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Introduction

Most preventable deaths occur in poor countries. Poor people carry the greatest
burden from communicable diseases including AIDS, TB and malaria, particu-
larly in Africa. However, non-communicable chronic conditions, once regarded
as diseases of affluence, are increasing in poor countries (World Health Organ-
isation, 2005b). The changing burden of disease implies changing models of
service delivery. Reducing income poverty through economic development
will improve health status, but poor people also need access to effective, afford-
able, preventive and curative health services, including essential medicines.
Primary care services have an essential role to play in future global health.

In 1978 at Alma Ata, primary health care was declared to be the key to
delivering ‘health for all’ by the year 2000. Primary health care was to be
‘based on practical, scientifically sound and socially acceptable methods and
technology made universally accessible through people’s full participation
and at a cost that the community and country can afford’ (World Health
Organisation, 1978). The social and political goals of those epochal declar-
ations – acknowledging as they did the social and economic determinants
of health – were subsequently diluted. The failure in most countries to
provide even selective packages of low cost primary care, coupled with 
the proliferation of ‘vertical’ initiatives to address specific global health prob-
lems, hastened its eclipse. Primary health care merited little mention in the
Millennium Declaration of 2000.1

In this chapter we argue the case to bring the focus back onto primary care
in the interests of global public health in future. We begin the chapter by
examining the changing global burden of disease and outlining how it should
be addressed. We go on to consider the implications of burden of disease for
health systems in future, and reassert the particular contribution primary care
can make towards reducing this burden and ensuring greater equity of health
outcomes in future. Since this chapter was written, the 2008 World Health
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Report has supported the crucial role of primary health care in strengthening
countries’ health systems to respond to their citizens’ health needs and the
global health challenges of the future (World Health Organisation, 2008).

1 The global burden of disease

The premature deaths and preventable ill-health of millions of poor people
present a major challenge now and in the future. Figure 2.1 shows the rela-
tive burden of disease by different regions of the world in 2002. It shows
the inequality across regions, and the high burden of communicable disease
in Sub-saharan Africa and South Asia. The implications for appropriate
priorities and interventions are outlined below.

Communicable diseases

Communicable diseases remain, and will remain, a major cause of ill-health
and death in poor countries, despite advances in vaccine development, diag-
nosis and available treatment. Figure 2.1 shows that in middle and low-
income countries communicable diseases account for over 60 per cent of
disease burden, compared to about 30 per cent in the low-income countries of
South Asia, and an even greater burden in Sub-Saharan Africa. Most of this
disease burden is from malaria, HIV, TB, and ‘neglected’ tropical diseases such
as Leishmanisasis, Trypanosomiasis and Schistosomiasis. Globally, there are
two million deaths each year from TB and one million from malaria. An esti-
mated 33 million people worldwide were living with HIV at the end of 2007.
Overall, the HIV incidence rate is thought to have peaked in the late 1990s,
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and stabilised, although the incidence continues to rise in some countries.
Sub-Saharan Africa has 10 per cent of the world’s population and more than
60 per cent of all those living with HIV. Women are disproportionately
affected. Even where new infections are decreasing, the lag time between
infection and death means the burden of disease will remain high for years to
come (UNAIDS, 2008). Communicable disease will remain a significant chal-
lenge in future, with AIDS a major cause of death globally. New diseases such
as SARS will emerge, and a further pandemic of influenza is likely.

Reproductive and child health

Overall, the lifetime risk of maternal death for a woman in high-income coun-
tries is 1 in 4000. In middle-income countries it is 1 in 61, and in low-income
countries 1 in 17 ( AbouZahr and Wardlaw, 2003). This is the largest disparity
in health outcome between the richest and poorest countries. Most of these
deaths could be prevented if interventions, already known, were available to
all women. These include access to family planning methods and safe abor-
tion, to skilled attendants at the time of delivery, and to 24-hour emergency
obstetric care, because most life-threatening complications such as post-
partum haemorrhage cannot be predicted (Campbell and Graham, 2006).
Women’s health can also be improved through better access to family plan-
ning and other reproductive health services. Progress has been made in some
countries but more needs to be done. For example, about one third of preg-
nancies worldwide each year (80 million) are unwanted or unplanned. This
reflects an unmet need for family planning worldwide, and ongoing concerns
about how to ensure the future supply of contraceptive methods to those who
need them (Cleland et al., 2006). Accessible primary health care is part of the
solution. Many of the other issues which impact on reproductive health fall
outside the health arena – women’s empowerment, literacy, and poverty, for
example. These cannot be speedily tackled as they require new policies and in
some cases legislation, but they are known to be effective. A recent impact eval-
uation in Bangladesh showed that a child born to a mother with primary edu-
cation is around 20 per cent less likely to die than a child born to a mother
with no education; increasing to 80 per cent for women with secondary edu-
cation. Girls’ education is more cost effective, for example, than rural electri-
fication. Rural electrification reduced the probability of deaths to those under
five years of age, but at a cost of US$20,000 per death averted (World Bank,
2005).

Maternal health is linked with child health, but there are fundamental
differences in effective approaches to addressing them. While successful
approaches to child health improvement involve delivery of services as close
to the community as possible (Bryce et al., 2003), the reduction of maternal
mortality is associated with access to hospital-based interventions for life-
threatening complications around the time of delivery (World Bank, 2003).
Good maternal health requires functioning health services at community and
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hospital levels, and effective referral systems between them. It is therefore
considered an important marker of a functioning health system (United
Nations, 2005).

