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Abstract
Background Community-based primary health care represents various community-based health care (CBPHC) 
models that incorporate health promotion and community development to deliver first-contact health services. 
Learning health systems (LHSs) are essential for improving CBPHC in which feedback from relevant stakeholders 
is used to continuously improve health systems with the goal of achieving population health and health equity. 
Performance reporting is one way to present data to clinicians and decision makers to facilitate a process of reflection, 
participation, and collaboration among partners to improve CBPHC.

Methods Our objective was to obtain feedback on a regional CBPHC performance portrait through key informant 
interviews. We used purposive convenience sampling to recruit participants who were clinicians in primary care 
and/or decision-makers in primary care at a regional level. The performance portrait summarized results of survey 
questions asked of patients, providers, and primary care organizations. The portrait was organized by the 10 pillars of 
the Patient’s Medical Home (PMH) model. Interview questions specifically asked about portrait content, formatting, 
interpretability, utility, and dissemination strategies. Content analysis was used to analyze interview data.

Results We completed 19 interviews with key informants from the Canadian provinces of Nova Scotia (n = 8), Ontario 
(n = 6) and British Columbia (n = 5). We coded transcripts into four content areas: (1) Usability as influenced by content 
and interpretability, (2) Formatting, (3) Utility, and (4) Dissemination. Using data and reporting back to clinicians and 
decision-makers about how their practices and jurisdictions are performing in primary care in meaningful ways is 
important. Our results suggest having available methodology notes, including the analysis used to develop any 
scoring, sampling and sample sizes, and interpretation of the statistics is necessary.

Conclusions This research was the first to create a comprehensive performance portrait using data driven by 
factors that are important to primary care partners. We obtained important feedback on the portrait in the context of 
usability, formatting, utility, and dissemination. This data needs to be used to provide feedback in continuous cycles to 
evaluate and improve CBPHC models as part of a LHS.
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Background
Strong community-based primary health care (CBPHC) 
leads to a more equitable system of care with better pop-
ulation health outcomes at reduced cost [1, 2]. The Cana-
dian Institutes of Health Research defines CBPHC as 
“the broad range of primary prevention (including public 
health) and primary care services within the community, 
including health promotion and disease prevention; the 
diagnosis, treatment, and management of chronic and 
episodic illness; rehabilitation support; and end of life 
care. CBPHC involves the coordination and provision of 
integrated care provided by a range of health providers, 
including nurses, social workers, pharmacists, dietitians, 
public health practitioners, physicians and others in a 
range of community settings including people’s homes, 
healthcare clinics, physicians’ offices, public health units, 
hospices, and workplaces. It is delivered in a way that is 
person- and population-centered and responsive to eco-
nomic, social, language, cultural and gender differences” 
[3]. We use the term CBPHC to represent the various 
community based first-contact health care models that 
deliver general medical services as well as those incorpo-
rating health promotion and community development to 
address the social determinants of health.

CBPHC can be improved with the integration of learn-
ing health systems (LHSs), organizations where research 
and healthcare operations are blended to generate, syn-
thesize, and refine evidence to improve population 
health, equity, patient experience, health workforce sus-
tainability, and affordability [4]. With more and more 
data available in primary healthcare, there is also a need 
to build data presentation structures that can support 
LHSs, where decision makers, clinicians, and patients 
can use data in their improvement efforts. LHSs support 
learning from everyday care provision with the collection 
of high-quality clinical data [5] and feed the knowledge of 
what works best back to clinicians and other partners to 
create cycles of continuous improvement [6]. This feed-
back fuels LHSs for the purpose of helping to create a 
health care system that is continuously improving to sup-
port population health and health equity [4].

There are several purposes of performance information 
including research, accreditation, practice management, 
quality improvement, and public reporting [7]. Perfor-
mance reporting on the extent to which CBPHC meets 
its objectives ought to be used for collaborative learning 
and accountability towards improving healthcare delivery 
for achieving better population health, equity, efficiency, 
and quality of patient care [7]. Healthcare performance 
measurement plays a significant role in guiding decision-
making of healthcare system partners for quality of care 

and quality improvement [8]. Barbazza et al. [8] discuss 
the actionability of performance reporting, specifically if 
indicators are “fit for purpose” (i.e., serving an intended 
decision-making function), and “fit for use” (i.e., getting 
the right information to the right people). The use of data 
is also influenced by factors such as ease of interpretation 
of data and readability.

