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Abstract 

Background Many countries have introduced reforms with the aim of primary care transformation (PCT). Common 
objectives include meeting service delivery challenges associated with ageing populations and health inequalities. 
To date, there has been little research comparing PCT internationally. Our aim was to examine PCT and new models 
of primary care by conducting a systematic scoping review of international literature in order to describe major policy 
changes including key ‘components’, impacts of new models of care, and barriers and facilitators to PCT implementation.

Methods We undertook a systematic scoping review of international literature on PCT in OECD countries and China 
(published protocol: https:// osf. io/ 2afym). Ovid [MEDLINE/Embase/Global Health], CINAHL Plus, and Global Index 
Medicus were searched (01/01/10 to 28/08/21). Two reviewers independently screened the titles and abstracts 
with data extraction by a single reviewer. A narrative synthesis of findings followed.

Results A total of 107 studies from 15 countries were included. The most frequently employed component of PCT 
was the expansion of multidisciplinary teams (MDT) (46% of studies). The most frequently measured outcome 
was GP views (27%), with  < 20% measuring patient views or satisfaction. Only three studies evaluated the effects 
of PCT on ageing populations and 34 (32%) on health inequalities with ambiguous results. For the latter, PCT involv-
ing increased primary care access showed positive impacts whilst no benefits were reported for other components. 
Analysis of 41 studies citing barriers or facilitators to PCT implementation identified leadership, change, resources, 
and targets as key themes.

Conclusions Countries identified in this review have used a range of approaches to PCT with marked heterogene-
ity in methods of evaluation and mixed findings on impacts. Only a minority of studies described the impacts of PCT 
on ageing populations, health inequalities, or from the patient perspective. The facilitators and barriers identified may 
be useful in planning and evaluating future developments in PCT.
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Background
Primary care is an important mechanism for man-
aging health care needs of populations by providing 
integrated, holistic care with the aim of preventing, 
delaying, or minimising the impacts of multiple chronic 
conditions on health [1, 2]. In the absence of dedicated 
resource to meet the needs of ageing populations and 
the increasing prevalence of multimorbidity, health 
care services are under increasing strain [3]. Inter-
nationally, guided by the World Health Organization 
(WHO) [1], this has resulted in the reorganisation of 
primary care via policy reform with the aim of man-
aging increased demand for services whilst improving 
efficiency and effectiveness [2], often in the absence of 
additional substantive investment [4]. A recent World 
Health Organization report reaffirms that primary care 
should promote principles of comprehensive integrated 
health care. It further encourages the delivery of care 
via multidisciplinary teams (MDT) [5]. The Organi-
sation for Economic Cooperation and Development 
(OECD) additionally recognises the broader roles that 
patients should play in the design of primary care [2].

The reorganisation of primary care is often referred 
to as primary care transformation (PCT). We define 
this as a collection of policy-driven measures which 
are combined differently across system contexts. Previ-
ous reviews of PCT have focused on only one country 
[6–8], focused on a limited number of interventions or 
outcomes [9], searched only a limited number of data-
bases [9], or did not fully describe the papers included 
in the review [10]. None of the reviews focused on 
health inequalities or included an appraisal of barriers 
and facilitators to PCT implementation.

We aimed to review the literature from OECD coun-
tries and China on PCT in order to (a) describe major 
policy-driven changes in primary care systems includ-
ing key ‘components’; (b) describe the impacts of these 
new models, particularly in the context of ageing popu-
lations and health inequalities; and (c) describe barriers 
and facilitators to implementation of these new models 
and primary care transformation more generally.

Methods
A systematic scoping review [11] was conducted fol-
lowing the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines 
(Additional file  1: Table  S1) [12]. The review proto-
col was registered with the Open Science Framework 
(OSF) registry (https:// osf. io/ 2afym).

We included studies published in English from 2010 
onwards in international peer-reviewed journals. 
Included studies contained primary or secondary quan-
titative and/or qualitative data on PCT based in OECD 
member states or China. We included China—an exem-
plar of a large middle-income country with one of the 
fastest growing ageing populations—with OECD coun-
tries to capture evidence from the wide-ranging 2009 
Health Care Reform [13]. We excluded conference 
proceedings, discussion papers, opinion pieces, edi-
torials, grey literature, policy documents, and clinical 
guidelines.

Following the Population, Intervention, Compara-
tor, and Outcome (PICO) framework, the primary aim 
was to include studies covering the whole population 
(as primary care does). Included interventions were 
large-scale policy-driven changes implemented at the 
system level as defined by Best et al. [14]. Of particular 
interest were studies examining the impacts on older 
people and/or health inequalities. Given the expected 
heterogeneity of results, we included all types of study, 
including a comparator group or not, and any outcome 
studied.

An electronic search was conducted in MEDLINE, 
Embase, Global Health, the Cumulative Index of Nurs-
ing and Allied Health Literature (CINAHL), and Global 
Index Medicus. The search strategy was developed with 
the assistance of an information specialist (MD) and 
refined by team members (DH, HH, ED and SWM). 
Search terms focussed on two main areas: primary care 
and/or clinicians, and transformation or health policy. 
Full search terms are provided in Additional file  1: 
Table  S2. Final searches were run on 28 August 2021. 
Retrieved records were exported to the Covidence soft-
ware [15] for deduplication [16] and screening. Both 
title and abstract screening and full-text review of eligi-
bility were carried out independently by two reviewers, 
with disagreement resolved by discussion and involve-
ment of a third reviewer.

Data on the characteristics of included studies 
were extracted by a single reviewer (DH) using a pre-
designed data extraction template, which was pre-
tested by two reviewers (DH and HH). An amended 
version of dimensions of PCT identified in a previous 
review [8] was used to categorise PCT ‘components’.

Counts and proportions were used to summa-
rise the article characteristics. Thematic synthesis 
was employed to identify the key findings relating 
to barriers and facilitators. Themes were identified 

https://osf.io/2afym
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independently by four authors (DH, HH, ED and SWM) 
and refined by consensus.

Results
A total of 6351 records were identified by the search 
strategy of which 1544 were duplicates. Following title 
and abstract screening, 301 articles underwent full-
text screening with 107 articles included (Fig.  1) [6–8, 
17–120].

Fifty-four per cent of the included studies employed 
quantitative methods alone, 28% qualitative methods 

alone, and 14% mixed methods, and 4% were reviews 
of the literature. Included studies were conducted in 14 
of 39 OECD plus China, with six countries (the USA, 
China, Canada, the UK, Australia, and Sweden) account-
ing for over 80% of studies (Additional file  1: Fig. S1). 
Two studies examined PCT across multiple jurisdictions 
in Australia, Canada, and the USA [27, 28]. Characteris-
tics of all included studies are shown in Additional file 1: 
Table S3 [6–8, 17–120].

Figure  2 shows the specific PCT policies evaluated in 
included studies for the six countries contributing 80% 

Fig. 1 Study selection for a scoping review

Fig. 2 Studies evaluating particular primary care transformation policies
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of the included studies and the remaining nine countries 
aggregated. The most frequently studied policies were the 
2009 Health Care Reform in China (n = 14), the Patient-
centred medical home (PCMH) in the USA (n = 8), and 
the Clinical Commissioning Groups (CCGs) in the UK 
(specifically, England) (n = 7). Slightly over half of the 
studies (n = 59 [55%]) evaluated the policies that were 
unnamed or appeared only once.

The most frequently described components of PCT 
were expansion of the MDT (n = 49 [46%]), alterna-
tive payment mechanisms (n = 45 [42%]), and increased 
access to primary care (n = 40 [37%]) (Table 1 and Addi-
tional file  1: Fig. S2). Almost all PCT policies included 
multiple components. For example, 21 studies (42%) 
including an expansion of MDT component also included 
alternative payment mechanisms and/or increased pri-
mary care access. The 2009 Health Care Reform in 
China accounted for 22% of studies describing alterna-
tive payment mechanisms and 33% of studies describ-
ing increased primary care access. Otherwise, described 
components of PCT were distributed across countries 
and policies (Additional file 1: Figs. S2 and S3).

