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About CHSPR
The Centre for Health Services and Policy Research (CHSPR) is an independent research centre based at
the University of British Columbia. CHSPR’s mission is to stimulate scientiﬁc enquiry into issues of health
in population groups, and ways in which health services can best be organized, funded and delivered. Our
researchers carry out a diverse program of applied health services and population health research under
this agenda.
CHSPR aims to contribute to the improvement of population health by ensuring our research is relevant
to contemporary health policy concerns and by working closely with decision makers to actively translate
research ﬁndings into policy options. Our researchers are active participants in many policy-making forums
and provide advice and assistance to both government and non-government organizations in British
Columbia (BC), Canada and abroad.
CHSPR receives core funding from the BC Ministry of Health Services to support research with a direct role
in informing policy decision-making and evaluating health reform, and to enable the ongoing development
of the BC Linked Health Database. Our researchers are also funded by competitive external grants from
provincial, national and international funding agencies.
Much of CHSPR’s research is made possible through the BC Linked Health Database, a valuable resource
of data relating to the encounters of BC residents with various health care and other systems in the province.
These data are used in an anonymized form for applied health services and population health research
deemed to be in the public interest.
CHSPR has developed strict policies and procedures to protect the conﬁdentiality and security of these data
holdings and fully complies with all legislative acts governing the protection and use of sensitive information.
CHSPR has over 30 years of experience in handling data from the BC Ministry of Health and other professional
bodies, and acts as the access point for researchers wishing to use these data for research in the public
interest.
For more information about CHSPR, please visit www.chspr.ubc.ca.
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Executive Summary
Primary health care (PHC) is the foundation of Canada’s
health care system. For most people, PHC is their ﬁrst
point of contact with the health care system, often through
a family physician. It is where short-term health issues are
resolved and the majority of chronic health conditions are
managed. It is also where health promotion and education
efforts are undertaken, and where patients in need of more
specialized services are connected with secondary care.
The last few years have seen increasing concern about access to and the quality of PHC in Canada. When asked to
deliberate about the various options to sustain their health
care system, many Canadians suggest reform to PHC.
People are ready for new models of service delivery that
will improve or sustain the level of care already provided.
Between 1997 and 2008, substantial federal and provincial
investments are dedicated to improving the delivery of
PHC in Canada. All of these ﬁnancial investments have,
to varying degrees, required evaluation to ensure that the
policy, administrative and practice community monitor,
guide and report on PHC renewal.
Yet, despite these investments, a common performance
measurement and evaluation framework for understanding
the PHC system, and the impact of renewal efforts, is
lacking. In response, we have developed a results-based
logic model for PHC using the Treasury Board of Canada
results-based management accountability framework
(RMAF), policy analysis, research evidence, and broad
consultation.
The Treasury Board approach focuses on implementing
performance measurement to guide quality improvement
and public reporting. The ﬁrst step in this process is the
creation of a logic model. Results-based logic models
linearly link resource inputs to activities performed,
services delivered, and outcomes achieved. In doing so,
they identify the domains requiring monitoring, evaluation
and reporting. The results-based logic model for PHC
described in this report is intended to reﬂect the aims and
functions of the PHC system in Canada by describing the

chain of inputs, activities, outputs, and expected outcomes
of this sector, and the contexts that inﬂuence PHC services.
PHC inputs include ﬁscal, material and human resources.
PHC activities are the work processes intended to produce
speciﬁc outputs (e.g. products and services), and are the
primary link in the chain through which outcomes are
achieved. PHC activities are categorized into three types:
policy/governance, health care management and clinical.
Together these elements form the structure or foundation
of a PHC system.
PHC outputs are direct products or services delivered as
a result of PHC activities. PHC services include health
promotion and disease prevention, and curative, rehabilitative, palliative and supportive services to targeted
individuals or populations. These outputs can also be
described in terms of responsiveness (e.g. whether they
are timely, culturally appropriate and convenient), as well
as the degree to which they are patient-focused, effective,
comprehensive, continuous, coordinated and communityoriented.
PHC outcomes can be immediate, intermediate or ﬁnal.
Collectively, PHC outcomes represent “results for Canadians.” Immediate outcomes are those most attributable
to outputs, and for which the PHC workforce of policymakers, administrators and practitioners can reasonably
assume control, responsibility and accountability. Three
immediate outcomes are, for the most part, unique to
PHC—increased knowledge about health and health care
among the population; reduced risk, duration and effects
of acute and episodic conditions; and, reduced risk
and effects of continuing health conditions. A fourth
immediate outcome is the maintenance or improvement
of the work life of the PHC workforce.
Intermediate outcomes include areas in which PHC
stakeholders have a lesser degree of control, but for which
PHC services are still expected to have an impact. These
outcomes include appropriateness of provider and place;
health care system efﬁciency; acceptability or satisfaction;
S E P T E M BER 2004
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and health care system equity. Final outcomes include
a sustainable and accountable health care system;
improvement and/or maintenance of function, resilience
and health for individuals; and improved population-level
health and wellness. It is recognized that external forces
(social, cultural, legal/regulatory, physical and economic
contexts, as well as population characteristics and
participation in PHC) inﬂuence inputs, activities, outputs
and outcomes.
In accordance with the Treasury Board of Canada approach,
the efﬁciency of the PHC system is seen as a function of
inputs, activities and outputs. By comparison, effectiveness of the PHC system is a function of outputs and outcomes. Since external factors affect immediate, intermediate
and ﬁnal outcomes, sophisticated analyses are required to
attribute health and health system outcomes to PHC.
This logic model should focus and unify evaluative efforts
by enabling diverse stakeholders to work from a shared
conceptual foundation (and lexicon) of the main inputs,
activities, outputs and outcomes of the PHC sector. Moreover, it establishes a common theory about the logic links
among these different dimensions, and a shared set of
assumptions about these dependencies. It deﬁnes the areas
in which information, evaluation and evidence are needed
for policy, administrative and practice communities to
plan, implement and report on PHC renewal.

ii

helps identify the potential trade-offs that various renewal
efforts may have. It has been designed to be useful to
PHC policy-makers, planners, managers, evaluators and
practitioners as they plan and monitor system renewal
efforts, report on achievements, and account for results.
For a logic model to be useful, it must be designed in consultation with stakeholders (eventual users), and robust
enough to enable use for a broad range of purposes. To
date, approximately 650 researchers, policy-makers, administrators and health care providers have been involved
in developing and/or providing feedback to the logic
model described here. In 2004/05, we will be conducting
broad consultations with members of the public to identify
the features and outcomes of PHC that are important to
them. We will also participate in a range of evaluative activities guided by this logic model, which will contribute to
efforts to validate and improve it. Over time we expect to
publish ﬁndings about the robustness of this logic model
for planning, implementing and evaluating PHC renewal.