Despite falling death rates in many countries, and an anticipated decline
in infant mortality rates, approximately 10.8 million children die each year.
Of these deaths, 90 per cent occur in only 42 countries. In poorer coun-
tries, serious illnesses commonly occur sequentially or concurrently before
death. For example, measles is often complicated by pneumonia or diar-
rhoea. Underweight and micronutrient deficiencies decrease host defences,
and malnutrition is estimated to contribute to about 60 per cent of avoid-
able childhood deaths (Black, 2003). Three-quarters of all child deaths in
sub-Saharan Africa and in South Asia are from acute respiratory infections,
diarrhoeal diseases, perinatal conditions, measles and malaria.

The interventions to prevent these deaths are well researched. They mostly
require ‘low tech’ interventions delivered or supported through primary
health systems. These include preventive interventions such as the promotion
of exclusive breastfeeding for the first six months and appropriate comple-
mentary feeding, the use of insecticide treated bed nets to prevent malaria,
clean delivery and specific neonatal care. The treatment interventions include
oral rehydration therapy for diarrhoeal diseases, antibiotics for sepsis, antibi-
otics for pneumonia, antimalarials, zinc supplementation to reduce the mor-
bidity and mortality from diarrhoea, and others (Jones, 2003). These are likely
to remain important interventions in future and should be developed.

Integrated management of childhood illnesses (IMCI) is a strategy for
improving child health through the combined delivery of a set of cost-
effective interventions. It began with a set of clinical guidelines to manage
a sick child at a health facility, and expanded to include household, com-
munity, and referral interventions. Despite the challenges and constraints
to implementation, IMCI remains a promising approach to integrating
primary health care (Bryce et al., 2005), one that can be adapted to local
circumstances in future. For example, an estimated 1.1 million newborn
deaths occur annually in India – about 28 per cent of the world’s total. Two
major adaptations have been made to the IMCI model there: integrated man-
agement of neonatal illness, and a focus on early home visits for all newborns.
Results from pilot districts in India are awaited (Lawn et al., 2006).

Non-communicable disease and injury

Of increasing importance to future global health are non-communicable
diseases. Rates of obesity, diabetes and ischaemic heart disease are rising,
and rates of chronic disease are projected to become more significant in all
countries by 2030 (Mathers and Loncar, 2006), increasing by 56 per cent
globally from 2002. When countries are grouped by per person income,
chronic diseases are projected to be the leading cause of death in all income
groups in 2015 (Strong et al., 2005). In 2003 the estimated world prevalence of
diabetes in people aged 30 to 79 was 5.1 per cent, or 141 million people. By
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2025 this is projected to rise to 6.3 per cent or 332 million people, of which
no less than 264 million will be in developing countries (Disease Control
Priorities Project, 2007a). This places an additional burden on health systems.
In low-income countries road traffic accidents are expected to cause pro-
portionately more deaths by 2030, becoming the seventh leading cause of
death (Ameratunga, 2006).

Factors contributing to the changing pattern of disease include inter-
national migration, rapid rural-to-urban migration in most poor countries,
and changing family structures (Disease Control Priorities Project, 2007b).
Robust public health measures in sectors other than health are required to
address the key risk factors of nutrition, smoking, unsafe sex, and the growing
epidemic of injury and death from road traffic accidents (Ameratunga, 2006).
In the next section we set out the prerequisites for future public health
gain, including economic and political organisation, as well as elements of
the health system.

2 Prerequisites for future health gain

Economic growth

The number of people living in poverty globally is falling, but at current rates
of poverty reduction, there will still be 617 million people living on the equiv-
alent of less than a dollar a day by 2015 (World Bank, 2006). Orthodox eco-
nomic arguments highlight the need for macroeconomic growth to reduce
levels of poverty, but there are increasing concerns about ‘jobless’ growth,
with millions of poor people remaining at the margins of society. Debt relief
and fairer trade with access to markets for poorer countries require action
from rich country governments. More predictable aid would enable countries
to fund sustainable five to ten year health plans and invest in well-trained
workforces. Greater investment is needed in the development of new tech-
nologies: for example, better diagnostics, medicines and vaccines for HIV,
TB and malaria. But none of these will make a significant difference with-
out strong health services: accessible to poor people and staffed by well-
trained, supervised, motivated and adequately rewarded health workers.
Countries like Sri Lanka have shown that the health of the population can be
improved to the level of many developed countries with modest macro-
economic growth and public investment in health services (Rannan-Eliya,
2001). Low-income countries where significant improvements have taken
place in the health of the population without high or rapidly rising incomes
also include Costa Rica, Cuba and Kerala State in India. Priority support for
community level health facilities and staff have characterised these ‘high
achievers’.

Inequality, social inclusion and equity

The widening economic inequalities within and between countries are
exacerbated by new patterns of communication and consumption, rapid
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urbanisation and concomitant degradation of the environment. The accom-
panying economic and demographic changes affect working conditions,
learning environments, and family patterns – the social and physical fabric of
communities. Against this background, many countries have signed up under
the aegis of the WHO to the Bangkok Charter (World Health Organisation,
2005a). This identifies actions, commitments and pledges required to address
the determinants of health. Key principles are:

• globalisation as a positive force for health improvement
• promoting health as a core government responsibility
• health promotion as good corporate responsibility
• environments empowering individuals and communities to improve

health
• regulation and legislation to protect citizens and promote their health.

Signatories recognise the requirement for investment and partnership across
governments, international organisations, civil society, and the private
sector. This approach moves the debate from the global market as the enemy
of good health and the corporate sector as unengaged, to recognising that
new models of joint working are needed. It requires new approaches to
improve health that embrace a range of stakeholders whose priorities may
differ – but they too need careful evaluation.