The audit and feedback strategy within practices is 
one way to improve performance in primary care [9], 
based on the assumption that clinicians are prompted to 
modify their practice when performance feedback shows 
inconsistencies with desirable outcomes [9]. Yet, CBPHC 
performance reporting remains challenging because of 
the dearth of concise and synthesized information [10].

Another strategy is to make available performance 
reporting at a higher aggregated level. Performance 
reporting can facilitate collaboration among partners as 
they set a common agenda [11]. Regional case studies of 
performance reporting can influence quality improve-
ment agendas and improve performance [12, 13]. Indeed, 
past work shows that public performance reporting 
may improve health care performance [14–18] as it has 
the potential to improve the quality of care, increase 
accountability, facilitate public participation in health 
care [19, 20], impact societal and professional values 
and direct attention to issues not currently on the policy 
agenda [19–21].

There are examples of national public reporting of 
CBPHC performance in other countries such as Austra-
lia [22], United States of America (USA) [23], and the 
United Kingdom (UK) [24]. For example, the Australian 
government provides a performance dashboard related 
to the broad objectives of the National Healthcare Agree-
ment [25]. Another example is the Bureau of Health 
Information that independently reports on the perfor-
mance of the New South Wales healthcare system to 
inform improvements to care for patients, and enhance 
transparency and accountability [26]. However, there are 
limited efforts in Canada, most of which are provincial. 
The purpose of this work, known as TRANSFORMA-
TION (http:// www.tra nsforma tion phc.ca/about/) was to 
improve the science of primary care performance report-
ing. One objective was to create a portrait of primary 
care service delivery to provide a high-level overview of 
CBPHC performance in three Canadian provinces: Brit-
ish Columbia (BC), Ontario (ON), and Nova Scotia (NS). 
This study informs which data is essential to report in 
CBPHC and how to best present it in order to support 
effective LHSs that align with regional governance struc-
tures in healthcare.

Keywords Community based primary health care, Primary care, Learning health systems, Performance reporting
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Methods
TRANSFORMATION was a Canadian Institutes of 
Health Research funded team grant. It was a multi-
provincial project seeking to influence policy through 
improving measurement and performance reporting in 
primary care  [   h t  t p s  : / / t  r a  n s f o r m p h c . s i t e s . o l t . u b c . c a / a b o 
u t /     ] . This component of the TRANSFORMATION pro-
gram of research was a multiple, comparative, embed-
ded case study [27]. The specific objective was to obtain 
feedback on a regional CBPHC performance portrait 
(Appendix A) in order to enhance meaningfulness and 
actionability of the information. The portrait was built 
from previous stages of the overall TRANSFORMA-
TION project and contains a high-level overview of pri-
mary care performance in BC, ON, and NS using data 
collected in 2018. Information contained in the portrait 
was complied from a range of sources that included 
patient reported experiences, provider experiences and 
practice characteristics.

We obtained feedback on this performance portrait 
through key informant interviews. Our research ques-
tions were:

1. What features of a performance measurement 
system in CBPHC are important to key partners 
(clinicians, patients, policy makers)?

2. What are the preferences of key partners for how 
performance measurement results should be 
reported (content, format, mechanisms, audience)?

The cases were chosen to be from similar geographic 
regions, known as peer group A [28] from each of BC 
(Fraser East in Fraser Health), ON (Eastern Ontario), 
and NS (Central Zone). While these geographic peer 
group regions have since changed, the areas were origi-
nally chosen because they corresponded to administra-
tive divisions with some decision-making authority over 
health resource allocation. We selected BC, ON, and 
NS for their varied approach to CBPHC reform [29, 30] 
and because our investigators had established relation-
ships with clinicians and decision-makers in these three 
provinces.

Recruitment
Interview participants were recommended by lead co-
investigators in BC, ON, and NS. We used purposive 
convenience sampling to recruit participants who were 
decision-makers in primary care at a regional level. 
Potential participants were sent a brief introduction to 
the study via email, providing an opportunity to accept 
or decline being contacted by a study team member. Ini-
tial email invitations were sent by the principal decision-
maker leads within each region.

