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outside of hospitals is evident. Before the coronavirus

disease 2019 (COVID-19) pandemic, Canadian media
had switched its tune from “shorter surgical times” to
demanding the end of “hallway medicine.” During the
COVID-19 pandemic, the message is to keep patients
safe at home and out of high-risk settings. With a greater
focus on care received outside of the hospital, there is
growing emphasis on the role played by community-
based care sectors and, in particular, family medicine.
However, confusion remains around this sector, includ-
ing terminology and the role it plays in keeping patients
healthy in their communities. Clarity around terminol-
ogy is essential to guide health system reform both in
Canada and globally, and to ensure health system actors
are using a single vocabulary. In this article, we clarify
the distinctions between primary health care (PHC), pri-
mary care, and family medicine and highlight how fam-
ily medicine is an adaptive and evolving field that meets
the needs of patients and communities. Primary care is
an essential component of a well-functioning PHC sys-
tem. Family medicine is a subset of primary care deliv-
ered by family physicians.

In 2019 we celebrated the 50th anniversary of
Certification in Family Medicine. Despite being a field
with a unique certification for more than 50 years, the
distinctions between family medicine, primary care, and
PHC are often blurred. The confusion in the language
is evident given the recent statement released by the
College of Family Physicians of Canada to protect family
medicine terminology, given a trend where “family prac-
tice” and “family medicine” are being used outside of the
field.! Misunderstanding in terminology not only signals
a lack of understanding of the different skill sets and
roles of providers, but risks affecting how health care is
organized and delivered.

Family medicine is a unique field focused on deliver-
ing “high-quality, evidence-based care from family phy-
sicians trained to meet the health care needs of their
patients and communities.”! 1t is critical to the delivery
of primary care and PHC in Canada and continues to
evolve to meet the needs of our population. Globally,
countries are introducing family medicine as a way of
strengthening PHC. As this happens, researchers, educa-
tors, policy makers, and the family medicine community
need to have a clear understanding of the distinctions
and interrelationships between these 3 sectors.

I t is 2021. The imperative to move health care services

Carolyn Steele Gray mAPhD Megan Landes MD MSc CCFP(EM)

Primary health care
The concept of PHC has been redefined repeatedly since
the concept first emerged in 1920 in the Dawson report,
where PHC was identified as the first level of care,
“equipped for services of curative and preventive medi-
cine.”? In 1978, the World Health Organization (WHO) for-
malized its commitment to PHC globally. It defined PHC
as “essential health care made universally accessible to
individuals and families in the community by means
acceptable to them through their full participation.”
Essential health care was meant to include health promo-
tion, disease prevention, and curative, rehabilitative, and
supportive care. The WHO further identified PHC as the
key to achieving “health for all” through the Declaration
of Alma-Ata.* While the Declaration of Alma-Ata led to
an agreement on the importance of PHC, it did not define
how to operationalize this commitment. In 2018, 40 years
after the Declaration of Alma-Ata, global partners recon-
vened at the Global Conference on Primary Health Care
not only to renew their pledge to PHC through the
Declaration of Astana but also to agree on a single opera-
tional definition of PHC (Box 1).5

The Declaration of Astana provides us with a com-
plete and precise definition of what PHC encompasses
and the various ways to strengthen PHC. Family medi-
cine is at the core of item 1.67

Box 1. Definition of primary health care

Primary health care achieves health and well-being
through the following:

+ Meeting people’s health needs through comprehensive
promotive, protective, preventive, curative,
rehabilitative, and palliative care throughout the life
course by strategically prioritizing health services,
aimed at individuals through primary care and
the population through public health functions as the
central elements of integrated health services;

+ Systematically addressing 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; and

+ Empowering individuals, families, and communities to
optimize their health as advocates for policies that
promote and protect health and well-being,
co-developers of health and social services, and self-
carers and caregivers

Adapted from the World Health Organization.’
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Even in the absence of a clear operational definition,
40 years of experience shows the value that PHC brings
worldwide. Studies have shown that PHC reduces the
leading causes of morbidity and mortality globally with
statistical significance, including maternal, neonatal, and
child deaths, as well as deaths from causes such as HIV-
AIDS, malaria, tuberculosis, and vaccine-preventable dis-
eases.®° It also reduces total health care costs, increases
efficiency by improving access to preventive and promo-
tive services, provides earlier diagnosis and treatment for
many conditions, delivers care that focuses on the needs
of the whole person, and reduces hospital admissions.!!-!4
Many of the interventions that are core to the benefit of
PHC are related to primary care.”!s

Primary care

Primary care is an essential component of PHC (Figure 1).
It describes a narrower concept of services delivered to
individuals. primary health care is a broader term that
derives from the core principles articulated by the WHO
and describes an approach to health policy and service
provision that includes services delivered to both indi-
viduals (primary care services) and populations (public
health functions).'® Primary care is defined as “first-contact,
continuous, comprehensive, and coordinated care
provided to populations undifferentiated by gender, dis-
ease, or organ system.”'” The 4 main features of primary
care services are first-contact access for each new need;
long-term, person-focused (not disease-focused) care;

comprehensive care for most health needs; and coordi-
nated care when it must be sought elsewhere. Based on
the landmark research by Barbara Starfield, the global
community judges primary care as “good,” according to
how well these 4 features are fulfilled.!

