FA M I LY M ED I C I N E U P D AT E S

tity while providing research training and fostering
transdisciplinary relationships.
We look forward to more dialogue among departments and faculty members.
Carlos Roberto Jaén, MD, PhD
Jeffrey Borkan, MD, PhD
Warren Newton, MD, MPH
and the Association of Departments of Family Medicine
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VARIATION IN THE DESIGN AND
PERFORMANCE OF PRIMARY CARE:
INTERNATIONAL PERSPECTIVES
Some of those who debate health care reform in the
United States often point to the experience of other
countries as justification for keeping things more or
less the same, while others point to those same countries as potential models for a radically redesigned US
system. That debate was energized and enlightened
by a marvelous forum on the comparative performance of primary care in several countries at the 2005
NAPCRG Annual Meeting held in Quebec City, Quebec, Canada last fall. A highlight of this forum was the
presentation by Marie-Dominique Beaulieu, MD, MSc,
of the Canadian Health Service Research Foundation’s
analysis of the correlates of performance with various
structural models of primary care.1
The research team examined the organizational
structure of 28 distinct models of primary health care
delivery in a large number of industrialized nations.
From this analysis, they derived 4 archetypal organizational models, the key characteristics of which are
summarized below:

1. Professional contact model – care by FPs solo or
in groups; little/no association with other health care
professionals; fee-for-service; IT is for internal use only;
no formal attention to continuity; no formal integration of services with other providers; dominant model
in the United States, Canada, and Belgium
2. Professional coordination model – care by FPs
and nurses; capitation or capitation plus fee-for-service; formal attention to continuity; IT integrates with
other sources of health care service; nurse liaison helps
integrate health care services; dominant model in the
United Kingdom, Denmark, The Netherlands, United
States (HMO staff model)
3. Integrated community care model – population
care provided by health care centers linked with IT
to other providers serving same population; continuity assured by team; availability of care at all times;
full scope of care assured; found in some provinces in
Canada
4. Non-integrated community care model – health
care center focus and full range or services, but no IT
or other mechanisms to integrate services with other
providers; services not available at all times; no formal
mechanism to ensure continuity; found in some provinces in Canada.
These organizational models were evaluated
according to 6 basic performance criteria for primary
health care service:
1. Effectiveness
2. Productivity (the efficiency of service delivery)
3. Accessibility
4. Continuity
5. Quality (the appropriateness of care from consumer and provider perspectives)
6. Responsiveness (patient-centeredness)
Table 1 portrays the 4 basic delivery models and
their rank order for each of the 6 performance criteria.
This analysis suggests that the integrated community model is the most generally desirable form when
all performance characteristics are taken into account.
It also suggests that the dominant model in the United
States, professional contact, is highly accessible (for
those with insurance) and responsive, but relatively
ineffective, inefficient, and of mediocre quality. Furthermore, the purported superiority of the professional
contact model on these 2 dimensions (at least as it is

Table 1. Performance Characteristics of Primary Care Models
Model

Effectiveness

Productivity

Accessibility

Continuity

Quality

Responsiveness

Professional contact

4

4

1

3

3

1

Professional coordinated

3

2

1

4

3

1

Integrated community

1

1

3

1

1

3

Nonintegrated community

2

2

4

2

2

3
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fielded in the United States) is challenged by a recent
survey of adults about their experiences with primary
health care in the United States, Canada, New Zealand, Australia, and the United Kingdom. That study
found that, “Across multiple dimensions of care, the
United States stands out for its relatively poor performance. With the exception of preventive measures, the
US primary care system ranked either last or significantly lower than the leaders on almost all dimensions
of patient-centered care: access, coordination, and physician-patient experiences.” 2
Because of the current political polarization in the
United States and spiraling federal deficits, many feel
it is unlikely that there will be a systemic overhaul of
the health care system in the near future. However,
it is entirely possible for states, localities, large and
small employers, and family physicians both individually and collectively to create new models of primary
health care that deliver improved performance across
all six key dimensions. Community integrated and
professional coordinated models of care seem to be
worth looking at in detail, and their apparent individual shortcomings might well be remedied by system
redesign, perhaps with little need for added resources.
NAPCRG will continue to be a critical venue for the
international exchange of experiences and ideas that
can help guide those efforts.
Anton Kuzel, MD, MHPE
Virginia Commonwealth University
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NEW POLICY, DUAL RESIDENCY
PROGRAMS SUPPORT FPS WHO PROVIDE
EMERGENCY CARE
Family physicians who are asked to obtain certification
in emergency medicine in order to staff emergency
rooms may liken that requirement to a “keep out” sign
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hanging above the ER door. To assist these family
physicians, the Academy has developed a policy (see
below) to support them in practicing “the whole scope
of practice that they were trained to provide, including
emergency care,” according to AAFP President Larry
Fields, MD, of Ashland, Ky.
The policy gives family physicians who work in
emergency rooms “leverage in case they run into credentialing problems with their hospitals,” said Fields.
Some family physicians are having difficulty continuing to provide emergency care because they are not
certified in emergency medicine, he explained.
“We wanted a policy so our members who are
currently working in emergency rooms will be able
to keep doing that and to protect our members who
go to the emergency room on an occasional visit,”
said Fields. For about 1,500 to 2,000 family physicians, emergency room work is their only practice or
a major part of their practice, and about half of family
physicians provide at least some emergency medical
services, according to a 2005 survey of AAFP active
members.
The new AAFP policy on FPs in emergency medicine affirms, “In rural and remote settings, family
physicians are particularly qualified to provide emergency care.” Why the phrase particularly qualified? “In
rural and remote areas,” said Fields, “there is usually
not proximity to physicians in other medical specialties who might provide support. We (family physicians) are trained to take a broad look at a patient
with a problem, decide what’s appropriate to do and
do it. We’re accustomed to seeing the undifferentiated patient, for example, with chest pain and figuring
out—is it a cardiac problem or a stomach problem?”
About 23% of the Academy’s active members are
located in rural areas.
Family physicians are needed in ERs because not
enough physicians are being trained in emergency
medicine residencies to work in all the areas where
emergency physicians are needed, said Fields. The
American College of Emergency Physicians agrees, as
indicated in an ACEP statement that says “there is currently a significant shortage of physicians appropriately
trained and certified in emergency medicine.”
The shortage in part led the American Board of
Emergency Medicine and the American Board of
Family Medicine to recently release guidelines for
hospitals and other residency sponsors with accredited
programs in family and emergency medicine on offering combined residency training that will lead to dual
board certification in family medicine and emergency
medicine.
When first discussed in 2005, 72 family medicine
residency programs expressed interest in offering this
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