This logic model for PHC illuminates the array of activities
that are potential levers for change; recognizes the unique
and distinguishing features of PHC and outcomes attributable to this sector; and identiﬁes the way in which PHC
and other health sectors converge to affect health systemlevel performance and the health of the population. It also
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Introduction
Primary health care (PHC) is the foundation of Canada’s
health care system. For most people, PHC is their ﬁrst
point of contact with the health care system, often through
a family physician. It is where short-term health issues are
resolved and the majority of chronic health conditions are
managed. It is also where health promotion and education
efforts are undertaken, and where patients in need of more
specialized services are connected with secondary care.
Dieticians, nurses, occupational therapists, physiotherapists,
pharmacists, psychologists, social workers and other
health care workers also deliver PHC services.
Over the last decade, there has been a signiﬁcant focus on
transforming the delivery of PHC in Canada and abroad.
Recent evidence suggests that a strong PHC system
improves health and reduces inequities in health across
populations,1,2 and may also contribute more to the health
of the population than specialized health services.3,4 A
strong PHC system is needed to address the challenges of
an aging population, and to meet the needs of the increasing proportion of people who experience chronic disease,
complex co-morbidity, and/or functional disability.
But there is growing concern about access to and the quality
of PHC in Canada. While most Canadians (86%) have a
family physician, some (16%) report difﬁculty accessing
ﬁrst contact care, and others (13%) accessing routine
care.5 Roughly half of Canadians are satisﬁed with access
to care in the community (48%) and the timeliness of
access (43%).6 Over time, Canadians have increasingly
become concerned about quality of care. Access and quality are now viewed as equally important by Canadians.7
When asked to deliberate about the various options to
sustain their health care system, Canadians suggested
reforms to PHC.8
Between 1997 and 2008, substantial federal investments
are dedicated to improving the delivery of PHC in Canada.
The Health Transition Fund (HTF), PHC Transition Fund
(PHCTF), and First Ministers’ Accord on Health Care
Renewal (FMA) all include ﬁnancial commitments to
support PHC projects designed to inform (HTF), catalyze

(PHCTF), and sustain (FMA) renewal efforts. All of these
ﬁnancial investments have, to varying degrees, required
evaluation.
Yet despite these investments, there has been no speciﬁc
aim to develop a common performance measurement
and evaluation framework for understanding the overall
PHC sector, and the impact of renewal efforts. A common
framework affords stakeholders the opportunity to more
clearly consider and communicate expected associations
and links between goals/objectives, alternative courses of
action, and the attainment of results. It deﬁnes the areas
in which information, evaluation and evidence are needed
for policy, administrative and practice communities to
plan, monitor, guide and report on PHC renewal.
In recognition of the potential beneﬁts of common evaluation frameworks, the Treasury Board of Canada requires
government departments, agencies, and programs to use
a results-based management accountability framework
(RMAF) for quality improvement and reporting purposes.
The RMAF approach is a multi-stage process that begins
with the creation of a results-based logic model that links
resources expended to activities performed, services
delivered, and outcomes achieved.
In May 2003, the Auditor General of British Columbia
reviewed performance agreements between the British
Columbia Ministry of Health Services and health authorities and recommended that these parties “consider using
logic models as part of the process of selecting measures
of outcomes for the British Columbia health care system.”9
Moreover, the Auditor General endorsed the use of the
RMAF approach to designing logic models.
The purposes of this report are to: describe a resultsbased logic model for PHC developed using the
Treasury Board of Canada framework, policy analysis,
research evidence, and broad consultation; and, illustrate how it can be used to inform the implementation
and evaluation of PHC renewal.
S E P T E M BER 2004
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The results-based logic model described in this report
is intended to reﬂect the aims and functions of the PHC
system in Canada by describing the chain of inputs,
activities, outputs, and expected outcomes of this sector.
It should focus and unify implementation and evaluative
efforts by enabling diverse stakeholders to work from a
shared conceptual foundation (and lexicon) of the main
inputs, activities, outputs and outcomes of this sector. It
will lay the foundation for the development of performance indicators and PHC information systems, as well
as evaluative and reporting agendas. In essence, it has
been designed to be useful to policy-makers, planners,
managers, evaluators and practitioners as they plan and
monitor PHC system renewal efforts, report on achievements, and account for results.

The RMAF approach was established by the Treasury
Board to assist in achieving some of the changes envisioned in Results for Canadians. It focuses on measuring
and reporting on outcomes throughout the life cycle of
a policy, program or initiative, and more speciﬁcally, is
intended to help stakeholders:
• describe clear roles and responsibilities for the main
partners involved in delivering the policy, program
or initiative … ;
• ensure clear and logical design that ties resources to
expected outcomes … ;
• determine appropriate performance measures and a
sound performance measurement strategy that
allows managers to track progress, measure outcomes, support subsequent evaluation work, learn
and, make adjustments to improve on an ongoing
basis;
• set out any evaluation work that is expected to be
done over the lifecycle of a policy, program or
initiative; and
• ensure adequate reporting on outcomes.11

Treasury Board Approach to Designing
Results-Based Logic Models

2

In 2000, the Treasury Board of Canada developed a
“modern management agenda” that is outlined in Results
for Canadians: A Management Framework for the Government of Canada.10 In articulating expectations about
the way departments and agencies manage and deliver
publicly funded programs and services, this agenda
“recognize[s] that the federal government exists to serve
Canadians and that a ‘citizen focus’ must therefore be built
into all government activities programs and services.”10
Another key element of this agenda is a focus on the
achievement of results for Canadians. A results-based
approach that can distinguish program strengths and
weaknesses is put forward as key to establishing “a more
productive cycle of planning, measuring, evaluating and
reporting of results to citizens.”10

The design and use of a RMAF is intended to guide the
process of integrating strategy, people, processes and
measurements to improve decision-making and drive
change, and focuses on implementing performance
measurement, learning and changing, and reporting
performance. The RMAF approach begins with the
creation of a results-based logic model.
A logic model is a picture that describes how a system,
organization or project expects to produce beneﬁts or results for Canadians—essentially, the theory, evidence and
assumptions underlying a service.12 The model
reﬂects a series of “if/then” statements. For example,
if people involved in delivering PHC engage in activity
X, then the result is output Y. If a PHC activity produces
output Y, then this will cause immediate outcome Z, and
so on. A results-based logic model “… identiﬁes the
linkages between the activities of a policy, program or
initiative and the achievement of its outcomes,”11 or
results for Canadians.
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The Treasury Board has published a template for designing
results-based logic models (Figure 1). In this illustration,
inputs are the human, material or ﬁnancial resources used
to carry out activities, produce outputs and/or accomplish
results. Activities are the primary link in the chain through
which outcomes are achieved, and are the operations of an
organization intended to produce speciﬁc outputs. Outputs
are the direct products or services from the activities of a
policy, program or initiative, and are delivered to a target
group or population. Outcomes are signiﬁcant external
consequences attributed to an organization, policy,
program or initiative, and can be described as immediate,
intermediate or ﬁnal; direct or indirect; and intended or
unintended.11
Efﬁciency and effectiveness of the PHC sector
An important aspect of the results-based logic model is
the differentiation between areas of control and areas of
inﬂuence, as well as the concepts of efﬁciency and effectiveness. Inputs, activities and outputs are areas in which a
program, organization, or sector have some degree of control, while outcomes are areas of inﬂuence (see Figure 1).
Efﬁciency, the extent to which an organization, policy,
program or initiative is producing its planned outputs
in relation to expenditure on resources, is a function of