Of the 20 studies conducted in the USA [27, 28, 103–
120], eight evaluated PCMH with PCT components 
including expansion of the MDT, quality improvement, 
and information technology (Table  1) [27, 103, 107, 

108, 115, 117–119]; four evaluated the Affordable Care 
Act (ACA), which primarily aimed to increase primary 
care access [109, 113, 114, 116]; and the remaining eight 
evaluating other policies not replicated in other stud-
ies. The majority (14/19) of studies conducted in China 
evaluated the 2009 Health Care Reform and associated 
policies including the National Essential Medicines 
Policy and the New Rural Cooperative Medical Scheme 
[41, 43–45, 47–53, 56, 57, 111]. Components of this 
reform included increased primary care access, alter-
native payment mechanisms, and increased financial 
resources (Table  1). Four Canadian studies explicitly 
identified Family Medicine Groups (FMGs) incorpo-
rating a wide range of PCT components (Table 1) [27, 
30, 34, 40]. Family Health Teams (FHTs) were men-
tioned in three studies [8, 32, 38] including evaluation 
of MDT expansion and alternative payment mecha-
nisms. Notably, five studies conducted in Canada were 
review papers either incorporating a literature review 
or expert views [7, 8, 27, 28, 39]. Of the 15 UK papers, 
seven [90, 91, 94, 97, 99–101] evaluated CCGs with 
PCT components including change of governance and 
alternative payment mechanisms. Three studies [88, 
89, 102] evaluated the Quality & Outcomes Framework 
(QOF) which included alternative payment mecha-
nism and financial incentives. Half of papers including 

Table 1 Count of included studies evaluating each component of primary care transformation, by country and policy
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evaluation of Australian PCT did not name a specific 
policy [19–22, 25, 26]. These papers aimed to give an 
overview over a period of time or identify barriers and 
facilitators to implementation. Six of seven studies con-
ducted in Sweden evaluated the Primary Health Care 
Choice Reform which involved an increased involve-
ment of the private and/or third sector in the provision 
of primary care [6, 77–81].

A wide range of outcome measures were examined in 
the included studies (Table 2 and Additional file 1: Fig. 
S4). The most frequently used were views of GPs (n = 29 
[27%]), views of managers (n = 29 [27%]), or views of 
other MDT members (n = 25 [23%]). These studies pre-
dominantly employed qualitative or mixed method 
methodologies (Additional file  1: Fig. S5). Twenty-nine 
studies (27%) used an outcome unique to that study or 
used in only one other included study. Examples include 
medication use [44, 48], continuity of care [92], and self-
assessed health [49]. Fifteen studies (14%) measured 
patient views, and six (5%) measured patient satisfac-
tion. The most frequently employed outcomes in quan-
titative studies were unique to that study or analysed 
the effect of PCT on health care use (Table 2, Additional 
file 1: Figs. S4 and S5).

Twenty-seven of 29 studies [19, 21, 23, 24, 34, 37, 38, 
40, 57, 58, 61–65, 71, 81, 86, 87, 90, 95–98, 101, 117–120] 

including GP views as an outcome also measured either 
managerial views (23 studies), other MDT views (23 
studies), or patient views (5 studies). Three studies evalu-
ated the aspects of the PCMH in the USA and found dif-
ficulties in recruiting MDT members [118], anticipated 
staff satisfaction [117], and identified important training 
to assist with PCMH implementation (Table  2) [119]. 
One study found low satisfaction among GPs following 
the 2009 Healthcare Reform in China [57]. Two studies 
including GP views in Canada reported negative effects 
following implementation of FMGs [34, 40]. In the UK, 
three studies included the views of GPs on CCGs and 
found concerns about outsourcing support functions due 
to potential loss of knowledge or funding [90, 97, 101].

Six studies measured patient satisfaction. All reported 
improvements in satisfaction following reforms in China 
[50, 54], the Netherlands [68], Turkey [83, 84], and Swe-
den [79]. Qualitative studies including patient views did 
not report patient-specific outcomes but focussed on 
staff performance or health care delivery findings [56, 63, 
64, 86, 96]. One exception was found in Portugal where 
mixed results in terms of patient views towards imple-
mentation of primary health care reform were reported 
[76]. Other quantitative studies found positive patient 
perceptions of change following the introduction of the 
ACA in the USA [113] and negative views of a voucher 

Table 2 Count of outcomes evaluated in included studies, by country and policy
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scheme introduced in Hong Kong [42]. One UK study 
found that larger practice size may be associated with 
poorer continuity of care and that collaborative working 
among practices had no effect on patient experience [93].

Nineteen studies included measurement of primary or 
secondary health care use [30, 33, 43, 51, 53, 55, 66, 69, 
73, 79, 80, 83, 91, 92, 105, 107, 110, 116, 120]. Only one of 
these (conducted in IL, USA) reported a positive benefit 
of PCT of reduced secondary care use [105]. One study 
[107] evaluating PCMH in the USA found an association 
with reduced hospitalisations, despite higher emergency 
department use. Another study evaluating the ACA 
found no change in preventable hospitalisations [116]. 
Five studies evaluating the 2009 Health Care Reform 
in China [41, 43, 47, 51, 53] found a desired increase in 
primary care use but also increased secondary care use, 
particularly in rural areas, reductions in out-of-pocket 
expenditure for outpatients although not inpatients, and 
high levels of inappropriate hospital use. One study eval-
uating FMGs in Canada found no improvement in equity 
of access to primary care or secondary care use [30]. In 
the UK, one study noted the implementation of CCGs 
did not result in reduced hospitalisations and, perversely, 
noted increased GP-referred specialist clinic visits [91].

Thirty-seven studies (35%) evaluated PCT in the con-
text of ageing populations or health inequalities although 
only three specifically evaluated the former (Additional 
file 1: Fig. S6). Twenty reported on outcomes of PCT for 
those living in deprived areas [6, 21, 24, 25, 30, 31, 48, 49, 
52, 63, 69, 77, 78, 83, 88, 95, 102, 110, 116, 117]. Three 
of these [48, 49, 52], reporting on the Chinese 2009 
Health Care Reform, showed increased primary care 
access, particularly in low-income areas, and increased 
demand for services. One [49] reported an improve-
ment in health equity; however, another [48] noted that 
out-of-pocket expenditure rose. Seventeen other studies 
conducted in Australia, Canada, Ireland, New Zealand, 
Sweden, Turkey, the UK, and the USA reported ambigu-
ous results or worsening health inequalities for deprived 
populations [63].

The three studies evaluating PCT in the context of 
older people reported high levels of satisfaction with a 
new management pathway for older people in southwest 
China [54], negative outcomes (including worse conti-
nuity-of-care) following the introduction of a named GP 
policy in England [92], and increased access favouring 
younger rather than older people from more private sec-
tor involvement in primary care delivery in Sweden [77].

Ten studies evaluated PCT in light of urban/rural ine-
qualities. Six of these were conducted in China [41, 43, 
45, 55, 56, 111]: two reported positive outcomes particu-
larly increased primary care access in rural areas [41, 
43]; three reported negative outcomes, including poor 

GP satisfaction [45], a ‘brain-drain’ of doctors from rural 
to urban areas [49], and differences between provinces 
leading to regional disparity [111]. A more recent study 
in China reported mixed results [55]. Elsewhere, one 
study evaluating expanded primary care in Turkey [83] 
reported improved access, satisfaction, and service qual-
ity in rural areas. Studies in Portugal [75] and Australia 
[20] highlighted the difficulty in the implementation of 
centrally designed PCT policies in geographically dis-
persed populations. One UK study found a non-signifi-
cant effect of QOF on mortality in urban or rural areas 
[88].

