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Abstract

Background: There is only limited evidence to support care redefinition and role optimization processes needed
for scaling up of a stronger primary care capacity.

Methods: Data collection was based on a keyword search in MEDLINE, EMBASE and CINAHL databases. Three thousand,
two hundred and twenty-nine documents were identified, 1851 met our inclusion criteria, 71 were retained for full-text
assessment and 52 included in the final selection. The analysis process was done in four steps. In the end, the elements
that were identified as particularly central to the process of transforming primary care provision were used as the basis of
two typologies.

Results: The first typology is based on two structural dimensions that characterize promising multiprofessional primary
care teams. The first is the degree to which the division of tasks in the team was formalized. The second dimension is the
centrality and autonomy of nurses in the care model. The second typology offers a refined definition of
comprehensiveness of care and its relationship with the optimization of professional roles.

Conclusions: The literature we analyzed suggests there are several plausible avenues for coherently articulating the
relationships between patients, professionals, and care pathways. The expertise, preferences, and numbers of available
human resources will determine the plausibility that a model will be a coherent response that is appropriate to the
needs and environmental constraints (funding models, insurance, etc.). The typologies developed can help assess
existing care models analytically or evaluatively and to propose, prospectively, some optimal operational parameters for
primary care provision.
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Background
Demographic changes, technological developments, and
fiscal constraints are jeopardising the sustainability of
health systems. Technical innovations and rapid growth
in the intensity of care being provided are exerting sig-
nificant pressure on available resources [1, 2]. Likewise,
data on demographic changes and healthcare expendi-
tures suggest that continued reliance on current health-
care provision models to address population health
needs is likely to put enormous pressure on public
finances [3]. Evidence suggests that public health
systems need to change significantly to preserve their
capacity to maintain universal access to healthcare [4, 5].
Capacity strengthening in primary care provision is

widely considered to be an approach with the potential
to simultaneously reinforce health system sustainability
and accessibility, continuity of care, and ultimately popu-
lation health [2, 5–10].
In this study, primary care is defined according to the

terminology of the Institute of Medicine, as “the
provision of integrated, accessible healthcare services by
clinicians who are accountable for addressing a large
majority of personal healthcare needs, developing a
sustained partnership with patients, and practicing in
the context of family and community” [6]. It is interest-
ing to note that this definition does not focus on the
types of clinicians who are providing care. Rather, it
emphasizes the nature of the response being provided to
meet the needs.
To address the above-cited challenges, there is grow-

ing evidence not only that health systems need to evolve
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to reinforce the provision of primary care, but that, in
fact, the nature of that care itself will need to change
[11–16]. In particular, professional teams need to move
toward more collaboration and a broadening of fields of
practice [17–19]. Numerous convergent data suggest
that one possible progression would be to expand the
interdisciplinary composition of primary care teams, the
scope of practice of non-physician team members, and
their intersectoral action [20–26]. In particular, greater
use of an extended scope of nursing practice is likely to
enhance both accessibility of care and efficiency of
service delivery [12, 27–32]. Likewise, the care on offer
should evolve to encompass a wider basket of services,
less intensive and more appropriate interventions as well
as more interventions targeting the determinants of
health [1, 2, 4, 5, 16, 33–40]. Such a shift toward
increased prevention and interventions that are more
intersectoral has a better chance of curbing the growing
burden of chronic disease management [22, 41].
However, there is little data available on the oper-

ational characteristics of care provision models that
would be most promising to move in that direction.
Generally speaking, the available literature indicates
there are several plausible avenues to improve service
provision performance, and that their relative merits are
contingent on several clinical, organizational, and systemic
factors. Against this backdrop, we conducted a realist
review of the literature, grounded in a logic analysis
approach, with the aim of producing conceptual tools to
support the transformation of primary care models.
Inductive analysis of the selected publications led to the
development of two typologies. These typologies allow us
to assess existing care models analytically or evaluatively
and to propose, prospectively, some optimal operational
parameters for primary care provision.