inputs, activities and outputs. Inputs and activities occur
prior to and in preparation for outputs; outputs represent
the interface between PHC products (e.g. web-based
health guide) and services (e.g. telephone triage, visits
with health providers) and Canadians. Information about
inputs, activities and outputs is needed to measure and
monitor the efﬁciency of the PHC system.
Effectiveness, the extent to which an organization,
policy, program or initiative is meeting its planned
results, is a function of outputs and outcomes. Effectiveness can be measured at a system level and at a service
or clinical level. The effectiveness of the PHC system is
a function of all product and service outputs as illustrated
on the left side of the logic model for PHC. By comparison, the effectiveness of a single product or service
delivered by a provider is a function of that output and the
outcome attained by the individual who received it. Effectiveness at this clinical level is described in Interpersonal
communication and technical effectiveness.
As one moves along the PHC system outcome continuum
from immediate to ﬁnal outcomes, the degree of inﬂuence
of this health sector diminishes. In the context of PHC,
immediate (or direct) outcomes are those for which this
sector is most (but not solely) responsible and accountable.

Figure 1: Treasury Board of Canada Results-based Logic Model

3

Reproduced from: Treasury Board of Canada. Guide to the development of results-based management and accountability
frameworks [monograph on the Internet]. Ottawa: Treasury Board of Canada Secretariat; 2001 [cited 2004 Jan 20].
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But even these outcomes can be inﬂuenced by external
factors. Intermediate and ﬁnal outcomes are more strongly
inﬂuenced by factors beyond the control of PHC, but it
is important to include them in the model to ensure that
people who work in PHC continually focus on results for
Canadians.
Logic models clarify the linkages between inputs,
activities, outputs and immediate outcomes, as well as
the impact of immediate outcomes on more downstream
results for Canadians (i.e. intermediate and ﬁnal outcomes). By staggering the order of outcomes by the
degree of inﬂuence, PHC stakeholders should more
readily be able to identify areas in which they should
be held more (i.e. immediate outcomes) or less (i.e.
intermediate and ﬁnal outcomes) accountable.
The Treasury Board approach to results-based logic
models acknowledges that many factors inﬂuence PHC
outcomes. Evaluations of the effectiveness of the PHC
system on immediate, intermediate and ﬁnal outcomes
must therefore account for these externalities through
sophisticated (e.g. multivariate) analyses.13 Evaluations
of the efﬁciency of the PHC system also require elaborate
analysis, as do economic evaluations of PHC renewal
strategies, since information regarding efﬁciency and
effectiveness is combined.

4
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Methods
Deﬁning PHC

Policy analysis and literature review

An operational deﬁnition of PHC was necessary to deﬁne
the breadth and boundaries of the results-based logic
model, and the unique and distinguishing14 activities,
outputs, and expected outcomes of the PHC sector. Many
deﬁnitions of primary care and primary health care exist,
causing considerable confusion in deﬁning this sector.
Therefore, deﬁnitions proposed by provincial governments in Canada, health care professional organizations,
the World Health Organization, the Institute of Medicine,
and internationally recognized academics were reviewed
for recurring themes.15

To identify the goals and objectives relevant to PHC
renewal in Canada, we conducted an analysis of the
prominent and recurring themes in federal and provincial
policy documents.18-21 Existing conceptual models of
health/illness, health care, and PHC that have been informed by (or inform) health services and policy research
were reviewed.22-26 Existing performance measurement
and accountability frameworks were reviewed,27 with
particular focus on those used in other countries.28,29 A literature review was also conducted to identify PHC inputs,
activities, outputs and outcomes, as well as to substantiate
the relations between them. Illustrative examples of the
literature are cited throughout this report.

For our purposes, PHC is deﬁned as products or services
designed to address acute and episodic health conditions
and to manage chronic health conditions. It is also where
health promotion and education efforts are undertaken,
patients receive ﬁrst care and where those in need of more
specialized services are connected with other parts of the
health care system. PHC can be described in terms of the
degree to which it is responsive to the needs of patients
and populations, and in terms of the unique and
distinguishing features as described in PHC Outputs.

Terminology
The language used to describe the features, processes
and outcomes of PHC is far from uniform. Recent efforts
have aimed to “defuse the confusion” around the concept
of continuity of care,16 but much remains to be done
to standardize the PHC lexicon. This report relies on
Treasury Board deﬁnitions of effectiveness and efﬁciency,
and conceptual deﬁnitions relevant to describing PHC
that have been proposed by academics. Researchers in
Quebec17 have begun national consultations with experts
in Canada to seek agreement on operational deﬁnitions of
the most important dimensions of PHC. The terminology
used to describe the results-based logic model in this
report has been informed by, and will continue to evolve
through national dialogue and emerging consensus.

Stakeholder consultations
A multi-stage iterative feedback and revision process
was used for stakeholder consultations. We developed the
ﬁrst draft of the results-based logic model following the
policy analysis and literature review. Stakeholder consultations were undertaken for a period of nine months, and
the model was continually revised in response to feedback. The following stakeholder groups received formal
requests for comment, participated in small focus groups,
and/or attended presentations to solicit feedback on draft
versions of the model:
•

•

•

•

PHC practitioners from various health regions in
British Columbia responsible for delivering PHC
and/or implementing or evaluating PHC renewal
(approx. 200 people).
Individuals from university departments or
professional associations/colleges representing
medicine, family medicine, nursing and pharmacy
(approx. 40 people).
Senior academic researchers and consultants in
Canada who specialize in PHC research and
evaluation (approx. 10 people).
PHC leaders and evaluation specialists who work
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•

for provincial and territorial ministries of health
across Canada (approx. 50 people).
Participants who attended a session hosted at
a national conference for PHC in May 2004
(approx. 350 people).

To date, the Canadian public has not been routinely consulted about the features and outcomes of PHC important
to them.30 CHSPR will be conducting this work in British
Columbia in 2004-05.

Figure 2: A Results-based Logic Model for Primary Health Care (PHC)

6
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Results-Based Logic Model for PHC
The results-based logic model for PHC is described here
and illustrated in Figure 2.

PHC Contexts
Many stakeholders identiﬁed the need to understand
variation in population characteristics and contexts, since
these external factors inﬂuence inputs, activities, outputs
and outcomes. Others have also recognized the importance of understanding and accounting for these factors
to understand and shape variation in practice (e.g. clinicallevel activities) and to standardize rates and indicators
for comparative analyses.31
The recipients and contexts of a public program or
initiative are not typically included in Treasury Board
logic models; we have therefore represented these
dimensions with dotted lines in Figure 2.

