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THE IMPORTANCE OF PRIMARY CARE 
 



 
Alma Ata remains a touchstone 

  
[Primary health care] forms an integral part both of the country's 
health system, of which it is the central function and main focus, 
and of the overall social and economic development of the 
community.  
 
It is the first level of contact of individuals, the family and 
community with the national health system bringing health care 
as close as possible to where people live and work, and 
constitutes the first element of a continuing health care process. 

 
 

WHO Alma Ata Declaration, 1978 

 
 





 
What primary care needs to address 

  
• Improving population health, particularly among those 

at greatest risk of illness or injury 
• Managing short-term, non-urgent episodes of minor 

illness or injury 
• Managing and coordinating the health and care of those 

with one or more chronic conditions 
• Managing urgent episodes of illness or injury 
• Managing end of life care  

 
 

European Commission Primary Care Expert Group 2014 

 
 



cc: Prisoner 5413 - https://www.flickr.com/photos/31585202@N00 



But often primary care…  

• is delivered by small independent practices with limited 
access to a wider multidisciplinary team 

• is based on a model of inflexible and short appointment 
slots only available Monday to Friday  

• is unable to offer telephone, email, skype or other 
modern access to medical and nursing advice 

• has inadequate diagnostic support and  
• is insufficiently connected to specialists, community 

based services (e.g. pharmacy) and other resources that 
could help it function more effectively 

Edwards, Smith and Rosen 2013 

 





The primary care paradox 

Primary care is at once fragile and yet vital… 
 
 
‘... a paradoxical situation: the tension between the 
relative weakness and un-attractiveness of this level of 
care versus the intention to assign critical strategic 
functions to it.’  
 
Primary Care In The Driver’s Seat? Saltman, Rico and Boerma (eds) 2005  

 



ITS FITNESS FOR PURPOSE 



The challenges ahead  

• Primary care is having to balance financial constraints 
with rising demand  

• This demand is for both episodic and long-term care 
• Ongoing desire by policy makers to shift services to 

primary care 
• Rising public and political expectation, especially about 

access and continuity 
• Unwarranted variation between providers in some areas 

of evidence-based practice  
• Technology enabling more direct care provision and self-

management  (and other providers moving in) 
 





Pressures facing providers 

• Practices are often vulnerable to marginal reductions in 
income, especially in times of austerity 

• They struggle to find time and ‘headspace’ to think and 
plan for new models of care and organisation  

• Typically lack staff to accommodate new clinical, 
administrative and regulatory requirements 

• There may be potential to increase scope of business, but 
scale is needed 

• Also a need for organisational development, 
management and other professional support 

 





Seeking to map and understand emerging 
models of primary care 

 • Project that sought to 
explore UK and 
international emerging 
models of provision 

• To develop criteria to 
assess new models 

• To propose new thinking 
for the future 
organisation of primary 
care 



Ensuring fitness for future purpose 

• The status quo is unlikely to be an option 
• Small independent practices are likely to come under 

increasing strain 
• Infrastructure and development support are vital 
• Primary care is responding to pressures by developing a 

range of new models of organisation 
• Some are about ‘scale’, others technology and access, yet 

others area about integration with other providers 
• It is vital that the model of care is redesigned as well – 

structural change is not enough 



THE CHANGE THAT IS NEEDED 



Design principles as a place to start 
For example, clinical principles: 
• Patients see a senior clinician, capable of making good 

decisions about clinical management, as early as possible 
• Patient access to primary care advice and support is 

underpinned by the latest technology 
• Patients have the minimum number of consultations that 

are necessary 
• Patients are offered continuity of relationship where 

important and access at the right time when it is required 
• Where possible, people are supported to identify their 

own goals and manage their condition and care 
 

Edwards, Smith and Rosen 2013 

 



For example, organisational principles: 
• Primary care practitioners have immediate access to 

common diagnostics, guided by clinical eligibility criteria 
• There is a single electronic patient record that is 

accessible by relevant organisations and the patient 
• Primary care organisations make information about the 

quality and outcomes of care publicly available in real-
time 

• Primary care has professional and expert management, 
leadership and organisational support 
 

Edwards, Smith and Rosen 2013 

 





Issues to be addressed 

• Having some collective arrangement or organisation for 
primary care providers 

• Enabling a population health or capitated approach, 
where practices can be proactive and preventative 