Thirteen studies evaluating PCT implementation in the 
context of ethnic minorities were conducted in Australia 
[20, 23–26], New Zealand [69, 70], the UK [88, 102], the 
USA [114, 117], Canada [36], and Sweden [82]. Posi-
tive outcomes for ethnic minorities, including increased 
access and quality-of-care, were reported in three studies 
[23, 70, 82], whilst six studies reported negative, mixed, 
or equivocal results [24, 25, 69, 88, 102, 114]. The remain-
ing studies focused on service, rather than patient out-
comes [20, 26, 36, 117].

Forty-one studies (38%) explicitly identified barriers or 
facilitators to PCT implementation, of which 59% were 
conducted in Canada, Australia, or the USA. The major-
ity were qualitative or mixed method studies (Additional 
file 1: Fig. S7). Thematic analysis of these studies identi-
fied four main themes: (a) leadership, policy, and com-
munication; (b) change, culture, and relationships; (c) 
resources and capacity; and (d) targets, outcomes, and 
measurement (Table 3).

In the leadership, policy, and communication theme, 
12 studies noted the importance of leadership in PCT 
implementation [27, 34, 39, 58, 63–66, 81, 101, 117, 119] 
which was required at higher organisational level [58, 
66, 81, 101, 119] as well as at the level where services are 
delivered (e.g. in GP practices) [27, 34, 63]. The impor-
tance of institutional [58, 81] and personal leadership was 
highlighted, and the latter cited as a key facilitator ‘at-the-
coalface’ [34, 39, 39, 63, 64]. Twelve studies highlighted 
the importance of planning and articulation of policy 
intentions to those delivering the initiative [18, 21, 36–38, 
58, 63, 65, 72, 87, 99, 117]. This was cited as an important 
element when there were difficulties implementing a pol-
icy [18, 21, 36, 58, 72, 87, 99] and also in positive exam-
ples [37, 38, 63, 65, 117]. The correct balance between 
‘top-down’ and ‘bottom-up’ initiatives was discussed in 
seven studies [7, 18, 21, 27, 37, 58, 117]. Three studies 
highlighted a lack of engagement where study partici-
pants perceived ‘top-down’ PCT implementation [7, 21, 
37]. However, wholly ‘bottom-up’ approaches increased 
the risk of variable implementation across areas [18], 
despite the potential for greater engagement [117] and 
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flexibility at a local level [7, 27]. Two studies found a 
blend of ‘top-down’ and ‘bottom-up’ approaches was 
likely to yield best results [18, 58].

In the second theme of change, culture, and relation-
ships, reluctance or resistance to change among clini-
cians was identified as a barrier to PCT [21, 24, 37, 98, 
101, 117]. Some studies reported concerns over potential 
reductions in primary care funding [37, 101] or change 
in professional roles resulting in loss of skills [98]. How-
ever, one study noted where perceived benefits to health 
care professionals were known in advance, change was 
not resisted [61]. Three studies noted the influence of 
power held by physicians and their representative bodies 
on the likelihood of PCT implementation [7, 40, 60]. Two 
studies [37, 117] observed any type of reform involves 
politics and should be planned for at the design stage of 
major policy change. The importance of personal rela-
tionships between and within different administrative, 
and/or clinical levels or in different jurisdictions, from 
central policy development, through local government or 
health authority, to direct clinical care, was highlighted 
as critical to the success or failure of PCT implementa-
tion in seven studies [18, 38, 39, 51, 58, 75, 81]. There 
was evidence of tension between PCT policies aiming 
to improve population health whilst primary care often 
prioritises chronic disease management at the individual 
level [21, 24, 95]. This was particularly difficult where 
PCT involved cross-sectoral integration or cooperation 
[51, 95]. Four studies observed power struggles between 

GPs and other clinical professionals where roles and 
responsibilities were changing [27, 34, 35, 61], whilst six 
cited positive collaboration within teams as an important 
facilitator to change [18, 35, 37, 38, 62, 63].

The third barrier and facilitator theme was resources 
and capacity. Nine studies highlighted lack of financial 
commitment as a fundamental barrier to PCT imple-
mentation [7, 35, 42, 51, 58, 62, 65, 72, 117] whilst two 
cited adequate funding as a facilitator [36, 64]. Four stud-
ies noted that time required from already very busy cli-
nicians to adapt and implement policy goals was often 
overlooked [26, 62, 63, 98], whilst two noted failure to 
account for the additional time required in geographi-
cally dispersed areas [75]. The lack of training was iden-
tified as a barrier to implementation in four studies [24, 
26, 61, 119], whereas two studies cited education and 
training as critical facilitators [39]. Lastly, the provision 
of information technology and technical assistance ena-
bling management and measurement was cited as a key 
barrier/facilitator [75, 115, 117].

In the final theme of targets, outcomes, and measure-
ment, four studies identified pay-for-performance incen-
tives as a facilitator to support PCT implementation [38, 
58, 66, 115]. However, three other studies noted these 
can act as a perverse incentive; for example, GPs being 
paid on a fee-for-service basis where wider MDT work-
ing was a policy aim [35, 40, 71]. Eight studies reported 
the identification and measurement of tangible out-
comes as a crucial facilitator of PCT [36, 51, 63, 64, 81, 

Table 3 Barriers and facilitators to implementing primary care transformation policies
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94, 99, 117]. Three studies indicated the importance of 
good data collection and management in order to enable 
this [20, 36, 75].

Discussion
This systematic scoping review of PCT included 107 
peer-reviewed studies from 15 countries and has char-
acterised research findings on components of PCT, out-
comes used to measure PCT, health inequalities and 
ageing populations, and barriers and facilitators to imple-
mentation. Primary care transformation is a widespread 
policy trend internationally. This review investigated the 
extent to which evidence supports the effectiveness of 
PCT, especially in contexts of health inequalities and age-
ing populations.

Over 80% of included studies were conducted in the 
USA, China, Canada, the UK, Australia, or Sweden. The 
most frequently employed components of PCT were the 
expansion of the MDT, alternative payment mechanisms, 
and increased primary care access. The most frequently 
measured outcomes were GP, managerial, or other MDT 
views, with patient perspectives and clinical or other 
harder outcomes not commonly examined.

Eighteen studies evaluated PCT in the context of 
deprived populations with mixed results. Benefits were 
largely found in countries with less-developed primary 
care systems where access was expanded. Nine studies 
reported no change or widening health inequalities fol-
lowing PCT implementation. Two of three studies eval-
uating PCT in the context of ageing populations found 
negative impacts including worsening continuity of care 
and access to primary care.

Thematic analysis of 41 studies citing barriers or 
facilitators to implementation of PCT identified four 
themes: (a) leadership, policy, and communication; (b) 
change, culture, and relationships; (c) resources and 
capacity; and (d) targets, outcomes, and measurement. 
Clear articulation of intended outcomes to those work-
ing ‘at-the-coalface’ is more likely to result in positive 
implementation.

Jimenez et  al. [9] conducted a systematic review of 
37 studies with only one database (MEDLINE) but also 
including a search of grey literature. They focused on 
multi-component interventions, required a compara-
tor, and defined a set of outcomes for included studies. 
Unlike our review, they did not examine the inequalities 
or barriers/facilitators to PCT implementation, although 
they also found some increases in primary care access 
and mixed results on the effect of PCT on secondary care 
use. One other scoping review [10], with an unreported 
number of included studies, presented findings regarding 
the importance of GP engagement with policy changes 
and the importance of power dynamics within MDTs. 

Miller et  al. [10] also found lack of community engage-
ment with PCT design was due to health care profes-
sionals lacking time and/or capacity. Our review adds 
strength to both of these findings but additionally finds 
that good communication of PCT aims with measurable 
outcomes can negate issues of engagement.

