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Director-General’s
Message

When I took of! ce in 2007, I made 
clear my commitment to direct 

WHO’s attention towards primary 
health care. More important than 
my own conviction, this re" ects 
the widespread and growing 
demand for primary health 
care from Member States. This 
demand in turn displays a 
growing appetite among policy-
makers for knowledge related to 
how health systems can become 

more equitable, inclusive and fair. 
It also re" ects, more fundamentally, a 

shift towards the need for more compre-
hensive thinking about the performance 
of the health system as a whole. 

This year marks both the 60th birth-
day of WHO and the 30th anniversary of 
the Declaration of Alma-Ata on Primary 

Health Care in 1978. While our global health context has changed remarkably over six decades, the 
values that lie at the core of the WHO Constitution and those that informed the Alma-Ata Declaration 
have been tested and remain true. Yet, despite enormous progress in health globally, our collective fail-
ures to deliver in line with these values are painfully obvious and deserve our greatest attention. 

We see a mother suffering complications of labour without access to quali! ed support, a child 
missing out on essential vaccinations, an inner-city slum dweller living in squalor. We see the absence 
of protection for pedestrians alongside traf! c-laden roads and highways, and the impoverishment 
arising from direct payment for care because of a lack of health insurance. These and many other 
everyday realities of life personify the unacceptable and avoidable shortfalls in the performance of 
our health systems. 

In moving forward, it is important to learn from the past and, in looking back, it is clear that we 
can do better in the future. Thus, this World Health Report revisits the ambitious vision of primary 
health care as a set of values and principles for guiding the development of health systems. The Report 
represents an important opportunity to draw on the lessons of the past, consider the challenges that 
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Director-General’s Message

lie ahead, and identify major avenues for health 
systems to narrow the intolerable gaps between 
aspiration and implementation. 

These avenues are de! ned in the Report as 
four sets of reforms that re" ect a convergence 
between the values of primary health care, the 
expectations of citizens and the common health 
performance challenges that cut across all con-
texts. They include: 

universal coverage reforms  that ensure that 
health systems contribute to health equity, 
social justice and the end of exclusion, pri-
marily by moving towards universal access 
and social health protection;
service delivery reforms  that re-organize 
health services around people’s needs and 
expectations, so as to make them more socially 
relevant and more responsive to the changing 
world, while producing better outcomes;
public policy reforms  that secure healthier 
communities, by integrating public health 
actions with primary care, by pursuing healthy 
public policies across sectors and by strength-
ening national and transnational public health 
interventions; and
leadership reforms  that replace disproportion-
ate reliance on command and control on one 
hand, and laissez-faire disengagement of the 
state on the other, by the inclusive, participa-
tory, negotiation-based leadership indicated 
by the complexity of contemporary health 
systems. 

While universally applicable, these reforms 
do not constitute a blueprint or a manifesto for 
action. The details required to give them life in 
each country must be driven by speci! c condi-
tions and contexts, drawing on the best available 
evidence. Nevertheless, there are no reasons why 
any country − rich or poor − should wait to begin 
moving forward with these reforms. As the last 
three decades have demonstrated, substantial 
progress is possible.

Doing better in the next 30 years means that 
we need to invest now in our ability to bring 
actual performance in line with our aspirations, 
expectations and the rapidly changing realities of 
our interdependent health world. United by the 
common challenge of primary health care, the 
time is ripe, now more than ever, to foster joint 
learning and sharing across nations to chart the 
most direct course towards health for all. 

Dr Margaret Chan
Director-General
World Health Organization
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Why a renewal of primary health care (PHC), and why 

now, more than ever? The immediate answer is the 

palpable demand for it from Member States – not just 

from health professionals, but from the 

political arena as well. 

 Globalization is putting the social 

cohesion of many countries under stress, 

and health systems, as key constituents 

of the architecture of contemporary 

societies, are clearly not performing as 

well as they could and as they should. 

 People are increasingly impatient with 

the inability of health services to deliver levels of national 

coverage that meet stated demands and changing needs, 

and with their failure to provide services in ways that 

correspond to their expectations. Few would disagree that 

health systems need to respond better – and faster – to the 

challenges of a changing world. PHC can do that.
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There is today a recognition that populations are 
left behind and a sense of lost opportunities that 
are reminiscent of what gave rise, thirty years 
ago, to Alma-Ata’s paradigm shift in think-
ing about health. The Alma-Ata Conference 
mobilized a “Primary Health Care movement” 
of professionals and institutions, governments 
and civil society organizations, researchers and 
grassroots organizations that undertook to tackle 
the “politically, socially and economically unac-
ceptable”1 health inequalities in all countries. 
The Declaration of Alma-Ata was clear about the 
values pursued: social justice and the right to 
better health for all, participation and solidarity1. 
There was a sense that progress towards these 
values required fundamental changes in the way 
health-care systems operated and harnessed the 
potential of other sectors. 

The translation of these values into tangible 
reforms has been uneven. Nevertheless, today, 
health equity enjoys increased prominence in 
the discourse of political leaders and ministries 
of health2, as well as of local government struc-
tures, professional organizations and civil society 
organizations.

The PHC values to achieve health for all 
require health systems that “Put people at the 
centre of health care”3. What people consider 
desirable ways of living as individuals and what 
they expect for their societies – i.e. what peo-
ple value – constitute important parameters for 
governing the health sector. PHC has remained 
the benchmark for most countries’ discourse on 
health precisely because the PHC movement tried 
to provide rational, evidence-based and antici-
patory responses to health needs and to these 
social expectations4,5,6,7. Achieving this requires 
trade-offs that must start by taking into account 
citizens’ “expectations about health and health 
care” and ensuring “that [their] voice and choice 
decisively in! uence the way in which health serv-
ices are designed and operate”8. A recent PHC 
review echoes this perspective as the “right to 
the highest attainable level of health”, “maximiz-
ing equity and solidarity” while being guided 
by “responsiveness to people’s needs”4. Moving 
towards health for all requires that health sys-
tems respond to the challenges of a changing 
world and growing expectations for better per-
formance. This involves substantial reorientation 

and reform of the ways health systems operate 
in society today: those reforms constitute the 
agenda of the renewal of PHC.

Responding to the challenges of a 
changing world 
On the whole, people are healthier, wealthier and 
live longer today than 30 years ago. If children 
were still dying at 1978 rates, there would have 
been 16.2 million deaths globally in 2006. In fact, 
there were only 9.5 million such deaths9. This 
difference of 6.7 million is equivalent to 18 329 
children’s lives being saved every day. The once 
revolutionary notion of essential drugs has 
become commonplace. There have been signi! -
cant improvements in access to water, sanitation 
and antenatal care. 

This shows that progress is possible. It can 
also be accelerated. There have never been more 
resources available for health than now. The glo-
bal health economy is growing faster than gross 
domestic product (GDP), having increased its 
share from 8% to 8.6% of the world’s GDP between 
2000 and 2005. In absolute terms, adjusted for 
in" ation, this represents a 35% growth in the 
world’s expenditure on health over a ! ve-year 
period. Knowledge and understanding of health 
are growing rapidly. The accelerated techno-
logical revolution is multiplying the potential 
for improving health and transforming health 
literacy in a better-educated and modernizing 
global society. A global stewardship is emerging: 
from intensi! ed exchanges between countries, 
often in recognition of shared threats, challenges 
or opportunities; from growing solidarity; and 
from the global commitment to eliminate poverty 
exempli! ed in the Millennium Development Goals 
(MDGs). 

However, there are other trends that must 
not be ignored. First, the substantial progress 
in health over recent decades has been deeply 
unequal, with convergence towards improved 
health in a large part of the world, but at the same 
time, with a considerable number of countries 
increasingly lagging behind or losing ground. 
Furthermore, there is now ample documenta-
tion – not available 30 years ago – of consider-
able and often growing health inequalities within 
countries.
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Second, the nature of health problems is chang-
ing in ways that were only partially anticipated, 
and at a rate that was wholly unexpected. Ageing 
and the effects of ill-managed urbanization and 
globalization accelerate worldwide transmis-
sion of communicable diseases, and increase 
the burden of chronic and noncommunicable 
disorders. The growing reality that many indi-
viduals present with complex symptoms and 
multiple illnesses challenges service delivery 
to develop more integrated and comprehensive 
case management. A complex web of interrelated 
factors is at work, involving gradual but long-
term increases in income and population, climate 
change, challenges to food security, and social 
tensions, all with de! nite, but largely unpredict-
able, implications for health in the years ahead. 

Third, health systems are not insulated from 
the rapid pace of change and transformation 
that is an essential part of today’s globaliza-
tion. Economic and political crises challenge 
state and institutional roles to ensure access, 
delivery and ! nancing. Unregulated commer-
cialization is accompanied by a blurring of the 
boundaries between public and private actors, 
while the negotiation of entitlement and rights 
is increasingly politicized. The information age 
has transformed the relations between citizens, 
professionals and politicians.

In many regards, the responses of the health 
sector to the changing world have been inad-
equate and naïve. Inadequate, insofar as they 
not only fail to anticipate, but also to respond 
appropriately: too often with too little, too late 
or too much in the wrong place. Naïve insofar as 
a system’s failure requires a system’s solution – 
not a temporary remedy. Problems with human 
resources for public health and health care, 
! nance, infrastructure or information systems 
invariably extend beyond the narrowly de! ned 
health sector, beyond a single level of policy pur-
view and, increasingly, across borders: this raises 
the benchmark in terms of working effectively 
across government and stakeholders. 

While the health sector remains massively 
under-resourced in far too many countries, 
the resource base for health has been growing 
consistently over the last decade. The opportu-
nities this growth offers for inducing structural 

changes and making health systems more effec-
tive and equitable are often missed. Global and, 
increasingly, national policy formulation proc-
esses have focused on single issues, with various 
constituencies competing for scarce resources, 
while scant attention is given to the underlying 
constraints that hold up health systems develop-
ment in national contexts. Rather than improv-
ing their response capacity and anticipating new 
challenges, health systems seem to be drifting 
from one short-term priority to another, increas-
ingly fragmented and without a clear sense of 
direction. 

Today, it is clear that left to their own devices, 
health systems do not gravitate naturally towards 
the goals of health for all through primary health 
care as articulated in the Declaration of Alma-
Ata. Health systems are developing in directions 
that contribute little to equity and social justice 
and fail to get the best health outcomes for their 
money. Three particularly worrisome trends can 
be characterized as follows:

health systems that focus disproportionately on  
a narrow offer of specialized curative care;
health systems where a command-and-control  
approach to disease control, focused on short-
term results, is fragmenting service delivery; 
health systems where a hands-off or laissez- 
faire approach to governance has allowed 
unregulated commercialization of health to 
" ourish.

These trends " y in the face of a comprehensive 
and balanced response to health needs. In a num-
ber of countries, the resulting inequitable access, 
impoverishing costs, and erosion of trust in health 
care constitute a threat to social stability. 

Growing expectations for better 
performance 
The support for a renewal of PHC stems from the 
growing realization among health policy-makers 
that it can provide a stronger sense of direction 
and unity in the current context of fragmenta-
tion of health systems, and an alternative to the 
assorted quick ! xes currently touted as cures 
for the health sector’s ills. There is also a grow-
ing realization that conventional health-care 
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delivery, through different mechanisms and for 
different reasons, is not only less effective than 
it could be, but suffers from a set of ubiquitous 
shortcomings and contradictions that are sum-
marized in Box 1.

The mismatch between expectations and 
performance is a cause of concern for health 
authorities. Given the growing economic weight 
and social signi! cance of the health sector, it 
is also an increasing cause for concern among 
politicians: it is telling that health-care issues 
were, on average, mentioned more than 28 times 
in each of the recent primary election debates in 
the United States22. Business as usual for health 
systems is not a viable option. If these shortfalls 
in performance are to be redressed, the health 

problems of today and tomorrow will require 
stronger collective management and accountabil-
ity guided by a clearer sense of overall direction 
and purpose. 

Indeed, this is what people expect to happen. 
As societies modernize, people demand more 
from their health systems, for themselves and 
their families, as well as for the society in which 
they live. Thus, there is increasingly popular 
support for better health equity and an end to 
exclusion; for health services that are centred 
on people’s needs and expectations; for health 
security for the communities in which they live; 
and for a say in what affects their health and that 
of their communities23. 

These expectations resonate with the values 
that were at the core of the Declaration of Alma-
Ata. They explain the current demand for a better 
alignment of health systems with these values 
and provide today’s PHC movement with reinvigo-
rated social and political backing for its attempts 
to reform health systems. 

From the packages of the past to 
the reforms of the future
Rising expectations and broad support for the 
vision set forth in Alma-Ata’s values have not 
always easily translated into effective transfor-
mation of health systems. There have been cir-
cumstances and trends from beyond the health 
sector – structural adjustment, for example – 
over which the PHC movement had little in" u-
ence or control. Furthermore, all too often, the 
PHC movement has oversimpli! ed its message, 
resulting in one-size-! ts-all recipes, ill-adapted 
to different contexts and problems24. As a result, 
national and global health authorities have at 
times seen PHC not as a set of reforms, as was 
intended, but as one health-care delivery pro-
gramme among many, providing poor care for 
poor people. Table 1 looks at different dimen-
sions of early attempts at implementing PHC and 
contrasts this with current approaches. Inherent 
in this evolution is recognition that providing a 
sense of direction to health systems requires a 
set of speci! c and context-sensitive reforms that 
respond to the health challenges of today and 
prepare for those of tomorrow.

Box 1 Five common shortcomings of 
health-care delivery

Inverse care. People with the most means – whose needs for 
health care are often less – consume the most care, whereas 
those with the least means and greatest health problems con-
sume the least10. Public spending on health services most 
often benefi ts the rich more than the poor11 in high- and low-
income countries alike12,13.

Impoverishing care. Wherever people lack social protection 
and payment for care is largely out-of-pocket at the point of 
service, they can be confronted with catastrophic expenses. 
Over 100 million people annually fall into poverty because they 
have to pay for health care14.

Fragmented and fragmenting care. The excessive specializa-
tion of health-care providers and the narrow focus of many 
disease control programmes discourage a holistic approach 
to the individuals and the families they deal with and do not 
appreciate the need for continuity in care15. Health services 
for poor and marginalized groups are often highly fragmented 
and severely under-resourced16, while development aid often 
adds to the fragmentation17.

Unsafe care. Poor system design that is unable to ensure safety 
and hygiene standards leads to high rates of hospital-acquired 
infections, along with medication errors and other avoidable 
adverse effects that are an underestimated cause of death 
and ill-health18.

Misdirected care. Resource allocation clusters around cura-
tive services at great cost, neglecting the potential of primary 
prevention and health promotion to prevent up to 70% of the 
disease burden19,20. At the same time, the health sector lacks 
the expertise to mitigate the adverse effects on health from 
other sectors and make the most of what these other sectors 
can contribute to health21.
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The focus of these reforms goes well beyond 
“basic” service delivery and cuts across the 
established boundaries of the building blocks of 
national health systems25. For example, aligning 
health systems based on the values that drive PHC 
will require ambitious human resources policies. 
However, it would be an illusion to think that 
these can be developed in isolation from ! nancing 
or service delivery policies, civil service reform 
and arrangements dealing with the cross-border 
migration of health professionals. 

At the same time, PHC reforms, and the PHC 
movement that promotes them, have to be more 
responsive to social change and rising expecta-
tions that come with development and moderniza-
tion. People all over the world are becoming more 
vocal about health as an integral part of how 
they and their families go about their everyday 

lives, and about the way their society deals with 
health and health care. The dynamics of demand 
must ! nd a voice within the policy and decision-
making processes. The necessary reorientation of 
health systems has to be based on sound scienti! c 
evidence and on rational management of uncer-
tainty, but it should also integrate what people 
expect of health and health care for themselves, 
their families and their society. This requires 
delicate trade-offs and negotiation with multiple 
stakeholders that imply a stark departure from 
the linear, top-down models of the past. Thus, 
PHC reforms today are neither primarily de! ned 
by the component elements they address, nor 
merely by the choice of disease control interven-
tions to be scaled up, but by the social dynamics 
that de! ne the role of health systems in society. 

Table 1 How experience has shifted the focus of the PHC movement

EARLY ATTEMPTS AT IMPLEMENTING PHC CURRENT CONCERNS OF PHC REFORMS

Extended access to a basic package of health interventions 
and essential drugs for the rural poor

Transformation and regulation of existing health systems, 
aiming for universal access and social health protection

Concentration on mother and child health Dealing with the health of everyone in the community

Focus on a small number of selected diseases, primarily 
infectious and acute

A comprehensive response to people’s expectations and 
needs, spanning the range of risks and illnesses

Improvement of hygiene, water, sanitation and health 
education at village level

Promotion of healthier lifestyles and mitigation of the health 
effects of social and environmental hazards

Simple technology for volunteer, non-professional 
community health workers 

Teams of health workers facilitating access to and 
appropriate use of technology and medicines 

Participation as the mobilization of local resources 
and health-centre management through local health 
committees

Institutionalized participation of civil society in policy 
dialogue and accountability mechanisms

Government-funded and delivered services with a 
centralized top-down management

Pluralistic health systems operating in a globalized context

Management of growing scarcity and downsizing Guiding the growth of resources for health towards 
universal coverage

Bilateral aid and technical assistance Global solidarity and joint learning

Primary care as the antithesis of the hospital Primary care as coordinator of a comprehensive response 
at all levels

PHC is cheap and requires only a modest investment PHC is not cheap: it requires considerable investment, but it 
provides better value for money than its alternatives
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Four sets of PHC reforms
This report structures the PHC reforms in four 
groups that re" ect the convergence between 
the evidence on what is needed for an effective 
response to the health challenges of today’s world, 
the values of equity, solidarity and social justice 
that drive the PHC movement, and the growing 
expectations of the population in modernizing 
societies (Figure 1):

 
reforms that ensure that health systems con- 
tribute to health equity, social justice and the 
end of exclusion, primarily by moving towards 
universal access and social health protection 
– universal coverage reforms;
reforms that reorganize health services as  
primary care, i.e. around people’s needs and 
expectations, so as to make them more socially 
relevant and more responsive to the changing 
world while producing better outcomes – serv-
ice delivery reforms;
reforms that secure healthier communities, by  
integrating public health actions with primary 
care and by pursuing healthy public policies 
across sectors – public policy reforms;
reforms that replace disproportionate reli- 
ance on command and control on one hand, 
and laissez-faire disengagement of the state 
on the other, by the inclusive, participatory, 
negotiation-based leadership required by the 
complexity of contemporary health systems – 
leadership reforms. 