Procedures
Participants were sent a draft of the regional portrait 
(Appendix A) to review prior to their interview, after 
receipt of their electronically signed consent form. The 
portrait summarized results of survey questions asked of 
patients, providers, and primary care organizations and 
were organized by the 10 pillars of the Patient’s Medical 
Home (PMH) model. The College of Family Physicians 
of Canada (CFPC) defines a PMH as “a family practice 
defined by its patients as the place they feel most com-
fortable presenting and discussing their personal and 
family health and medical concerns” [31, p.2]. The 10 
pillars of a PMH include: administration & funding; 
appropriate infrastructure; connected care; accessible 
care; community adaptiveness & social accountability; 
continuity of care; patient & family centred care; mea-
surement, continuous quality improvement & research; 
and training, education & continuous professional 
development. The report compared the performance of 
each of the three provinces for each pillar of the PMH. 
All scores were converted to a scale of zero to 100, with 
higher scores indicating better performance. The portrait 
reported scores for each pillar for each province and the 
95% confidence interval for each score. It also highlighted 
where differences across provinces within a pillar were 
statistically significant.

Semi-structured interviews with participants occurred 
online via zoom (https://zoom.us/) and lasted between 
30 and 60  min. Interviews began with a brief introduc-
tion regarding the purpose, format, and confidential-
ity of the discussion. Interview questions (Appendix B) 
were designed to elicit information on portrait content, 
formatting, interpretability, utility, and dissemination 
strategies. Interview data were anonymized with a study 
identification number, and data access was restricted to 
only research team members.

Interviews were recorded and transcribed verbatim. 
Content analysis was used to analyze qualitative data 
from the interviews using NVivo software for data man-
agement. The coding structure was developed collabora-
tively by a research assistant and the leads from the three 
provinces. The interview audio files and transcripts were 
stored on the University of British Columbia’s workspace, 
a secure, on-campus cloud-based file sharing platform. 
Ethics approval was obtained in all 3 jurisdictions (Uni-
versity of British Columbia Behavioural Research Eth-
ics Board: H18-02887; Ottawa Health Sciences Research 
Ethics Board: 20140458–01  H; Nova Scotia Health 
Research Ethics Board: 1017564).

https://transformphc.sites.olt.ubc.ca/about/
https://transformphc.sites.olt.ubc.ca/about/
https://zoom.us/
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Analysis
Transcripts were coded into 4 content areas and relevant 
sub-content areas reflecting the interview guide. Table 1 
provides a description of each content and sub-content 
area.

Results
Research question 1 was answered in the discussion of 
content area 1 (usability as influenced by content and 
interpretability) where participants discussed which 
aspects of the portrait content was useful to them, as well 
as in sub-content area 1b (recognizing missing elements 

and drawbacks) where participants discussed whether 
there were any components missing from the portrait. 
Research question 2 was answered through discussions 
within all other content and sub-content areas.

A total of 19 of 20 (95% response rate) completed 
interviews in which we obtained their reflections on the 
CBPHC performance portrait. Eight participants were 
from Nova Scotia, five from British Columbia and six 
from Ontario. Table  2 shows the participants’ profes-
sional roles. All clinicians (n = 3) were family physicians. 
Decision makers (n = 16) operated at either regional or 

Table 1 Descriptions of content and sub-content areas
Content Area Sub-Content Areas
Usability as influenced by Content & Interpretability
Participants were asked questions related to the content of 
the CBPHC performance portrait.

Interpretability
Participants were asked about the interpretability, specifically the ease of interpretabil-
ity, of the portrait.
Recognizing Missing Elements and Drawbacks
Participants were asked about elements they thought were missing from the report, as 
well as some of the potential drawbacks influencing the use of the content. Partici-
pants also provided advice around improving usefulness of the portrait.
Participants provided feedback on content included in the portrait that may not neces-
sarily be useful.

Formatting
Participants were asked about the formatting of the portrait, 
generally, as well as whether anything could be done differently 
to increase usefulness.

Formatting Alternatives (i.e. Hard Copy vs. Interactive)
Participants discussed the hardcopy format of the portrait in comparison to other formats 
such as interactive, websites, or infographics.

Utility
Participants were asked how they might use the information 
presented in the portrait.