Methods
Logic analysis and realist review
To better understand the characteristics of high-performing
multiprofessional primary care teams, we adopted a meth-
odology based on two complementary approaches: Pawson
and colleagues’ work on the realist review approach [42–45],
and the work of Brousselle and colleagues on logic analysis,
and more specifically, on reverse logic analysis [46].
The logic analysis approach was developed in the con-

text of evaluating complex interventions. The underlying
principle is to interpret the available scientific data with
a view to understanding the causal processes that
explain the outcomes of the intervention under study.
Reverse logic analysis, on the other hand, is a prospect-
ive approach in which scientific data are used to identify
the conditions and operational mechanisms of an inter-
vention that would make it possible to achieve pre-
determined objectives.

The principle underlying realist review is conceptually
very similar. It is based on the idea that systematic litera-
ture review methods developed for studying the effect-
iveness of clinical interventions are not appropriate for
analyzing complex interventions [43]. In the latter case,
a “generative” approach [45] is needed that incorporates
existing knowledge, either to propose new plausible
interventions or to adjust existing interventions. This
type of knowledge synthesis generates theoretical propo-
sitions regarding the intervention’s functioning.
The method used here, inspired by these two sources,

draws from reverse logic analysis the notion of a rela-
tively systematic synthesis of available knowledge and
then incorporating this knowledge into efforts aimed at
pre-determined objectives. From a realist review, we
derive the notion of an approach that is more generative
than summative, in which the data are interpreted
inductively to propose recommendations for practice.
This work is part of a larger research project and will

serve as a conceptual framework for analyzing practice
in the pilot sites studied in this project [47].

Analytical model
The objective of the present study was to better under-
stand the structural characteristics and operational pro-
cesses of high-performing multiprofessional primary
care teams. We used primarily Donabedian’s conceptual
framework [48] to categorize the information gleaned
from the articles analyzed and to identify the causal links
among: 1) the structures of primary care provision
models, 2) the processes of care provision and manage-
ment, and 3) the outcomes produced.

Definition of performance
To normatively assess the desirability of care provision
models, we used a definition of performance inspired by
the work of Shortell and colleagues [49]. This definition
conceives of performance as combining four compo-
nents: 1) accessibility; 2) quality of care; 3) efficiency;
and 4) collective learning capacities [47]. Accessibility is
defined, based on Donabedian [48, 50], as the fit
between structures of production, on the one hand, and
society’s needs and their geographic distribution, on
the other.
The definition of quality used here is based on an adap-

tation of the work done by the teams of Pineault, Beaulieu,
and Haggerty [51–54] on operationalizing the measure-
ment of primary care quality. Quality of care is defined as
the combination of technical quality, continuity, and com-
prehensiveness. Technical quality is made up of three
components: the quality of the act itself, the appropriate-
ness of care, and the quality of communication. Continu-
ity is defined, based on the work of Haggerty et al. [53], as
the fact that a patient is treated by the same professional
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or the same team over time (relational continuity) and
that services are harmoniously integrated with each other
(management continuity). We interpret harmonious inte-
gration of care as occurring on two levels. On the one
hand, care and services should be organized in such a way
that medical care, nursing care, social services, curative
practices, and preventive practices are harmoniously
linked, sustained over time, and optimal (horizontal inte-
gration), and, on the other hand, that there are linkages
between the different service levels (vertical integration)
[54–56]. Finally, comprehensiveness refers to a care struc-
ture’s ability to respond in an integrated manner to all of a
patient’s needs. Comprehensiveness encompasses two di-
mensions that make up the scope of patient management:
taking into account all of a patient’s needs (whole person
focus) and providing a complete basket of services (scope
of services) [53].
Efficiency is defined here, based on A Brousselle, J

Lachaine and AP Contandriopoulos [57], as the ratio
between quality of care and resource use. This definition
corresponds to technical efficiency, which is aimed at
minimizing costs for any given outcome.
Finally, to implement organizational, administrative,

and clinical practices that will foster the efficient pro-
duction of good-quality services adapted to patients’
preferences, teams and organizations must have a strong
learning capacity. Learning capacity here refers to the
organization’s collective capacity to adapt and to assimi-
late new learning and new practices [49]. This requires a
collective commitment to identifying and resolving
problems [58, 59].