The ! rst of these four sets of reforms aims at 
diminishing exclusion and social disparities in 
health. Ultimately, the determinants of health 
inequality require a societal response, with 
political and technical choices that affect many 
different sectors. Health inequalities are also 
shaped by the inequalities in availability, access 
and quality of services, by the ! nancial burden 
these impose on people, and even by the lin-
guistic, cultural and gender-based barriers that 
are often embedded in the way in which clinical 
practice is conducted26. 

If health systems are to reduce health inequi-
ties, a precondition is to make services available to 
all, i.e. to bridge the gap in the supply of services. 
Service networks are much more extensive today 

than they were 30 years ago, but large population 
groups have been left behind. In some places, 
war and civil strife have destroyed infrastruc-
ture, in others, unregulated commercialization 
has made services available, but not necessarily 
those that are needed. Supply gaps are still a 
reality in many countries, making extension of 
their service networks a priority concern, as was 
the case 30 years ago.

As the overall supply of health services has 
improved, it has become more obvious that bar-
riers to access are important factors of inequity: 
user fees, in particular, are important sources of 
exclusion from needed care. Moreover, when peo-
ple have to purchase health care at a price that is 
beyond their means, a health problem can quickly 
precipitate them into poverty or bankruptcy14. 
That is why extension of the supply of services 
has to go hand-in-hand with social health protec-
tion, through pooling and pre-payment instead of 
out-of-pocket payment of user fees. The reforms 
to bring about universal coverage – i.e. universal 
access combined with social health protection 
– constitute a necessary condition to improved 
health equity. As systems that have achieved near 
universal coverage show, such reforms need to 
be complemented with another set of proactive 
measures to reach the unreached: those for 
whom service availability and social protection 

Figure 1 The PHC reforms necessary to refocus 
health systems towards health for all
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does too little to offset the health consequences 
of social strati! cation. Many individuals in this 
group rely on health-care networks that assume 
the responsibility for the health of entire com-
munities. This is where a second set of reforms, 
the service delivery reforms, comes in.

These service delivery reforms are meant 
to transform conventional health-care delivery 
into primary care, optimizing the contribution of 
health services – local health systems, health-care 
networks, health districts – to health and equity 
while responding to the growing expectations for 
“putting people at the centre of health care, har-
monizing mind and body, people and systems”3. 
These service delivery reforms are but one subset 
of PHC reforms, but one with such a high pro! le 
that it has often masked the broader PHC agenda. 
The resulting confusion has been compounded 
by the oversimpli! cation of what primary care 
entails and of what distinguishes it from conven-
tional health-care delivery (Box 2)24. 

There is a substantial body of evidence on the 
comparative advantages, in terms of effectiveness 
and ef! ciency, of health care organized as people-
centred primary care. Despite variations in the 
speci! c terminology, its characteristic features 

(person-centredness, comprehensiveness and 
integration, continuity of care, and participa-
tion of patients, families and communities) are 
well identi! ed15,27. Care that exhibits these fea-
tures requires health services that are organ-
ized accordingly, with close-to-client multidisci-
plinary teams that are responsible for a de! ned 
population, collaborate with social services and 
other sectors, and coordinate the contributions 
of hospitals, specialists and community organi-
zations. Recent economic growth has brought 
additional resources to health. Combined with 
the growing demand for better performance, this 
creates major opportunities to reorient existing 
health services towards primary care – not only 
in well-resourced settings, but also where money 
is tight and needs are high. In the many low- 
and middle-income countries where the supply 
of services is in a phase of accelerated expansion, 
there is an opportunity now to chart a course that 
may avoid repeating some of the mistakes high-
income countries have made in the past. 

Primary care can do much to improve the 
health of communities, but it is not suf! cient to 
respond to people’s desires to live in conditions 
that protect their health, support health equity 

Box 2 What has been considered primary care in well-resourced contexts has been 
dangerously oversimplifi ed in resource-constrained settings

Primary care has been defi ned, described and studied extensively in well-resourced contexts, often with reference to physicians with 
a specialization in family medicine or general practice. These descriptions provide a far more ambitious agenda than the unacceptably 
restrictive and off-putting primary-care recipes that have been touted for low-income countries27,28:

primary care provides a place to which people can bring a wide range of health problems – it is not acceptable that in low-income  
countries primary care would only deal with a few “priority diseases”;
primary care is a hub from which patients are guided through the health system – it is not acceptable that, in low-income countries,  
primary care would be reduced to a stand-alone health post or isolated community-health worker;
primary care facilitates ongoing relationships between patients and clinicians, within which patients participate in decision-making  
about their health and health care; it builds bridges between personal health care and patients’ families and communities – it is 
not acceptable that, in low-income countries, primary care would be restricted to a one-way delivery channel for priority health 
interventions;
primary care opens opportunities for disease prevention and health promotion as well as early detection of disease – it is not  
acceptable that, in low-income countries, primary care would just be about treating common ailments;
primary care requires teams of health professionals: physicians, nurse practitioners, and assistants with specifi c and sophisticated  
biomedical and social skills – it is not acceptable that, in low-income countries, primary care would be synonymous with low-tech, 
non-professional care for the rural poor who cannot afford any better; 
primary care requires adequate resources and investment, and can then provide much better value for money than its alternatives  
– it is not acceptable that, in low-income countries, primary care would have to be fi nanced through out-of-pocket payments on 
the erroneous assumption that it is cheap and the poor should be able to afford it.
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and enable them to lead the lives that they value. 
People also expect their governments to put into 
place an array of public policies to deal with 
health challenges, such as those posed by urbani-
zation, climate change, gender discrimination or 
social strati! cation.

These public policies encompass the technical 
policies and programmes dealing with priority 
health problems. These programmes can be 
designed to work through, support and give a 
boost to primary care, or they can neglect to do 
this and, however unwillingly, undermine efforts 
to reform service delivery. Health authorities 
have a major responsibility to make the right 
design decisions. Programmes to target prior-
ity health problems through primary care need 
to be complemented by public-health interven-
tions at national or international level. These 
may offer scale ef! ciencies; for some problems, 
they may be the only workable option. The evi-
dence is overwhelming that action on that scale, 
for selected interventions, which may range 
from public hygiene and disease prevention to 
health promotion, can have a major contribution 
to health. Yet, they are surprisingly neglected, 
across all countries, regardless of income level. 
This is particularly visible at moments of crisis 
and acute threats to the public’s health, when 
rapid response capacity is essential not only to 
secure health, but also to maintain the public 
trust in the health system. 

Public policy-making, however, is about more 
than classical public health. Primary care and 
social protection reforms critically depend on 
choosing health-systems policies, such as those 
related to essential drugs, technology, human 
resources and ! nancing, which are supportive of 
the reforms that promote equity and people-cen-
tred care. Furthermore, it is clear that population 
health can be improved through policies that are 
controlled by sectors other than health. School 
curricula, the industry’s policy towards gender 
equality, the safety of food and consumer goods, 
or the transport of toxic waste are all issues that 
can profoundly in" uence or even determine the 
health of entire communities, positively or nega-
tively, depending on what choices are made. With 
deliberate efforts towards intersectoral collabo-
ration, it is possible to give due consideration to 

“health in all policies”29 to ensure that, along with 
the other sectors’ goals and objectives, health 
effects play a role in public policy decisions. 

In order to bring about such reforms in the 
extraordinarily complex environment of the 
health sector, it will be necessary to reinvest in 
public leadership in a way that pursues collabo-
rative models of policy dialogue with multiple 
stakeholders – because this is what people expect, 
and because this is what works best. Health 
authorities can do a much better job of formu-
lating and implementing PHC reforms adapted 
to speci! c national contexts and constraints 
if the mobilization around PHC is informed by 
the lessons of past successes and failures. The 
governance of health is a major challenge for 
ministries of health and the other institutions, 
governmental and nongovernmental, that pro-
vide health leadership. They can no longer be 
content with mere administration of the system: 
they have to become learning organizations. This 
requires inclusive leadership that engages with 
a variety of stakeholders beyond the bounda-
ries of the public sector, from clinicians to civil 
society, and from communities to researchers 
and academia. Strategic areas for investment to 
improve the capacity of health authorities to lead 
PHC reforms include making health information 
systems instrumental to reform; harnessing the 
innovations in the health sector and the related 
dynamics in all societies; and building capacity 
through exchange and exposure to the experience 
of others – within and across borders.

Seizing opportunities 
These four sets of PHC reforms are driven by 
shared values that enjoy large support and chal-
lenges that are common to a globalizing world. 
Yet, the starkly different realities faced by indi-
vidual countries must inform the way they are 
taken forward. The operationalization of univer-
sal coverage, service delivery, public policy and 
leadership reforms cannot be implemented as a 
blueprint or as a standardized package. 

In high-expenditure health economies, which 
is the case of most high-income countries, there is 
ample ! nancial room to accelerate the shift from 
tertiary to primary care, create a healthier policy 
environment and complement a well-established 
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universal coverage system with targeted mea-
sures to reduce exclusion. In the large number of 
fast-growing health economies – which is where 
3 billion people live – that very growth provides 
opportunities to base health systems on sound 
primary care and universal coverage principles 
at a stage where it is in full expansion, avoiding 
the errors by omission, such as failing to invest 
in healthy public policies, and by commission, 
such as investing disproportionately in tertiary 
care, that have characterized health systems in 
high-income countries in the recent past. The 
challenge is, admittedly, more daunting for the 
2 billion people living in the low-growth health 
economies of Africa and South-East Asia, as 
well as for the more than 500 million who live in 
fragile states. Yet, even here, there are signs of 
growth – and evidence of a potential to accelerate 
it through other means than through the counter-
productive reliance on inequitable out-of-pocket 
payments at points of delivery – that offer pos-
sibilities to expand health systems and services. 
Indeed, more than in other countries, they cannot 
afford not to opt for PHC and, as elsewhere, they 
can start doing so right away. 

The current international environment is 
favourable to a renewal of PHC. Global health is 
receiving unprecedented attention, with growing 
interest in united action, greater calls for com-
prehensive and universal care – be it from people 
living with HIV and those concerned with provid-
ing treatment and care, ministers of health, or 
the Group of Eight (G8) – and a mushrooming of 
innovative global funding mechanisms related 
to global solidarity. There are clear and welcome 
signs of a desire to work together in building sus-
tainable systems for health rather than relying on 
fragmented and piecemeal approaches30.

At the same time, there is a perspective of 
enhanced domestic investment in re-invigor-
ating the health systems around PHC values. 
The growth in GDP – admittedly vulnerable to 
economic slowdown, food and energy crises and 
global warming – is fuelling health spending 
throughout the world, with the notable excep-
tion of fragile states. Harnessing this economic 
growth would offer opportunities to effectuate 
necessary PHC reforms that were unavailable 
during the 1980s and 1990s. Only a fraction of 

health spending currently goes to correcting 
common distortions in the way health systems 
function or to overcoming system bottlenecks that 
constrain service delivery, but the potential is 
there and is growing fast. 

Global solidarity – and aid – will remain impor-
tant to supplement and suppport countries mak-
ing slow progress, but it will become less impor-
tant per se than exchange, joint learning and 
global governance. This transition has already 
taken place in most of the world: most developing 
countries are not aid-dependent. International 
cooperation can accelerate the conversion of the 
world’s health systems, including through better 
channelling of aid, but real progress will come 
from better health governance in countries – low- 
and high-income alike.

The health authorities and political leaders 
are ill at ease with current trends in the devel-
opment of health systems and with the obvious 
need to adapt to the changing health challenges, 
demands and rising expectations. This is shap-
ing the current opportunity to implement PHC 
reforms. People’s frustration and pressure for dif-
ferent, more equitable health care and for better 
health protection for society is building up: never 
before have expectations been so high about what 
health authorities and, speci! cally, ministries of 
health should be doing about this.

By capitalizing on this momentum, investment 
in PHC reforms can accelerate the transformation 
of health systems so as to yield better and more 
equitably distributed health outcomes. The world 
has better technology and better information to 
allow it to maximize the return on transforming the 
functioning of health systems. Growing civil society 
involvement in health and scale-ef! cient collective 
global thinking (for example, in essential drugs) 
further contributes to the chances of success. 

During the last decade, the global commu-
nity started to deal with poverty and inequality 
across the world in a much more systematic way 
– by setting the MDGs and bringing the issue of 
inequality to the core of social policy-making. 
Throughout, health has been a central, closely 
interlinked concern. This offers opportunities for 
more effective health action. It also creates the 
necessary social conditions for the establishment 
of close alliances beyond the health sector. Thus, 
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intersectoral action is back on centre stage. Many 
among today’s health authorities no longer see 
their responsibility for health as being limited 
to survival and disease control, but as one of 
the key capabilities people and societies value31. 

The legitimacy of health authorities increasingly 
depends on how well they assume responsibility 
to develop and reform the health sector accord-
ing to what people value – in terms of health and 
of what is expected of health systems in society.
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This chapter describes the context in which 

the contemporary renewal of primary 

health care is unfolding. The chapter reviews 

current challenges to health and health systems and 

describes a set of broadly shared 

social expectations that set the 

agenda for health systems change 

in today’s world.

It shows how many countries 

have registered signifi cant health 

progress over recent decades and 

how gains have been unevenly 

shared. Health gaps between 

countries and among social groups within 

countries have widened.  Social, demographic 

and epidemiological transformations fed by 

globalization, urbanization and ageing populations, 

pose challenges of a magnitude that was not 

anticipated three decades ago. 
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The chapter argues that, in general, the 
response of the health sector and societies to 
these challenges has been slow and inadequate. 
This re" ects both an inability to mobilize the 
requisite resources and institutions to transform 
health around the values of primary health care 
as well as a failure to either counter or substan-
tially modify forces that pull the health sector 
in other directions, namely: a disproportionate 
focus on specialist hospital care; fragmentation of 
health systems; and the proliferation of unregu-
lated commercial care. Ironically, these power-
ful trends lead health systems away from what 
people expect from health and health care. When 
the Declaration of Alma-Ata enshrined the prin-
ciples of health equity, people-centred care and 
a central role for communities in health action, 
they were considered radical. Social research 
suggests, however, that these values are becom-
ing mainstream in modernizing societies: they 
correspond to the way people look at health and 
what they expect from their health systems. 
Rising social expectations regarding health and 
health care, therefore, must be seen as a major 
driver of PHC reforms.

Unequal growth, 
unequal outcomes 
Longer lives and better health, 
but not everywhere
In the late 1970s, the Sultanate of Oman had only 
a handful of health professionals. People had to 
travel up to four days just to reach a hospital, 
where hundreds of patients would already be 
waiting in line to see one of the few (expatriate) 
doctors. All this changed in less than a genera-
tion1. Oman invested consistently in a national 
health service and sustained that investment over 
time. There is now a dense network of 180 local, 
district and regional health facilities staffed by 
over 5000 health workers providing almost uni-
versal access to health care for Oman’s 2.2 million 
citizens, with coverage now being extended to for-
eign residents2. Over 98% of births in Oman are 
now attended by trained personnel and over 98% 
of infants are fully immunized. Life expectancy 
at birth, which was less than 60 years towards 
the end of the 1970s, now surpasses 74 years. 

The under-! ve mortality rate has dropped by a 
staggering 94%3. 

In each region (except in the African region) 
there are countries where mortality rates are now 
less than one ! fth of what they were 30 years 
ago. Leading examples are Chile4, Malaysia5, 
Portugal6 and Thailand7 (Figure 1.1).  These 
results were associated with improved access to 
expanded health-care networks, made possible 
by sustained political commitment and by eco-
nomic growth that allowed them to back up their 
commitment by maintaining investment in the 
health sector (Box 1.1). 

Overall, progress in the world has been consid-
erable. If children were still dying at 1978 rates, 
there would have been 16.2 million deaths glo-
bally in 2006. In fact, there were only 9.5 million 
such deaths12. This difference of 6.7 million is 
equivalent to 18 329 children’s lives being saved 
every day.  

But these ! gures mask signi! cant variations 
across countries. Since 1975, the rate of decline in 
under-! ve mortality rates has been much slower 
in low-income countries as a whole than in the 
richer countries13. Apart from Eritrea and Mon-
golia, none of today’s low-income countries has 
reduced under-! ve mortality by as much as 70%. 
The countries that make up today’s middle-income 
countries have done better, but, as Figure 1.3 
illustrates, progress has been quite uneven. 

Deaths per 1000 children under five

a No country in the African region achieved an 80% reduction.
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Some countries have made great improvements 
and are on track to achieve the health-related 
MDGs. Others, particularly in the African region, 
have stagnated or even lost ground14. Globally, 
20 of the 25 countries where under-! ve mortal-
ity is still two thirds or more of the 1975 level 

are in sub-Saharan Africa. Slow progress has 
been associated with disappointing advances in 
access to health care. Despite recent change for 
the better, vaccination coverage in sub-Saharan 
Africa is still signi! cantly lower than in the rest 
of the world14. Current contraceptive prevalence 
remains as low as 21%, while in other developing 
regions increases have been substantial over the 
past 30 years and now reach 61%15,16. Increased 
contraceptive use has been accompanied by 
decreased abortion rates everywhere. In sub-
Saharan Africa, however, the absolute numbers of 
abortions has increased, and almost all are being 
performed in unsafe conditions17. Childbirth care 
for mothers and newborns also continues to face 
problems: in 33 countries, less than half of all 
births each year are attended by skilled health 
personnel, with coverage in one country as low as 
6%14. Sub-Saharan Africa is also the only region 

Box 1.1 Economic development and investment choices in health care: the improvement of 
key health indicators in Portugal

Portugal recognized the right to health in its 1976 Constitution, following its democratic revolution. Political pressure to reduce large 
health inequalities within the country led to the creation of a national health system, funded by taxation and complemented by public 
and private insurance schemes and out-of-pocket payments8,9. The system was fully established between 1979 and 1983 and 
explicitly organized around PHC principles: a network of health centres staffed by family physicians and nurses progressively covered 
the entire country. Eligibility for benefi ts under the national health 
system requires patients to register with a family physician in a 
health centre as the fi rst point of contact. Portugal considers this 
network to be its greatest success in terms of improved access 
to care and health gains6.

