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Foreword

Foreword from the Director General,
World Health Organization

Since the Declaration of Astana on Primary Health Care (PHC) was adopted five years ago, the
world has changed - and will continue to change - in fundamental ways that pose profound
challenges for achieving health and well-being in every country and community. At the World
Health Assembly in May 2023, WHO's 194 Member States expressed strong support for the
urgent need to reorient health systems to the PHC approach to accelerate progress towards
universal health coverage (UHC).

This PHC Primer, reflecting lessons from over 50 countries and all WHO Regions, is part of
WHO's ongoing commitment to support countries in advancing PHC on the road to UHC. It
builds on the substantial work that WHO and its partners have been doing since Astana to pro-
vide countries with the most up-to-date guidance and support for strengthening PHC.

Central to this effort has been the development of two joint WHO-UNICEF publications: the
Operational Framework for Primary Health Care, an evidence-based tool which translates the
vision of the Declaration of Astana into practical action; and the Primary Health Care Measure-
ment Framework and Indicators, which monitors health systems through a PHC lens. In parallel,
the WHO Special Programme on PHC was created to foster WHO's support for countries, and
to strengthen its organizational capacity, including through the UHC Partnership, WHO's lar-
gest platform for international cooperation on UHC. WHO has also been working closely with
UNICEF and other partners in the PHC Accelerator of the Global Action Plan for Healthy Lives
and Well-being (SDG3 GAP).

Despite the progress being made towards PHC globally, the concept is still often misunder-
stood, even within the public health community. While the provision of high-quality compre-
hensive primary care is indeed a defining feature, PHC encompasses a broader and more
holistic approach to health and well-being rooted in the principals of equity, human rights and
social justice. PHC recognises the importance of designing and delivering people-centred
health services that address all the health needs of people, both physical and mental, acute
and chronic, communicable and noncommunicable, rather than treating individual diseases
and disorders in isolation from one another. As Hippocrates, the father of medicine said, “It is
far more important to know what person the disease has than what disease the person has".

This Primer offers a contemporary understanding of PHC and more conceptual clarity. Most
importantly, it provides extensive examples of how PHC is being implemented in practice. The
Primer will also serve as the basis for a companion publication that will use data on the status
of PHC capacities and performance globally, using the PHC measurement framework, to gen-
erate further guidance for countries to strengthen their PHC approach.

I hope this Primer will be a useful tool for ministries of health, policy-makers, public health
practitioners, researchers, students and teachers, partners and donors, and PHC champions
and advocates, as we work together to realise the promise and potential of PHC.

WS

Dr Tedros Adhanom Ghebreyesus
Director-General, World Health Organization







Preface

Preface from the WHO Regional Director for Europe

It's long been clear that transforming and strengthening primary health care (PHC) is
essential to respond better to the ever-changing and constantly growing demand for
health services globally. Yet we continue to struggle to build the evidence to implement
effective PHC policies. This is primarily because of the lack of conceptual clarity about what
a PHC approach actually stands for and the complexity of its implementation in health sys-
tems. All of this means that while we know PHC is the cornerstone for achieving universal
health coverage and improving people’s health and well-being across the life-course, its
potential remains largely untapped.

The primer before you seeks to signpost the future of PHC by creating conceptual clarity
and providing a comprehensive review of evidence regarding policies and their impact.
Symbolic of our efforts to connect theory and practice, the primer was unveiled at our
2023 International Conference on Primary Health Care Policy and Practice: Implementing
for Better Results in Astana, marking 45 and 5 years since the adoption of the historic
Alma-Ata and Astana Declarations on PHC respectively.

PHC is about more than models and definitions. It is about humane and patient-centred
care to which every person has a fundamental right. It is about ensuring that PHC is an
accessible and affordable entry point into the health system, and that it remains a con-
stant contact point for patients needing care across the life-course.

In a modest, yet ambitious way, the primer aims to inspire policy-makers and health care
workers by documenting the real-world implementation of PHC reforms in a range of
countries, many of which are in the WHO European Region.

At the same time, this volume is far from exhaustive. As we zoom in on the state of evidence
in various WHO Regions, including the WHO European Region which encompasses
53 Member States, we admit to the gaps in our knowledge. Even where we have seen much
progress in research and data collection, we are still missing critical information on PHC
models and their impact on access and efficiency, underscoring just how important it is to
thoroughly study the impact of PHC across time, given how vital PHC is in achieving health
for all - the vision that guides all that we at WHO do.

This document is but a first step on this transformative journey. Together with our team
at the WHO European Centre for Primary Health Care in Almaty, Kazakhstan, we will con-
tinue working with and for countries to get a clearer picture and understanding of the PHC
policy landscape. By exploring successful PHC transformations with rigorous data collec-
tion and analysis we will continue providing solid evidence and guidance for effective
primary health care policy and practice.

May this volume spark a renewed commitment to bring evidence in support of the PHC
movement, driving transformative change and ensuring that health for all becomes a real-
ity in our lifetime.

-

Dr Hans Henri P Kluge
Regional Director

WHO Regional Office for Europe
X






Executive summary

Executive summary

Policy-makers, practitioners and communities agree that primary health care (PHC) is
uniquely placed to offer people care close to their home and the chance to be treated
by professionals who understand their needs and preferences, as well as the context
in which they live. They also agree that PHC is intrinsically linked to public health and
an integral part of strengthening health systems to advance towards universal health
coverage (UHC) - giving it a key role in efforts to secure access to high-quality, people-
centred health services without financial hardship.

The values of primary health care - and the value of the continuity, comprehensiveness
and coordination which PHC provides - were formally recognized by the global com-
munity in the Alma-Ata Declaration of 1978 and have been reaffirmed since by the
Sustainable Development Goals and the Astana Declaration. More than that, countries
acknowledge that primary health care is a crucial tool in shaping and reshaping health
systems to make them sustainable.

PHC stands as the principal interface between the health system and communities -
the locus where the formalized system meshes with people's lives. It is locally
embedded and responsive, which makes it a bedrock of resilience. There is powerful
evidence that a PHC orientation can prevent disease and promote public health,
reducing pressures on the care system, and that it encourages integrated, more
holistic care. It delivers better access and more equity, responding to and engaging
communities, including the most marginalized, and empowering people to take charge
of their own health. Itis also clear that it promotes greater efficiency, moving care into
lower cost settings and serving as a natural partner for multisectoral action on the
broader determinants of health. However, and despite the weight of evidence of PHC's
added value, it has been neglected.

The current “permacrisis” with its rising disease burden, the impacts of climate change
and conflict may, perversely, represent an opportunity for PHC. As policy-makers’
fears on how to finance and staff health and care services grow, they may act at last
on the imperative for reform and invest substantially and decisively in PHC. Fulfilling
the promise of PHC would drive countries towards UHC and improved health system
performance. It would also enhance health security and resilience, and underpin a
cost-effective approach to meeting people’s needs - all of which are paramount
concerns for countries which face mounting challenges and constrained resources.

The World Health Organization (WHO), in collaboration with the European Observ-
atory on Health Systems and Policies, recognizes this window of opportunity with this
first Global Report on Primary Health Care as a PHC Primer. It brings together the
evidence on the ‘how’ of PHC by laying out an analysis of best practices and tacit
knowledge that countries have generated through "natural experiments" in
strengthening PHC.

Xl
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As policy-makers consider, plan, and implement the transformation of their health
systems, the evidence as laid out in this document will help to:

= make the case for investing in primary care and public health
m assess how to reorient models of care

= understand the strategic and operational PHC levers that can shift health systems
towards PHC

use governance, workforce and financing to incentivize change
explore what works in different contexts

identify enablers and barriers to change

improve health system performance

translate commitments to PHC into action.

The Primer and PHC Global Report can thus inform countries' reforms as they seek to
make the difference in quality, access, equity, and financial protection; to foster resil-
ience to withstand shocks and adapt to environmental needs; and as they pave the
way for the realization of UHC.

The Primer is organized in three parts:

m Part | explains the PHC approach, its history, core concepts and rationale, and
draws out lessons for transformation.

m Part Il addresses the ‘operational levers of PHC' or dimensions that need to be
addressed to make PHC work. It covers the operational and strategic levers of
governance, financing and human resources for health, medicines, health
technology, infrastructure and digital health, and their role in implementing change.

m Part Il concludes by taking a cross-cutting view of the impacts of PHC on the health
system and wider goals of efficiency, quality of care, equity, access, financial
protection and health systems resilience, including in the face of climate change.

Part I: History and core concepts

Chapter 1 explains the primary health care approach. PHC is the cornerstone of
strong and resilient health systems. It shapes them so that they respond to people;
offer quality, affordable care close to communities; and engage people in their own
health and well-being. Key messages include:

m PHCis fundamentally about delivering holistic, integrated health services.

m Person-centred primary care services and the population focus of public health are
linked by PHC, which makes PHC a tool for stronger UHC, health security, health
and well-being.

m PHC acts as a bridge between health care and community engagement and so
supports access, participation and quality.

= Different sectors are brought together by PHC on policy and for action, fostering
whole-system, whole-society thinking.

XV
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m PHC typically suffers in terms of resources in comparison with hospitals, but a PHC
approach is not simply about shifting funds. Specialist settings can play a crucial
role in a PHC-oriented system if they use their expertise, innovation and technology
to support PHC and provided that they engage and communicate with primary care
providers, referring patients back when the time is right.

Chapter 2 looks at the long traditions of PHC and its unrealized potential. The history
of PHC is one of consensus about its importance, debate about its feasibility and the
failure to fully implement it. The reasons the PHC approach has not been rolled out
despite the United Nations (UN) Sustainable Development Goals (2015), Alma-Ata
(1978) and Astana (2018) offer important lessons for policy-makers today and for the
future. Key messages include:

m Comprehensive implementation of PHC is an inherently political process that
requires more than technical solutions.

= A clear long-term vision and consistent health system goals pursued throughout
the political cycle mark out those countries that have implemented the PHC
approach successfully.

m Acombination of top-level leadership, political will and long-term vision is critical in
bringing together the elements needed to develop and implement effective PHC,
not least governance, human and financial resources, different sectors and civil
society.

m Policy-makers can avoid some of the failings of the past by being aware of
misconceptions and addressing the tensions that exist, such as:

the (widespread) perception of generalist, ‘low tech’ and community-led care as
being less modern and of less value than specialist hospital care, which has
tended to undermine PHC

the preference in some settings for ‘selective’ PHC approaches and vertical
programming - as a response to donors’ priorities - which has worked against a
comprehensive, PHC orientation
the misguided sense of PHC as exclusively ‘pro-poor’ rather than for everyone
(universalist) and the linked notion of PHC services being second-rate.
m Rising health care costs and concerns about sustainability have created a window
of opportunity for PHC but it will inevitably be time-limited, which makes action
particularly urgent.

Chapter 3 covers definitions, terminology and frameworks. “Primary health care”
and “primary care” are related but distinct concepts. Although they are often used in-
terchangeably, they reflect different priorities and approaches. Clear definitions and
consistent use of terms can help communication, allow actors to share lessons more
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effectively and make more explicit the complex actions and considerations required

to

strengthen PHC. Key messages include:

PHC is a whole-of-society approach that strengthens health systems and maximizes
the level and distribution of health and well-being. As in the Declarations of Alma-
Ata and Astana, it shapes the whole health system by:

putting primary care and the essential public health functions together at the
core of integrated health services

leveraging multisectoral policy and action
empowering people and communities as co-creators of their health.

Primary care is at the heart of the services component of PHC but does not have
the same whole-of-society breadth. Its four core characteristics are:

first contact access
continuity
comprehensiveness
coordination.

The frameworks developed in light of the Astana Declaration tally with the
definitions of PHC and give policy-makers and other system stakeholders tools to
operationalize policy commitments and measure PHC performance.

Chapter 4 addresses the rationale for PHC-oriented health systems. PHC is a worth-
while investment because it makes care more efficient and more equitable. More than
that, PHC has a positive impact on overall health system performance, improving ac-
cess, quality and patient satisfaction. Securing the political will to invest in PHC is com-
plex, but the evidence shows that the long-term benefits of reorienting the system
outweigh the costs. Key messages include:

Xvi

PHC improves services because it uses a full range of levers for better quality and
access, as well as to ensure continuity, comprehensiveness and coordination.

Efficiency is enhanced by PHC, which reduces unnecessary use of (costly) specialists
and hospitals.

Population health improves with long-term investment in PHC, which is linked to better
health outcomes including for mental and child health and noncommunicable diseases
(NCDs).

PHC is provided in a trusted setting where the patient, family and community
context are understood, which leads to higher user satisfaction and better self-
reported health.

PHC reduces financial hardship, narrows outcome gaps and improves equity,
particularly when adequate funding, staffing and training allow it to reach
underserved populations.

Long-term commitment to PHC has a wider return on investment, keeping people
well enough to work and stimulating economic productivity.
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m Gender equity is promoted where PHC offers valued roles to women - provided
they are given the right training and employment terms and if gender imbalances
in seniority and pay are addressed.

m Emergency preparedness and resilience are reinforced by PHC's prevention
function, the way it bridges individual and population-level approaches and its
multidisciplinary approach, but also through the ties it creates with and within
communities.

Chapter 5 explores the central importance of integrating public health and primary
care to the PHC approach. Public health and primary care add value to each other.
Separating them because public health has a population perspective, while primary
care typically focuses on the individual, is artificial and creates unnecessary barriers.
PHC integrates both perspectives, encouraging greater efficiency and effectiveness,
and creating the conditions for more community engagement and multisectoral action,
so strengthening health systems and fostering resilience. Key messages include:

= Primary care and public health services have natural synergies, particularly in the
five key areas of:
health protection
health promotion
disease prevention
surveillance, monitoring and population health analysis
public health emergency preparedness and response.

m A PHC-oriented system can integrate primary care and public health in a range of
ways from maintaining two distinct services but ensuring mutual awareness,
through cooperation and collaboration, to full integration in a single, merged
organization.

m Enabling the integration of two strands of health care delivery with different
paradigms is not straightforward in practice. Country experiences highlight the
importance of:

creating a clear shared vision, goals and mandates that public health and primary
care co-own

acknowledging the distinct training, culture and ways of working in public health
and primary care, and ensuring that change management and leadership styles
acknowledge these differences

revisiting education and training to combine primary care and public health
perspectives, and to make collaboration the norm

establishing shared data systems and shared protocols that bridge individual
patient and community-level data and facilitate integration

joint funding that minimizes or rules out any perception of competition for
resources.

XVII
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Chapter 6 sets out thinking on models of care. A model of care outlines where and
how a set of services is delivered. Such models often develop ad hoc over time and
health systems typically have multiple, interlinked models operating simultaneously
across levels. This can cause fragmentation and inefficiency. A PHC-oriented model of
care facilitates the delivery of comprehensive, integrated people-centred care, pre-
vention and health promotion over the life course. Key messages include:

= Reorienting models of care towards PHC is a complex, long-term, iterative process
but supports high-quality, responsive and more efficient care.

m There is no single “correct” model - national and local context are crucial, but
country experience suggests effective processes include at least four domains:

selection and planning of services defines the package of care and identifies
delivery channels; it allows planners to tackle integration across platforms,
settings and levels, and to consider how to engage the public and/or private
sectors

service design is a way of ensuring individuals are assigned to a primary care
provider, building in desired practices, clinical guidelines and care pathways that
promote primary care and encourage timely patient referral to acute services
and effective counter-referral

getting organization and management right means strengthening professional
management, leadership and supervision; building multidisciplinary teams; and
encouraging community-based case management and coordination

community linkages and collaboration between facility and community-based
providers are an asset as is involving communities in planning and organizing
services and offering care and education in homes.

Part II: Implementation

The second section of the Primer looks at each of the levers that need to be addressed
to make PHC work and highlights the practical challenges of implementing change.

Chapter 7 discusses health governance. Health governance is about how societies
and actors develop and implement collective decisions, set priorities and determine
policies in health systems, and addresses oversight, incentives and accountability. The
governance of PHC has three critical aspects: decision-making autonomy at the local
level, which facilitates responsiveness; policy frameworks and joint planning arrange-
ments, which support service integration; and leadership, which fosters a culture of
equity and quality assurance. Key messages include:

m Decentralizing decision-making autonomy matters in PHC because local units are
best placed to improve access, equity and efficiency, and make services more
people-centred and responsive. It works when local units have sufficient capacity
and resources, and if there is clarity on authority, roles and accountability, including
to local communities.

XV
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m Central coordination remains important as a way of reducing fragmentation and
adjusting for the differences in capacities and resources between subnational units.

m Governance has an important, often critical, role in service integration because
without policy frameworks and some clarification of roles and policy, joint planning
and relationships between stakeholders and communities may not succeed.

= Quality assurance, regular monitoring and feedback loops are central to effective
leadership and good governance because they prompt data-driven decision-making
and action.

m Effective leadership supports quality in PHC.

= Including stakeholders and communities in identifying the root causes of
performance issues and the possible solutions is key to coproducing quality
improvement.

m Government engagement with the private sector can help ensure that private sector
actions support the implementation of a PHC approach and public health goals.