One challenge to successful implementation is that hitherto, certain popu-
lation groups have worse health outcomes and are persistently excluded
from access to health services because of their ethnicity, caste, gender, reli-
gion or other characteristics. For example, in India infant mortality rates
for scheduled castes and tribes are significantly higher than those of the
rest of the population (World Bank, 2004). For geographically remote and
isolated populations it may cost more to deliver cost-effective interventions
than in accessible, more densely populated areas. Well trained, multi-skilled
primary care workers can bring effective services to such populations, but
only if this is given political priority and adequate funding.

Good health system governance

Effective health systems will also require effective governance. Much poor
performance in terms of health service delivery is due to weaknesses in insti-
tutions, budgeting and public expenditure management (Grindle, 2002).
Governments should be held to account for maintaining fiscal discipline,
ensuring resources are spent in line with stated priorities, are not lost through
corruption or mismanagement, and are used to achieve maximum impact
on health outcomes. Making information more accessible and promoting
transparency in fees, budgets and expenditure enable corruption to be
tackled more easily, but there are often strong forces at work to avoid such
transparency. Citizens’ voices in budget allocations (Brazil), budget moni-
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toring (South Africa) and budget auditing (Rajasthan, Northern India) have
enabled local people to influence the use of public funds (World Develop-
ment Report, 2004). The 2005 Commission for Africa Report concluded
that without progress in improving governance, all other reforms would
have limited impact (Commission for Africa, 2005). Given the plurality of
most health economies, improved governance is crucially important in the
private and voluntary sectors as well as in public systems.

Adequate funding

Better governance can improve resource allocation, but one of the reasons
for low health service coverage and poor health outcomes is low expend-
iture on health per capita. The Commission on Macroeconomics and Health
calculated that US$34 per capita in 2002 prices was needed to provide a basic
package of services to address the main causes of ill-health and premature
death in low-income countries (World Health Organisation, 2002). (The pack-
age comprised many of the same components of primary care defined at Alma
Ata.) This would require an additional US$40 to 52 billion by 2015 and
would save some eight million lives each year. In 2000 African countries
pledged in Abuja, Nigeria to increase funding for health from around 8 per
cent on average to 15 per cent of their budgets but few have achieved that
level to date. Inadequate action on these commitments has been attributed
to the lack of accountability of governments, costly debt servicing, and poor
tracking systems for government resources (Action Aid, 2005). However,
some countries are attaining measurably better levels of service coverage
with lower levels of expenditure. For example, Sri Lanka has remarkably good
health outcomes and its public sector spends only $US15 per capita on
health; investment is in more cost-effective interventions with greater effi-
ciency of spend. This is due in part to the equitable allocation of resources for
health and a judicious mix of skilled health personnel (Levine et al., 2004).

Adequate staffing

Adequate numbers of well-trained, motivated health workers are essential
for effective service delivery. Many countries face a deep crisis in staffing
their health services, resulting from chronic under-investment in staff and
health systems (World Health Organisation, 2006). This is exacerbated by
the burden of AIDS, especially in southern African countries. There, the health
services are overwhelmed with AIDS patients, and the capacity of health
services to cope is further limited because of illness and death from AIDS
among health workers and their families. Staff shortages are also made
worse by low-income countries subsidising high-income ones by supplying
them with trained staff through outward migration. From Africa the net out-
flow is equivalent to about US$500 million a year (World Health Organ-
isation, 2006). Changes to international recruitment practice may help to
manage the flow of migrants in future, but migration is the result of low
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pay, lack of career prospects and poor working conditions in ‘source’ coun-
tries, as well as high-income ‘destination’ countries’ inability to train and
meet their own workforce requirements (World Health Organisation, 2006).

Coherent national health policy and priorities

There is a trend toward vertical health programmes focusing on specific
disease areas. Current examples of vertical programmes include those address-
ing polio eradication, AIDS, TB, malaria, and childhood immunisation.
There are over 70 global health partnerships and initiatives addressing dis-
eases or other specific health needs, many with private-public financing.
This is in addition to the multilateral development agencies working in
health, notably the EC, World Bank, Regional Development Banks, UN
technical agencies such as WHO, UNICEF, UNFPA, UNAIDS, private entities
such as the Bill and Melinda Gates Foundation, and many bilateral donors.

Targeted programmes raise the profile of specific health conditions, mobilise
additional resources, and often deliver short-term results against specific
targets. The global eradication of smallpox was a major success, but efforts
to eradicate malaria since the 1960s have notably failed, and eradication is
no longer a goal. Vertical approaches divert human and financial resources,
and can undermine and weaken other health initiatives, despite achieving
their own specific objectives. There is increasing concern that they may
undermine broader health service delivery, through duplication of effort,
distortion of national health plans and budgets, and particularly through
diversion of scarce trained staff. Vertical programmes tend to focus on a
single disease, often neglecting the multiple needs of each patient. Vertical
approaches address one disease or issue at a time, and are controlled by
experts. When health systems are extremely weak, such as post conflict
or when governments lack legitimacy or capacity to fund or provide any
meaningful services, vertical programmes delivered initially by the UN or
NGOs, may be the best way to provide services. The burgeoning of top-
down programmes challenges many countries’ capacity to address agreed
national priorities, and to coordinate the work of different donors. It is
important that efforts are made in parallel to (re)build public health systems
in future, and not weaken them further. 

