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Primary Care Physicians’ Role In
Coordinating Medical And
Health-Related Social Needs In
Eleven Countries

ABSTRACT Primary care physicians in the US, like their colleagues in
several other high-income countries, are increasingly tasked with
coordinating services delivered not just by specialists and hospitals but
also by home care professionals and social service agencies. To inform
efforts to improve care coordination, the 2019 Commonwealth Fund
International Health Policy Survey of Primary Care Physicians queried
primary care physicians in eleven high-income countries about their
ability to coordinate patients’ medical care with specialists, across
settings of care, and with social service providers. Compared to physicians
in other countries, substantial proportions of US physicians did not
routinely receive timely notification or the information needed for
managing ongoing care from specialists, after-hours care centers,
emergency departments, or hospitals. Primary care practices in a handful
of countries, including the US, are not routinely exchanging information
electronically outside the practice. Top-performing countries demonstrate
the feasibility of improving two-way communication between primary
care and other sites of care. The surveyed countries share the challenge of
coordinating with social service providers, and the results call for
solutions to support primary care physicians.

H
igh-income countries face rising
health care costs, escalating
medical needs of aging popula-
tions and patients with multiple
chronic conditions, and persis-

tent disparities by socioeconomic status. In
response, they are increasingly focused on
strengthening primary care because of its poten-
tial to prevent illness, manage care across pro-
viders, and contain health care costs.1–4 Efforts to
improve population health and promote equity
in the distribution of health have also prompted
governments to enact reforms addressing the
social determinants of health—the conditions
in which people are born, grow, live, work,
and age.5,6Many of these reforms call on primary
care physicians to respond to patients’ unmet

health-related social needs, coordinating with
social service providers as needed.
Care coordination is recognized as a key com-

ponent of high-performing primary care.Yet co-
ordinating patient care across settings and pro-
viders remains challenging for health systems
around the world, despite national efforts to im-
prove communication between providers and
patients and facilitate transitions in care.7

As the first point of contact with the health
system, high-performing primary care offers
patients convenient access to comprehensive,
seamless, and longitudinal person-centered
care. Primary care providers also play a central
role in coordinating whatever services patients
may need at home from specialists, hospitals,
and community providers.8 As policy makers
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demand more of primary care, it is useful to
evaluate whether primary care can meet these
demands.
This article uses data from the 2019 Common-

wealth Fund International Health Policy Survey
of Primary Care Physicians, conducted in eleven
high-income countries, to compare primary care
physicians’ experiences in coordinating care
across medical and social services. Previous re-
search has found frequent gaps in coordination
between primary care and other parts of the
health system.9,10 Findings from this recent inter-
national survey highlight the challenges to en-
suring timely communication between clinical
providers across settings and also provide new
data on the difficulties physicians face in coordi-
nating patient care with social service providers.
The results should inform those who want to
learn from approaches that lead to higher levels
of coordination.

Study Data And Methods
Data The 2019 Commonwealth Fund Interna-
tional Health Policy Survey of Primary Care
Physicians was administered to nationally repre-
sentative samples of practicingprimary caredoc-
tors in Australia, Canada, France, Germany, the
Netherlands, New Zealand, Norway, Sweden,
Switzerland, the UK, and the US. These samples
were drawn at random from government or pri-
vate lists of primary care doctors in each country
except France, where they were selected from a
nationally representative panel of primary care
physicians.11 Within each country, experts de-
fined the physician specialties responsible for
primary care, recognizing that roles, training,
and scopes of practice vary across countries.
In all countries general practitioners (GPs) and
family physicians were included, with internists
and pediatricians also sampled in Germany,
Switzerland, and the US. Details on physician
specialties responsible for primary care are in
online appendix table 1.12

The questionnaire was designed with input
from country experts and pretested in most
countries. Pretest respondents provided feed-
back about question interpretation via semi-
structured cognitive interviews. SSRS, a survey
research firm, worked with contractors in each
country to survey doctors in the period January–
June 2019; the fieldwork period ranged from
seven to nineteen weeks.13 Survey modes (mail,
online, and telephone) were tailored based on
each country’s best practices for reaching physi-
cians and maximizing response rates (see ap-
pendix table 1).12 Sample sizes ranged from 500
to 2,569, and response rates ranged from 15 per-
cent to 49 percent—comparable to those in the

2015 survey.10 Final data were weighted to align
with country benchmarks along key geographic
and demographic dimensions. For further de-
tails on survey methodology, see appendix
table 1.12