Life expectancy at birth is now 9.2 years more than it was 30 
years ago, while the GDP per capita has doubled. Portugal’s 
performance in reducing mortality in various age groups has 
been among the world’s most consistently successful over the 
last 30 years, for example halving infant mortality rates every 
eight years. This performance has led to a marked convergence 
of the health of Portugal’s population with that of other countries 
in the region10. 

Multivariate analysis of the time series of the various mortality 
indices since 1960 shows that the decision to base Portugal’s 
health policy on PHC principles, with the development of a 
network of comprehensive primary care services11, has played 
a major role in the reduction of maternal and child mortality, 
whereas the reduction of perinatal mortality was linked to the 
development of the hospital network. The relative roles of the 
development of primary care, hospital networks and economic 
growth to the improvement of mortality indices since 1960 are 
shown in Figure 1.2.

Figure 1.2  Factors explaning mortality reduction in Portugal, 1960–2008

Relative weight of factors (%)
Growth in GDP per capita (constant prices)

Development of hospital networks (hospital 
physicians and nurses per inhabitant)

Development of primary care networks (primary 
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in the world where access to quali! ed providers 
at childbirth is not progressing18.

Mirroring the overall trends in child sur-
vival, global trends in life expectancy point 
to a rise throughout the world of almost eight 
years between 1950 and 1978, and seven more 
years since: a re" ection of the growth in average 
income per capita. As with child survival, widen-
ing income inequality (income increases faster 
in high-income than in low-income countries) 
is re" ected in increasing disparities between 
the least and most healthy19. Between the mid-
1970s and 2005, the difference in life expectancy 
between high-income countries and countries in 
sub-Saharan Africa, or fragile states, has wid-
ened by 3.8 and 2.1 years, respectively. 

The unmistakable relation between health and 
wealth, summarized in the classic Preston curve 
(Figure 1.4), needs to be quali! ed20. 

Firstly, the Preston curve continues to shift12. 
An income per capita of I$ 1000 in 1975 was 
associated with a life expectancy of 48.8 years.  
In 2005, it was almost four years higher for the 
same income. This suggests that improvements 
in nutrition, education21, health technologies22, 
the institutional capacity to obtain and use 
information, and in society’s ability to translate 
this knowledge into effective health and social 
action23, allow for greater production of health 
for the same level of wealth.

 Secondly, there is considerable variation in 
achievement across countries with the same 
income, particularly among poorer countries. For 
example, life expectancy in Côte d’Ivoire (GDP I$ 
1465) is nearly 17 years lower than in Nepal (GDP 
I$ 1379), and between Madagascar and Zambia, 
the difference is 18 years. The presence of high 
performers in each income band shows that 
the actual level of income per capita at a given 
moment is not the absolute rate limiting factor 
the average curve seems to imply. 

Growth and stagnation
Over the last 30 years the relation between eco-
nomic growth and life expectancy at birth has 
shown three distinct patterns (Figure 1.5). 

In 1978, about two thirds of the world’s popula-
tion lived in countries that went on to experience 
increases in life expectancy at birth and consider-
able economic growth. The most impressive rela-
tive gains were in a number of low-income coun-
tries in Asia (including India), Latin America and 
northern Africa, totalling 1.1 billion inhabitants 
30 years ago and nearly 2 billion today. These 
countries increased life expectancy at birth by 
12 years, while GDP per capita was multiplied by 
a factor of 2.6. High-income countries and coun-
tries with a GDP between I$ 3000 and I$ 10 000 
in 1975 also saw substantial economic growth 
and increased life expectancy. 

In other parts of the world, GDP growth was 
not accompanied by similar gains in life expect-
ancy. The Russian Federation and Newly Inde-
pendent States increased average GDP per capita 
substantially, but, with the widespread poverty 
that accompanied the transition from the former 
Soviet Union, women’s life expectancy stagnated 
from the late 1980s and men’s plummeted, par-
ticularly for those lacking education and job 
security24,25. After a period of technological and 
organizational stagnation, the health system col-
lapsed12. Public expenditure on health declined 
in the 1990s to levels that made running a basic 
system virtually impossible in several countries. 
Unhealthy lifestyles, combined with the disinte-
gration of public health programmes, and the 
unregulated commercialization of clinical serv-
ices combined with the elimination of safety 
nets has offset any gains from the increase in 
average GDP26. China had already increased its 

Figure 1.4 GDP per capita and life expectancy at birth in 169 countriesa,   
 1975 and 2005

Life expectancy at birth (years)

GDP per capita, constant 2000 international $
a Only outlying countries are named.
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life expectancy substantially in the period before 
1980 to levels far above that of other low-income 
countries in the 1970s, despite the 1961–1963 
famine and the 1966–1976 Cultural Revolution. 
The contribution of rural primary care and 
urban health insurance to this has been well 
documented27,28. With the economic reforms of 
the early 1980s, however, average GDP per capita 
increased spectacularly, but access to care and 
social protection deteriorated, particularly in 
rural areas. This slowed down improvements to 
a modest rate, suggesting that only the improved 
living conditions associated with the spectacular 
economic growth avoided a regression of average 
life expectancy29. 

Finally, there is a set of low-income coun-
tries, representing roughly 10% of the world’s 
population, where both GDP and life expectancy 
stagnated30. These are the countries that are 
considered as “fragile states” according to the 
“low-income countries under stress” (LICUS) 
criteria for 2003–200631. As much as 66% of the 
population in these countries is in Africa. Poor 
governance and extended internal con" icts are 
common among these countries, which all face 
similar hurdles: weak security, fractured soci-
etal relations, corruption, breakdown in the rule 

of law, and lack of mechanisms for generating 
legitimate power and authority32. They have a 
huge backlog of investment needs and limited 
government resources to meet them. Half of 
them experienced negative GDP growth during 
the period 1995–2004 (all the others remained 
below the average growth of low-income coun-
tries), while their external debt was above aver-
age33. These countries were among those with 
the lowest life expectancy at birth in 1975 and 
have experienced minimal increases since then. 
The other low-income African countries share 
many of the characteristics and circumstances 
of the fragile states – in fact many of them have 
suffered protracted periods of con" ict over the 
last 30 years that would have classi! ed them as 
fragile states had the LICUS classi! cation existed 
at that time. Their economic growth has been 
very limited, as has been their life-expectancy 
gain, not least because of the presence, in this 
group, of a number of southern African countries 
that are disproportionally confronted by the HIV/
AIDS pandemic. On average, the latter have seen 
some economic growth since 1975, but a marked 
reversal in terms of life expectancy. 

What has been strikingly common to fragile 
states and sub-Saharan African countries for 

Life expectancy (years)

0

Figure 1.5 Trends in GDP per capita and life expectancy at birth in 133 countries grouped by the 1975 GDP, 1975–2005*
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much of the last three decades, and differentiates 
them from the others that started out with less 
than I$ 3000 per capita in 1975, is the combination 
of stagnating economic growth, political instabil-
ity and lack of progress in life expectancy. They 
accumulate characteristics that hamper improve-
ment of health. Education, particularly of females, 
develops more slowly, as does access to modern 
communications and knowledge-intensive work 
that broadens people’s intellectual resources else-
where. People are more exposed and more vulner-
able to environmental and other health threats 
that, in today’s globalized world, include lifestyle 
threats, such as smoking, obesity and urban vio-
lence. They lack the material security required to 
invest in their own health and their governments 
lack the necessary resources and/or commitment 
to public investment. They are at much greater risk 
of war and civil con" ict than richer countries30. 

Without growth, peace is considerably more dif-
! cult and without peace, growth stagnates: on 
average, a civil war reduces a country’s growth 
by around 2.3% per year for a typical duration of 
seven years, leaving it 15% poorer34.

The impact of the combination of stagnation 
and con" icts cannot be overstated. Con" icts are a 
direct source of considerable excessive suffering, 
disease and mortality. In the Democratic Republic 
of the Congo, for example, the 1998–2004 con" ict 
caused an excess mortality of 450 000 deaths 
per year35. Any strategy to close the health gaps 
between countries – and to correct inequalities 
within countries – has to give consideration to 
the creation of an environment of peace, stability 
and prosperity that allows for investment in the 
health sector. 

A history of poor economic growth is also a 
history of stagnating resources for health. What 

In many countries, the total amount spent on health is insuffi cient 
to fi nance access for all to even a very limited package of essential 
health care39. This is bound to make a difference to health and 
survival. Figure 1.6 shows that Kenya has a health-adjusted life 
expectancy (HALE) of 44.4 years, the median for countries that 
currently spend less than I$ 100 per capita on health. This is 27 
years less than Germany, the median for countries that spend 
more than I$ 2500 per capita. Every I$ 100 
per capita spent on heath corresponds to a 
1.1-year gain in HALE.

However, this masks large differences in 
outcomes at comparable levels of spending. 
There are up to fi ve years difference in HALE 
between countries that spend more than 
I$ 2500 per capita per year on health. The 
spread is wider at lower expenditure levels, 
even within rather narrow spending bands. 
Inhabitants of Moldova, for example, enjoy 24 
more HALE years than those of Haiti, yet they 
are both among the 28 countries that spend I$ 
250–500 per capita on health. These gaps can 
even be wider if one also considers countries 
that are heavily affected by HIV/AIDS. Lesotho 
spends more on health than Jamaica, yet its 
people have a HALE that is 34 years shorter. 
In contrast, the differences in HALE between 
the countries with the best outcomes in each 

Box 1.2 Higher spending on health is associated with better outcomes, but with large 
differences between countries

spending band are comparatively small. Tajikistan, for example, 
has a HALE that is 4.3 years less than that of Sweden – less than 
the difference between Sweden and the United States. These dif-
ferences suggest that how, for what and for whom money is spent 
matters considerably. Particularly in countries where the envelope 
for health is very small, every dollar that is allocated sub-optimally 
seems to make a disproportionate difference. 

Figure 1.6 Countries grouped according to their total health expenditure 
 in 2005 (international $)38,40
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happened in sub-Saharan Africa during the years 
following Alma-Ata exempli! es this predicament. 
After adjusting for in" ation, GDP per capita in 
sub-Saharan Africa fell in most years from 1980–
199436, leaving little room to expand access to 
health care or transform health systems. By the 
early 1980s, for example, the medicines budget 
in the Democratic Republic of the Congo, then 
Zaïre, was reduced to zero and government dis-
bursements to health districts dropped below 
US$ 0.1 per inhabitant; Zambia’s public sector 
health budget was cut by two thirds; and funds 
available for operating expenses and salaries for 
the expanding government workforce dropped by 
up to 70% in countries such as Cameroon, Ghana, 
Sudan and the United Republic of Tanzania36. For 
health authorities in this part of the world, the 
1980s and 1990s were a time of managing shrink-
ing government budgets and disinvestment. For 
the people, this period of ! scal contraction was 
a time of crippling out-of-pocket payments for 
under-funded and inadequate health services.

In much of the world, the health sector is often 
massively under-funded. In 2005, 45 countries spent 
less than I$ 100 per capita on health, including 
external assistance38. In contrast, 16 high-income 
countries spent more than I$ 3000 per capita. Low-
income countries generally allocate a smaller pro-
portion of their GDP to health than high-income 
countries, while their GDP is smaller to start with 
and they have higher disease burdens. 

Higher health expenditure is associated with 
better health outcomes, but sensitive to policy 
choices and context (Box 1.2): where money is 
scarce, the effects of errors, by omission and by 
commission, are ampli! ed. Where expenditure 
increases rapidly, however, this offers perspec-
tives for transforming and adapting health sys-
tems which are much more limited in a context 
of stagnation.

Adapting to new health challenges
A globalized, urbanized and ageing world 
The world has changed over the last 30 years: 
few would have imagined that children in Africa 
would now be at far more risk of dying from traf-
! c accidents than in either the high- or the low- 
and middle-income countries of the European 
region (Figure 1.7).

Many of the changes that affect health were 
already under way in 1978, but they have accel-
erated and will continue to do so.

Thirty years ago, some 38% of the world’s 
population lived in cities; in 2008, it is more than 
50%, 3.3 billion people. By 2030, almost 5 bil-
lion people will live in urban areas. Most of the 
growth will be in the smaller cities of developing 
countries and metropolises of unprecedented size 
and complexity in southern and eastern Asia42. 

Although on average health indicators in 
cities score better than in rural areas, the 
enormous social and economic stratification 
within urban areas results in signi! cant health 
inequities43,44,45,46. In the high-income area of Nai-
robi, the under-! ve mortality rate is below 15 
per thousand, but in the Emabakasi slum of the 
same city the rate is 254 per thousand47. These 
and other similar examples lead to the more 
general observation that within developing coun-
tries, the best local governance can help produce 
75 years or more of life expectancy; with poor 
urban governance, life expectancy can be as low 
as 35 years48. One third of the urban population 
today – over one billion people – lives in slums: in 
places that lack durable housing, suf! cient living 
area, access to clean water and sanitation, and 
secure tenure49. Slums are prone to ! re, " oods 
and landslides; their inhabitants are dispropor-
tionately exposed to pollution, accidents, work-
place hazards and urban violence. Loss of social 

Figure 1.7 Africa’s children are at more risk of dying from traffic accidents than 
 European children: child road-traffic deaths per 100 000 population41
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cohesion and globalization of unhealthy lifestyles 
contribute to an environment that is decidedly 
unfavourable for health. 

These cities are where many of the world’s 
nearly 200 million international migrants are 
found50. They constitute at least 20% of the popu-
lation in 41 countries, 31% of which have less 
than a million inhabitants. Excluding migrants 
from access to care is the equivalent of denying 
all the inhabitants of a country similar to Brazil 
their rights to health. Some of the countries that 
have made very signi! cant strides towards ensur-
ing access to care for their citizens fail to offer 
the same rights to other residents. As migration 
continues to gain momentum, the entitlements of 
non-citizen residents and the ability of the health-
care system to deal with growing linguistic and 
cultural diversity in equitable and effective ways 
are no longer marginal issues.

This mobile and urbanized world is ageing fast 
and will continue to do so. By 2050, the world will 
count 2 billion people over the age of 60, around 
85% of whom will be living in today’s developing 
countries, mostly in urban areas. Contrary to 
today’s rich countries, low- and middle-income 
countries are ageing fast before having become 
rich, adding to the challenge.

Urbanization, ageing and globalized lifestyle 
changes combine to make chronic and noncom-
municable diseases – including depression, dia-
betes, cardiovascular disease and cancers – and 

injuries increasingly important causes of morbid-
ity and mortality (Figure 1.8)51. There is a striking 
shift in distribution of death and disease from 
younger to older ages and from infectious, peri-
natal and maternal causes to noncommunicable 
diseases. Traf! c accident rates will increase; 
tobacco-related deaths will overtake HIV/AIDS-
related deaths. Even in Africa, where the popu-
lation remains younger, smoking, elevated blood 
pressure and cholesterol are among the top 10 risk 
factors in terms of overall disease burden52. In 
the last few decades, much of the lack of progress 
and virtually all reversals in life expectancy were 
associated with adult health crises, such as in the 
Russian Federation or southern Africa. Improved 
health in the future will increasingly be a ques-
tion of better adult health. 

Ageing has drawn attention to an issue that is 
of particular relevance to the organization of serv-
ice delivery: the increasing frequency of multi-
morbidity. In the industrialized world, as many 
as 25% of 65–69 year olds and 50% of 80–84 year 
olds are affected by two or more chronic health 
conditions simultaneously. In socially deprived 
populations, children and younger adults are 
also likely to be affected53,54,55. The frequency of 
multi-morbidity in low-income countries is less 
well described except in the context of the HIV/
AIDS epidemic, malnutrition or malaria, but it is 
probably greatly underestimated56,57. As diseases 
of poverty are inter-related, sharing causes that 
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are multiple and act together to produce greater 
disability and ill health, multi-morbidity is 
probably more rather than less frequent in poor 
countries. Addressing co-morbidity – including 
mental health problems, addictions and vio-
lence – emphasizes the importance of dealing 
with the person as a whole. This is as important 
in developing countries as in the industrialized 
world58.

It is insuf! ciently appreciated that the shift to 
chronic diseases or adult health has to come on 
top of an un! nished agenda related to communi-
cable diseases, and maternal, newborn and child 
health. Efforts directed at the latter, especially 
in the poorest countries where coverage is still 
insuf! cient, will have to expand12. But all health 
systems, including those in the poorest countries, 
will also have to deal with the expanding need and 
demand for care for chronic and noncommunicable 
diseases: this is not possible without much more 
attention being paid to establishing a continuum 
of comprehensive care than is the case today. It 
is equally impossible without much more atten-
tion being paid to addressing the pervasive health 
inequalities within each country (Box 1.3). 

Little anticipation and slow reactions
Over the past few decades, health authorities have 
shown little evidence of their ability to anticipate 
such changes, prepare for them or even adapt to 
them when they have become an everyday real-
ity. This is worrying because the rate of change 
is accelerating. Globalization, urbanization and 
ageing will be compounded by the health effects of 
other global phenomena, such as climate change, 
the impact of which is expected to be greatest 
among the most vulnerable communities living 
in the poorest countries.  Precisely how these will 
affect health in the coming years is more dif! cult 
to predict, but rapid changes in disease burden, 
growing health inequalities and disruption of 
social cohesion and health sector resilience are 
to be expected. The current food crisis has shown 
how unprepared health authorities often are for 
changes in the broader environment, even after 
other sectors have been sounding the alarm bell 
for quite some time. All too often, the accelerated 
pace and the global scale of the changes in the 
challenges to health is in contrast with the slug-
gish response of national health systems. 

Even for well-known and documented trends, 
such as those resulting from the demographic and 
epidemiologic transitions, the level of response 
often remains inadequate64. Data from WHO’s 
World Health Surveys, covering 18 low-income 
countries, show low coverage of the treatment of 
asthma, arthritis, angina, diabetes and depres-
sion, and of the screening for cervical and breast 
cancer: less than 15% in the lowest income quintile 
and less than 25% in the highest65. Public-health 
interventions to remove the major risk factors of 
disease are often neglected, even when they are 
particularly cost effective: they have the potential 
to reduce premature deaths by 47% and increase 
global healthy life expectancy by 9.3 years64,66. 
For example, premature tobacco-attributable 
deaths from ischaemic heart disease, cerebro-
vascular disease, chronic obstructive pulmonary 
disease and other diseases are projected to rise 
from 5.4 million in 2004 to 8.3 million in 2030, 
almost 10% of all deaths worldwide67, with more 
than 80% in developing countries12. Yet, two out 
of every three countries are still without, or only 
have minimal, tobacco control policies12.

