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Principles of PHC as articulated by WHO:  

PHC has “three inter-related and synergistic components” (WHO, 2018): 

1. Meeting people’s health needs through comprehensive promotive, protective, preventive, curative, 

rehabilitative, and palliative care throughout the life course, strategically prioritizing key health care 

services aimed at individuals and families through primary care and the population through public 

health functions as the central elements of integrated health services 

2. Systematically addresses the broader determinants of health (including social, economic and 

environmental factors, as well as individual characteristics and behaviour) through evidence-informed 

policies and actions across all sectors 

3. Empowers individuals, families, and communities to optimize their health, as advocates for policies 

that promote and protect health and well-being, as codevelopers of health and social services, and as 

self-carers and caregivers. 

 

To what extent are we meeting principles of PHC in Canada and globally? 

Canadian Perspectives 

• In the Canadian system, fee for service model coupled with lack of time undermines PHC aspirations 

• Disease prevention in Canada is traditionally the domain of nursing and public health 

• In primary care settings, many constraints to adequately addressing social needs and emergencies 

• Some interesting examples of getting services closer to community (public health department travels 

in vans to deliver care in Alberta) and to underserved, socially vulnerable populations ( Medicine du 

Monde (Quebec) for those with no legal status) 

• Recognition that primary healthcare is well developed in Canada yet much to learn from 

lower/middle-income-countries where different modalities of care are prevalent ie. use of CHWs – 

shared learning can change the way PHC is imagined and delivered 
• From perspective of College of Family Physicians of Canada, the patient medical home idea can be 

extended to whole person care that includes social health 
• Gradual progress in Quebec:  

o In 2003 Quebec lagged behind other Canadian provinces and globally 

 Was not using federal health money for data collection 
 Did not have fully functional EMR 

 Cloud computing made access to databases easier 
 DSQ was born, GMFs were started 

o Quebec has leapfrogged ahead, with visits from Japan, China, etc to see technology 

 
Overall Positives  

• Improved interdisciplinary models 
o Quebec's groupes de médecine de familiale (GMF), benefits elderly population with multi-

morbidities, engages private clinics 

• Motivated medical trainees:  
o Sense of hope and optimism among student learners 

• Evolving technologies to support PHC 
o Google as a tool to empower patients 

o Progress using le dossier santé Québec (DSQ) 

 

https://muse.jhu.edu/chapter/2715643


• Pandemic opportunity: 

o In the pandemic context, greater linkage between social services and primary care is 

occurring than ever before i.e. to address high case rates in Parc Extension, local 

organizations were forced to work together with the CLSCs to conduct testing, food 

delivery, organize medical information 

o Laid bare the importance of housing and food security to health– and the need for formal 

discussion and coordination between sectors 

o Crisis can provoke innovation and improvement of services: but how can we maintain 

momentum post-pandemic? 

 

Overall Negatives 

• Continued health inequities 

o Lack of access, prolonged wait times 

o Basic care in urban vs rural and/or remote regions e.g., Indigenous communities  

o Systematic discrimination 

• Disconnect between community/social services and healthcare system 

o Slow or insufficient referral systems between social and health services 

o Results in a cascade of delayed interventions, financial loss, disease progression 

 

Global Perspectives  

• PHC system focuses on specific aspects (physical health), and neglects others (social/psychological) 

• Community Health Workers (CHWs) – lay workers recruited within the community - go door-to-

door providing various health promotion services including maternal and child health activities 

(particularly immunization and family planning), and increasingly management of hypertension and 

diabetes, eye-health i.e. example of Ghana.   

• A major gap in formal service delivery is attention to mental health and social aspects of care 

• In Bangladesh, the integration of health promotion, prevention and management of chronic disease 

into formal primary health systems is underdeveloped – despite rising chronic disease burden, focus 

remains on maternal/child health. 

 

Challenges in upholding principles of PHC: 

• Political: Structural and political decisions make it harder to provide good PHC 

• Systems: Lack of and/or inadequate infrastructure to deliver care to remote communities 

• Environmental: Global climate change will impact provision of care to immigrants  

• Meeting local demands: Balancing quality and access to services, language barriers in Quebec  

• Motivation: Individual satisfaction among primary care providers is critical to quality, responsive care 

• Partnership with social services (e.g., housing) and mental health care require strengthening 
 

What kinds of delivery innovations might we consider in future PHC discussions? 

• Technological: Including telemedicine during the pandemic 

• Education and training of community or allied health workers: Canada might benefit from the scale-

up of non-professional cadres i.e. patient navigators, CHWs  

• Other interesting examples from Brazil, where nurses are trained to become nurse practitioners, to 

China about a family medicine exchange program, to Netherlands, where nurses go door-to-door. 


