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Four Main Models for Healthcare Systems

• Out of Pocket –health care paid directly by recipient
• Beveridge – Health care is provided and financed by the government 

through tax payments
• Bismarck – Health care provided via insurers called “sickness funds” 

funded by employers and employees through payroll deductions
• National Health Insurance – A combination of Beveridge and Bismarck 

Models – taxation with one “insurer” – the government



Beveridge

UK National Health Services - no health care costs but 
everyone pays the same taxes even if they do not use 

the services.



Bismarck

Started in Germany - insurance has to be offered to 
everyone and insurance companies are non-profit, costs 

individuals more than the Beveridge model but more 
freedom of choice involved.



A Universal Healthcare System in Canada

• Started in 1962 in Saskatchewan with Tommy Douglass
• Canadian Medical Association was strongly opposed to socialized medicine with 

a strike from July 1-23, 1962:
“They’ll have to fill up the profession with the garbage of Europe. Some of the 

European doctors who come out here are so bad we wonder if they have ever 
practiced medicine.”
• Resolved with agreement that medical insurance would remain government-

controlled, compulsory, universal and reasonably comprehensive.
• National Medical Care Insurance Act was passed in the House of Commons on 

December 8, 1966.
• Private health expenditure accounts for 30% of health care financing as 

the Canada Health Act does not cover prescription drugs, home care or long-
term care, prescription glasses or dental care



Tommy Douglass  - the battle with the CMA and Insurance Companies



Canadian Health Act (1984)

1. Public Administration
• All administration of provincial health insurance
must be carried out by a public authority on a 
non-profit basis and are subject to audits

2. Comprehensiveness
• All necessary health services, including hospitals, physicians and surgical dentists, 

must be insured
3. Universality

• All insured residents are entitled to the same level of health care
4. Portability

• A resident that moves to a different province or territory is still entitled to coverage 
from their home province during a minimum waiting period

• This also applies to residents which leave the country
5. Accessibility

• All insured persons have reasonable access to health care facilities
• In addition, all physicians, hospitals, etc., must be provided reasonable 

compensation for the services they provide
9



National Health Insurance

Canada – single payer so keeps costs low



In theory there is no 
difference between 
theory and practice. 
In practice there is.

- Yogi Berra



The Canadian Context

Key Topics:
- multi-morbidity 
- undifferentiated presentations
- organization of care
- diagnosis, treatment and management 

of health problems
- prevention and health promotion
- family and community interventions
- governance and economics
- workforce development
- access to services

We are one of the lower performing OECD 
countries….why?



Issue 1: Resources vs Utilization 1961



Still Issue 1: Ecology of Care – 2001



These 
patients do 
not look 
like these 
patients….

Still Issue 1: Ecology of Care – 2001



Issue 2: Complexity in Health Care

14 health health care systems in Canada

Gate-keeping system with multiple payment models

In an average year, a Canadian family physician:
• deals with 2,500 diagnoses 
• covering 450 conditions 
• prescribing 833 different drugs as part of a total of 20,000 

prescriptions 

• Writes 70–80% of all scripts 
• Provides 85% of health care (most but not ALL primary care)



Issue 3: Origin Family Medicine as a Discipline 

• Family Medicine arose from a need to provide comprehensive care 
NOT a new medical technology or research discovery

• Family Medicine and Primary Care providers do not primarily identify 
as researchers

• Much of the evidence used in family medicine and primary care 
does not come from family medicine research…..



Research Integration in Research-Naive Clinical Context

Critical 
Appraisal

Detect 
Evidence Gap

Research to 
Address Gap

New 
Evidence put 

in QI Cycle

Continual 
Practice 

Improvement

Critical Appraisal: 
you expect to find an 
answer and you need 
to be research 
literate

Research: you know 
the question has no 
answer and you need 
to be research skilled



Issue 4: Paradigm Bias

Statements like this assumes that all science falls into one paradigm (post 
positivism) and often reflect reviewers’ perspectives:

“science is concerned with the formulation and attempted falsification of 
hypotheses using reproducible methods that allow the construction of 

generalizable statements about how the universe behaves”

Source: Greenhalgh 2000



If the only tool you 
have is a hammer, you 
tend to see every 
problem as a nail.

- Abraham Maslow



Two Most Common Paradigms

Post Positivism

• quantitative statistical analyses and methods
• generate knowledge from a sample that can be generalized to a 

population
• addresses hypothesis testing

Constructivism

• qualitative analyses and methods 
• generate knowledge to understand how human beings interpret, 

give meaning and construct social reality in their individual 
contexts 

• addresses “why” questions



Other Research Paradigms

Other needed research paradigms:

• pragmatism (action-oriented research) 
• critical realism (sharing principles of post 

positivism and social constructionism) 
• critical theories (power-centered research)



Typical Areas of Primary Care Research

• multi-morbidity 
• undifferentiated presentations
• organization of care
• diagnosis, treatment and management of health problems
• prevention and health promotion
• family and community interventions
• governance and economics
• workforce development
• equitable access to services
• the three “C’s” of high quality primary care: continuity, 

coordination and comprehensiveness



Typical Research Approaches in Primary Care

• Use of multiple research paradigms: 
• Quantitative (biomedical research)
• Qualitative
• Mixed Methods
• Participatory

• Need for relevant expertise, different levels and rigour 
of experience and interdisciplinarity
• Mandate to contribute to the health of local 

communities, across Canada and globally





CIHR: PIHCIN and SPOR Vision

• 2025 SPOR vision: 
“demonstrably improved health outcomes and enhanced the health care experience 
for all Canadians through the integration of evidence at all levels of the health care 
system”

• PIHCIN enables privileged population-reach as approximately 80% of the 
Canadian population access primary care annually 





PIHCIN Highlights

• 11 jurisdictional networks for a total of $6.125 million investment by CIHR 
(1:1 matching obtained by each network) 
• Overseen by a Network Leadership Council, supported by a Network 

Coordinating Office with a Patient Advisory Council, a Network Managers 
Committee and several working committees with pan-Canadian 
representation that deal with governance, communications, performance 
reporting and sustainability
• Promoted capacity building with 215 patients, 207 policymakers, 378 

health care professionals, 257 trainees, and at least 600 researchers and 
academics involved in training activities



Example of Primary Care Research Leveraging Networks





Where is Primary Care Research right now?

• IMPACT: need to communicating activities / successes (i.e. website, graphic abstract, 
patient partner impact statements, policy lead communication toolbox, etc)

• CAPACITY BUILDING: developing / promoting partnership (patient, provider, policy 
makers) best practices – training / education modules 

• ADVOCACY: highlight / promote the reality of primary care research, innovation and 
implementation 

• COMMUNICATION: facilitate cross-Canadian communication: Communities of Practice

• RELATIONSHIPS: engage the primary care community of providers, researchers and 
community partners in stronger/meaningful way



Results for State-of-the-Art Primary Care Research

• Advancement of the discipline of Primary Care

• Promote Partnered Research especially for Community and Patients

• Contribution to a Pan-Canadian learning platform – scaling relevant 
successes at different sites into other sites / contexts

• Linking clinical quality improvement initiatives to research (and vice-
versa)

• Facilitated data access and knowledge translation for both PIHCIN and 
the other SPOR Networks and Primary Care Researchers



Embrace the Complexity that is Primary Care Research
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