With a few exceptions – the SARS epidemic, for 
example – the health sector has often been slow 
in dealing with new or previously underestimated 
health challenges. For example, awareness of the 
emerging health threats posed by climate change 
and environmental hazards dates back at least to 
the 1990 Earth Summit68, but only in recent years 
have these begun to be translated into plans and 
strategies69,70.

Health authorities have also often failed to 
assess, in a timely way, the signi! cance of changes 
in their political environment that affect the sec-
tor’s response capacity. Global and national policy 
environments have often taken health issues into 
consideration, initiating hasty and disruptive 
interventions, such as structural adjustment, 
decentralization, blueprint poverty reduction 
strategies, insensitive trade policies, new tax 
regimes, ! scal policies and the withdrawal of 
the state. Health authorities have a poor track 
record in in" uencing such developments, and 
have been ineffective in leveraging the economic 
weight of the health sector. Many of the critical 
systems issues affecting health require skills 
and competencies that are not found within the 
medical/public health establishment. The failure 



The World Health Report 2008

10

Primary Health Care – Now More Than Ever

Box 1.3 As information improves, the multiple dimensions of growing health inequality are 
becoming more apparent

In recent years, the extent of within-country disparities in vulnerability, access to care and health outcomes has been described in much 
greater detail (Figure 1.9)59. Better information shows that health inequalities tend to increase, thereby highlighting how inadequate 
and uneven health systems have been in responding to people’s health needs. Despite the recent emphasis on poverty reduction, 
health systems continue to have diffi culty in reaching both the rural and the urban poor, let alone addressing the multiple causes and 
consequences of health inequity.
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to recognize the need for expertise from beyond 
traditional health disciplines has condemned the 
health sector to unusually high levels of systems 
incompetence and inef! ciency which society can 
ill afford.

Trends that undermine the health 
systems’ response
Without strong policies and leadership, health 
systems do not spontaneously gravitate towards 
PHC values or ef! ciently respond to evolving 
health challenges. As most health leaders know, 
health systems are subject to powerful forces and 
in" uences that often override rational priority 
setting or policy formation, thereby pulling health 
systems away from their intended directions71. 
Characteristic trends that shape conventional 
health systems today include (Figure 1.10): 

a disproportionate focus on specialist, tertiary  
care, often referred to as “hospital-centrism”;
fragmentation, as a result of the multiplication  
of programmes and projects; and
the pervasive commercialization of health care  
in unregulated health systems. 
With their focus on cost containment and 

deregulation, many of the health-sector reforms 
of the 1980s and 1990s have reinforced these 
trends. High-income countries have often been 
able to regulate to contain some of the adverse 
consequences of these trends. However, in 
countries where under-funding compounds 

limited regulatory capacity, they have had more 
damaging effects.

Hospital-centrism: health systems built around 
hospitals and specialists 
For much of the 20th century, hospitals, with 
their technology and sub-specialists, have gained 
a pivotal role in most health systems throughout 
the world72,73. Today, the disproportionate focus 
on hospitals and sub-specialization has become 
a major source of inef! ciency and inequality, and 
one that has proved remarkably resilient. Health 
authorities may voice their concern more insist-
ently than they used to, but sub-specialization 
continues to prevail74. For example, in Member 
countries of the Organisation of Economic Co-
operation and Development (OECD), the 35% 
growth in the number of doctors in the last 15 
years was driven by rising numbers of special-
ists (up by nearly 50% between 1990 and 2005 
– compared with only a 20% increase in general 
practitioners)75. In Thailand, less than 20% of 
doctors were specialists 30 years ago; by 2003 
they represented 70%76.

The forces driving this growth include pro-
fessional traditions and interests as well as the 
considerable economic weight of the health indus-
try – technology and pharmaceuticals (Box 1.4). 
Obviously, well functioning specialized tertiary 
care responds to a real demand (albeit, at least in 
part, induced): it is necessary, at the very least, 
for the political credibility of the health system. 
However, the experience of industrialized coun-
tries has shown that a disproportionate focus on 
specialist, tertiary care provides poor value for 
money72. Hospital-centrism carries a considerable 
cost in terms of unnecessary medicalization and 
iatrogenesis77, and compromises the human and 
social dimensions of health73,78. It also carries an 
opportunity cost: Lebanon, for example, counts 
more cardiac surgery units per inhabitant than 
Germany, but lacks programmes aimed at reduc-
ing the risk factors for cardiovascular disease79. 
Inef! cient ways of dealing with health problems 
are thus crowding out more effective, ef! cient – 
and more equitable80 – ways of organizing health 
care and improving health81. 

Since the 1980s, a majority of OECD countries 
has been trying to decrease reliance on hospitals, 

Figure 1.10 How health systems are diverted from PHC core values
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specialists and technologies, and keep costs 
under control. They have done this by introduc-
ing supply-side measures including reduction of 
hospital beds, substitution of hospitalization by 
home care, rationing of medical equipment, and 
a multitude of ! nancial incentives and disincen-
tives to promote micro-level ef! ciency. The results 
of these efforts have been mixed, but the evolving 
technology is accelerating the shift from special-
ized hospital to primary care. In many high-
income countries (but not all), the PHC efforts 
of the 1980s and 1990s have been able to reach 

Box 1.4 Medical equipment and 
pharmaceutical industries are major 
economic forces

Global expenditure on medical equipment and devices has 
grown from US$ 145 billion in 1998 to US$ 220 billion in 2006: 
the United States accounts for 39% of the total, the European 
Union for 27%, and Japan for 16%90. The industry employs 
more than 411 400 workers in the United States alone, occupy-
ing nearly one third of all the country’s bioscience jobs91. In 
2006, the United States, the European Union and Japan spent 
US$ 287, US$ 250 and US$ 273 per capita, respectively, on 
medical equipment. In the rest of the world, the average of 
such expenditure is in the order of US$ 6 per capita, and 
in sub-Saharan Africa – a market with much potential for 
expansion – it is US$ 2.5 per capita. The annual growth rate 
of the equipment market is over 10% a year92.

The pharmaceutical industry weighs even more heavily in the 
global economy, with global pharmaceutical sales expected 
to expand to US$ 735–745 billion in 2008, with a growth rate 
of 6–7%93. Here, too, the United States is the world’s largest 
market, accounting for around 48% of the world total: per 
capita expenditure on drugs was US$ 1141 in 2005, twice 
the level of Canada, Germany or the United Kingdom, and 10 
times that of Mexico94. 

Specialized and hospital care is vital to these industries, which 
depend on pre-payment and risk pooling for sustainable fund-
ing of their expansion. While this market grows everywhere, 
there are large differences from country to country. For 
example, Japan and the United States have 5–8 times more 
magnetic resonance imaging (MRI) units per million inhab-
itants than Canada and the Netherlands. For computerized 
tomography (CT) scanners, the differences are even more 
pronounced: Japan had 92.6 per million in 2002, the Nether-
lands 5.8 in 200595. These differences show that the market 
can be infl uenced, principally by using appropriate payment 
and reimbursement incentives and by careful consideration 
of the organization of regulatory control96.

a better balance between specialized curative 
care, ! rst contact care and health promotion81. 
Over the last 30 years, this has contributed to 
signi! cant improvements in health outcomes81,82. 
More recently, middle-income countries, such as 
Chile with its Atención Primaria de Salud (Pri-
mary Health Care)83, Brazil with its family health 
initiative and Thailand under its universal cover-
age scheme84 have shifted the balance between 
specialized hospital and primary care in the 
same way85. The initial results are encouraging: 
improvement of outcome indicators86 combined 
with a marked improvement in patient satisfac-
tion87. In each of these cases, the shift took place 
as part of a move towards universal coverage, 
with expanded citizen’s rights to access and social 
protection. These processes are very similar to 
what occurred in Malaysia and Portugal: right 
to access, social protection, and a better balance 
between reliance on hospitals and on generalist 
primary care, including prevention and health 
promotion6. 

Industrialized countries are, 50 years later, 
trying to reduce their reliance on hospitals, 
having realized the opportunity cost of hospital-
centrism in terms of effectiveness and equity. 
Yet, many low- and middle-income countries 
are creating the same distortions. The pressure 
from consumer demand, the medical professions 
and the medico-industrial complex88 is such that 
private and public health resources " ow dispro-
portionately towards specialized hospital care 
at the expense of investment in primary care. 
National health authorities have often lacked the 
! nancial and political clout to curb this trend and 
achieve a better balance. Donors have also used 
their in" uence more towards setting up disease 
control programmes than towards reforms that 
would make primary care the hub of the health 
system89. 

Fragmentation: health systems built around 
priority programmes
While urban health by and large revolves around 
hospitals, the rural poor are increasingly con-
fronted with the progressive fragmentation of 
their health services, as “selective” or “vertical” 
approaches focus on individual disease control 
programmes and projects. Originally considered 
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as an interim strategy to achieve equitable health 
outcomes, they sprang from a concern for the 
slow expansion of access to health care in a con-
text of persistent severe excess mortality and 
morbidity for which cost-effective interventions 
exist97. A focus on programmes and projects is 
particularly attractive to an international com-
munity concerned with getting a visible return 
on investment. It is well adapted to command-
and-control management: a way of working that 
also appeals to traditional ministries of health. 
With little tradition of collaboration with other 
stakeholders and participation of the public, and 
with poor capacity for regulation, programmatic 
approaches have been a natural channel for devel-
oping governmental action in severely resource-
constrained and donor-dependent countries. They 
have had the merit of focusing on health care in 
severely resource-constrained circumstances, 
with welcome attention to reaching the poorest 
and those most deprived of services. 

Many have hoped that single-disease control 
initiatives would maximize return on invest-
ment and somehow strengthen health systems 
as interventions were delivered to large numbers 
of people, or would be the entry point to start 
building health systems where none existed. 
Often the opposite has proved true. The limited 
sustainability of a narrow focus on disease con-
trol, and the distortions it causes in weak and 
under-funded health systems have been criti-
cized extensively in recent years98. Short-term 
advances have been short-lived and have frag-
mented health services to a degree that is now of 
major concern to health authorities. With parallel 
chains of command and funding mechanisms, 
duplicated supervision and training schemes, 
and multiplied transaction costs, they have led to 
situations where programmes compete for scarce 
resources, staff and donor attention, while the 
structural problems of health systems – fund-
ing, payment and human resources − are hardly 
addressed. The discrepancy in salaries between 
regular public sector jobs and better-funded 
programmes and projects has exacerbated the 
human resource crisis in fragile health systems. 
In Ethiopia, contract staff hired to help imple-
ment programmes were paid three times more 
than regular government employees99, while in 

Malawi, a hospital saw 88 nurses leave for better 
paid nongovernmental organization (NGO) pro-
grammes in an 18-month period100.

Eventually, service delivery ends up dealing 
only with the diseases for which a (funded) pro-
gramme exists – overlooking people who have the 
misfortune not to ! t in with current programme 
priorities. It is dif! cult to maintain the people’s 
trust if they are considered as mere programme 
targets: services then lack social sustainability. 
This is not just a problem for the population. It 
puts health workers in the unenviable position of 
having to turn down people with “the wrong kind 
of problem” – something that ! ts ill with the self-
image of professionalism and caring many cher-
ish. Health authorities may at ! rst be seduced by 
the straightforwardness of programme funding 
and management, yet once programmes multiply 
and fragmentation becomes unmanageable and 
unsustainable, the merits of more integrated 
approaches are much more evident. The re-inte-
gration of programmes once they have been well 
established is no easy task.

Health systems left to drift towards 
unregulated commercialization
In many, if not most low- and middle-income 
countries, under-resourcing and fragmentation 
of health services has accelerated the develop-
ment of commercialized health care, de! ned here 
as the unregulated fee-for-service sale of health 
care, regardless of whether or not it is supplied 
by public, private or NGO providers.

Commercialization of health care has reached 
previously unheard of proportions in countries 
that, by choice or due to a lack of capacity, fail to 
regulate the health sector. Originally limited to 
an urban phenomenon, small-scale unregulated 
fee-for-service health care offered by a multitude of 
different independent providers now dominates the 
health-care landscape from sub-Saharan Africa to 
the transitional economies in Asia or Europe. 

Commercialization often cuts across the 
public-private divide101. Health-care delivery in 
many governmental and even in traditionally 
not-for-pro! t NGO facilities has been de facto 
commercialized, as informal payment systems 
and cost-recovery systems have shifted the cost 
of services to users in an attempt to compensate 
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for the chronic under-funding of the public 
health sector and the ! scal stringency of struc-
tural adjustment102,103. In these same countries, 
moonlighting civil servants make up a consid-
erable part of the unregulated commercial sec-
tor104, while others resort to under-the-counter 
payments105,106,107. The public-private debate of the 
last decades has, thus, largely missed the point: 
for the people, the real issue is not whether their 
health-care provider is a public employee or a 
private entrepreneur, nor whether health facili-
ties are publicly or privately owned. Rather, it is 
whether or not health services are reduced to a 
commodity that can be bought and sold on a fee-
for-service basis without regulation or consumer 
protection108. 

Commercialization has consequences for qual-
ity as well as for access to care. The reasons are 
straightforward: the provider has the knowledge; 
the patient has little or none. The provider has 
an interest in selling what is most pro! table, 
but not necessarily what is best for the patient. 
Without effective systems of checks and balances, 
the results can be read in consumer organiza-
tion reports or newspaper articles that express 
outrage at the breach of the implicit contract of 
trust between caregiver and client109. Those who 
cannot afford care are excluded; those who can 
may not get the care they need, often get care they 
do not need, and invariably pay too much. 

Unregulated commercialized health systems 
are highly inef! cient and costly110: they exacer-
bate inequality111, and they provide poor qual-
ity and, at times, dangerous care that is bad for 
health (in the Democratic Republic of the Congo, 
for example, “la chirurgie safari” (safari surgery) 
refers to a common practice of health workers 
moonlighting by performing appendectomies 
or other surgical interventions at the patients’ 
homes, often for crippling fees). 

Thus, commercialization of health care is an 
important contributor to the erosion of trust 
in health services and in the ability of health 
authorities to protect the public111. This is what 
makes it a matter of concern for politicians and, 
much more than was the case 30 years ago, one 
of the main reasons for increasing support for 
reforms that would bring health systems more 
in line not only with current health challenges, 
but also with people’s expectations. 

Changing values 
and rising expectations 
The reason why health systems are organized 
around hospitals or are commercialized is largely 
because they are supply-driven and also corre-
spond to demand: genuine as well as supply-
induced. Health systems are also a re" ection 
of a globalizing consumer culture. Yet, at the 
same time, there are indications that people are 
aware that such health systems do not provide 
an adequate response to need and demand, and 
that they are driven by interests and goals that 
are disconnected from people’s expectations. As 
societies modernize and become more af" uent 
and knowledgeable, what people consider to be 
desirable ways of living as individuals and as 
members of societies, i.e. what people value, 
changes112. People tend to regard health services 
more as a commodity today, but they also have 
other, rising expectations regarding health and 
health care. People care more about health as 
an integral part of how they and their families 
go about their everyday lives than is commonly 
thought (Box 1.5)113. They expect their families 
and communities to be protected from risks and 
dangers to health. They want health care that 
deals with people as individuals with rights and 
not as mere targets for programmes or bene! cia-
ries of charity. They are willing to respect health 
professionals but want to be respected in turn, 
in a climate of mutual trust 114.

People also have expectations about the way 
their society deals with health and health care. 
They aspire to greater health equity and solidar-
ity and are increasingly intolerant of social exclu-
sion – even if individually they may be reluctant to 
act on these values115. They expect health authori-
ties – whether in government or other bodies – 
to do more to protect their right to health. The 
social values surveys that have been conducted 
since the 1980s show increasing convergence 
in this regard between the values of developing 
countries and of more af" uent societies, where 
protection of health and access to care is often 
taken for granted112,115,116. Increasing prosperity, 
access to knowledge and social connectivity are 
associated with rising expectations. People want 
to have more say about what happens in their 
workplace, in the communities in which they live 
and also in important government decisions that 
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affect their lives117. The desire for better care and 
protection of health, for less health inequity and 
for participation in decisions that affect health 
is more widespread and more intense now than 
it was 30 years ago. Therefore, much more is 
expected of health authorities today. 

Health equity
Equity, whether in health, wealth or power is 
rarely, if ever, fully achieved. Some societies are 

more egalitarian than others, but on the whole 
the world is “unequal”. Value surveys, however, 
clearly demonstrate that people care about these 
inequalities – considering a substantial propor-
tion to be unfair “inequities” that can and should 
be avoided. Data going back to the early 1980s 
show that people increasingly disagree with the 
way in which income is distributed and believe 
that a “just society” should work to correct 
these imbalances120,121,122,123. This gives policy-
makers less leeway to ignore the social dimen-
sions of their policies than they might have had 
previously120,124. 

People are often unaware of the full scope of 
health inequalities. Most Swedish citizens, for 
example, were probably unaware that the dif-
ference in life expectancy between 20-year-old 
men from the highest and lowest socioeconomic 
groups was 3.97 years in 1997: a gap that had 
widened by 88% compared to 1980125. However, 
while people’s knowledge on these topics may be 
partial, research shows that people regard social 
gradients in health as profoundly unjust126. Intol-
erance to inequality in health and to the exclusion 
of population groups from health bene! ts and 
social protection mirrors or exceeds intolerance 
to inequality in income. In most societies, there is 
wide consensus that everybody should be able to 
take care of their health and to receive treatment 
when ill or injured – without being bankrupted 
and pushed into poverty127. 

As societies become wealthier, popular sup-
port for equitable access to health care and social 
protection to meet basic health and social needs 
gains stronger ground. Social surveys show that, 
in the European region, 93% of the populations 
support comprehensive health coverage117. In the 
United States, long reputed for its reluctance to 
adopt a national health insurance system, more 
than 80% of the population is in favour of it115, 
while basic care for all continues to be a widely 
distributed, intensely held, social goal128. The 
attitudes in lower income countries are less well 
known, but extrapolating from their views on 
income inequality, it is reasonable to assume 
that increasing prosperity is coupled with ris-
ing concern for health equity – even if consensus 
about how this should be achieved may be as 
contentious as in richer countries.