Chapter 8 examines the role of the health and care workforce. The PHC workforce
is expected to provide health promotion, prevention and public health services; deliver
acute and chronic care; ensure continuity of care; and respond to patients’ needs and
expectations. Educating, attracting and retaining sufficient adequately-trained, moti-
vated professionals is absolutely critical. Strategic planning, education, life-long train-
ing, recruitment, retention and distribution are essential. Key messages include:

= Astrategic vision for a fit-for-purpose workforce ensures the acquisition of the right
competencies and skills to achieve PHC. The vision needs to account for patient
needs, context, service delivery and labour market trends, and build in flexibility for
the future.

m Strategic planning of the PHC workforce must address:
workforce composition, deployment, distribution and management

the definition of scope of practice and roles, the division and transfer of tasks,
and the development of multiprofessional teams

the adjustments in education, financing, employment practices and regulation
to enable task-shifting.

m High-quality pre-service education and life-long training will have to evolve to enable
the workforce to deliver effective PHC-oriented care and to (continue to) adapt to
changing needs.

m Attractive working conditions and safe and supportive environments are crucial to
recruiting and retaining the PHC workforce. Consideration must be given to the
personal and professional implications of working in remote, rural settings, and
gender inequities must be addressed as well.

m Developing an effective workforce for PHC-oriented systems requires a whole-of-

government commitment, involvement of professional organizations, stakeholder
support and community engagement.
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Chapter 9 investigates health financing. It is the role of health financing to mobilize
sufficient resources to make PHC effective and, given the shortfall in public funding in
so many settings, to seek to preserve access and equity, and protect patients from the
(sometimes catastrophic) impacts of out-of-pocket payments. It is also a crucial tool
in reorienting health systems towards a PHC approach giving policy-makers the levers
to achieve change. Key messages include:

m Political will is the primary factor in securing financing for health and for PHC. It
determines what share of public funds goes to primary rather than specialist care
and the extent of out-of-pocket payments.

m Health financing arrangements can be designed to support (or drive) change to a
PHC orientation. Policy levers include:

changing how revenue is collected, pooled and - most particularly - allocated

adjusting the population coverage and the services included in, or excluded from,
benefit packages

aligning purchasing practice with health system goals

using a tailored blend of provider payment methods and targeted funding to
incentivize PHC.

m PHC often relies on funding from multiple sources (government, insurance, donors),
which undermines integration, and on out-of-pocket payments which are
inequitable. Using pooled funds to pay for PHC reduces the financial burden on
patients and the fragmentation of service delivery.

m Clearly defining and aligning comprehensive packages with public funding and
incentives reduces the inappropriate use of expensive emergency and secondary
care, and is cost-effective and equitable.

= Investing in good public financial management allows a timely flow of resources
that facilitates continuity in service provision, provision of medicines and supplies,
and the retention of staff.

= Provider autonomy - coupled with responsibility and accountability - encourages
responsiveness to local needs.

Chapter 10 reviews medicines and pharmaceutical services. Equitable access to
safe, effective and affordable medicines and vaccines is key to PHC. Yet the cost of
medicines prescribed in primary care is a main driver of out-of-pocket expenditure in
many countries, jeopardizing financial protection. Making appropriate, quality medi-
cines and pharmaceutical services accessible depends on supply-chain management,
prescribing and dispensing and, above all, on coverage policies. Key messages include:

m Ensuring affordable access to medicines in PHC requires the use of public financing
(benefit packages) to pay for essential medicines and systematic use of generic and
biosimilar medicines to keep costs down.

= Medicines are more easily available if they are dispensed closer to patients and if
community pharmacies can be integrated into primary care services.
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m Improved stock management and procurement practices support access and
efficiency.

m Closer coordination between community pharmacies and prescribers facilitates
access to medicines and encourages responsible consumption.

m The appropriateness and acceptability of services can be strengthened by clear
treatment guidelines; routine prescribing of generics; and shifting prescribing from
specialized settings to primary care, all of which also support effective PHC.

= Training staff and strengthening processes will improve the quality of pharmaceutical
services and help them respond better to population need.

= Involving patients, care-givers and communities; education programmes that foster
medicine and vaccine literacy; and efforts to encourage responsible self-care and
self-management of medication, all increase the effectiveness of PHC and foster
community empowerment with all its associated benefits.

Chapter 11 tackles health technology. Misconceptions of PHC as ‘naturally’ low-tech
are unhelpful. Technology has huge potential to address some of PHC's central con-
cerns by enabling diagnosis and treatment in communities rather than secondary care;
by improving integration; and by encouraging community engagement. PHC can bene-
fit from everything from simple communication devices to complex imaging systems
or decision support tools, robotics and assistive technologies. Key messages include:

= Harnessing the right technology can support both individual and population health.

m Using technology to facilitate early identification of risk factors and early diagnosis
allows early intervention in local settings, at lower cost.

m Communication technologies such as email, mobile phone applications, telemedicine
and digital health tools can overcome time and distance barriers to foster active
involvement of patients and communities, and boost health literacy.

m Health technologies can be a driver of self-care, especially in prevention and disease
monitoring. They are efficient, support patients in self-management and can
increase their satisfaction.

m Integrated care and multisectoral collaboration are made more effective and
efficient by technology-driven clinical support tools and referral systems that allow
information-sharing and facilitate care coordination and continuity across primary,
secondary, acute and long-term care.

= Technology helps planners to understand population needs, supports people-
centred service design, promotes task-shifting and competency-sharing with
non-physician cadres or by patients, and so contributes to better health service
management.

m Country deployment of health technologies flags the importance of:
addressing the acceptability of technologies
buy-in (and provision of resources) from different levels of government
skills training for the relevant workforce and for patients
support services, management and maintenance
fostering trust in data privacy.
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Chapter 12 considers health infrastructure. Infrastructure includes buildings and
non-medical equipment, utilities and supply systems. Infrastructure needs and main-
tenance are sometimes neglected in primary care settings but patients care about the
quality of PHC facilities. These have a direct impact on patient-provider interactions
and patient satisfaction. They also significantly impact staff well-being and effective-
ness. Key messages include:

= Basic requirements, including water, sanitation and hygiene (WASH), solid waste
management and reliable electricity and internet connections, are a fundamental
prerequisite for high-quality, primary care.

m High-quality infrastructure and good (evidence-based) design support the PHC
approach, encouraging collaboration, staff and patient mental health and well-
being. They facilitate efficiency and teamwork, and contribute to staff satisfaction,
recruitment and retention. Infrastructure can also engage communities and build
trust - but although this enables high-quality care, it cannot guarantee it.

m Investing in primary care infrastructure is typically less costly than hospital
investment but still represents a major cost and has significant long-term
implications, shaping provision for decades.

m Infrastructure investment must consider more than initial capital costs if it is to be
appropriate and needs-responsive, by taking into account:

the medical and non-medical needs of individuals and communities

the likely pattern of future demand and of technological innovation

the implications of room layout and design

possible system shocks and how infrastructure might be adapted in response

reliability and maintenance costs over the whole life-cycle, including aspects of
environmental impact (a more “value-based” approach).

Chapter 13 assesses information systems and digital solutions. Health and digital
information systems, including eHealth, mHealth and artificial intelligence (Al), collect,
store, process and distribute data. The assessment of digital solutions is ongoing, but
itis already clear that they play a critical role in understanding health needs, outcomes
and care processes, and inform health planning. They can also help engage individuals
and communities across the care continuum. However, their impact is limited unless
they are aligned with the broader health system infrastructure and integrated into
routine workflows. Key messages include:

m High-quality, reliable and trusted data - that is analysed, shared and interpreted -
offers policy-makers necessary insights to implement a PHC approach. Integrated
services also depend on efficient flows of high-quality data.

m Ensuring data that is “good enough” to support all stakeholders’ decision-making
and integration requires:

interoperable data systems with standardized data definitions

timely availability, which in turn means resourcing effective data entry and data
pipelines
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communicating the data in ways that are tailored to local decision-making
processes, and which empower patients to participate in informed health care
choices.

E-registries, a unique identifier and automated quality checks are key tools in
meeting system needs and fostering coordination and communication between
patients, providers and decision-makers.

Information and digital systems will best support a PHC approach when:
there is a comprehensive and resilient digital ecosystem in place
PHC objectives and a commitment to integration underpin the approach
this is developed and implemented mindful of inequalities in adoption and use.

Chapter 14 gives an overview of the impact of PHC on efficiency and quality. Quality
and efficiency are closely linked. Reforms that align health systems to the PHC ap-
proach also foster efficiency and quality including its dimensions of effectiveness,
safety, satisfaction and trust. Key messages include:

PHC can enhance quality because its focus on community engagement ideally helps
identify health problems early, address them equitably and ensure continuity of
care, improving outcomes and user satisfaction.

The PHC approach encourages generalist-led, multidisciplinary teams, which helps

to coordinate health and care workers and specialists, strengthening patient safety
and encouraging a rationalized use of complex tests and treatments.

Efficiency is boosted by a PHC orientation because PHC fosters public health,
prevention and health promotion, all of which reduce the call for unnecessary,
costly and potentially harmful specialist care and hospitalization.

The PHC approach promotes more efficient resource allocation and utilization,
while the impact on health outcomes and patient safety also contains costs.

By improving relationships between facilities and communities, the PHC approach
can enhance perceptions of quality and boost user satisfaction, increasing
population trust in the health system and helping investments to translate into
better population health.

Country experiences highlight tools for quality and efficiency within PHC such as:

ensuring a combination of well-remunerated and trained health and care
workers and allied health professionals

using PHC as a platform for priority areas such as mental health or nutrition

establishing effective communication between primary care teams and
specialists, clear division of tasks and referral pathways

applying clinical decision support and electronic health records in PHC.
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Chapter 15 reflects on the impact of PHC on equity, access and financial protection.
Despite global commitments to both PHC and to providing all people with quality, af-
fordable and accessible health care, more than half of the world's population is not
covered by essential health services, and paying out-of-pocket for health services
causes widespread and severe financial hardship. PHC is a key strategy in enhancing
equity, access and financial protection. Key messages include:

m Equitable access can be strengthened by effective PHC because:

itis rooted in the local area, offering services where people are and without long
travel times

it understands communities and the way they use services, making it possible to
tailor coverage to cultural, linguistic and socioeconomic contexts, and to include
marginalized groups.

= PHC reforms have the potential to significantly reduce financial hardship policies
but need careful consideration and to include:

comprehensive health benefit packages
essential health services, essential medicines and public health interventions.

m PHCis also an effective vehicle for publicly funded coverage for vulnerable groups.
Specific interventions can tackle the affordability aspects of access for them.

m Country experience has identified PHC strategies that enhance access and equity,
including:
organizing health services around first contact primary care - which works if
individuals are assigned to a primary care provider (or ‘empaneled’)

including community health workers and managers, and task-shifting in
multidisciplinary teams

making care more approachable and acceptable and therefore more available
through community-based approaches such as mobile clinics and outreach
services

using new technologies such as telemedicine to help bring comprehensive first
contact care to remote and rural areas.

Chapter 16 highlights the impact of PHC on health systems resilience including in
the face of climate change. Resilience is the ability to absorb, adapt and transform
to cope with shocks and is critical to maintaining health system performance under
stress. Resilience to climate change in the health system context implies addressing
the health impacts of climate change and the impact the system itself has on the en-
vironment. PHC can be at the core of both. Key messages include:

m PHC's contribution to the health system'’s resilience revolves around its inherent
strengths, including that:

PHC integrates primary care and essential public health, and supports actions
on social and environmental determinants of health
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linkages and networks across communities and sectors confer an ability to
mobilize local and societal solidarity

PHC is already embedded in the communities most impacted by environmental,
economic and health shocks - including the marginalized - and can support the
harder-to-reach

the tradition of multidisciplinary teams working across boundaries offers a wide
range of delivery options in an emergency

PHC fosters ‘environmentally friendly’ prevention and self-care; it uses resources
efficiently by treating close to the community and prefers lower environmental
impact technologies and interventions, so reduces the health system’s carbon
footprint.

= Investing in PHC will allow governments to bolster access to health services,
reducing population vulnerability to shock and mitigating disruptions when shocks
do occur.

m PHC provides efficient, local responses to extreme weather events, crisis-induced
disease outbreaks and other climate change created health problems.

m Adapting prescribing and cutting emissions and waste can reduce PHC's own carbon
footprint.

m PHC can use the trust it inspires in communities to raise awareness of links between
behaviour and environmental impact, and promote action.

Chapter 17 draws out conclusions. Strengthening PHC-oriented health systems is an
essential step towards achieving universal health coverage. However, translating com-
mitments into action requires an understanding of health systems and health system
performance as well as the levers for change. Analysis of the evidence and country ex-
periences offer practical lessons on how to implement PHC. Key messages include:

m The history and foundations of PHC help explain its potential, in particular:
the importance of integrating public health and primary care

its role in integrating health services for more holistic, equitable, person-centred
care

the added value of links to people and communities, and the scope to empower
them as co-creators of their health

its privileged position in terms of working across sectors and on the wider
determinants of health.

m The operational levers are key to incentivizing a stronger PHC orientation with:

governance, including decentralized decision-making and leadership, to support
the service integration and community engagement

workforce policies having a central role in enabling team working and fostering
responsive care
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= well-designed financing mechanisms offering the means to prompt change
= medicines, technologies, infrastructure and information systems all being
powerful enablers of the PHC approach.

Reorienting health systems towards a PHC approach delivers huge benefits for overall
health system performance and in particular for quality, access and equity, and for re-
silience.
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Glossary

Acceptability

Refers to cultural and social factors determining the possibility for people to accept
the aspects of the service and the judged appropriateness for the persons to seek
care.

Access (to health services)

The ability, or perceived ability, to reach and obtain health services or health facilities
in terms of location, timeliness and ease of approach in situations of perceived need
for care.

Accountability
The obligation to report or give account of one’s actions, for example, to a governing
authority through scrutiny, contract, management and regulation or to an electorate.

Advanced practice nurse/Nurse practitioner

A registered nurse who has acquired the expert knowledge base, complex decision-
making skills and clinical competencies for expanded practice, the characteristics of
which are shaped by the context and/or country in which s/he is credentialed to
practice.

Affordability
Reflects the financial and timely capacity for people to use appropriate services.

Algorithm

A specification of how a computer shall solve a problem, perform a calculation and
execute a task.

Allocation

Describes the decisions about how pooled funds should be distributed across the
different types of health care and across geographic areas.

Artificial intelligence

Artificial intelligence refers to systems designed by humans that involves developing
computer programs to complete tasks which would require human intelligence.

Assistive technologies

Is an umbrella term covering the systems and services related to the delivery of assis-
tive products and services. Assistive products support people with impaired cognitive,
perceptual, and physical functions, maintain or improve an individual's functioning
and independence and help to prevent or reduce the effects of secondary health con-
ditions. Assistive technology is a subset of health technology and comprises for
example hearing aids, wheelchairs, communication aids, spectacles, prostheses, pill
organizers and memory aids.
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Blended payments
Blended payments mean that different payment mechanisms are combined to miti-
gate against the shortcomings of any one mechanism and to provide a more balanced
set of incentives.

Bundled payments

Involve paying one single payment to several providers to deliver one episode of care
for a certain condition, which should stimulate providers to better coordinate care by
allowing them to retain any saving.

Capitation payment

Providers are given a fixed per-person prospective payment to deliver a defined set of
services to each enrolled individual regardless of the actual volume provided, for a
specified period.

Change management
An approach to transitioning individuals, teams, organizations and systems to a
desired future state.

Community

A unit of population, defined by a shared characteristic (for example, geography, inter-
est, belief, or social characteristic), that is the locus of basic political and social
responsibility and in which every day social interactions involving all or most of the
spectrum of life activities of the people within it takes place.

Community-based

Community-based is another characteristic of primary care, where community refers
to a ‘place’, capturing its delivery in close proximity with where people live or work.

Community engagement (or empowered people and communities)

A process of developing relationships that enable stakeholders to work together to
address health-related issues and promote well-being to achieve positive health
impact and outcomes.

Community health worker

Is a frontline worker who provides health and medical care to members of their local
community, often in partnership with health professionals; alternatively known as vil-
lage health worker, community health aide or promoter, health educator, lay health
adviser, expert patient, community volunteer or some other term. The worker has a
close understanding of and trusting relationship with the community. This enables
them to serve as a intermediary between health/social services and the community
and to facilitate access to services and improve the quality and cultural competence
of service delivery.
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Community-oriented primary care

A continuous process by which primary health care is provided to a defined commu-
nity on the basis of its assessed health needs, by the planned integration of primary
care practice and public health.

Competency-based education

Competency-based education is a whole-of-program approach with a dual focus on
the services to be provided, and the competencies of the health worker who provides
them. The action-oriented principles are associated with better learner engagement,
better transitions to practice, and improved quality of health workers.

Comprehensiveness of care

Comprehensiveness can be referred to as the scope, breadth, and depth of primary
care, including the competence to address health issues throughout the life course.
Comprehensive primary care can respond to the majority of an individual's health care
needs, either through direct provision of care (for the vast majority of problems) or
through referral to other levels of care or services.

