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Abstract
Purpose – For over 40 years, Canadian and international bodies have endorsed comprehensive primary
health care (PHC), yet very little work has been done to describe how services and programs are delivered
within these organizations. Because health equity is now of greater interest to policy makers and the public, it
is important to describe an evidence-informed framework for the delivery of integrated and equitable PHC.
The purpose of this paper is to describe the development of a “Model of Health and Well-being” (MHWB) that
provides a roadmap to the delivery of PHC in a successful network of community-governed PHC
organizations in Ontario, Canada.
Design/methodology/approach – The MHWB was developed through an iterative process that
involved members of community-governed PHC organizations in Ontario and key stakeholders. This
included literature review and consultation to ensure that the model was evidence informed and reflected
actual practice.
Findings – The MHWB has three guiding principles: highest quality health and well-being for people and
communities; health equity and social justice; and community vitality and belonging. In addition, there are
eight attributes that describe how services are provided. There is a reasonable evidence base underpinning
the all principles and attributes.
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Originality/value – As comprehensive, equitable PHC organizations become increasingly recognized as
critical parts of the health care system, it is important to have a means to describe their approach to care and
the values that drive their care. The MHWB provides a blueprint for comprehensive PHC as delivered by over
100 Community Governed Primary Health Care (CGPHC) organizations in Ontario. All CGPHC organizations
have endorsed, adopted and operationalized this model as a guide for optimum care delivery.
Keywords Health and well-being, Multi-disciplinary teamwork, Holistic approaches to care,
Integrated health care, Primary health care
Paper type General review

Downloaded by 207.164.145.162 At 15:15 02 October 2018 (PT)

Background
Ontario, Canada has a population of 14,193,384, spread across 1,076,395 square km.
Population centers vary from Toronto, with over six million inhabitants, to small hamlets
and remote communities. Health care is mostly publicly funded, and primary care is mostly
delivered by groups and individual physicians running private practices which conform to
different payment and delivery models. Barbara Starfield’s (1998) classic definition of PC
describes most models for PC in Ontario: “that level of a health service system that
provides entry into the system for all new needs and problems, provides person-focused
(not disease-oriented) care over time, provides care for all but very uncommon or unusual
conditions, and coordinates or integrates care provided elsewhere by others.” At the same
time, most Ontario PC delivery models would not embody the broader concept of primary
health care (PHC), which is an approach to care that includes services delivered to
individuals and communities with a focus on health promotion, disease prevention, health
equity, and community involvement (Muldoon et al., 2010; Aggarwal and Hutchison, 2012).
This focus on PC and not PHC exists despite many reports and position papers (Mable and
Marriott, 2012; Hutchison et al., 2011) extolling the virtues of the broader PHC approach.
There is little to guide the work of policy makers looking beyond PC in order to ensure
health equity through more comprehensive PHC.
Ontario’s PC/PHC landscape is complex due to a multiplicity of funding and delivery
models (Table I). The complexity of the system and its heavy reliance on private
practitioners who do not form part of a province-wide delivery system inhibit collective
action, performance management, quality improvement, collaborative long-term planning,
and collective data sharing.

Physician
reimbursement
Governance

Table I.
Primary care models
in Ontario (Health
Force Ontario, 2017,
family medicine
compensation)

Community Governed Primary
Family Health
Health Care (AHACs, CHCs,
Family Health Network
CFHTs, NPLCs)
Group (FHG) (FHN)a

Family Health
Organization
(FHO)a

Salary (CFHTs – blended
salary)
Community board
(some NPLCs
NP led)
Yes

Blended
capitation
Physician led

Blended
Blended
fee-for service capitation
Physician led Physician led

After-hours
Yes
requirements
Accountability
CHCs only
No
agreements with
LHIN
Community outreach CHCs and AHACs
No
and health promotion
Interprofessional
Yes
No
teams
Note: aFHNs and FHOs may be part of a Family Health Team (FHT)

