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rimary care reform is now a worldwide imperative.
National health care systems with strong primary care
infrastructures have healthier populations, fewer
health-related disparities and lower overall costs for health
care. 1 In the World Health Organization’s 2008 World
Health Report,2 all countries were encouraged to orient their
health care systems toward strengthened primary care. Such
reforms are unlikely to improve overall population health,
equalize distribution of health care resources or reduce costs
unless they address both the systemic and clinical characteristics of primary care.3
To achieve effective primary health care at the systemic
level, several evidence-based goals must be met. These include the equitable distribution of resources, progressive and
universal financing, low or no copayments and comprehensive coverage.3,4 The key components of primary care at the
clinical level include access to and use of first-contact care,
patient-focused (rather than disease-focused) care over time
for defined populations, services that are comprehensive and
timely, and coordination of care when patients need services
elsewhere.
In this issue of CMAJ, Glazier and colleagues5 address
models of reimbursement used by physicians. In their welldesigned (but not randomized) study, the authors examined
the practice-related characteristics and patterns of care of
physician groups in the province of Ontario, comparing those
paid under a capitation model of reimbursement with those
paid under an enhanced fee-for-service model. Laudably,
both models of reimbursement incorporated a number of features that enhance the benefits of primary care. These features
included rostering of patients, and financial incentives to provide comprehensive and coordinated care, care for mental illness, after-hours care and preventive care.
In their study, Glazier and colleagues controlled for differences in morbidity levels and demographic characteristics of
patients. They found that patients of practice groups that used
the capitation model of reimbursement had a lower level of
morbidity and were more likely to visit an emergency department with less urgent problems. These differences had almost
certainly been present before the capitation model was
adopted, however. After adjusting for physician and patient
characteristics, the authors found that practice groups using
the capitation model provided less after-hours care but their
patients had higher rates of visits to emergency departments.
Less after-hours care could have led to more continuity of
care if after-hours care was more likely to be provided by ro-

Key points
• To achieve health care systems oriented toward primary
care, efforts at reform must address both the systemic and
clinical characteristics of primary care.
• The model of physician reimbursement is not related to
patient outcomes, although cost may be affected when financial incentives for nonindicated care are included.
• Increases in costs for health care are driven mainly by use
of expensive technology and specialist care.
• If health care systems are to become more effective and
more equitable, care must become more focused on patients than on disease.

tating physicians rather than the patient’s usual primary care
provider, whereas greater use of emergency department services would have reduced continuity of care. Because the
higher rate of visits to emergency departments was observed
only in rural areas, it is not clear whether this finding was a
direct result of a trade-off between after-hours and emergency
department visits in capitated practices.
The findings of Glazier and colleagues add to other studies
in the literature showing that models of reimbursement make
little consistent difference in the clinical outcomes of primary
care apart from increases in cost that occur when financial incentives are offered for medical interventions.6,7 Mode of payment is not associated with the orientation of a health care
system toward primary care.
The evaluation by Glazier and colleagues may have been
motivated, at least in part, by the cost-related implications of
providing after-hours care. Yet increases in costs are due
mainly to increases in the use of expensive technology and
specialist care rather than to patient characteristics (including
the increasing size of the elderly population).8 In countries
such as the United States, where the health care system is
dominated by private, for-profit enterprise, high rates of use
of specialists, overuse of unnecessary interventions, unregulated prices, and high administrative costs are the main contributors to increases in overall costs. Had Glazier and colleagues examined the frequency of interventions, rates of
referrals and use of specialists by patients of both types of
practices, insight might have been gained into the influence of
payment mode on the costs of different systemic characterisBarbara Starfield is University Distinguished Professor, Johns Hopkins University, Baltimore, Maryland, USA.
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tics and clinical features of primary care practice.
To what extent can new, systemic approaches to reform
foster the cardinal features of primary care? Can systemic reform help to make health care financing and the distribution
of health care resources more equitable and lower copayments? Some hypotheses can be posed. New approaches
to organizing health care services are unlikely to improve care
unless they are based on a recognition that care needs to be
focused on the patient rather than on the disease. This is true
at least in part because rates of comorbidity are rapidly increasing. Evaluative techniques such as those used by Glazier
and colleagues represent a large step forward in characterizing comorbidity in individuals and populations. Neither electronic information technology nor large teams of professionals have yet been shown effective in improving primary care.
Models of care based on the diagnosis and management of a
small set of specific chronic diseases are not likely to have
much impact on overall population health or equity in health.
Nor is adherence to guidelines for treating such conditions.
The evidence on which most such models is based is flawed9
and not generalizable to populations in primary care.
In contrast, patient-focused primary care has been shown
to be beneficial. The World Health Organization’s 2008 report2 has documented large improvements in population
health and equity in health derived from primary care reform.
Notably, middle-income countries such as Brazil and Thailand have expanded financing of health care to provide universal coverage through a network of government-owned
health centres mandated to provide comprehensive primary
care. Countries with health care systems that have historically
been based on a market orientation (e.g., Germany and the
Netherlands) are strengthening government regulations to
make their health services more equitable and cost-effective.
Countries with a long tradition of training general practitioners (e.g., Spain, France, Belgium and Germany) have instituted reforms to encourage long-term patient–practitioner relationships through patient rostering in general practice.
Specialist care is provided mainly through referral. Most
changes in payment procedures involve mixed methods, with
a base of capitation and an added fee-for-service component
to encourage more indicated and comprehensive care.
Strong government leadership, buttressed by advocacy for
general practice, has been critical in achieving such reforms.10
Research and development over the past 20 years has resulted
in an understanding of primary care and methods to measure
its essential attributes. Any reform that aims to improve population health and eliminate disparities must foster a primary
care model, as in Ontario.
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