusing 
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Table A1: Health expenditure, service and outcome data (2011) for selected HMICs

Country GDP / 
capita 
(con-
stant 
2005 
US$)

Popu-
lation 65 
yrs + (% 
of total)

Health 
expend-
iture / 
capita, 
PPP US$

OOP 
expend-
iture as 
% THE

Neonatal 
mortality 
rate/1000 
live 
births

Doctor 
consul-
tations 
per 
capita 
2009/10

Asthma 
hospital 
admis-
sion 
2010

Nurses 
and mid-
wives 
/ 1,000 
people

Physi-
cians 
/ 1,000 
people

United States 42 447 13.33 8608 11.29 4.2 4.1 70.4 9.82 2.42

Australia 36 585 13.69 3692 19.83 2.9 6.6 39.1 9.59 3.85

Belgium * 36 941 17.35 4119 19.13 2.4 7.4 - 22.21 3.78

Canada 35 794 14.47 4520 14.38 3.6 7.4 9.7 Na 2.07

Chile 9 019 9.44 1292 37.16 5.3 3.3 14.4 0.14 1.03

Cuba Na 12.73 430 5.32 2.9 - - 9.05 6.72

Denmark * 46 699 17.06 4564 13.17 2.7 4.6 - 16.09 3.42

Finland * 38 926 17.67 3332 19.16 1.7 4.3 53.3 23.96 2.91

France 34 405 17.09 4086 7.46 2.4 6.7 28.2 0.31 3.45

Germany 37 271 20.99 4371 12.41 2.4 9.9 - 11.38 3.69

Iceland 52 854 12.33 3264 18.23 1.2 6.1 - 15.88 3.73

Ireland 45 867 11.51 3894 14.54 2.4 3.8 26.7 15.67 3.17

Italy 29 156 20.53 3130 19.93 2.4 - 10.1 0.29 3.49

Korea, Rep. 21 226 11.44 2181 32.89 1.7 12.9 99.1 5.29 2.02

Netherlands * 41 366 15.91 5123 5.08 2.9 6.6 20.3 Na 2.86

New Zealand 27 139 13.30 3033 10.50 2.9 5.2 20.9 10.87 2.74

Slovenia * 19 127 16.86 2519 12.95 2 6.4 36.4 8.61 2.54

Sweden 44 079 18.54 3870 16.92 1.6 3.0 15.0 11.86 3.77

UK * 38 032 16.85 3322 9.18 3.1 5.0 42.8 10.13 2.74

Source: World Bank 2013.

on England), Netherlands, Chile and Canada (particularly 
focusing on Ontario and Quebec). They reflect a diversity 
of region, context, measures and service models relevant 
to the key areas of challenge and opportunity identified in 

the USA. They have had much lower increases in per capita 
health expenditure (US$ PPP) than in the USA (Figure A2) 
although in part due to economic crisis post 2008 (Kringos 
and Klazinga 2014).
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Table A3: Documents and key informants (KIs) sampled

Country # papers 
selected

# KIs Comment on key informants

Chile 267 18 KIs from central policy, municipal PC management, front line providers (physician 
and other), community representatives, and academics with first-hand knowledge 
/experience in public or private PC practice. Six interviewees from outside the 
Santiago Metropolitan area, three in the BioBio region in the South (Concepción and 
Talcahuano) and three in the Norte, La Serena.

UK: England 112 10 KIs from policy, management, professional organisations and from representatives of 
civil society organisations

The Netherlands 168 10 KIs from policy, management and professional level / PC providers and 
representatives of civil society organisations

Canada 81 13 A stakeholder-mapping tool was used to identify a mix of potential KIs at 
policymaking, management and frontline-provider levels, representatives of civil-
society organisations. 22 KIs purposively sampled and 13 accepted based on their 
ability to: provide input on PC models in particular on innovative approaches in 
Ontario and Quebec

Source: Frenz et al. 2014; Kringos and Klazinga 2014; Moat et al. 2014; Pennington and Whitehead 2014

Table A2: Summary table triangulating evidence from data analysis and desk review

Country Frequency of health 
indicators improved vs us 
from data analysis

Frequency of 
promising practices 
from desk review

Overall 
outcome

Comment

Australia 4 9 13 Possible case study country

Belgium 4 - 4 Exclude

Brazil - 9 9 Exclude

Canada 4 9 13 Possible case study country

Chile 2 12 14 Possible case study country

Cuba 6 8 14 Possible case study country

Denmark 4 9 13 Possible case study country

Finland 4 - 4 Exclude

France 4 3 7 Exclude

Germany 5 7 12 Exclude

Iceland 5 - 5 Exclude

Ireland 4 - 4 Exclude

Italy 3 1 4 Exclude

Rep Korea 5 - 5 Exclude

Netherlands 4 11 14 Possible case study country

New Zealand 5 10 15 Possible case study country

Slovenia 4 - 4 Exclude

Singapore 3 1 4 Exclude

Spain 3 10 13 Possible case study country

Switzerland 4 2 6 Exclude

Sweden 5 - 5 Exclude

Thailand 3 10 13 Possible case study country

UK 5 12 17 Possible case study country

Source: Simpson 2014; Loewenson 2014; Loewenson et al. 2014a.