Yes

Yes

No

No

No

No

Yes
(FHTs only)

Yes (FHTs only)
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The PHC approach puts a conception of people and communities first – rather than a model
of funding or of service provision – and represents an innovation in thinking for Ontario’s
health care system. By placing people at the center, this approach moves away from
privileging service providers and can facilitate the people-centered health systems
transformation envisioned under the provincial government’s “Patients First” agenda
(Ministry of Health and Long-Term Care, 2017). It also addresses ongoing concerns, about
the appropriate “mix” of funding models for PC in Ontario: a focus on PHC allows for
innovative funding models to arise over time while keeping the focus on the role of PHC in
advancing population health, health equity and individual and collective well-being (Office
of the Auditor General of Ontario, 2017).
Despite Canada’s commitment to provide high-quality health care, health inequities remain
a pressing concern. Of concern are the persistent health care inequities affecting marginalized
populations (Brown et al., 2012; Health Council of Canada, 2010). Paradoxically, those who
have the greatest health and social complexities sometimes have the least access to care
(Brown et al., 2012; World Health Organization, 2008).
In Ontario, Community Health Centres (CHCs) and other community-governed PHC models
(such as Aboriginal Health Access Centres (AHACs) some Community Family Health Teams
(CFHTs) and some Nurse Practitioner Led Clinics (NPLCs)) address the equity gap by providing
care to populations who experience barriers to accessing health care (AOHC, “Membership”).
Ontario CHCs are community-governed interprofessional PHC organizations that have existed
for over 40 years and serve over 600,000 people in 110 communities throughout Ontario (AOHC,
“CHC fact sheet”). AHACs were established in the mid-1990s, followed by CFHTs and NPLCs in
the early 2000s to fill gaps in service to certain communities and population groups. People who
attend one of these organizations may receive interprofessional care from doctors, nurse
practitioners, nurses, dietitians, social workers, and other kinds of clinical health providers. In
addition to individual-based care, when funding is available, health promoters, community
workers, and others respond to health problems triggered by social, environmental, or economic
factors through services, community programs, and advocacy.
In order to describe their approach to care provision and improve the quality of care, a
group of these organizations developed a common evidence-informed roadmap, referred to
as the Model of Health and Well-being (MHWB). This model is based on principles adapted
from the World Health Organization and the 14 social determinants of health (underlying
conditions that help determine a person’s health status, such as income, education,
employment, food insecurity, housing social exclusion, gender, race, and disability).
The MHWB contains eight attributes that taken together highlight the importance of an
upstream, systemic perspective in the delivery of comprehensive PHC (see Figure 1).
The model is based on the premise that people and communities who face barriers to health
need access to integrated services that respond to the many different factors that have an
impact on their health status. While the model originated in CHCs, the organizations that
have endorsed and implemented the MHWB serve diverse populations based on the needs
of their communities and include all Ontario Community Governed Primary Health Care
(CGPHC) organizations (CHCs, AHACs, NPLCs, and CFHTs).
Methods
The MHWB was created in 2013 by a team of sector leaders, health care practitioners,
community developers, and health promoters. They started with the concept of
people-centered health, from the World Health Organization (2009). The concept of the
person became front and foremost and from there a series of values and attributes were
included into a proposed model applicable at the organizational level. This iterative process
was undertaken to confirm values, attributes, and definitions through a series of face-to-face
meetings and interviews with stakeholders and clients.
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Each version of the framework including definitions, attributes, and values was presented to
sector leaders to ensure that the model was comprehensive and reflective of actual practice
in the CGPHC organizations. Feedback was collated and revisions made to inform the next
version of the model. This iterative process continued until the model was fully endorsed
and adopted. A literature review was conducted to ensure that it was evidence informed.
MHWB
The MHWB consists of three overarching goals: highest quality people and community-centered
health and well-being; health equity and social justice; and community vitality and belonging.
In addition to overarching goals, there are eight attributes that describe how services are
provided. Definitions for the attributes are summarized below. Each attribute is supported by
