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Commentary
Addressing health inequities 
A case for implementing primary health care 

Carmel M. Martin MB BS MSc PhD MRCGP Terry Kaufman LLB

The year 2008 is the 30th anniversary of the World 
Health Organization’s 1978 Declaration of Alma-
Ata on primary health care.1 This declaration draws 

our attention to the global burden of health inequities 
not only in poor underdeveloped countries but also in 
rich developed countries; these health inequities con-
stitute a considerable barrier to improving the health 
status of the overall population. The literature demon-
strates that addressing health inequities has the poten-
tial to contain escalating health costs as well as to 
develop a healthy and peaceful civil society.2 Specifically, 
Marmot, in a consensus statement based on interna-
tional research findings with the Commission on Social 
Determinants of Health, asserts the following:

Strengthening health equity—globally and within 
countries—means going beyond contemporary con-
centration on the immediate causes of disease …. 
The time for action is now, not just because better 
health makes economic sense, but because it is right 
and just.2

Reduced focus
Primary care is a patient’s first point of entry into the 
health system. Traditionally, it is organized around 
family practices and family physicians, but it is being 
practised increasingly by nurses and other health care 
providers.3 Family physicians provide first-contact treat-
ment in offices and also deliver services in the home 
and in long-term care facilities—as well as a substan-
tial amount of secondary and tertiary care, particularly 
in rural and remote settings.4 Primary health care, a term 
derived from the 1978 Alma-Ata declaration,1 is the 
strategy most likely to address the social determinants 
of health and health inequalities in health systems inter-
nationally. The declaration integrated the strategy of pri-
mary care as a level of first-contact health care services 
into a broader strategy for equitable health development 
for all. 

Key policy makers have advocated system redesign 
for primary health care with a multidisciplinary work 
force.5,6 Since 2000, federal, provincial, and territorial 
governments have substantially invested in a Primary 

Health Care Transition Fund.7 Internationally, ongo-
ing reforms to primary care services have brought 
improvements, including better management of some 
common diseases, some shorter wait times, and faster 
electronic communication.8 However, these reforms in 
countries such as the United Kingdom have had unin-
tended outcomes (eg, generating little or no effect on 
widening health disparities) and have been associated 
with undesired shifts in care for some chronic condi-
tions.9,10 Yet renewed interest and debate about the pri-
mary health care transition have focused on expanding 
the breadth of primary care and increasing health care 
accountability, with little attention to addressing health 
inequalities and social determinants of health.11

Canada has been a world leader in research related 
to the social determinants of health. According to the 
Canadian Population Health Initiative of the Canadian 
Institute for Health Information, however, “Canada has 
fallen behind countries, such as the United Kingdom 
and Sweden and even some jurisdictions in the United 
States, in applying the population health knowledge 
base that has been largely developed in Canada.”12 In 
the United Kingdom, there have long been aspirations 
to address the determinants of health and health ineq-
uities.13 However, emerging evidence reveals that the 
reform strategies focusing on implementing primary 
care, such as pay-for-performance based on selected 
performance indicators, are not necessarily addressing 
health inequities.14

Reasons to consider
A range of compelling evidence from Canada and other 
countries indicates that the social and economic cir-
cumstances of individuals and groups influence their 
health status and mortality as much as or more than 
health care. These circumstances affect the success rate 
of interventions to change personal health behaviour, 
such as smoking and diet,12,15,16 or of improved outcomes 
of chronic disease management.17 Addressing health 
inequities is strongly associated with the improvement 
of health care outcomes.17

Social determinants of health have a direct effect on 
the health of individuals and populations, are the best 
predictors of individual and population health, struc-
ture lifestyle choices, and work interactively to produce 
health.16 In terms of the health of populations, it is well 
known that disparities—the size of the gap of inequality 
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in social and economic status between groups within a 
given population—greatly affect the health status of the 
whole: the larger the gap, the lower the health status of 
the overall population.18