Population characteristics
and public participation
The role and contribution of individual members of the
population in initiating ﬁrst contact with the health care
system, and participating in PHC activities and decisions,
requires that the population be speciﬁcally identiﬁed.
Canadians support the PHC system as investors and
workers (i.e. ﬁscal and human resource inputs), and
contribute to governance-, health care management- and
clinical-level activities and decisions. For instance, citizens participate in policy processes by communicating a
values framework that should be used to guide policy and
practice.8 They participate in governance and health care
management activities by holding positions on boards,
councils and committees; and clinical activities through
shared decision-making.
Population characteristics important to planning, monitoring and evaluating health care include predisposing
(e.g. demographics, values), enabling (e.g. literacy32) and
need (e.g. acute self-limiting illnesses, pregnancy, chronic

health conditions, cognitive functioning) factors.23,33,34
Moreover, population patterns of health beliefs, lifestyles
(e.g. smoking, diet and exercise) and health-related attitudes
and preferences are important determinants of need,
demand and use of health care, and PHC in particular.35
Contextual factors
Since there is tremendous variability across and within
Canadian communities in the context in which health care
operates, PHC inputs, activities and outputs will not be
uniform across jurisdictions. Importantly, improvements
in immediate, intermediate and ﬁnal outcomes will not
be uniform across or within different communities, since
(by deﬁnition) these impacts are heavily inﬂuenced by
factors outside the PHC system.
Contextual factors inﬂuencing the population and the
PHC system include social, cultural, political, policy,
legislative/regulatory, economic and physical environments. The following examples illustrate the inﬂuence
of these factors:
•
•

•

•

•

•

Physical environments inﬂuence geographic
distribution and accessibility of PHC services.
Social contexts, including family context, inﬂuence
the availability of informal/voluntary care and,
indirectly, the level of need for formal care.36
Social and cultural priorities inﬂuence the relative
importance of different activities, outputs and
outcomes.
Social and economic contexts inﬂuence health—
and vice versa—as well as the patterns of delivery
and use of PHC.37,38
Economic and cultural contexts inﬂuence the degree
to which a population (or provider) uses technology
to understand health issues.39
Political and cultural contexts inﬂuence the degree
to which regulations enable or thwart, for example,
direct-to-consumer advertising from the
pharmaceutical industry, which affects the nature
of demand for care.40
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PHC Inputs
The Treasury Board approach deﬁnes inputs as the
resources (human, material, ﬁnancial) used to carry out
activities, produce outputs and/or accomplish results.
The importance of acknowledging and monitoring health
system inputs is demonstrated in the 2003 First Ministers’
Accord on Health Care, which identiﬁed “sustainability”
performance indicators in the areas of, for example, health
human resources (e.g. age distribution and turnover rates
of practicing providers), equipment (e.g. number and
types of equipment installed), and information systems
(e.g. degree of standardization of information collected
and shared for evidence-based decision-making).
The following inputs collectively provide structure for the
provision and receipt of PHC products and services:
Fiscal resources
Fiscal resources from all sources, public and private.
Material resources
The following are examples of material resources relevant
to PHC:
•
•
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•

•

Physical facilities and equipment used to support
and deliver care.
Nature and number of educational and training
resources to prepare health care providers, managers,
policy-makers and governors.
Extent and availability of research evidence about the
effectiveness of interventions, technologies and
approaches.
Information systems and technological resources to
support clinical, management, policy and governance
activities.

Health human resources
Human resources include the number, mix and characteristics of the clinical, management, policy and governance
workforces. The following characteristics have been
suggested as important:

•
•
•

Level of knowledge and degree of competence.41
Orientation toward teams and interdisciplinary
practice.42
Degree of innovation.

PHC Activities
The next link in the logic chain after inputs is activities,
which are the operations or work processes intended to
produce speciﬁc outputs. Activities are the primary link
in the chain through which outcomes are achieved. Work
processes internal to the PHC sector include policy/
governance, health care management and clinical activities
intended to produce speciﬁc products and services.
Importantly, the actual act of service delivery is classiﬁed
as an output according to the Treasury Board approach.
Outputs represent the direct products or services delivered
—essentially, the interface between PHC and Canadians.
The following activities collectively reﬂect the processes
involved in preparing for the delivery of PHC:
Policy- and governance-level activities
and decisions
Activities and decisions at this level relate to policy, planning, governance and oversight processes. Policy-makers,
board members, administrators, regulators, managers,
professional organizations (e.g. through codes of conduct,
standards of practice, fee negotiations), the public and
interest groups are involved. Examples include:
•
•
•

•
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Governance, ﬁscal stewardship and accountability
policies and procedures.
Decisions about ﬁnancing and funding for capital
investments and operations.
Decisions about beneﬁt coverage and cost-sharing
(i.e. public and private ﬁnancing) for health services,
drugs, and medical devices.
Decisions about methods of funding organizations
and remunerating providers (i.e. capitation, feefor-service, salary, blended funding).

•
•
•

•
•
•

Methods of rostering or enrolling people in PHC
organizations, networks or groups.
The identiﬁcation and implementation of health
human resource supply management strategies.
Legal and regulatory activities for health professions
(e.g. scope of practice, provisions for malpractice
insurance).
Professional and clinical governance.
Financing and design principles of clinical health
information systems.
Enactment or implementation of privacy legislation
affecting health information.

The health policy contexts in which PHC systems operate are critically important to the impact PHC has on a
population’s level of health. For example, international
comparisons suggest that better health outcomes result
when PHC systems regulate the distribution of resources
so that areas in need are amply supplied with resources,
ﬁnancial access is assured by publicly accountable bodies
such as governments, and there is little to no cost-sharing
for service use.4
Health care management-level activities
and decisions
Activities and decisions relating to management and
operations are important determinants of the organization
of PHC. Administrators, managers and clinical providers
may be involved. Examples include:
•

•
•

Determination of the size, location and types of
group practices or networks formed to deliver care
(e.g. groups with single health professional
disciplines, groups that rely on interdisciplinary
collaboration).
Decisions about the temporal availability of services
(e.g. ofﬁce hours and after-hours coverage).
Decisions about the range and comprehensiveness
of services provided by a health care organization
(e.g. counselling services, sports medicine, walk-in
urgent care clinics, full service practice).

