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� Make Primary Care the heart and hub of the 
system



We have a tendency to 
want to fix the 

downstream problem, 
rather than looking 

upstream



But every system 
is perfectly 
designed 

to achieve the 
results it gets

Institute for Healthcare Improvement



So to get different 
results, we must 

change the system



1. What is primary 
care?



Primary care is the 
pointy end 

“that level of a health service system that 
provides 
�entry into the system for all new needs 
and problems, 
�person-focused (not disease-oriented) care 
over time,
�care for all but very uncommon or unusual 
conditions, and 
�co-ordinates or integrates care provided 
elsewhere by others”

Starfield, 1998



First-contact healthcare 
includes 

� “comprehensive, person-centred care, 
sustained over time” 

It also includes

� “health promotion, community 
development and intersectoral action to 
address the social determinants of 
health”

Aggarwal and Hutchinson/
Canadian Foundation for 

Healthcare Improvement, 2012



But it seems primary 
care is overwhelmed



2. Burden and demand 
in health care 

The burden of disease that the health care system 
has to manage is a combination of 

�The amount of disease and illness in the population

� And what is or is not considered to be ‘disease’

�The demand for care from patients, which is related 
to 

� The burden of disease

� What patients/the public/the professions/the system 
consider to be ‘disease’

� Their capacity for self-care and mutual support



But note . . . 

Reducing the burden does not necessarily 
reduce demand

� A low burden society could still be high 
demand if 

� people are anxious, needy, neurotic, 
hypochondriacal or disempowered, and 
seek more care than is appropriate

� providers over-investigate or over-treat



� A high burden society could still be 
low demand if people felt informed, 
empowered, capable and confident of 
their capacity for self-care

� or if the services they needed were 
unavailable or inaccessible



Our aim must be a low 
burden, low demand 

system
A healthy population that 

appropriately uses the system 



3. The ecology of medical 
care (USA, 1961)

1000 adult population at risk
• 250 are not ill/healthy

750 adults reporting one 
or more illnesses per 
month

9 adult patients 
admitted to a 
hospital

5 adult patients 
referred to 
another physician

1 adult patient 
referred to a 
university 
medical centre

250 adults 
consulting a 
physician one 
or more times a 
month

White, Kerr et al (1961) “The Ecology of Medical Care”
New Engl J Med 265:18;885-92



* =  BC Data from 2001/02

1000 adult population at risk

750 adults reporting 
one or more illnesses 
per month

14* adult patients 
admitted to a hospital

4* adult patients 
referred to another 
physician

1 adult patient referred 
to a university medical 
centre

279* adults 
consulting a family
physician one or 
more times a 
month

79* adult patients 
consult a specialist 
one or more times a 
month

The Ecology of Medical 
Care in BC in 2001



Some points to consider

1. Most of the people with a health problem 
are practising self-care

2. The vast majority of people with a health 
problem are not being admitted to 
hospital

3. Our health care system is not designed as 
if this was the case

4. We mostly train health care professionals 
in the bottom right corner; we think we 
are showing them – and they think they 
are seeing – reality! 



The shift we need
1000 adult population at 
risk

750 adults reporting 
one or more illnesses 
per month

9 adult patients 
admitted to a 
hospital

5 adult patients 
referred to 
another 
physician

1 adult patient 
referred to a 
university 
medical centre

250 adults 
consulting a 
physician one or 
more times a 
month



Changing the ecology of 
medical care by 5%

1000 adult population at risk
• 300 are not ill/healthy (20% up v 250)

700 adults reporting one or more 
illnesses per month (6.7% down v 
750)
• 550 self-care 

(10% up v 500) 9 adult patients 
admitted to a hospital

5 adult patients 
referred to 
another physician

1 adult patient 
referred to a 
university medical 
centre

150 adults 
consulting a 
physician one or 
more times a 
month 
– a 40% 
reduction