Our review has three main limitations. Firstly, com-
ponents of PCT were counted as reported in included 
papers. Some reforms may have other components not 
described and were not included in our counts. Secondly, 
we excluded grey literature and non-peer-reviewed 
research articles from our search strategy, although this 
may have minimal impact since Jimenez et  al. [9] did 
not identify any additional studies from searching the 
grey literature. Finally, our review included only English-
language papers resulting in 15, predominantly Chinese, 
papers being excluded from the full-text review.

There are three key implications for practice or pol-
icy from our review. The expansion of MDT to include 
a range of non-medical health care professionals in pri-
mary care delivery was a fundamental component of 
reform across many countries, regardless of the primary 
care system. This is consistent with the WHO guide-
lines [1, 5]. However, we found no evidence to describe 
the effectiveness of this PCT component on outcomes. 
MDT working can be hindered by a lack of training, 
resistance to change, and poor professional relation-
ships. These factors all have an economic dimension to 
them; for instance, primary care in more straightened 
circumstances can entail clinicians who are too busy to 
undertake additional training even if recommended and 
available, who can be expected to disengage with policies 
that entails time to rework practices to align with them, 
and who might further lack the time to invest in build-
ing, maintaining, and strengthening inter-professional 
relationships. Policymakers should ensure PCT planning 
includes sufficient resources to enable implementation, 
including training of MDT members and development of 
quality inter-professional relationships, and that ensure 
clinicians are active partners in the process of care.

Secondly, an often-stated aim of PCT is to increase pri-
mary care utilisation and efficiency whilst simultaneously 
reducing secondary and unscheduled care utilisation [2]. 
Our review found no evidence that any PCT policy has 
substantially achieved this twin aim. There were notable 
increases in primary care use in countries with histori-
cally low levels of utilisation, such as China or Turkey, 
following the implementation of policies designed to 
achieve this aim. For countries with more developed 
access to primary care, this lack of evidence means ques-
tions remain as to whether and how PCT will reduce sec-
ondary care utilisation, particularly in the face of ageing 
populations and rising needs.
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Thirdly, the review highlighted the importance of well-
articulated policies with committed leadership at all lev-
els of implementation and clear targets, outcomes, and 
means of measurement. This involves excellent working 
relationships between actors within and across all lev-
els of implementation. Adequate financial resourcing of 
PCT and an acknowledgement of the time that health 
care professionals will require to implement change are 
also important facilitators. Those seeking to design PCT 
policy need to find a balance between central control to 
maintain consistency across jurisdictions, whilst also 
enabling flexibility to enable adaptation at a local level. 
This may be particularly important for geographically 
dispersed populations or other populations with distinc-
tive needs.

Outcomes in the review were dominated by health 
care professional views or health care use. Future studies 
should consider PCT for patient-related outcomes, such 
as continuity-of-care, or from a quality-of-care perspec-
tive. Future research should also consider the dual impact 
of PCT on older populations and on health inequalities. 
We found little evidence evaluating the former and mixed 
results for the latter.

Conclusions
Successful implementation of PCT relies on good rela-
tionships and clear understanding of roles between GPs 
and other health care professionals. More generally, 
leadership at all levels, financial commitment, and pol-
icy design, including both ‘top-down’ and ‘bottom-up’ 
approaches, appear to facilitate successful implementa-
tion. However, there is a lack of evidence on the effects 
of PCT, both in general and specifically for older peo-
ple, and on health inequalities, with few studies evalu-
ating the impact using patient-related or quality of care 
outcomes.

Abbreviations
ACA   Affordable Care Act
CCGs  Clinical commissioning groups
CINAHL  Cumulative Index for Nursing and Allied Healthcare Literature
FHTs  Family Health Teams
FMGs  Family Medicine Groups
GP  General practitioner
MDT  Multidisciplinary team
OECD  Organisation for Economic Cooperation and Development
OSF  Open Science Framework
PCMH  Patient-centred medical home
PCT  Primary care transformation
PICO  Population, Intervention, Comparator, and Outcome
PRISMA  Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses
QOF  Quality and Outcomes Framework
WHO  World Health Organization

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12916- 023- 03033-z.

Additional file 1: Table S1. PRISMA-ScR Checklist. Table S2. MEDLINE 
Search terms. Table S3. Characteristics of included studies. Fig. S1. 
Included studies by country and methodology. Fig. S2. Count of types of 
primary care transformation in included studies, by policy. Fig. S3: Count 
of types of primary care transformation in included studies, by policy (alt). 
Fig. S4. Count of outcome measures in included studies, by policy. Fig. 
S5. Outcome measures in included studies, by methodology. Fig. S6. 
Types of health inequalities measured (n=37). Fig. S7. Studies citing bar-
riers and facilitators to PCT (n=41), by methodology and country. Fig. S8. 
Included studies by year 

Acknowledgements
Not applicable

Authors’ Twitter handles
@Stewmercer (Mercer, S. W.); @_davidhen (Henderson, D. A. G.)

Authors’ contributions
All authors have made substantive intellectual contributions to the develop-
ment of this manuscript. All authors read and reviewed the final manuscript. 
SWM and HW co-led the conceptualisation of the study. BG, MP, ES, and AT 
were also involved in the study conceptualisation. DH, ED, HH, and SWM 
contributed to the search strategy; screened the articles for title, abstract, and 
full text; contributed to the thematic analysis or barriers and facilitators; and 
edited the manuscript. DH and HH developed the data extraction tool. DH 
conducted the analysis of study characteristics including visualisations and 
drafted the manuscript. MD advised on and revised the search strategy and 
conducted pilot searches. BG, MP, and ES screened the articles for title and 
abstracts and edited the manuscript. HW and AT reviewed and edited the 
manuscript.

Funding
Economic & Social Research Council (ES/T014164/1).
National Natural Science Foundation of China (72061137002; 
NSFC-UKRI_ESRC).
The funders had no role in the design, analysis, or interpretation of the study.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article [and its supplementary information files].

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Centre for Population Health Sciences, Usher Institute, University of Edin-
burgh, Edinburgh, UK. 2 College of Medicine and Veterinary Medicine, Uni-
versity of Edinburgh, Edinburgh, UK. 3 School of Social Work and Social Policy, 
University of Strathclyde, Glasgow, UK. 4 School of Social and Political Sciences, 
University of Edinburgh, Edinburgh, UK. 5 School of Public Health, Sun Yat-Sen 
University, Guangzhou, China. 

Received: 8 May 2023   Accepted: 15 August 2023

https://doi.org/10.1186/s12916-023-03033-z
https://doi.org/10.1186/s12916-023-03033-z


Page 10 of 12Henderson et al. BMC Medicine          (2023) 21:319 

References
 1. A vision for primary health care in the 21st century: towards universal 

health coverage and the sustainable development goals. Geneva, 
World Health Organisation; the United Nations Children’s Fund, 2018. 
https:// apps. who. int/ iris/ handle/ 10665/ 328065.

 2. Realising the potential of primary health care. OECD; 2020.https:// doi. 
org/ 10. 1787/ a92ad ee4- en.

 3. Skou ST, Mair FS, Fortin M, et al. Multimorbidity. Nat Rev Dis Primers. 
2022;8. https:// doi. org/ 10. 1038/ s41572- 022- 00376-4.

 4. Hanson K, Brikci N, Erlangga D, et al. The Lancet Global Health Com-
mission on financing primary health care: putting people at the centre. 
Lancet Glob Health. 2022;10:e715–72.

 5. Operational framework for primary health care: transforming vision 
into action. Geneva, World Health Organisation; the United Nations 
Children’s Fund, 2020 . https:// www. who. int/ publi catio ns/i/ item/ 97892 
40017 832.

 6. Burström B, Burström K, Nilsson G, Tomson G, Whitehead M, Winblad 
U. Equity aspects of the primary health care choice reform in Sweden 
a scoping review. Int J Equity Health. 2017;16. https:// doi. org/ 10. 1186/ 
s12939- 017- 0524-z.

 7. Levesque J-F, Haggerty J, Hogg W, et al. Barriers and facilitators for pri-
mary care reform in Canada: results from a deliberative synthesis across 
five provinces. Healthc Policy. 2015;11:44–57.