Methods for the country case studies: The case studies 
were based on document review of published and grey 
literature including government/policy documents, 
statements and reviews; relevant operational documents 
from health authorities and systems; and reports and 
evaluations of specific reforms, innovations or practices. 
Further semi-structured key informant interviews were 
implemented with a mix of policy, management level 
and front line providers and staff and representatives of 

organisations representing patients/communities. The 
studies did not involve direct interviews with members of 
the public. Ethics approvals were obtained from university 
research and ethics committees and/or from key informants 
through informed consent forms. Key informants were not 
paid for their participation in the study and participation was 
voluntary. No identifying characteristics of interviewees 
were reported
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Appendix 3: Sociopolitical contexts in the case study countries and the USA

Table A4: Sociopolitical contexts in the case study countries and the USA

Area Canada Chile Netherlands UK (England) USA
Population (mn) 
2012 34,8 17.5 16,8 63,6 (52,2i) 313,9

Population 
density 2012 4 24 498 265 35

Life expectancy 
at birth 2012 81 80 81 82 79

GDP per capita 
2012 ii 52 409 15 245 45 961 38 649 51 755

Tax revenue as 
% GDP 2012 iii 11.9 18.9 21.1 26.7 10.2

Key sociopolitical 
factors shaping 
health and social 
policies and 
systems

Broad public 
support for state 
role in core health 
services; openness 
for two-tier care 
and for profit 
delivery for newer, 
expanding services

Conflicting 
solidarity, equity 
values: Social 
welfare with market, 
reforms under 
different political 
regimes. Social 
demand for rights 
and solidarity

Post WW2 rise 
in education, use 
of technology. 
Shift from welfare 
to participatory 
state. economic 
crisis; increased 
multiculturalism; 
Individualism; 
Network based 
structuring of 
healthcare markets.

Strong public 
values, cross party 
political support for 
an NHS backed by 
law and principles 
defining an 
integrated system 
over 60 years

Liberal values, 
preference for 
individual freedoms 
self-reliant, market 
approaches, varying 
across groups and 
states

Drivers of health 
system and PC 
reform

Several initiatives 
on and widening 
interest in scaling 
up PC models

Rapid growth with 
high in-equity, 
rising NCDs 
fuelling demand for 
social rights; Local 
authorities, health 
professionals 
sustaining PC 
development

Social concerns 
on rising costs, 
inequality. Rising 
social literacy, 
participation; 
Views of self–
responsibility for 
personal care; govt 
duty in prevention, 
social support. 
Personalised 
prevention.

Principles 
(universalism, 
equity; equality 
of access; 
participation; 
financial 
protection); 
professional ethics. 
New drivers of 
quality, market 
choice

High cost relative 
to care, health 
outcomes; high 
inequalities in access 
and coverage; large 
uninsured population; 
IT and technology 
developments

Key areas of 
current policy 
concern in PC

Building status of 
PC as professional 
choice; 
strengthening 
access and 
continuity; 
addressing 
multimorbidity 
through integrated, 
interprofessional 
PC

Integrated 
approaches for 
chronic care; 
preventive-curative 
care balance; Har-
monising financing 
and care systems; 
GP shortages; 
resistance; equity

Cooperation 
across disciplines; 
Improving PC 
coordinating role; 
Integrating PC 
services and public 
health, welfare, 
and secondary 
care. Innovation in 
PC Patients role in 
treatment plans

Incentivising 
quality and 
health outcomes: 
Improving access, 
quality and 
effectiveness of 
care; Sustaining 
NHS principles in 
market reforms;

High costs compared 
to health outcomes 
PC Workforce 
recruitment, training 
and teams. Improved 
use of IT. Improved 
quality, safety, 
comprehensiveness 
of PC services, and 
links with public health

Notes: (i) 2010 (ii) current US$ (iii) all revenue to central covernment exclusing fines, penalties, and most social security contributions 
Source: World Bank 2014; Loewenson 2014; Nolen 2014; Moat et al. 2014; Frenz et al. 2014; Kringos and Klazinga 2014; Pennington 
and Whitehead 2014.
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Appendix 4: Experience of the system from the patient lens

The country case studies included an example from the lens 
of a person with a chronic condition and/or multimorbidity to 
examine how the system delivers and the person experiences 
the PC system. The detailed cases are provided in the country 
case study reports. Three of the four cases were men, two 

older people (60 years and above), two (possibly three) 
single and all relatively vulnerable economically either as 
retired or unemployed. Two had a range of morbidities, and 
two specific single chronic morbidities. Table A5 below 
summarises the four patient lens examples.

Table A5: Features of the patient lens examples

Feature Canada Chile (FONASA)* Netherlands UK
The patient and 
their context

Mr Hamilton, 68 yr old 
retired divorcee, socially 
isolated (lives alone; dogs 
for company; not often 
seeing his children). Linked 
to an FHT

Juanita, 60 yr old 
in urban Santiago. 
FONASA. An indigent 
beneficiary, Juanita 
and family registered 
with a CESFAM.

Ben, 30 yr old, home-less, 
born local. Lives, sleeps 
on street in Amsterdam, 
sometimes on friend’s 
couch. No job, without 
cash and in debt. No 
family noted.