Better information for managing performance and assessing effectiveness

The Millennium Development Goals (MDGs) collectively address the differ-
ent dimensions of poverty and health.3 There are a number of weaknesses
inherent in the goals. For example, the MDG indicators measure average
progress for a country, but do not reflect inequalities or widening gaps cre-
ating potential to leave poorer people further behind in future. Monitoring
data in countries need to be disaggregated to reflect relative progress on
health outcomes amongst the poorest and excluded groups. The framing of
numerical targets has focused attention, but risks a technocratic, top-down
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approach to the complex challenges facing different countries and cultures
(United Nations, 2006). Governments and international organisations do
not always use the same data sources or definitions. Furthermore, progress
towards the health-related millennium development goals and respective
indicators is limited by poor information, incomplete vital registration of
births and deaths, and poor quality data. There is an urgent need, there-
fore, for better data systems to guide results-based performance monitoring,
better disaggregation to allow analysis of equity and distributional issues,
and improved capture of health service quality measures. The management
of chronic diseases increasingly calls for longitudinal patient records, which
require a very different approach to the activity-based record systems most
commonly used.

The processes of target-setting expose further knowledge gaps. Notably,
only 10 per cent of the annual $70 billion spent on global health research
targets the diseases responsible for 90 per cent of the world’s health prob-
lems (Labonte and Spiegel, 2003). In addition to increased global invest-
ment, new ways of stimulating research into the diseases of poverty, and
the development of commodities including vaccines, diagnostics and med-
icines are required. Evaluative research is urgently needed on the best way
of delivering health interventions: to better understand what works and
why.

Strong public health services

To maximise their benefit, health resources must be reallocated towards more
cost-effective services, poorer geographical regions within countries, and
services that are used by poor people. Effective policies, well implemented,
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Box 2.1 Core public health functions

These include:
• Collection and dissemination of evidence for public health policies
• Public health regulation and enforcement
• Pharmaceutical policy regulation and enforcement
• Epidemiological and behavioural surveillance for risk factors of

disease
• Prevention and control of disease
• Health promotion
• Inter-sectoral action for improving health
• Monitoring and evaluation of public health policy
• Development of human resources and capacity for public health

Source: Adapted from A. Wagstaff and M. Claeson, 2004.



can greatly improve the health of poor people, as illustrated by the exam-
ples of Sri Lanka and Kerala State in India. The HIV epidemic and emer-
gence of new diseases such as SARS have highlighted the crucial role of
governments in strengthening and maintaining core public health func-
tions (Wagstaff and Claeson, 2004). Essential aspects of a successful core
public health function are set out in Box 2.1, and include many of the pre-
requisites for health gain already discussed.

Population health is improved by the existence of a well-functioning dis-
trict health system comprising first contact primary care, community ser-
vices (e.g. midwifery, pharmacy) and first-referral (district) hospitals. This
organisational and service unit is fundamental to effective health care pro-
vision, and failure to recognise the interrelationship between component
levels has had high health costs and resulted in great inefficiency (Doherty
and Govender, 2004). In developing countries, factors such as geographic
and financial inaccessibility, limited funds and staff, erratic drug supply, and
non-functioning equipment often mean that the services offered at the
primary care level are disappointingly limited in their range, coverage, and
effect. Primary care has been neglected as a strategic priority, yet provides a
conduit through which many of resources for health can flow. What do we
mean by primary care and how can this first level be strengthened?

Strong primary care

The Alma Ata Declaration of 1978 rejected the vertical approach to disease
management and called on governments to tackle common underlying causes
of ill-health, by building sustainable health care systems, locally-based and
locally controlled (World Health Organisation, 1978). Emphasis was given
to people’s participation in health. Reviewing European primary care, Boerma
(2006) has emphasised the benefits of strong primary care in developing
teamwork and collaboration which helps smooth the interface with sec-
ondary care and increase patient responsiveness. In addition, screening,
monitoring and follow up can only be effectively carried out by the coor-
dinated efforts of various professional groups on the basis of the population
they serve. The difficulty of transposing health systems across international
boundaries is widely acknowledged, but evidence from high-income coun-
tries can be applied to the developing world (and vice versa). The World
Bank has estimated that the primary care level could potentially deal with
up to 90 per cent of health care demands and that only 10 per cent of care
needs require the services and skills typically associated with hospitals (World
Bank, 1994). Primary health care is considered below in terms of its role as
provider and coordinator of other care.

Care provision

Low- and middle-income countries, like high-income ones, face a future of
increasing prevalence of non-communicable illness. This shift has already
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led to the coexistence of persisting infectious disease, nutrition and repro-
ductive health problems alongside emerging non-communicable disease
and related risk factors (such as hypertension, obesity, diabetes, stroke, and
cardiovascular disease). The challenge this transition poses to the provision
of primary care is considerable. For the most part, existing health systems
are oriented to maternal and child health and the management of acute
illness. Thus developing primary care services appropriate to future needs
will require extending the reach and capacity of primary acute care systems
(presently oriented to episodic care) to accommodate the need for effective
systems of long-term care and monitoring. 

There are a number of reasons why, and ways in which, primary care
should be developed in this way. Not only does the primary care level consti-
tute the first point of patient or family contact, it is also a critical base for
extending care to communities and vulnerable groups. Outreach services may
focus on individual preventive measures (such as immunisation, vitamin A, 
or oral rehydration therapy) or community-wide health-promoting efforts
(such as education on child nutrition or adult diets and exercise). Increasingly,
home-based care for chronic conditions, such as HIV and AIDS and post-
stroke rehabilitation, can be expected to feature in outreach services. These
services depend substantially on community support and mechanisms for
identifying, training and supporting village or community health workers.
Adequate resources have to be allocated along with new service responsibil-
ities, and local political institutions must be functional and accountable to the
population (Wagstaff and Claeson, 2004). 