Box 1.5 Health is among the top 
personal concerns

When people are asked to name the most important problems 
that they and their families are currently facing, fi nancial wor-
ries often come out on top, with health a close second118. In 
one country out of two, personal illness, health-care costs, 
poor quality care or other health issues are the top per-
sonal concerns of over one third of the population surveyed 
(Figure 1.11). It is, therefore, not surprising that a breakdown 
of the health-care system – or even the hint of a breakdown 
– can lead to popular discontent that threatens the ambitions 
of the politicians seen to be responsible119.

Figure 1.11 Percentage of the population citing health as their main concern  
 before other issues, such as financial problems, housing or crime118
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Care that puts people fi rst
People obviously want effective health care 
when they are sick or injured. They want it to 
come from providers with the integrity to act 
in their best interests, equi tably and honestly, 
with knowledge and compe tence. The demand 
for competence is not trivial: it fuels the health 
economy with steadily increased demand for 
professional care (doctors, nurses and other 
non-physician clinicians who play an increas-
ing role in both industrialized and developing 
countries)129. For example, throughout the world, 
women are switching from the use of traditional 
birth attendants to midwives, doctors and obste-
tricians (Figure 1.12)130. 

The PHC movement has underestimated the 
speed with which the transition in demand from 
traditional caregivers to professional care would 
bypass initial attempts to rapidly expand access 
to health care by relying on non-professional 
“community health workers”, with their added 
value of cultural competence. Where strategies 
for extending PHC coverage proposed lay workers 
as an alternative rather than as a complement to 
professionals, the care provided has often been 
perceived to be poor131. This has pushed people 
towards commercial care, which they, rightly or 
wrongly, perceived to be more competent, while 
attention was diverted from the challenge of more 
effectively incorporating professionals under the 
umbrella of PHC. 

Proponents of PHC were right about the impor-
tance of cultural and relational competence, 
which was to be the key comparative advantage of 
community health workers. Citizens in the devel-
oping world, like those in rich countries, are not 
looking for technical competence alone: they also 
want health-care providers to be understanding, 
respectful and trustworthy132. They want health 
care to be organized around their needs, respect-
ful of their beliefs and sensitive to their particular 
situation in life. They do not want to be taken 
advantage of by unscrupulous providers, nor do 
they want to be considered mere targets for dis-
ease control programmes (they may never have 
liked that, but they are now certainly becoming 
more vocal about it). In poor and rich countries, 
people want more from health care than interven-
tions. Increasingly, there is recognition that the 
resolution of health problems should take into 

account the socio-cultural context of the families 
and communities where they occur133.

Much public and private health care today is 
organized around what providers consider to be 
effective and convenient, often with little atten-
tion to or understanding of what is important 
for their clients134. Things do not have to be that 
way. As experience – particularly from indus-
trialized countries – has shown, health services 
can be made more people-centred. This makes 
them more effective and also provides a more 
rewarding working environment135. Regrettably, 
developing countries have often put less emphasis 
on making services more people-centred, as if 
this were less relevant in resource-constrained 
circumstances. However, neglecting people’s 
needs and expectations is a recipe for disconnect-
ing health services from the communities they 
serve. People-centredness is not a luxury, it is a 
necessity, also for services catering to the poor. 
Only people-centred services will minimize social 
exclusion and avoid leaving people at the mercy of 
unregulated commercialized health care, where 
the illusion of a more responsive environment 
carries a hefty price in terms of ! nancial expense 
and iatrogenesis.

Securing the health of communities
People do not think about health only in terms of 
sickness or injury, but also in terms of what they 
perceive as endangering their health and that of 
their community118. Whereas cultural and politi-
cal explanations for health hazards vary widely, 
there is a general and growing tendency to hold 
the authorities responsible for offering protection 
against, or rapidly responding to such dangers136. 
This is an essential part of the social contract 
that gives legitimacy to the state. Politicians in 
rich as well as poor countries increasingly ignore 
their duty to protect people from health hazards 
at their peril: witness the political fall-out of the 
poor management of the hurricane Katrina dis-
aster in the United States in 2005, or of the 2008 
garbage disposal crisis in Naples, Italy.

Access to information about health hazards in 
our globalizing world is increasing. Knowledge 
is spreading beyond the community of health 
professionals and scienti! c experts. Concerns 
about health hazards are no longer limited to 
the traditional public health agenda of improving 
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the quality of drinking water and sanitation to 
prevent and control infectious diseases. In the 
wake of the 1986 Ottawa Charter for Health 
Promotion137, a much wider array of issues con-
stitute the health promotion agenda, including 
food safety and environmental hazards as well as 
collective lifestyles, and the social environment 
that affects health and quality of life138. In recent 
years, it has been complemented by growing con-
cerns for a health hazard that used to enjoy little 
visibility, but is increasingly the object of media 
coverage: the risks to the safety of patients139. 

Reliable, responsive health authorities 
During the 20th century, health has progressively 
been incorporated as a public good guaranteed 
by government entitlement. There may be disa-
greement as to how broadly to de! ne the welfare 
state and the collective goods that go with it140,141, 
but, in modernizing states, the social and politi-
cal responsibility entrusted to health authori-
ties – not just ministries of health, but also local 
governmental structures, professional organiza-
tions and civil society organizations with a quasi-
governmental role – is expanding. 

Circumstances or short-term political expedi-
ency may at times tempt governments to withdraw 
from their social responsibilities for ! nancing 
and regulating the health sector, or from service 
delivery and essential public health functions. 
Predictably, this creates more problems than it 
solves. Whether by choice or because of exter-
nal pressure, the withdrawal of the state that 
occurred in the 1980s and 1990s in China and the 
former Soviet Union, as well as in a considerable 
number of low-income countries, has had visible 
and worrisome consequences for health and for 
the functioning of health services. Signi! cantly, 
it has created social tensions that affected the 
legitimacy of political leadership119.

In many parts of the world, there is consider-
able skepticism about the way and the extent to 
which health authorities assume their respon-
sibilities for health. Surveys show a trend of 
diminishing trust in public institutions as guar-
antors of the equity, honesty and integrity of the 
health sector123,142,143. Nevertheless, on the whole, 
people expect their health authorities to work 
for the common good, to do this well and with 
foresight144. There is a multiplication of scoring 

Figure 1.12 The professionalization of birthing care: percentage of births assisted 
 by professional and other carers in selected areas, 2000 and 2005 
 with projections to 2015a

Percentage of births

a Source: Pooled data from 88 DHS surveys 1995–2006, linear projection to 2015.
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cards, rankings and other league tables of public 
action used either at the national or global level141, 
while consumer organizations are address-
ing health sector problems111, and national and 
global civil society watchdog organizations are 
emerging146,147,148,149. These recent trends attest to 
prevailing doubts about how well health authori-
ties are able to provide stewardship for the health 
system, as well as to the rising expectations for 
them to do even better. 

Participation
At the same time, however, surveys show that, as 
societies modernize, people increasingly want to 
“have a say” in “important decisions that affect 
their lives”123,112, which would include issues such 
as resource allocation and the organization and 
regulation of care. Experience from countries as 
diverse as Chile, Sweden and Thailand shows, 
however, that people are more concerned with 
having guarantees for fair and transparent pro-
cesses than with the actual technicalities of pri-
ority setting150,151. In other words, an optimum 
response to aspirations for a bigger say in health 
policy matters would be evidence of a structured 
and functional system of checks and balances. 
This would include relevant stakeholders and 
would guarantee that the policy agenda could 
not be hijacked by particular interest groups152. 

PHC reforms: 
driven by demand 
The core values articulated by the PHC movement 
three decades ago are, thus, more powerfully 
present in many settings now than at the time 
of Alma-Ata. They are not just there in the form 
of moral convictions espoused by an intellectual 
vanguard. Increasingly, they exist as concrete 
social expectations felt and asserted by broad 
groups of ordinary citizens within modernizing 
societies. Thirty years ago, the values of equity, 
people-centredness, community participation and 
self-determination embraced by the PHC move-
ment were considered radical by many. Today, 
these values have become widely shared social 
expectations for health that increasingly pervade 
many of the world’s societies – though the lan-

guage people use to express these expectations 
may differ from that of Alma-Ata. 

This evolution from formal ethical principles 
to generalized social expectations fundamentally 
alters the political dynamics around health sys-
tems change. It opens fresh opportunities for gen-
erating social and political momentum to move 
health systems in the directions people want them 
to go, and that are summarized in Figure 1.13. 
It moves the debate from a purely technical dis-
cussion on the relative ef! ciency of various ways 
of “treating” health problems to include politi-
cal considerations on the social goals that de! ne 
the direction in which to steer health systems. 
The subsequent chapters outline a set of reforms 
aimed at aligning specialist-based, fragmented 
and commercialized health systems with these 
rising social expectations. These PHC reforms 
aim to channel society’s resources towards more 
equity and an end to exclusion; towards health 
services that revolve around people’s needs and 
expectations; and towards public policies that 
secure the health of communities. Across these 
reforms is the imperative of engaging citizens and 
other stakeholders: recognizing that vested inter-
ests that tend to pull health systems in different 
directions raises the premium on leadership and 
vision and on sustained learning to do better.

Figure 1.13 The social values that drive PHC 
and the corresponding sets of reforms
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The central place of 
health equity in PHC
“If you get sick, you have to choose: you either 
go without treatment or you lose the farm.”1   
Nearly a century ago, the unforgiving reality of 
life in rural Canada prompted Matthew Anderson 
(1882–1974) to launch a tax-based health insur-
ance scheme that eventually led to countrywide 
adoption of universal health care across Canada 
in 1965. Unfortunately, equally shocking lose-lose 
situations abound today across the world. More 
than 30 years after the clarion call of Alma-Ata 
for greater equity in health, most of the world’s 
health-care systems continue to rely on the most 
inequitable method for ! nancing health-care ser-
vices: out-of-pocket payments by the sick or their 
families at the point of service. For 5.6 billion 
people in low- and middle-income countries, over 
half of all health-care expenditure is through out-
of-pocket payments. This deprives many families 
of needed care because they cannot afford it. Also, 
more than 100 million people around the world 
are pushed into poverty each year because of 
catastrophic health-care expenditures2. There is 
a wealth of evidence demonstrating that ! nancial 
protection is better, and catastrophic expenditure 
less frequent, in those countries in which there 
is more pre-payment for health care and less 
out-of-pocket payment. Conversely, catastrophic 
expenditure is more frequent when health care 
has to be paid for out-of-pocket at the point of 
service (Figure 2.1). 

While equity marks one of PHC’s boldest fea-
tures, it is one of the areas where results have 
been most uneven and where the premium for 
more effective reforms is perhaps the greatest. 
Out-of-pocket payments for health care are but 
one of the sources of health inequity. Deeply 
unequal opportunities for health combined with 
endemic inequalities in health care provision 
lead to pervasive inequities in health outcomes3. 
Growing awareness of these regressive patterns 
is causing increasing intolerance of the whole 
spectrum of unnecessary, avoidable and unfair 
differences in health4. 

The extent of health inequities is documented 
in much more detail today. They stem from 
social strati! cation and political inequalities 
that lie outside the boundaries of the health sys-
tem. Income and social status matter, as do the 
neighbourhoods where people live, their employ-
ment conditions and factors, such as personal 
behaviour, race and stress5. Health inequities 
also ! nd their roots in the way health systems 
exclude people, such as inequities in availability, 
access, quality and burden of payment, and even 
in the way clinical practice is conducted6. Left to 
their own devices, health systems do not move 
towards greater equity. Most health services – 
hospitals in particular, but also ! rst-level care 
– are consistently inequitable providing more 
and higher quality services to the well-off than 
to the poor, who are in greater need7,8,9,10. Dif-
ferences in vulnerability and exposure combine 
with inequalities in health care to lead to unequal 
health outcomes; the latter further contribute to 
the social strati! cation that led to the inequalities 
in the ! rst place. People are rarely indifferent to 
this cycle of inequalities, making their concerns 
as relevant to politicians as they are to health- 
system managers.

It takes a wide range of interventions to tackle 
the social determinants of health and make health 
systems contribute to more health equity11. These 
interventions reach well beyond the traditional 
realm of health-service policies, relying on the 
mobilization of stakeholders and constituencies 
outside the health sector12. They include13:

reduction of social strati! cation, e.g. by reduc- 
ing income inequality through taxes and sub-
sidized public services, providing jobs with 

Households with catastrophic expenditure (%)

0
0

Figure 2.1 Catastrophic expenditure related to out-of-pocket payment  
 at the point of service1
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adequate pay, using labour intensive growth 
strategies, promoting equal opportunities for 
women and making free education available, 
etc.;
reduction of vulnerabilities, e.g. by providing  
social security for the unemployed or disabled, 
developing social networks at community level, 
introducing social inclusion policies and poli-
cies that protect mothers while working or 
studying, offering cash bene! ts or transfers, 
providing free healthy lunches at school, 
etc.;
protection, particularly of the disadvantaged,  
against exposure to health hazards, e.g. by 
introducing safety regulations for the physical 
and social environment, providing safe water 
and sanitation, promoting healthy lifestyles, 
establishing healthy housing policies, etc.);
mitigation of the consequences of unequal  
health outcomes that contribute to further 
social strati! cation, e.g. by protecting the sick 
from unfair dismissal from their jobs. 

The need for such multiple strategies could 
discourage some health leaders who might feel 
that health inequality is a societal problem over 
which they have little in" uence. Yet, they do 
have a responsibility to address health inequal-
ity. The policy choices they make for the health 
sector de! ne the extent to which health systems 
exacerbate or mitigate health inequalities and 
their capacity to mobilize around the equity 
agenda within government and civil society. 
These choices also play a key part in society’s 
response to citizens’ aspirations for more equity 
and solidarity. The question, therefore, is not 
if, but how health leaders can more effectively 
pursue strategies that will build greater equity 
in the provision of health services.

Moving towards universal coverage
The fundamental step a country can take to pro-
mote health equity is to move towards universal 
coverage: universal access to the full range of 
personal and non-personal health services they 
need, with social health protection. Whether the 
arrangements for universal coverage are tax-
based or are organized through social health 
insurance, or a mix of both, the principles are 

the same: pooling pre-paid contributions col-
lected on the basis of ability to pay, and using 
these funds to ensure that services are available, 
accessible and produce quality care for those who 
need them, without exposing them to the risk of 
catastrophic expenditures14,15,16. Universal cover-
age is not, by itself, suf! cient to ensure health 
for all and health equity – inequalities persist in 
countries with universal or near-universal cover-
age – but it provides the necessary foundation9.

While universal coverage is fundamental to 
building health equity, it has rarely been the object 
of an easy social consensus. Indeed, in countries 
where universal coverage has been achieved or 
embraced as a political goal, the idea has often 
met with strong initial resistance, for example, 
from associations of medical professionals con-
cerned about the impact of government-managed 
health insurance schemes on their incomes and 
working conditions, or from ! nancial experts 
determined to rein in public spending. As with 
other entitlements that are now taken for granted 
in almost all high-income countries, universal 
health coverage has generally been struggled for 
and won by social movements, not spontaneously 
bestowed by political leaders. There is now wide-
spread consensus that providing such coverage is 
simply part of the package of core obligations that 
any legitimate government must ful! l vis-à-vis its 
citizens. In itself, this is a political achievement 
that shapes the modernization of society.   

Industrialized countries, particularly in 
Europe, began to put social health protection 
schemes in place in the late 19th century, mov-
ing towards universalism in the second half of 
the 20th century. The opportunity now exists for 
low- and middle-income countries to implement 
comparable approaches. Costa Rica, Mexico, 
the Rebublic of Korea, Thailand and Turkey are 
among the countries that have already introduced 
ambitious universal coverage schemes, moving 
signi! cantly faster than industrialized countries 
did in the past. Other countries are weighing sim-
ilar options14. The technical challenge of moving 
towards universal coverage is to expand coverage 
in three ways (Figure 2.2).

The breadth of coverage – the proportion of 
the population that enjoys social health protec-
tion – must expand progressively to encompass 
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the uninsured, i.e. the population groups that 
lack access to services and/or social protection 
against the ! nancial consequences of taking up 
health care. Expanding the breadth of coverage 
is a complex process of progressive expansion 
and merging of coverage models (Box 2.1). Dur-
ing this process, care must be taken to ensure 
safety nets for the poorest and most vulnerable 
until they also are covered. It may take years to 
cover the entire population but, as recent experi-
ence from a number of middle-income countries 
shows, it is possible to move much faster than 
was the case for industrialized countries during 
the 20th century. 

Meanwhile, the depth of coverage must also 
grow, expanding the range of essential services 
that are necessary to address people’s health 
needs effectively, taking into account demand and 
expectations, and the resources society is willing 
and able to allocate to health. The determination 
of the corresponding “essential package” of ben-
e! ts can play a key role here, provided the process 
is conducted appropriately (Box 2.2). 

The third dimension, the height of coverage, 
i.e. the portion of health-care costs covered 
through pooling and pre-payment mechanisms 
must also rise, diminishing reliance on out-of-
pocket co-payments at the point of service deliv-
ery. In the 1980s and 1990s, many countries 
introduced user fees in an effort to infuse new 
resources into struggling services, often in a 
context of disengagement of the state and dwin-
dling public resources for health. Most undertook 
these measures without anticipating the extent 
of the damage they would do. In many settings, 
dramatic declines in service use ensued, par-
ticularly among vulnerable groups20, while the 
frequency of catastrophic expenditure increased. 
Some countries have since reconsidered their 
position and have started phasing out user fees 
and replacing the lost income from pooled funds 
(government subsidies or contracts, insurance 

Box 2.1 Best practices in moving towards universal coverage

Emphasize pre-payment from the start. It may take many years before access to health services and fi nancial protection against the 
costs involved in their use are available for all: it took Japan and the United Kingdom 36 years14. The road may seem discouragingly long, 
particularly for the poorest countries, where health-care networks are sparsely developed, fi nancial protection schemes embryonic and 
the health sector highly dependent on external funds. Particularly in these countries, however, it is crucial to move towards pre-payment 
systems from a very early stage and to resist the temptation to rely on user fees. Setting up and maintaining appropriate mechanisms 
for pre-payment builds the institutional capacity to manage the fi nancing of the system along with the extension of service supply that 
is usually lacking in such contexts. 

Coordinate funding sources. In order to organize universal coverage, it is necessary to consider all sources of funding in a country: 
public, private, external and domestic. In low-income countries, it is particularly important that international funding be channelled 
through nascent pre-payment and pooling schemes and institutions rather than through project or programme funding. Routing funds in 
this way has two purposes. It makes external funding more stable and predictable and helps build the institutional capacity to develop 
and extend supply, access and fi nancial protection in a balanced way.