Bob, 58 yrs old, married, 
labourer, lives in area high 
deprivation; overweight 
since mid 30s, poor diet, 
high alcohol consumption.

The condition(s) 
involved

Multiple: Type 2 diabetes; 
heart disease, asthma and 
osteoarthritis; recent bouts 
of depression

Hypertension Multiple: Intellectual 
disability, psychosocial 
problems; alcohol 
addiction and diabetes

Type 2 diabetes.

First detected how, 
by whom, where

Local pharmacy alerted his 
GP on prescriptions not 
filled for few months

Community screening 
initiative at local 
vegetable market 
found BP 150/100

Assessed by a municipal 
public health support 
team in a social relief 
Central Access Point.

Wife noted fatigue, thirst. 
Encouraged him to see his 
GP who has known him 
since his 30s

First health service 
response

GP in a FHT made a house 
call

Referred to CESFAM 
to confirm reading 
by paramedic/nurse. 
If hypertension 
confirmed (180/110) 
(see below). If not BP 
profile tested.

Assessed by a team 
of professionals using 
SSM-D** for public 
mental health services

GP at PC practice – 
discussed symptoms, 
medical history, followed 
(next day) by fasting 
plasma glucose test.

Ongoing contact 
with PC 
-for what 
- seen by whom 
(and what team) 
-with what mental, 
physical, social 
assessment

GP house call identified 
the range of health 
challenges and care 
needs. 
GP organised follow 
up visits by FHT nurse 
practitioner, pharmacist, 
occupational therapist, 
mental health and social 
worker

If not confirmed, 
two further visits to 
determine BP profile. 
If she defaults, the 
sector team (nurse/ 
paramedic) calls or 
visits her at home. 
If HT confirmed 
appointment made 
with doctor to inform 
about AUGE treatment, 
lifestyle interventions 
and begin therapy, 
if needed, begins w/
in 24 hours.May be 
referred to specialist. 
Registered in CVD 
prog for 6 monthly 
follow up incl tests.

Based on SSM-D 
results team develop an 
integrated care plan to 
address social mental, 
physical problems. 
Provided shelter for 6 
weeks at Entry House, 
and assessed by health 
professionals.

Blood tests confirm 
diagnosis. Put on 
practice diabetes register. 
Integrated care across 
primary and tertiary care 
from GP, practice-based 
diabetes nurse, hospital-
based diabetes consultant 
and nurse, diabetes 
specialist dietician 
and podiatrist, local 
optician, pharmacists. 
Routine monitoring 
(including screening 
for complications) and 
management through 
GP and practice based 
diabetes specialist nurse 
led clinics.

How many visits 
for diagnosis, 
treatment plan

At least 1-2 with GP, one 
with each professional in 
the FHT (eg NP)

Between 1-3 visits 2 visits – first to public 
health services team, 
then within Entry House 
the assessment.

3-4 appointments for 
medical history, tests, 
results and care plan

What family 
involvement?

None reported CESFAM with family 
to support lifestyle, 
treatment practices.

None reported Wife encouraged first 
access, accompanied 
him to first hospital 
visit, supported lifestyle 
changes.
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Feature Canada Chile (FONASA)* Netherlands UK
What community, 
service, network 
links made by PC

Link to a Social worker CVD prog. with 
multidisciplinary 
team - doctor, nurse, 
nutritionist, paramedic; 
kinesiologist, psycho-
logist and social worker 
if available.

Following 6 weeks of 
assessments, meeting of 
3 members of Ben’s team 
with reps of local mental 
healthcare organisations 
on behalf of PH service.

Through GP and hospital 
specialist team e.g. for 
hip problems, referral to 
retinopathy

Frequency, form of 
follow up?

OT, mental health and 
social worker

See above See above 3 mth initially with hospital 
consultant as needed 
thereafter after. Regular 
contact with GP/nursing 
staff.

How are 
complications, 
acute episodes 
addressed

At his house. No 
complications/acute

For any acute episode, 
emergency J sees 
CVD team or any 
doctor

Not specified Referred to hospital team 
by GP for acute episiode.

What barriers 
noted for patient?

Social isolation May have to wait to see 
specialist.

Requirements of the 
system; info sharing 
b/n providers based on 
privacy regulations.

U/standing self-testing 
results, complexity of 
diabetes and guidance 
provided

What cost barriers 
experienced?

All medically necessary 
costs covered as in Ontario 
FHT. May otherwise face 
costs for non PC providers 
and if not older or a child, 
for pharmaceuticals.

All care and medicines 
free at point of use 
for FONASA A 
beneficiary.

PC and public health 
services free at point 
of use as exempt due 
to low income. May be 
copayments for services 
not covered in basic 
benefits package

None. All care (including 
medicines) free at point 
of use.

What enablers 
noted for patient?

Being part of FHT Local screening, 
Comprehensive 
programme, team 
approach

One entry point opens 
access to whole system; 
team approach

Regular monitoring 
and support through 
the practice. All care 
from professionals 
with specialist diabetes 
training.

What helped the 
patient to navigate 
the system?

In future, local ‘Teams 
Advancing Patient 
Experience: Strengthening 
Quality’ (TAPESTRY) will 
help patients navigate the 
health system.