Based on White, Kerr et al (1961) “The Ecology of Medical Care”
New Engl J Med 265:18;885-92

50 fewer (5%) 
reporting illness 
AND
50 more not using 
a physician

50 more (5%) are 
healthy



My strategy for health 
system sustainability

Three Principles of Sustainability
�Reduce the burden of disease

�Reduce inappropriate demand for 
care

�Manage the supply of care 
efficiently



Strategy 1: Reduce the 
burden of disease

Reduce the burden of disease (need for 
health care) by increasing the number of 

people who do not report a health 
problem, through population health 
promotion and disease and injury 

prevention (incl healthy living/self-care)



Strategy 2: Reduce 
inappropriate demand 

for care
Reduce the demand for care by 

increasing the number of people with a 
health problem who appropriately do not 

seek care, through a comprehensive 
system of self-care support



Strategy 3: Manage the 
supply of care efficiently

Decrease the number of people with a 
health problem who require specialty 
care and hospitalisation, through high 
quality primary care, chronic disease 

management, shared care and self-care 
support 



4. Reduce the burden 
of disease

� It has been estimated that medical care 
explains only 10 to 20% of health over 
the life-course 

� Meaning that 80 – 90% is determined 
by other factors.

McGovern, Miller and Hughes-Cromwick, 2014



Move beyond health care

� This means that most of the major 
determinants of health are located 
outside the health care system
� So outside the scope and jurisdiction of 

the Minister of Health
� . . . who is really the Minister of Illness 

Care
� The Premier and Cabinet  - or the Mayor 

and Council - are really the Minister of 
HEALTH



Major determinants 
of health

� Ecological

� Air, water, food, materials, fuels, clean and healthy 
environment, stable climate, biodiversity etc.

� Social/cultural

� Peace, shelter, education, income, family and social 
support, public services etc.

� Built environment (we are 80% urban, 90% 
indoors)

� Commercial environment – ads, marketing etc

� Shapes behaviours/lifestyle, as does culture and 
environment 

� Human biology



4 a) Governance for 
health

� How do we create the conditions in our 
communities and societies that maximise 
human and social development for 
everyone?

� Within the physical and ecological 
constraints of the one small planet we call 
home. 

� How do we prevent corporations, 
governments and others from causing 
harm? 



Put health at the centre of 
governance and government 

� The central purpose of governance and 
government is not to grow the economy, but 
to increase human and social development 
– to ‘grow’ people

� In the 21st century, this must be done 
sustainably - within the finite limits of the 
Earth, our only home

� It must also be done equitably – the success 
of a society must be judged by the 
condition of its least fortunate and most 
vulnerable populations



4 b) Provide quality 
public health services

Public health is 
“The science and art of promoting health, 

preventing disease, prolonging life and 
improving quality of life through the 
organized efforts of society” (+ health 
protection)

Committee of Inquiry (UK), 1988, as cited in National 
Advisory Committee on SARS and Public Health, 2003

“What we, as a society, do collectively to 
ensure the conditions in which people can 
be healthy.”

Institute of Medicine (USA) 1988



BC’s Core Public Health 
Functions 

BC developed evidence-informed Core Public 
Health Functions between 2002 and 2009
� A Framework

� Evidence and best practice review

� Model core program paper

� Public performance improvement plans

� Public reports on progress

� Website which brings it all together



This “is the foundation of the Guiding Framework and represents how public health services and 
interventions are defined and implemented in the province.” 