Usefulness and Benefits
Perceived usefulness and benefits of the information presented in the portrait were discussed.
Comparative Data
Participants discussed how useful it is to compare data across regions of the provinces of 
British Columbia, Ontario and Nova Scotia.
Optimal Frequency of Reporting
Participants discussed how often they would like to see this type of report with updated data.
Participants discussed how old data can be before it becomes less useful.

Dissemination
Participants were asked about audiences for this report.
Participants discussed their perceptions of who would benefit 
from receiving this report, as well as the optimal ways to deliver 
the report to them.

Table 2 Participant regions and roles
Province Clinicians’ Roles Decision Makers’ Roles
British Columbia (n = 5)
Clinicians: n = 1
Decision-makers: n = 4

Family physician in team-based 
care centre

• Management of learning, evaluation, and practice incentives
• Senior nurse leaders
• Leadership role within Ministry of Health
• Leadership role within region

Nova Scotia (n = 8)
Clinicians: n = 2
Decision-makers: n = 6

Family physicians • Provincial role within local health authority
• Provincial level responsibilities related to quality and practice support 
programs
• Performance monitoring in particular zones and/or geographical regions
• Recipient of CBPHC performance reports
• Evaluator
• Leader of quality improvement groups

Ontario (n = 6)
Clinicians: n = 0
Decision-makers: n = 6

n/a • Leadership position within Family Health Teams
• Leadership role within Research and Evaluation department
• Leadership role within Quality, Technology, and Performance department
• Leadership role in Interprofessional Programs and Policy Department
• Leadership role within CBPHC branch
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provincial levels and were involved with CBPHC perfor-
mance monitoring and/or reporting.

Participants had leadership roles within either Minis-
tries of Health or regional departments. At the Ministries 
of Health, participants were responsible for planning, 
developing, and implementing provincial strategies for 
primary care transformation, human resources, and 
funding models. Participants in regional departments 
filled a variety of roles that included research and evalua-
tion; quality, technology and evaluation; interprofessional 
programs and policy; implementation of practice teams; 
and oversight of human resources within the primary 
care system.

Participants were in decision making roles that 
involved implementation of initiatives such as monitor-
ing performance of collaborative family practice teams 
(NS03) or supporting the roll-out of collaborative fam-
ily practice teams, patient medical homes, and/or pri-
mary care networks, sometimes including evaluation 
(NS01, BC01). Others were involved in the implementa-
tion and integration of primary care inter-professional 
team-based clinics, including nurse practitioner led pri-
mary care team-based clinics, and evaluating/reporting 
on their performance (BC02, ON01, ON02, ON04). Most 
participants stated they were examining and reviewing 
performance indicators to support resource allocation 
and equity in service distribution. These data ranged 
from examining patient reported experiences; panel 
sizes; indicators to administrative data such as visits and 
cancellations; and evaluations of quality improvement 
initiatives.

Content area 1: usability as influenced by content 
and interpretability
The contents of the portrait were reported as clear, rel-
evant, and useful in covering several areas of CBPHC. 
Participants found: (1) the organization of the content by 
PMH pillars provided a good foundational framework; 
(2) there was a good balance between being succinct and 
having enough detail to gain an understanding of CBPHC 
performance; (3) the content included relevant and 
important aspects of CBPHC. One participant stated,

“I do like how it is organized by the elements of the 
patients’ medical [home model].

Certainly for the work that we do around the pri-
mary care delivery function of primary healthcare, 
that would be the kind of organizing framework that 
we would use as well…to kind of look at, as a system, 
how we’re performing under each of these elements” 
(NS01).

Participants agreed that organizing the content using 
the PMH framework could help them move towards 

implementation of a more comprehensive model of pri-
mary care.

Sub-content area 1a: interpretability
Most participants found the portrait straightforward 
to interpret. Participants agreed that explanations 
(e.g. score vs. a percentage, short paragraphs preced-
ing graphs, bracketed statements under each question), 
colour-coding graphs, and breaking sections into more 
detail enhanced understanding of the portrait.

Most participants also emphasized some aspects of the 
portrait that were not as easy to interpret and provided 
suggestions to improve interpretability. One participant 
stated,

“It’s a little bit hard to tell what goes into that com-
posite score just from looking at it and one of the 
things that we struggle with in policy is making sure 
that we have the appropriate input in order to pres-
ent data and findings” (ON05).