•
•

•

Type and availability of clinical, management and/
or ﬁnancial information systems.
Quality improvement initiatives such as provider
proﬁling or program evaluation, including the
establishment of quality improvement initiatives.
Type and availability of decision-support tools for
providers (e.g. reminder systems, evidence-based
decision tools) and/or decision aids for patients.43

Together, policy-, governance- and health care management-level activities and decisions establish and support
the degree to which PHC organizations endorse and
facilitate (through operational planning and orientation) a
patient, family and/or community focus among practitioners. A PHC system is patient-focused rather than diseasefocused when it represents the primary point of entry
for all of an individual’s needs and problems, offers care
over time, provides care for all but the most uncommon
conditions, and coordinates and integrates services provided by others.44 Family-centred approaches to policies,
services and care recognize the vital role that families
play in ensuring health and well-being, and support them
in their care-giving and decision-making roles.45 PHC
organizations that have a community focus or orientation
use information about the health needs of the community,
engage practitioners in community affairs and involve the
community in practice-level and governance issues.44
Together, policy-, governance- and health care management-level activities and decisions also establish and
support the degree to which PHC organizations have a
professional or community-oriented vision. Professional
models are designed to deliver services to patients who
seek them (clients) or to people who register to obtain
them (subscribers). By comparison, community models
are designed to meet the health care needs and improve
the health of a population, to promote community
development, and to provide all medical, health, social,
and community services.25
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Clinical-level activities and decisions
These activities and decisions relate to patient-focused,
family-centred or community-oriented clinical care and
include:
• Extent of use of evidence and orientation toward
evidence-based decision-making.
• Engaging in continuing education to support
evidence-based practice.
• Determining the degree to which one will specialize
in speciﬁc types of clientele (e.g. geriatrics).
• Determining the degree to which a health care
provider personally elects to deliver certain types
of services (e.g. counselling, house calls, obstetrics,
community focus).
• Preferences for and engagement in different models
of team-based service delivery—multidisciplinary
or interdisciplinary.
• Workload preferences46 and practice styles (e.g.
preferences for recalling patients).47

refer individuals with unusual or complex needs to more
specialized health care service sectors. Indeed, referrals
represent the formal mechanism of interaction between
primary and secondary or tertiary care. These outputs are
all predicated on identifying, diagnosing and understanding an individual’s or population’s health conditions and
risk for future health issues.
The volume of PHC outputs is inﬂuenced by contexts and
determined by inputs (e.g. ﬁscal and human resources used),
as well as governance-, health care management-, and
clinical-level activities and decisions.
PHC Outputs—Qualities
The delivery of PHC products and services can be
described in terms of the degree to which they are
responsive to the needs of patients and populations, and in
terms of the unique and distinguishing features of PHC:
Responsiveness

PHC Outputs
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The Treasury Board approach deﬁnes outputs as direct
products (e.g. web site for health education) or services
(e.g. visits with health care providers) delivered as a result
of the activities of a policy, program or initiative. Outputs
represent the interface between providers and Canadians
—this interface has been popularized under the notion of
access to health care. Access has been described as having
different dimensions, which we consider as adjectives that
describe the process of obtaining and receiving care. PHC
outputs can be described in terms of type, volume and
qualities.
PHC Outputs—Type and Volume
PHC providers are responsible for delivering health promotion, disease/disability prevention, curative, rehabilitative,
palliative and supportive services to target groups or populations. They also deliver services that can be described as
patient-focused, family-centred and/or community-focused.
PHC providers also match people with services provided
by community-based organizations or agencies, and

The responsiveness of PHC reﬂects the degree to which it
aligns with and is sensitive to the expectations and preferences of patients and providers. PHC should meet the expectations of patients in terms of timeliness, convenience,
and geographic availability, and should be structured to
be, for example, culturally and socially appropriate.
Comprehensive services
and whole-person care

Because PHC is the ﬁrst point of contact with the health
system and is responsible for longitudinal dimensions
of care, providers in this sector are expected to address
(through direct services or referrals to others) a full array
of health states and engage in delivering a broad or
comprehensive spectrum of services.44 PHC systems
that offer a comprehensive array of services attain better
health outcomes.4
PHC providers are also expected to deliver services
directed towards acute, recurring and chronic health
conditions, and risky health behaviours, while taking
into consideration the changing life circumstances, social
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circumstances, and environmental contexts of individuals
and populations (i.e. whole person care).
Continuous care/longitudinality

Continuity of care has been deﬁned as “the degree to
which a series of discrete healthcare events are experienced as coherent and connected and consistent with the
patient’s medical needs and personal context.”48 Continuity
of PHC has been associated with improved technical
effectiveness, responsiveness, acceptability and health
system efﬁciency.49,50,51 There are three types of continuity,48
all of which are measurable at the individual patient level
and all of which recognize the longitudinal52 or chronological53 dimension of the relationship between patients
and providers.
1. Relational continuity refers to the ongoing
therapeutic relationship between a patient and
one or more providers. Ongoing, longitudinal
relationships between practitioners and patients
result in better problem recognition, and
appropriate use of “wait-and-see” strategies.
Having a regular source of care has been associated
with more appropriate use of specialized services
(including emergency rooms), more appropriate
use of clinical preventive services, improved
medication compliance, fewer physician visits
and lower costs among the general population.54,55
2. Informational continuity is the use of information
on past events and personal circumstances to make
current care appropriate for the individual. It
includes the provision of information to patients
and family members to support their role in
decision-making and ongoing care.
3. Management continuity is a consistent and
coherent approach to the management of a health
condition that is responsive to a patient’s changing
needs. Management continuity is particularly
important when a number of PHC providers are
involved in the delivery of a patient’s services.

Coordination of care (integration)

Coordination of care reﬂects the degree to which there is
integration of services across providers within the PHC
sector, as well as between PHC providers and other health
and social services sectors. In essence, coordination of
care describes the degree to which providers coordinate
care and the nature and extent to which there is horizontal
or vertical integration of services. While continuity of
care is a dimension of service quality that is experienced
by patients, the experience of management continuity is
dependent on the degree to which services are coordinated
and integrated.
Interpersonal communication
and technical effectiveness

At the level of the PHC system, the Treasury Board approach deﬁnes effectiveness as a function of system-level
outputs and outcomes. But at the program, practice or
provider level it is important to gauge and monitor the
effectiveness of each product or service (unit of output)
delivered to Canadians. In this instance, the effectiveness
of a PHC output refers to the degree to which a speciﬁc
product or service has an effect or inﬂuence on an
individual or population.
In order to focus evaluative efforts, academics have
distinguished between two types of effectiveness with
respect to the utility of a health service product or
service.56,57 Interpersonal effectiveness (referred to here
as interpersonal communication) includes communication,
decision-making, and interpersonal style. Interpersonal
communication also includes appreciation of the patient’s
experience of illness and encompasses the degree to which
providers are oriented toward offering patient-centred
care.58 Providers who adopt a patient-centred approach to
care account for the patient’s desire for information and
shared decision-making by exploring the patient’s concerns and needs for information; seeking to understand
the patient as a whole person with emotional needs and
life issues; and trying to ﬁnd common ground with the
patient about what the problem is and how it should be
managed.59
S E P T E M BER 2004
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By comparison, technical effectiveness refers to provider
competence in selection and use of effective counselling
techniques, tests, procedures, treatments and/or interventions for particular patients, such that services are consistent with professional knowledge. This concept has also
been popularized as evidence-based care60 and includes
care otherwise considered valid by contemporary professional standards.
Recent research has shed light on the technical effectiveness of PHC61,62 and the potential for health care providers
to do harm.63 Patient safety is a function of policy and
health care management activities and decisions at the
system level, as well as interpersonal communication and
technical effectiveness at the provider level.