CESFAM team? After the support team, a 
case manager.

GP and diabetes specialist 
nurse and hospital based 
team

What patient 
feelings reported? 
Why

Not reported. Not reported Ambivalent about 
transitional phase and 
whose interests it serves.

Struggled with complexity 
of diabetes; appreciated 
the help received.

* If Juanita belonged to an ISAPRE (private insurer) the pathway would differ (Frenz et al. 2014: 36). 
** SSM-D = Dutch self-Sufficiency Matrix 
Source: Moat et al. 2014; Frenz et al. 2014; Kringos and Klazinga 2014; Pennington and Whitehead 2014.

Summary of key enablers: The trigger for detection of 
ill health and entry to PC is generally a community level 
related service (pharmacy, community health outreach; 
public health outreach) or a family member. Further enablers 
are:

• family members encouraging and accompanying the 
person on various visits;

• trust and communication between people and their PC 
practitioners;

• PC linkages with available community and specialist 
services and community level personnel to assist 
patients to navigate the system and address multiple  
dimensions of care, health promotion and inputs on 
relevant social determinants;

• house calls by GPs, community health teams to 
understand the persons context and challenges and 
encourage continuation of care;

• enrolment with PC practices to facilitate follow up;
• no cost barriers (charges or fees, claims for 

reimbursements or deductibles) for PC and for referral 
services, tests and prescribed medicines;

• assessment and guidance tools and diagnostic 
resources to support follow up; and

• accessible arrangements for specialist care referred to 
by and linked with PC services with options for direct 
access for acute episodes, follow up or emergencies.

Table A5: Features of the patient lens examples continued
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Notably four of the eight measures raise direct community 
roles, interactions and services outside the health sector. 
They are important for access in more disadvantaged groups. 

Barriers: Barriers raised in the examples for the people 
in entering, using and achieving effective care in the PC 
system included:

• Social isolation, with many living alone, or in 
marginalised socioeconomic conditions, raising the 
necessity of links between PC and other community 
level services, as in Chile’s approach, where each can 
act as entry points for the other (Section 5.6).

• The potential fear, confusion, stress that people can 
face in the prolonged interaction needed for chronic 
care, which with the complexity of care can lead to 
loss of follow up, again pointing to the role of social 
enablers.

• The importance of service charges, uncertainty on 
charges and leakages on exemptions adding to these 
social impediments, especially for lower income 
groups.

• The potential for outreach and monitoring to be 
misunderstood by clients as invasive, calling for 
measures that build trust, such as continuity of 
personnel and CHWs.

• The need to address social determinants that 
undermine continuity of care, such as homelessness 
or sources of physical, social, economic and mental 
instability.

Appendix 5: PC Models and Practice  
examples
These are a sample of practices provided in more detail in 
the individual country case study reports

5.1 Systems for payment of PC personnel 
in Netherlands
The usual method of remuneration for Dutch GPs comprises:

a. a capitation payment for each listed patient, determined 
by the age of patients and location (whether in a 
deprived neighbourhood) with an additional 1-euro 
(1.36 USD) per patient annually when GPs submits 
their reimbursement requests electronically;

b. a fee for service of 9 euro (12.24 USD) for each regular 
consultation with a GP or practice nurse (including a 
regular 10 minute patient visit to the practice, a home 
visit, or a repeat prescription) and a higher fee for a 
patient not listed in his/her practice of 24,80 euro (33,74 
USD) and the patient does not pay (Van Dijk et al. 
2009); and

c. a specific fee for ‘modernisation and Innovation 
procedures’ that potentially substitute secondary care, 
such as minor surgery, or that improve the quality of 
care (such as cognitive tests). Health insurers and 
general practitioners are free to choose the procedures 
and fee levels to be applied (Zorg en Zekerheid 2004; 
Vogelaar 2005). This has been taken up by all GPs as a 
way of increasing their income and performance.

Payment levels are negotiated within limits set by 
government, but PC practices collaborate in networks 
strengthening their negotiation position with health 
insurers. GPs can receive substantial additional payments 
if they work with a practice nurse and/or collaborate with 
other practices with patients from deprived areas. Almost 
all PC practices currently employ a practice nurse and task 
delegation to nurses is now common, particularly for chronic 
care. This has improved efficiency, quality of chronic care, 
and decreased GP workloads (Wiegers et al. 2011).

Bundled payments were introduced for specific chronic 
conditions such as diabetes. A single fee is paid by health 
insurers to a contracting entity - the ‘care group’ - covering 
all PC needs of patients with these conditions, with 
improvements in:

• The co-ordination of care: Healthcare providers 
have reported that the care delivery has improved 
because care groups are now fully responsible for 
all arrangements, with clearly defined activities, 
division of responsibilities and transparency of prices. 
This resulted in improved coordination among care 
providers, improved protocol adherence (also by 
subcontracted providers as a result of further training), 
attendance of multidisciplinary consultations, and use 
of electronic health records.

• Transparency and quality monitoring: Due to record-
keeping obligations in the contracts between care 
groups and individual providers, there is increased 
transparency of care. This makes it easier to monitor 
quality of care, and to set up quality improvement 
projects. However, the information technology 
capabilities still need to be further improved for this 
to function optimally (Kringos and Klazinga 2014).