This quote also points out challenges in reducing and 
simplifying complex information for stakeholders, 
including decision makers and their staff. Using scores 
and statistics need explanation as do concepts such 
as team-based care and comprehensive care. Having 
access to the items contributing to the score helped with 
interpretability.

Sub-content area 1b: recognizing missing elements 
and drawbacks
We found a tension between providing high-level infor-
mation in the form of a summary but that participants 
also wanted sufficient detail with regards to sampling, 
data collection and analytic methods and access to the 
survey questions.

One participant explained,

“I think even on the first page a little text box…you 
could probably summarize it fairly succinctly with a 
couple of infographics to say the number of partici-
pants from each region, that date of data collection 
in each region, just a quick, little snapshot just to 
provide that context” (NS01).

This quote also highlights the need to provide, in this 
case, the provincial contexts of primary care.

Generally, participants wouldn’t necessarily remove 
anything from the portrait. However, four participants 
thought that the statistics presented might not be useful 
for everyone. One participant thought the report may not 
be useful for people in rural areas, and two participants 
thought that questions about change may not be useful 
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without more context. The following quote reflects this 
feedback:

“I think if you have anybody that’s had any epidemi-
ological training or even been sort of nudged in that 
direction, so most people, most nurses have taken a 
bit of a higher level of training and NP’s and GP’s 
would be able to appreciate that and anybody that’s 
into research, I’m not sure whether it has a lot of 
meaning for other people” (BC03, re: statistical data 
presented).

Developing a portrait tailored to clinicians or policy 
makers that balances the information and detail is a skill 
needed in conveying information.

Content area 2: formatting
The majority of participants provided positive feedback 
on the formatting of the regional portrait. Participants’ 
comments included:

“I love the way it was laid out. It was really easy to 
read and follow and I like the pillars that you picked. 
I like the way that it focuses on different dimensions 
and I think that the right ones are there… I actually 
don’t have anything to say about the format other 
than I like it” (NS06).
“It looks as though somebody thought a lot about not 
making it too difficult to read and paying attention 
to the fact that people have short attention spans 
and all those sorts of things. It probably achieves 
that and again, I recognize that we have many 
potential readers of this sort of information who 
probably have five minutes to scan over something 
and it’s trying to get something across in a very short 
period of time that is enough to maintain interest 
but still communicate something useful” (BC03).

These comments also reflect on the right combination of 
explanatory text with graphs and that distilling a lot of 
information into small amounts of space while keeping it 
simple was helpful.

As one participant noted,

“By the time I got to like the fifth page and if I’m 
imagining this as being four times bigger than it cur-
rently is with all ten areas being included, it would 
be really difficult to stay, like it’s kind of boring to 
see bar chart after bar chart and just text and bar 
chart and text and then bar chart, so I do know how 
to break that up… Obviously if you’re invested in the 
information that’s what you really want and when I 
kind of lock in to the content then I don’t care about 
the format as much as I’m invested in the content so 

maybe that’s okay for folks but it felt monotonous 
almost to read” (NS07).

This quote reflects that both content and visual repre-
sentation of data and text needs to keep reader atten-
tion. Providing key messages as an executive summary is 
important to convey content.

Sub-content area 2a: formatting alternatives (i.e. Hard 
Copy vs. interactive)
The majority of participants preferred an interactive 
version of the information compared to a static or hard 
copy. An interactive version would allow for the ability 
to click on the indicators to get more detailed informa-
tion about the data source, the specific survey questions, 
terminology definitions and how scores were calculated. 
Having the ability to compare regions across and within 
provinces was also seen as an advantage of an interactive 
version.

“Interactive always works better because then people 
can go to wherever they want to learn. I think a static 
PDF document is not going to be helpful and I think 
in a situation like this we’ve got the 10 pillars and 
just, if you had the interactive click links and stuff 
like that, I also, because you’ve got bar graphs and 
things like that here, the more graphic rich you can 
make those I think the better for the reader” (ON01).

This quote reflects the importance of being able to return 
to the information for further learning instead of a piece 
of paper being lost.

Content area 3: utility
Sub-content area 3a: usefulness and benefits
Participants found the portraits useful in providing pro-
vincial comparisons and useful as an introductory docu-
ment to dig deeper into content. One participant noted,

“I think what you’ve done that I think is different 
from the other primary care measurement tools that 
I’ve seen is that you’ve translated these into a score…
I think it’s definitely sort of a value added because 
I haven’t seen that, at least come across my desk in 
terms of another tool that does that kind of thing 
and then so having a score will allow you to under-
stand your change over time more clearly.” (BC01).