Continuity of care
Continuity of care results from the delivery of seamless coherent person-focused care
over time across different care encounters and transitions of care.

Coordination of care

The responsibility to coordinate service delivery across the whole spectrum of health
and social care services, including mental health services, long-term and social care,
through integrated, functional and mutually supportive arrangements (including refer-
ral systems) for transitions and information-sharing along evidence-based care
pathways.

Co-payments
A fixed amount (flat rate) charged for a service (see also ‘Out-of-pocket payment).

Coverage policies

Policies that set out what health services will be fully or partially subsidized; who is
entitled to these services, and the terms under which the population can access these
services.

Digital health

An overarching term that is defined as the use of digital technologies to improve
health. It includes eHealth and mHealth (e.g. telemedicine, electronic health records
and wearable sensors) as well as developing areas such as the use of advanced com-
puting sciences in the fields of big data and artificial intelligence. Digital technologies
also include some medical devices and assistive products.
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Digital health literacy

Refers to the skills, knowledge, and attitudes necessary to successfully use digital sol-
utions, effectively understand and utilize data outputs from such solutions as well as
actively participate in the digital information society.

Digitalization

The process of automating workflows and services using technology and digital
information systems. In this format, manual efforts are minimized. Digitalization is the
second step towards digital transformation.

Digitization
The process of storing data electronically. In this format, data is available for action,
update and reporting. Digitization is the initial step towards digital transformation.

Disease management

A system of coordinated, proactive health care interventions of proven benefit and
communications to populations and individuals with established health conditions,
including methods to improve people’s self-care efforts.

Effectiveness

Extent to which a service achieves the desired results or outcomes, at the patient,
population or organizational level.

Efficiency

Relationship between a specific product (output) of the health system and the
resources (inputs) used to create the product, distinguishing technical and allocative
efficiency.

e-health

Information and communication technologies that support the remote management
of people and communities with a range of health care needs through supporting self-
care and enabling electronic communications among health workers and between
health workers and patients.

Electronic health record (EHR)

Real-time, patient-centred records that provide immediate and secure information to
authorized users. EHRs typically contain a patient's medical history, diagnoses and
treatment, medications,

Emergency preparedness

The knowledge, capacity and organizational systems that governments, response and
recovery organizations, communities, and individuals develop to anticipate, respond
to, or recover from emergencies
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Empanelment

The identification and assignment of populations to specific health care facilities,
teams, or providers who are responsible for the health needs and delivery of coor-
dinated care in that population.

Empowerment

The process of supporting people and communities to take control of their own health
needs resulting, for example, in the uptake of healthier behaviours or an increase in
the ability to self-manage illnesses.

Equity in health

The absence of systematic and remediable differences in health status, access to
health care and health-enhancing environments, and treatment, in one or more
aspects of health across populations or population groups within and across coun-
tries.

Essential medicines

Medicines that satisfy the priority health care needs of the population and are selected
based on public health relevance, evidence on efficacy and safety, and comparative
cost- effectiveness.

Essential public health functions

Refer to a fundamental and indispensable set of collective actions under the respon-
sibility of the State which are needed to meet public health goals, including the
attainment and maintenance of the highest level of population health possible within
given resources.

Family medicine (or general practice)

The discipline for the provision of comprehensive, generalist, continuing and person-
centered health care to individuals in the context of their family and community. Its
scope encompasses all ages, genders, diseases and parts of the body. It is commonly
delivered in the community or in partnership with communities where it can constitute
the interface or “first contact access” between people and the health system. Providers
often include generalist practitioners or family physicians, nurses, and other health
professionals. It is increasingly delivered through multidisciplinary teams.

Family physician

Family physician (family practitioner, family doctor) is a medical doctor who provides
primary, generalist and continuing person-centred care (sometimes secondary) to
patients and their families within their community. Family physicians diagnose, treat
and prevent illness, disease, injury, and other physical and mental impairments in
humans through application of the principles and procedures of scientifically under-
pinned and socially accountable medicine. They do not limit their practice to certain
disease categories or methods of treatment, and may assume responsibility for the
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provision of continuing and comprehensive medical care to, and the maintenance of
general health of, individuals, families and communities. Family physicians have com-
pleted postgraduate training in family medicine. In many countries the term “general
practitioner” is used to describe this professional group as stated below (see ‘General
practitioner’).

Fee-for-service payment

A method of reimbursement based on payment for each service rendered or patient
encounter provided, e.g. a consultation, a test, or a home visit. Reimbursement may
be from the patient and/or a third party such as an insurance company or a govern-
ment programme.

Financial hardship

Financial hardship occurs when health service utilization comes at the expense of
other necessities in life.

Financial protection

Financial protection is closely linked to health coverage and can be undermined by
gaps in the breadth (universality), scope (range of benefits) and depth (out-of-pocket
payments) of coverage, as well as by the quality and timeliness of service delivery.
Financial protection is achieved when: (a) there are no financial barriers to access; and
(b) direct payments required to obtain health services are not a source of financial
hardship.

First contact
Refers to primary care as the first point of contact for the large majority of disease pre-
vention activities as well as for acute and chronic health problems.

Fragmentation (of health services)

Fragmentation of health services includes: (a) coexistence of units, facilities or pro-
grammes that are not integrated into the health network; (b) the lack of service
coverage of the entire range of promotion, prevention, diagnosis, treatment, rehabili-
tation and palliative care services; (c) the lack of coordination among services in
different platforms of care; or (d) the lack of continuity of services over time.

Gender equity
Fairness and justice in the distribution of benefits, power, resources, and responsibil-
ities between women and men.

Generalism

A care philosophy that considers the overall well-being of the whole person within the
context of their lives, encompassing the practitioner’s training, attitudes, scope of prac-
tice, and work setting.
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General practitioner (GP)

In many countries the term “general practitioner” is used interchangeably with “family
physician” when it refers to clinicians with the training, competencies and scope
described above (see ‘Family physician’). In a limited number of countries,
general/family practice is not yet recognized as a specialty, and the term “general prac-
titioner” refers to individuals who enter clinical practice directly after basic medical
training, often immediately after graduating from medical school, without any further
postgraduate training or without postgraduate training informed by the principles of
family medicine. However, the global trend is to require specialty training in family
medicine before a doctor starts practicing.

Generics and biosimilars

Both are versions of brand-name drugs that may offer more affordable treatment
options to patients. Generics (typically small molecules) and biosimilars (typically
larger, more complex molecules) However, biosimilars are not generics, and important
differences exist between them. For example, generic drugs are usually synthesized
from chemicals and the manufacturing process results in an active ingredient that is
the same within each manufactured lot and between lots. However, biosimilars, like
their reference biological products, are typically manufactured from living systems
(e.g., microorganisms, like yeast and bacteria, and animal cells).

Globalization

Refers to the increasing integration of economies around the world, particularly
through the movement of goods, services, and capital across borders. The term some-
times also refers to the movement of people (labour) and knowledge (technology)
across international borders.

Health
State of complete physical, mental, and social well-being and not merely the absence
of disease or infirmity.

Health governance

The wide range of steering and rule-making related functions carried out by govern-
ments and decision-makers as they seek to achieve national health policy objectives.
Governance is a political process that balances competing influences and demands. It
includes: maintaining the strategic direction of policy development and implementa-
tion; detecting and correcting undesirable trends and distortions; articulating the case
for health in national development; regulating the behaviour of a wide range of actors,
from health care financiers to health care providers; and establishing transparent and
effective accountability mechanisms.

Health in All Policies

An approach to public policies across sectors that systematically takes into account
the implications for health and health systems of decisions, seeks collaborations, and
avoids harmful health impacts in order to improve population health and health
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equity. It is founded on health-related rights and obligations. It emphasizes the effect
of public policies on health determinants and aims to improve the accountability of
policy-makers for the effects on health of all levels of policy-making.

Health indicator

A recorded single variable, which gives important information about the health of a
given population.

Health literacy

The achievement of a certain level of knowledge, personal skills and confidence to take
action to improve personal and community health by changing personal lifestyles and
living conditions.

Health security

Refers to the actions required in minimizing the danger and impact of acute health
events that adversely impact upon the health of people living across geographical
regions and international boundaries.

Health technology

Defined as the application of organized knowledge and skills in the form of devices,
medicines, medical and surgical procedures, in prevention, diagnosis and treatment
of diseases as well as in disease monitoring, rehabilitation, and the organizational and
supportive systems within which care is provided.

Holistic approach
Care that considers the whole person, including psychological, social and environ-
mental factors, rather than just the symptoms of disease or ill health.

Horizontal integration

Coordination of the functions, activities or operating units that are at the same stage
of the service production process; examples of this type of integration are consolida-
tions, mergers and shared services within a single delivery platform.

Information system

An organizational system that collects, stores, processes, and distributes information
using software, hardware, networks, databases, and people. It facilitates data capture
and then converts data into information to generate knowledge that can be used for
policy and management decision-making; and also research. Information systems can
be paper based or digital.

Integrated health services

The management and delivery of health services so that people receive a continuum
of health promotion, disease prevention, diagnosis, treatment, disease management,
rehabilitation and palliative care services, coordinated across the different levels and
sites of care within and beyond the health sector, and according to their needs
throughout the life course.
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Integration

A coherent set of methods and models on the funding, administrative, organizational,
service delivery and clinical levels designed to create connectivity, alignment and col-
laboration within and between the cure and care sectors for the purpose of improving
patient care and experience. When such processes achieve improved patient care and
experience, the result is termed integrated care.

Interoperability

Ability of different applications to access, exchange, integrate and use data in a coor-
dinated manner through the use of shared application interfaces and standards,
within and across organizational, regional and national boundaries, to provide timely
and seamless portability of information and optimize health outcomes.

Interprofessional education

Where students from two or more professions learn from, about, and with each other
for effective collaboration in future practice.

Model of care

A model of care represents a set of strategic choices that determine what services are
delivered, and where and how they are delivered. The model of care evolves to meet
the health aims and priorities of the population and to improve the performance of
the health system.

Multidisciplinary teams

Various health care professionals working together to provide a broad range of ser-
vices in a coordinated approach. The composition of multidisciplinary teams in
primary care will vary by setting but may include generalist medical practitioners
(including family doctors and general practitioners), physicians assistants, nurses,
specialist nurses, community health workers, pharmacists, social workers, dieticians,
mental health counsellors, physiotherapists, patient educators, managers, support
staff, and other primary care specialists

Multisectoral policy and action

Policy design, policy implementation and other actions related to health and other sec-
tors (for example, social protection, housing, education, agriculture, finance and
industry) carried out collaboratively or alone, which address social, economic and envi-
ronmental determinants of health and associated commercial factors or improve
health and well-being.

Neoliberalism

Neoliberalism is a form of liberalism that supports economic freedom and the free
market. The key tenets include privatization and deregulation.
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Operational levers

Operational levers of the PHC Operational Framework guide transformational actions
and interventions to accelerate progress in strengthening PHC-oriented systems. The
10 operational levers comprise among others an integrated, people-centred model of
care, sound public-private partnership, adequate and competent PHC workforce,
secure and accessible health facilities, available and affordable medicines and digital
technology-enabled service delivery. The full list of the operational levers can be found
in Figure 1.2 of this publication and a narrative description for each operational lever
in the PHC Operational Framework.

Out-of-pocket payment

Payments are expenditures borne directly by the patient for goods or services that
include: (i) direct payments that are not covered by any form of insurance; (ii) cost
sharing: a provision of health insurance or third-party payment that requires the indi-
vidual who is covered to pay part of the cost of health care received; and (iii) informal
payments: unofficial payments for goods and services that should be fully funded from
pooled revenue.

People-centred care

An approach to care that consciously adopts the perspectives of individuals, carers,
families and communities as participants in and beneficiaries of trusted health sys-
tems that respond to their needs and preferences in humane and holistic ways.
People-centred care also requires that people have the education and support they
need to make decisions and participate in their own care.

Pharmaceutical services

Pharmaceutical services encompass a diverse range of activities aimed at ensuring
patient and community access to medicines. These services extend beyond conven-
tional pharmacy functions, such as dispensing, counseling, and compounding, to
include activities like vaccination, medicine use review, point-of-care testing, and dis-
ease management. Various health professionals, including pharmacists, can provide
these services.

PHC Operational Framework

The Operational framework for PHC provides a series of 14 interdependent, inter-
related and mutually reinforcing levers for action, including four core strategic and 10
operational levers. The levers expand on the health system building blocks, addressing
key health sector elements that can help countries to accelerate progress on PHC. The
core strategic levers are foundational prerequisites for action in all other operational
levers. The Operational Framework for PHC provides: (a) a narrative description for
each lever; (b) proposed actions and interventions that can be applied at national, sub-
national and community levels; and (c) a list of tools and resources for each lever
(WHO & UNICEF, 2020).
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PHC-oriented model of care

Defines service priorities based on life course needs; accounts for people’s desires and
preferences regarding access to care; fosters promotion, prevention and public health;
builds strong primary care-based systems by shifting towards more outpatient and
ambulatory care; and innovates and incorporates new technologies. It positions pri-
mary care and public health at the core of comprehensive, integrated service delivery.

Pooling

The way funds are combined across individuals and sources to cover the health needs
of a defined population.

Population health

Refers to health and well-being outcomes within a defined group of individuals driven
by policies and actions on the wider determinants of health of those populations.

Primary care

Primary care can be defined by the core functions of first contact accessibility, com-
prehensiveness, continuity and coordination for person-centred services. This Primer
views “primary care” as the core and foundation of all service-fronting integrated
health services, which constitute one of three integral components of PHC, as put for-
ward by the Astana Declaration. Because of primary care’s unique ability to drive
towards the goals and principles of PHC, it is prioritized in PHC-oriented health
systems.

Primary health care

A whole-of-society approach to health that aims to maximize the level and distribution
of health and well-being through three components: (a) primary care and essential
public health functions as the core of integrated health services; (b) multisectoral pol-
icy and action; and (c) empowered people and communities.

Primary health care-oriented health system

Health system organized and operated to guarantee the right to the highest attainable
level of health as the main goal, while maximizing equity and solidarity. A primary
health care-oriented health system is composed of a core set of structural and func-
tional elements that support achieving universal coverage and access to services that
are acceptable to the population and equity enhancing.

Purchasing

The set of arrangements that govern how funds move from a fund pool to providers
on behalf of a population to pay for health care.

Quality of care

The degree to which health services for individuals and populations increase the like-
lihood of desired health outcomes. Quality health care should be safe, effective and
people-centred.
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Resilience

The ability of health systems to constructively anticipate, adapt to, and respond to a
wide variety of shocks and stressors, such as pandemics, economic crises, or the
chronic and acute effects of climate change.

Responsiveness
A measure of how well a health system meets the non-medical, legitimate expecta-
tions of a population in its interactions with the health system.

Revenue collection

Describes how funds for health are mobilized and classifies these according to their
source (government expenditure derived from taxation and mandatory insurance con-
tributions, private expenditure including both out-of-pocket payments and private
insurance premia, and external sources. It determines the overall size of the health
budget, and the distribution of the financial burden across different payers.

Safety

Extent to which health care processes avoid, prevent and ameliorate adverse out-
comes or injuries that stem from the processes of health care itself.

Self-care
Is the ability of individuals, families and communities to promote, maintain, or restore
health and to cope with illness and disability with or without the support of a health
worker.

Self-management

The knowledge, skills and confidence to manage one’s own health, to care for a spe-
cific condition, to know when to seek professional care, or to recover from an episode
of ill-health

Social determinants of health

Social determinants of health are the nonmedical factors that influence health out-
comes. They are the conditions in which people are born, grow, work, live, and age,
and the wider set of forces and systems shaping the conditions of daily life. These
forces and systems include economic policies and systems, development agendas,
social norms, social policies, racism, climate change, and political systems

Social prescribing

An approach that connects people to activities, groups, and services in their commu-
nity to meet the practical, social and emotional needs that affect their health and
well-being. Care providers can refer patients to health and well-being services in the
community, such as housing, healthy food, gym membership, or community activities.
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Strategic levers

Four core strategic levers of the PHC Operational Framework comprise political com-
mitment and leadership, governance and policy frameworks, funding and allocation
of resources, and the engagement of communities and other stakeholders. Without
these core strategic levers, actions and interventions carried out through use of the
operational levers are unlikely to lead to effective primary health care.

Sustainable Development Goals

The Sustainable Development Goals (SDGs) were adopted by the United Nations in
2015 as a universal call to action to end poverty, protect the planet, and ensure that
by 2030 all people enjoy peace and prosperity.The 17 SDGs are integrated - they rec-
ognize that action in one area will affect outcomes in others, and that development
must balance social, economic and environmental sustainability.

Task-sharing

A process of delegation whereby tasks are moved, where appropriate, from higher
qualified to lower qualified professions or health workers. The aim of task- sharing
(often interchangeably used with task-shifting) is to expand access to services, with
increased workforce efficiency, work flows and other parameters.