evidence underlining its importance to health and social care. Each attribute may be
operationalized differently based on community need; however, specific service delivery has
been provided as examples.
Based on the determinants of health. A common element in CGPHC organizations is the
recognition of the influence of the DOH – upstream, non-clinical factors – on the health of
the people they serve. There is an increasing body of evidence about what makes people
healthy (Adler and Stewart, 2010; Marmot, 1999). These include key factors such as:
income and social status; social support networks; education; employment/working
conditions; social environments; physical environments; personal health practices and
coping skills; healthy child development; biology and genetics; health services; gender;
and culture (Public Health Agency of Canada, 2010). Each of these factors is important on
its own, but they are also interrelated. There is growing social and biomedical evidence
including relevant knowledge, documented associations, pathways and biological
mechanisms to explain the interrelated impact of the DOH on health outcomes
(Braveman et al., 2011). There is also a growing body of literature demonstrating how the
DOH operates at the individual and neighborhood levels (Macintyre et al., 2008).
Approximately 50 percent of population health outcomes in Canada are attributable to
social and economic determinants which tend to cluster in particular communities
(Keon and Pépin, 2009). In Ontario, there are many cases of avoidable illness and
premature death because thousands of people simply cannot access the necessities to keep
them healthy (Health Council of Canada, 2010).
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Most CGPHC organizations have activities, advocacy and initiatives to mitigate the
impact of poverty. In addition, childcare, transit, food boxes, and community gardens are
found in many centers providing increased access to transportation and healthy food. Social
isolation and increasing a sense of belonging is a priority across the CGPHC organizations
and several have activities to bring people together.
Population needs based. The Public Health Agency of Canada defines the population
health approach as “an approach to health that aims to improve the health of the entire
population and to reduce health inequities among population groups”. This approach
recognizes the importance of the DOH and focuses on the distribution of health across the
populations. The population health approach recognizes the importance of intersectoral
partnerships at the community level, across and among different levels of government and
among health care providers and other professionals who have a role in influencing health
(Dunn and Hayes, 1999; Neuwelt et al., 2009). This is operationalized through partnerships
between CGPHC and groups such as public health, libraries, shelters, home support
services, youth programs, etc.
Anti-oppressive and culturally safe. Anti-oppressive practice includes the adoption of a set
of non-discriminatory behaviors or skills, and an ongoing awareness of service providers’
own biases, judgments and potentially inequitable actions and their impact on the care that
is provided (Larson, 2008). This reflective approach on the part of the provider is an
important step toward minimizing the inequalities in care experienced by racialized groups.
These practices are undertaken with the understanding that discrimination occurs in a
variety of conscious and unconscious ways in everyday life. Oppression is reinforced not
only by a series of overt actions but also by a range of subtle cues such as language choices
and images. This approach is an important step toward mitigating unequal power relations
that contribute to disparity in health outcomes.
Several researchers have suggested that indigenous people are often not provided health
care within a culturally safe environment and experience high levels of systemic racism
(Health Council of Canada, 2012; O’Sullivan, 2013; Shah and Reeves, 2012). Despite
investments and efforts in health and socio-economic sectors within indigenous
communities, current population studies reveal significant gaps in health outcomes
compared to non-indigenous populations and high levels of systemic racism (Gracey and
King, 2009; Smylie et al., 2011; Allan and Smylie, 2015).
Compared to non-racialized Ontarians, racialized communities (both immigrants and
Canadian born) face higher risk for particular health issues, including diabetes, heart
disease, HIV/AIDs, and certain cancers (Hyman et al., 2013; Nestel, 2012). Poor health is
compounded by socio-economic barriers and inequities faced by many in racialized
communities: poverty, precarious employment, social isolation/exclusion, and
discrimination (Premji et al., 2010; Smith and Mustard, 2009).
Attention to the DOH is critically important to address the health inequities faced by
racialized communities and vulnerable immigrants/refugees. Newcomers are on average
healthier than Canadian-born residents when they arrive but they lose this advantage over