Delivering data analytics within a framework familiar to 
many in primary care provided connection to partici-
pants’ current work. Participants thought that the con-
tent would help inform decision-making in some way, 
including re-emphasizing where attention needs to be 
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focused. As one participant stated, beginning to report 
on performance in primary care is useful,

“I know that we’ll use it. Where we’re at right now…
obviously we report to the government and so our 
Deputy are very interested in understanding how 
we’re performing as a system” (NS05).

Another participant suggested,

“…if it’s sort of an introduction document or an 
introduction study which then sort of leads to more 
in-depth stuff and maybe things that have actually 
helped to change things, then that’s useful” (BC03).

This quote also reflects components of the portrait that 
other participants commented on. Enhancing the utility 
of the portrait to provide additional resources to address 
challenges is helpful. For example, when presenting 
team-based care data, having resources for clinicians to 
draw on to improve team-based care would enhance the 
utility of the portrait.

Sub-content area 3b: comparative data
Most participants found the comparative data useful. 
Participants wanted to understand similarities and differ-
ences across provinces. They saw it as an opportunity to 
learn from each other,

“Those are some of the things that you want to see, 
like how did they improve sharing and, or how did 
they overcome certain barriers and things like that. 
Looking at what systems they are using? How are 
they using it, that, I think, is very helpful and it’s 
great to see this” (ON05).

The above quote highlights that decision makers and cli-
nicians are wanting to understand common barriers and 
what others are doing to address PMH issues.

Some participants did not find cross provincial data 
useful. The quotes below highlight that clinicians have 
little time for reflection within daily activities of provid-
ing care or thinking about how to apply results in their 
clinic context,

“My experience is that most family physicians day 
in and day out are challenged to get through their 
day of what work needs to be done without assessing 
these kinds of things within their practice” (NS08).
“I don’t find that interprovincial comparisons are all 
that useful. I just have to be honest about that. I just 
find that it’s interesting to know about other prov-
inces, but it’s not instructive… In terms of usefulness, 
I mean I would be more interested in local/regional 

type of comparisons within [province] than inter-
provincial” (BC04).

Sub-content area 3c: optimal frequency of reporting
Participants reflected on the burden of data collection 
versus seeing results. At the regional level participants 
suggested an annual report of patient experiences and 
outcomes was appropriate.

“I guess from my operational hat I would say real 
time, right, in a perfect world, however… best case 
scenario is that this kind of thing would be refreshed 
annually, however then I know you get survey fatigue 
so even if it was every two years I think, would kind 
of be the minimum that we would look for” (NS01).
“I think based on our own survey tools we don’t 
typically see any kind of change in less than a year. 
I think decision makers like to see data more fre-
quently, but it just doesn’t change that often. I think 
at least annually would be great and probably more 
realistic than anything that’s more frequent” (BC01).

Content area 4: dissemination
The information in the portrait would be most relevant 
for people working in primary care leadership positions 
at a regional and clinic levels, as stated by one participant,

“Since this is provincial level data, I don’t know if 
sending it to clinicians directly would be very useful 
to them. I don’t think they’ll know what to do with 
it. If it was clinic level, yes but at a provincial level 
I would think anybody who is working more on the 
systems change side” (BC01).

The above quote highlights the need to achieve the right 
balance between sufficient granularity for clinic use by 
clinical leaders and aggregated data for provincial use by 
health system planners and decision-makers working in 
government or health authorities.

Some participants also highlighted working closely 
with primary care professional organizations so that they 
could use data in developing their training and resources.

“I look at this, and I know this is more than just doc-
tors, but I do look at this and I think of the Cana-
dian College of Family Physicians, the patient 
medical home is their vision…It was their national 
college’s vision and I do think that they need to be 
charged with now at the local or provincial level at 
making it come to life and I think a lot of that will 
happen when they can see how they compare to their 
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peers in other parts of the country. They’re absolutely 
the right audience” (ON01).

This quote above and the one below, suggest that dis-
semination of primary care portrait information through 
national and provincial organizations and patient partner 
organizations could be useful in moving primary care 
reform forward.