Measures The analysis included two ques-
tions about extended access to primary care:
use of home visits and after-hours care arrange-
ments. Physicians’ experiences providing care
coordinationwasmeasuredwithin twodomains:
coordinationwith other clinical providers across
settings and coordination with social service
providers in the community. The coordination
of patient care between primary care and other
clinical providers was measured by questions on
timely communication with specialists, after-
hours care, emergency departments (EDs), hos-
pitals, and home-based nursing care. Coordina-
tion with social service and other community
providers was measured through physicians’ re-
ports about how frequently their practice coor-
dinated care with such providers and their re-
ports of challenges in coordinating with these
providers—including difficulty making referrals
and lacking feedback about patients’ needs from
social service organizations.
Finally, we measured physicians’ use of health

information technology (IT) to facilitate patient
engagement and communication with providers
across settings. The measures included giving
patients the option to electronically communi-
cate with physicians; the use of video consulta-
tions or remote monitoring; the presence of
patient portals with capacity to make appoint-
ments, request refills, and view test results and
patient visit summaries; and the ability to elec-
tronically exchange patient information such as
clinical summaries, laboratory or diagnostic test
results, andmedication listswithdoctorsoutside
the respondent’s practice.
Response options for several questions used a

five-point scale and included quantitative quali-
fiers to further standardize the interpretation of
frequencies across countries and languages:
“Usually”meant 75–100 percent of the time; “of-
ten,” 50–74 percent; “sometimes,” 25–49 per-
cent; “rarely,” 1–24 percent; and “never,” 0 per-
cent. Other questions included three response
categories (“yes, frequently,” “yes, occasional-
ly,” and “never”), without specifying quantita-
tive qualifiers, or two categories (“yes” and
“no”). All outcomemeasures were dichotomized
to represent the “top” score, except in two in-
stances where the incidence for that score was
very low across countries.
Analysis We conducted bivariate analyses us-

ing Stata, version 14. All exhibits show frequen-
cies by country. Appendix tables 2–5 indicate
wheredifferences between countrieswere signif-
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icant, based on Wald chi-square tests.12

Limitations This study had several limita-
tions. First, it was descriptive and based on
physicians’ reports of their experiences. These
reports could have been influenced by political
events or media stories during the survey field
period.
Second, response rates varied across coun-

tries, which is typical of international studies
of this nature. In countries with lower response
rates, the demographic profile of respondents
(unweighted) was closely aligned with the
known demographic parameters of primary care
doctors in the country, which suggests that a
lower response rate did not affect the represen-
tativeness of the data.
Third, given that responders and nonrespond-

ers looked similar demographically, the poten-
tial for nonresponse bias was low. Nevertheless,
sample weights were used to account for differ-
entialnonresponsealongknowngeographic and
demographic parameters in each country.

Study Results
Extended Access To Primary Care Among
countries, the US was an outlier in lacking ex-
tended access to primary care (exhibit 1). Only
37 percent of US physicians reported that they or
a health care professional in their practice made
home visits frequently or occasionally, com-
pared to 70 percent or more in all of the other

countries. Practices in the US and Canada were
much less likely than those in other countries
to provide after-hours arrangements whereby
patients could be seen by a doctor or nurse
when the practice was closed, without having
to visit an ED. In contrast, 90 percent or more
of physicians in Germany, the Netherlands, New
Zealand, and Norway reported having these ar-
rangements.
Coordinating Care With Other Clinical

Providers Primary care physicians reported
varying abilities to share salient information
with clinical providers in other settings (exhib-
it 2). For specialty care, physicians in all coun-
tries weremore likely to report sending informa-
tion to specialists than receiving information
from them. At least seven in ten physicians in
France, New Zealand, Norway, and the UK re-
ceived information from specialists about
changes made to their patients’ medication or
care plans, in contrast to 49 percent or fewer
of physicians in Germany, the Netherlands,
Sweden and the US. That said, the timeliness
of receiving information was better in the US
than innine other countries. Still, only one-third
of US physicians said that they usually received
timely reports from specialists within one week
of the consultation.
Receiving notifications when a patient has

been seen for after-hours care was relatively in-
frequent in theUS (36percent). Largemajorities
(77–97 percent) of physicians in theNetherlands,

Exhibit 1

Percent of primary care physicians in eleven countries who reported that they made home visits or provided after-hours
arrangements, 2019