The payments are still focused on specific diseases, and not 
on multimorbidity. This led to funding of a limited number of 
pilots on ‘population management’ where multidisciplinary 
networks receive fixed budgets to care for their patient 
populations, calculated on their expected health needs (See 
Kringos and Klazinga 2014 for further detail).
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5.2 Integrated PC models in 
Chile 
Chile ś biopsychosocial (BPS) primary 
care health model outlined at Box 13 aims 
at comprehensive PC with the PC team as 
the core of the healthcare network, capable 
of addressing 90% of health problems in 
its territory, working collaboratively with 
families, the community, in coordination 
with the rest of the healthcare system and with 
other sectors, to ensure integral, continuous 
care. Approximately 64% of FONASA 
beneficiaries have access to a Family Health 
Centre (CESFAM) that is certified as able 
to deliver some level of the BPS model. 
CESFAMs must coordinate with other centres 
in the PC and wider healthcare network to 
improve continuity of care and to follow-up 
on referrals (División de Municipalidades 
2008). They link with secondary and tertiary 
centres forming an integrated family and community health 
network, facilitated by a network integration council, 
CIRA (Consejo de Integración de la Red Asistencial) (see 
Figure A3). The CIRA fosters dialogue, cooperation and 
learning, often including representatives of the community 
and workers organisations and the directors of PC and 
hospital facilities. Each CESFAM should have a waiting 
list management team, to coordinate referrals to other 
providers, review Ministry of Health guidelines for diseases 
covered by guarantees and detect gaps in knowledge and 
team capacities (MINSAL 2014). These teams work with 
staff and other network institutions to resolve problems 
guided by protocols (Subsecretaría de Redes Asistenciales 
2013c).

The PC facilities also work intersectorally. Chile Crece 
Contigo (CCC) is an intersectoral early childhood social 
protection system designed to reach all children in the 
population using a universal and targeted approach to 
health and social services. All ministries (health, education, 
finance, culture, justice, labour, housing and women) are 
coordinated by the Ministry of Planning and Cooperation. 
Health service directors are territorial managers for the 
Local Intervention Network for CCC in their territory/
region, and PC centres are the entry point for CCC starting 
with prenatal care and is in place until the child reaches 4 
years of age (Vega 2011; Mercer et al. 2013). At the first 
pre-natal visit, PC workers check the information on the 
mother’s entitlements to social subsidies to give her access 
to the benefits immediately. An on-line monitoring system 
enables sharing of data by all in the local network, enabling 
monitoring of the child from before birth until 4 years. For 
children of families who use FONASA, Chile Crece Contigo 
provides comprehensive “biopsychosocial” accompaniment 

before birth, with differential integrated, intersectoral 
interventions to meet the needs of vulnerable families 
(Ministerio de Planificación 2009). An external evaluation 
of short-term impacts on child development at 4 years of 
age, showed significant increases in social personal skills, 
adaptation abilities, and motor development in the treated 
children, but no differences in communication skills, and 
that there is room for improving intersectoral collaboration 
(Departamento de Salud Pública Pontificia Universidad 
Católica de Chile 2013a; Cunill-Grau et al. 2013). 

Chile Solidario, (2002) is an integrated social protection 
programme tackling social inclusion of the 5% poorest or 
indigent families, who are supported through frequent home 
visits and priority access to integrated social and health 
services at the local level, and conditional cash transfers. 
Special programmes also exist for older people who live 
alone and the homeless (Ministerio de Desarrollo Social 
2014). Studies showed positive impacts in public health 
system enrolment and preventive health visits for children 
under 6 and women (Galasso 2011) (see Frenz et al. 2014 and 
Simpson 2014 for further detail).

5.3 Innovative PC models in Ontario and 
Quebec
The PC models introduced in Ontario and Quebec outlined 
in Table A6 were enabled by a positive fiscal climate; 
government support, authority for PC in a single payer model; 
government investment in new remuneration mechanisms 
and additional incentives for activities like after-hours care, 
patient enrolment, EMR adoption and administration that 
also increased PC physician income. Based on learning 
from past policies the models provided a range of options to 
allow for diversity of perspective in the influential physician 
lobby (See Moat et al. 2014 for further detail).
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Table A6: PC Models in Ontario and Quebec

PC Model  
Year started

Number 
and 
reach

Staff composition Remuneration and 
funding

Patient 
enrolment

Governance 
features

Community 
Health Centres 
(CHCs), Ontario 
(1979)

75 in 2013, 
serving 
over 500 
000 people

About 400 physicians in 
interprofessional teams; 
300 nurse practitioners, 
1700 other clinical, health 
promotion and community 
development professionals, 
>800 management and 
administrative personnel 
No minimum group size

Staff (including all health 
professionals) paid through 
salary, with no targeted 
financial incentives. 
Organisational funding 
directly from the Ministry 
of Health and Long-Term 
Care

No formal 
patient 
enrollment

Governed by 
community boards 
and accountability 
agreements with 
Local Health 
Integration 
Networks

Family Health 
Groups (FHGs), 
Ontario (2002-03)

238 as of 
2011

3,003 physicians working in 
this model as of 2011  
Very limited interprofessional 
care Minimum physician 
group size of 3