Telehealth/Telemedicine

Telehealth/Telemedicine (used interchangeably) refers to the provision of health care
services at a distance with communication conducted between health care providers
seeking clinical guidance and support from other health care providers (provider-to-
provider telemedicine); or conducted between remote health care users seeking
health services and health care providers (client-to-provider telemedicine) using tools
such as remote video consultations and virtual monitoring.

Universal health coverage

All people - no matter who they are or where they live - can receive quality health ser-
vices, when and where they are needed, without incurring financial hardship. It
includes the full spectrum of essential, quality health services, from Health promotion
to prevention, treatment, rehabilitation, and palliative care across the life course.

User experience

Extent to which the service user perspective and experience of health care is measured
and valued as an outcome of service delivery.

Vertical programmes

Health programmes focused on people and populations with specific (single) health
conditions.
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Vertical integration

The coordination of the functions, activities or operational units that are in different
phases of the service production process. This type of integration includes the links
between platforms of health service delivery, for example between primary and refer-
ral care, hospitals and medical groups or outpatient surgery centres and home-based
care agencies.

Well-being

A multidimensional construct aiming at capturing a positive life experience, frequently
equated to quality of life and life satisfaction. Measures of well-being typically focus
on patient-reported outcomes covering a wide range of domains, such as happiness,
positive emotions, engagement, meaning, purpose, vitality and calmness.

Whole-of-society approach

Whole-of-society approach means to consider engaging multisectoral stakeholders
(civil society, communities, academia, media, private sector, nongovernmental organ-
izations (NGOs), other voluntary associations, families, and individuals) and facilitate
their active participation in the decision-making process to take appropriate measures
together. It embraces both formal and informal institutions in seeking a generalized
agreement across society about policy goals and the means to achieve them. The
whole-of-society approach can strengthen the resilience of communities to withstand
threats to their health, security and well-being.
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The PHC approach: an introduction
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Key messages

Primary health care (PHC) is the cornerstone of strong and resilient health systems. It
shapes them so that they respond to people; offer quality, affordable care close to
communities; and engage people in their own health and well-being.

m PHCis fundamentally about delivering holistic, integrated health services.

m Person-centred primary care services and the population focus of public health are
linked by PHC, which makes PHC a tool for stronger universal health coverage
(UHCQ), health security, health and well-being.

= PHC acts as a bridge between health care and community engagement and so sup-
ports access, participation and quality.

m Different sectors are brought together by PHC on policy and for action, fostering
whole-system, whole-society thinking.

m PHC typically suffers in terms of resources in comparison with hospitals, but a PHC
approach is not simply about shifting funds. Specialist settings can play a crucial
role in a PHC-oriented system if they use their expertise, innovation and technology
to support PHC and provided that they engage and communicate with primary care
providers, referring patients back when the time is right.

1.1 Primary health care

1.1.1 Definition, values and principles of PHC

PHC has been the focus of renewed global attention over the past few years for its cen-
tral role in achieving “health and well-being for all” (SDG3) amid the wider global agenda
for health, peace and prosperity outlined in the Sustainable Development Goals.

The PHC approach, by definition, enhances health equity and shapes health systems
to be resilient, efficient and responsive to people’'s needs and demands (WHO &
UNICEF, 2018). It integrates population and individual-level health interventions and
shifts efforts from a reactive approach to illness to a more holistic and proactive




Implementing the primary health care approach: a primer

approach to health and well-being. As such, PHC provides an essential foundation to
effectively address population health needs and serves as a basis for all health system
strengthening efforts. This Primer uses the definition of PHC as outlined in the 2018
Astana Declaration and its accompanying document, “A Vision for Primary Health Care
in the 21st Century” (WHO, 2018a; WHO & UNICEF, 2018) (Box 1.1).

Box 1.1 Primary health care

= PHCis a whole-of-society approach to health that aims to maximize the level and equitable dis-
tribution of health and well-being by focusing on people’s needs and preferences as early as
possible along the continuum from health promotion and disease prevention to treatment, reha-
bilitation and palliative care.

= The PHC approach accelerates progress towards achieving UHC and health security. At the same
time, it enables health systems to have all essential health services readily available, of high quality,
accessible and affordable to communities, as close as possible to people’s everyday environment.

= PHC combines multisectoral policy and action, community engagement and high-quality services.
Itintegrates population and individual-level health interventions and shifts efforts from a reactive
biomedical approach to illness to a more holistic and proactive approach to health and well-being.

Sources: WHO, 2018a; WHO & UNICEF, 2018

Throughout the 45 years since the 1978 Declaration of AlIma-Ata, and through its af-
firmation in the Declaration of Astana, the concept of PHC has been repeatedly rein-
terpreted. Where linguistics and ideologies may have caused confusion and
disagreement about the concept of PHC, its core values and principles have generally
been a point of consensus (see Chapter 3). Central to the paradigm shift presented by
the Declaration of Alma-Ata and the renewed commitment expressed in the Declar-
ation of Astana is a reframing of the “disease agenda” into a “health agenda” where
health is understood as a state of physical, mental and social well-being rather than
the mere absence of disease. Captured in the concept of PHC, this paradigm shift is
an expression of the right to health - the fundamental right of every individual to enjoy
the highest attainable standard of physical and mental health.

The right to health is enshrined in various international human rights instruments, in-
cluding the Universal Declaration of Human Rights and the International Covenant on
Economic, Social and Cultural Rights (United Nations General Assembly, 1948; United
Nations, 1967). It is further expressed in the principles that constitute the core of the
PHC approach:

= Universal access: The right to health guarantees access to health services and care for
everyone. PHC calls for, and enables, equitable access to health care and services
for all individuals without discrimination regardless of age, gender, race, socioecon-
omic status, geographic location or their ability to pay.
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m Solidarity and equity: The right to health calls for the reduction of social, economic
and health disparities and the elimination of discriminatory practices. PHC purpose-
fully addresses health inequities by prioritizing vulnerable and marginalized
populations, attending first to those with the greatest need and ensuring that no
one is left behind, including through multisectoral policy and action on adverse
determinants of health.

= Holistic approach: The right to health emphasizes a comprehensive notion of health
beyond the absence of disease. PHC recognizes and addresses the social, economic
and environmental determinants that impact health, and integrates the full spec-
trum of care and services from health protection, promotion and education to
disease prevention, treatment, rehabilitation and palliation for the overall well-
being of individuals and communities.

= Multisectoral policy and action; The right to health necessitates involvement and
engagement beyond the health sector. PHC includes purposeful policy decisions to
shape and enable health and well-being for individuals and communities beyond
the delivery of primary care and essential public health services, including through
the environment, transportation, labour and education sectors, among others.

= Community engagement to co-create health: The right to health demands the
participation of individuals and communities in the formulation, implementation
and evaluation of health policies and programmes. PHC engages individuals and
communities in decisions and actions that affect their health and well-being, and
includes active community participation in decision-making processes related to
health as one of its core components.

m Care which is of good quality and affordable: The right to health requires that
health services, including medicines, be available, accessible, acceptable and of good
quality. PHC includes the delivery of affordable and high-quality integrated health ser-
vices, including essential medicines, the use of appropriate health technologies and
the participation of accountable and qualified health and care workers.

Through its three mutually dependent components (integration of primary care ser-
vices and essential public health functions, multisectoral policy and action, and indi-
vidual empowerment and community engagement) (see Fig. 1.1), PHC translates the
right to health into concrete goals and highlights ways to achieve them. While health
systems do not naturally evolve towards a PHC orientation, progress is entirely poss-
ible, as repeatedly demonstrated over the past decades in settings where political will
and leadership have prioritized a PHC-oriented implementation.

1.1.2 Key concepts and terms

Advancing PHC through shared learning requires an a priori description of commonly
used concepts and terms. In this section, key concepts and terms are described: PHC
and primary care, generalism, essential public health functions, integrated health ser-
vices, and models of care. These are central to the PHC approach and are consistently
used across the chapters of this PHC Primer. These are also described and discussed
in more detail in Part | of this publication.
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PHC and primary care

As described by the World Health Organization (WHO), and for the purpose of this
volume, PHC and primary care refer to two related but distinct concepts (see also
Chapter 3).

PHC is “a whole-of-society approach to health that aims equitably to maximize the
level and distribution of health and well-being by focusing on people’s needs and
preferences (both as individuals and communities) as early as possible along the con-
tinuum from health promotion and disease prevention to treatment, rehabilitation
and palliative care, and as close as feasible to people’s everyday environment” (WHO
& UNICEF, 2018). As an approach, it effectively organizes and strengthens national
health systems to bring services for health and well-being closer to communities. As
outlined in the Declaration of Astana (2018), it includes three inseparable and mutually
influential components: multisectoral policy and action, empowered people and com-
munities, and integrated health services with primary care and essential public health
functions as their core (WHO & UNICEF, 2018). The PHC approach emphasizes action
across sectors to address the social, economic, commercial and environmental deter-
minants of health.

Primary care is the core of the service-fronting component of PHC and refers to
essential health and social services that meet most of people’s health needs, delivered
close to home. In PHC-oriented systems, primary care enables first contact access,
continuity, comprehensiveness and coordination, also called “the 4Cs” (see Chapter
3). Together, essential public health functions and primary care balance individual
and population-level interventions, and constitute the integrative component of all
health services, including specialist, secondary and tertiary services, which are also
planned and delivered according to PHC's key principles and support the delivery of
high-quality primary care (WHO, 2018b).

Authors’ Note: The term “PHC services” is often erroneously used to refer to primary care services.
“PHC services” in this volume refer to all interventions and actions involved in the implementation of
a PHC-oriented approach, including many outside the health system to address the underlying reasons
of people’s well-being. Primary care services refer to health and social services delivered at the primary
care level (see also Chapter 3 and Glossary).

Generalism

In PHC-oriented systems, primary care is expected to address most of people’s health
needs (WHO, 2018b) across the full spectrum of care and throughout the life course,
through people-informed and person-centred care. To meet this ambitious goal, the
delivery of primary care services needs to involve teams of health workers with an
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explicit interest and expertise in generalism.” Across professional groups, be they
nurses, physicians, rehabilitation providers (e.g. physiotherapists, occupational thera-
pists), dentists, social workers or others, generalists are comfortable with diagnostic
uncertainty, naturally adopt a “whole-person” approach, can integrate physical and
social sciences, apply a wide breadth of expertise and expect to adapt their skills to
meet clinical needs as they arise (Howe, 2012; Howe & Kidd, 2019). Generalists impart
a degree of flexibility and adaptability to the delivery of health services that is particu-
larly important to address complex chronic conditions at the individual level and to
support the progressive expansion of available services in responsive health systems
(see Chapter 8). This is because trained generalists can apply their clinical expertise to
the growing range of long-term conditions, “manage risk safely, and share complex
decisions with patients and carers, while adopting an integrated approach to their
care” (Misky et al., 2022). As such, generalism is central to PHC.

In PHC-oriented health systems, generalist providers, especially those working in pri-
mary care, deliver a flexible and scalable number of services, playing a key role in im-
parting responsiveness to health systems. Long mistakenly associated with the
absence of “special skills”, generalist medicine is increasingly recognized as requiring
purposeful training. In many countries, highly trained generalist physicians responsible
for high-quality primary care (and sometimes some secondary care) and trained ac-
cording to the patient-centred clinical method are called family physicians. In PHC-
oriented health systems, not all generalist providers are physicians and not all
generalist physicians are family physicians but also include nurse practitioners, for
example (Howe & Kidd, 2019). Yet the delivery of high-quality comprehensive primary
care requires the involvement of family physicians in numbers and roles adapted to
each specific environment. As outlined in Chapter 8, the key role of generalism, and
specifically of family physicians in primary care and on primary care teams, has
planning, resources and training implications.

Essential public health functions

Essential public health functions (EPHFs) refer to a “fundamental and indispensable set
of collective actions under the responsibility of the state which are needed to meet
public health goals, including the attainment and maintenance of the highest level of
population health possible within given resources” and “a means to plan, prioritize
and provide key public health interventions for population health” (WHO, 2021).

The specific list of essential public health functions and the ways to operationalize
them vary across countries and regions. As outlined in the WHO technical guidance
document “A Vision for Primary Health Care in the 21st Century”, and detailed in Chapter
5, efforts to integrate public health and primary care focus on the following functions:
health protection, health promotion and disease prevention, surveillance and
response, and emergency preparedness. Many essential public health functions
correspond to levers of the WHO PHC Operational Framework, and are analysed in
Part Il of this publication.

" In some settings, generalists also work at the secondary care level.
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In the context of PHC, situating essential public health functions at the core of integrated
health services conveys the central importance of population-based interventions in pro-
tecting and promoting health and in preventing iliness, and calls for the inclusion of
related interventions in packages of essential services. It also conveys the importance
of giving first attention to addressing adverse determinants of health as their impact on
health and illness outweighs that of individual curative services. Presenting primary care
in tandem with essential public health functions underscores the complementarity and
interdependence of population-based and individual-focused services. The essential
contributions and high impact of population-based approaches to a PHC-oriented health
care system are further outlined in Chapter 5.

Integrated health services

As proposed by the WHO's Framework on integrated people-centred health services,
integrated health services refer to services that are “managed and delivered so that
people receive a continuum of health promotion, disease prevention, diagnosis, treat-
ment, disease-management, rehabilitation and palliative care services, coordinated
across the different levels and sites of care within and beyond the health sector, and
according to their needs throughout the life course” (WHO, 2016).

The distinction between “integrated” and “coordinated” care and services is not always
clear and the terms are often used interchangeably. Integration involves purposeful
technical and operational dimensions, as well as a relational dimension, and can occur
through financial, administrative, organizational and clinical processes. The specific
ways in which health services are ultimately integrated are reflected in models of care.
In PHC-oriented health systems, integration is ultimately centred on people’s needs.

In the context of PHC, services are integrated in different ways:

m Integrated population and individual-level services:
As mentioned above and discussed more in depth in Chapter 5, in PHC-oriented
systems population and individual-level services are integrated. They inform and
mutually reinforce one another. This has implications for data collection, health
workforce competency and capacity, funding and payment models as well as com-
munity engagement among others.

m Integrated services within and across levels of care:

In PHC, health services are integrated at the micro- and meso-levels among
members of the primary care team, and possibly a network, “around” and centred
on the person. When the needs of the patient exceed the capacity of the primary
care team, the patient is easily and promptly referred to a specialist colleague or
team at secondary and tertiary care levels, either in outpatient or inpatient facility
settings. Effective integration requires all levels of care to be PHC-oriented. Transi-
tions between providers across levels of care are best coordinated at primary care
level with the integration of care supported by effective communication and the
sharing of patient information through adequate and accountable referral and
counter-referral mechanisms. Services can be integrated at the regional, sub-
regional (such as districts or provinces) and/or local level (municipality, village or
community).
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m Integrated services across platforms and settings:
Integration is also important to ensure the safe and effective transition of care as
individuals move from preventive to acute and chronic care, rehabilitation and pal-
liation, and between facilities and care settings including home, primary care
facilities, clinics, hospitals, hospices, nursing homes and long-term care facilities.

Models of care

A model of care refers to the way in which services are selected, organized and man-
aged, and the implicit or explicit assumptions, values and goals that underpin that
organization. In the context of PHC, models of care outline the configuration of service
delivery that reflect PHC's principles and achieve its stated objectives.

There is no single PHC-aligned model of care as the various elements can be organized in
several ways in order for service delivery to align with, reflect and enable the principles
and goals of PHC. Models of care are shaped by values and principles, available resources,
the types of services to be delivered and the target population (see Chapter 6).

In short, models of care outline “what” services (including the essential package of ser-
vices) are provided and “for whom” (what population), “by whom” (health workforce),
“where” (what platforms, facilities and settings) and “how". In PHC-oriented models of
care, "how" refers specifically to strategies, processes and tools that lead to the desired
outcomes such as equity, accessibility, quality, responsiveness and improved health
outcomes.

In health systems not purposefully aligned with PHC, the dominant “default” model of
care has traditionally been organized around hospitals and physician specialists. The
implicit focus and priority of this model is the intensive use of technology and special-
ized expertise to cure disease. In some settings, a separate model exists for the
delivery of health promotion and disease prevention services at the population level,
often with a primary and narrow focus on traditional hygiene and water sanitation
measures, as well as addressing maternal and newborn health needs. Commonly,
these services are not integrated with comprehensive individual care and are signifi-
cantly under-resourced. As further elaborated in Chapter 6, in order to reap the full
benefits of PHC, models of care need to steer away from an inefficient and inequitable
“default” organization of health systems and enable integrated service delivery com-
bined with community engagement and multisectoral action.

1.1.3 The three components of PHC

In this Primer, we use the PHC approach as defined in the Declaration of Astana and
its accompanying vision document (WHO, 2018a; WHO & UNICEF, 2018), which incor-
porates the three inter-related and synergistic core components of PHC:

1. Primary care and essential public health functions as the core of integrated health
services with the aim to meet people’s health needs throughout their lives;

2. Addressing the broader determinants of health through multisectoral policy and
action; and

3. Empowering individuals, families and communities to take charge of their own
health.
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While the PHC approach as a concept is inherently complex, its interpretation and
implementation commonly focus on only one of its three components - primary care
services and essential public health functions as the core of integrated health care
delivery - with or without very limited consideration of the other two (see Chapter 3).