“I think it would be interesting to get a patient per-
spective on it and I think you’d be probably surprised 
about how many patients are interested in terms of 
what is going on. I think that’s a good one. I think it’s 
more than just policy makers. I think there will be 
people that want to know what is going on. I think 
it’s going to be something that generally members of 
the public would be interested in as well actually” 
(NS04).

Dissemination of primary care information to clin-
ics, regionally, provincially, and nationally is important 
in order to learn how one compares to other areas and 
understand where primary care reform is influencing 
patient reported experiences and outcomes of care.

Discussion
A primary care portrait was produced using survey data 
collected from practices and their patients across three 
regions in BC, ON, and NS. Participants from all juris-
dictions gave feedback on the usefulness of these data. 
Participants suggested that collecting and delivering the 
data in an organized framework such as the PMH model 
assisted with making the information relevant and a step 
towards a comprehensive model of primary health care. 
The PMH model reflects system integration goals and 
not just PHC goals and thus may be a useful foundational 
reporting structure for a LHS for each region. We discuss 
three main findings related to this work.

Lack of consistent performance reporting
Canada has seen extensive reforms and investments in 
CBPHC totaling over $1 billion [32], unleashing a myriad 
of innovations, only some of which have been evaluated. 
While investment in primary care transformation has 
occurred there remains, in Canada, insufficient perfor-
mance measurement and accountability and no national 
data infrastructure to regularly collect data [33]. In part, 
improving the organization and delivery of primary care 
continues, though largely uninformed by a variety of 
data sources [34]. The data needed to inform primary 
care remains largely inaccessible, tucked away in prac-
tices’ electronic medical records, walled off [34] or sim-
ply not collected regularly at a sufficiently granular level. 
At the time of data collection, this work was only the 

second largest attempt, after the 2014 Quality and Costs 
of Primary Care Survey [35], to collect patient reported 
experience and outcome measures within primary care 
practices in the past two decades. Indeed, the Canadian 
Institute for Health Information (CIHI) works closely to 
obtain regularly updated Commonwealth Fund (CMWF) 
survey data [36]. Results from the 2023 CMWF survey 
show that Canadians who have a regular primary care 
provider generally have more positive experiences (e.g. 
treated with courtesy and respect, spend enough time 
with them, etc.) when compared to the CMWF average 
across 10 high-income countries [37]. Importantly, col-
lecting data regularly at the practice level is an important 
step to involve practices and decision makers at the level 
where quality of care can be improved [38] and in moving 
towards LHSs.

Importance of performance reporting in driving quality 
improvement
Using data and reporting back to clinicians and decision-
makers about how their practices and jurisdictions are 
performing in primary care in meaningful ways is impor-
tant. Without collecting data or the analytics, organiza-
tion and visual display of these data, deciding where to 
improve practice to better meet the need of patients 
remains challenging. A systematic review completed by 
Ivers, et al. [9] shows that audit and feedback on profes-
sional behaviour may be most effective if provided more 
than once, the feedback is provided by a supervisor or 
colleague verbally and in writing and includes clear tar-
gets and an action plan. Our work in developing these 
primary care portraits, organized using the PMH frame-
work could be useful as practices and jurisdictions work 
to incorporate data into the quality improvement cycle. 
Our approach to primary care performance reporting 
created regional portraits that enable individual report 
provision to providers or regional aggregated reports. 
Ivers et al. [9] highlight that individual, rather than 
regional, reports are important for provider behaviour 
change. We did not test the PMH framework for the 
development of individual provider reports, however 
future work can address this.

Balancing high-Level data and information science
Interpreting the results was enhanced with explanatory 
text of the graphs, definitions, and further detailed infor-
mation for people to reflect upon. Using data to measure 
core constructs and enable clinic, regional and provincial 
comparisons could be useful. Reporting information to 
clinics, regional decision makers, professional organiza-
tions and patient partners was seen as important.