BC’s Public Health 
Strategic Framework 



4 c) Implement a clinical 
prevention strategy

BC’s Clinical Prevention Policy Review 
– 2009
�From ‘random acts of kind prevention’ to 
systematic, evidence-based priority services 
made available to all

�From “we don’t pay for prevention” to a 
Prevention Fee



Evidence-based clinical 
prevention system

‘What is worth doing’ based on 
� Effectiveness (Can. And US Task Forces)

� Clinically preventable burden 

� = potential population health impact

� Cost effectiveness

How to do this?
�In essence, the lessons learned from the Chronic 
Disease Management Model







5. Reduce inappropriate 
demand for care

� What proportion of those seeking care 
could manage their health condition 
themselves - given appropriate 
support

� Self care

� Health literacy

� Social prescribing



5 a) The importance 
of self-care

1000 adult population at risk
• 250 are not ill/healthy

750 adults reporting one 
or more illnesses per 
month

9 adult patients 
admitted to a 
hospital

5 adult patients 
referred to 
another physician

1 adult patient 
referred to a 
university 
medical centre

250 adults 
consulting a 
physician one 
or more times a 
month

White, Kerr et al (1961) “The Ecology of Medical Care”
New Engl J Med 265:18;885-92

500 did NOT 
see a doc. 

This is self-care 
– whether done 

well or badly



Self-care
� Self-care is the perhaps the most 

important  and certainly the most 
neglected part of the system.

� Self-care is about what people do for 
themselves, alone or – more often – with 
others.

Most care is self-care!
� But it is not always done well

� The system needs to support self care 
without doing it for or to people.



“Self-care is the action individuals take 
for themselves and their families to 
stay healthy and manage minor and 
chronic conditions, based on their 
knowledge and the information 
available and working in collaboration 
with healthcare professionals where 
necessary.”

Joining up Self-care in the NHS - Steering Group, 
UK, National Health Service 

Self-care defined



Self-care support
� Self-care is not innate, has to be learned, needs support

� Education of providers

� Their role as coach/partner in self-care

� Incl communications skills

� Education of the public 

� From childhood on

� Health literacy

� Self-care training programs

� Health information & support lines/websites

� Mutual support groups



Releasing 
professionals’ time

In the UK

� 39% of GP time is spent dealing with 
patients suffering from self-treatable 
minor ailments

� 75% of emergency room visits are for 
minor conditions

Self-care Support: The Evidence Pack.  
UK Dept of Health, 2007



� Releasing the untapped self-care 
resources of individuals should lead to 
service capacity savings in the delivery 
system.

� Individuals receive appropriate, effective, 
quality care at the right time in the right 
setting.

� People are supported in their pursuit of 
better health.

Self-care Support: The Evidence Pack

System benefits



�Self-care requires a reasonably 
good level of health literacy. 

�Yet “Six in 10 Canadian adults 
do not have the skills needed to 
adequately manage their health 
and health-care needs.”

Canadian Council on Learning, 2008

5 b) Health literacy 
and self-care



Health literacy in BC

�An estimated 54% or 1.8 million 
BC residents in 2003  lacked 
minimum level of health literacy 
needed to effectively manage 
their health information needs 

CCL, 2007



Health Literacy Proficiency 
Levels of BC adults (16 and over)

Health region Proportion at level 
2 and below

Northwest 61%
Richmond 61%
Okanagan 59%
Thompson/Cariboo 58%
Fraser South 58%
Vancouver 56%
Fraser East 55%
British Columbia 54%
North Vancouver Island 53%
Fraser North 54%
North Shore/Coast Garibaldi 53%
Central Vancouver Island 50%
East Kootenay 49%
Kootenay/Boundary 48%
South Vancouver Island 46%
Northern Interior 45%

Source: International Adult 
Literacy Skills Survey, 2003 -
Compiled by CCL

Proportion at level 2
and below

Aboriginal 66.3%  +/-
8.4%

Non 
Aboriginal

53.2%  +/-
1.8%

56-65 years 60.0%

Over 65 
years

78.9%

Non-
Immigrant

45.9%

Immigrant 71.9%

Employed 44.8%

Not 
employed

67.9%



Internet use from home 
by income, BC, 2012

Lowest income quartile

� 71%
� Canada is 58%

Highest income quartile

� 93%

� Canada is 93%

Statistics Canada



5 c) Social prescribing
� In the UK about 1 in 5 patients consult their family 

physician for what are mainly social problems 

� SP is“ a means of enabling GPs, nurses and other 
primary care professionals to refer people to a 
range of local, non-clinical services”

� Useful for those with “mild or long-term mental 
health problems, vulnerable groups, people who 
are socially isolated, and those who frequently 
attend either primary or secondary health care”

King’s Fund, 2017 



What is social 
prescribing?

