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or years, the United States (US) and Canada have
aimed to improve value in health care. Yet, health
care consumes an increasing share of national
expenditures,1 while expected gains in patient experience
and population health outcomes have not been realized.
High-performing primary care is considered critical to
achieving the triple aim of health reform: better health,
improved patient experience, and more affordable costs.2
Improving primary care and making it responsive to the
needs and preferences of patients and families are high
priorities for both countries,3 as systems that emphasize
primary care achieve better health outcomes and health
equity at lower costs.4 The past decade has seen numerous initiatives to advance primary care, ranging from
local efforts to regional or national experiments.
However, efforts to share knowledge and compare
strategies and outcomes are often directed within
rather than between countries. This is not surprising because between-country differences in fnancing
and delivery are often considered so substantial as to
obviate the relevance of fndings in one country for
another country. In the US, Americans obtain insurance
and care through a complex mix of public and private
providers, and a sizable number remain uninsured or
underinsured. In contrast, Canadian health insurance
is primarily provincial government–based with citizens
receiving frst-dollar coverage for hospital and physician care. While the American system permits consumers to select competing plans with varying coverage,
Canadian benefts are accessible, transferable among
provinces, and largely consistent. While these differences often lead to dismissals of transnational comparisons, there are more similarities than differences
in the gaps and challenges advanced primary care systems face in meeting patient needs and expectations,
as well as optimizing their health.
Our populations share the enviable position of having relatively high overall health status. 5 However,
there are large health inequities across the socioeconomic spectrum, such that the socioeconomic health
gradient is more pronounced within than between our
countries. 5 Moreover, we share similarities regarding key social determinants that contribute to health
inequities,6 including poverty rates,7 education gaps,8
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unemployment,9 geographic isolation and distribution,10
and indicators of racial and ethnic disparities.11
The populations in both countries have changing
primary care needs that demand more capable, coordinated, and longitudinal systems. Chronic disease is
increasingly common, with multimorbidity becoming
the norm rather than the exception.12 Recent crossnational surveys demonstrated similar gaps in primary
care delivery.13 In 2016, 34% to 51% of citizens in both
countries reported having diffculties getting same-day
or next-day appointments or receiving after-hours care
easily, or visiting the emergency department because
their primary care providers were not available.13 In both
countries, a considerable proportion of patients presenting to emergency departments are not connected to a
primary care provider, either owing to issues of access
or preference, especially among certain demographic
groups.14-16 Many patients also reported coordination-ofcare gaps regarding the timely transfer of clinical information among their physicians.13 More than one-third
of patients with chronic illness reported not discussing
their goals, priorities, or treatment options with their
primary care provider in the past year.17
Both countries have recognized that the gaps in primary care delivery need to be addressed and that a
coordinated research agenda is required to understand
which strategies are successful in the provision of care
to various populations. For this reason, collaborators
from both countries came together to plan an inaugural
cross-border symposium focused on primary care.
This symposium brought together more than 150 leaders in primary care delivery to exchange cross-border stories in primary care transformation, develop a binational
research agenda to support primary care transformation, and support cross-border learning and collaboration.
Stakeholders included not only clinicians but also policy makers, researchers, payers, system designers, and
patients. This symposium was committed to collaborating and fnding ways to support primary care transformation at practice, policy, and research levels.

Vision for primary care transformation
Consensus emerged among participants about core features for primary care transformation. Transformation
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must first be framed around an expanded “quadruple aim” that includes health equity, and around the
evidence-based principles of primary care (frst contact,
continuous, coordinated, comprehensive). Within this
framework, there is a need for new models of primary
care that are reinvigorated with the “joy of practice,”
embrace a broader defnition of primary health care that
includes a patient-centred approach and behavioural
care, and refect the interdependence of the health care
system and primary care’s role within it, as well as linkages to community-based resources and nonmedical
health determinants. Furthermore, access to actionable
data about both clinical conditions and social determinants of health at the community and individual levels
will be needed for success.

To support the vision

Directions for clinical leadership and practice. The most
important challenges facing primary care are the imperatives to meet the needs of people with multiple chronic
conditions and to address inequities in health and health
care. The former was eloquently highlighted by a patient
representative who reminded the group that the current delivery system treats patients as “complex patients”
instead of as “people with complex health care needs.”