 8. Aggarwal M, Williams AP. Tinkering at the margins: evaluating the pace 
and direction of primary care reform in Ontario, Canada. BMC Fam Prac. 
2019;20. https:// doi. org/ 10. 1186/ s12875- 019- 1014-8.

 9. Jimenez G, Matchar D, Koh GC-H, Car J. Multicomponent interven-
tions for enhancing primary care: a systematic review. Br J Gen Pract. 
2020;71:e10-21.

 10. Miller R, Weir C, Gulati S. Transforming primary care: scoping review of 
research and practice. J Integr Care. 2018;26:176–88.

 11. Arksey H, O’Malley L. Scoping studies: towards a methodological frame-
work. Int J Soc Res Methodol. 2005;8:19–32.

 12. Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping 
reviews (PRISMA-ScR): checklist and explanation. Ann Intern Med. 
2018;169:467–73.

 13. Chen X, Giles J, Yao Y, et al. The path to healthy ageing in China: a 
Peking UniversityLancet Commission. Lancet. 2022;400:1967–2006.

 14. Best A, Greenhalgh T, Lewis S, Saul JE, Carroll S, Bitz J. Large-
system transformation in health care: a realist review. Milbank Q. 
2012;90:421–56.

 15. Covidence., Veritas Health Innovation, Melbourne, Australia. https:// 
www. covid ence. org/.

 16. McKeown S, Mir ZM. Considerations for conducting systematic 
reviews: evaluating the performance of different methods for de-
duplicating references. Syst Rev. 2021; 10. https:// doi. org/ 10. 1186/ 
s13643- 021- 01583-y.

 17. Taylor MJ, Horey D, Livingstone C, Chan S-P, Swerissen H. General prac-
titioners and consultation drift: the effects of supply-side changes and 
reforms on service delivery patterns. Aust Health Rev. 2013;37:574.

 18. Robinson S, Varhol R, Ramamurthy V, et al. The Australian primary 
healthcare experiment: a national survey of Medicare Locals. BMJ Open. 
2015;5:e007191-e7201.

 19. Jolley G, Freeman T, Baum F, et al. Health policy in South Australia 2003–
10: primary health care workforce perceptions of the impact of policy 
change on health promotion. Health Promot J Austr. 2014;25:116–24.

 20. Lyle D, Saurman E, Kirby S, Jones D, Humphreys J, Wakerman J. What 
do evaluations tell us about implementing new models in rural and 
remote primary health care? Findings from a narrative analysis of seven 
service evaluations conducted by an Australian centre of research 
excellence. Rural Remote Health. 2017;17. https:// doi. org/ 10. 22605/ 
rrh39 26.

 21. Javanparast S, Maddern J, Baum F, et al. Change management in an 
environment of ongoing primary health care system reform: a case 
study of Australian primary health care services. Int J Health Plann 
Manage. 2017;33:e76-88.

 22. Javanparast S, Freeman T, Baum F, et al. How institutional forces, ideas 
and actors shaped population health planning in Australian regional 
primary health care organisations. BMC Public Health. 2018;18. 
https:// doi. org/ 10. 1186/ s12889- 018- 5273-4.

 23. Javanparast S, Windle A, Freeman T, Baum F. Community health 
worker programs to improve healthcare access and equity: are they 
only relevant to low- and middle-income countries? Int J Health 
Policy Manag. 2018;7:943–54.

 24. Baum F, Freeman T. Why community health systems have not flour-
ished in high income countries: what the Australian experience tells 
us. Int J Health Policy Manag. 2021. https:// doi. org/ 10. 34172/ ijhpm. 
2021. 42.

 25. Fisher M, Baum F, Kay A, Friel S. Are changes in Australian national pri-
mary healthcare policy likely to promote or impede equity of access? 
A narrative review. Aust J Prim Health. 2017;23:209.

 26. Gardner K, Sibthorpe B, Chan M, Sargent G, Dowden M, McAullay D. 
Implementation of continuous quality improvement in Aboriginal 
and Torres Strait Islander primary health care in Australia: a scoping 
systematic review. BMC Health Serv Res. 2018;18. https:// doi. org/ 10. 
1186/ s12913- 018- 3308-2.

 27. Harris M, Advocat J, Crabtree B, et al. Interprofessional teamwork 
innovations for primary health care practices and practitioners: evi-
dence from a comparison of reform in three countries. J Multidiscip 
Healthc. 2016;9:35.

 28. Russell GM, Miller WL, Gunn JM, et al. Contextual levers for team-
based primary care: lessons from reform interventions in five jurisdic-
tions in three countries. Fam Pract. 2017;35:276–84.

 29. Lavergne M, Peterson S, McKendry R, Sivananthan S, McGrail K. Full-
service family practice in British Columbia: policy interventions and 
trends in practice, 19912010. Healthc Policy. 2014;9:32–47.

 30. Ouimet M-J, Pineault R, Prud’homme A, Provost S, Fournier M, 
Levesque J-F. The impact of primary healthcare reform on equity 
of utilization of services in the province of Quebec: a 2003–2010 
follow-up. Int J Equity Health. 2015;14. https:// doi. org/ 10. 1186/ 
s12939- 015- 0243-2.

 31. Lofters AK, Mark A, Taljaard M, Green ME, Glazier RH, Dahrouge S. Can-
cer screening inequities in a time of primary care reform: a population-
based longitudinal study in Ontario, Canada. BMC Fam Pract. 2018;19. 
https:// doi. org/ 10. 1186/ s12875- 018- 0827-1.

 32. Batista R, Pottie KC, Dahrouge S, et al. Impact of health care reform on 
enrolment of immigrants in primary care in Ontario, Canada. Fam Pract. 
2018. https:// doi. org/ 10. 1093/ fampra/ cmy082.

 33. Haj-Ali W, Moineddin R, Hutchison B, Wodchis WP, Glazier RH. Role of 
interprofessional primary care teams in preventing avoidable hospitali-
zations and hospital readmissions in Ontario, Canada: a retrospective 
cohort study. BMC Health Serv Res. 2020;20. doi:https:// doi. org/ 10. 
1186/ s12913- 020- 05658-9.

 34. Rodríguez C, Pozzebon M. The implementation evaluation of primary 
care groups of practice: a focus on organizational identity. BMC Fam 
Pract. 2010;11. https:// doi. org/ 10. 1186/ 1471- 2296- 11- 15.

 35. Misfeldt R, Suter E, Mallinson S, Boakye O, Wong S, Nasmith L. Exploring 
context and the factors shaping team-based primary healthcare poli-
cies in three Canadian provinces: a comparative analysis. Healthc Policy. 
2017;13:74–93.

 36. Suter E, Mallinson S, Misfeldt R, Boakye O, Nasmith L, Wong ST. Advanc-
ing team-based primary health care: a comparative analysis of policies 
in western Canada. BMC Health Serv Res. 2017;17. https:// doi. org/ 10. 
1186/ s12913- 017- 2439-1.

 37. Hanlon N, Reay T, Snadden D, MacLeod M. Creating partnerships to 
achieve health care reform: moving beyond a politics of scale? Int J 
Health Serv. 2018;49:51–67.

 38. Ashcroft R, Kennedy L, Van Katwyk T. An exploration of the methods of 
communication between policy makers and providers that help facili-
tate implementation of primary health care reforms. Soc Work Public 
Health. 2019;34:370–82.

 39. Leslie M, Khayatzadeh-Mahani A, Birdsell J, et al. An implementation 
history of primary health care transformation: Alberta’s primary care 
networks and the people, time and culture of change. BMC Fam Pract. 
2020;21. https:// doi. org/ 10. 1186/ s12875- 020- 01330-7.

 40. Gilbert F, Denis J-L, Lamothe L, Beaulieu M-D, D’amour D, Goudreau 
J. Reforming primary healthcare: from public policy to organizational 
change. J Health Organ Manag. 2015;29:92–110.

