
662 Canadian Family Physician • Le Médecin de famille canadien  VOL 48: APRIL • AVRIL 2002

editorials

VOL 48: APRIL • AVRIL 2002  Canadian Family Physician • Le Médecin de famille canadien 663

editorials

The time for major reform in Canadian pri-
mary care has arrived. Supported by federal 

and provincial governments, several provinces 
in Canada are developing and testing new mod-
els of primary care.1 While those responsible for 
implementing new models will inevitably encoun-
ter barriers that raise questions, the experience 
of primary care reforms elsewhere, such as in the 
United Kingdom, can help us anticipate the ques-
tions. As we step forward to pose those questions, 
a brief reflection on primary care in the United 
Kingdom sets the stage.

Family medicine in the United Kingdom remains 
largely oriented to doctors (general practitioners) 
serving registered populations as independent con-
tractors to the state. They are paid through capita-
tion fees, organizational allowances, and targeted 
fee-for-service payments. Family medicine in the 
United Kingdom has struggled with problems simi-
lar to those in Canada, including variable quality of 
care, poor access for some patients, and GP recruit-
ment and retention difficulties. Streams of policy 
initiatives have attempted to tackle these problems 
with mixed success. Three linked innovations were 
put in place: general practice fundholding (GPFH), 
primary care–locality commissioning (LC), and pri-
mary care groups (PCGs).

General practice fundholding
General practice fundholding, a cornerstone of 
conservative reforms, introduced an “internal 
market,” separating purchasers from providers of 
health care. Fundholding GPs managed a budget 
for practice staff, certain hospital referrals, drug 
costs, community nursing services, and manage-
ment costs.2 The rationale for GPFH was that GPs, 
as traditional referral agents for their patients, 
were better placed as clinicians to secure services 
that met their patients’ needs than were the more 
remote health authorities.

Critics of GPFH argued that responsibility for 
resource management might undermine a doctor’s 
role as patient advocate,3 GPFH undermined equity 

between practice populations because fundholding 
patients had shorter waiting times for elective pro-
cedures,4 and transaction costs were punitive.

Locality commissioning
Locality commissioning of services, which grew 
out of opposition to fundholding, involved groups 
of fundholders and nonfundholders who man-
aged a prescribing budget and worked with a local 
health authority to develop health strategies and 
services for local populations.

The Labour government elected in 1997 
pledged to replace the internal market with a 
more cooperative approach and to disband fund-
holding in favour of LC.5 Family practices were 
asked to come together to form new interdisciplin-
ary managed PCGs to provide care for approxi-
mately 100 000 people in each locality. General 
practitioners and community nurses together con-
tribute to a local health improvement program and 
have a budget reflecting their population’s share 
of the available resources for hospital and commu-
nity health services, general medical services, and 
prescribing.2

Primary care groups
Primary care groups have to attend to clinical gov-
ernance, a new function whereby both primary and 
secondary care providers are expected to develop 
more systematic approaches to ensuring univer-
sally high standards of clinical care. Implementing 
clinical governance represents an immense chal-
lenge to PCGs in an environment where family doc-
tors have had no previous statutory responsibility 
for the performance of their peers.

While the UK government is funding a pro-
gram of evaluation, the universal nature of PCGs 
precludes controlled comparison groups.6 Still, 
opportunities exist to examine issues, such as 
local accountability, capabilities in commissioning 
services, and approaches to governance.7

The ability to direct a budget toward a popu-
lation’s primary care needs and be responsible 
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for assuring the quality of care delivered are two 
elements worth serious attention in Canada. As 
Canadians finally move to undertake reform, we 
should leapfrog ahead, building on the UK experi-
ences. In doing so, however, a few questions must 
be considered.

Why reform?
The UK’s attempt to establish an internal market in 
health care was prompted by a protracted dispute 
over spending8 and was, therefore, seen as part of 
a politically motivated drive to reduce spending 
rather than to improve the quality of health care. 
Motivated GPs fought for alternatives. Reforms 
that grow from the bottom up, however, can also be 
superceded by governments seeking to adopt other 
models. That greater involvement of primary care 
professionals will make for more efficient distribu-
tion of health care resources remains unproven. 
The lesson for Canada is that reform needs time 
to build consensus among stakeholders, time to 
develop clear aims, and time to focus on quality of 
care more than cost of care. These principles were 
learned early in the Health Transition Fund’s (HTF) 
projects in primary care in Canada.9

How do we ensure relevance?
We believe family doctors welcome change when it 
has immediate or obvious benefits for themselves 
and their patients. In the case of PCGs, develop-
ment of a salaried option might allow some UK fam-
ily doctors to earn more stable incomes and spend 
more time on clinical care rather than administra-
tion. In Canada, the opposite might be beneficial; 
salaries could allow physicians administrative time 
to examine quality of care. Incentives for practitio-
ners need to reward efforts to improve care in diffi-
cult settings or for important clinical problems.