� Seeks to address people’s needs in a holistic way 

� Aims to support individuals to take greater control 
of their own health.

� Involves a variety of activities 
� e.g. volunteering, arts activities, group learning, 

gardening, befriending, cookery, healthy eating advice 
and a range of sports.

� Typically provided by voluntary and community 
sector organisations



Social prescribing 
in the UK

� Listed as one of the 10 high-impact actions in the 
General Practice Forward View; 

� The Royal College of General Practitioners have 
called for every GP practice to have access to a 
funded social prescriber

� Secretary of State Matt Hancock stated that he saw 
social prescribing as becoming indispensable for 
GPs, ‘just like a thermometer or a stethoscope 
might be seen today,’ and announced a National 
Academy for Social Prescribing.

Beccy Baird, Kings Fund, December 2018



National Academy for 
Social Prescribing (UK)

� To help more people improve their heath and 
wellbeing by participating in arts, sport and leisure 
activities across the UK.

� The Academy will help deliver on the Government’s 
ambition for every patient in the country to have 
access to social prescribing schemes on the NHS 
as readily as they do medical care.

� Social prescribing involves helping patients to 
improve their health, wellbeing and social welfare 
by connecting them to community services. This 
can include activities such as art and singing 
classes. October 2019



� BC could lead the country, and be an 
international leader, by developing a 
comprehensive self-care strategy.

� Benefits include
� improved population health
� enhanced patient and provider 

experience
� cost per capita savings and system 

sustainability

BC needs a comprehensive 
self-care strategy



6. Manage the supply 
of care efficiently

Finally we come to what you 
probably thought I was mainly 

going to talk about!



6. Manage the supply of care efficiently
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� The heart and hub of the system

� Home and community care 



6 a) Primary care 
matters

� High-performing primary care is widely 
recognized as the foundation of an effective 
and efficient healthcare system. (p 1)

� Countries with a strong primary care 
orientation have demonstrably better health 
outcomes and health equity, lower mortality 
rates, and lower overall costs of healthcare. 
(p 8)

Aggarwal and Hutchinson/
Canadian Foundation for Healthcare Improvement, 2012



Primary Care and Health: 
Evidence-Based Summary

� Countries with strong primary care

� have lower overall costs

� generally have healthier populations

� Within countries

� areas with higher primary care physician 
availability (but NOT specialist availability) have 
healthier populations

� more primary care physician availability reduces 
the adverse effects of social inequality

Starfield, 2008



Why does primary care 
make a difference?

Six mechanisms, alone and in combination, may 
account for the beneficial impact of primary care on 
population health. They are 

1. Greater access to needed services, 

2. Better quality of care, 

3. A greater focus on prevention, 

4. Early management of health problems,

5. The cumulative effect of the main primary care 
delivery characteristics, and 

6. The role of primary care in reducing unnecessary 
and potentially harmful specialist care.

Starfield, Shi and Macinko, 2005



6 b) Family doctors are 
specialists too 

� Eligibility for Certification in family medicine is 
granted by the College of Family Physicians of 
Canada (CFPC) to those members who have 
completed approved residency training in family 
medicine 

� UBC’s Family Medicine Residency Program is a 
two-year program accredited by the CFPC.

� Over the course of the two-year program, residents 
prepare for evidence-based practice by gaining 
direct experience working in hospital and 
community-based settings, and engaging in a wide 
variety of scholarly activities.