Documentary search strategy
In a first step, we conducted a keyword search on MED-
LINE that was subsequently adapted to the EMBASE
and CINAHL databases (see endnote1). To be consid-
ered eligible, articles had to have been published in ei-
ther English or French in peer-reviewed journals after
1999 and be focused on an intervention carried out in
an Organisation for Economic Co-operation and Devel-
opment (OECD) country. That search identified 3204
references, of which 1826 met our inclusion criteria.
In addition to the results of the keyword search in

clinical databases we included articles known to the
researchers and results from online search engines. Some
documents cited in the bibliographies of the articles
retained were also added. This approach was inspired by
the work of Greenhalgh and colleagues [60, 61]. These
deliberative approaches identified an additional 25 articles.
The second step was to sort the articles based on the

criterion of relevance to our objective of better under-
standing the structural characteristics and operational
processes of high-performing multiprofessional primary
care teams. This initial sorting was based on titles and

abstracts. We retained only articles documenting primary
care provision by multiprofessional teams in which nurses
played a significant role. Articles dealing with services
provided in hospital or that did not pertain to a general
primary care clientele were excluded (e.g. emergency ser-
vices, ambulatory care, rehabilitation). At the end of this
step, 65 of the 1826 articles identified by keywords and 6
of the 25 articles from other sources were retained for
full-text analysis. Three of the authors (DC, AC, and MP)
subsequently read the full text of the selected articles and
discussed the relevance of each article. In the end, 52 arti-
cles were retained for analysis. Figure 1 provides a flow
diagram of the process [62].

Analysis process
The analysis process was done in four steps. First, the
articles retained for analysis were positioned according
to their main contribution(s) according to a structure–
process–outcomes grid. In a second step, numerous sub-
categories were inductively identified based on elements
discussed in the articles. For example, many articles
discussed the process of redefining professional roles
[63], which was identified as a sub-category of processes.
Likewise, the literature we examined included several
analyses of the effects of primary care provision struc-
tures on certain clinical outcomes [41, 64, 65]. The work
of categorizing and inductively identifying subcategories
was conducted in parallel by each of the three readers.
The classification exercise primarily served as a basis for
discussing the presumed or tested causal links between
the categories and sub-categories identified.
In a third step, the three readers organized a group

discussion on the subcategory tree structure and the
presumed causal links. The starting point for discussion

Fig. 1 PRISMA 2009 Flow Diagram
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was a series of iteratively produced causal models in the
form of diagrams linking the subcategories among
themselves. As soon as a satisfactory causal model was
stabilized, the discussion turned toward identifying the
conceptual tools needed to envision how existing
primary care models might be modified to become
higher-performing models, as defined above.
From this step, the group discussion then focused on

elements that stood out as being particularly central to
the process of transforming the primary care service
offer. The elements that were found to be essential were
specifically the links of accountability between care
teams and the patient populations under their responsi-
bility, the continuity and comprehensiveness of service
provision, the operational efficiency of the model, the
care pathways involved in the teams’ different methods
of patient management, team composition, and espe-
cially the process of redefining professional roles and the
scope of practice of non-physician professionals.
Finally, in a fourth step, the elements that were identi-

fied as particularly central to the process of transforming
primary care provision were compared among them-
selves, which led progressively to the development of the
typologies presented in the following section. As such,
the typologies are not a synthesis of the causal models
identified, but rather are “generative” models, in the
sense of Pawson [45], that are useful for reflecting on
the plausible characteristics of high-performing primary
care models.

Results and discussion
Care team structure
The literature analysis identified two structural dimen-
sions to characterize multiprofessional primary care
teams. The first was the degree to which the division of
tasks in the team was formalized. At one extreme were
formal approaches based on explicit procedures that
specified which service would be provided by which pro-
fessional, to which patient, and at what point in time. At
the other extreme were organic approaches based on
mutually adjustable mechanisms, where professionals
adapted to structural circumstances and to patients’
characteristics in deciding on care processes.
The second dimension was the centrality and auton-

omy of nurses—regardless of their exact title or level of
training—in the care model. Some models were based
primarily on nurses as the front-line professionals, while
others were based mainly on physicians. In the articles
analyzed, we did not find any primary care models based
on professionals other than physicians or nurses. The
two structuring dimensions can be used to construct a
matrix divided into quadrants and to devise four ideal
types of primary care models (see Fig. 2).