PHC Immediate Outcomes
As illustrated in Figure 1, immediate outcomes are those
most attributable to outputs and for which a program
can reasonably assume control and responsibility. Since
external factors affect immediate, intermediate and ﬁnal
outcomes, sophisticated analyses are required to attribute
health and health care system outcomes to PHC.
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determinants of health and illness and how to appropriately
self-manage risky behaviours, impairments and disabilities.
Health care literacy enables people to understand how and
when to use different types of health and social services.
Reduced risk, duration and effects of acute
and episodic health conditions
Another primary outcome of PHC is to reduce a population’s risk of experiencing (prevalence and incidence)
acute, episodic and recurrent conditions that reduce
functional health and well-being. When people experience
reductions in health status, PHC limits the duration and
effects of impairments so as to minimize risk of complication, curtail disability and optimize health. “Inherent
in the organization of health services by level of care
(primary, secondary, tertiary) is the idea that there is a
point of entry each new time care is needed for a health
problem.”44

In the context of PHC, we describe two types of immediate
outcomes. The ﬁrst type relates to patients and populations
—increased knowledge about health and health care
among the population; reduced risk, duration and effects
of acute and episodic health conditions; and reduced risk
and effects of continuing health conditions. The second
type of outcome includes results for Canadians that could
be expected of any health sector—maintaining or
improving the work life of the PHC workforce.

Reduced risk and effects of continuing
health conditions
A third primary outcome of PHC is to reduce a population’s risk of experiencing continuing health conditions
that result in prolonged impairment or disability. Impairments are problems in body function (i.e. physiological)
and structure (i.e. anatomical) that result in signiﬁcant
deviation or loss; disability is an umbrella term for impairments, activity limitations, and participation restrictions.
Activity limitations are difﬁculties an individual may
have in executing a task, and participation restrictions are
problems an individual experiences in life situations.64 In
situations where individuals have an impairment that is
not transient, PHC services are directed toward minimization of disability in order to optimize health status.

Increased knowledge about health
and health care among the population
One of the primary outcomes (and responsibilities) of the
PHC sector is to enhance the knowledge, skills and abilities of individuals so that they may maintain or improve
their own health, as well as the health and well-being of
others. Health literacy enables people to understand the

Maintain or improve the work life
of the PHC workforce
A second immediate outcome of the sector is to maintain
or improve the health of the PHC workforce of providers,
managers, administrators, policy-makers and governors.
Recent research suggests that there is much to be concerned about, as health care providers are, for example,
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more likely to miss work because of illness and disability,
and have lower levels of workplace satisfaction than those
who work in non-health sectors.65
Clearly, the health, satisfaction and productivity of the
health care workforce are outcomes of all health service
delivery sectors, including PHC. Until recently, this area
has received little attention in health system performance
monitoring and surveillance efforts. However, professional associations and others have begun to identify, assess
and report on these factors for the health care workforce.
Though there is little evidence to substantiate a link between the health of providers and high quality care,66
the work life of health care workers is important because
human resources are a key health system input. One in ten
employed Canadians work in health and social services.65

PHC Intermediate Outcomes
PHC is expected to have a relatively high degree of
control or inﬂuence (and therefore responsibility) over
immediate outcomes, though these are still inﬂuenced by
external factors. By comparison, PHC is expected to have
a lower degree of control over intermediate outcomes due
to stronger inﬂuences from external factors. In PHC,
intermediate outcomes include:
Appropriateness of place and provider
The concept of appropriateness has been summarized as
delivering the right service to the right person by the right
provider in the right place at the right time. In September
2000, the First Ministers agreed that improvements to
PHC are crucial to the renewal of health services, and
committed to ensuring that Canadians receive the most
appropriate care, by the most appropriate providers, in
the most appropriate settings.42
An appropriate service is one that is expected to do more
good than harm to a patient,67 and involves issues of efﬁcacious treatment (right service), necessity (right person)
and safety (right application of the right treatment at the

right time). In relation to the PHC logic model, the appropriateness of “right service to the right person at the right
time” is subsumed as an output (i.e. interpersonal communication, technical effectiveness and responsiveness with
respect to time).
The appropriateness of place and provider, however, has
been deﬁned as an intermediate outcome to recognize the
contribution of PHC to this feature of health care systems.
It is recognized that the PHC system has less direct control of this outcome, because appropriateness of place and
provider are heavily inﬂuenced by inputs, activities and
outputs of other health care sectors. Appropriateness of
place is measured by whether the patient’s condition and
the services required for care match the setting in which
care is provided.67
In comparison, the appropriateness of provider is determined by whether patients are best matched with providers
who can deliver desired levels and types of care, and
by whether providers are best matched with patients for
whom they can deliver desired levels and types of care.
PHC has indirect inﬂuence over this outcome through, for
example, its control over policy decisions about funding
and availability of an array of different types of providers,
management decisions regarding the mix of providers
delivering PHC, and clinical preferences to treat patients
or refer them to specialists.
Health care system efﬁciency
This intermediate outcome refers to health care system
efﬁciency, as distinct from the efﬁciency of PHC system.
Health care system efﬁciency is a function of the inputs,
activities and outputs of all health care sectors, of which
PHC is only one. An efﬁcient health care system uses
resources to the point at which the marginal beneﬁt is
equal to the marginal cost—the consumption of resources
beyond this point results in provision of ineffective treatment and the diversion of resources away from other
societal needs. Efﬁciency entails achieving the desired
results with optimal use of resources.68
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The PHC system contributes to the efﬁciency of a health
care system directly through its own efﬁciency as a sector,
and indirectly by inﬂuencing the use of resources in other
health care sectors. For example, geographic areas with
more family and general practitioners per population have
lower hospital admission rates for conditions that should
be preventable with good PHC.69 Moreover, individual
patients who have a PHC physician rather than a specialist
as their regular source of care have lower annual health
care costs.70
A review of Canadian policy documents supports the
notion that the community expects an association between
PHC and health care system efﬁciency. For example, the
Commission on the Future of Health Care in Canada
indicated one beneﬁt of PHC to be better use of health
care resources through more appropriate use of emergency
room services and reduced need for expensive hospital
treatment or re-admission.18
Health care system equity
This intermediate outcome refers to equity of the health
care system, including the degree of equity of PHC. An
equitable health care system and PHC system distributes
care to the population on the basis of relative need rather
than, for example, ability to pay. The principle of equity
is espoused in the Canada Health Act, and continues to
be endorsed by Canadians.6,71
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PHC contributes to health care system equity directly
through its control (and responsibility) for equity within
this sector. PHC also indirectly inﬂuences the equity of
other sectors through control over prescriptions, referrals
and admissions. Research suggests that family physician
services in Canada, for example, appear to be related to
the relative need for care.38 But the association between
need and use of specialist services is not as strong and
may relate to bias in PHC referral patterns72,73 and
availability of specialty care.74
If health care is intended to be provided to Canadians on
the basis of need, there should be activities within PHC to

ensure that individuals who demand and receive care are
those most in need (vertical equity) and individuals with
similar needs receive similar levels of care (horizontal
equity). It is also important to ensure that those who don’t
seek or receive care are not in need. Thus, health system
performance monitoring requires an understanding of the
characteristics of individuals who use care, as well as the
proﬁles of those with unmet needs.
Acceptability
Acceptability includes both satisfaction with services
received and, more broadly, public conﬁdence in services.
Acceptability is when the care or service provided meets
the expectations of the patient, community, providers and
paying organizations. It is recognized that there may be
competing interests between stakeholders, but the needs
of the populations are paramount.