A moral challenge on both sides of the border is that
health care disparities continue to exist because we tolerate them. It was recognized that while primary care
could not be expected to solve all broader community
issues, such as food insecurity, social integration, and
environmental exposures, it cannot improve health
without strategies and models of care that address them.
As health and health care are local phenomena, no
single delivery model can be expected to succeed everywhere. Professionals and practices need flexibility in
order to identify the outcomes they want to achieve,
meet the needs of communities, and design and adapt
their practices to achieve these. The key priorities and
directions for primary care practice transformation are
outlined in Table 1.
Directions for policy to support effective primary
care. A key theme that emerged for policy makers was
the need for a broader perspective on health care. Future
investments in primary care systems need to be based
on an overarching vision with clear goals, as well as on
a policy framework that aligns policies and incentives,
including but not limited to payment. While there is no
perfect model, there was consensus among members on
the key components for effective primary care (Table 2).

Table 1. Priorities and directions for primary care practice transformation
PRIORITIES AND DIRECTIONS

AREAS OF FOCUS

Redesign primary care practice to realize
the principle of comprehensiveness

• Integrating behavioural health care, including substance abuse, mental health, and
behaviour change support, into primary care delivery
• Integrating the primary care health system with community-based resources and the
public health system
• Improving the primary care work force, work fow, information systems, and nonfnancial incentives to reduce inappropriate referrals to subspecialty care
• Enhancing care coordination with subspecialty care system for people with
complex conditions
• Enhancing information systems, including clinical decision support, virtual
consultations, and tele-mentoring to promote evidence-based care
• Broadening primary care practices to address the needs of both individuals and
the community

Adopt a patient-centred approach in
which patients and caregivers are
engaged in developing and
implementing their care plans, as well
as the design, ongoing evaluation, and
improvement of primary care practices

• Providing robust patient self-management support and exercising shared decision
making to empower patients to meet their personal goals
• Developing and using evaluation measures that align with patient goals for care
and health
• Designing care plans that take into consideration multimorbidity and social context

Reorient primary care to be delivered by
primary care teams with diverse skill sets
and an expanded range of competencies,
and customize teams to the needs of the
patient and community

• Engaging primary care practices and systems in continuous learning and ensuring they
have the resources, staff, and skills needed to meet the specifc needs of each
individual patient and family
• Using data and meaningful measures to improve care, and addressing broader
population health objectives and the social determinants of health
• Rekindling the “joy of practice” and ensuring the well-being of professionals and staff
is not overlooked

Improve and advance electronic health
systems and quality measurement

• Ensuring primary care teams have access to the information and data they need to
engage in continuous improvement, provide patient-centred care, and address
population health
• Enhancing the capacity to use data captured in practice from patients to develop the
evidence about what works both clinically and with respect to models of care delivery
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Table 2. Policy directions to support effective primary care
POLICY DIRECTIONS

AREAS OF FOCUS

Enable integration of patient-oriented care
across primary care, behavioural health,
public health, and social services

• Building data collection infrastructure and analysis to support continuous quality
and outcome improvement
• Planning and training a work force that will support team-based care
• Expanding capacity for coordination across systems, including interoperable health
records and data linkages

Support a culture shift: from providercentred to patient-centred care; physicianbased to team-based care; disease-focused
to health-focused care; and individualbased care only to individual-based and
population-based care

• Engaging the community in local solutions through health system governance
structures that include community representation
• Having meaningful patient and family engagement in redesign and quality
improvement
• Emphasizing measures of patient experience, engagement, and outcomes
• Basing outcome measures on individual goals and preferences, as well as the
population served; and basing payment on performance on these measures

Invest in implementation, evaluation, and
mechanisms for spread and scale of successful
primary care innovations and models

• Evaluating the innovation of implementation projects and their contribution to the
overarching policy vision for primary care
• Aligning new payment incentives across payers to support scaling up
• Funding implementation and coaching to spread learning systems and rapidly bring
effective models to scale, such as through practice facilitation, local learning
collaboratives, health professionals’ training and virtual mentoring, and networked
implementation laboratories or incubators like the Centers for Medicare and
Medicaid Services in the United States