Care coordination

Primary care, as a level of care, is thus a key interface that links, on the 
one hand, ambulatory care with hospital and specialty services and, on
the other, individual clinical care with community-wide or population-wide
health, nutrition and family planning programmes. Acting as the fulcrum of 
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Box 2.2 Two successful programmes
National programmes such as the Lady Health Workers in Pakistan’s
National Family Planning and Primary Care Programme, or the Auxiliary
Nurse Midwives and ASHAs (Accredited Social and Health Activists) in
India’s National Rural Health Mission, aim to train and support enough
community health workers to provide a range of reproductive, child,
maternal and other health services and health promotion and preventive
interventions, to a defined catchment population at village level. These init-
iatives have the potential to provide continuity of care and basic manage-
ment of chronic diseases. These health workers depend crucially on a
functioning referral system for their patients to access more complex care
when required (Government of India, 2005; Government of Pakistan, 2007). 



a comprehensive care and support system, development of primary care
requires that local management teams plan services for their defined catch-
ment communities (Jha and Mills, 2002). Two successful programmes are
described in Box 2.2 as examples.

This coordinating function provides a major economic justification for
primary care: evidence suggests that health systems which are primary care
oriented are more likely to deliver better health outcomes, lower costs and
greater public satisfaction (Macinko et al., 2003). However, achieving these
benefits is not inevitable. Our analysis identifies six key challenges for
primary care services to achieve better public health in future. The focus is
on poor countries, but the messages apply equally to policies directed to
those who are poor and disadvantaged in rich countries.

Six challenges for primary care to deliver public health in future

1. What kind of primary care is affordable and appropriate in different 
settings? 
No single model of primary health care will be universally applicable. A
major challenge is to establish the most effective combinations or clusters
of interventions that can target multiple conditions and risk factors affect-
ing key community groups (children, women, and older adults, for example)
and which are appropriately adapted to local epidemiological, economic, and
sociocultural contexts. Clustering interventions achieves comprehensive-
ness while at the same time acknowledging resource constraints. For example,
community-oriented primary care (COPC) seeks to integrate public health
practice by delivering primary care to defined communities on the basis of
assessed health needs (Mullan and Epstein, 2002). COPC remains a power-
ful, enduring concept but its protagonists have made little mark beyond
developing countries (see Box 2.3). 

Intervention clusters are likely to include IMCI (integrated management
of childhood illnesses); maternal and reproductive health services; clinic and
community-based management of tuberculosis, HIV/AIDS, and sexually trans-
mitted infections; malaria management; management of hypertension, other
cardiovascular risk factors, and – increasingly – stroke and cardiovascular
disease; and mental illness and substance abuse. 

The UK has traditionally been regarded as boasting some of the best primary
care services in the developed world; to these in large measure has been
attributed the relative efficiency of the National Health Service. Ironically,
moves to create a market for these services with the encouragement of large
private sector providers may fragment health care (Hill et al., 2007).
Experience from North America suggests that, for example, parcelling up
the care of chronic diseases between different commercial companies prin-
cipally concerned to increase profit margins results in less efficient (higher
transaction costs) and more inequitable (excluding patients at higher risk)
care (Weiner et al., 2002). 
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2. How can equity goals be promoted? 
One well-attested form of differential access to care is the so called ‘inverse
prevention’ effect whereby communities most at risk of ill-health tend to
experience the least satisfactory access to the full range of preventive ser-
vices (Acheson Report, 1998). User charges for primary care have been
repeatedly shown to deter those most likely to benefit from preventive
activities (NHS Centre for Reviews and Dissemination, 2000). Indeed, one
way to address this is to provide financial incentives for poorer people to
visit services. The conditional cash transfer schemes in Mexico have improved
health outcomes for a large number of poor people (Skoufis, 2005). Other
methods of demand-side financing where money or vouchers are given to
the poorest people to increase access to particular services such as mater-
nity care, are being piloted in many countries (Standing, 2004). Other ways
to improve equitable access include the monitoring of service delivery and
health outcomes by separate population groups, and provision of incen-
tives to service providers to deliver services to these groups.

3. How can the workforce be developed and retained?
The creation of dynamic health teams at the primary level is one of the
greatest requirements for scaling up effective primary care. Public health
competencies, especially as they relate to the management of chronic
disease, are of particular importance to the 21st Century global health care
workforce (World Health Organisation, 2005b). At the same time, one of
the most challenging constraints is to overcome the loss of motivation and
sense of resignation of the great body of primary care workers who work in
under-staffed settings; who lack consistent, quality support; and who have
grown accustomed to a norm of inadequate service delivery (Narasimhan et
al., 2004). In most developing countries primary care roles are regarded as
low status, less valued than hospital medicine by both the public and pol-
icymakers. Only high level political commitment, adequate governance
and funding will raise the status of primary care and attract suitable workers
to it. Ironically, poor countries which emulated training standards of the
industrialised countries, such as Ghana, have been most vulnerable to poach-
ing by them (Blanchet et al., 2003).

4. How can the rhetoric of patient and public involvement be made a
reality?
In many poor countries even the rhetoric of greater patient and public
involvement in health is absent. Julian Tudor Hart, an eloquent exponent 
of COPC in the Welsh mining village where he practised, long ago argued 
for the need to look in a new way at the relationship between doctors and
patients as ‘co-producers of health’ and develop alliances between health
workers and the public in defence of health (Tudor Hart, 1988). Public health
is likely to improve when health services meet community expectations and
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treat patients in a dignified manner. In addition, primary-level facilities can 
be used as a community resource (providing communal meeting places, for
example) and primary care services can contribute support to neighbour-
hood sports and community development activities.