Formalized model with medical hub
The formalized model with a medical hub is probably
the dominant model in OECD countries [66]. In this
model, a group of physicians jointly manages a panel of
patients. Here the core professional is a physician, who
establishes the care plan in the initial consultation and
determines the diagnosis and treatment plan. Subse-
quently, depending on the patient’s needs, the physician
may refer the patient for further follow-up in what we
here call “modules” of non-medical treatment (e.g. psy-
chological, metabolic disease, or nutritional problems).
These modules, centred around a specialized or discip-
linary practice, include technical acts and patient educa-
tion, and offer relatively autonomous follow-up by non-
physician professionals of certain common problems or
problems specific to chronic diseases. When the profes-
sionals in charge of service provision in these modules
are nurses, they generally work in areas of specialization
(e.g. diabetes, asthma, mental health, pregnancy care).
For example, once a physician has diagnosed and created
a treatment plan for a diabetic patient, that patient can
be regularly followed by a nurse specialized in that dis-
ease. Often, that nurse will be autonomously responsible
for adjusting the patient’s medication and assessing the
progress of the disease. In most cases, there are a certain
number of patient management protocols stipulating the
point at which the patient should be seen again by the
physician, such as an annual physical exam or every sec-
ond visit. When the patient’s health status changes, he
or she is referred back to the physician.

Formalized model with nursing hub
The formalized model with nursing hub differs from the
preceding model in that the core professional is a nurse,
generally a primary healthcare nurse practitioner (PHCNP).
This form represents one of the possible operationalizations
of a nurse-led clinic, such as exists in Ontario or in the
United States [67–69]. We consider this model formalized
because, as in the medical model described above, the
PHCNP determines the diagnosis and establishes the treat-
ment plan and, for some of their needs, refers patients to
the same types of care modules described above. However,
the particular feature of this model is that one of the
PHCNP’s options is to refer the patient to a physician. For
instance, the PHCNP looks after patients’ needs that fall
within the PHCNP’s field of practice and set of skills.
Patients whose needs are more complex or who require a
treatment or diagnostic test that requires a physician’s inter-
vention are referred to physicians.
We will return to these points, but in both these for-

malized models, the main challenge is to ensure the best
possible flow for patients among the different resources
within the team, especially for patients with multimor-
bidities. This is a horizontal integration challenge.
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Organic model with medical hub
In comparison with the two preceding models that both
have formal procedures for referring patients within the
team, organic models are based on the comprehensive
management of all needs by small multidisciplinary
teams. What characterizes organic models is that service
provision is based on micro-teams—an approach much
publicized by the Veteran’s Health Administration
(VHA) system in the U.S. under the name “teamlets”
[70]. In a medical-hub model, for example, physician–
nurse duos, or physician–NP–nurse trios, or other
combinations of two to four professionals work closely
together in a joint patient management model [28, 71].
This means patients being followed by a micro-team will
see one, two or all of the professionals in the team at
each visit, based on flexible parameters. In terms of
comprehensiveness of care, each micro-team can handle
a wide range of primary care needs. Patient pathways are
less fragmented than in the two preceding models. Roles
are less formally defined in micro-teams, and profes-
sionals decide who will see which patient for what
service and at what time by mutual accommodation

according to the circumstances. The patient panels for
each team might be constituted randomly depending on
team availability, but in a same group, there can also be
micro-teams working in specific areas (e.g. perinatal
care, pediatrics, geriatrics, etc.).

Organic model with nursing hub
Lastly, the organic model with a nursing hub, the most
hypothetical of the four models, is also based on micro-
teams; here, however, the centre of gravity is a PHNCP
working jointly with other professionals. This is another
possible form of nurse-led clinic. When a patient’s needs
require medical expertise, nursing micro-teams will call on
one or more physicians, who either belong to the clinic or
who are outside the clinic and with whom there are part-
nership arrangements. The level of collaboration between
the PHCNP and the nurses depends on which acts are
legally reserved, and practice overlaps are self-regulated in
each micro-team. What distinguishes this model from the
formalized nursing-hub model is the integrated and joint
management of a panel of patients by a micro-team of
professionals whose centre of gravity is a PHCNP.

Fig. 2 Two dimensional typology of primary care models
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Theoretically, the main challenge of organic models is
to optimize the process by which every professional in
each micro-team is being used to their fullest capacity.
The risks are that subsidiarity in task definition might
not be pushed as far as it could go and that the range of
services might be limited, especially in the organic
nursing-hub model.