Family physicians, general practitioners, and nonphysi-
cian primary care providers deliver primary care services.
Nonphysician primary care providers are a broad group
including but not limited to lay or community health
workers, nurses, physician assistants, midwives, social
workers, and pharmacists. In high-income countries
(HICs) such as Canada, nonphysician primary care provid-
ers typically work in teams alongside family physicians.
Interprofessional collaboration is recognized as an essen-
tial aspect of care for patients, particularly those with
complex and chronic conditions,'® and is considered a key
component for providing high-quality primary care.'!

The evidence for primary care as a contributor to bet-
ter health in HICs is strong; people who receive care
from primary care physicians are healthier. Populations
with access to primary care that encompasses all 4
features of primary care (first-contact; long-term and
person-focused; comprehensive; and coordinated) have
better health outcomes.!" Although the bulk of evidence
for primary care comes from HICs, some evidence also
exists for primary care-focused health initiatives in low-
middle income countries (LMICs). In LMICs, populations
with primary care programs have improved access to
health care, decreased health costs, and improved health

Figure 1. Distinctions and relationships between primary health care, primary care, and family medicine

Primary health care

Primary care

Family medicine

Secondary care

1. Primary care and public health
2. Multisectoral policy and action
3. People and communities

1. First-contact care

2. Continuous care

3. Comprehensive care
4. Coordinated care

Delivered by primary care providers including family
physicians, general practitioners, nurses, community
health workers, etc

Includes the above 4 features and the following:
5. Prevention

6. Family orientation

7. Community orientation

8. Patient centredness

Primary care delivered directly by family physicians
or health professionals working with family physicians
according to health needs and resources available
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outcomes, including minimizing wealth-based dispari-
ties in mortality.”!” Primary care is further strengthened
by having physicians specializing in primary care—
family physicians—involved in the delivery and manage-
ment of health care services.

Family medicine

Family medicine is a subset of primary care. It is the deliv-
ery, organization, and management of health services by
family physicians that distinguish family medicine from
primary care.

To appreciate the concept of family medicine, we
must first understand the history behind its develop-
ment. The role, training, and title of the general prac-
titioner working in primary care practice has changed
over time and differs from country to country. The term
general practitioner was first used in early 19th-century
England to describe a new type of practitioner who was
qualified to practise medicine, surgery, and midwifery.?
In early Canada, there were no medical schools, and
practitioners were trained by apprenticeship until 1840
when the first medical schools were founded.? In the
early 19th century, all Canadian physicians were general
practitioners in the sense that they practised both medi-
cine and surgery, providing episodic care to patients
when needed. Before 1966, in Canada, most physicians
entered general practice after 1 year of internship.?® The
impetus for the development of the field of family medi-
cine came shortly after the publication of the Collings
report in 1950, highlighting the poor conditions of gen-
eral practice, low morale of general practitioners, and
the lack of academic basis and of standards for general
practice in the United Kingdom.?! Consequently, family
medicine training programs were first implemented in
1966 in the United Kingdom and programs were imple-
mented in the same decade in Canada and the United
States to improve these conditions and meet the needs
of individuals and populations.?? Coinciding with the
introduction of postgraduate training in family medicine
was the change in name from general practice to family
medicine. This change in name symbolizes “the change
of role from the general practitioner as a provider of epi-
sodic care to the broader concept of family doctor as
promoter and maintainer of health in a defined popula-
tion composed chiefly of family groups.”2°

Globally, the terminology is quite jumbled, with the
terms general practitioner and family physician used
interchangeably. In some cases, the term general prac-
titioner does include those who have specialized post-
graduate training in primary care (as seen in the United
Kingdom, Denmark, and Netherlands, for example). In
other contexts, it refers to a physician who has com-
pleted an undergraduate medical degree with no spe-
cialty training in primary care, who provides generalized
medical care at a grassroots level.22* In Canada, we use
family physician to identify those who have completed

postgraduate training in primary care and have passed
the Certification Examination in Family Medicine.

Family medicine follows 8 core principles that guide
education and training: access or first-contact care, com-
prehensiveness, continuity of care, coordination, pre-
vention, family orientation, community orientation, and
patient centredness. Of note, 4 of the 8 principles over-
lap with the components of primary care. Family medi-
cine further expands primary care through the addition
of prevention, family orientation, community orienta-
tion, and patient centredness. It is the provision of clini-
cal care using these 8 principles that distinguishes family
medicine from other medical specialties.?