SOURCE 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians. NOTES “Home visits” means that a
primary care physician or other health care professional in the practice “frequently” or “occasionally” makes home visits. “After-hours
arrangements” means that the practice has arrangements (not including the emergency department) for patients to be seen when the
practice is closed. Appendix table 2 is an expanded version of the exhibit that shows tests of significance (see note 12 in text).
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New Zealand, and the UK reported that they
usually received such notifications. This pattern
carried over to the receipt of notifications from
EDs and hospitals in the Netherlands and New
Zealand, where 79 percent ormore of physicians
said that they were usually notified when a pa-
tient had been seen in the ED or admitted to the
hospital. In contrast, approximately half of Ca-
nadian and US physicians reported this. Receipt
of hospital discharge information was inconsis-
tent. Fifty-two percent of US physicians reported
usually receiving a report from the hospital with-
in forty-eight hours of discharge, compared to
one-third or fewer in seven other countries.
Physicians in Germany (63 percent) and New
Zealand (57 percent) were the most likely to
receive hospital discharge reports this quickly.
Communication with home-based nursing

careproviderswas less thanoptimal across coun-
tries. In the US only 33 percent of physicians
reported usually communicating with these pro-
viders about patients’ needs and services to be
provided, and 42 percent reported that these
providers usually advised them of relevant
changes in patients’ condition or health status.
In no country did more than half of physicians
report either type of communication.
Coordination With Social Services Seven-

ty-four percent of physicians in Germany and
65 percent of those in the UK reported that they
frequently coordinated patient care with social

services or other community providers (exhib-
it 3). In contrast, only about four in ten physi-
cians in Australia (38 percent), the US (40 per-
cent), and Canada (42 percent) did so. Frequent
coordination with social service providers was
least common in Sweden (12 percent) and
France (21 percent).
About one-third or more physicians reported

the following as major challenges to coordinat-
ing patient care with social services: the lack of
a referral system (31 percent in the US, but up
to 45 percent in France), inadequate staffing
(36 percent in the US, but up to 56 percent in
the UK), and the lack of follow-up from social
service providers (37 percent in theUS, but up to
61 percent in the UK). In general, primary care
physicians in the Netherlands, Norway, and
Switzerland were among those least likely to
report these as major challenges, while physi-
cians from Australia, Canada, France, and the
UK were most likely to do so.
Health Information Technology To Sup-

port Coordination Overall, US physicians
were among thosewhomore frequently reported
offering health IT tools to better communicate
with and engage patients (exhibit 4). Seventy-
sevenpercent offered patients the option to com-
municate with physicians about a medical ques-
tion via email or a secure website. The use of
other technologies—such as video consultations
and remote monitoring of patients with chronic

Exhibit 2

Percent of primary care physicians in eleven countries who reported coordinating patient care with other clinical providers across settings, 2019

When coordinating with specialists:
Usually notified when patient
has been:

When coordinating with home-
based nursing care providers:

Country

Usually
sends
patient
history and
reason for
consult

Usually is
informed about
changes to
patient’s
medication or
care plan

Usually
receives
results from
specialist
within 1
week

Seen for
after-
hours
care

Seen
in an
ED

Admitted
to a
hospital

Information
received
within 48
hours of
hospital
discharge

Usually
communicates
about patient’s
needs and
services to be
provided

Usually is
advised of
relevant changes
in patient’s
condition or
status

AUS 94% 57% 14% 43% 40% 41% 24% 14% 21%

CAN 89 58 16 27 48 53 22 24 36

FR 92 73 24 8 24 48 14 36 45

GER 47 27 11 36 40 46 63 29 37

NETH 97 43 15 97 84 82 46 27 28

NZ 98 77 19 79 85 79 57 18 23

NOR 73 70 30 41 55 69 21 43 41

SWE 89 42 20 11 14 27 23 46 45

SWIZ 76 60 33 29 46 41 34 32 46

UK 91 69 9 77 66 63 23 30 43

US 75 49 32 36 48 53 52 33 42

SOURCE 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians. NOTES “Usually” means 75–100 percent of the time. Respondents who
reported that they did not have patients requiring home-based nursing care were excluded. Appendix table 3 is an expanded version of the exhibit that shows tests of
significance (see note 12 in text). ED is emergency department.
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conditions—was rare in most countries, but US
physicians were among the most likely to use
them.
Physicians in four countries (Canada, France,