Care comprehensiveness and role structuring
The second conceptual tool developed from our litera-
ture review have to do with the comprehensiveness of
care offered, how work and patient management are or-
ganized within the team, and the collaboration processes
upon which this management is based. In practice, the
scope of services actually offered in a primary care vary
significantly. In many care models comprehensiveness of
care is suboptimal in relation to what is suggested in the
literature [54]. The “one problem per visit” model of
some walk-in clinics is an extreme example of this situ-
ation, as is the practice of refusing to manage certain cli-
enteles (more serious mental health problems, dual
diagnoses involving mental health and addiction, etc.).
Referring back to the dimensions set out in the perform-

ance model presented above, we recall that comprehen-
siveness of care consists, on the one hand, of responding
to the full set of patients’ needs (whole person focus) and,
on the other, of offering a complete basket of services
(scope of services). Our analysis of the literature has led us
to refine this definition.
First, the consideration of all needs must be conceptu-

alized at the population level rather than at the individ-
ual level. A care team that only looks after young
patients without any complex needs could easily meet all
their needs but would not, in our view, be providing
comprehensive care. Here we conceptualize the notion
of responding to all needs in relation to the needs of the
population to whom care is being provided and with no
exclusion criteria being applied.
Second, we conceptualize the offer of a complete basket

of services in terms of the complexity of care provided. By
defining primary care as a response to “a large majority of
personal healthcare needs” [6] we are in fact relying on a
definition of comprehensive primary care. There are, impli-
citly, more specialized services that require expertise, a
technical platform, or specific resources that fall within the
purview of specialized or hospital medicine. In this respect,
offering a complete basket of services also means ensuring
that primary care teams manage the full complexity of
common care delivery and do not refer their patients un-
necessarily or too readily to specialized services.
Given the two dimensions of comprehensiveness we have

defined, this concept can be visualized as a square in which
the horizontal sides represent all population needs, while
the vertical sides represent complexity of care (Fig. 3).

Applying the typology to primary care comprehensiveness
In our view, this comprehensiveness typology is useful
on two levels. Firstly, it can be used to visually represent
the actual comprehensiveness of care provided by a team
as compared to a normative ideal of the optimal com-
prehensiveness. By comparing the services actually pro-
vided by a team against what is done in other teams or
what the scientific literature identifies as best practices,
it is possible to characterize certain models as offering a
limited comprehensiveness. Thus, in Fig. 4 models A
and B some zones in the optimal primary care square
are empty, whereas ideally they should all be filled.
At a second level, this typology can be used to

conceptualize the role of each professional or of each
professional group in the provision of comprehensive
care. We use the term role to describe the services a
health professional actually performs owing to the avail-
able resources, skills, knowledge, patients needs and
preferences and so forth [72]. The typology makes it
possible not only to visualize the relative contributions
of each professional group to the services provided, but
to discern how the sharing of roles and responsibilities is
structured in relation to the two dimensions of range of
needs and complexity of care. As a tool for transforming
practice, the aim of this typology is to maximize poten-
tial comprehensiveness by linking role definition with
available professional resources.

Fig. 3 Conceptualization of care comprehensiveness and
professional roles
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In Fig. 4, the two hypothetical models presented, A
and B, do not cover all needs (limited scope). Model A,
in the top left quadrant, for example, is a primarily
medical model with limited scope and limited complex-
ity. In such a model, it quickly becomes impossible for
patients to be followed for complex problems and for
health problems not handled by this team. Model B, in
the upper right quadrant, is a second model, this time
multiprofessional, of limited comprehensiveness. In this
hypothetical team, there is a response to the full scope
of needs, but for several types of care and services, that
response is only for problems of low complexity. For
example, a patient with a routine mental health problem
such as anxiety would be seen by a nurse who, rather
than setting up a regular follow-up within the team,

would probably refer the patient to psychological re-
sources in another care structure.
Conversely, the two hypothetical models C and D

cover the entire scope of primary care. Model C, in the
lower left quadrant, is primarily medical, while Model D,
in the lower right quadrant, is primarily a nursing
model. In both cases, these models incorporate the
idea—based on the principle of subsidiarity—that low-
complexity care is assigned to nurses. It would be
possible, however, to imagine models that also incorpor-
ate this principle using other professionals for certain
services. Models C and D differ, though, in how their
role definitions are structured. Model C is based on
tasks being shared according to what we described
earlier as non-physician patient management modules. It