Family Medicine 
Professional Profile

Comprehensive medical care for all people, ages, life 
stages, and presentations. This care includes all 
clinical domains, both acute and chronic, and all 
stages, from preventive to palliative care. Family 
physicians work across care settings and regulatory 
environments, including: 

� Primary care 

� Emergency care

� Home and long-term care

� Hospital care

� Maternal and newborn care

CFPC 2018



Average gross clinical 
payments, per physician, by 
physician specialty, Canada, 

2017–2018 
� Family medicine - $281,000 

� BC – $217,000

� Medical specialist - $360,000

� BC – $329,000

� Surgical specialist - $481,000

� BC – $466,000

CIHI; 2019



Mean 
physician 
income 

before and 
after 

subtracting 
overhead

(Ontario, self-
reported -

Petch et al, 
2012)

“The mean net income 
from public payments for 
all physicians in Ontario 
after adjusting for 
overhead was $240,400.”

Family physicians



5 c) Primary care is 
a team game

Who provides primary care?

� FPs

� Midwives

� NPs

� Dentists 

� Pharmacists

� Physios

� Alternative and complementary providers



Nurse practitioners do a 
fine job

A long history of research on their 
effectiveness, dating back as far as 1974 in 
Canada, has shown that they produce 
“outcomes that are as good as and often 
better than the care provided by MDs in 
traditional primary clinical settings”

Hansen-Turton, 2015, p. 1 



Nurse practitioners in 
BC and Ontario

� In May of last year there were 426 NPs practising 
in BC 

� and the province announced it was adding 200 
more over the next 3 years

� Ontario, with about 2.5 times our population, has 
almost 3,000 NPs

� About 3 times as many as BC. 

� Ontario also has 27 nurse practitioner-led clinics



Ontario’s NP-led clinics
These clinics 

“improve the quality of care through 
enhanced health promotion, disease 
prevention, primary mental health care and 
chronic disease management”

“engaging patients as full partners in their 
care plan is an important aspect of the 
underlying philosophy” of these clinics. 

Ontario Ministry of Health



6 d) Better organisation –
Community-based/ oriented 

primary care
Create the system around community-based primary 
health care, which “covers . . .

�the broad range of primary prevention (including 
public health) and primary care services within the 
community, including health promotion and disease 
prevention

�the diagnosis, treatment and management of 
chronic and episodic illness

�rehabilitation support and 

�end-of-life care.” 

Canadian Institutes of Health Research (2012)



Hastings Report, 1973 –
Key Recommendations

1. The development by the provinces, in 
mutual agreement with public and 
professional groups, of a significant number of 
community health centres, as described in 
this Report, as non-profit corporate bodies in 
a fully integrated health services system.

2. The immediate and purposeful re-
organization and integration of all health 
services into a health services system ensure 
basic health service standards for all 
Canadians and to assure a more economic and 
effective use of all health care resources.



Community-oriented 
primary care (COPC)

“The characteristic feature of community-
oriented primary care (COPC) is that the 
health care of the community and the 
health care of individuals are brought 
together in a single integrated practice that 
endeavours to identify the community’s 
main health problems and implement 
programs to deal with these in a systematic 
manner, at the same time as providing 
clinical care for individuals.”

Abramson, 1988 

Abramson, 1988  



Core characteristics of CHCs

� Not-for-profit, publicly-funded health services. 

� cooperatives, not-for-profit societies and direct 
service organizations of provincial Ministries of 
Health or regional health authorities

� Offer team-based, inter-professional healthcare 
services and health programs

� Provided integrated, comprehensive “primary health 
care”

� Emphasize community engagement and 
participation as keys to delivering appropriate 
services and building relationships of trust in the 
community.

BC Association of Community Health Centres 



CHCs as/are COPC
� “Health centres work to strengthen 

the capacity of individuals, families 
and communities to take more 
responsibility for their health and well 
being.  We work with other 
organizations within the community 
including schools, housing 
developments and employers to 
promote healthy activities and 
lifestyles . . .”