Physicians paid by FFS, 
blended with targeted 
financial incentives for 
after-hours care and 
targeted palliative, mental 
health and other care

Not required 
but formal 
patient 
enrolment is 
encouraged

Physician-led 
governance and 
agreements signed 
with the Ministry of 
Health and Long-
Term Care

Family Health 
Networks 
(FHNs), Ontario 
(2001-02)

36 as of 
2011

246 physicians working in 
this model as of 2011 
Very limited interprofessional 
careMinimum physician 
group size of 3

Physicians paid through 
blended-capitation; Access 
bonus for all services 
provided in the network. 
Additional funds to pay 
administrative staff, and 
monthly payments for each 
enrolled patient

Formal patient 
enrolment 
required

Physician-led 
governance and 
agreements signed 
with the Ministry of 
Health and Long-
Term Care

Family Health 
Organisations 
(FHOs), Ontario 
(2007)*

362 as of 
2011

3,631 physicians working in 
this model  
Very limited interprofessional 
care Minimum physician 
group size of 3

Physicians paid through 
blended-capitation (higher 
than for FHNs for enrolled 
patients); Access bonus for 
all services provided within 
the group; Additional funds 
to pay administrative staff

Formal patient 
enrolment 
required

Physician-led 
governance and 
agreements signed 
with the Ministry of 
Health and Long-
Term Care

Family Health 
Teams (FHTs), 
Ontario (2005)

200 as 
of 2012, 
serving 
nearly 2.5 
million

More than 2,400 physicians 
working in this model 
along with 1,700 other 
multidisciplinary health 
professionals 
Minimum physician group 
size of 3

Physicians paid through a 
combination of capitation, 
salary fee-for-service 
and pay-for-performance 
bonuses; Additional 
funds provided to pay for 
interprofessional staff and 
administration

Formal patient 
enrolment 
required

Several different 
approaches 
to governance 
including 
physician-led, 
community boards 
or a mix of the two

Nurse 
Practitioner-Led 
Clinics (NPLCs), 
Ontario (2005, 
2006-07)

26 as of 
2012, 
serving a 
population 
of over 
27,000

Numbers not available 
Nurse- to-physician ratio 
greater than FHTs Per 
clinic: Up to four full-time 
nurse practitioners, four 
interprofessional staff, an 
administrative lead, three 
clerical staff

Transfer payments direct 
from the Ministry to cover 
salaries and operational 
costs of each clinic

Patients 
enrolled with 
the clinic (not 
with specific 
providers)

Nurse-practitioners 
lead governance 
and organisation 
of care, proposals 
required to justify 
establishment, and 
agreements signed 
with the Ministry

Family Medicine 
Groups (FMGs), 
Quebec (2002)

223 as 
of 2011 
serving 
over 3 
million 
people

3,177 physicians working in 
this model in Quebec 
Limited interprofessional 
team, although nurses 
provide support. Minimum 
physician group size of 8

Physicians paid through 
FFS. Subsidies provided 
to cover administrative 
costs and nurse salaries, 
with targeted payments 
to incentivize 24/7 
comprehensive care

Formal patient 
enrolment 
required

Agreements signed 
with Ministry 
defining services. 
Arrangements with 
other organisations 
that have shared 
responsibility for 
PC

Source: Moat et al. 2014. NB: The USA has over 1100 CHCs similar to the Canadian model; FHGs represent a PC model that is 
familiar in the USA; FHTs may provide useful learning on interdisciplinary teamwork, community engagement, governance, and 
patient engagement, while FHNs, FHOs and FHTs provide learning on mixed payment systems. NPLCs may give insight for the USA 
on extending PC to underserved areas.
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5.4 PC in the deprived areas of Scotland – 
GPs at the deep-end
GPs at the Deep End comprise about 360 GPs working in 
general practices serving the 100 most deprived populations 
in Scotland. The initiative is based on a premise that the 
people who best know how to improve PC services in 
disadvantaged areas are the people living and working in 
these areas. Towards this the experience and views of the 
GPs and their patients were captured and summarised during 
a series of meetings, supported by the Royal College of 
General Practitioners (Scotland), the Scottish Government 
Health Department, and General Practice and Primary Care 
at the University of Glasgow. Figure A4 presents the issue 
visually: While the prevalence of health problems rises 2.5-
3-fold across the socioeconomic spectrum, the distribution 
of GPs is almost flat. In severely deprived areas this results 
in a major mismatch of need and resources, with insufficient 
time to get to the bottom of often complex problems and 
GPs at the Deep End struggling to tread water. Deep End 
practices have identified multiple supply and demand issues 
within the most deprived practices, including: a higher 
demand on services; shorter time available; higher levels 
of physical, psychological morbidity; multimorbidity and 
complex problems and greater GP stress. Their collective 
experiences showed that such practices need more time and 
capacity to address unmet need and access, to use serial 
encounters over long periods; to make better connections 
with other professions and services as hubs of local health 
systems; and better connections between practices across 
the front line. The front line needs to be better informed 
and supported by NHS organisations, and leadership to be 
developed and supported at practice and area levels.

GPs raised options to improve service delivery and access 
by disadvantaged groups including:

• Standard application of 15 rather than 10 minute 
appointments in Deep End practices.