Fig. 4 Illustration of four hypothetical primary care models: a and b are examples of models with limited scope while c and d are examples of
models providing a full scope of services
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is possible to imagine that all patients are seen initially
by a nurse, who performs a first needs assessment, after
which patients are followed and treated by a physician.
However, still in this model, for certain visits or certain
patients who come for a specific type of follow-up, the
care could be provided by non-physician professionals. In
our view, it is plausible to hypothesize that the models
described as formalized in the structural typology pre-
sented in the preceding section would be represented by a
more vertical division of roles when visualized using the
present model.
In contrast, Model D is based on tasks being shared ac-

cording to complexity. All patients, whatever their needs
or their characteristics, are followed by a nurse for the
simple aspects, and by a PHCNP for most other needs.
The physician, in the role of primary care “specialist”, sees
only those patients with complex needs. The representa-
tion is simplified, but it is conceivable that, depending on
the nature of the care and needs, the horizontal cut-offs
would vary according to types of needs. We believe it is
plausible to hypothesize that the models in which profes-
sionals are divided horizontally are more consistent with a
structure considered organic in the typology presented in
the preceding section, with less formalized boundaries and
greater recourse to clinical judgment and mutual accom-
modation to manage overlaps.
Obviously such a representation remains very schematic

and could never adequately convey all the sophistication
of actual service provision by primary care teams. Never-
theless, we believe this conceptualization is interesting in
that it incorporates the concept of role definition as a par-
ameter of comprehensiveness optimization. As observed
in the introduction, high-performing primary care models
will move toward broader coverage of needs and a redraw-
ing of professional boundaries. In operationalizing the
decisions needed to make these transitions successfully, it
is thus important that both these processes be consid-
ered together.

Expansion and extension of roles
As stated in the introduction, one of the main challenges
facing most health systems today is how to enlarge the
contribution of primary care in the total healthcare
services offer. Based on the two dimensions of the care
comprehensiveness typology, this would involve, on the
one hand, increasing the range of population needs for
which primary care teams would be responsible and the
level of complexity of care provided in primary care. In
the diagram we have proposed (see Fig. 2), this mean
drawing a large square, i.e., the normative definition of
what constitutes primary care.
On the other hand, it is also important to ensure that

most teams develop collaboration practices and roles
that enable them, in practice, to actually cover all those

needs. On our proposed diagram, this would mean filling
all the space in the square, i.e., aligning the operationali-
zation of professional roles with the response to needs.
However, while our proposed care comprehensiveness

typology is useful for thinking about the different
performance components of primary care models in an
integrated way (such as accessibility and quality) it does
not take efficiency into account. For example, a primary
care team relying exclusively on physicians that would
cover the full range of needs and all complexity of care
(a full red square) would be perfectly adequate in terms
of comprehensiveness, but would probably, in most
countries, be characterized by an excessively high per-
patient cost.
Analysis of the literature suggests, not surprisingly,

that expanding the primary care services offer while
maintaining or improving efficiency calls for greater use
of multiprofessional teams. In reflecting on the growth
of nursing practice, Richards et al. [73] recommend dif-
ferentiating between expanding and extending practice.
Building on their idea, we address this issue from a
broader interprofessionnal perspective.
Expanding the practice of non-physician professionals

essentially means retaining current professional roles but
increasing the number of non-physicians in the teams to
increase the intensity of treatment or quantity of services
provided. Expanding non-physician practice—in particu-
lar, nursing—can improve physician productivity or team
productivity as a whole.
Extending practice, on the other hand, means that

non-physician professionals develop new areas of prac-
tice that would allow them, for example, to manage
certain clienteles or certain visits more autonomously,
based on a substitution rationale [29]. Such practice
extension can take the form of increasing the complexity
of care provided by non-physician professionals (vertical
extension in our diagram), or of broadening the range of
needs covered (horizontal extension in our diagram). In
all cases, what characterizes the notion of extension is
that non-physician professionals’ roles transcend estab-
lished professional boundaries.
From a logical standpoint, some combination of expan-