The diffusion of new technologies may provide greater scope for self-care
amongst some groups in developing countries, as is anticipated in the high-
income countries. Escalating rates of cell phone connectivity in India will
transform access to information and health services in rural India, for example
(Muir Gray, 1999).

5. How can low-income countries increase their capacity to obtain and use
health information?
A basic longitudinal record for monitoring child development and repro-
ductive health events is needed universally by primary care service providers.
Such records are also essential to manage chronic diseases effectively, to
follow symptoms, biochemical and other test results, and the impact of
treatment over time.

Tanzania Essential Health Interventions Project (TEHIP) (see Box 2.3),
and related experience, make clear that delivery of effective primary care
requires a greatly stepped-up capacity to provide an evidence base that is
founded on local disease and risk factor burdens, the performance of local
health services, client use of public as well as private and traditional ser-
vices, and (where appropriate) the costs of providing care. Effective use of
such information can profoundly enhance the ability of the health system
to deliver on its core service functions, target high-risk and vulnerable groups,
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Box 2.3 Tanzania Essential Health Interventions Project
Community-oriented primary care underpins the Tanzanian Essential
Health Interventions Program (TEHIP), 1997–2004. TEHIP has tested how
and to what extent evidence can guide planning of the health sector
at district level in order to improve technical and allocative efficiency
(de Savigny et al., 2002). A dynamic process of using high-quality local
information, coupled with local problem solving, planning, and owner-
ship, was central to appropriate decisionmaking and consequent imple-
mentation. New analytic tools were devised that would help focus resource
allocation on the major ‘intervention-addressable’ disease burdens. The 
net effect of decentralised funding, together with a mutually reinforcing
series of planning, management, and capacity-development inputs, was an
increase in resources for cost-effective interventions addressing the largest
shares of the preventable local burden of disease; an increase in the use of
government health services; and a decrease in mortality in infants, chil-
dren under five, adolescents, and adults. This was achieved with relatively
limited resources.



assess coverage in service provision, and gauge health effects. Moreover,
such information is vital to establishing the dimensions of the local disease
burden that should be managed at the primary care level (Bellagio Study
Group on Child Survival, 2003).

6. How can the evidence base be extended? 
The empirical evidence with regard to large-scale and routine primary care
programmes is scant (Doherty and Govender, 2004). There is plenty of evid-
ence for cost-effective interventions that could vastly improve maternal
and child health, for example, but less evidence on how to ensure that these
services, when delivered in resource-poor settings, reach the most vulnerable
populations to lasting effect (Victora et al., 2004).

Whether primary care has an impact on health has much to do with the
quality and effectiveness of the services provided, but also how the service
is delivered, whether it is perceived as relevant to people’s immediate needs,
and whether it is affordable and culturally acceptable. Thus evidence gathered
in high-income countries, may be less useful in countries with less developed
health systems. Evaluations are required of new forms of organising primary
care services in specific locations (in particular, balancing persisting acute
needs with the growing need for chronic care, or establishing the skill mix
that is most effective in particular settings). To date, a community-focused
operational research agenda has been neglected in favour of the evidence
base for individual interventions. Such research is complex because it is
context-specific and dependent on local capacity and commitment.

Conclusion

Adequate delivery of services at the primary care level is fundamental to
effective functioning of health systems if they are not going to be over-
whelmed by the emerging epidemics of chronic and non-communicable
diseases which will add to the current burden of communicable disease.
However, for the most part, primary care systems in low- and middle-
income countries have yet to receive the sustained attention and resources
that their importance warrants. Early efforts at primary care expansion in
the late 1970s and early 1980s were overtaken in many parts of the devel-
oping world by economic crisis, sharp reductions in public spending, polit-
ical instability, and emerging disease. Essential packages based on
cost-effectiveness criteria have been criticised for their largely disease-
oriented and top down approach. In most poor countries even these limited
versions of general primary care remain incompletely applied and largely
unaffordable.

Primary care amounts to more than a simple summation of individual
technological interventions. Its power resides in linking different disci-
plines, integrating different elements of disease management, stressing
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early prevention and the maintenance of health. Effective general primary
care that responds to the rapid health transitions under way in all socioeco-
nomic contexts offers the potential for major health and, hence, develop-
ment gains that provide good value for money and enhance equity. Critical
make-or-break points include increased financial investments paralleled by
sustained investment in human resources (principally the strengthening of
local staff capacity, including supportive management – and the encour-
agement of innovation in services development). Far greater attention is
needed to improving delivery and service quality, monitoring service cov-
erage, improving access by vulnerable groups and establishing constructive
partnerships with local communities. Developing effective, sustainable
primary care systems is a major challenge for those active in the policy and
practice of public health.

Notes
1 The largest ever gathering of heads of state in September 2000 in New York adopted

the Millennium Declaration which was then translated into a roadmap. The eight
goals in the section on development and poverty eradication are known collec-
tively as the Millennium Development Goals. They build on agreements made at
major UN conferences in the 1990s and represent commitments to tackle poverty,
hunger, ill-health, gender inequality, lack of education, lack of access to clean
water, environmental degradation, and the need for global partnerships for develop-
ment. Goals 4, 5 and 6 are, respectively, to reduce child mortality, improve
maternal health, and combat HIV and AIDS and other diseases.

2 Disability Adjusted Life Year (DALY) is a measure of the burden of ill-health that takes
into account both reduced life expectancy and quality of life. It is widely used inter-
nationally despite limitations. Values vary widely according to discount rates and
weighting of different age groups used. Relatively poor data are available for some
countries and conditions, but no better alternative measure has yet been agreed.