• Recognising the impact of deprivation on demands in 
contract and financial arrangements.

• Applying an integrated PC team approach to mental 
health and addiction problems, with a mental 
healthcare worker, health visitors, social workers 
attached to every practice and community nursing 
linked more effectively to practices.

• Capping health visitor case-loads at a reasonable level, 
with additional health visitors appointed to share 
excessive case-loads.

• Using a Vulnerable Families Register in the Quality 
and Outcomes Framework.

• Providing a national enhanced service for vulnerable 
children, with local flexibility in allocating services 
according to need. 

• Ensuring GP trainees work in practices serving 
deprived areas, and hospital specialists spend 6 
months in general practice, with more GP fellowships 
to support professional development for practices in 
deprived areas.

The programme has developed stronger links between 
general practices, with their knowledge and contact with 
patients, and community resources for health and well-
being. In the Link Workers Project, seven Deep End 
practices have a full-time community links practitioner 
based in the practice. A substantial evaluation project is 
running in parallel and plans are underway to introduce 
a similar initiative in England. (See GPs at the Deep End 
2013; Watt 2012, 2014 for further detail)
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5.5 PC services to homeless people
A practice, based in a deprived inner-city area of northern 
England, provides dedicated services to homeless people. 
The GPs that established the general practice in the 1990s 
recognised that homeless patients were not being looked 
after in PC. When they did receive care it would be via local 
Accident and Emergency departments (AandEs). The GPs 
provided the service, over time developing it into a practice 
wide ethos and securing funding to develop the services 
further (KI: Practice Manager). The funding, coming from 
Enhanced Service funding (£90,000 (US$150 000) a year) 
is used almost entirely to employ two advanced nurses. 
The practice works with homeless people, one of three 
main population groups it serves. It runs a homeless access 
clinic one afternoon every week, closing its regular clinic at 
that time, and providing a one-stop-shop homeless people. 
The clinic is staffed by two GPs, two nurses, a substance 
misuse counsellor ‘drug worker’ and a healthcare support 
worker. They also employ nurses who specialise in hepatitis 
C and in alcohol abuse. Homeless people are encouraged 
and supported to attend by hostel and practice outreach staff 
and receive advice, support, screening and treatment for a 
wide range of health issues (KI: Practice Manager). The two 
practice based nurses also do outreach work in homeless 
hostels, visit homeless patients when they are in hospital 
and give talks to patients and hostel staff. They work 
together with hostel staff to identify and encourage clinic 
contact with people who have previously used services. The 
GPs and nurses also go out to patients who are reluctant to 
engage with health services to provide services directly, and 
to encourage future engagement. Using money from the 
enhanced service funding, the practice contracted a local 
homeless charity to provide a waiting room mentor who has 
personal experience of being homeless and who supports the 
interaction in various ways, including to manage conflict or 
advise on services :… he engages with these patients on 
a level that we’re never be able to engage because we’ve 
not got that lived experience and he’ll direct them. So he 
has one-to-ones with them in terms of… supporting them, 
offering interventions, offering advice, linking them in with 
different services. (KI: Practice Manager) (Pennington and 
Whitehead 2014).

The patients’ circumstances mean that the practice has to 
provide a flexible patient registration process, given that 
clients have no fixed abode, liaising with other homeless 
services that they connect with for their contacts and 
dedicating substantial resources to case management (KI: 
Practice Manager). Staff receive specialist training for this, 
including on customer care and social communication, An 
assessment in 2012 found that before the clinic the 800 
homeless people (compared to 28 000 non-homeless people) 
accounted for 21% of emergency care admittance largely 
for conditions that could be managed effectively in PC, 

raising costs to the NHS and to themselves. The full costs 
and benefits are yet to be assessed, but as an indication of 
the financial protection provided, the support by an alcohol 
nurse reduced the costs to the NHS for one patient by 
£34 000 (US$58 000) by preventing the need for hospital 
emergency care (KI: Practice Manager).

Rigid/inflexible performance targets designed for the 
general population cannot be applied to this group. There 
is, however, sufficient discretion in the current performance 
target and funding systems. All GP practices in the city pay 
money into a central pot (the GP spec) that tops up core 
funding to ensure that every practice gets the same level of 
funding per patient. They have to meet 10 key performance 
indicators (such as AandE, in-hours and ACS attendance, 
flu vaccinations, out-patient referrals) to access the full 
funding. The practice provides evidence annually to the GP 
spec’s validation committee to demonstrate their efforts and 
why they may be missing certain targets. This has helped 
to protect their income; (KI: Practice Manager). National 
performance and QOF payment systems also provide 
some room for discretion based on the needs of particular 
patients, and the practice finds innovative ways of meeting 
targets and reducing the need for ‘exception’ reporting (KI: 
Practice Manager). (See Pennington and Whitehead 2014 
for further detail).