To build a robust foundation for effective primary care,
policy makers need to address prices and value by rebalancing payment for primary and specialty care; invest in
practices rather than providers; invest in data collection
infrastructure and analysts to support continuous quality
and outcome improvement; and develop a richer set of
performance metrics that monitor the principal requirements of primary care, as well as equity. In turn, primary
care needs to strengthen its governance and accountability for population health, and embrace joint responsibilities for continuous improvement and innovation.
Directions and priorities for primary care research
and evaluation. To foster sustainable innovations in
primary care, research funders should facilitate partnerships with health system stakeholders in which, for
example, the implementation of new models would be
funded by the health system, and funders would support their evaluation. Rapid advances could be facilitated by platforms that support health care, research,
and practice-based evidence development. Ultimately
to have health effect, mechanisms are needed to spread
and scale successful innovation.
There are also perceived benefits to cross-agency
collaboration among funders to support cross-border
research on primary care. To facilitate comparisons of
natural experiments within and across health systems,
efforts should be directed to a focus on positive variance
and attributes associated with better outcomes. Creative
ways of comparing primary care innovations included
funding implementation incubators, or implementing
research laboratories in both countries that mindfully
learn from each other. Table 3 outlines the top 10 priorities identifed for primary care research.
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Conclusion
The striking differences between the Canadian and US
primary health care systems offer an opportunity for
transnational knowledge exchange owing in large part
to our confronting similar challenges. Primary care
thought leaders who gathered at the symposium recognized the imperative to develop sustainable models
of high-quality primary health care delivery. Successful
models will provide comprehensive, patient- and familycentred care in the context of community. They will integrate behavioural health care and in turn be embedded
and coordinated within the larger health care delivery
system. New models will also connect primary care with
public health and community-based resources to provide whole-person care that addresses both social and
medical determinants of health. Primary care must raise
its aims to address health disparities and healthy work
environments that restore the joy of practice to those
who dedicate themselves to providing primary care.
To achieve these goals, our nations need to align health
and health care policies to foster the development and
spread of these models. Policy models such as the US Center
for Medicare and Medicaid Innovation should be expanded
in the US and adopted in Canada to develop, evaluate, and
scale up effective primary care delivery models.
To stimulate the development of new models, funding
partnerships offer an opportunity to advance rapid-cycle,
pragmatic primary care research. By learning from one
another, Canada and the US can accelerate research
and implementation in primary care delivery and ensure
that primary care innovations are shared across borders
to the beneft of all people.
Dr Tamblyn is Scientifc Director of the Institute of Health Services and Policy
Research of the Canadian Institutes of Health Research in Montreal, Que. Dr Meyers
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Table 3. Top 10 priorities for primary care research
RESEARCH PRIORITY

AREAS OF FOCUS

Study new value-added models of health care
that include assessment and interventions
for social determinants

• Using standardized methods to assess social determinants
• Using geographic information system tools that map patient population by
deprivation, disease, and possible environmental factors, which will then be
incorporated into practice management tools
• Understanding the cost-effectiveness of intervening on social determinants of
health to inform new payment models and rates
• Targeting inequities experienced by some populations (eg, First Nations, lowincome communities, minorities, refugees, asylum seekers and other migrants)

Develop better methods of risk stratifcation
and adjustment measures that include
measures of deprivation and equity

• Completing better mapping of subpopulations at varying degrees of risk
geographically
• Determining better ways to target high-risk groups for care management and
other intensive interventions and to tailor risk interventions
• Exploring better ways to equitably allocate health care dollars based on the
complexity of the population served

Elucidate the links between health literacy
and inequities and develop interventions to
address health literacy

• Identifying effective approaches to the following: engaging patients in shared
decision making; addressing health equity and inequities; empowering patients
to engage in self-management; and changing behaviour to improve health and
disease management

Develop, implement, and evaluate models for
primary care management of multiple chronic
conditions (eg, intensive primary care)

• Determining what the essential additional resources are for primary care to
optimize experiences and outcomes for patients with multiple chronic conditions
• Exploring how to provide low-cost home care and link it to primary care
• Examining how to sustainably integrate community care, social services, and
public health with primary care
• Determining how to integrate and coordinate care as individuals transition across
care settings (specialty care, acute care, postacute care, etc)

Develop and evaluate methods to identify
priorities, goals, and outcomes of relevance
to patients with multiple chronic conditions

• Determining how to best identify patient goals and priorities and select and
match interventions to optimize these outcomes
• Considering how to measure achievement of these outcomes

Identify the conditions needed to create and
sustain successfully functioning health care
teams to support patient-centred primary care

• Identifying the environmental characteristics, training, funding, and
organizational models that are needed to create and sustain patient-centred
primary care

Identify how different features of primary
care perform, respond to, or are incentivized
by different payment models

• Identifying the effect of different methods of activity-based, population-based,
and quality- and outcome-based funding on access to and coordination,
comprehensiveness, and continuity of care

Identify effective means for patient engagement
(eg, patient or family advisory council)

• Co-creating system transformation
• Considering the design and delivery of care
• Including patient-to-patient mentoring
• Addressing social determinants as a collective

Identify effective approaches to providing
performance feedback on quality and equity
and facilitate changes in practice

• Enabling teams to improve outcomes, identify patient and community knowledge
gaps, and advance practice and policy

Develop new methods to produce timely,
unbiased evidence in rapidly evolving systems

• Considering some combination of quality improvement strategies and new
research methods, natural experiments, and pragmatic trials, as standard
randomized controlled trials do not work and 3-5 years is too long
• Considering mixed-method approaches to understand model effects and how
new models are implemented
• Understanding model components and population subsets
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