3 Millennium Developments Goals to be achieved by 2015
• Halve extreme poverty and hunger

1.2 billion people still live on less than $1 a day. But 43 countries, with more
than 60 per cent of the world’s people, have already met or are on track to
meet the goal of cutting hunger in half by 2015.

• Achieve universal primary education
113 million children do not attend school, but this goal is within reach:
Empower women and promote equality between women and men
Two-thirds of the world’s illiterate people are women, and 80 per cent of its refu-
gees are women and children. Since the 1997 Microcredit Summit, progress has
been made in reaching and empowering poor women, nearly 19 million in 2000
alone.

• Reduce under-five mortality by two-thirds
11 million young children die every year, but that number is down from
15 million in 1980.

• Reduce maternal mortality by three-quarters
In the developing world, the risk of dying in childbirth is one in 48. But virtually
all countries now have safe motherhood programmes and are poised for progress.
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• Reverse the spread of diseases, especially HIV/AIDS and malaria
AIDS and other diseases have erased a generation of development gains in some
countries in Africa. Countries like Brazil, Senegal, Thailand and Uganda have
shown that the HIV epidemic can be slowed and reversed.

• Ensure environmental sustainability
More than one billion people still lack access to safe drinking water; however,
during the 1990s, nearly one billion people gained access to safe water and as
many to sanitation.

• Create a global partnership for development, with targets for aid, trade and
debt relief. Too many developing countries are spending more on debt service
than on social services. New aid commitments made in the first half of 2002
alone, though, reached an additional $12 billion per year by 2006.

References
C. AbouZahr and T. Wardlaw, ‘Maternal Mortality in 2000: Estimates developed by

WHO, UNICEF and UNFPA’ (2003), cited in Department for International
Development, Reducing maternal deaths: evidence and action (London: DFID,
2004).

D. Acheson, Independent Inquiry into Inequalities in Health Report (London: HM
Stationary Office, 1998).

Action Aid, Four years after Abuja: more action required on spending commitments
(London: Action Aid, 2005).

S. Ameratunga, M. Hijar and R. Norton, ‘Road traffic injuries: confronting disparities
to address a global health priority’, The Lancet, 367:9521 (2006) 1533–40.t

Bellagio Study Group on Child Survival, ‘Knowledge into action for child survival’,
The Lancet, 362: 9380 (2003) 323–7.t

R. E. Black, S. S. Morris and J. Bryce, ‘Where and why are 10 million children dying
every year?’ The Lancet, 361:9376 (2003) 2226–34. t

N. Blanchet, G. Dussault and B. Liese, The human resource crisis in health services
(Washington DC: World Bank, 2003).

W. Boerma, ‘Public health in the driving seat’, in R. Saltman and A. Rico (eds), European
Observatory on Health Systems and Policy (Copenhagen: World Health Organisation,
2006).

J. Bryce, S. el Arifeen, G. Pariyo, C. Lanata, D. Gwatkin and J. P. Habicht, ‘Reducing
child mortality: can public health deliver?’, The Lancet, 362:9378 (2003) 159–64.t

J. Bryce, C. G. Victora and J. P. Habicht, R. E. Black and R. W Scherpbier, on behalf of
the MCE-IMCI Technical Advisors, ‘Programmatic pathways to child survival:
results of a multi-country evaluation of integrated management of childhood
illness’, Health Policy Planning, 20 (2005) i5–i17.gg

O. Campbell, W. Graham, on behalf of the Lancet Maternal Survival Series steering
group, ‘Strategies for reducing maternal mortality: getting on with what works’, 
The Lancet, 368:9543 (2006) 1284–99.t

J. Cleland, S. Bernstein and A. Ezeh, A. Faundes, A. Glasier and J. Innis, ‘Family plan-
ning: the unfinished agenda’, The Lancet, 368:9549 (2006) 1810–27.t

Commission for Africa, Our Common Future: Report of the Commission for Africa
(London: Commission for Africa, 2005).

D. de Savigny, H. Kasale, C. Mbuya, G. Munna, L. Mgalula, A. Mzige and G. Reid,
Tanzania Essential Health Interventions Project: TEHIP Interventions – An Overview
(Dar es Salaam, Tanzania: Ministry of Health, 2002).

International Public Health – The Future Place of Primary Care 55



Disease Control Priorities Project, Diabetes: The Pandemic and Potential Solutions
(Washington DC: World Bank, 2007a).

Disease Control Priorities Project, Disease Control Priorities in Developing Countries,
2nd edn (Washington DC: World Bank, 2007b).

J. Doherty and R. Govender, The Cost-Effectiveness of Primary Care Services in
Developing Countries: A Review of the International Literature. Working Paper
No 37 (Washington DC: Disease Control Priorities Project, 2004).

Government of India, Ministry of Health and Family Welfare, National Rural Health
Mission: Framework for Implementation 2005–2012 (New Delhi: Government of
India, 2005).

Government of Pakistan, Ministry of Health, National Programme for Family Planning
and Primary Health Care, Annual Report 2005–06 (Government of Pakistan, 2007).

M. Grindle, Good Enough Governance: Poverty Reduction and Reform in Developing
Countries (Cambridge: Kennedy School of Government, Harvard University, 2002).

A. Hill, S. Griffiths and S. Gillam, ‘Public Health and Primary Care: Partners in Population
Health (Oxford: Oxford University Press, 2007).

P. Jha and A. Mills, Improving Health Outcomes of the Poor: The Report of Working
Group 5 of the Commission on Macroeconomics and Health (Geneva: World Health
Organisation, 2002).