CHCs in Canada today

� There are over 700 CHCs in Canada today

� Only 25 in BC (BCACHC, 2019)

� Nearly 3 million Canadians – close to one in 10 –
now receive their primary care from collaborative 
healthcare teams at Canada’s CHCs.

� There is a very broad scope of clinical, health 
promotion and wellness services offered

Canadian Association of 
Community Health Centres

September 26, 2013



Victoria CHCs 2019
Victoria Cool Aid Society 
Community Health Centre

713 Johnson Street

Victoria, BC V8W 0A4

Phone: 250-385-1466

AVI Health and Social 
Services – Victoria

Island Sexual Health

Victoria Community Health 
Cooperative

547 Michigan Street

Victoria, BC V8V 1S5
Phone: 250-388-6811 

Health Point Care and 
Seniors Health Centre
1454 Hillside Avenue

Victoria, BC V8T 2B7

Phone: 250-370-5637



6 e) Re-structuring 

Primary care 
should be the heart 

and the hub of 
health care



What is the function of 
primary health care?

Primary health care helps people

� Become and stay healthy

� Get better

� Manage disease and disability

� Including the ‘dis-ease’ of life

� Cope with the end of life



Why the ‘Heart’?
� It is where most people get most of their 

professionally provided health care, most of 
the time. 

� Their main contact with the health care system

� They can access the services directly, without 
referral

� It is based locally, in the community

� In particular, their family practice is the central 
contact point, where their records are kept and 
their care is managed and coordinated



Most professional care is 
primary care

1000 adult population at risk

750 adults reporting 
one or more illnesses 
per month 14* adult patients 

admitted to a hospital

4* adult patients 
referred to 
another physician

1 adult patient 
referred to a 
university medical 
centre

279* adults 
consulting a family 
physician one or 
more times a 
month

79* adult patients 
consult a specialist 
one or more times a 
month

The Ecology of Medical Care in BC in 2001
Source: Dr. Howard Platt, based on Kerr White, 1961
* =  BC Data from 2001/02



PHC – Big reach, relatively 
low cost (BC  - 2010 data)



Hancock, T (1993)  "Bottom-
Down Health Systems"  In 
Healthier Communities Action Kit, 
Vol. 2.  For The Healthcare Forum, 
San Francisco

A ‘Bottom-down’ 
health system



Primary care is the hub

It links ‘up’ to 
a) Community health promotion & 

preventive services

b) Self-care support

It links ‘down’ to 
a) Home and community care

b) Specialty care

� Including via Telehealth

c) Inpatient care 



Fundamental elements of a high-
performing primary care system

None is sufficient by itself; the full array is necessary 
to generate major improvements.

� Explicit policy direction anchored in public values, 
needs and preferences

� Primary care governance mechanisms at the 
community, regional and provincial/territorial levels

� Patient enrolment

� Inter-professional teams

� Patient engagement

� Funding and provider payment arrangements aligned 
with health system goals 



Fundamental elements 
/ 2

� Health information technology that effectively 
supports patients and providers

� Ongoing performance measurement
� Training and support for quality improvement
� Leadership development
� Coordination, integration and partnerships with 

other health and social services
� Systematic evaluation of innovation
� Research capacity and productivity
� Decision support

Aggarwal and Hutchinson/
Canadian Foundation for Healthcare Improvement, 2012



Need to invest in PC
Delaying “investments targeting the features of 
high-performing primary care . . . would 
hamstring the most promising health system 
strategies for reducing overall healthcare costs 
[which are] 

�improved preventive care, 

�timely access to care for acute and chronic 
illness 

�proactive, evidence-informed management of 
chronic health conditions.” (p 4)

Aggarwal and Hutchinson/
Canadian Foundation for Healthcare Improvement, 2012



Sadly, there are no 
quick fixes



Contact
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