 41. Babiarz KS, Miller G, Yi H, Zhang L, Rozelle S. New evidence on the 
impact of China’s New Rural Cooperative Medical Scheme and its 

https://apps.who.int/iris/handle/10665/328065
https://doi.org/10.1787/a92adee4-en
https://doi.org/10.1787/a92adee4-en
https://doi.org/10.1038/s41572-022-00376-4
https://www.who.int/publications/i/item/9789240017832
https://www.who.int/publications/i/item/9789240017832
https://doi.org/10.1186/s12939-017-0524-z
https://doi.org/10.1186/s12939-017-0524-z
https://doi.org/10.1186/s12875-019-1014-8
https://www.covidence.org/
https://www.covidence.org/
https://doi.org/10.1186/s13643-021-01583-y
https://doi.org/10.1186/s13643-021-01583-y
https://doi.org/10.22605/rrh3926
https://doi.org/10.22605/rrh3926
https://doi.org/10.1186/s12889-018-5273-4
https://doi.org/10.34172/ijhpm.2021.42
https://doi.org/10.34172/ijhpm.2021.42
https://doi.org/10.1186/s12913-018-3308-2
https://doi.org/10.1186/s12913-018-3308-2
https://doi.org/10.1186/s12939-015-0243-2
https://doi.org/10.1186/s12939-015-0243-2
https://doi.org/10.1186/s12875-018-0827-1
https://doi.org/10.1093/fampra/cmy082
https://doi.org/10.1186/s12913-020-05658-9
https://doi.org/10.1186/s12913-020-05658-9
https://doi.org/10.1186/1471-2296-11-15
https://doi.org/10.1186/s12913-017-2439-1
https://doi.org/10.1186/s12913-017-2439-1
https://doi.org/10.1186/s12875-020-01330-7


Page 11 of 12Henderson et al. BMC Medicine          (2023) 21:319  

implications for rural primary healthcare: multivariate difference-in-
difference analysis. BMJ. 2010;341:c5617–27.

 42. Yam CH, Liu S, Huang OH, Yeoh E, Griffiths SM. Can vouchers make a 
difference to the use of private primary care services by older people? 
Experience from the healthcare reform programme in Hong Kong. BMC 
Health Serv Res. 2011;11. https:// doi. org/ 10. 1186/ 1472- 6963- 11- 255.

 43. Powell-Jackson T, Yip WC-M, Han W. Realigning demand and supply 
side incentives to improve primary health care seeking in rural China. 
Health Econ. 2014;24:755–72.

 44. Ding D, Pan Q, Shan L, et al. Prescribing patterns in outpatient clin-
ics of township hospitals in China: a comparative study before and 
after the 2009 Health System Reform. Int J Environ Res Public Health. 
2016;13:679.

 45. Zhang X, Fang P. Job satisfaction of village doctors during the new 
healthcare reforms in China. Aust Health Rev. 2016;40:225.

 46. Wong HT, Guo YQ, Chiu MYL, Chen S, Zhao Y. Spatial illustration of 
health-care workforce accessibility index in China: how far has our 2009 
Health-Care Reform brought us? Aust J Rural Health. 2015;24:54–60.

 47. Zhang L, Cheng G, Song S, et al. Efficiency performance of China’s 
health care delivery system. Int J Health Plann Manag. 2017;32:254–63.

 48. Huang Y, Jiang Y, Zhang L, et al. Availability, use, and affordability of 
medicines in urban China under universal health coverage: an empiri-
cal study in Hangzhou and Baoji. BMC Health Serv Res. 2018;18. https:// 
doi. org/ 10. 1186/ s12913- 018- 2993-1.

 49. Zhou Y, Yao X, Jian W. Improving health equity: changes in self-assessed 
health across income groups in China. Int J Equity Health. 2018;17. 
https:// doi. org/ 10. 1186/ s12939- 018- 0808-y.

 50. Gong Y, Xu J, Chen T, Sun N, Lu Z, Yin X. The effect of the latest health 
care reforms on the quality of community health services in China. Int J 
Health Plann Manag. 2018;33:e1225–31.

 51. Li J, Shi L, Liang H, Ma C, Xu L, Qin W. Health care utilization and afford-
ability among older people following China’s 2009 health reform – 
evidence from CHARLS pilot study. Int J Equity Health. 2019;18. https:// 
doi. org/ 10. 1186/ s12939- 019- 0969-3.

 52. Chen J, Xu S, Gao J. The mixed effect of China’s new health care reform 
on health insurance coverage and the efficiency of health service 
utilisation: a longitudinal approach. Int J Environ Res Public Health. 
2020;17:1782.

 53. Jin Y, Xu J, Zhu W, Zhang Y, Xu L, Meng Q. Synergy of policies to 
strengthen primary care: evidence from a national repeated cross-
sectional study. BMC Health Serv Res.2020;20. https:// doi. org/ 10. 1186/ 
s12913- 020- 05695-4.

 54. Li L, Zhang R, Chen Y, et al. Achievements and challenges in health 
management for aged individuals in primary health care sectors: a 
survey in Southwest China. BMC Public Health. 2020;20. https:// doi. org/ 
10. 1186/ s12889- 020- 8210-2.

 55. Zhou Z, Zhao Y, Shen C, Lai S, Nawaz R, Gao J. Evaluating the effect of 
hierarchical medical system on health seeking behavior: a difference-
in-differences analysis in China. Soc Sci Med. 2021;268:113372.

 56. Zhou XD, Li L, Hesketh T. Health system reform in rural China: voices of 
healthworkers and service-users. Soc Sci Med. 2014;117:134–41.

 57. Zhang M, Wang W, Millar R, Li G, Yan F. Coping and compromise: a quali-
tative study of how primary health care providers respond to health 
reform in China. Human Resour Health. 2017;15. https:// doi. org/ 10. 
1186/ s12960- 017- 0226-z.

 58. Yuan S, Wang F, Li X, Jia M, Tian M. Facilitators and barriers to implement 
the family doctor contracting services in China: findings from a qualita-
tive study. BMJ Open. 2019;9:e032444.

 59. Wu J, Li X, Song Y, et al. The impact of a bundled policy intervention on 
improving the performance of rural healthcare in China. Int J Equity in 
Health. 2016;15. https:// doi. org/ 10. 1186/ s12939- 016- 0334-8.

 60. Dourgnon P, Naiditch M. The preferred doctor scheme: a politi-
cal reading of a French experiment of gate-keeping. Health Policy. 
2010;94:129–34.

 61. Dini L, Sarganas G, Heintze C, Braun V. Home visit delegation in primary 
care. Dtsch Ärztebl Int. 2012. https:// doi. org/ 10. 3238/ arzte bl. 2012. 0795.

 62. Tierney E, O’Sullivan M, Hickey L, et al. Do primary care professionals 
agree about progress with implementation of primary care teams: 
results from a cross sectional study. BMC Fam Pract. 2016;17. https:// 
doi. org/ 10. 1186/ s12875- 016- 0541-9.

 63. Tierney E, McEvoy R, Hannigan A, MacFarlane AE. Implementing 
community participation via interdisciplinary teams in primary care: 
an Irish case study in practice. Health Expect. 2018;21:990–1001.

 64. McEvoy R, Tierney E, MacFarlane A. ‘Participation is integral’: under-
standing the levers and barriers to the implementation of com-
munity participation in primary healthcare: a qualitative study using 
normalisation process theory. BMC Health Serv Res. 2019;19. https:// 
doi. org/ 10. 1186/ s12913- 019- 4331-7.

 65. Tierney E, Hannigan A, Kinneen L, et al. Interdisciplinary team 
working in the Irish primary healthcare system: analysis of ‘invisible’ 
bottom up innovations using Normalisation Process Theory. Health 
Policy. 2019;123:1083–92.