Germany, and Switzerland) were less likely than

others to report offering patients web-based
communication tools or patient portals with ap-
pointment scheduling, prescription refill, and
test result or visit summary viewing capabilities.
Among countries where physicians were more

Exhibit 3

Percent of primary care physicians in eleven countries who reported challenges in coordinating patient care with social
services and other community providers, 2019

Major challenges in coordinating patient care with social servicesa

Country

Frequently coordinates
with social services or
other community providers

Lack of
a referral
system

Inadequate staffing
to make referrals
and coordinate with
social services

Lack of follow-up
from social services
about services patient
received or needs

AUS 38% 43% 43% 50%

CAN 42 34 42 42

FR 21 45 53 39

GER 74 32 32 30

NETH 47 20 24 43

NZ 52 27 34 39

NOR 57 12 20 25

SWE 12 27 37 39

SWIZ 51 20 16 25

UK 65 34 56 61

US 40 31 36 37

SOURCE 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians. NOTES Respondents reported
whether they or another health care professional in the practice coordinated or had challenges in coordinating patient care.
Appendix table 4 is an expanded version of the exhibit that shows tests of significance (see note 12 in text). aSwiss respondents
had the option to report “do not coordinate with social services,” and 12–14 percent of them chose this option. Their responses
were excluded from these analyses.

Exhibit 4

Percent of primary care physicians in eleven countries who reported having health information technology that facilitates coordinating care with patients,
2019

Practice offers
patients option
to communicate
via email or
secure website

Practice
frequently or
occasionally
uses video
consults

Practice usually or often
uses remote monitoring or
connected medical devices
to monitor patients with
chronic conditions

Patient can perform selected functions online:

Country
Request
appointments

Request
Rx refills

View test
results

View
patient
visit
summaries

All 4
functions

AUS 32% 25% 4% 72% 12% 7% 9% 2%

CAN 22 16 7 21 9 32 5 1

FR 55 10 2 30 6 21 9 2

GER 60 4 6 15 21 2 <1 0

NETH 75 4 7 57 77 22 8 6

NZ 73 9 5 76 77 68 30 27

NOR 75 12 1 82 91 33 4 3

SWE 91 33 4 81 94 68 87 58

SWIZ 80 4 2 10 12 8 3 1

UK 60 9 9 90 91 52 46 38

US 77 20 11 60 73 76 67 50

SOURCE 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians. NOTES “Usually or often” means 50–100 percent of the time. Appendix
table 5 is an expanded version of the exhibit that shows tests of significance (see note 12 in text).
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likely to offer such capabilities, requesting refills
was the most common functionality, while view-
ing results and visit summaries were among the
least common. Physicians from Sweden and the
US led in their ability to provide all four patient-
facing functionalities.
Reflecting ongoing challenges with the inter-

operability of health IT, just over half of US
physicians reported being able to exchange pa-
tient clinical summaries, laboratory and diag-
nostic test results, and patient medication lists
with physicians outside the practice (exhibit 5).
In contrast, the vast majority of physicians (72–
93 percent) in the Netherlands, New Zealand,
Norway, and Sweden reported having these abil-
ities, although Canadian andGerman physicians
rarely reported having them (12–33 percent).

Discussion
In all health systems, improving care coordina-
tion is not only central to achieving high-
performing primary care but is also an indis-
pensable strategy for reducing fragmentation,
eliminating inefficiencies, and reducing costs
of care.14 The survey results from eleven high-
income countries highlight areas of coordina-
tion that are robust in some countries, but they
also point to challenges to achieving more coor-
dinated care, even in the US—which tended to
rank in the middle range of performance among
the countries we studied.
First, US primary care falls short of that in

other high-income countries in terms of provid-
ing extendedaccess to care services suchashome
visits and after-hours arrangements. Ensuring
the continuity of care delivered in settings out-
side the four walls of a primary care practice, but
with the involvement of primary care through
timely information exchange, is a central prereq-
uisite for coordination.7