Building on the depiction of PHC presented in the Declaration of Astana, a representation
of the three components of PHC as a triangular pyramid is proposed in which integrated
health services, the yellow plane of the pyramid, are depicted as the front-facing com-
ponent and primary focus of attention in efforts to develop PHC-oriented health systems.
This is because most activities and interventions required to implement PHC-oriented
health systems take place through integrated health services and many of the demands
and expectations of people with regards to their right to health are expressed through
them (Fig. 1.1). The red and blue components, multisectoral actions and community
engagement, cannot be separated from integrated health services. They shape and are
shaped by them and as such are inherent to a comprehensive implementation of the
PHC approach through and across the whole of society.

The triangular pyramid conveys the interrelatedness of the three components of PHC
and illustrates that any PHC-related action can be primarily focused on one of the com-
ponents but will inevitably be connected to and involve the other two. At the intersection
of the three components, at the centre of the pyramid, are people and their needs, be
they individuals, families, communities or whole populations, who are the focus of the
PHC approach and whose needs are addressed through all three components.

Fig. 1.1 The PHC approach as a triangular pyramid

Primary care & essential public
health functions as the core of
integrated health services

Source: Authors, adapted from WHO & UNICEF, 2020
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In PHC-oriented health systems, primary care services and essential public health func-
tions constitute the core and foundation of all health services. As a whole-of-society
approach, PHC informs how all actors, institutions and levels of the health system and
beyond enable and support this foundational core of high-quality primary care and
essential public health functions. Those not directly involved in the delivery of services
nonetheless have a critical role in ensuring that all services, especially those in primary
care and public health, are planned and organized according to a PHC orientation of
the whole system. In practice, this might mean, for example, allocating public spending
to care delivery closer to communities, making decisions that optimize the delivery of
integrated and person-centred care at facility level and in the community, including at
home, and establishing processes that ensure timely and integrated specialist care
through effective referral and counter-referral to primary care.

Hospitals, as settings with concentrated resources, specialized expertise, hubs of inno-
vation and technology, and as prime teaching environments, have a crucial role to play
in a PHC-oriented system. They can leverage their resources to support high-quality
primary care by enabling prompt access to secondary and tertiary care and to hospi-
tal-bound technology when needed, by ensuring referral back to comprehensive
primary care particularly for ambulatory care-sensitive care conditions, and by engag-
ing and communicating regularly with primary care providers to plan and deliver
integrated and comprehensive care for the population. In high-performing health sys-
tems, hospitals and primary care providers work in tandem and their relationship is
primarily informed by the needs of the people they serve.

Over the last decades, a large share of investment in health has been directed towards
disease-based programmes (see Chapter 2) (De Maeseneer et al., 2008). Their impor-
tance has been supported by some evidence showing that the provision of
disease-specific care results in better outcomes than primary care services for individ-
uals affected by the disease of interest, a phenomenon called the primary care
paradox (Homa et al., 2015) (Box 1.2).

Box 1.2 Disease-based (vertical) programmes and the primary care paradox

In many settings, especially in low- and middle-income settings, services are organized (and often
funded) around body systems or functions (cardiovascular diseases, mental illness, renal diseases,
etc.), specific diseases (HIV, TB, diabetes) or subpopulations (maternal health, paediatrics, etc.). While
health systems anchored in robust high-quality primary care are clearly linked to better outcomes,
equity and value at the population level (De Maeseneer et al., 2008), some evidence suggests that indi-
vidual outcomes are sometimes better when services are delivered through disease-specific care and
vertically organized programmes compared to comprehensive primary care. This phenomenon is
referred to as the primary care paradox (Homa et al., 2015; Bitton, 2018).
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A number of confounding factors likely contribute to this discrepancy. First, the clinical outcomes prio-
ritized by vertical programmes are typically fewer and focused (but limited) and therefore easier to
measure. Conversely, in a highly heterogenous population with multiple health issues, clinical outcomes
are much more difficult to outline and measure both punctually and over time (Stange & Ferrer, 2009).
Secondly, in part because of the appeal of their clearly measurable outcomes, vertical programmes
often benefit from a disproportionate amount of resources compared to comprehensive (routine) pri-
mary care. These resources, in the form of medicines, equipment, facilities and human resources, can
translate into timely and effective services, including the prompt transition of patients to other levels
of care as needed, at least for the conditions of focus. Thirdly, health workers in vertical programmes
can achieve higher levels of expertise faster as they often focus on a limited range of clinical problems
and presentations and may benefit from a number of advantages such as better wages, recognition
and focused continuing professional development. In contrast, health workers in primary care settings
are expected to address the most common health issues, often in their undifferentiated state, and often
work in less well-resourced conditions, for lower wages, with limited support and often without
adequate training. Together, these factors likely contribute to the gap in outcomes between vertical
programmes and comprehensive care in some studies (Homa et al., 2015).

That is not to say that disease-focused integration is never indicated. In some cases, the complexity of
needs, the concentration of the expertise required to address them and/or the frequency of encounters
call for vertical integration — that is, the seamless planning, funding, administration and delivery of ser-
vices along the different stages of the patient pathway for a given condition or related group of
conditions. This may be the case, for example, for some dialysis patients, people with severe chronic
and treatment-resistant mental illness or complex cancer patients during active treatment for whom
care is best provided by teams with the expertise to address complex care needs likely to exceed the
skills of most primary care teams. Nonetheless, in most cases, individuals and populations do better
overall when their care, including their preventive, acute and chronic care, is integrated and anchored
in a continuous relationship with a primary care provider (or team) (Grunfeld, 2005).

Lastly, this paradox points to the fact that improved clinical outcomes at the population level and across
all health needs can coexist with poorer clinical outcomes at the individual level. In a PHC approach,
the delivery of comprehensive, person-centred (and not disease-focused) services seeks to bridge that

&ap.

1.1.4 The PHC Operational Framework

Efforts to strengthen PHC can be analysed using the PHC Operational Framework with
particular attention paid to how these levers can be implemented to align with the
PHC approach - and ultimately impact achieving UHC and other health-related SDGs
(see Box 1.1). The Operational Framework was developed at the request of Member
States to translate the commitments of the Declaration of Astana into concrete policy
and action and to accelerate countries’ progress towards strengthening PHC-oriented
systems (Fig. 1.2) (WHO, 2018a; WHO & UNICEF, 2020). The Framework proposes
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strategic and operational levers to guide transformational action and enable effective
implementation across the three components of PHC. At the strategic level, PHC
requires political commitment and leadership, legal frameworks and governance,
funding and allocation of resources, and engagement of individuals, communities and
stakeholders from all sectors.

At the operational level, PHC requires actions and interventions in key areas of inte-
grated, people-centred models of care; engagement with private sector providers,
workforce, physical infrastructure and appropriate medicines, products and tech-
nologies; digital technologies; purchasing and payment systems; systems for
improving quality of care; and PHC-oriented research; as well as monitoring and evalu-
ation. These levers are interdependent and mutually reinforcing/impact and enable
one another.

PHC orientation is determined by the specific way in which each lever is implemented
and by the interaction between the strategic and the operational levers, i.e. whether
there is a clear and explicit political commitment and enabling policy framework, or
which models of care are prioritized by governance actors and other stakeholders, and
which workforce is cultivated, with which competencies and for which roles. The 14 stra-
tegic and operational levers were derived from and complement the six health system
building blocks proposed by WHO in 2007 (financing, governance, workforce, medicines
and medical products, service delivery and information systems) (WHO, 2007).

Fig. 1.2 The PHC Operational Framework

PHC APPROACH PHC LEVERS PHC RESULTS

Integrated health services § 1. Political commitment and leadership A
with an emphasis on 3 2. Governance and policy frameworks Improved access,
primary care and essential -2 3. Funding and allocation of resources utilization and quality Lt
public health functions & 4. Engagement of communities and other <,
£ stakeholders F Y
@ %S
A particinati “an
Empowered people 5. Models of care :"::{":‘Vﬁtef::“:'::"o"'
and communities 6. Health and care workforce i Yy g
7. Physical infrastructure CELEHEEAN] _'\'\/
8. Medicines and other health products >

9. Engagement with private sector providers
10. Purchasing and payment systems

11. Digital technologies for health

12. Systems for improving the quality of care
13. Primary health care-oriented research

14. Monitoring and evaluation

Multisector policy
and action

Improved
determinants of health

Operational Levers

EFFECTIVENESS, EFFICIENCY, EQUITY

Source: WHO & UNICEF, 2022
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The PHC Operational Framework is reflected in the organization of this Primer and the
operational levers provide the lens through which evidence on efforts to strengthen
PHC is presented.

Each of the chapters in Part Il of this Primer presents evidence on “how” a specific
operational lever? can be used to orient a health system towards PHC in various con-
texts, with an analysis of the current evidence on implementation - what has worked
well and what has worked less well (see Section 1.2). The strategic levers are allocated
in the chapters on governance and financing (Chapters 7 and 9).

1.2 The Primary Health Care Primer

1.2.1 The aims of this Primer

Throughout the 45 years since the Declaration of Alma-Ata (1978), implementation of
PHC has evolved and resulted in substantial progress. Efforts by many countries to
implement PHC-oriented health systems have produced diverse strategies to bring it
to life. While PHC has been the subject of extensive analyses, treatises and reports,
a textbook that summarizes the latest evidence on PHC implementation strategies
and their impact on health systems performance is missing (Greenhalgh, 2013;
McMurray & Clendon, 2014; WHO & UNICEF, 2022; WHO Regional Office for Europe,
2022).

This text aims to support implementation of the PHC approach by presenting evi-
dence on “how” countries have been using the various levers of the PHC Operational
Framework to maximize the impact of PHC (WHO & UNICEF, 2020).

It complements existing publications with a more comprehensive and timely exam-
ination of the full breadth of actions taken to shift from health systems characterized
by fragmented, often market-driven, hospital-centric and/or disease-focused
approaches, to systems that deliver the full spectrum of people-centred, integrated,
equitable and affordable health care and services, in a manner that expresses the
values and principles of the Declarations of AlIma-Ata and Astana.

To achieve its goal, this volume seeks to:

m Cultivate a common understanding of PHC and of the specific role of primary care
and essential public health functions at the core of integrated health services
(Chapters 3 and 5).

m Analyse the trajectory of PHC since the Declaration of Alma-Ata, lay out its pivotal
role in health systems of the 21st century and summarize the contemporary theor-
etical and political rationale for PHC (Chapters 2 and 4).

= Describe how models of care have been reoriented towards a PHC approach
(Chapter 6).

2 With some adaptations - for example, levers 11, 13 and 14 are in one chapter; lever 9 is a
section in the governance chapter; etc.
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m Elaborate on strategies and actions within each of the PHC Operational Framework
levers that can support health systems transition towards PHC and showcase the
diversity of approaches to implementing the PHC approach in different contexts
(Part Il chapters).

m Provide an analysis of the role and influence of contextual factors and confounders
on the success, failure and/or unforeseen consequences of PHC implementation,
and review how various PHC levers work (or do not work) to achieve UHC and in
which circumstances (Parts Il and Il chapters).

m Emphasize the potential of PHC to achieve health system objectives and improve
health system performance (Part lll chapters).

m Through a critical analysis of the policies and actions to strengthen PHC, identify
common enablers and barriers to advance PHC (Chapter 17).

This volume thus aims to cultivate a common understanding of the concept of PHC
among academics, practitioners, professionals, students and policy-makers but also
citizens, patients, teams of primary care initiatives as well as educators and trainers.

1.2.2 Approach for development: Synthesis of empirical
insights and country experiences

Evidence reviews conducted through the PHC lens

Fifteen teams of authors were selected, one team for each chapter (except Chapters
1 and 17), with attention paid to demonstrated expertise in the respective area,
diverse geographic representation and gender. Each author team conducted a nar-
rative review of scientific and grey literature on their chapter's specific topic, and
summarized and analysed key findings, trends and knowledge gaps in their chapter.

A narrative review was chosen as it is a common method for rapidly collecting evi-
dence and understanding complex topics and common issues, and has the potential
to provide more in-depth information on specific topics than systematic reviews (Pau-
tasso, 2019).

The narrative reviews were guided by two foundational questions:

m In a society committed to PHC, how can actions and interventions related to each
of the operational levers be implemented to enable the delivery of integrated health
services with primary care and essential public health functions at the core?

m How can engaged individuals and communities and multisectoral policy and actions
purposefully shape service delivery to reflect and fulfill the principles of PHC?

Using these two foundational questions as a starting point, and based on their expert-
ise, previous work and preliminary literature search, each author team conducted a
literature search, outlining specific research questions, selecting initial search terms,
refining their literature search strategy, and outlining their own inclusion criteria
regarding publication dates, language, type of studies, etc.
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The author teams iteratively developed and refined their search strategies following
extensive scoping and piloting of search terms. For some chapters, authors
encountered particular challenges in constructing a search strategy that offered suffi-
cient sensitivity and specificity across the broad remit of the topic. The search strategy,
the defined MeSH terms and search strings were discussed and validated within the
individual author teams and in regular meetings between these teams and editors.

Author teams searched the most widely used literature databases, such as Embase,
Medline in Ovid, Cochrane CENTRAL, Web of Science Core Collection, CINAHL EBSCO-
host, Scopus, Global Health, Google Scholar and others. In addition, the chapters draw
on unstructured searches of grey literature sources such as policy documents, project
reports and relevant websites; snowball sampling conducted via hand searching ref-
erence lists of key papers and other resources; and previous work and publications
known to the authors. Some author teams also sent out a call to expert networks
requesting literature.

The evidence reviews undertaken for this Primer reflect its primary focus on the inte-
grated services component of PHC. Much of the literature presented pertains to the
implementation of primary care services and essential public health functions, with
particular attention paid to the ways in which multisectoral policy and action, and
empowered people and communities, interact with integrated health services to
shape and be shaped by them.

Country illustrations

In addition, each chapter team analysed selected country- and setting-specific cases
and exemplars to identify and describe the contextual drivers, enablers and barriers
that determine if and how their particular topic area impacts PHC implementation.

The country illustrations were selected from different sources. The most important
ones are listed in Box 1.3. The selection of country illustrations was guided by the fol-
lowing criteria:

= policy changes that support pathways towards PHC orientation
m policy changes that exemplify the topics identified in the evidence review
= interventions and strategies that enhance PHC orientation of health systems

m policy changes that are transferable and/or provide lessons for different national
or regional contexts

= evidence on impact.
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Box 1.3 Sources for country illustrations

= WHO PHC Country Case Study Compendium (a catalogue of existing case studies developed by
WHO and partners with the aim to improve dissemination and use of case studies and reduce dupli-
cate requests)

= PATH primary health care case studies

= PHC country vignette series developed by the WHO European Centre for Primary Health Care that
highlights the transformation of primary health care during the COVID-19 pandemic

= Exemplars in Global Health on PHC
= (ase studies from the PRIMASYS initiative of the Alliance for Health Policy and Systems Research

= Country case studies and promising practices of the Primary Health Care Performance Initiative
(PHCPI)

= (ases and country profiles of the Social Innovation in Health Initiative (SIHI)

1.2.3 Structure of the Primer

This Primer is divided into three parts (see Fig. 1.3). Part I includes six chapters and
provides an in-depth introduction to PHC. It lays out the historical background
(Chapter 2), definitions and conceptual frameworks (Chapter 3) and the rationale
(Chapter 4) of the PHC approach. Part | also describes the integration of primary care
and essential public health functions, which is at the core of the PHC approach
(Chapter 5) and lays out fundamental changes related to models of care congruent
with a PHC approach (Chapter 6).

The second part (Part Il) of the Primer consists of seven chapters, each summarizing
evidence on how a given PHC lever has been implemented to align with the PHC
approach. The chapters highlight knowledge gaps, focus on implementation lessons
and point to implications for practice through in-depth country illustrations (see Fig.
1.3). In Part Il a fictional story of a family (the Maluna family) illustrates how PHC
unfolds in practice. At the beginning of each chapter readers will meet the different
members of the Maluna family. Their stories illustrate how PHC-oriented interventions
within each operational lever can impact the family's life and accelerate progress
towards UHC.

The last part ( ) consists of three chapters that examine the impact of PHC on
key dimensions of health system performance, namely quality and efficiency (Chapter
14), equity, access and financial protection (Chapter 15), and health systems resilience
including in the face of climate change (Chapter 16). The concluding chapter (Chapter
17) reviews some of the key evidence presented in the Primer and summarizes salient
implementation lessons for policy-makers. At the end of the volume, the reader can
find a glossary with definitions of key terms used across the chapters.
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Fig. 1.3 Structure of the PHC Primer
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This Primer leads the reader through an in-depth exploration of PHC. An initial review
of the PHC approach and of what it entails for policy and practice is followed by an
analysis of the operational evidence of policy and practice, and eventually leads to con-
sideration of the impact of implementing the PHC approach on desired health system
goals.