 66. Fiorentini G, Iezzi E, Lippi Bruni M, Ugolini C. Incentives in primary 
care and their impact on potentially avoidable hospital admissions. 
Eur J Health Econ. 2010;12:297–309.

 67. Buivydiene J, Starkiene L, Smigelskas K. Healthcare reform in Lithu-
ania: evaluation of changes in human resources and infrastructure. 
Scand J Public Health. 2010;38:259–65.

 68. van den Hombergh P, van Doorn-Klomberg A, Campbell S, Wensing 
M, Braspenning J. Patient experiences with family medicine: a longi-
tudinal study after the Dutch health care reforms in 2006. BMC Fam 
Pract. 2016;17. https:// doi. org/ 10. 1186/ s12875- 016- 0519-7.

 69. Matheson D, Reidy J, Tan L, Carr J. Good progress for children 
coupled with recalcitrant inequalities for adults in New Zealand’s 
journey towards Universal Health Coverage over the last decade. 
N Z Med J. 2015;128. https:// journ al. nzma. org. nz/ journ al- artic les/ 
good- progr ess- for- child ren- coupl ed- with- recal citra nt- inequ aliti es- 
for- adults- in- new- zeala nds- journ ey- towar ds- unive rsal- health- cover 
age- over- the- last- decade.

 70. Thomson M. Who had access to doctors before and after new 
universal capitated subsidies in New Zealand? Health Policy. 
2019;123:756–64.

 71. Finlayson MP, Sheridan NF, Cumming JM, Fowler S. The impact of 
funding changes on the implementation of primary health care 
policy. Prim Health Care Res Dev. 2011;13:120–9.

 72. Olugbenga Ayeleke R, Tenbensel T, Silwal PR, Walton L. Like using a 
refrigerator to heat food: capacity and capability funding in primary 
care and the legacy of the Primary Health Organisation Performance 
Programme. J Prim Health Care. 2020;12:345.

 73. Dimitrovová K, Perelman J, Serrano-Alarcón M. Effect of a national 
primary care reform on avoidable hospital admissions (2000–2015): a 
difference-in-difference analysis. Soc Sci Med. 2020;252:112908.

 74. da Luz PA, Ramalho A, Viana J, Pinto Hespanhol A, Freitas A, Biscaia 
A. The effect of commissioning on Portuguese primary health care 
units’ performance: a four-year national analysis. Health Policy. 
2021;125:709–16.

 75. Lapão LV, Dussault G. From policy to reality: clinical managers’ views 
of the organizational challenges of primary care reform in Portugal. 
Int J Health Plann Manag. 2012;27:295–307.

 76. Norwood P, Correia I, Veiga P, Watson V. Patients’ experiences and 
preferences for primary care delivery: a focus group analysis. Prim 
Health Care Res Dev. 2019;20. https:// doi. org/ 10. 1017/ s1463 42361 
90004 22.

 77. Isaksson D, Blomqvist P, Winblad U. Free establishment of primary 
health care providers: effects on geographical equity. BMC Health Serv 
Res. 2015;16. https:// doi. org/ 10. 1186/ s12913- 016- 1259-z.

 78. Sveréus S, Kjellsson G, Rehnberg C. Socioeconomic distribution of GP 
visits following patient choice reform and differences in reimbursement 
models: Evidence from Sweden. Health Policy. 2018;122:949–56.

 79. Dietrichson J, Ellegård LM, Kjellsson G. Patient choice, entry, and the 
quality of primary care: evidence from Swedish reforms. Health Econ. 
2020;29:716–30.

 80. Mosquera PA, San Sebastian M, Burström B, Hurtig A-K, Gustafsson PE. 
Performing through privatization: an ecological natural experiment of 
the impact of the Swedish free choice reform on ambulatory care sensi-
tive conditions. Front Public Health. 2021;9. https:// doi. org/ 10. 3389/ 
fpubh. 2021. 504998.

 81. Avby G, Kjellström S, Andersson Bäck M. Tending to innovate in Swedish 
primary health care: a qualitative study. BMC Health Serv Res. 2019;19. 
https:// doi. org/ 10. 1186/ s12913- 019- 3874-y.

https://doi.org/10.1186/1472-6963-11-255
https://doi.org/10.1186/s12913-018-2993-1
https://doi.org/10.1186/s12913-018-2993-1
https://doi.org/10.1186/s12939-018-0808-y
https://doi.org/10.1186/s12939-019-0969-3
https://doi.org/10.1186/s12939-019-0969-3
https://doi.org/10.1186/s12913-020-05695-4
https://doi.org/10.1186/s12913-020-05695-4
https://doi.org/10.1186/s12889-020-8210-2
https://doi.org/10.1186/s12889-020-8210-2
https://doi.org/10.1186/s12960-017-0226-z
https://doi.org/10.1186/s12960-017-0226-z
https://doi.org/10.1186/s12939-016-0334-8
https://doi.org/10.3238/arztebl.2012.0795
https://doi.org/10.1186/s12875-016-0541-9
https://doi.org/10.1186/s12875-016-0541-9
https://doi.org/10.1186/s12913-019-4331-7
https://doi.org/10.1186/s12913-019-4331-7
https://doi.org/10.1186/s12875-016-0519-7
https://journal.nzma.org.nz/journal-articles/good-progress-for-children-coupled-with-recalcitrant-inequalities-for-adults-in-new-zealands-journey-towards-universal-health-coverage-over-the-last-decade
https://journal.nzma.org.nz/journal-articles/good-progress-for-children-coupled-with-recalcitrant-inequalities-for-adults-in-new-zealands-journey-towards-universal-health-coverage-over-the-last-decade
https://journal.nzma.org.nz/journal-articles/good-progress-for-children-coupled-with-recalcitrant-inequalities-for-adults-in-new-zealands-journey-towards-universal-health-coverage-over-the-last-decade
https://journal.nzma.org.nz/journal-articles/good-progress-for-children-coupled-with-recalcitrant-inequalities-for-adults-in-new-zealands-journey-towards-universal-health-coverage-over-the-last-decade
https://doi.org/10.1017/s1463423619000422
https://doi.org/10.1017/s1463423619000422
https://doi.org/10.1186/s12913-016-1259-z
https://doi.org/10.3389/fpubh.2021.504998
https://doi.org/10.3389/fpubh.2021.504998
https://doi.org/10.1186/s12913-019-3874-y


Page 12 of 12Henderson et al. BMC Medicine          (2023) 21:319 

 82. Akhavan S, Tillgren P. Client/patient perceptions of achieving equity 
in primary health care: a mixed methods study. Int J Equity Health. 
2015;14. https:// doi. org/ 10. 1186/ s12939- 015- 0196-5.

 83. Hone T, Gurol-Urganci I, Millett C, Başara B, Akdağ R, Atun R. Effect of 
primary health care reforms in Turkey on health service utilization and 
user satisfaction. Health Policy Plann. 2016;32:57–67.

 84. Sparkes SP, Atun R, Bӓrnighausen T. The impact of the family medicine 
model on patient satisfaction in Turkey: panel analysis with province 
fixed effects. PLOS One. 2019;14:e0210563.

 85. Erus B. Out of pocket health expenditures in Turkey following introduc-
tion of co-payments along with improved primary care services. Int J 
Health Plann Manag. 2019;35:433–40.

 86. Cevik C, Kilic B. Change from health center to family physician period in 
the Turkish health system: a qualitative study. Int J Health Plann Manag. 
2018;33:e1022–36.

 87. Espinosa-González AB, Normand C. Challenges in the implementation 
of primary health care reforms: a qualitative analysis of stakeholders’ 
views in Turkey. BMJ Open. 2019;9:e027492.

 88. Kontopantelis E, Springate DA, Ashworth M, Webb RT, Buchan IE, Doran 
T. Investigating the relationship between quality of primary care and 
premature mortality in England: a spatial whole-population study. BMJ. 
2015;350:h904–14.