Second, compared to physicians in theNether-
lands, New Zealand, and Norway, two-way com-
munication of key patient information across
specialists, after-hours settings, EDs, and hospi-
tals is still incomplete inmany countries, includ-
ing in the US. Communication with home-based
nursing care was less than optimal across coun-
tries. US physicians ranked in the middle of
the group in terms of the ability to electronically
exchange patient information outside their
practice, although they were more likely than
physicians in other countries to report offering
patient portals. However, these electronic capa-
bilities are not yet supporting the level of timely
communication that enables primary care pro-
viders to coordinate care effectively.
Third, routine coordinationwith social service

agencies to meet the health-related social needs
of patients is a work in progress in most coun-
tries except Germany and the UK, where 65 per-
cent or more of physicians reported frequently
coordinating with social service providers. Still,
physicians across countries reportedmajor chal-
lenges in coordinating patients’ care with social
services, such as lacking referral systems, inade-
quate staffing, and lack of follow-up from social
service organizations about patients’ needs.
Below we offer some observations on country

policies and reforms that aim to improve the
coordination of care.We acknowledge that while
systematic evaluations of these policies have yet
to be published, they may offer a starting point
for both policy makers and health systems seek-
ing strategies to improve care coordination.
Strengthen Primary Care And Expand Ac-

cess To Care Outside The Clinic In the US
primary care practices are challenged by a health
system that lacks universal insurance coverage,
imposes high out-of-pocket spending, and offers
disjointed services—especially for patients with
complex health needs or multiple chronic con-
ditions. With the exception of the US, the sur-
veyed countries have supportive national poli-
cies that envision a central coordinating role for
primary care, including guaranteed access to
primary care that provides after-hours arrange-
ments and gatekeeping to ensure the appropri-
ate use of specialty and other services (see ap-
pendix table 6).12 For example, the governments
of the Netherlands, Norway, and the UK—coun-
tries that have some of the leading primary care

Exhibit 5

Percent of primary care physicians in eleven countries who reported having health
information technology that facilitates coordinating care with other clinical providers
across settings, 2019

Able to electronically exchange with any doctors outside the practice:

Country
Patient clinical
summaries

Lab and diagnostic
test results

Lists of all medications
taken by patient

AUS 50% 48% 46%

CAN 22 33 29

FR 61 60 48

GER 12 32 14

NETH 81 74 81

NZ 80 83 82

NOR 93 88 85

SWE 76 79 72

SWIZ 47 52 44

UK 66 63 67

US 53 54 53

SOURCE 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians.
NOTES “Electronically exchange” does not include using fax or regular email. Appendix table 5 is an
expanded version of the exhibit that shows tests of significance (see note 12 in text).
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systems in Europe—make a public commitment
to primary care that includes a primary care vi-
sion, a designated primary care unit at the exec-
utive (ministerial) level, and processes for
priority setting and supply planning.4 In these
countries most patients are registered with a
named primary care provider who manages re-
ferrals to secondary and tertiary care, coordinat-
ing use of the larger health care system.15 Limit-
ing or eliminating out-of-pocket spending for
primary care visits can also improve access for
patients. In Australia, Canada, Germany, the
Netherlands, and the UK, all or most primary
care visits are provided free of charge. Finally,
well-planned and -staffed after-hours care sys-
tems in Germany, the Netherlands, and Norway
could serve as an example for the US of how to
provide readily accessible care 24/7.16

Improve Coordination Across Providers
And Settings Effective care coordination re-
quires the timely and efficient sharing of infor-
mation relevant to the care of patients. Today’s
information technologies offer unprecedented
communication capabilities, but in most coun-
tries they are not yet widely embedded in the
practices and other settings that need to commu-
nicate with one another. The vast majorities of
primary care physicians in Norway and New
Zealand, however, reported efficient two-way
communication with providers outside their
practices, thanks to robust national electronic
health information networks. In Norway, for ex-
ample, the National Health Network, a state en-
terprise, provides efficient and secure electronic
exchange of patient information between all rel-
evant parties within the health and social ser-
vices sectors and provides secure telecommuni-
cation for GPs, hospitals, nursing homes,
pharmacists, dentists, and others.15 In New Zea-
land primary care providers across the country
can transfer patients’ records securely between
practices, send electronic referrals, and receive
electronic hospital discharge summaries.17

Technical, financial, trust, regulatory, and
other barriers continue to inhibit electronic data
exchange in health care in the US. However,
current reforms—such as the 21st Century Cures
Act of 2016 and initiatives by the Office of the
National Coordinator for Health Information
Technology in the Department of Health and
HumanServices—shouldhelp accelerate innova-
tion and the adoption of health IT that will sup-
port theexchangeofhealth informationbetween
patients, providers, and payers.