G. Jones, R. W. Steketee, R. E. Black, Z. A. Bhutta and S. S. Morris, ‘How many child
deaths can we prevent this year?’, The Lancet, 362:9377 (2003) 65–71.t

R. Labonte and J. Spiegel, ‘Setting global health research priorities’, British Medical
Journal, 326 (2003) 722–3.

J. Lawn, J. Zupan, G. Begkoyian and R. Knippenberg, ‘Newborn Survival’, in D. T. Jamison,
J. G. Breman, A. R. Measham, G. Alleyne, M. Claeson, D. B. Evans, P. Jha, A. Mills
and P. Musgrove (eds), Disease Control Priorities in Developing Countries, 2nd edn
(New York: Oxford University Press, 2006), pp. 531–50.

R. Levine and the ‘What works’ working group, with M. Kinder, Millions Saved: Proven
Successes in Global Health (Washington DC: Center for Global Development,
Peterson Institute, 2004).

J. Macinko, B. Starfield and L. Shi, ‘The contribution of primary care systems to
health outcomes within organization for economic cooperation and development
(OECD) countries, 1970–1998’, Health Services Research, 38:3 (2003) 831–65.

C. D. Mathers and D. Loncar, ‘Projections of Global Mortality and Burden of Disease
from 2002 to 2030’, PLoS Medicine, 3:11 (2006), 442.

J. A. Muir Gray, ‘Postmodern medicine’, The Lancet, 354:9189 (1999) 1550–2.t
F. Mullan and L. Epstein, ‘Community-oriented primary care: new relevance in a

changing world’, American Journal of Public Health, 92:11 (2002) 1748–55. 
V. Narasimhan, H. Brown, A. Pablos-Mendez, A., O. Adams, G. Dussault, G. Elzinga,

A. Nordstrom, D. Habte, M. Jacobs, G. Solimano, N. Sewankambo, S. Wibulpolprasert,
T. Evans and L. Chen, ‘Responding to the global human resource crisis’, The Lancet,t
363:9419 (2004) 1469–72.

NHS Centre for Reviews and Dissemination, Evidence from Systematic Reviews of
the Research Relevant to Implementing the ‘Wider Public Health’ Agenda (York:
University of York, NHS Centre for Reviews and Dissemination, 2000).

R. P. Rannan-Eliya, ‘Strategies for Improving the Health of the Poor – The Sri Lanka
Experience’ (Colombo, Sri Lanka: Health Policy Programme, Institute of Policy
Studies, 2001).

E. Skoufis, Progressa and its Impact on the Welfare of Rural Households in Mexico:
Research Report 139 (Washington DC: International Food Policy Research Institute,
2005).

56 Future Public Health



H. Standing, Understanding the ‘demand side’ in Service Delivery (London: DFID
Health Systems Resource Centre, 2004).

K. Strong, C. Mathers, S. Leeder and R. Beaglehole, ‘Preventing chronic disease:
how many lives can we save?’, The Lancet, 366: 9496 (2005) 1578–82.t

J. Tudor Hart, A New Kind of Doctor (London: Merlin Press, 1988).
UNAIDS, ‘Report of the Global AIDS Epidemic’ (Geneva: UNAIDS, 2008).
United Nations, ‘Who’s Got the Power? Transforming Health Systems for Women

and Children: Task Force on Child Health and Maternal Health’ (New York: United
Nations, 2005).

United Nations, ‘The Millennium Development Goals Report’ (New York: United
Nations, 2006).

Victora, C., Hanson, K., Bryce, J. and Vaughan, J. (2004) ‘Achieving universal cover-
age with health interventions’, The Lancet, 364:9444 (2004) 1541–8.t

A. Wagstaff and M. Claeson, ‘The Millennium Development Goals for Health: Rising
to the Challenges’ (Washington DC: World Bank, 2004).

J. Weiner, R. Lewis and S. Gillam, ‘US Managed Care and PCTs: Lessons for a small
island from a lost continent’ (London: King’s Fund, 2002).

World Bank, ‘Better Health in Africa: Experience and Lessons Learned’ (Washington
DC, World Bank, 1994).

World Bank, Investing in maternal health: ‘Learning from Malaysia and Sri Lanka’
(Washington DC: World Bank, 2003).

World Bank, ‘Attaining the Millennium Development Goals in India’ (Washington
DC: World Bank, 2004).

World Bank, ‘Maintaining the momentum to 2015? An impact evaluation of inter-
ventions to improve maternal and child health and nutrition in Bangladesh’
(Washington DC: World Bank, 2005).

World Bank, ‘Global Economic Prospects’ (Washington DC: World Bank, 2006).
World Development Report, ‘Making services work for poor people’ (Washington

DC: World Bank, 2004).
World Health Organisation, ‘Primary Health Care. Report of the International

Conference on Primary Health Care’, Alma-Ata, USSR (Geneva: World Health
Organisation, 1978).

World Health Organisation, ‘Macroeconomics and Health: Investing in Health for
Economic Development. Report of the Commission on Macroecomics and Health’
(Geneva: World Health Organisation, 2002).

World Health Organisation, Bangkok Charter (Geneva: WHO, 2005a).
World Health Organisation, ‘Preparing a Workforce for the 21st Century: The Chal-

lenge of Chronic Conditions’ (Geneva: World Health Organisation, 2005b).
World Health Organisation, ‘World Health Report: Working Together for Health’

(Geneva: World Health Organisation, 2006).
World Health Organisation, ‘World Health Report: Primary Health Care now more

than ever’ (Geneva: World Health Organisation, 2008).

International Public Health – The Future Place of Primary Care 57