For Canadian primary care to meet the needs 
of whole practices and whole communities, three 
changes are needed: a payment mechanism that 
is flexible and de-emphasizes fee-for-service, 
good information systems that allow health pro-
fessionals to know more about patient needs and 
outcomes at practice and population levels, and 
development of primary care teams. Salaried 
options should allow family physicians time to 
examine issues of quality of care for a defined 
practice. Better information systems will provide 
the data to do this. Financial and administrative 
support of primary care teams (as opposed to 
individual physicians) will also be essential. Some 
of these changes have recently been advocated 
in Canada.10-12 Several provincial HTF primary 

care projects are experimenting with these 
approaches.9,13,14

How will evaluation be linked to 
implementation?
As reform evolves, there is a tension between the 
time it takes to conduct rigorous evaluation and 
the pace with which governments would like pol-
icy reform to proceed. Understandably, any major 
stakeholder is reluctant to evaluate reforms tied to 
reputations and credibility. Much of the research 
into GPFH examined referral rates and prescrib-
ing costs and frequently produced conflicting 
results.4,15-17 Quality of care was seldom assessed. 
Local evaluation is central to implementing primary 
care reform through PCG pilot demonstration 
sites.7,18 This evaluation will promote faster learning 
and improve dissemination from pilot sites. Such 
evaluation is critical in Canadian reform, too. Early 

“lessons learned” are just emerging from the HTF 
projects. One such lesson is the value of evaluation 
teams made up of stakeholders, providers, academ-
ics, researchers, and policy developers.14

We need to define which outcomes are important 
in measuring costs and benefits of reform. We need 
a repertoire of primary care reform evaluation tools. 
In the United Kingdom, much evaluation of fund-
holding has been based on measurable parameters 
(eg, referral rates, prescribing costs) related more to 
economic assumptions about efficiency than to qual-
ity of care. Measuring benefits to patients or to popu-
lations is ultimately the most difficult exercise. The 
National Primary Care Research and Development 
Centre18 in Britain is pooling, adapting, and creat-
ing some of the tools needed. Simultaneously, the 
Canadian Medical Association has developed tools 
for evaluating reform.19 Evaluations will be vital to 
reshaping future policy.

How do we build effective coalitions?
Implementing reforms requires the input of people 
who can consider populations, budgets, and priori-
tization simultaneously and still relate to clinicians 
and patients. Academics, “practising” clinicians, 
and managers will need to work hand in hand to 
learn lessons. There is, rather predictably, a risk 
that patients and their advocates will be sidelined. 
Canadian reforms offer an opportunity to develop 
clinical, managerial, policy maker, and user alli-
ances to build consensus and steer changes in 
health care organizations. Again, early feedback 
from HTF projects reinforces the need for a col-
laborative planning process to include health pro-
fessionals, agencies, and stakeholder groups.
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How do we live with reform?
The Canadian primary care system has been rela-
tively static or, if anything, shrinking in the face 
of fiscal cutbacks. True reformers face vested 
interests and institutional inertia. In the United 
Kingdom, people have become adjusted to a cul-
ture of change and have probably learned to con-
tribute more effectively to reform. Unfortunately, 
with so many changes taking place, “reform fatigue” 
is now a UK reality, as any health care chief execu-
tive there will testify. The need for local flexibility 
in adopting reforms in Canada might help to main-
tain motivation. Early reports from HTF projects 
have told us that change must not be implemented 
too quickly or simultaneously in many areas.14 
Respecting the realities of work environments and 
providing sufficient infrastructural support to man-
age change are also vital elements.9,14

Conclusion
Primary care reform is inevitable given changing 
needs and demands. It must, however, be driven 
by the desire to generate better services for 
patients. Models that are imposed without clear 
objectives can undermine enthusiasm and imple-
mentation. Accepting government policy changes 
will be easier if those who are charged with cre-
ating new models do so by including patients, 
primary care providers, and evaluators. All are 
required to determine the needs to be addressed, 
the ability to financially support new models, and, 
most importantly, the ability to evaluate their 
effectiveness.9,14

Evaluation should be built into implementation 
and, where feasible, should examine the effect on 
patient-centred outcomes as well as health care pro-
cesses and costs. Nevertheless, politicians need to 
contend with the fact that reform always generates 
new inequities and always takes longer and is mess-
ier than they would like. The reality is similar for 
researchers, in that examining the effect of reforms 
is also methodologically complex.

Finally, bringing stability to the time line for 
reform and sustained commitment both in terms 
of human resources and financial resources is 
essential for success. Without such stability it is 
impossible for patients, clinicians, policy analysts, 
and evaluators to build working relationships with 
each other to create the primary care reform suc-
cess Canadians deserve. 
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