Improve Coordination With Social Ser-
vices Emerging evidence suggests that routine
screening of patients about social determinants
of health and referrals to social services can im-
prove pediatric outcomes.18 Some countries are

beginning to connect primary care with social
services agencies. Since 2016 UK governments
haveprioritized social prescribing—the ability to
refer patients to a range of nonclinical commu-
nity services—in GPs’ practices as a way to link
people to needed services.19 Primary care physi-
cians in the UK were more likely than those in
any other country except Germany to report fre-
quently coordinating care with social services or
other community providers. Nevertheless, more
than half of the primary care physicians in the
UK reported major challenges with adequate
staffing to help coordinate care, highlighting
the resource challenges that other countriesmay
confront as they coordinate primary care and
social services.
It may be possible to use digital technology to

streamline the processes for identifying patients
in need of social services and providing referrals
for needed services. Some electronic health rec-
ords in the US are now enabling primary care
practices to document and address patients’ so-
cial determinants of health. For example, gener-
al internal medicine clinics at Boston Medical
Center, the largest safety-net hospital in New
England, developed and implemented an auto-
mated screening and referral process to address
social determinants of health. Integrating refer-
rals into the electronic health record workflow
streamlined the sharing of information with pa-
tients.20 No single screening tool, referral sys-
tem, or agency coordination model will meet
the needs of all primary care providers and com-
munities in the US, but tools such as electronic
directories of community-based organizations
and standards for data exchange could facilitate
routine screening and referrals. Professional so-
cieties can play a role as well. An American Acad-
emy of Pediatrics guideline recommends screen-
ing for poverty-related social risk factors at
pediatric visits.21

Several countries are implementing policies to
integrate care for health and social services, rec-
ognizing that siloed health and social services
are inadequate tomeet the increasingly complex
health and social needs of patients. In Norway,
for example,more than four hundredmunicipal-
ities have combined their budgets for primary
care and social care—which has created incen-
tives to provide health and social services that
meet the community’s needs.22 In 2013 the
Netherlands created nine pioneer sites for pop-
ulation management, serving more than two
million people, to focus on integrating clinical
and community services.15 While promising in-
terventions have emerged from these pioneer
sites, progress toward regional population
health goals has been slow.23

Beginning in2015 theEnglishNationalHealth
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Service moved more than one-third of the popu-
lation of England into an integrated care system,
devolving responsibility to local governments
for commissioning care and services for their
populations.24 And in 2019 new GP contractual
agreements called on GPs to create primary care
networks to focus on population health, extend
social prescribing, and develop more seamless
connections to community services.25 Over
99 percent of primary care physicians are now
taking part in nearly 1,300 local networks.26

In the US models that address social determi-
nants of health are being tested by states and
regional and local authorities.27 The Center for
Medicare and Medicaid Innovation (CMMI)
awarded thirty-two five-year grants to develop
the Accountable Health Communities model,
which is focused on connecting Medicare and
Medicaid beneficiaries with community services
through screening, referral, and community
navigation services.28 The CMMI is also sponsor-
ing State InnovationModels in eleven states that
are developing and testing linkages between pri-
mary care, community-based organizations, and
social services. For example, Idaho has created
seven Regional Health Collaboratives that sup-
port primary care practices in creating formal
referral and feedback protocols that linkmedical
and social services providers.27

As evaluations of these systemwide initiatives
are conducted and disseminated, they could
yield insights about the varied ways in which

system integrationand coordination canaddress
the social determinants of health and affect
health outcomes, quality, and costs. Given the
range of demonstrations under way, this is fer-
tile ground for international sharing of evidence
about the effectiveness of various strategies.

Conclusion
This survey of primary care physicians from elev-
en countries identified several gaps in the coor-
dination of care. Examining the results reveals
approaches that could help improve communi-
cation and coordination between providers and
patients. Developments in computing and com-
munication technologies are opening new ave-
nues for efficient and effective communication
and data sharing between health care organiza-
tions and social service providers. Digital health
tools can engage patients and providers in new
forms of coordination.
Improved technology alone will not suffice.

Common ingredients of initiatives across coun-
tries include a strong commitment by govern-
ment and other payers to primary care, the de-
velopment of innovative care models, and active
cooperation among professionals from the
health care and social services sectors. Advanc-
ing initiatives with these ingredients could im-
prove coordination over time and improve the
health of the public without unnecessary in-
creases in cost. ▪

This study was supported by the
Commonwealth Fund. The views
expressed are those of the authors and
should not be attributed to the
Commonwealth Fund, its directors, or its
officers. [Published online December 10,
2019.]
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