sion and extension of practice would likely be needed to
increase the space allocated to primary care in the overall
healthcare services offer while improving health system
efficiency. The data we analyzed, however, offer no indica-
tion of what proportions of the two avenues constitute the
optimal response. According to the data available in the
literature, the choice is made idiosyncratically, primarily
based on the professional and financial resources available.
The real impact on efficiency of combining the expansion
and extension of non-physician professionals’ practice will
depend, in each case, on how consistently roles are de-
fined and operationalized in practice [74].
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Conclusions
Referring back to the original objective of the present litera-
ture review, which was to understand the structural charac-
teristics and operational processes of high-performing
multiprofessional primary care teams, our analytical review
of the literature leads us to four conclusions.
First, developing a coherent response to the challenges

facing health systems today will require a rethinking of
both the structural aspects of accountability for patient
management (who is responsible for following which
patients, and for what care?) and the redefinition of
professional roles that this entails. As indicated by our
proposed typology of structural characteristics of pri-
mary care models, there are several plausible avenues for
articulating the relationships between patients, profes-
sionals, and care pathways. We found no solid evidence
upon which to determine whether one or another of the
quadrants of our typology is more promising in terms of
performance. Our interpretation is that there is probably
a contingency relationship between these structural
parameters [75] and performance. In other words, for a
primary care team’s operational performance, what
counts is that the model uses available resources coher-
ently. In particular, the expertise, preferences, and level
of available human resources will determine the plausi-
bility that a model will be a coherent response that is ap-
propriate to the needs and environmental constraints
(funding models, insurance, etc.).
Second, even though it is heuristically interesting to

differentiate among the various dimensions of primary care
performance, in reflecting on their operationalization it is
clear that they are strongly interrelated. For example, ac-
cording to the model developed here, improving accessibility
involves ensuring that primary care models cover the full
range of health needs. When care models cover only a por-
tion of needs (limited scope and/or complexity), this means
in practice that certain health problems or clienteles are be-
ing under-served. There is therefore a direct logical link be-
tween this situation and problems of accessibility and care
continuity. When specific populations are excluded (such as
homeless persons, patients with a dual diagnosis of mental
health disorder and addiction, or immigrants—three cases
of populations often under-served by the dominant care
models), the problem is felt at the intersection of compre-
hensiveness and accessibility. For specific health problems
(such as HIV, hepatitis C, mental health disorders, or when
rapid access is required for semi-urgent acute problems),
patients often have to contend with being treated in silos, in
which different teams, in different healthcare structures,
each manage just one part of the problem. In this case, poor
comprehensiveness presents significant challenges for care
continuity. In this respect, our comprehensiveness typology
can be useful for rethinking several different dimensions of
primary care performance in a more integrated manner.

Third the literature we analyzed included many ana-
lyses of the challenges involved in transforming care
structures and practice models [63, 76–80]. Managing
change processes and redefining roles require skills and
resources that are not always available on the ground. In
the performance model we have used, these elements
are included in the notion of learning capacity. Learning
capacity is both a result of performance and, at the same
time, an essential condition for achieving positive results
in terms of accessibility, efficiency, and quality [49].
Learning capacity is required for teams to be able to
better manage complexity [81] and adapt to the frequent
changes occurring in today’s health systems [82–84].
Some authors posit that learning capacity is very closely
linked with success or failure in the implementation of
innovations [85], and even with organizational survival.
As such, our research team is continuing to work on
identifying how collective learning capacity is manifested
in the transformation of care provision models.
In closing, as mentioned earlier, the literature we

reviewed does not allow us to form any simple or reliable
judgment on the structural characteristics or operational
processes of primary care teams. Our anticipation of this
outcome explains the choice of approach used here. In ef-
fect, the type of literature review conducted here makes it
possible, up to a certain point, to bypass this limitation by
connecting available knowledge in a generative way. The
proposed typologies are generative, in that they allow us
to consider how several structuring performance parame-
ters of primary care models might fit together. Ultimately,
what matters is that care models are developed in which
resources, structures, professional roles, care pathways,
and population needs come together in a coherent whole.
We believe the models proposed in this article are useful
tools to this end.

Endnotes
1An optimized search strategy was developed for each

database. As an example, the CINHAL one could be
summarized as: [primary health care OR ambulatory
care OR family practice OR community health services
OR group practice OR patient centred medical home
OR walk-in centre] AND [nurse led OR nurse-managed
centres OR advanced nursing practice OR registered
nurses OR nurse practitioners OR nursing role] AND
[quality of health care OR health service accessibility OR
organizational efficiency OR multidisciplinary care team
OR interprofessional relations OR model of care OR
delivery model].
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