Provision of the “information science” along with 
the visual display of the data is important. Ensuring the 
data included in the portrait show key messages and 
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align with partners’ performance/business objectives 
can reduce cognitive overload. Our results also suggest 
having available methodology notes is necessary, per-
haps as an appendix, including: the items, analysis used 
to develop any scoring, sampling and sample sizes, and 
interpretation of the statistics. Additionally, use of pri-
mary care portraits depends on engaging end-users and 
building trusted partnerships between research and care 
delivery systems [39]. Our work provides critical steps 
to making visible primary care information at a practice 
and jurisdiction level. Clinicians, decision makers and 
patients (who answered our surveys) are vital partners in 
accelerating learning with the use of data.

Limitations
This work has created knowledge and infrastructure to 
report on primary care performance. However, the work 
is limited in that there were fewer clinicians who par-
ticipated in the interviews compared to decision makers. 
Future work should include more clinicians to ensure the 
design of primary care portraits meets their needs. Only 
participants from the three regions in BC, ON and NS 
participated which could limit the generalizability of the 
content in the portrait. Our sampling methodology could 
have restricted some partners from participation and 
overlooked other groups (e.g. patient groups, primary 
care networks) and thus, it is possible that information 
needs would vary.

Future applications and actionability
In order to facilitate practical use and applicability of a 
performance portrait, it is necessary to consider several 
factors in addition to optimizing the report to meet key 
partner needs. For example, the allocation of time to 
spend reviewing data; incentives for partners to use the 
data; and prioritizing individuals who can be change 
champions and support clinicians and decision-makers 
are all key factors that need to be considered if the por-
trait were to be applied in practice and beneficial to qual-
ity improvement in primary health care. Further research 
is necessary to examine the real-world application of the 
performance portrait, perhaps by distributing it to key 
partners and engaging with them regarding acceptance, 
and facilitators and inhibitors to its use.

Conclusion
This program of research is the first attempt to create a 
comprehensive performance portrait by using and link-
ing data driven by what is most important to primary 
care partners. We have created a rich portrait of perfor-
mance of CBPHC at a regional level and evidence of how 
well it is received by key stakeholders in primary care 
across the three provinces of BC, NS, and ON. In order 
to improve CBPHC, we need to integrate its evaluation 

within an LHS. Performance reporting within CBPHC 
has the potential to assess, improve, and evaluate qual-
ity of care, accountability, and ongoing participation in 
primary health care system reform. Our study obtained 
feedback on a regional CBPHC performance portrait 
from primary care clinicians and decision makers in the 
context of usability, formatting, utility, and dissemina-
tion. This valuable data needs to be used to provide feed-
back back to those working within primary care to create 
cycles of continuous improvement.

Appendix A: regional performance portrait
[Please see file attached as a supplemental file]

Appendix B: participant interview questions

Background questions
1. Tell us about your role in [if decision-maker or provider] / experience 
with [if patient] primary healthcare?
2. [if decision-maker or provider] Do you or any of your team have per-
formance reporting responsibilities? Can you tell me more about this?
Portrait questions
Here is a sample of a portrait that shows comparisons of your region 
with comparable health regions in other provinces.
1. What are your views about how the portrait could inform the deci-
sions you or your organization has to make about primary care policy 
and or practice?
2. Content:
a. From your perspective, is there anything that you want to know that 
is missing that could make the report more useful?
b. Is there anything that is not useful to include?
c. This report shows performance in your region compared to perfor-
mance in other regions. What do you think about this? [point to an 
example of a regional comparison] How useful is it for you or organiza-
tion to know this information?
3. Formatting:
a. Is there anything that could/should be done differently in how the 
report is formatted or in the content of key messages or how key mes-
sages are created that would make the report more useful to you?
b. What do you think of this format (hard copy of PDF), versus other 
formats (e.g. interactive websites, infographics?)
4. Interpretability:
a. The report includes information about the context of primary care 
in each region that could affect performance. Let’s look at team-based 
care as an example. How would you interpret this information? Is it 
useful to include?
5. Utility:
a. You have told me some important information about the usefulness 
of this performance data. Is there anything you want to add about 
potential benefits or drawbacks to the usefulness of the information in 
the portrait?
b. How often would you want to see this type of report with updated 
data?
c. How old can data be before it is less useful?
d. If you had one piece of advice for us in developing the regional 
portrait so that it is more useful for you, what would it be?
6. Dissemination:
a. What “audiences” [prompt: clinicians, government policy makers, 
health authority administrators, the public, etc] should receive the 
portrait and how [Prompt: available on a website; or social media sent 
via email; mailed as a hard copy]?
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