 89. Ryan AM, Krinsky S, Kontopantelis E, Doran T. Long-term evidence for 
the effect of pay-for-performance in primary care on mortality in the 
UK: a population study. Lancet. 2016;388:268–74.

 90. Moran V, Checkland K, Coleman A, Spooner S, Gibson J, Sutton M. Gen-
eral practitioners’ views of clinically led commissioning: cross-sectional 
survey in England. BMJ Open. 2017;7:e015464.

 91. Lopez Bernal JA, Lu CY, Gasparrini A, Cummins S, Wharham JF, Soumerai 
SB. Association between the 2012 Health and Social Care Act and 
specialist visits and hospitalisations in England: a controlled interrupted 
time series analysis. PLOS Med. 2017;14:e1002427.

 92. Tammes P, Payne RA, Salisbury C, Chalder M, Purdy S, Morris RW. The 
impact of a named GP scheme on continuity of care and emergency 
hospital admission: a cohort study among older patients in England, 
20122016. BMJ Open. 2019;9:e029103.

 93. Forbes LJ, Forbes H, Sutton M, Checkland K, Peckham S. Changes in 
patient experience associated with growth and collaboration in general 
practice: observational study using data from the UK GP Patient Survey. 
Br J Gen Pract. 2020;70:e906–15.

 94. Gridley K, Spiers G, Aspinal F, Bernard S, Atkin K, Parker G. Can general 
practitioner commissioning deliver equity and excellence? Evidence 
from two studies of service improvement in the English NHS. J Health 
Serv Res Policy. 2012;17:87–93.

 95. O’Donnell CA, Mackenzie M, Reid M, et al. Delivering a national pro-
gramme of anticipatory care in primary care: a qualitative study. Br J 
Gen Pract. 2012;62:e288–96.

 96. Allan HT, Brearley S, Byng R, et al. People and teams matter in 
organizational change: professionals’ and managers’ experiences of 
changing governance and incentives in primary care. Health Serv Res. 
2013;49:93–112.

 97. Petsoulas C, Allen P, Checkland K, et al. Views of NHS commissioners on 
commissioning support provision. Evidence from a qualitative study 
examining the early development of clinical commissioning groups in 
England. BMJ Open. 2014;4:e005970.

 98. Humphrey T, Cleaver K. General practitioners’ perceptions on their role 
in light of the NHS five year forward view: a qualitative study. London J 
Prim Care. 2018;10:54–8.

 99. Checkland K, Coleman A, McDermott I, et al. Primary care-led commis-
sioning: applying lessons from the past to the early development of clini-
cal commissioning groups in England. Br J Gen Pract. 2013;63:e611–9.

 100. Checkland K, McDermott I, Coleman A, Perkins N. Complexity in the 
new NHS: longitudinal case studies of CCGs in England. BMJ Open. 
2016;6:e010199.

 101. McDermott I, Checkland K, Moran V, Warwick-Giles L. Achieving 
integrated care through commissioning of primary care services in the 
English NHS: a qualitative analysis. BMJ Open. 2019;9:e027622.

 102. Boeckxstaens P, Smedt DD, Maeseneer JD, Annemans L, Willems S. The 
equity dimension in evaluations of the quality and outcomes frame-
work: a systematic review. BMC Health Serv Res. 2011;11. https:// doi. 
org/ 10. 1186/ 1472- 6963- 11- 209.

 103. Gabbay RA, Bailit MH, Mauger DT, Wagner EH, Siminerio L. Multipayer 
patient-centered medical home implementation guided by the chronic 
care model. The Jt Comm J Qual Patient Saf. 2011;37:265–73.

 104. Kuo Y-F, Loresto FL, Rounds LR, Goodwin JS. States with the least restric-
tive regulations experienced the largest increase in patients seen by 
nurse practitioners. Health Aff. 2013;32:1236–43.

 105. Phillips RL, Han M, Petterson SM, Makaroff LA, Liaw WR. Cost, utilization, 
and quality of care: an evaluation of Illinois’ Medicaid Primary Care Case 
Management Program. Ann Fam Med. 2014;12:408–17.

 106. Lemak CH, Nahra TA, Cohen GR, et al. Michigan’s Fee-For-Value Physi-
cian Incentive Program reduces spending and improves quality in 
primary care. Health Aff. 2015;34:645–52.

 107. Kern LM, Edwards A, Kaushal R. The patient-centered medical home 
and associations with health care quality and utilization. Ann Intern 
Med. 2016;164:395.

 108. Shi L, Lee D-C, Chung M, Liang H, Lock D, Sripipatana A. Patient-
centered medical home recognition and clinical performance in U.S. 
community health centers. Health Serv Res. 2016;52:984–1004.

 109. Rhodes KV, Basseyn S, Friedman AB, Kenney GM, Wissoker D, Polsky D. 
Access to primary care appointments following 2014 insurance expan-
sions. Ann Fam Med. 2017;15:107–12.

 110. Vest JR, Harris LE, Haut DP, Halverson PK, Menachemi N. Indianapo-
lis provider’s use of wraparound services associated with reduced 
hospitalizations and emergency department visits. Health Aff. 
2018;37:1555–61.

 111. Wong ES, Maciejewski ML, Hebert PL, et al. Did Massachusetts Health 
Reform affect veterans affairs primary care use? Med Care Res Rev. 
2016;75:33–45.

 112. Jones AL, Hausmann LRM, Kertesz S, et al. Differences in experiences 
with care between homeless and nonhomeless patients in veterans 
affairs facilities with tailored and nontailored primary care teams. Med 
Care. 2018;56:610–8.

 113. Bustamante AV, Chen J. Lower barriers to primary care after the imple-
mentation of the Affordable Care Act in the United States of America. 
Rev Panam Salud Pública. 2018;42. https:// doi. org/ 10. 26633/ rpsp. 2018. 
106.

 114. Singh KA, Wilk AS. Affordable Care Act Medicaid expansion and racial 
and ethnic disparities in access to primary care. J Health Care Poor 
Underserved. 2019;30:1543–59.

 115. Rittenhouse DR, Wiley JA, Peterson LE, Casalino LP, Phillips RL. Meaning-
ful use and medical home functionality in primary care practice. Health 
Aff. 2020;39:1977–83.

 116. Brown EA, White BM, Jones WJ, Gebregziabher M, Simpson KN. 
Measuring the impact of the Affordable Care Act Medicaid expan-
sion on access to primary care using an interrupted time series 
approach. Health Res Policy Syst. 2021;19. https:// doi. org/ 10. 1186/ 
s12961- 021- 00730-0.

 117. Quinn MT, Gunter KE, Nocon RS, et al. Undergoing transformation 
to the patient centered medical home in safety net health centers: 
perspectives from the front lines. Ethn Dis. 2013;23:356–62.

 118. Dill J, Morgan JC, Chuang E, Mingo C. Redesigning the role of medical 
assistants in primary care: challenges and strategies during implemen-
tation. Med Care Res Rev. 2019;78:240–50.

 119. Bidassie B, Davies ML, Stark R, Boushon B. VA experience in imple-
menting patient-centered medical home using a breakthrough series 
collaborative. J Gen Intern Med. 2014;29:563–71.

 120. Peikes D, Dale S, Ghosh A, et al. The comprehensive primary care initia-
tive: effects on spending, quality, patients, and physicians. Health Aff. 
2018;37:890–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1186/s12939-015-0196-5
https://doi.org/10.1186/1472-6963-11-209
https://doi.org/10.1186/1472-6963-11-209
https://doi.org/10.26633/rpsp.2018.106
https://doi.org/10.26633/rpsp.2018.106
https://doi.org/10.1186/s12961-021-00730-0
https://doi.org/10.1186/s12961-021-00730-0

	Understanding primary care transformation and implications for ageing populations and health inequalities: a systematic scoping review of new models of primary health care in OECD countries and China
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Results
	Discussion
	Conclusions
	Anchor 12
	Acknowledgements
	References