time (Setia et al., 2012; Vang et al., 2015). Compared to the overall Ontario population,
immigrants, refugees, and racialized communities are less likely to access specialist care and
mental health services (Hyman et al., 2012).
Anti-oppressive practices are operationalized in organizations through attention to the
spheres where discrimination manifests in everyday care. This emphasis on non-judgmental
care delivery is also seen in the development of a harm reduction approach that is used with
clients. This approach strives to meet clients “where they are” recognizing that all people
have rights to care. This encourages providers to recognize that the human dignity of their
client always presupposes the social barriers that bring them in for care. By taking this
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view, the client is transformed from the so-called “drug addict” to the person with a
substance abuse disorder who requires a complex array of services. Recently, CHCs have
housed the first supervised-injection sites in Ontario. Organizations seek to provide a
culturally safe space so that diverse groups feel respected and engaged. This includes a
reflection on the space itself such as images on posters, safe spaces, provision of food and
childcare, and understanding individual learning styles. Staff training in anti-oppression
and cultural safety is provided in many CGPHC. Various services are also provided by
community health workers and peer workers delivering services.
Grounded in a community development approach. This attribute emphasizes that heath
care is more than treating illness; it is about optimizing all the factors that allow people to
live, learn, work, and play in their communities. Community capacity building has greater
potential than clinical- or behavioral-based services to generate long-term sustainable
improvements to the health of communities as a whole (Hawe, 2009).
Community development is the planned progression of all aspects of community
well-being (economic, social, environmental, and cultural). It is a process whereby
community members come together to take collective action and generate solutions to
problems (Frank and Smith, 1999). The community development approach builds on
community leadership, and the life experiences of community members to contribute to the
health of their community. MHWB organizations work with communities to increase their
capacity to improve community and individual health outcomes, and as a result their
services and programs become more responsive to local community initiatives and needs.
Examples are wide and varied and include projects such as community gardens and
laundry co-ops. Pathways to Education is another example. This award-winning program
was established at an urban CHC to provide support to students in an attempt to reduce the
dropout rate. From 2001 to present, the dropout rate has been reduced from 56 to 10 percent;
95 percent of eligible high school youth have been enrolled in pathways and increased the
university/college enrollment from 20 to 80 percent. An independent review suggested that
the return on investment as from $25 to $1 (Boston Consulting Group, 2011).
Community-centered/community governance. MHWB organizations involve communities
through a range of mechanisms, including focus groups, needs assessments, program
planning, and board governance. A study by Church et al. (2006) suggested that CHCs
provide a range of opportunities for “citizen participation” not seen in other parts of the
health system leading to improvements in programs and services that better meet the needs
of the community, increased community capacity, increased levels of trust in the
community, and higher overall satisfaction.
Community-centered PHC systematically identifies and acts on community health needs
using principles from epidemiology, PHC, preventive care, and health promotion
(Longlett et al., 2001) and stresses that the community context plays a role in the health
of individuals (Muldoon et al., 2010). Early evidence from as early as the 1940s showed
that this model could have a substantial effect on the health of communities (Mullan and
Epstein, 2002). Haggerty et al. have described community-centered PHC as existing almost
exclusively in CHCs. Haggerty distinguishes between “community models” in which the
populations served are defined by local geography vs the people who are served by
“professional models” in which the populations served are the patients in the practice.
The community-centered approach is described as being the most effective, providing the
highest level of services and demonstrating the best possibility for controlling costs
(Lamarche et al., 2003).
All organizations that have adopted the MHWB are not for profit and governed by
community boards. This provides a mechanism to be responsive to local needs and
ensure representation and democratic ownership at the highest level of the organization.
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In addition, many organizations have community advisory councils that ensure more voices
are heard at the leadership level. These councils provide ongoing feedback, raise concerns,