• Attending to the actual model of care, and not just 
organisational issues 

• Electronic personal health record accessible to staff and 
the patient    

• Support for the redesign of workforce roles, including 
with unions and professional associations 

• Finding ways to embrace technology in primary care 
• A focus on the practice of implementation, review and 

ongoing support  





LEARNING FROM INTERNATIONAL 
EXPERIENCE 



UK – general practice at scale 

Super partnerships:  
Large practices on several geographically local sites. 
Formed through practice mergers. GP led. Single legal 
entity created.  Examples: Modality, Lakeside 
 
Networks and federations:  
Collaboration of local practices which remain 
independent. May be informal (a network) or formalised 
as a legal entity which can hold contracts. The aim is to 
increase scope of provision and create efficiencies whilst 
maintaining core small business model.  



 



 

Vertical integration  

Primary and acute care systems. A single organisation to 
provide GP, community, mental health and hospital 
services. May be an accountable care organisation, and 
can be led by any of the constituent services. 

Horizontal integration:  

Multi-specialty community providers. ‘At scale’ primary 
care. Groups of general practices, along with community 
health (and sometimes mental health and disability) 
services, holding a new integrated care contract. 

 

 

 





New Zealand: sustained primary health care 
development 

• Roots in independent practitioner associations and also 
community-based and –owned providers 

• NZ is remarkable for its sustaining of primary care-owned 
support and development organisations 

• Hence the prevalence of primary care networks, trusts 
and organisations 

• Work to change the actual model of care, e.g. Health 
Care Home NZ (Pinnacle), Care Pathways (Canterbury)  

• Perhaps more horizontal than vertical integration? 
 





Australia: from divisions to primary health 
networks 

• General practice-owned (and federally funded) networks 
that persisted for some 20 years 

• Aboriginal controlled health services 
• Divisions replaced by Medicare Locals with population 

health focus (briefly) and then primary health networks 
• Strong emphasis on care coordination, and efficiency and 

effectiveness of primary care, including care pathways 
• Ambitions for PHNs are significant, but still early days in 

terms of implementation 
• Now pilots of the Health Care Home approach 

 
 





United States: the primary care medical home 

• A model that started in paediatrics and extended to 
general primary care 

• Group Health (Seattle), Nuka (Alaska) and others 
• Idea is that patients ‘belong’ to a primary health care 

team partnership 
• Population health based approach, with proactive and 

preventative philosophy 
• Planning and coordinating care in other sectors 
• Some build on community-owned models 
• Is this in fact properly effective primary health care? 







PRIORITIES FOR THE FUTURE 



Intended benefits of new models of primary 
care 

• Proactive population health approach 
• Standardised and improved clinical care 
• More effective care coordination 
• Improved career pathways for staff  
• Improved recruitment and retention 
• Greater ability to bid for new business 
• Greater level of local influence 
• Efficiencies through new management model 
• Renewed ‘energy and motivation’ for partners and others 

in the team 
 



Lessons from research – at scale primary care 
(Pettigrew et al, 2016) 

• Ambitions include: improved quality of care, 
strengthened workforce, efficiencies, wider range of 
services  

• Little good quality evidence to confirm or refute these  
• Promising results for managed general practice networks 

with targeted investment and management support 
• Can assist with process and regulatory issues 
• Impact on patients, and on costs, as yet unclear 
• Engagement of GPs seems critical 
• Local and national contracting also significant 

 



Lessons from research – integrated care   

• The evidence base on coordinated or integrated care is 
equivocal and still under development 

• The evidence shows that care quality and patient 
experience are typically improved when coordination is 
addressed (Nolte et al, 2015) 

• Uncertainty remains about relative effectiveness of 
different approaches, and re cost in particular (Nolte et 
al, 2015)  

• How far are initiatives really harnessing IT and data, and 
taking a properly person-centred approach? 

• Vital to use mixed methods, and monitor outcomes, 
patient experience, staff views, and costs 
 





Concluding thoughts 
• There is a significant shift happening within primary care 
• It is driven by changing patterns of demand and 

morbidity, and complexity in particular 
• Former models of primary care organisation are being 

questioned and renewed, often from the bottom up 
• ‘Scaling up’ is critical here, as is improved care 

coordination and integration, and judicious use of 
technology 

• But there is a real risk of structures and organisational 
form getting ahead of function, and actual change to the 
model of care (don’t forget the design principles…) 

• And implementation is critical – management matters! 
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