Family physicians exercise their professional role by
providing care either directly to patients or by working
collaboratively with other health professionals based on
the health needs and resources available in the com-
munities in which they work.?*?* Family medicine is con-
text specific; “the scope of each family doctor’s training
and practice varies according to the contexts of their
work, their roles, and the organization and resources
of the health systems in each country.”?> There is not a
one-size-fits-all model for family medicine practice. For
example, in LMICs and remote regions of HICs, with few
medical practitioners, family physicians may work in
secondary care settings performing surgical procedures,
including cesarean sections; may manage trauma; and
may manage care for adults and children. In other
contexts, family physicians may be clinical leads for
hospital-based health care teams or may have leader-
ship or administrative roles within teams.?® Given the
diversity and breadth of roles of family physicians, they
often straddle the primary and secondary care sectors
(Figure 1). In many HICs with sufficient health forces,
they typically form the backbone of the primary care sys-
tem, serve a known population, and act as gatekeepers
to more specialized care and the rest of the health care
system.?? Having family physicians deliver and manage
primary care increases the scope of care provided to
patients and improves the efficiency and organization of
primary care delivery.2¢-2

Family medicine continues to evolve at different rates
around the world. By 1995, at least 56 countries had
developed specialty training programs in family medi-
cine, and many LMICs continue to develop and imple-
ment programs today.?>? A survey in the Asia Pacific
region showed family medicine training has been grow-
ing noticeably since 1995, with 53% of academic insti-
tutions reporting having a clinical postgraduate family
medicine program.® In the past 20 years, a handful
of countries in sub-Saharan Africa have implemented
family medicine training programs, including Ghana,
Botswana, Uganda, Kenya, Nigeria, Lesotho, and—more
recently—Ethiopia, Malawi, and Zimbabwe 222331

From this discussion it is evident that PHC, primary
care, and family medicine are 3 distinct sectors, yet they
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are very much interconnected (Figure 1). Family medi-
cine is a subset of primary care delivered by family phy-
sicians. Good primary care is an essential component of
a well-functioning PHC system.

An evolving field

In Canada, we have seen family medicine evolve over the
past 50 years from the solo family physician providing
primary care to a community, to working and managing
comprehensive interdisciplinary teams to improve access
and coordination of care for a defined population. We
witnessed this transition over the past decade in several
provinces with the introduction of Ontario’s family health
teams, Quebec’s family medicine groups, Manitoba'’s
My Health Teams, Alberta’s primary care networks, and
Prince Edward Island'’s family health centres.3233

In Ontario, the evolution continues with the Ontario
Health Teams’ mandate to deliver a coordinated con-
tinuum of care to defined populations through a sys-
tem of integrated primary and secondary care that is
accountable for the care provided.>* Family physicians
are integral to the development, management, and
implementation of Ontario Health Teams given their
central role in providing and facilitating seamless care
for patients with public health, home care, other special-
ists, and hospitals.

Family physicians are also contributing to stronger
PHC by advocating for policy changes such as access to
universal drug plans, initiatives to end poverty, advocat-
ing for better housing solutions for the homeless and
precariously housed, and demanding changes to the
delivery of long-term care for aging populations.

In 2021, as we look to the future of family medi-
cine in Canada, we can expect the role of family phy-
sicians to continue to evolve, playing a greater role in
the delivery of primary care, strengthening integration
with public health and secondary care, and increasing
accessibility through the use of technology. The COVID-
19 pandemic accelerated our ability to see the role fam-
ily physicians play in this evolution of health care. We
witnessed the rapid introduction and scale-up of virtual
clinics,*® albeit with caution not to lose the innumerable
benefits of in-person care,* the expansion of palliative
and end-of-life care capacity,® and the innovative rede-
sign of necessary in-person visits.*® All of this was done
alongside the required organization and delivery of care
in COVID-19 centres in collaboration with public health
and secondary care centres.>

In LMICs we expect the trajectory of family medicine
to be unique and context specific; for example, in regions
where there are substantial health force shortages, the
role of the family physician at the time of implementa-
tion will be that of clinical leader and consultant to non-
physician primary care workers.?**! In fact, we expect
Canadian family physicians to learn lessons from global
colleagues about how to implement task shifting and

interdisciplinary care better to expand service delivery
without compromising quality or increasing costs.

Conclusion

Family medicine in Canada continues to evolve to sup-
port primary care and PHC systems that achieve health
and well-being for all. Globally, family medicine is grow-
ing as a way of strengthening PHC in LMICs. As these
initiatives are implemented and evaluated, it is vital to
recognize the distinctions between family medicine, pri-
mary care, and PHC. It is also important to remember that
family medicine is an ever evolving field, intending to
meet the changing needs of the populations we serve. %
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