Health has been defined as “the extent to which an 
individual, family or community is able to realize aspi-
rations and satisfy needs to cope with their environ-
ment.”1 Health inequities or disparities of health are 
the “systematic differences (potentially remediable) 
in one or more aspects of health across population 
groups defined socially, economically, demographi-
cally, or geographically.”19,20

Social determinants of health include the follow-
ing: income and social status; social support networks; 
education and literacy; employment and working con-
ditions; and social and physical environments. Other 
health determinants include personal health practices 
and coping skills, healthy child development, biology 
and genetic endowment, and gender and culture. The 
presence and quality of health services are also recog-
nized as determinants of health.21 

The evidence for the value of primary health care 
to address the social, economic, and political deter-
minants of poor health has emerged during the 20th 
century22,23; in more recent times, relevant analyses 
by many—including Starfield et al and De Maeseneer 
et al, culminating in a synthesis paper by the Health 
Knowledge Network of the World Health Organization, 
repeatedly demonstrated better health outcomes.24-26 In 
2005, Canada and the other government members of the 
Pan American Health Organization affirmed their com-
mitment to new orientations for primary health care by 
signing the Declaration of Montevideo.20

Taking part
We propose a local primary health care approach, 
derived from the Pan American Health Organization’s 
declaration,20 that builds on the care currently pro-
vided by individual practitioners and community 
health centres and moves toward addressing health 
inequities. At the core of the system is an understand-
ing of local population health determinants and ineq-
uities of health outcomes, as well as local primary 
care demands for services. With the developments in 
information technology, the horizontal interconnect-
ing of local providers is realistic and feasible; such 
interconnecting is essential to collectively address 
local needs, rather than, as at present, individuals and 
groups working in local organizational silos. This net-
working would build on existing and successful col-
lective enterprises to deliver after-hours care, improve 
quality and safety of individual disease management, 
and link with public health initiatives to extend toward 
implementing strategies that address the factors con-
tributing to the genesis and evolution of disease and 
health outcomes.25

The following are ways in which family physicians in 
partnerships within adaptive networks of primary health 
care providers can take a broader role in other aspects 
of primary health care:
• Lead and participate in community partnerships to 

identify health disparities in local populations, and 
prioritize and address these disparities. 

• Ensure each primary health care system explicitly 
addresses local public health problems related to non-
medical determinants of health (eg, lifestyle factors) 
and, where feasible, secondary and tertiary health 
care disparities.

• Develop and support interconnected programs to 
explicitly address social and economic barriers to 
adherence to common chronic disease treatment 
and self-management (eg, diabetes, arthritis, chronic 
obstructive pulmonary disease, congestive heart fail-
ure, mental illness) outside of the practice, which 
address the determinants of health.

• Develop and support programs that explicitly address 
barriers to access and health care adherence for “hard 
to reach” populations.

• Ensure undergraduates, residents, and practising phy-
sicians have resources to develop the appropriate 
skills and competencies to reduce gaps in health dis-
parities in partnership with other agencies.

• Stimulate and participate in the intersectorial 
arrangements and programs in each primary health 
care system to address the needs of each of the 
disadvantaged groups (eg, homeless, recent immi-
grants, drug addicts, adolescents with legal and 
educational problems), according to local context 
and priorities.

• Participate in and collaborate on community partner-
ships, identifying and solving health-related problems 
with vertical integration in relation to the commu-
nity’s social environment (eg, violence, lack of day 
care) and physical environment (eg, personal security, 
housing, nonmedical social determinants).
The lack of an articulated pan-Canadian framework 

for primary health care leaves serious potential gaps in 
any future transition to an effective primary health care 
system. In order to address the publicly stated goals 
of improving health, attention needs to be paid to the 
principles of equity, access, empowerment, community 
self-determination, and vertical and horizontal integra-
tion within the system. The unintended consequences 
of resources being directed to improving the average 
quality of primary care ultimately leads to widening 
health inequities. 

By taking up the challenge of the new orientations 
of primary health care, which have already been agreed 
upon by the government of Canada through its interna-
tional commitments, family physicians can take a lead-
ing role in addressing health inequities. 
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