Combine schemes to build towards full coverage. Many countries with limited resources and administrative capacity have experi-
mented with a multitude of voluntary insurance schemes: community, cooperative, employer-based and other private schemes, as a 
way to foster pre-payment and pooling in preparation for the move towards more comprehensive national systems18. Such schemes are 
no substitute for universal coverage although they can become building blocks of the universal system18. Realizing universal coverage 
means coordinating or combining these schemes progressively into a coherent whole that ensures coverage to all population groups15 

and builds bridges with broader social protection programmes19.

Figure 2.2 Three ways of moving towards universal coverage17
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or pre-payment schemes)21. This has resulted 
in substantial increases in the use of services, 
especially by the poor20. In Uganda, for example, 
service use increased suddenly and dramatically 
and the increase was sustained after the elimina-
tion of user fees (Figure 2.3)22,23. 

Pre-payment and pooling institutionalizes 
solidarity between the rich and the less well-off, 
and between the healthy and the sick. It lifts bar-
riers to the uptake of services and reduces the 

risk that people will incur catastrophic expenses 
when they are sick. Finally, it provides the means 
to re-invest in the availability, range and quality 
of services. 

Challenges in moving 
towards universal coverage
All universal coverage reforms have to ! nd com-
promises between the speed with which they 
increase coverage and the breadth, depth and 
height of coverage. However, the way countries 
devise their strategies and focus their reforms 
very much depends on their speci! c national 
contexts. 

In some countries, a very large part of the pop-
ulation lives in extremely deprived areas, with 
an absent or dysfunctional health-care infra-
structure. These are countries of mass exclu-
sion typically brought to mind when one talks 
about “scaling up”: the poor and remote rural 
areas where health-care networks have not been 
deployed yet or where, after years of neglect, the 
health infrastructure continues to exist in name 
only. Such patterns occur in low-income countries 

Box 2.2 Defi ning “essential packages”: 
what needs to be done to go beyond a paper exercise? 

In recent years, many low- and midde-income countries (55 out of a sample of 69 reviewed in 2007) have gone through exercises to 
defi ne the package of benefi ts they feel should be available to all their citizens. This has been one of the key strategies in improving the 
effectiveness of health systems and the equitable distribution of resources. It is supposed to make priority setting, rationing of care, 
and trade-offs between breadth and depth of coverage explicit. 

On the whole, attempts to rationalize service delivery by defi ning packages have not been particularly successful24. In most cases, their 
scope has been limited to maternal and child health care, and to health problems considered as global health priorities. The lack of 
attention, for example, to chronic and noncommunicable diseases confi rms the under-valuation of the demographic and epidemiological 
transitions and the lack of consideration for perceived needs and demand. The packages rarely give guidance on the division of tasks 
and responsibilities, or on the defi ning features of primary care, such as comprehensiveness, continuity or person-centredness. 

A more sophisticated approach is required to make the defi nition of benefi t packages more relevant. The way Chile has provided a 
detailed specifi cation of the health rights of its citizens25 suggests a number of principles of good practice.

The exercise should not be limited to a set of predefi ned priorities: it should look at demand as well as at the full range of health  
needs. 
It should specify what should be provided at primary and secondary levels.  
The implementation of the package should be costed so that political decision-makers are aware of what will  not be included if 
health care remains under-funded. 
There have to be institutionalized mechanisms for evidence-based review of the package of benefi ts.  
People need to be informed about the benefi ts they can claim, with mechanisms of mediation when claims are being denied. Chile  
went to great lengths to ensure that the package of benefi ts corresponds to people’s expectations, with studies, surveys and systems 
to capture the complaints and misgivings of users26.

Outpatients per month

1998
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such as Bangladesh, Chad and Niger (Figure 2.4), 
and are common in con" ict and post-con" ict 
areas where health workers have departed and 
the health infrastructure has been destroyed and 
needs to be rebuilt from scratch. 

In other parts of the world, the challenge is 
in providing health support to widely dispersed 
populations, for example, in small island states, 
remote desert or mountainous regions, and 
among nomadic and some indigenous popula-
tions. Ensuring access to quality care in these 
settings entails grappling with the diseconomies 
of scale connected with small, scattered popula-
tions; logistical constraints on referral; dif! culties 
linked to limited infrastructure and communica-
tions capacities; and, in some cases, more speci! c 
technical complications, such as maintaining 
patient records for nomadic groups. 

A different challenge is extending coverage in 
settings where inequalities do not result from the 
lack of available health infrastructure, but from 
the way health care is organized, regulated and, 
above all, paid for by of! cial or under-the-counter 
user charges. These are situations where under-
utilization of available services is concentrated 
among the poor, whereas users are exposed to 
the risks of catastrophic expenditure. Such pat-
terns of exclusion occur in countries such as 
Colombia, Nicaragua and Turkey (Figure 2.4). It 
is particularly striking in the many urban areas 
of low- and middle-income countries where a 

plethora of assorted, unregulated, commercial 
health-care providers charge users prohibitive 
fees while providing inadequate services.

Ways of tackling the situations described in 
this section are elaborated below.

Rolling out primary-care networks to 
fi ll the availability gap 
In areas where no health services are available 
for large population groups, or where such ser-
vices are grossly inadequate or fragmented, the 
basic health-care infrastructure needs to be built 
or rebuilt, often from the ground up. These areas 
are always severely resource-constrained and 
frequently affected by con" icts or complex emer-
gencies, while the scale of under-servicing, also 
in other sectors, engenders logistical dif! culties 
and problems in deploying health professionals. 
Health planners in these settings face a funda-
mental strategic dilemma: whether to prioritize a 
massive scale-up of a limited set of interventions 
to the entire population or a progressive roll-out 
of more comprehensive primary-care systems on 
a district-by-district basis. 

Some would advocate, in the name of speed 
and equity, an approach in which a restricted 
number of priority programmes is rolled out 
simultaneously to all the inhabitants in the 
deprived areas. This allows for task shifting to 
low-skilled personnel, lay workers and volunteers 
and, consequently, rapid extension of coverage. 
It is still central to what the global community 
often prescribes for the rural areas of the poor-
est countries28, and quite a number of countries 
have chosen this option over the last 30 years. 
Ethiopia, for example, is currently deploying 
30 000 health extension workers to provide mas-
sive numbers of people with a limited package 
of priority preventive interventions. The poor 
skills base is often well recognized as a limit-
ing factor29, but Ethiopia’s extension workers are 
no longer as low skilled as they once were, and 
currently bene! t from a year of post-Grade 10 
training. Nevertheless, skill limitations reinforce 
the focus on a limited number of effective but 
simple interventions. 

Scaling up a limited number of interventions 
has the advantage of rapidly covering the entire 
population and focusing resources on what is 
known to be cost effective. The downside is that 
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Figure 2.4 Different patterns of exclusion: massive deprivation in some 
countries, marginalization of the poor in others. Births attended by medically 
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when people experience health problems, they 
want them to be dealt with, whether or not they 
! t nicely within the programmatic priorities that 
are being proposed. Ignoring this dimension of 
demand too much opens the door to “drug ped-
dlers”, “injectors” and other types of providers, 
who can capitalize on commercial opportuni-
ties arising from unmet health needs. They offer 
patients an appealing alternative, but one that is 
often exploitative and harmful. Compared with 
a situation of utter lack of health action, there 
is an indisputable bene! t in scaling up even a 
very limited package of interventions and the 
possibility of relying on low-skilled staff makes 
it an attractive option. However, upgrading often 
proves more dif! cult than initially envisaged30 
and, in the meantime, valuable time, resources 
and credibility are lost which might have allowed 
for investment in a more ambitious, but also 
more sustainable and effective primary-care 
infrastructure. 

The alternative is a progressive roll-out of 
primary care, district-by-district, of a network 
of health centres with the necessary hospital 
support. Such a response obviously includes the 
priority interventions, but integrated in a com-
prehensive primary-care package. The extension 
platform is the primary-care centre: a profession-
alized infrastructure where the interface with the 
community is organized, with a problem solving 
capacity and modular expansion of the range of 
activities. The Islamic Republic of Iran’s progres-
sive roll-out of rural coverage is an impressive 
example of this model. As one of the fathers of 
the country’s PHC strategy put it: “Since it was 
impossible to launch the project in all provinces 
at the same time, we decided to focus on a single 
province each year” (Box 2.3).

The limiting factors for a progressive roll-out 
of primary-care networks are the lack of a sta-
ble cadre of mid-level staff with the leadership 
qualities to organize health districts and with the 
ability to maintain, over the years, the constant 
effort required to build sustainable results for the 
entire population. Where the roll-out has been 
conducted as an administrative exercise, it has 
led to disappointment: many health districts exist 
in name only. But where impatience and pres-
sure for short-term visibility has been managed 

Box 2.3 Closing the urban-rural gap through 
progressive expansion of PHC coverage in rural 
areas in the Islamic Republic of Iran31 

In the 1970s, the Iranian Government’s policies emphasized preven-
tion as a long-term investment, allocation of resources to rural and 
under-privileged areas, and prioritizing ambulatory care over hospitaliza-
tion. A network of district teams to manage and oversee almost 2500 
village-based rural health centres was established. These centres are 
staffed by a team that includes a general practitioner, midwife, nurse and 
several health technicians. Each of the rural health centres oversees 1–5 
smaller points of care known as “health houses”. With 17 000 of these 
health houses, over 90% of the rural population has access to health 
care. In remote rural areas, these health houses are staffed by Behvarz 
(multi-purpose health workers) who are selected by the community, 
receive between 12 and 18 months training and are then recruited by 
the Government. The district teams provide training based on problem-
solving, as well as ongoing supervision and support. 

The Government deployed this strategy progressively, extending cover-
age to one province at a time. Over the years, the PHC network has grown 
and is now able to provide services to over 24 million people in rural 
villages and small cities by bringing the points of care closer to where 
people live and work, as well as by training the necessary auxiliary health 
staff to provide family planning, preventive care services, and essential 
curative care for the majority of health problems. Rural health service 
utilization rates are now the same as in urban areas. The progressive 
roll-out of this system has helped to reduce the urban-rural gap in child 
mortality (Figure 2.5).
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Figure 2.5 Under-five mortality in rural and urban areas, the Islamic Republic  
 of Iran, 1980–200032
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adequately, a blend of response to need and 
demand, and participation of the population and 
key actors has made it possible to build robust 
primary-care networks, even in very dif! cult and 
resource-constrained settings of con" ict, and 
post-con" ict environments (Box 2.4). 
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The distinction between rapid deployment of 
priority interventions and progressive roll-out of 
primary-care networks is, in practice, often not 
as straightforward as described above. However, 
for all the convergence, trying to balance speed 
and sustainability is a real political dilemma30. 
Mali, among others, has shown that, given the 
choice, people willingly opt for progressive roll-
out, making community health centres – whose 
infrastructure is owned and personnel employed 
by the local community – the basis of functional 
health districts. 

Crucially, concern for equity should not be 
translated into a “lowest common denominator” 
approach: equal access for all to a set of largely 
unsatisfactory services. Quality and sustainabil-
ity are important, particularly since nowadays 
the multitude of varied and dynamic governmen-
tal, not-for-pro! t and for-pro! t private providers 
of various kinds are in dire need of alignment. 
Progressive roll-out of health services provides 
the opportunity to establish welcome leadership 
coherence in health-care provision at district level. 
Typical large-scale examples of this approach 
in developing countries are the contracting out 
of district health services in Cambodia, or the 
incorporation of missionary “designated district 
hospitals” in East Africa. Nevertheless, there is 
no getting away from the need for massive and 
sustained investment to expand and maintain 
health districts in the long term and from the 
fact that this represents a considerable challenge 
in a context of sluggish economic growth and 
stagnating health expenditure. 

Extending health-care networks to under-
served areas depends on public initiative and 
incentives. One way to accelerate the extension 
of coverage is to adjust budget allocation for-
mulae (or contract speci! cations) to re" ect the 
extra efforts required to contact hard-to-reach 
populations. Several countries have taken steps in 
this direction. In January 2004, for example, the 
United Republic of Tanzania adopted a revised 
formula for the allocation of basket funds to dis-
tricts that includes population size and under-
! ve mortality as a proxy for disease burden and 
poverty level, while adjusting for the differential 
costs of providing health services in rural and 

low-density areas. Similarly, allocations to dis-
tricts under Uganda’s PHC budget factor in the 
districts’ Human Development Index and levels 
of external health funding, in addition to popula-
tion size. Supplements are paid to districts with 
dif! cult security situations or lacking a district 
hospital20. In Chile, budgets are allocated on a 
capitation basis but, as part of the PHC reforms, 
these were adjusted using municipal human 
development indices and a factor to re" ect the 
isolation of underserved areas. 

Overcoming the isolation of 
dispersed populations 
Although providing access to services for dis-
persed populations is often a daunting logisti-
cal challenge, some countries have dealt with 
it by developing creative approaches. Devising 
mechanisms to share innovative experiences and 
results has clearly been a key step, for example, 
through the “Healthy Islands” initiative, launched 
at the meeting of Ministers and Heads of Health 
in Yanuca, Fiji, in 199534. The initiative brings 
together health policy-makers and practitioners 
to address challenges to islanders’ health and 
well-being from an explicitly multi-sectoral per-
spective, with a focus on expanding coverage of 
curative health-care services, but also reinforcing 
promotive strategies and cross-sectoral action on 
the determinants of health and health equity.

Through the Healthy Islands initiative and 
related experiences, a number of principles have 
emerged as crucial to the advancement of univer-
sal coverage in these settings. The ! rst concerns 
collaboration in organizing infrastructure that 
maximizes scales of ef! ciency. An isolated com-
munity may be unable to afford key inputs to 
expand coverage, which includes infrastructure, 
technologies and human resources (particularly 
the training of personnel). However, when com-
munities join forces, they can secure such inputs 
at manageable costs35. A second strategic focus is 
on “mobile resources” or those that can overcome 
distance and geographical obstacles ef! ciently 
and affordably. Depending on the setting, this 
strategic focus may include transportation, radio 
communications, and other information and com-
munications technologies. Telecommunications 
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Rutshuru is a health district in the east of the country. It has a 
network of health centres, a referral hospital and a district man-
agement team where community participation has been fostered 
for years through local committees. Rutshuru has experienced 
severe stress over the years, testing the robustness of the district 
health system. 

Over the last 30 years, the economy of the country has gone 
into a sharp decline. GDP dropped from US$ 300 per capita in 
the 1980s to below US$ 100 at the end of the 1990s. Massive 
impoverishment was made worse as the State retreated from the 
health sector. This was compounded by an interruption of over-
seas development aid in the early 1990s. In that context, Rutshuru 
suffered inter-ethnic strife, a massive infl ux of refugees and two 
successive wars. This complex of disasters severely affected the 
working conditions of health professionals and access to health 
services for the 200 000 people living in the district. 

Nevertheless, instead of 
collapsing, PHC services 
continued their expan-
sion over the years. The 
number of health centres 
and their output increased 
(Figure 2.6), and qual-
ity of care improved for 
acute cases (case-fatality 
rate after caesarean sec-
tion dropped from 7% to 
less than 3%) as well as 
for chronic patients (at 
least 60% of tuberculo-
sis patients were treated 
successfully). With no 
more than 70 nurses and 
three medical doctors at 
a time, and in the midst 
of war and havoc, the 

Box 2.4 The robustness of PHC-led health systems: 20 years of expanding performance in 
Rutshuru, the Democratic Republic of the Congo

health centres and the district hospital took care of more than 
1 500 000 disease episodes in 20 years, immunized more than 
100 000 infants, provided midwifery care to 70 000 women and 
carried out 8 000 surgical procedures. This shows that, even in 
disastrous circumstances, a robust district health system can 
improve health-care outputs.

These results were achieved with modest means. Out-of-pocket 
payments amounted to US$ 0.5 per capita per year. Nongovern-
mental organizations subsidized the district with an average of US$ 
1.5 per capita per year. The Government’s contribution was virtu-
ally nil during most of these 20 years. The continuity of the work 
under extremely diffi cult circumstances can be explained by team 
work and collegial decision-making, unrelenting efforts to build up 
and maintain a critical mass of dedicated human resources, and 
limited but constant nongovernmental support, which provided a 
minimum of resources for health facilities and gave the district 
management team the opportunity to maintain contact with the 

outside world.

Three lessons can be learnt 
from this experience. In 
the long run, PHC-led 
health districts are an 
organizational model that 
has the robustness to 
resist extremely adverse 
conditions. Maintaining 
minimal fi nancial support 
and supervision to such 
districts can yield very 
significant results, while 
empowering and retaining 
national health profession-
als. Local health services 
have a considerable 
potential for coping with 
crises33.
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Figure 2.6 Improving health-care outputs in the midst of disaster:   
 Rutshuru, the Democratic Republic of the Congo, 1985–200433
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can enable less skilled frontline health-centre 
staff to be advised and guided by experts at a 
distance in real time36. Finally, the ! nancing 
of health care for dispersed populations poses 
speci! c challenges, which often require larger 
per capita expenditure compared to more clus-
tered populations. In countries whose territories 
include both high-density and low-density popu-
lations, it is expected that dispersed populations 
will receive some subsidy of care. After all, equity 
does not come without solidarity. 

Providing alternatives to 
unregulated commercial services 
In urban and periurban contexts, health services 
are physically within reach of the poor and other 
vulnerable populations. The presence of multiple 
health-care providers does not mean, however, 
that these groups are protected from diseases, 
nor that they can get quality care when they need 
it: the more privileged tend to get better access to 
the best services, public and private, easily com-
ing out on top in a de facto competition for scarce 
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resources. In the urban and increasingly in the 
rural areas of many low- and middle-income 
countries – from India and Viet Nam to sub-
Saharan Africa – much health care for the poor 
is provided by small-scale, largely unregulated 
and often unlicenced providers, both commer-
cial and not-for-pro! t. Often, they work along-
side dysfunctional public services and capture 
an overwhelmingly large part of the health-care 
market, while the health promotion and preven-
tion agenda is totally ignored. Vested interests 
make the promotion of universal coverage para-
doxically more dif! cult in these circumstances 
than in areas where the challenge is to build 
health-care delivery networks from scratch. 