All chapters are organized into the same four sections. Section 1 is an introduction to
the chapter topic and to the structure used to organize the content. For example, the
financing chapter (Chapter 9) is framed around the well-established financing func-
tions of revenue collection, pooling and purchasing, while the chapter on medicines
and pharmaceutical services (Chapter 10) is anchored around key selected issues that
emerged from the review of the evidence related to the vast topic of medicines in PHC
today. Section 2 summarizes and presents the results of the narrative reviews (see
Section 1.2.2). Section 3 describes how countries have implemented the interventions
presented in Section 2, with a particular focus on the reform implementation and out-
comes. Section 4 summarizes the chapter’s main messages, lessons learned and
implementation challenges.

The content of this Primer provides a timely reminder not only of the vital importance
of PHC in achieving health and well-being for all, of the wealth of knowledge and
experience collected over the past decades, and of the remarkable progress achieved,
but also of the persistent and emerging needs for greater efforts to radically reorient
health systems towards the PHC approach.
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potential of PHC
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Key messages

The history of primary health care (PHC) is one of consensus about its importance,
debate about its feasibility and the failure to fully implement it. The reasons the
PHC approach has not been rolled out despite the United Nations (UN) Sustainable
Development Goals (SDGs) (2015), Alma-Ata (1978) and Astana (2018) offer impor-
tant lessons for policy-makers today and for the future.

Comprehensive implementation of PHC is an inherently political process that
requires more than technical solutions.

A clear long-term vision and consistent health system goals pursued throughout
the political cycle mark out those countries that have implemented the PHC
approach successfully.

A combination of top-level leadership, political will and long-term vision is critical in
bringing together the elements needed to develop and implement effective PHC,
not least governance, human and financial resources, different sectors and civil
society.

Policy-makers can avoid some of the failings of the past by being aware of miscon-
ceptions and addressing the tensions that exist, such as:

the (widespread) perception of generalist, ‘low tech’ and community-led care as
being less modern and of less value than specialist hospital care, which has
tended to undermine PHC

the preference in some settings for ‘selective’ PHC approaches and vertical pro-
gramming - as a response to donors’ priorities - which has worked against a
comprehensive, PHC orientation

the misguided sense of PHC as exclusively ‘pro-poor’ rather than for everyone
(universalist) and the linked notion of PHC services being second-rate.

Rising health care costs and concerns about sustainability have created a window of
opportunity for PHC but it will inevitably be time-limited, which makes action particu-
larly urgent.
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2.1 Introduction

Since the articulation of PHC in the Declaration of Alma-Ata (1978), evidence has con-
sistently shown it to be a crucial foundation of resilient and high-performing health
systems (WHO & UNICEF, 2022). However, the complete and “radical reorientation” of
health systems towards a PHC approach remains unfulfilled as significant health
inequalities, structurally determined exposure to adverse determinants of health and
inadequate access to health services and care persist worldwide.

Several factors have challenged the full implementation of the PHC approach. These
include ideological disagreements, conflicting interpretations and external shocks
(such as the oil crisis, economic recessions, the global human immunodeficiency virus
(HIV) epidemic and the COVID-19 pandemic), as well as growing power asymmetries
within and between countries and actors (Labonté & Ruckert, 2019). Underlying these
challenges are the cumulative and interactive effects of colonialism, globalization and
neoliberalism (Koivusalo, Schrecker & Labonté, 2009; Labonté, 2015).

To accelerate progress on PHC and avoid repeating past mistakes, it is essential to
acknowledge and understand the complex forces that have curtailed past efforts. In
this chapter, a political economy of health perspective is used to trace and analyse the
evolution and implementation of the PHC approach, and to derive important lessons
to strengthen future endeavours.

A consideration of the historical evolution of PHC through a political economy of
health lens acknowledges that achieving health and health equity requires more than
a technical solution. It is inherently a political process that hinders or supports effec-
tive implementation of comprehensive PHC through global, national, subnational and
local policies, strategies and models of care (see Chapters 3 and 6). Mechanisms that
empower individuals and communities, as well as multisectoral policies and actions
for health and well-being, are inherent to PHC and are shaped by political, economic
and social forces. To move towards a PHC approach, these forces require political will,
PHC-congruent governance, adequate PHC-enabling human and financial resources,
reliable data and evidence, robust cross-sectoral collaboration, and civil society and
media engagement (see Part Il) (WHO & UNICEF, 2018).

This chapter considers the historical evolution of the PHC approach including influen-
tial social, economic and political forces, actors and key events at global and regional
levels. It explores four prevailing themes in the literature on PHC that were decisive in
shaping trajectories towards implementing the PHC approach in countries. It explores
some of these themes in three country illustrations (Brazil, India and South Africa) and
concludes with key insights.

22




2.2 Evidence review

Chapter 2 | Historical overview and unrealized potential of PHC

2.2.1 Historical evolution of PHC

In this section, we trace the historical evolution of PHC from the pre-Second World War
period to now, analysing major social, economic and political forces through key his-
torical milestones in the development of PHC (see Table 2.1).

Table 2.1 Critical milestones and events and their implications for the development

of PHC

Date

1937

1948

1978

1986

2000

2000

2008

2010

Event

The Bandung Conference

* Universal Declaration of
Human Rights (UN)

* World Health Organization
(WHO) Constitution

Alma-Ata Declaration

Ottawa Charter for Health
Promotion

World Health Report:
Health systems: improving
performance

Millennium Development
Goals (MDGs)

World Health Report:
Primary Health Care

World Health Report: Health
systems financing: the path
to universal coverage

Implications for PHC

Foreshadowed Alma-Ata and approached the problems of rural hygiene,
focusing on improving access to modern medicine, public health,
economic and social advancement

* Health as a human right

* Broad definition of health as complete physical, mental and social
wellbeing and not just absence of disease

* Health for all by 2000
* Health as a human right
« Universality, community participation, social justice and equity

Made preventative health promotion a priority and endorsed a positive
definition of health

Assesses health systems and compares them using common indicators to
inform health system improvement

« Vertical approaches
* Only directed at developing countries

Presented the common shortcomings of health care delivery, explored
the need for health systems in implementing PHC and recommended
four steps to reforms (universal coverage, health services delivery, public
policy, and leadership)

Focused on how to improve financing to achieve UHC, based on raising

funding, getting better efficiency on spending, promoting access to
services and reducing inequalities

Continued on next page
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Date Event Implications for PHC

2015  Declaration of the Sustain- * Directed at all countries
able Development Goals « Universal health care (UHC) (SDG3)
* Intersectoral action
* PHC through UHC

2018 Astana Declaration Reaffirmed Alma-Ata’s commitment to PHC in improving population
health; multisectoral action and equity; made connection to SDGs

2019 United Nations General United Nations high-level landmark meeting with multicountry commit-
Assembly high-level meeting  ment to strengthening PHC as a vehicle towards UHC
on UHC

2023 World Health Organization Moving beyond traditional framings of economic growth
Regional Office for Europe
High-Level Forum on Health
in the Well-being Economy

Source: Authors’ compilation

Pre-Second World War period

As early as the 1800s, and possibly even earlier, approaches to health that would later
be associated with PHC were emerging across the globe. For instance, during disease
outbreaks, public health measures such as community isolation were often imple-
mented under the guidance of a political authority such as a tribal chief or king (Waite,
1987). Similarly, the Afro-Asian Bandung Conference in 1937, driven by social equity
advocates, highlighted rural hygiene, emphasized intersectoral and interagency per-
spectives, and called for improved access to modern medicine and public health while
addressing economic and social development challenges (Brown & Fee, 2008).

The first traces of “coverage” and early expressions of purposeful primary care
emerged in Europe in the late nineteenth and early twentieth centuries as social health
insurance schemes for the benefit of workers and their families were rolled out across
Germany, the Austro-Hungarian Empire and the United Kingdom, although coverage
was neither comprehensive nor universal. At the same time, across the European
parts of the Russian Empire, rudimentary community-based public health services for
rural populations were made available (Gorelova & Surovtseva, 2014; Birn & Krement-
sov, 2018). After the October Revolution in 1917, the zemstvos (district-based medical
services for rural populations) were disbanded and replaced by the foundational
elements of Soviet primary care, which were then exported throughout the territory
of what was the Russian Empire. This model involved a hierarchy of government-
owned and operated facilities staffed by generalist physicians employed by the state.
It provided state-funded individual care, population surveillance and public health
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services free at the point of use, and is known as the Semashko model (after its architect,
Nikolai Semashko). In 1920, influenced by the Semashko model, the United Kingdom'’s
Dawson report outlined a health care model based on “Primary Health Centres” and
“Domiciliary services”, with generalists serving as first points of accessible and affordable
access to health care for the entire population. This model would later inform the estab-
lishment of the National Health Service in 1946 (Tangye, 1920; Hart, 1972).

The post-Second World War period and the lasting impact of imperialism

Through the first half of the twentieth century, the value of broad coverage, the merits
of health system organization and the key role of purposeful generalism in primary
care began to emerge in Europe (Kmietowicz, 2006; Simon, 2009; Harris & Zwar, 2014).
The end of the Second World War marked significant milestones in the evolution of
PHC. In 1948, health was recognized as a fundamental human right in the UN Declar-
ation of Human Rights. The establishment of the World Health Organization (WHO)
the same year further emphasized the importance of promoting health as a holistic
state of “complete physical, mental and social well-being”, rather than merely the
absence of disease or infirmity. WHO explicitly noted governments’ responsibility to
provide “adequate health and social measures” for their citizens (WHO, 1946; United
Nations General Assembly, 1948).

In the post-colonization era that followed the Second World War in the Global South,
efforts towards national self-determination were hindered by centuries of expansion-
ist imperialism by European powers and the resulting political and economic practices
shaped by a dominant cultural eurocentrism in former colonies that had managed to
gain independence (Keshri & Bhaumik, 2022). Those countries which were aligned with
the Soviet Union after the Second World War were given Semashko-style health sys-
tems.

Many high-income countries (HICs) and the Soviet Union witnessed rapid technological
and scientific progress during the first half of the nineteenth century. Consequently,
their health systems focused on hospitals and specialist care with a relative and grad-
ual devaluing of generalism which was perceived to be of lesser quality as it was less
dependent on modern technology. Services were primarily shaped and informed by
hospitals and specialist physicians, rather than by communities and users.

This dominance of specialized and hospital-based models in HICs was transposed to
other nations, including former colonies, and continues to persist today (Werner &
Sanders, 1997; Tilley, 2016). Many low- and middle-income countries (LMICs) have
maintained health systems centred primarily around curative services, mirroring the
more institutionalized and better financed facility-based health systems of wealthier
countries. For example, in Kenya, exposure to colonizers brought decentralized ver-
tical medical services targeting single diseases and immunization programmes
(Chaiken, 1998). Such facility-based, biomedical curative models prevalent in the West-
ern world did not always fully align with the contextual realities or health priorities of
many colonized countries nor did it adequately serve predominantly poor populations
globally (Werner & Sanders, 1997; Druetz, 2018; Arteaga-Cruz & Cuvi, 2021).
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Between the 1950s and the 1970s, several critical events further paved the way for the
concept of PHC. In South Africa, the community-oriented PHC model was developed
based on the 1945 Gluckman Report. This model combined curative and preventive
care in the acclaimed Pholela health centre (see below) (Phillips, 1993). In China, a
comparable approach relied on “barefoot doctors” who were trained as lay health
workers to provide water and sanitation services as well as basic curative and preven-
tive services for vulnerable rural communities (Sidel, 1972). WHO, drawing on the
experiences of the Christian Medical Commission, promoted the potential benefits of
community-led health care models in post-colonial health systems, paving the way for
the Declaration of Alma-Ata (Cueto, 2004; Winiger & Peng-Keller, 2021).

The principles and values that underpin PHC gained traction in a new political context
characterized by the emergence of national, anti-imperialist and leftist movements in
many LMICs at that time (Beaudevin, Gaudilliere & Gradmann, 2023). Leadership from
multilateral health organizations such as UNICEF, the Rockefeller Foundation and
others, helped align global policy messaging about PHC and advocated for its global
implementation. These historical precursors were foundational in the lead-up to the
Alma-Alta conference.

Alma-Ata and after

The 1978 Alma-Ata Declaration on Primary Health Care called for a transformative shift
away from disease-specific and technocratic approaches to a vision of “Health for All
by the Year 2000”, grounded in the principles of universality, community participation
and social justice (Snyder, 2017; Perry, 2018). While the Declaration primarily focused
on health services, it offered a broader and more comprehensive approach to health,
emphasizing the integration of health promotion, disease prevention, and curative,
rehabilitative and palliative care within the framework of PHC. More importantly, it
recognized that health services were just one element of PHC, which should be inter-
connected with multiple sectors and community engagement (see Chapter 3).

An emphasis on community participation recognized the positive social and economic
benefits that result from enhanced coordination between the state and society (Phua,
Goh & Sharipova, 2021). During the 1980s, characterized by increasing reliance on
capitalist markets in Asia and the resulting growing inequalities in access to health care
and social resources, community participation became even more crucial, especially
in countries with weaker institutions (Phua, Goh & Sharipova, 2021). Building on the
progress of Alma-Ata, the Ottawa Charter for Health Promotion (1986) responded to
a new public health movement and marked an important milestone for health pro-
moters worldwide. It recognized a broader range of social determinants of health and
called for broader engagement of sectors within and outside of health (Kickbusch &
Gleicher, 2012).

Despite the broad endorsement of the principles outlined in the Alma-Ata Declaration,
the concepts of universality and social justice were soon criticized as too radical and
impractical, as it was not clear how it would be financed, particularly in the Global
South (Cueto, 2004). The lack of clear implementation guidance, and persistent con-
fusion on how to balance concrete service delivery with less easily measured
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community engagement and multisectoral involvement, led to increasing resistance
to Alma-Ata’s comprehensive vision (Bhutta et al., 2018; Birn & Krementsov, 2018). In
1979, at a conference organized by the Rockefeller Foundation, the predominant focus
on health services in the conceptualization of PHC became evident. A small number
of cost-effective interventions, known as GOBI (growth monitoring, oral rehydration,
breastfeeding and immunization) were selected for delivery to children. They were
later expanded to include food supplementation, female literacy and family planning
for mothers (GOBI-FFF) (Werner & Sanders, 1997). GOBI-FFF became a major initiative
for UNICEF and other organizations in subsequent decades.

Throughout the 1980s, various political and economic factors further facilitated the
implementation of selective PHC and vertical programmes (Werner & Sanders, 1997;
Bhutta et al., 2018). In the context of economic recession and the rise of neoliberalism,
the World Bank and International Monetary Fund (IMF) imposed loan conditions on
impoverished countries through structural adjustment programmes. These conditions
severely undermined publicly funded health, education and welfare programmes, limit-
ing countries’ capacity to implement comprehensive PHC (Werner & Sanders, 1997;
Kentikelenis, 2017). Moreover, powerful physician groups within countries tended to
oppose comprehensive PHC for fear of losing revenue, prestige and autonomy (Cueto,
2004).

Concurrently, there was a global push for increased private sector involvement in
health service delivery with an emphasis on a cost-effective approach of care. External
and often private philanthropic donors played an increasingly important role in fund-
ing health, especially in countries with frail local institutions. They favoured vertical
programmes as they were perceived as easier to implement and measure in terms of
impact through disease-specific outcomes. Their verticalized funding mechanisms,
separate from national health budgets, allowed easier and greater alignment with
their own priorities, with greater control and monitoring through reporting. This
reduced the scope of comprehensive care and shifted the emphasis away from self-
reliance of communities (Medcalf & Nunes, 2018). The devastating social effects of the
global HIV epidemic, especially in sub-Saharan Africa, directed global political and
funding efforts to HIV through further vertical programmes, which were later joined
by tuberculosis (TB) and malaria, and recently noncommunicable diseases (NCDs). In
some programmes this may lead to “inequity by disease” as, for example, patients with
a specific condition may have access to food grants or educational grants while
patients with another condition do not have access (De Maeseneer et al., 2012).

Mounting evidence (1990-2000s)

In the 1990s and 2000s, amid a wide range of attempts by countries to implement ver-
sions of PHC, a growing body of evidence confirmed the value of high-quality primary
care. Barbara Starfield's ground-breaking research provided a framework for assessing
the quality of primary care based on health outcomes (Starfield, 1994). Starfield has
demonstrated that health systems with high-quality primary care were consistently
associated with greater effectiveness, efficiency and equity (Starfield, 2012), and ident-
ified four key characteristics, known as the “4Cs” (first contact, continuous,
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comprehensive and coordinated care), that are consistently associated with high-
quality primary care (see Chapters 3 and 4) (Starfield, 1994).