PHC Final Outcomes
Final outcomes are expected to take a long time to realize.
Furthermore, immediate and intermediate PHC outcomes,
as well as external factors, are expected to inﬂuence
the ultimate impacts or ﬁnal outcomes of PHC. Final
outcomes include:
Sustainable health care system
A recent analysis of Canadian policy statements suggests
that many jurisdictions view PHC as a key lever to attaining a sustainable, affordable health care system. There
is some evidence to support this—research suggests that
health care systems that promote PHC achieve lower
overall system costs than those who do not.1-4,75
Improve or maintain functioning, resilience
and health for individuals (including wellness
and longevity)
PHC is expected to improve or maintain the health and
well-being, or impede a decline in health, of individuals
who receive services. In circumstances where individuals
are experiencing expected declines in health status due
to terminal illness, for example, the population expects
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that PHC services would continue to meet their evolving
needs.
Improved level and distribution of population
health and wellness
Two-thirds of Canadians indicate that the most important
goal of the health care system should be to enhance the
quality of life, promote health and wellness, reduce
disability and increase the ability to function.76 Only onethird of Canadians identify the provision of life-extending
treatments as important, suggesting that the population
places higher priority on population health and wellness
than longevity. While PHC services are directed toward
individuals, a strong PHC system that appropriately
complements other health care sectors should contribute
to the average level and distribution of health among
populations.

constructs and links in the logic model can be used
to inform planning, monitoring, evaluating and reporting
on PHC.
Contexts, inputs and activities
• Policy/governance, health care management and
clinical activities and decisions inﬂuence consumption
and use of ﬁscal, material and human resource inputs.
The availability of these PHC inputs also inﬂuences
these PHC activities.
•

Policy/governance decisions and activities set the
stage upon which health care management and
clinical activities occur, and vice versa.

•

Social, cultural, political, policy, legislative/regulatory,
economic and physical contexts directly inﬂuence
PHC inputs (ﬁscal, material, and human resources),
as well as PHC activities (policy, management and
clinical).

•

Characteristics of the population (e.g. values, needs,
demands) inﬂuence policy/governance, health care
management and clinical activities and decisions.

A results-based logic model:

•

“ … identiﬁes the linkages between the activities of a policy,
program or initiative and the achievement of its outcomes.
It succinctly clariﬁes the set of activities that make up a
policy, program or initiative and the sequence of outcomes
that are expected to ﬂow from these activities. As such, a
logic model serves as a ‘roadmap’, showing the chain of
results connecting activities to the ﬁnal outcomes and, thus,
identifying the steps that would demonstrate progress
toward their achievement.”11

The public contributes ﬁnancial resources for PHC
and participates in the PHC workforce. They also
participate, directly and indirectly, in governance-,
policy-, health care management- and clinical-level
activities and decisions.

•

Finally, environmental and social contexts, in
combination with characteristics of the population,
inﬂuence immediate, intermediate and ﬁnal outcomes.

Research suggests that PHC-oriented health care systems
are associated with lower population-based rates of
mortality1 and buffer at least some of the health-damaging
effects of income inequity.75,77,78

PHC Results-based Logic Chain
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This section is intended to describe some of the more
explicit links between inputs, activities, outputs and
outcomes of the PHC sector. Arrows on the logic model
illustrated in Figure 2 graphically represent these links. In
the following section, illustrative examples show how the
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Outputs and outcomes
• Three of the four immediate outcomes of PHC are
closely related. Increased knowledge about health and
its determinants among the population may reduce
the risk of acute or continuing health conditions.
Reductions in the risk, duration or effects of acute
impairments may reduce the risk of continuing health
conditions among the population. Furthermore,
reductions in the prevalence of continuing health
conditions may reduce the risk and duration of acute
or episodic impairments.
•
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These three immediate outcomes capture healthrelated effects that directly improve and/or maintain
functioning, resilience and health for individuals—
one of the ﬁnal outcomes. There is also a direct
link between these three immediate outcomes and
all the intermediate outcomes. For example, when
the duration and effects of acute and/or chronic health
conditions are minimized (immediate outcome), it
is likely that services will be acceptable (intermediate
outcome).

•

The fourth immediate outcome, maintenance or
improvement of the work life of the PHC workforce,
contributes directly to a sustainable health care
system—one of the ﬁnal outcomes. However, this
ﬁnal outcome is also inﬂuenced by intermediate
outcomes, as well as external forces.

•

The intermediate outcome of appropriateness of
place and provider is the result of PHC activities
(e.g. management decisions regarding mix of PHC
providers) and outputs (e.g. referral patterns), as
well as other external factors. Indeed, this and other
intermediate outcomes are indirectly the results of
PHC inputs, activities, outputs and external factors.

•

The intermediate outcome of appropriateness of
place and provider also contributes to health system
efﬁciency—another intermediate outcome.

•

The intermediate outcomes of health care system
efﬁciency and equity contribute to acceptability of
PHC—another intermediate outcome.

•

All four intermediate outcomes contribute to a
sustainable health care system, which, in turn,
contributes to improvement or maintenance of the
health of individuals and the level and distribution
of population health.