These contexts often combine problems of ! nan-
cial exploitation, bad quality and unsafe care, and 
exclusion from needed services37,38,39,40,41,42,43,44,45.46. 
The Pan American Health Organization (PAHO) 
has estimated that 47% of Latin America’s popu-
lation is excluded from needed services47. This 
may be for broader reasons of poverty, ethnic-
ity or gender, or because the resources of the 
health system are not correctly targeted. It may 
be because there are no adequate systems to pro-
tect people against catastrophic expenditure or 
from ! nancial exploitation by unscrupulous or 
insensitive providers. It may have to do with the 
way people, rightly or wrongly, perceive health 
services: lack of trust, the expectation of ill-treat-
ment or discrimination, uncertainty about the 
cost-of-care, or the anticipation that the cost will 
be unaffordable or catastrophic. Services may 
also be untimely, ineffective, unresponsive or 
plain discriminatory, providing poorer patients 
with inferior treatment48,49,21. As a result, health 
outcomes vary considerably by social class, even 
in well-regulated and well-funded health-care 
systems. 

In addressing these patterns of exclusion 
within the health-care sector, the starting point 
is to create or strengthen networks of accessible 
quality primary-care services that rely on pooled 
pre-payment or public resources for their fund-
ing. Whether these networks are expanded by 
contracting commercial or not-for-pro! t provid-
ers, or by revitalizing dysfunctional public facili-
ties is not the critical issue. The point is to ensure 
that they offer care of an acceptable standard. A 

critical mass of primary-care centres that provide 
an essential package of quality services free-of-
charge, provides an important alternative to sub-
standard, exploitative commercial care. Further-
more, peer pressure and consumer demand can 
help to create an environment in which regula-
tion of the commercial sector becomes possible. 
More active involvement of municipal authorities 
in pre-payment and pooling schemes to improve 
the supply of quality care is probably one of the 
avenues to follow, particularly where ministries 
of health with budgetary constraints also have to 
extend services to underserved rural areas.

Targeted interventions to 
complement universal coverage 
mechanisms
Rising average national income, a growing supply 
of health-care providers and accelerated progress 
towards universal coverage are, unfortunately, not 
suf! cient to eliminate health inequities. Socially 
determined health differences among population 
groups persist in high-income countries with 
robust, universal health-care and social-service 
systems, such as Finland and France11,50. Health 
inequalities do not just exist between the poor and 
the non-poor, but across the entire socioeconomic 
gradient. There are circumstances where other 
forms of exclusion are of prime concern, includ-
ing the exclusion of adolescents, ethnic groups, 
drug users and those affected by stigmatizing 
diseases51. In Australia, Canada and New Zea-
land, among others, health equity gaps between 
Aboriginal and non-Aboriginal populations have 
emerged as national political issues52,53,54. In other 
settings, inequalities in women’s access to health 
care merit attention55. In the United States, for 
example, declines in female life expectancy of up 
to ! ve years in over 1000 counties point to dif-
ferential exposure and clustering of risks to health 
even as the country’s economy and health sec-
tor continues to grow56. For a variety of reasons, 
some groups within these societies are either not 
reached or insuf! ciently reached by opportunities 
for health or services and continue to experience 
health outcomes systematically inferior to those 
of more advantaged groups.
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 Thus, it is necessary to embed universal cov-
erage in wider social protection schemes and to 
complement it with specially designed, targeted 
forms of outreach to vulnerable and excluded 
groups57. Established health-care networks often 
do not make all possible efforts to ensure that 
everyone in their target population has access 
to the full range of health bene! ts they need, as 
this requires extra efforts, such as home visits, 
outreach services, specialized language and 
cultural facilitation, evening consultations, etc. 
These may, however, mitigate the effect of social 
strati! cation and inequalities in the uptake of 
services58. They may also offer the opportunity 
to construct comprehensive support packages to 
foster social inclusion of historically marginal-
ized populations, in collaboration with other gov-
ernment sectors and with affected communities. 
Chile’s Chile Solidario (Chilean Solidarity) model 
of outreach to families in long-term poverty is one 
example (Box 2.5)59. Such targeted measures may 
include subsidizing people – not services – to take 
up speci! c health services, for example, through 
vouchers60,61 for maternal care as in India and 
Yemen, for bednets as in the United Republic of 
Tanzania62,63, for contraceptive uptake by ado-
lescents64 or care for the elderly uninsured as in 
the United States65. Conditional cash transfers, 
where the bene! ciary is not only enabled, but 
compelled to take up services is another model, 
which has been introduced in several countries in 

Latin America. A recent systematic review of six 
such programmes suggests that conditional cash 
transfers can be effective in increasing the use of 
preventive services and improving nutritional and 
anthropometric outcomes, sometimes improving 
health status66. However, their overall effect on 
health status remains less clear and so does their 
comparative advantage over traditional, uncon-
ditional, income maintenance, through universal 
entitlements, social insurance or – less-effective 
– means-tested social assistance.

Targeted measures are not substitutes for the 
long-term drive towards universal coverage. They 
can be useful and necessary complements, but 
without simultaneous institutionalization of the 
! nancing models and system structures that sup-
port universal coverage, targeted approaches are 
unlikely to overcome the inequalities generated 
by socioeconomic strati! cation and exclusion. 
This is all the more important since systematic 
evaluation of methods to target the excluded is 
scarce and marred by the limited number of 
documented experiences and a bias towards 
reporting preferentially on successful pilots67. If 
anything de! nite can be said today, it is that the 
strategies for reaching the unreached will have 
to be multiple and contextualized, and that no 
single targeting measure will suf! ce to correct 
health inequalities effectively, certainly not in the 
absence of a universal coverage policy. 

Box 2.5 Targeting social protection in Chile59

Established by law, the Chilean social protection programme (Chile Solidario) involves three main components to improve conditions for 
people living in extreme poverty: direct psycho-social support, fi nancial support and priority access to social programmes. The direct 
psycho-social support component involves families in extreme poverty being identifi ed according to pre-defi ned criteria and invited to 
enter into an agreement with a designated social worker. The social worker assists them to build individual and family capacities that 
help them to strengthen their links with social networks and to gain access to the social benefi ts to which they are entitled. In addi-
tion to psycho-social support, there is also fi nancial support in terms of cash transfers and pensions, as well as subsidies for raising 
families or covering water and sanitation costs. Finally, the social protection programme also provides preferential access to pre-school 
programmes, adult literacy courses, employment programmes and preventive health visits for women and children.

This social protection programme complements a multisectoral effort targeting all children aged 0–18 years (Chile Crece Contigo – Chile 
Grows with You). The aim is to promote early childhood development through pre-school education programmes, preventive health 
checks, improved parental leave and increased child benefi ts. Better access to child-care services is also included as is enforcing the 
right of working mothers to nurse their babies, which is designed to stimulate women’s insertion into the employment market.
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Mobilizing for health equity
Health systems are invariably inequitable. More 
and higher quality services gravitate to the 
well-off who need them less than the poor and 
marginalized8. The universal coverage reforms 
required to move towards greater equity demand 
the enduring commitment of the highest political 
levels of society. Two levers may be especially 
important in accelerating action on health equity 
and maintaining momentum over time. The ! rst 
is raising the visibility of health inequities in pub-
lic awareness and policy debates: the history of 
progress in the health of populations is intimately 
linked to the measurement of health inequalities. 
It was the observation of excess mortality among 
the working class that informed the “Great Sani-
tary Awakening” reforms of the Poor Laws Com-
mission in the United Kingdom in the 1830s68. The 
second is the creation of space for civil society 
participation in shaping the PHC reforms that are 
to advance health equity: the history of progress 
in universal coverage is intimately linked to that 
of social movements. 

Increasing the visibility of 
health inequities
With the economic optimism of the 1960s and 
1970s (and the expansion of social insurance in 
industrialized countries), poverty ceased being 
a priority issue for many policy-makers. It took 
Alma-Ata to put equity back on the political 
agenda. The lack of systematic measurement and 
monitoring to translate this agenda into concrete 
challenges has long been a major constraint in 
advancing the PHC agenda. In recent years, 
income-related and other health inequalities have 
been studied in greater depth. The introduction of 
composite asset indices has made it possible to re-
analyze demographic and health surveys from an 
equity viewpoint69. This has generated a wealth 
of documentary evidence on socioeconomic dif-
ferentials in health outcomes and access to care. 
It took this acceleration of the measurement of 
poverty and inequalities, particularly since the 
mid-1990s, to bring ! rst poverty and then, more 
generally, the challenge of persisting inequalities 
to the centre of the health policy debate. 

Measurement of health inequities is para-
mount when confronting the common misper-

ceptions that strongly in" uence health policy 
debates70,71.

Simple population averages are suf! cient to  
assess progress – they are not.
Health systems designed for universal access  
are equitable – they are a necessary, but not 
a suf! cient condition.
In poor countries, everybody is equally poor  
and equally unhealthy – all societies are 
strati! ed. 
The main concern is between countries’ dif- 
ferences – inequalities within countries matter 
most to people. 
Well-intended reforms to improve ef! ciency  
will ultimately bene! t everybody – they often 
have unintended inequitable consequences. 
Measurement matters for a variety of 
reasons2. 

It is important to know the extent and under- 
stand the nature of health inequalities and 
exclusion in a given society, so as to be able 
to share that information and translate it into 
objectives for change.
It is equally important, for the same reasons,  
to identify and understand the determinants 
of health inequality not only in general terms, 
but also within each speci! c national context. 
Health authorities must be informed of the 
extent to which current or planned health 
policies contribute to inequalities, so as to be 
able to correct them. 
Progress with reforms designed to reduce  
health inequalities, i.e. progress in moving 
towards universal coverage, needs to be moni-
tored, so as to steer and correct these reforms 
as they unfold. 

Despite policy-makers’ long-held commitment to 
the value of equity in health, its de! nition and 
measurement represent a more recent public 
health science. Unless health information systems 
collect data using standardized social strati! ers, 
such as socioeconomic status, gender, ethnicity 
and geographical area, it is dif! cult to identify 
and locate inequalities and, unless their mag-
nitude and nature are uncovered, it is unlikely 
that they will be adequately addressed72. The 
now widely available analyses of Demographic 
and Health Survey (DHS) data by asset quintiles 
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have made a major difference in the awareness 
of policy-makers about health equity problems 
in their countries. There are also examples of 
how domestic capacities and capabilities can be 
strengthened to better understand and manage 
equity problems. For example, Chile has recently 
embarked on integrating health sector informa-
tion systems in order to have more comprehen-
sive information on determinants and to improve 
the ability to disaggregate information according 
to socioeconomic groups. Indonesia has added 
health modules to household expenditure and 
demographic surveys. Building in capabilities, 
across administrative database systems, to link 
health and socioeconomic data through unique 
identi! ers (national insurance numbers or census 
geo-codes) is key to socioeconomic strati! cation 
and provides information that is usually inac-
cessible. However, this is more than a technical 
challenge. Measuring health systems’ progress 
towards equity requires an explicit deliberative 
process to identify what constitutes a fair distri-
bution of health against shortfalls and gaps that 
can be measured73. It relies on the development 
of institutional collaboration between multiple 
stakeholders to ensure that measurement and 
monitoring translates into concrete political pro-
posals for better equity and solidarity.

Creating space for civil society 
participation and empowerment
Knowledge about health inequalities can only 
be translated into political proposals if there is 
organized social demand. Demand from the com-
munities that bear the burden of existing inequi-
ties and other concerned groups in civil society 
are among the most powerful motors driving 
universal coverage reforms and efforts to reach 
the unreached and the excluded. 

The amount of grassroots advocacy to improve 
the health and welfare of populations in need has 
grown enormously in the last 30 years, mostly 
within countries, but also globally. There are 
now thousands of groups around the world, large 
and small, local and global, calling for action to 
improve the health of particularly deprived social 
groups or those suffering from speci! c health 
conditions. These groups, which were virtu-
ally non-existent in the days of the Alma-Ata, 
constitute a powerful voice of collective action. 

Box 2.6 Social policy in the city of 
Ghent, Belgium: how local authorities 
can support intersectoral collaboration 
between health and welfare 
organizations76

In 2004, a regional government decree in Flanders, Belgium, 
institutionalized the direct participation of local stakeholders 
and citizens in intersectoral collaboration on social rights. This 
now applies at the level of cities and villages in the region. In 
one of these cities, Ghent, some 450 local actors of the health 
and welfare sector have been clustered in 11 thematic forums: 
legal help; support and security of minors; services for young 
people and adolescents; child care; ethnic cultural minorities; 
people with a handicap; the elderly; housing; work and employ-
ment; people living on a “critical income”; and health.

The local authorities facilitate and support the collaboration 
of the various organizations and sectors, for example, through 
the collection and monitoring of data, information and com-
munication, access to services, and efforts to make services 
more pro-active. They are also responsible for networking 
between all the sectors with a view to improving coordination. 
They pick up the signals, bottlenecks, proposals and plans, 
and are responsible for channelling them, if appropriate, to 
the province, region, federal state or the European Union for 
translation into relevant political decisions and legislation.

A steering committee reports directly to the city council and 
integrates the work of the 11 forums. The support of the admin-
istration and a permanent working party is critical for the 
sustainability and quality of the work in the different groups. 
Participation of all stakeholders is particularly prominent in 
the health forum: it includes local hospitals, family physicians, 
primary-care services, pharmacists, mental health facilities, 
self-help groups, home care, health promotion agencies, 
academia sector, psychiatric home care, and community 
health centres.

This complex web of collaboration is showing results. Intersec-
toral coordination contributes to a more effi cient local social 
policy. For the period 2008–2013, four priority themes have 
been identifi ed in a bottom-up process: sustainable housing, 
access to health care, reduced thresholds to social rights, and 
optimization of growth and development. The yearly action plan 
operationalizes the policy through improvement projects in 
areas that include fi nancial access to health care, educational 
support, care for the homeless, and affordable and fl exible 
child care. Among the concrete realizations is the creation 
of Ghent’s “social house”, a network of service entry points 
situated in the different neighbourhoods of the city, where 
delivery of primary care is organized with special attention 
to the most vulnerable groups of people. The participating 
organizations report that the creation of the sectoral forums, 
in conjunction with the organization of intersectoral coopera-
tion, has signifi cantly improved the way social determinants 
of health are tackled in the city.
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The mobilization of groups and communities 
to address what they consider to be their most 
important health problems and health-related 
inequalities is a necessary complement to the 
more technocratic and top-down approach to 
assessing social inequalities and determining 
priorities for action.

Many of these groups have become capable 
lobbyists, for example, by gaining access to HIV/
AIDS treatment, abolishing user fees and promot-
ing universal coverage. However, these achieve-
ments should not mask the contributions that the 
direct engagement of affected communities and 
civil society organizations can have in eliminat-
ing sources of exclusion within local health serv-
ices. Costa Rica’s “bias-free framework” is one 
example among many. It has been used success-
fully to foster dialogue with and among members 
of vulnerable communities by uncovering local 
practices of exclusion and barriers to access not 
readily perceived by providers and by spurring 
action to address the underlying causes of ill-
health. Concrete results, such as the reorganiza-
tion of a maternity hospital around the people’s 
needs and expectations can transcend the local 
dimension, as was the case in Costa Rica when 
local reorganization was used as a template for 
a national effort74.

However, there is much the health system itself 
can do to mitigate the effects of social inequities 
and promote fairer access to health services at 
local level. Social participation in health action 
becomes a reality at the local level and, at times, 
it is there that intersectoral action most effectively 
engages the material and social factors that shape 
people’s health prospects, widening or reduc-
ing health equity gaps. One such example is the 
Health Action Zones in the United Kingdom, which 
were partner-based entities whose mission was to 
improve the well-being of disadvantaged groups. 
Another example is the work of the municipality 
of Barcelona, in Spain, where a set of interven-
tions, including the reform of primary care, was 
followed by health improvements in a number of 
disadvantaged groups, showing that local govern-
ments can help reduce health inequities75. 

Local action can also be the starting point for 
broader structural changes, if it feeds into rel-
evant political decisions and legislation (Box 2.6). 
Local health services have a critical role to play 
in this regard, as it is at this level that universal 
coverage and service delivery reforms meet. Pri-
mary care is the way of organizing health-care 
delivery that is best geared not only to improving 
health equity, but also to meeting people’s other 
basic needs and expectations.
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Primary care
Putting people fi rst

This chapter describes how primary care brings 

promotion and prevention, cure and care together in 

a safe, effective and socially productive way at the interface 

between the population and the health 

system. In short, what needs to be done to 

achieve this is “to put people fi rst”: to give 

balanced consideration to health and well-

being as well as to the values and capacities 

of the population and the health workers1. 

The chapter starts by describing features of 

health care that, along with effectiveness and safety, are essential 

in ensuring improved health and social outcomes. 
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These features are person-centredness, compre-
hensiveness and integration, and continuity of 
care, with a regular point of entry into the health 
system, so that it becomes possible to build an 
enduring relationship of trust between people 
and their health-care providers. The chapter 
then de! nes what this implies for the organi-
zation of health-care delivery: the necessary 
switch from specialized to generalist ambulatory 
care, with responsibility for a de! ned popula-
tion and the ability to coordinate support from 
hospitals, specialized services and civil society 
organizations.

Good care is about people
Biomedical science is, and should be, at the heart 
of modern medicine. Yet, as William Osler, one of 
its founders, pointed out, “it is much more impor-
tant to know what sort of patient has a disease 
than what sort of disease a patient has”2. Insuf-
! cient recognition of the human dimension in 
health and of the need to tailor the health service’s 
response to the speci! city of each community and 
individual situation represent major shortcom-
ings in contemporary health care, resulting not 
only in inequity and poor social outcomes, but 
also diminishing the health outcome returns on 
the investment in health services. 

Putting people ! rst, the focus of service deliv-
ery reforms is not a trivial principle. It can require 
signi! cant – even if often simple – departures 
from business as usual. The reorganization of 
a medical centre in Alaska in the United States, 
accommodating 45 000 patient contacts per year, 
illustrates how far-reaching the effects can be. 
The centre functioned to no great satisfaction of 
either staff or clients until it decided to establish 
a direct relationship between each individual 
and family in the community and a speci! c staff 
member3. The staff were then in a position to 
know “their” patients’ medical history and under-
stand their personal and family situation. People 
were in a position to get to know and trust their 
health-care provider: they no longer had to deal 
with an institution but with their personal care-
giver. Complaints about compartmentalized and 
fragmented services abated4. Emergency room 
visits were reduced by approximately 50% and 
referrals to specialty care by 30%; waiting times 

shortened signi! cantly. With fewer “rebound” 
visits for unresolved health problems, the work-
load actually decreased and staff job satisfac-
tion improved. Most importantly, people felt that 
they were being listened to and respected – a key 
aspect of what people value about health care5,6. A 
slow bureaucratic system was thus transformed 
into one that is customer-responsive, customer-
owned and customer-driven4. 