Subsequent research revealed that improved health outcomes were not solely
dependent on the country's wealth nor on the total number of health workers, but
were rather linked to the health system organization and service delivery arrange-
ments for primary care. These features include universal financial coverage under
government control or regulation, equitable resource distribution mechanisms, com-
prehensive services, and low or no copayments for primary care services (see Chapter
15) (Starfield, 2009, 2012). When combined, these features facilitate the provision of
high-quality primary care as defined by the 4Cs. Numerous studies have consistently
demonstrated the validity of this approach in HICs, middle-income countries (MICs)
and low-income countries (LICs), establishing PHC and high-quality primary care as the
preferred avenue to achieve optimal outcomes, equity and value on investment (see
Chapter 4).

Millennium Development Goals (2000-2015)

Despite mounting evidence highlighting the critical role of PHC and of high-quality pri-
mary care for health systems worldwide, the global community adopted the MDGs as
a framework for development without explicit mention of PHC. Among the eight
MDGs, the three health-related goals focused on maternal health, child mortality, and
HIV/AIDS and malaria, often referred to as “verticalized” targets (Adedeji & Ako, 2009).

While the MDGs undoubtedly brought about positive outcomes and spurred progress
in various health indicators, critics pointed out their limitations (Mutasa, 2005). The
MDGs did not explicitly address human rights concerns, and the vertical implementa-
tion of individual goals overshadowed the interconnectedness of social determinants
of health, diseases and equity (United Nations, 2012; Fehling, Nelson & Venkaapuram,
2013). Furthermore, in many countries, MDG implementation faced challenges owing
to inadequate investments in the more comprehensive (horizontal) and integrative
function of health systems central to PHC.

The MDGs reflected a prevailing preference for vertical programming, focusing on spe-
cific measurable targets, at the expense of cultivating strong and resilient health
systems capable of addressing diverse population needs and responding to shocks.
The MDGs did not contribute significantly to the advancement of PHC and may in fact
have detracted from health system strengthening efforts.

World Health Reports (2000-2010)

Since the year 2000, several influential WHO reports have shaped and reflected the
evolving political economy of PHC. The World Health Report 2000 “Health Systems:
Improving Performance” (WHO, 2000) brought attention to assessing the performance
of the whole health system, rather than one aspect of it, with a holistic, bird’s-eye view.
It introduced the concept of responsiveness, recognizing the significance of people’s
perceptions and demand-side factors in evaluating health systems. This holistic
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approach aligns with the core principles of PHC. In addition, the report emphasized
the crucial role of government engagement with the private sector in service of health
system goals.

Another key report, the WHO 2008 Report titled “PHC: Now More Than Ever”, specifically
focused on PHC and provided a diagnostic analysis of the challenges facing health sys-
tems at that time. The report highlighted issues such as inverse care, impoverishing
care, fragmented care, unsafe care and misdirected care, and proposed four cor-
responding sets of PHC reforms related to universal coverage, service delivery, public
policy and leadership (WHO, 2008). These reforms aimed to effectively respond to glo-
bal health challenges, uphold the values of equity, solidarity and social justice that
drive the PHC movement, and meet the evolving expectations of populations in mod-
ern societies.

The WHO 2010 Report “Health Systems Financing: The Path to Universal Coverage" pro-
vided crucial guidance at a time characterized by economic downturn, escalating
health care costs, ageing populations, increasing prevalence of chronic diseases and
the availability of new and more expensive treatments (WHO, 2010). The landmark
report, supported by civil society, played a pivotal role in initiating the UHC movement
which later grew in momentum through the UHC2030 alliance. It emphasized the need
for countries to take deliberate actions to protect previous gains while acknowledging
that there is no magic bullet for achieving universal access. Notably, although UHC was
included in the SDGs as Target 3.8, PHC was not explicitly mentioned, as UHC was con-
sidered the overarching concept for health systems. However, the significance of PHC
in countries’ journey towards achieving UHC regained global attention after the Dec-
laration of Astana (2018), with the phrase “PHC-for-UHC” used by the WHO
Director-General Dr Tedros Adhanom Ghebreyesus gaining traction shortly thereafter
(WHO Director-General, 2019a, 2019b).

Sustainable Development Goals (2015-2030)

In 2015, Member States ratified the Sustainable Development Goals (SDGs), providing
a comprehensive global framework for action for people, the planet, prosperity, peace
and partnership by 2030 (United Nations, 2015). The SDGs and PHC share several
points of alignment, as they prioritize equity (leaving no one behind), inclusivity
(engage all countries, and all people within countries), and the pursuit of UHC as
reflected in Target 3.8 (Davletov, Nurgozhin & McKee, 2018; Hone, Macinko & Millett,
2018). They nonetheless present some implementation challenges, such as the lack of
an explicit mention of PHC, and potential barriers posed by sectoral silos which hinder
intersectoral policy coherence (Chotchoungchatchai et al., 2020).

The mounting evidence linking PHC to improved health outcomes, equity and cost-
effectiveness, coupled with the need to respond to demographic shifts, urbanization,
the empowerment of women, the democratization of information and climate change,
ultimately led to the updating of the Declaration of Alma-Ata: the Declaration of
Astana.
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2018 Declaration of Astana

The Declaration of Astana (WHO, 2018a), a significant milestone, unequivocally ident-
ified PHC as the most inclusive and effective approach to enhance health and social
well-being. It also recognized the increasing importance of NCDs, mental health,
injuries and the health consequences of climate change. Further, Astana positioned
PHC as a cornerstone and necessary prerequisite for achieving UHC, establishing
strong connections to the SDGs, as well as other related goals, such as reducing
inequalities (SDG10), promoting community participation (SDG6), and fostering inter-
sectoral collaboration (SDG17) (Walraven, 2019).

2019-2023 Astana-inspired PHC frameworks and roadmaps

In response to the need for clear implementation guidance following the Declaration
of Astana, and upon the request of Member States, several frameworks and roadmaps
have been developed to support the practical implementation of PHC. These include
the PHC Operational Framework “Translating vision into action” and the PHC Monitoring
Framework and Indicators, as well as other frameworks and roadmaps associated with
supporting countries in their efforts to achieve UHC. These resources have played a
vital role in providing guidance and impetus towards the pragmatic implementation
of PHC (WHO & UNICEF, 2018, 2020, 2022).

A defining moment in championing PHC occurred during the world's first High-Level
Meeting on Universal Health Coverage in 2019, where UN Member States made a
resounding call for strategic resource allocation towards PHC. They advocated for PHC-
related data collection and progress monitoring, and placed a specific emphasis on
strengthening meaningful community engagement (SDG index, 2022). The resounding
support from Member States further underscored the significance of PHC in achieving
UHC and advancing global health goals.

The COVID-19 pandemic (2020-2023)

Countries with strong PHC-oriented health systems were better positioned to respond
to the COVID-19 pandemic (WHO, 2018b; Aguilar-Guerra & Reed, 2020; WHO Regional
Office for South-East Asia et al., 2022). The pandemic shed light on the interconnec-
tedness between empowered people, multisectoral policy and action, and integrated
services with primary care and essential public health functions at their core. It also
exposed existing gaps in PHC within many health systems, emphasizing the untapped
potential to strengthen health systems using a PHC approach (Lancet Infectious Dis-
eases, 2018; Tumusiime et al., 2020). Prior to the pandemic, health and welfare
systems were already under strain globally due to the growing burden of NCDs, infec-
tious disease outbreaks and humanitarian health crises.

These challenges spurred the development of innovative financing models, such as
well-being budgeting, which align better with the concept of health as more than the
absence of disease, a central tenet of PHC. Well-being budgeting prioritizes public
spending based on a programme’s ability to improve population well-being, recogni-
zing that good health is a fundamental component of overall well-being (Cylus & Smith,
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2020). There is growing evidence that health significantly contributes to educational
attainment, labour market participation and productivity, reinforcing the argument for
increased health spending to promote well-being (Chapter 4) (Cylus, Permanand &
Smith, 2018). While countries like New Zealand and Scotland have made considerable
progress in implementing well-being budgets, it remains a relatively new and complex
approach with limited adoption worldwide.

The WHO Regional Office for Europe High-Level Forum on Health in the Well-being
Economy called for more widespread adoption of well-being economies (WHO, 2022,
2023a). This meeting also provided countries and other stakeholders an opportunity
to reinvigorate progress towards delivering health for all, including the comprehensive
implementation of PHC. The report by the independent Council on the Economics of
Health for All provides recommendations to develop new economic policies and struc-
tures to make Health for All a reality (WHO, 2023b).

2.2.2 Key themes in the history of PHC

Three prevailing themes emerge from the history of PHC, which deepen our under-
standing of why countries are where they are today in their journey towards
implementing the PHC approach.

Vertical integration and selective PHC vs. horizontal integration and
comprehensive PHC

Persistent tensions between vertical and horizontal approaches to PHC characterize
the historical evolution of PHC. In vertical approaches to programming, the planning,
funding, administration and delivery of services are organized around a single disease
or condition, or around a specific subpopulation. A horizontal approach favours a per-
son-centred, comprehensive, integrated and systems-based approach to service
delivery across different types of services and platforms. The latter can be more com-
plex to implement, monitor and manage, whereas vertical programmes have been
promoted as “simpler” to implement and easier to administer and measure (WHO,
2008). The appeal of vertical approaches was reflected in the vertical orientation of
the MDGs described earlier (Bhutta et al., 2018).

Selective PHC shares commonalities with vertical programming in that it prioritizes a
reduced (selective) scope of services to address a limited number of health problems
and diseases, such as GOBI, arguably to make service delivery easier, more feasible
and/or cost-effective (see also Box 1.2) (Unger & Killingsworth, 1986). Because PHC, by
definition, is an integrated and comprehensive approach to health, the notion of selec-
tive PHC has been deemed at best a paradox (see Chapter 1, Box 1.1), and at worst a
threat that can be thought of as a counter-revolution to be rejected (Newell, 1988).

However, both vertical and horizontal approaches may be needed within a PHC-
oriented health system (Ooms et al., 2008; Kirwin et al., 2022). The difficulty arises
when politicians and policy-makers sway too far in one direction, and negate the need
for the other, which historically was the case for verticalism as it was easier to under-
stand, easier to implement and easier to link to concrete outcomes in a short period
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of time. Consequently, disease-based programmes have been favoured not only by
private and international donors and philanthropies (McCoy et al., 2009; Labonté &
Ruckert, 2019), but also by national governments, who may have to contend with
strong professional or hospital lobbies or private sector actors seeking to maintain the
status quo.

The historical account of malaria eradication highlights the limitations of vertical pro-
gramming as its success eventually required the integration of case surveillance,
horizontal health service delivery and non-health sector interventions such as reliance
on sanitation engineers (Bradley, 1998). Scholars, nongovernmental organizations
(NGOs) and political leaders voiced their critique of a vertical approach to malaria
eradication and a 1975 WHO-UNICEF report promoted an “alternative” to traditional
vertical programmes heralding the integrative orientation of PHC presented in the
Declaration of Alma-Ata (Djukanovic et al., 1975; Cueto, 2004).

Despite undeniable contributions, vertical programmes often go against the PHC
approach, prioritizing emerging and often expensive disease-oriented technology,
rather than promoting community-informed preventive interventions that respond to
the expressed needs of a greater number, including those most in need. For example,
investing in oral hydration therapy rather than in the development of safe water and
sewage systems was not deemed appropriate by proponents of comprehensive PHC
(Cueto, 2004). The prolonged dominance of vertical programmes and selective PHC
has thus contributed to the fragmentation and fragilization of health systems, redirec-
ting resources into silos not always fully matched with health needs (Atun et al., 2008).
The renewed calls to foster comprehensive PHC, which have grown louder since 2018,
seek to rectify this. One of these calls was the launch of the www.30by2030.net cam-
paign, asking donors to invest - by 2030 - 30 % of their budgets for vertical
disease-oriented programmes in strengthening local primary care services (De Maese-
neer et al., 2020).

Varying interpretations of commitments to justice and equity in
advancing PHC

A prominent theme in the evolving political economy of PHC is the varying interpre-
tations of the commitment to justice and equity, ranging from a focus on pro-poor
growth to universalism.

The Declaration of Alma-Ata emphasized the need to address the “existing gross
inequality in the health status of the people”, both within and between countries, and
called for a “new economic order” to achieve this goal. This linked PHC's equity prin-
ciple to a pro-poor (growth) approach that aimed at poverty alleviation. Pro-poor
approaches seek to reduce disparities related to poverty, including equitable access
to health and to health services for vulnerable populations. This approach advocates
for PHC which explicitly includes addressing health determinants.

However, this emphasis on targeting “the poor”, rather than addressing the broader
gap in health disparities, has contributed to a distorted perception of PHC as “inferior
care for impoverished individuals” or as a second-rate solution limited to low-income
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settings. This perception fails to recognize PHC's comprehensive social, political and
economic approach that can benefit all populations, including higher socioeconomic
classes as well as HICs (WHO, 1978; Bhutta et al., 2018).

Over time, this pro-poor economic focus has evolved into a commitment to universal-
ism within health systems, which entails addressing health issues based on people’s
need rather than their ability to pay. Contemporary PHC thinking is recognizing the
need to combine universal and targeted (pro-poor) strategies - proportionate univer-
salism - to achieve equitable health outcomes. It advocates for ensuring universal
access to health services while giving proportionate attention to the level of disadvan-
tage experienced by different population groups (Carey, Crammond & de Leeuw,
2015).

High-level commitment to UHC, including through the SDGs, has bolstered attention
on PHC. Though initially largely focused on health financing and ensuring access to
services without financial hardship, the concept of UHC has evolved to include notions
of quality of care and of right to health (Kutzin, 2013; Kutzin, Yip & Cashin, 2016).

Nevertheless, some scholars argue that the expanded concept of UHC risks transform-
ing the universal right to health into the right to UHC (Giovanella et al., 2019). They
suggest that this distorts the principle of the right to health, which is based on the
egalitarian principle of social justice and can only be guaranteed by the state. Instead,
it narrows the concept into a focus on coverage associated with market-based provi-
sion of health services, aligning with a limited vision of citizenship (Giovanella et al.,
2019). Consequently, there are concerns that UHC might not fully capture the spirit of
the Alma-Ata Declaration and SDG3, which aim to ensure healthy lives for all. Fur-
thermore, some argue that the emphasis on coverage in UHC may distract from the
comprehensive, integrated approach of PHC and may ultimately overlook the principle
of health as a human right and its related imperative to address social determinants
(Hone, Macinko & Millett, 2018). These ambiguities about the concept of coverage, and
a commitment to meet the demand of South American countries to incorporate the
guarantee to the right to health and access to health services, led the Pan American
Health Organization (PAHO) to withhold endorsement of the UHC proposal and to
commit instead to “universal health”, as defined in Resolution CD53/5 of 2014.

More recently, critics of the Declaration of Astana have argued that its use of the term
“justice” rather than “social justice” fails to explicitly acknowledge the role of austerity
policies in shaping economic and commercial determinants that continue to constrain
equitable access to health (Giovanella et al., 2019). In an alternative to the initial draft
of the Declaration of Astana, the People’s Health Movement denounced such austerity
policies and appealed for “Health for All Now!” (People’s Health Movement, 2018).

The roles of generalism and primary care vs. specialized and
hospital-based approaches

Generalism is a care philosophy that considers the overall well-being of the whole per-
son within the context of their lives, encompassing the practitioner's training,
attitudes, scope of practice and work setting (Reeve et al., 2013). The AlIma-Ata Declar-
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ation invited a shift away from indiscriminate overspecialization of the health work-
force and acknowledged the value of lay workers and traditional healers, as well as
the importance of community participation in implementing comprehensive PHC
(Cueto, 2004). However, this shift was not intended to diminish primary care as a
“primitive” and underfunded health care approach aimed at exerting social control
over the disadvantaged, as argued by Latin American scholars (Breilh, 1979; Testa,
1989).

To deliver high-quality primary care services, strong and qualified multidisciplinary teams
are needed (Chapter 8). General practice (also called family medicine) is a globally recog-
nized medical specialty rooted in a generalist and person-centred approach (Chapter 1).
It involves well-defined competencies achieved through postgraduate/medical residency
training (Shi et al., 2003; WHO, 2013). Evidence indicates that the presence of family phys-
icians within primary care teams leads to more person-centred care, resulting in higher
satisfaction levels among patients. Moreover, the inclusion of family physicians in health
systems is associated with positive outcomes, such as reduced health inequalities,
improved life expectancy and decreased mortality rates (Maheux et al., 1992; Jaturapat-
porn, 2006; Jaturapatporn & Hathirat, 2006; Jaturapatporn & Dellow, 2007; Basu et al.,
2021).

In LMICs, inadequate investment in PHC services during the 1980s and 1990s created
a vicious circle of poorly resourced front-line services delivered by inadequately
trained health workers. This eroded public trust and led to underutilization of primary
care services, reinforcing a general undervaluing of primary care (Senghor, 1984). Con-
sequently, there have been persistently low investments in the training of
comprehensive primary care physicians (such as family physicians) and nurse practi-
tioners, limiting the widespread implementation of high-performing multidisciplinary
primary care teams. Nevertheless, in some settings, a PHC-informed focus on partici-
pation and community engagement has led to the involvement of lay health workers
or community health workers, typically women from the local community, in the
delivery of primary care and public health services (see Chapters 4, 6 and 8) (van Gin-
neken, Lewin & Berridge, 2010; Perry, 2018; Public Services International, 2018).