priorities, and provide guidance for organizations.
Interprofessional, integrated, and coordinated. There is a robust body of evidence
showing that interprofessional teams can improve health outcomes and access for people
with chronic and complex conditions ( Jacobson, 2012; Katon et al., 2011). These benefits
include significant improvements in health and wellness for people with chronic conditions
and risk factors, compared with care provided by solo care providers (Dinh and Bounajm,
2013). Interprofessional teams develop care plans, address the medical and social needs of
their patients, and provide better coordination of care (Goldman et al., 2010). According to a
study on the impact of PC teams on processes and outcomes of care, respondents who had
access to an interprofessional team, particularly those with chronic conditions, were more
likely to receive health promotion, disease prevention, and better coordination of care (Mable
and Marriott, 2012).
All organizations that have adopted the MHWB work within collaborative interprofessional
teams. They also seek to develop strong partnerships with external providers and community
services. Often these organizations hire system navigators to identify and reduce barriers to
care, diagnosis, and treatment. These staff identify, anticipate, and alleviate barriers to health
and ensure that all internal and external services are coordinated.
Accountable and efficient. This model emphasizes accountability and efficiency as key
attributes because in order to maximize resources and the services available, centers must
emphasize continuous quality improvement and use resources effectively. All organizations are
accountable to their communities, their funders and local health authorities. Each organization
has accountability agreements with benchmarks and targets related to clinical care, service
provision, and financial management. All CGPHC organizations participate in year quality
improvement target setting and reporting. Most organizations are also accredited as well.
The results of accreditation are public and validate that a commitment has been made to
learning and improvement as well as demonstrated quality and appropriate risk management.
Accessible. Accessibility emphasizes access, equity, inclusiveness, and social justice.
The MHWB stresses the importance of accessibility beyond usual working hours and
includes ensuring access for people who encounter a diverse range of racial, cultural,
linguistic, physical, social, economic, and geographic barriers which contribute to the risk of
developing health problems. Removing barriers to accessibility includes the provision of
culturally appropriate programs and services, programs for the non-insured, optimal service
locations, and design of sites that are in compliance with accessibility legislation and offer
extended hours and after-hours on-call services. Materials are written using plain language
and are often translated into multiple languages. For example, in one urban area the client
experience survey is offered in 17 different languages to ensure that all people can respond.
Other examples include the provision of transportation (transit tickets, mobile units,
volunteer driving programs). Often services are delivered in parks, schools, and shelters.
Conclusion
There is ample evidence supporting each of the attributes included in the MHWB, especially
for populations that experience barriers to care. The literature supports each attribute and
while there are some overlaps, each of the attributes occupies a unique space. Each CGPHC
organization has implemented the MHWB to reflect the needs of its population served and it
was not difficult to find examples of how they have operationalized and implemented the
model. Barriers to full implementation have primarily been funding.
PHC models that embody the upstream approaches and blend them with interprofessional
care such as that of the MHWB has been shown to demonstrate positive outcomes.
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Studies include superior chronic disease management (Russell et al., 2010), lower than
expected emergency utilization (Glazier et al., 2012), and higher than average cancer
screening (Glazier and Rayner, 2015). There is less evidence describing how each attribute
independently contributes to outcomes. Moreover, there is little evidence demonstrating
how complex interventions addressing a number of the attributes act interdependently.
The MHWB is a living document and may be adapted in the future to ensure relevant to
the changing world; however, the core principles and values will likely remain the same.
Organizations that serve indigenous populations have refined this model to include cultural
teachings and traditional practices. Future studies include in-depth case studies and
ethnographic research to further understand the process of delivery and the impact of
delivering comprehensive primary health care through this delivery model as well as
summative evaluation to further examine overall impact of the model.
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