Appendix 6: Enabling conditions and 
barriers to PC innovation
Sociopolitical contexts provide a critical environment for 
introducing, adopting or adapting any measures and for 
managing and sustaining change. Decisions on what to 
introduce when and how are as much strategic as technical, 
including to create confidence and trust, to manage 
resistance and to build enabling environments for longer 
term, sometimes more structural change. The case studies 
outline the unique contexts and measures in each country. 
Across the four countries, the following mechanisms and 
measures appeared to enable or block PC innovation:

Enabling conditions, competencies, 
facilitators and brokers
1. Enabling political and policy determinants included: 

support across political parties for PC measures 
and funding; public and political concern on social 
inequality; consensus that strengthening PC is 
a priority, backed by principles, a clear, publicly 
articulated vision and sustained public leadership. This 
was more likely when elected officials interact with 
PC personnel, and when changes were motivated or 
backed by professional and social consensus; especially 
amongst those expected to deliver on them, through 
pathways that were credible; that built ownership; 
with initial measures, such as training, enrolment/ 
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rostering or improved information systems, facilitating 
subsequent practice.

2. Innovative ideas, models and thinking were often taken 
forward by co-operation between stakeholders (state, 
funders, practices) to test, demonstrate and evaluate 
models; advanced by champions and by communities 
of practice and funders that support and sustain 
change. Reverse innovation, where ideas flow from 
lower to higher income communities and countries has 
informed change on social roles and practices, on equity 
and on prevention and population health interventions 
(DePasse 2013; Onie et al. 2012).

3. Evidence on the problems, benefits and outcomes of 
proposed changes supported the case for and direction 
of change, to build political, professional and public 
support for evidence based paradigms. This was 
supported by accessible mechanisms for information 
sharing, exchange and dialogue with key actors at 
policy and implementation level.

4. These facilitators were backed by institutional factors, 
including: public funds levering innovations (such as 
with financial incentives or investment resources); 
central and local government leadership, competencies 
and responsibilities for delivering reforms; mechanisms 
to scale up and institutionalise good practice; and 
collaborations between universities and authorities to 
support and evaluate practice.

5. Interest groups played a powerful role in either 
enabling or blocking reforms, pointing to the need to 
win public, professional and funder support, such as by 
making PC practice more attractive, engaging colleges 
and professional associations, particularly those that 
may amplify support. High status of and support from 
GPs in PC was a strong enabler.

6. Transactional skills are needed amongst those 
facilitating change to negotiate inputs, manage conflict, 
communicate and encourage improvement and to 
facilitate learning.

Barriers and challenges 

i. Ideas-related barriers included: public preferences 
for hospital, specialist and physician provided care 
as ‘better care’ than that provided by PC or other 
health professionals; public or professional rejection 
of solidarity measures and professional resistance to 
moving away from FFS towards payment or service 
approaches perceived to limit professional autonomy. 

ii. Interest group-related barriers included: powerful 
medical (especially physician) associations that opposed 
reforms seen to infringe upon traditional scope-of-
practice and autonomy; GP resistance to sharing clinical 
authority with nurses; insurer resistance to investing in 
innovation due to financial risks and uncertainty over 
when returns can be expected. 

iii. Institutional barriers included: a long history of 
physician driven care and physician autonomy in FFS 
practice, creating powerful lobbies against change; 
bureaucracies and entrenched procedures blocking 
innovation; falling budgets and redirection of resources 
to acute care reducing resources for prevention; and 
over-emphasis on institutional and financial targets 
leaving little room for quality and social aspects of 
care, weakening public trust and support. 

iv. Evidence gaps were found, including on ‘what works’ 
and how to translate innovation into long term practice; 
coupled with pressure and inadequate timing given to 
show benefits.

Mechanisms and processes

The norms, conditions and processes that generate change 
or sustain practice often arise outside (and beyond the 
control of) the health sector and actors within the health 
sector may need to build processes that take advantage 
of windows of opportunity. As shown in Box 17 in Chile, 
where government, municipal leaders and a range of PC 
experts sustained the process, this can involve multiple 
actors in multiple processes, often over a sustained period, 
and demands a shared forum for the diversity of actors to 
develop, make and discuss proposals on new models, or 
discuss learning from applying innovation. In Chile the 
process was driven by a paradigm of ‘thinking politics’, 
with reforms informed by theory, evidence and practice 
(Frenz et al. 2014). In Ontario’s PC reforms, the election of 
a majority government with a leader dedicated to PC reform 
(through the introduction of FHTs and NPLCs) facilitated 
the reform, backed by an enabling fiscal environment, 
provincial government authority, physician champions and 
investment from the PHC Transition Fund and tapping into 
learning from past policies (Moat et al. 2014). In England 
public pressure has played a role, including in alliance with 
wider professional groups and academics, with information 
and advocacy campaigns such as the Keep our NHS Public 
and exercises such as the People’s Health Inquiry for 
London NHS disseminating evidence and raising debate as 
input to electoral pressures (Simpson 2014). In the growing 
opposition to recent market reforms being introduced in 
the face of widespread public and professional opposition, 
England also provides learning on the importance of making 
the public case for reform (Walsh 2012).

Payment systems and financing incentives can, as described 
in Section 5.3, make PC a more attractive option and build 
support for PC approaches amongst key professional groups, 
especially if they improve their relative status and income. 
As raised in Section 5, new models offering improved pay 
generate support for reforms among physicians (Ontario) and 
profiled PC care as a site of innovation and more interesting 
work for young professionals (Ontario, Netherlands).
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