Despite stated support for PHC, many countries and populations equate high-quality
and sophisticated care with highly specialized, technology-intensive and hospital-
delivered services. It is important to recognize that both generalist and
specialist-delivered care, as well as primary care and hospital services, are integral to
the PHC approach (see Chapters 1 and 3).

2.3 Country illustrations: tracing pathways to PHC

The shift from a biomedical framing of health to one emphasizing universality, com-
munity participation, health promotion and health equity has been repeatedly
challenged by competing paradigms of care and sociopolitical and economic
influences, thereby impacting how well comprehensive PHC has been implemented.
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National movements like the Prev-salde in Brazil (Paiva & Freitas, 2021), the civic
participatory programme in Argentina (Falleti & Cunial, 2019), the social medicine
approach in South Africa, and intersectoral collaborations that promoted civic partici-
pation and people-driven health care in the United Republic of Tanzania (Kamuzora,
1996; Phillips, 2014) explicitly moved beyond the medical model to include innovative
governance models and multisectoral approaches to the social determinants of
health. They were dependent, however, on political will and financial stability, both of
which waxed and waned over time.

The following country examples provide more in-depth illustrations of some of these
sociopolitical themes, highlighting the lessons learned from successes but also from
partial or incomplete uptake of comprehensive PHC.

2.3.1 South Africa: the community-oriented primary care
(COPC) experience

The evolution of community-oriented primary care (COPC) in South Africa began in the
1940s as a response to limited access to care in rural KwaZulu-Natal. COPC is a con-
tinuous process by which PHC is provided to a defined community on the basis of its
assessed health needs, by the planned integration of primary care practice and public
health (Abrahamson, 1988). The Pholela Health Centre model, established in 1940,
emerged as an early precursor to COPC, seeking to address social conditions and
determinants of health, to build evidence-informed service provision, and to incorpor-
ate community empowerment and participation into service delivery (Kautzky &
Tollmann, 2008). Despite its promising start with the establishment of the Institute for
Family and Community Health in 1946, the full implementation of the COPC approach
faced political, institutional and economic constraints (Tollman & Pick, 2002). One was
the rise of segregationist apartheid policies which did not favour a focus on the health
of the masses. Another was declining financial and political support, also from the
powerful medical establishment, without which COPC could not be easily operation-
alized.

Consequently, the 44 COPC centres were closed or converted into outpatient clinics,
leading to segregated health services, privatization of health care and the dominance
of hospital-based curative services during the Apartheid era. Interestingly, this period
also saw the creation of a new cadre of “PHC nurses” with triage and diagnosis skills
as well as prescribing and dispensing authority. This new cadre strongly influenced
South Africa’s nurse-based system, leading to the four-year diploma course for nurse-
clinicians (Kautzky & Tollmann, 2008).

During the post-Apartheid period, South Africa published the National Health Plan
(1994) and the White Paper for the Transformation of the Health System (1997), draw-
ing much inspiration from the COPC experiences and placing PHC at the heart of the
system’s transformation (WHO & Alliance for Health Policy and Systems Research,
2017). In 2003, the National Health Act established the District Health System, a decen-
tralized governance model, which was deemed the most appropriate to move the
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health system towards PHC, offering a comprehensive package of basic services
including maternal, child and reproductive health, HIV and TB testing and treatment,
screening and care for NCDs and treatment of common ailments (Schneider et al.,
2022).

However, an amalgam of factors limited the achievement of district-based PHC, includ-
ing managerial capacity deficiencies, health system leadership challenges, imbalances
and disruption of the health and care workforce, and a complex and evolving burden
of disease with emerging infectious and noncommunicable epidemics (Kautzky & Toll-
mann, 2008; Dookie & Singh, 2012). In 2010, South Africa adopted the PHC
Re-engineering Strategy; this became an integral part of the National Health Insurance
White Paper in 2015, which provided grounds for the establishment of 11 national
health insurance pilot districts. The latter piloted various health system strengthening
interventions centring PHC through conditional grants. Various successful interven-
tions were implemented subsequently through the PHC Re-engineering Strategy as
part of national health insurance pilots. However, the interventions were fragmented
and tended to be piecemeal due to the lack of a comprehensive PHC strategy
(Schneider et al., 2022).

Overall, COPC might have gained more traction in South Africa with earlier community
involvement and well-aligned funding and training of health professionals. The lack of
economic incentives and political will from national governments and global donors
restricted the comprehensive adoption of the COPC approach, as indicated by the stra-
tegic levers of the PHC operational framework (WHO, 2008). Despite its limited
translation into practice in South Africa, the COPC model influenced other countries to
varying degrees, including Israel, the United Kingdom and the United States of America
(USA), while its community orientation inspired PHC implementation in countries such
as Brazil and Bolivia (Yach & Tollman, 1993; Mash et al., 2018, 2019). Lastly, the COPC
concept also played a role in the formulation of the Declaration of Alma-Ata in 1978.

2.3.2 India: a diagonal approach to health programming

The Bhore Committee’s report of 1946 played a pivotal role in shaping India’s health
policy landscape after independence (Pal et al., 2019; Ramani, Sivakami & Gilson,
2019). It recommended a shift from the disease-specific approach prevalent under
British colonial rule to an integrated PHC model, with the establishment of multidis-
ciplinary primary health centres in rural areas (Pal et al., 2019; Ramani, Sivakami &
Gilson, 2019). This led to the development of a network of primary health centres in
the 1950s, although the implementation and quality of these centres varied between
states owing to differences in capacity and resources available (Lahariya, Khanna &
Nandan, 2010).

During the 1950s and 1960s, India adopted a parallel horizontal and vertical approach,
with the launch of vertical programmes targeting priority health areas alongside
investments in primary health centres (Ramani, Sivakami & Gilson, 2019). Notable initi-
atives included the world's first family planning programme in 1952, the National
Malaria Control Programme in 1953 and the National Tuberculosis Programme in
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1961. While vertical programme implementation saw huge initial successes, with
drastic reductions in disease incidence, the implementation of comprehensive PHC in
the 1960s and 1970s suffered from suboptimal integration across levels of care, and
limited engagement from national and state actors as well as community organiza-
tions (Deodhar, 1982). Many of the challenges of horizontal integration can be traced
back to the Indian health community’s medical training focusing on curative, hospital-
based care (Ramani, Sivakami & Gilson, 2019).

The Declaration of Alma-Ata in 1978 provided renewed impetus for comprehensive
PHC implementation, leading to the expansion of the primary health centres network
and health sub-centres in the 1980s (Chauhan et al., 2022). However, domestic stake-
holders, including hospital lobbies and medical associations, exerted significant
influence over India’'s health policies, leading to a reprioritization of vertical pro-
grammes in the 1990s, focusing on HIV/AIDS, malaria, TB, and reproductive and child
health (Chauhan et al., 2022; WHO, 2022). This shift, coupled with policies favouring
the private sector and hospital care in urban areas, further exacerbated the rural-
urban health divide. Limited public funding and structural adjustment programmes
contributed to poor population health outcomes (Chauhan et al., 2022; WHO, 2022).

The advocacy efforts of India’s civil society led to the launch of the National Rural
Health Mission in 2005, a significant milestone in the country’s PHC journey (Gaitonde
etal., 2017). The National Rural Health Mission aimed to upgrade rural health systems
through increased government financing, infrastructure improvements, staff recruit-
ment and community engagement (Ramani, Sivakami & Gilson, 2019). However,
initially, the National Rural Health Mission focused primarily on maternal and child
health as a vertical programme in “mission mode” (Rao, 2017; WHO, 2022).

In line with global discussions on UHC and the SDGs, India’s third national health policy
in 2017 emphasized the strengthening of PHC and achieving UHC (Lahariya, 2020). The
Ayushman Bharat Programme, launched later, aimed to convert primary care facilities
into “Health and Wellness Centres” (Lahariya, 2020). Several state governments have
supplemented central government initiatives by providing additional funding for PHC.
However, public funding for health still faces criticism for its inadequacy in meeting
population health needs (Lahariya, 2020).

In conclusion, India’s journey towards comprehensive PHC implementation has faced
challenges, including the powerful influence of vested interests and very limited public
funding. Global health discourses have positively influenced India’s commitment to
PHC. However, addressing the chronic underfunding of health services remains critical
to ensuring contribution of PHC to UHC in India.

2.3.3 Brazil: a horizontal approach to PHC and UHC

As in many other Latin American countries, from the 1950s to the 1980s the devel-
opment of Brazil's health system was characterized by disease-specific health
programmes. The first steps towards expanding health coverage took place in the
1950s and 1960s. At this time, the state invested in building large public hospitals but
also strengthened private sector engagement and care provision. In the 1970s, a group
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of public health researchers, democracy activists and health professionals, known as
the “Health Reform Movement”, pointed to existing health inequalities, and the frag-
mentation, inefficiency and exclusiveness of the health care system and called for both
the recognition of health as a right of citizenship and more equal access to care (Grag-
nolati, Lindelow & Couttolenc, 2013; Machado & Silva, 2019; Davidian, 2021;
Venkateswara, Slaria & Mukherjee, 2022; Bornstein et al., 2023).

In 1988, Brazil returned to democracy, and the Health Reform Movement seized the
historic window of opportunity. The Unified Health System (Sistema Unico de Satde
(SUS)) was created in 1990 (Venkateswara, Slaria & Mukherjee, 2022). The SUS was
designed to be comprehensive in its primary care service offer and to be focused on
community participation to ensure equitable access for all. Several political, legislative
and policy levers, including the 1988 Brazil Constitution, anchored health as a human
right and clear state responsibility into the principles underpinning the SUS. Manage-
ment and funding were decentralized and municipal governments became
accountable for the provision of primary care (Castro et al., 2019). The 1994 Family
Health Strategy further advanced the implementation of Brazil's decentralized PHC
approach with the establishment of multidisciplinary primary care teams including
community health agents who deliver preventive and primary care (see also Chapter
4). The Family Health Strategy provided financial resources for municipalities to
improve health care facilities and further cemented the government commitment for
SUS to work for underserved populations; technocrats acknowledged the cost-effec-
tiveness of such teams, outlining clear governance and management structures to
enable smooth functioning. Roles for both federal and local authorities were negoti-
ated in terms of financing and performance monitoring; municipalities were given the
responsibility for the organization, management and delivery of primary care services
(Castro et al., 2019). A further reform in 2009 aimed to fine-tune the SUS service
delivery model to make it more people-centred (Soranz, Pinto & Penna, 2016).

Since 1994, states and cities have implemented the Family Health Strategy differently,
leading to inter-regional inequalities and reflecting the differing political priority for
health in different regions and municipalities.

By all measures, the SUS and the Family Health Strategy are clearly a success for
achieving nearly UHC (Castro et al., 2019), improving health outcomes and extending
close-to-community primary care services to two thirds of the population (see Chapter
4). This remarkable success was enabled by strong political will, and a clear commit-
ment to reducing sociodemographic health inequalities. The focus on equity and
pro-poor services was greatly influenced by the grassroots movements which gave
birth to the SUS, mentioned above. Prioritizing making the SUS work for the most
deprived communities led to an emphasis on community engagement and partner-
ships with families and community leaders. This meant political prioritization and
funding for a truly holistic approach to health. Brazil's Family Health Teams provide
much more than curative services - they engage in preventive care and health literacy,
and undertake educational and social interventions. Through early diagnosis and
referral management, Family Health Teams aim to reduce hospital use (see also
Chapters 4 and 5).
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However, governments and politics change, and with them, the political will to invest
in health. Brazil's political and economic context in 2015 led to difficult austerity
measures with dire consequences for health financing which reverberate to this day.
Compounded by pockets of pre-existing governance deficiencies, inter-regional
inequalities in health service access have grown, particularly for more socioeconomi-
cally disadvantaged population groups (Massuda et al., 2018; Roland, 2019). Fiscal
austerity has also meant that infrastructure investments were delayed, leaving many
of the country’s health facilities unfit-for-purpose. Brazil has also not escaped the glo-
bal challenge of health workforce recruitment and retention, with shortages of primary
care physicians contributing to the reversals of previous gains. The long-term sustain-
ability of the SUS as the heart of Brazil's PHC approach is threatened, illustrating that
PHC-oriented health systems do not spontaneously occur and require sustained and
deliberate support. Brazil's example also shows that a system which has grassroots
support can be sustained even when political priorities shift with the electoral cycle -
but the investment needs to return when the political winds change to ensure that the
health system is responsive to population needs.

2.4 Conclusion

For over four decades, the global community has made ambitious commitments to cre-
ate a healthier future for all. Key milestones include the Declarations of Alma-Ata in 1978
and Astana in 2018, as well as the United Nations SDGs in 2015. These commitments rec-
ognized the importance of PHC in achieving equitable health outcomes and UHC.

However, the concept of PHC has been subject to conflicting interpretations influenced
by various factors such as globalization, medicalization, colonialism and neoliberalism.
These differing interpretations have resulted in varying resource commitments and
implementation of PHC between countries and contexts. Some countries have
embraced comprehensive PHC as a cornerstone of their health systems, while others
have prioritized specialized and vertical approaches.

The historical evolution of health service delivery has played a significant role in shap-
ing the adoption of PHC models. The balance between generalist care and specialized
care, as well as the choice between horizontal and vertical approaches, has influenced
the implementation of PHC. Countries that have successfully implemented a PHC
approach have sustained a long-term vision and a commitment to consistent health
system goals, despite fluctuations in political commitment. This sustained commit-
ment has been crucial in achieving positive health outcomes and improving access to
essential health services.

The recent global focus on UHC has renewed attention on PHC. High-level commit-
ments at the global and national levels have emphasized the importance of
strengthening PHC as fundamental to achieving UHC. Political leadership and govern-
ment spending on health are subject to fluctuations over time. Therefore, it is crucial
to take advantage of attention and support for PHC before competing priorities or
changes in leadership divert resources and attention elsewhere. Lessons from the
historical evolution of PHC are important reminders of how we got there.
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Key messages

= “Primary health care” and “primary care” are related but distinct concepts. Although
they are often used interchangeably, they reflect different priorities and approaches.
Clear definitions and consistent use of terms can help communication, allow actors
to share lessons more effectively and make more explicit the complex actions and
considerations required to strengthen primary health care (PHC).

m “PHC is a whole-of-society approach that strengthens health systems and maxi-
mizes the level and distribution of health and well-being. As in the Declarations of
Alma-Ata and Astana, it shapes the whole health system by:

putting primary care and the essential public health functions together at the
core of integrated health services

leveraging multisectoral policy and action

empowering people and communities as co-creators of their health.

= “Primary care is at the heart of the services component of PHC but does not have
the same whole-of-society breadth. Its four core characteristics are:

first contact access
continuity
comprehensiveness
coordination.
m “The frameworks developed in light of the Astana Declaration tally with the defini-
tions of PHC and give policy-makers and other system stakeholders tools to
operationalize policy commitments and measure PHC performance.
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3.1 Introduction

Because PHC is a complex concept, this chapter seeks to map, explain and clarify the
different ways in which the terms “primary health care” and “primary care” are and
have been used. By providing an overview of frequently used definitions, terms and
frameworks, this chapter deliberately draws attention to the enduring confusion
around these terms, and clarifies how “primary health care” and “primary care” are
used in this volume. Consistency in the use of PHC terminology is important to foster
conceptual agreement, improve comparability in the literature, and support the con-
vergence of efforts across national and global health actors. Ultimately, the chapter
presents a conceptual common ground for consistency across this volume, supporting
analysts and policy-makers in deepening their comprehension and justification of the
“PHC approach” as introduced in Chapter 1.

Building on the concept of PHC in the 1978 Declaration of Alma-Ata (see Chapter 2),
this chapter first considers the factors that have contributed to the definitional con-
fusion between the terms “primary health care” and “primary care”. The sections that
follow explore the definitions of each term in turn. The use of “primary health care”
and its application in practice are examined in different contexts, specifically as used
by international organizations, across World Health Organization (WHO) regions, and
by countries in their national plans and strategies. Definitions of “primary care” are
explored next, first using the commonly described primary care characteristics (first
contact, continuity, comprehensiveness and coordination) and then through other pri-
mary care descriptors such as settings, types or scopes of services, and health and
care worker categories. Lastly, PHC and primary care are explored and analysed
through a review of various frameworks developed to support and guide their imple-
mentation and monitoring.

3.1.1 The causes of definitional confusion around PHC and
primary care

Despite widespread agreement and ample literature describing primary health care
and primary care as different concepts, the two terms remain difficult to differentiate
and are often used interchangeably (Shoultz & Hatcher, 1997; Muldoon, Hogg & Levitt,
2006). PHC has been deemed both over-defined, with different actors proposing
(re)definitions over time, and under-specified, with published works on PHC often lack-
ing a definition, and leaving the concept open to interpretation (Sheaff, 1998; White,
2015). For example, in one literature review on PHC, 46% of more than 2000 studies
identified did not include a definition (Ramirez et al., 2011).

The conceptual confusion caused by the persistent con