•

Finally, immediate outcomes directly inﬂuence
functioning, resilience and health for individuals
(ﬁnal outcome) and, when targeted to those most
in need of care, indirectly inﬂuence the distribution
and level of population health (ﬁnal outcome).
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Using the Logic Model to Plan, Monitor, Evaluate
and Report on PHC Renewal Strategies
In this section we describe, using an illustrative example,
how the logic model for PHC can be used to plan,
monitor, evaluate and report on strategies implemented
to strengthen the PHC system in Canada.
The logic model can be used at the earliest stages of planning PHC renewal because it provides a common lexicon
for communication among stakeholders. It facilitates decisions about the goals and objectives of any renewal strategy
because it identiﬁes the complete array of PHC outputs and
outcomes. Review of the logic model affords stakeholders
the opportunity to more clearly consider and communicate
expected associations and links between declared goals
and objectives, and alternative courses of action.
The logic model helps evaluators and researchers contribute to PHC renewal planning and reporting efforts by
deﬁning the areas where information and evidence are
important. Information about contexts, inputs, activities
and outputs is necessary to understand the current and
evolving state of the PHC system. Evidence on interventions that alter outputs and outcomes in the desired ways
enhances knowledge about expected outcomes associated
with alternative courses of action.
There are numerous initiatives to renew PHC underway in
Canada. One popular one is the creation of interdisciplinary collaborative teams that will support timely access
to comprehensive, coordinated PHC services, enabling
Canadians to receive necessary services from the most
appropriate provider. The logic model can focus the attention of planners, implementers and evaluators on the inputs required to support this type of renewal effort and the
broad array of activities that must be aligned to stimulate
and support change. It can be used to monitor and evaluate renewal as it identiﬁes the relevant inputs, activities,
outputs and outcomes where change is expected.
In terms of creating interdisciplinary collaborative teams,
those responsible for planning and implementing change

must ﬁrst consider the current state of PHC inputs, activities
and outputs in their jurisdiction. At the PHC input level,
things to consider include the degree to which ﬁscal resource inputs support or constrain changes in the number
or mix of providers from different disciplines. Consideration should be given to the degree to which educational
resources and information systems (material resources)
support or constrain interdisciplinary collaboration within
teams, and the degree to which health human resources
are available or prepared to work in collaborative teams.
At the policy or governance level, activities or decisions
considered as supports or constraints to interdisciplinary
collaboration include the method by which PHC organizations are funded and providers remunerated, and the legal
and regulatory contexts.79 At the health care management
and clinical levels, decisions by PHC leaders and practitioners will ultimately determine the size, location and
types of group practices or networks, and how they work
together as a team to deliver care. Moreover, decisions
regarding the availability and use of clinical information
systems will inﬂuence the nature and extent of communications between team members.
Throughout this process, close observation is essential to
detect whether activities are being undertaken as planned
and whether these interventions are having the intended
effects on outputs. Monitoring is required to ensure that
leaders of PHC organizations or networks hire or otherwise engage providers from an array of disciplines.
If monitoring activities indicate that practitioners are
not collaborating as a team, evaluation is necessary to
determine the clinical-level activities or decisions that
inﬂuence the decision not to collaborate. If monitoring
activities indicate that collaborative teams have formed,
evaluators assess for intended and unintended effects on
outputs. The logic model identiﬁes the outputs (volume,
type and qualities of these products and services) to be
assessed.
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Early monitoring and evaluative efforts form an important
part of what experts call formative evaluations. These
evaluations provide information to those responsible
for PHC renewal so that they can respond quickly to
emerging threats and opportunities for lasting change.
The logic model frames the activities, outputs and outcomes
to be monitored. When evaluators undertake assessments
to determine whether outputs and outcomes are attributable
to renewal interventions, such as interdisciplinary
collaborative teams, the logic model identiﬁes the outputs
and outcomes of importance, as well as the external
forces to be considered.
Just as important, however, is that the logic model identiﬁes other outputs and outcomes of this sector that should
be monitored for the unintended effects of an intervention.
Measuring intended and unintended activities, outputs
and outcomes, as well as accounting for contextual and
population effects, can provide valuable insights for those
responsible for PHC renewal, and enables them to understand and act on the consequences of their actions, and
report to Canadians on progress attained and outcomes
achieved.

The logic model can be used during planning, monitoring
and evaluation to identify performance indicators and the
most important evaluation questions, as well as to plan
PHC information systems to support this work. Indicators
can be established to describe and monitor PHC inputs,
activities, outputs and immediate outcomes, as well as
the efﬁciency of the PHC system. When indicators are
constructed to enable comparisons between interventions
or regions, sophisticated analysis is required to account
for differences in external contexts and populations. It is
not appropriate to use indicators to measure the effectiveness of PHC renewal strategies on immediate, intermediate
and ﬁnal outcomes. More sophisticated evaluations are
necessary to account for externalities that simultaneously
inﬂuence these outcomes.
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Discussion
Canadians are increasingly concerned about access to
and the quality of health care and many are open to new
models of PHC service delivery. There have been and
will continue to be substantial public investments in PHC
renewal and Canadians have clearly indicated their desire
for better public reporting in this area. The results-based
logic model described here is intended to support efforts
to renew the organization, ﬁnancing and delivery of PHC
in Canada.
The following quote by the Treasury Board of Canada,
seems relevant for all PHC policy-makers, administrators
and practitioners:
“Accountability for results or outcomes asks if you have
done everything possible with your authorities and
resources to effect the achievement of the intended results
and if you have learned from past experience what works
and doesn’t work. Accounting for results of this kind means
demonstrating that you have made a difference; that through
your actions and efforts you have contributed to the results
achieved.”13

If policy-makers, administrators and providers are
to implement, monitor, evaluate and guide initiatives
designed to facilitate PHC renewal, a multi-stage
process is necessary.
1. A results-based logic model is required to identify
the main inputs, activities, outputs and outcomes
of this health care sector.
2. Indicators of performance are required to meet
the information needs of those responsible for
planning, monitoring and reporting on PHC renewal.
3. A PHC information system is necessary to provide
timely, valid and reliable performance indicators,
and to test hypotheses of the linkages between
inputs, activities, outputs and outcomes.
4. Information about the results of PHC renewal
activities need to inform future policy, health care
management and clinical plans, decisions, actions
and evaluations.80

This report focuses on the ﬁrst stage. Subsequent work
and reports to be published by CHSPR will focus on the
remaining three stages.
Our logic model for PHC should focus and unify evaluative
efforts by enabling diverse stakeholders to work from a
shared conceptual foundation (and lexicon) of the main
inputs, activities, outputs and outcomes of PHC. It establishes a common theory of the logic links among these
dimensions, and a shared set of assumptions about these
dependencies.
This logic model also illuminates the array of activities
that are potential levers for change; recognizes the unique
and distinguishing features of PHC and outcomes attributable to this sector; and identiﬁes the way in which PHC
and other health sectors converge to affect health care
system-level performance and the health of the population.
It also helps identify the potential trade-offs that various
renewal efforts may have.
For a logic model to be useful in planning, implementation,
analysis and evaluation of PHC at a system and service
level, it must be designed in consultation with stakeholders
(eventual users), and robust enough to enable customization for use in program evaluation and intervention
research. To date, approximately 650 people have been
involved in developing and/or providing feedback for this
logic model. In 2004/05, we will be conducting broad
consultations with members of the public to identify
the features and outcomes of PHC that are important to
them. We will also participate in PHC renewal evaluative
activities guided by this logic model. Over time we expect
to publish ﬁndings about the robustness of this logic
model for planning, monitoring, evaluating and reporting
on PHC renewal. We look forward to learning from you
—the users of this logic model—about its usefulness.
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