In a very different setting, the health centres 
of Ouallam, a rural district in Niger, implemented 
an equally straightforward reorganization of 
their way of working in order to put people ! rst. 
Rather than the traditional morning curative care 
consultation and specialized afternoon clinics 
(growth monitoring, family planning, etc.), the 
full range of services was offered at all times, 
while the nurses were instructed to engage in an 
active dialogue with their patients. For example, 
they no longer waited for women to ask for con-
traceptives, but informed them, at every contact, 
about the range of services available. Within a few 
months, the very low uptake of family planning, 
previously attributed to cultural constraints, was 
a thing of the past (Figure 3.1)7. 

People’s experiences of care provided by the 
health system are determined ! rst and foremost 
by the way they are treated when they experience 
a problem and look for help: by the responsiveness 
of the health-worker interface between population 
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and health services. People value some freedom 
in choosing a health provider because they want 
one they can trust and who will attend to them 
promptly and in an adequate environment, with 
respect and con! dentiality8. 

Health-care delivery can be made more effec-
tive by making it more considerate and conve-
nient, as in Ouallam district. However, primary 
care is about more than shortening waiting 
times, adapting opening hours or getting staff 
to be more polite. Health workers have to care 
for people throughout the course of their lives, 
as individuals and as members of a family and a 
community whose health must be protected and 
enhanced9, and not merely as body parts with 
symptoms or disorders that require treating10.

The service delivery reforms advocated by the 
PHC movement aim to put people at the centre of 
health care, so as to make services more effec-
tive, ef! cient and equitable. Health services that 
do this start from a close and direct relationship 
between individuals and communities and their 
caregivers. This, then, provides the basis for per-
son-centredness, continuity, comprehensiveness 
and integration, which constitute the distinctive 

features of primary care. Table 3.1 summarizes 
the differences between primary care and care 
provided in conventional settings, such as in 
clinics or hospital outpatient departments, or 
through the disease control programmes that 
shape many health services in resource-limited 
settings. The section that follows reviews these 
de! ning features of primary care, and describes 
how they contribute to better health and social 

outcomes.

The distinctive features of 
primary care
Effectiveness and safety are not just 
technical matters
Health care should be effective and safe. Pro-
fessionals as well as the general public often 
over-rate the performance of their health ser-
vices. The emergence of evidence-based medi-
cine in the 1980s has helped to bring the power 
and discipline of scienti! c evidence to health-
care decision-making11, while still taking into 
consideration patient values and preferences12. 
Over the last decade, several hundred reviews of 

Table 3.1 Aspects of care that distinguish conventional health care from people-centred primary care

Conventional ambulatory 
medical care in clinics or 
outpatient departments Disease control programmes People-centred primary care

Focus on illness and cure Focus on priority diseases Focus on health needs 

Relationship limited to the moment of 
consultation

Relationship limited to programme 
implementation

Enduring personal relationship

Episodic curative care Programme-defi ned disease control 
interventions
 

Comprehensive, continuous and person-
centred care

Responsibility limited to effective 
and safe advice to the patient at the 
moment of consultation

Responsibility for disease-control 
targets among the target population

Responsibility for the health of all in 
the community along the life cycle; 
responsibility for tackling determinants 
of ill-health

Users are consumers of the care they 
purchase

Population groups are targets of 
disease-control interventions 

People are partners in managing their 
own health and that of their community
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effectiveness have been conducted13, which have 
led to better information on the choices avail-
able to health practitioners when caring for their 
patients. 

Evidence-based medicine, however, cannot 
in itself ensure that health care is effective and 
safe. Growing awareness of the multiple ways in 
which care may be compromised is contribut-
ing to a gradual rise in standards of quality and 
safety (Box 3.1). Thus far, however, such efforts 
have concentrated disproportionately on hospital 
and specialist care, mainly in high- and middle-
income countries. The effectiveness and safety of 
generalist ambulatory care, where most interac-
tions between people and health services take 
place, has been given much less attention14. This 
is a particularly important issue in the unregu-
lated commercial settings of many developing 

countries where people often get poor value for 
money (Box 3.2)15.

Technical and safety parameters are not the 
only determinants of the outcomes of health care. 
The disappointingly low success rate in prevent-
ing mother-to-child transmission (MTCT) of HIV 
in a study in the Côte d’Ivoire (Figure 3.2) illus-
trates that other features of the organization of 
health care are equally critical – good drugs are 

Box 3.1 Towards a science and culture 
of improvement: evidence to promote 
patient safety and better outcomes 

The outcome of health care results from the balance between 
the added value of treatment or intervention, and the harm it 
causes to the patient16. Until recently, the extent of such harm 
has been underestimated. In industrialized countries, approxi-
mately 1 in 10 patients suffers harm caused by avoidable 
adverse events while receiving care17: up to 98 000 deaths per 
year are caused by such events in the United States alone18. 
Multiple factors contribute to this situation19, ranging from 
systemic faults to problems of competence, social pressure on 
patients to undergo risky procedures, to incorrect technology 
usage20. For example, almost 40% of the 16 billion injections 
administered worldwide each year are given with syringes 
and needles that are reused without sterilization14. Each year, 
unsafe injections thus cause 1.3 million deaths and almost 26 
million years of life lost, mainly because of transmission of 
hepatitis B and C, and HIV21.

Especially disquieting is the paucity of information on the 
extent and determinants of unsafe care in low- and middle-
income countries. With unregulated commercialization of care, 
weaker quality control and health resource limitations, health-
care users in low-income countries may well be even more 
exposed to the risk of unintended patient harm than patients in 
high-income countries. The World Alliance for Patient Safety22, 
among others, advocates making patients safer through sys-
temic interventions and a change in organizational culture 
rather than through the denunciation of individual health-care 
practitioners or administrators23. 

Box 3.2 When supplier-induced and 
consumer-driven demand determine 
medical advice: ambulatory care in India 

“Ms. S is a typical patient who lives in urban Delhi. There 
are over 70 private-sector medical care providers within a 
15-minute walk from her house (and virtually any household 
in her city). She chooses the private clinic run by Dr. SM and 
his wife. Above the clinic a prominent sign says “Ms. MM, 
Gold Medalist, MBBS”, suggesting that the clinic is staffed by 
a highly profi cient doctor (an MBBS is the basic degree for a 
medical doctor as in the British 2 system). As it turns out, Ms. 
MM is rarely at the clinic. We were told that she sometimes 
comes at 4 a.m. to avoid the long lines that form if people know 
she is there. We later discover that she has “franchised” her 
name to a number of different clinics. Therefore, Ms. S sees 
Dr. SM and his wife, both of whom were trained in traditional 
Ayurvedic medicine through a six-month long-distance course. 
The doctor and his wife sit at a small table surrounded, on one 
side, by a large number of bottles full of pills, and on the other, 
a bench with patients on them, which extends into the street. 
Ms. S sits at the end of this bench. Dr. SM and his wife are the 
most popular medical care providers in the neighbourhood, 
with more than 200 patients every day. The doctor spends an 
average of 3.5 minutes with each patient, asks 3.2 questions, 
and performs an average of 2.5 examinations. Following the 
diagnosis, the doctor takes two or three different pills, crushes 
them using a mortar and pestle, and makes small paper pack-
ets from the resulting powder which he gives to Ms. S and 
asks her to take for two or three days. These medicines usually 
include one antibiotic and one analgesic and anti-infl ammatory 
drug. Dr. SM tells us that he constantly faces unrealistic patient 
expectations, both because of the high volume of patients and 
their demands for treatments that even Dr. SM knows are 
inappropriate. Dr. SM and his wife seem highly motivated to 
provide care to their patients and even with a very crowded 
consultation room they spend more time with their patients 
than a public sector doctor would. However, they are not bound 
by their knowledge […] and instead deliver health care like 
the crushed pills in a paper packet, which will result in more 
patients willing to pay more for their services”24. 
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not enough. How services deal with people is also 
vitally important. Surveys in Australia, Canada, 
Germany, New Zealand, the United Kingdom and 
the United States show that a high number of 
patients report safety risks, poor care coordina-
tion and de! ciencies in care for chronic condi-
tions25. Communication is often inadequate and 
lacking in information on treatment schedules. 
Nearly one in every two patients feels that doctors 
only rarely or never asked their opinion about 
treatment. Patients may consult different provid-
ers for related or even for the same conditions 
which, given the lack of coordination among these 

providers, results in duplication and contradic-
tions25. This situation is similar to that reported 
in other countries, such as Ethiopia26, Pakistan27 
and Zimbabwe28.

There has, however, been progress in recent 
years. In high-income countries, confrontation 
with chronic disease, mental health problems, 
multi-morbidity and the social dimension of dis-
ease has focused attention on the need for more 
comprehensive and person-centred approaches 
and continuity of care. This resulted not only 
from client pressure, but also from profession-
als who realized the critical importance of such 

Figure 3.2 Lost opportunities for prevention of mother-to-child transmission of HIV (MTCT) in  
 Côte d’Ivoire29: only a tiny fraction of the expected transmissions are 
 actually prevented
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features of care in achieving better outcomes for 
their patients. Many health professionals have 
begun to appreciate the limitations of narrow 
clinical approaches, for example, to cardiovascu-
lar disease. As a result there has been a welcome 
blurring of the traditional boundaries between 
curative care, preventive medicine and health 
promotion. 

In low-income countries, this evolution is also 
visible. In recent years, many of the programmes 
targeting infectious disease priorities have given 
careful consideration to comprehensiveness, 
continuity and patient-centredness. Maternal 
and child health services have often been at the 
forefront of these attempts, organizing a con-
tinuum of care and a comprehensive approach. 
This process has been consolidated through the 
joint UNICEF/WHO Integrated Management of 
Childhood Illness initiatives30. Their experience 
with programmes such as the WHO’s Extended 
Programme for Immunization has put health pro-
fessionals in many developing countries a step 
ahead compared to their high-income country 
colleagues, as they more readily see themselves 
responsible not just for patients, but also for 
population coverage. More recently, HIV/AIDS 
programmes have drawn the attention of pro-
viders and policy-makers to the importance of 
counselling, continuity of care, the complemen-
tarity of prevention, treatment and palliation and 
critically, to the value of empathy and listening 
to patients. 

Understanding people: 
person-centred care 
When people are sick they are a great deal less 
concerned about managerial considerations of 
productivity, health targets, cost-effectiveness 
and rational organization than about their own 
predicament. Each individual has his or her own 
way of experiencing and coping with health prob-
lems within their speci! c life circumstances31. 
Health workers have to be able to handle that 
diversity. For health workers at the interface 
between the population and the health services, 
the challenge is much more complicated than for 
a specialized referral service: managing a well-
de! ned disease is a relatively straightforward 
technical challenge. Dealing with health prob-
lems, however, is complicated as people need to 

be understood holistically: their physical, emo-
tional and social concerns, their past and their 
future, and the realities of the world in which they 
live. Failure to deal with the whole person in their 
speci! c familial and community contexts misses 
out on important aspects of health that do not 
immediately ! t into disease categories. Partner 
violence against women (Box 3.3), for example, 
can be detected, prevented or mitigated by health 
services that are suf! ciently close to the com-
munities they serve and by health workers who 
know the people in their community. 

People want to know that their health worker 
understands them, their suffering and the con-
straints they face. Unfortunately, many provid-
ers neglect this aspect of the therapeutic rela-
tion, particularly when they are dealing with 
disadvantaged groups. In many health services, 
responsiveness and person-centredness are 
treated as luxury goods to be handed out only 
to a selected few. 

Over the last 30 years, a considerable body 
of research evidence has shown that person-
centredness is not only important to relieve 
the patient’s anxiety but also to improve the 
provider’s job satisfaction50. The response to 
a health problem is more likely to be effective 
if the provider understands its various dimen-
sions51. For a start, simply asking patients how 
they feel about their illness, how it affects their 
lives, rather than focusing only on the disease, 
results in measurably increased trust and com-
pliance52 that allows patient and provider to 
! nd a common ground on clinical management, 
and facilitates the integration of prevention and 
health promotion in the therapeutic response50,51. 
Thus, person-centredness becomes the “clinical 
method of participatory democracy”53, measur-
ably improving the quality of care, the success of 
treatment and the quality of life of those bene! t-
ing from such care (Table 3.2).

In practice, clinicians rarely address their 
patients’ concerns, beliefs and understanding 
of illness, and seldom share problem manage-
ment options with them58. They limit themselves 
to simple technical prescriptions, ignoring the 
complex human dimensions that are critical to 
the appropriateness and effectiveness of the care 
they provide59.
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Thus, technical advice on lifestyle, treat-
ment schedule or referral all too often neglects 
not only the constraints of the environment in 
which people live, but also their potential for self-
help in dealing with a host of health problems 
ranging from diarrhoeal disease60 to diabetes 
management61. Yet, neither the nurse in Niger’s 
rural health centre nor the general practitioner 
in Belgium can, for example, refer a patient to 
hospital without negotiating62,63: along with medi-
cal criteria, they have to take into account the 
patient’s values, the family’s values, and their 
lifestyle and life perspective64.

Few health providers have been trained for 
person-centred care. Lack of proper preparation 
is compounded by cross-cultural con" icts, social 
strati! cation, discrimination and stigma63. As a 
consequence, the considerable potential of people 
to contribute to their own health through life-
style, behaviour and self-care, and by adapting 

Table 3.2 Person-centredness: evidence of its 
contribution to quality of care and better outcomes

Improved treatment intensity and quality of life − Ferrer 
(2005)54

Better understanding of the psychological aspects of a 
patient's problems − Gulbrandsen (1997)55

Improved satisfaction with communication − 
Jaturapatporn (2007)56

Improved patient confi dence regarding sensitive 
problems − Kovess-Masféty (2007)57

Increased trust and treatment compliance − Fiscella 
(2004)52

Better integration of preventive and promotive care − 
Mead (1982)50

Box 3.3 The health-care response to partner violence against women

Intimate partner violence has numerous well-documented consequences for women’s health (and for the health of their children), including 
injuries, chronic pain syndromes, unintended and unwanted pregnancies, pregnancy complications, sexually transmitted infections and 
a wide range of mental health problems32,33,34,35,36,37. Women suffering from violence are frequent health-care users 38,39.

Health workers are, therefore, well placed to identify and provide care to the victims of violence, including referral for psychosocial, 
legal and other support. Their interventions can reduce the impact of violence on a woman’s health and well-being, and that of her 
children, and can also help prevent further violence. 

Research has shown that most women think health-care providers should ask about violence40. While they do not expect them to solve 
their problem, they would like to be listened to and treated in a non-judgemental way and get the support they need to take control over 
their decisions. Health-care providers often fi nd it diffi cult to ask women about violence. They lack the time and the training and skills 
to do it properly, and are reluctant to be involved in judicial proceedings.

The most effective approach for health providers to use when responding to violence is still a matter of debate41. They are generally 
advised to ask all women about intimate partner abuse as a routine part of any health assessment, usually referred to as “screening” 
or routine enquiry42. Several reviews found that this technique increased the rate of identifi cation of women experiencing violence in 
antenatal and primary-care clinics, but there was little evidence that this was sustained40, or was effective in terms of health outcomes43. 
Among women who have stayed in shelters, there is evidence that those who received a specifi c counselling and advocacy service 
reported a lower rate of re-abuse and an improved quality of life44. Similarly, among women experiencing violence during pregnancy, 
those who received “empowerment counselling” reported improved functioning and less psychological and non-severe physical abuse, 
and had lower postnatal depression scores45.

While there is still no consensus on the most effective strategy, there is growing agreement that health services should aim to identify 
and support women experiencing violence46, and that health-care providers should be well educated about these issues, as they are 
essential in building capacity and skills. Health-care providers should, as a minimum, be informed about violence against women, its 
prevalence and impact on health, when to suspect it and how to best respond. Clearly, there are technical dimensions to this. For example, 
in the case of sexual assault, providers need to be able to provide the necessary treatment and care, including provision of emergency 
contraception and prophylaxis for sexually transmitted infections, including HIV where relevant, as well as psychosocial support. There 
are other dimensions too: health workers need to be able to document any injuries as completely and carefully as possible47,48,49 and 
they need to know how to work with communities – in particular with men and boys – on changing attitudes and practices related to 
gender inequality and violence. 
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professional advice optimally to their life circum-
stances is underutilized. There are numerous, 
albeit often missed, opportunities to empower 
people to participate in decisions that affect 
their own health and that of their families (Box 
3.4). They require health-care providers who 
can relate to people and assist them in making 
informed choices. The current payment systems 
and incentives in community health-care deliv-
ery often work against establishing this type of 
dialogue65. Con" icts of interest between provider 
and patient, particularly in unregulated commer-
cial settings, are a major disincentive to person-
centred care. Commercial providers may be more 
courteous and client-friendly than in the average 
health centre, but this is no substitute for person-
centredness.

Comprehensive and integrated responses
The diversity of health needs and challenges that 
people face does not ! t neatly into the discrete 
diagnostic categories of textbook promotive, pre-
ventive, curative or rehabilitative care78,79. They 
call for the mobilization of a comprehensive range 
of resources that may include health promotion 
and prevention interventions as well as diagnosis 
and treatment or referral, chronic or long-term 
home care, and, in some models, social services80. 
It is at the entry point of the system, where people 

! rst present their problem, that the need for a 
comprehensive and integrated offer of care is 
most critical. 

Comprehensiveness makes managerial and 
operational sense and adds value (Table 3.3). 
People take up services more readily if they know 
a comprehensive spectrum of care is on offer. 
Moreover, it maximizes opportunities for preven-
tive care and health promotion while reducing 
unnecessary reliance on specialized or hospital 
care81. Specialization has its comforts, but the 
fragmentation it induces is often visibly counter-
productive and inef! cient: it makes no sense to 
monitor the growth of children and neglect the 
health of their mothers (and vice versa), or to treat 
someone’s tuberculosis without considering their 
HIV status or whether they smoke.

Table 3.3 Comprehensiveness: evidence of its 
contribution to quality of care and better outcomes 

Better health outcomes − Forrest (1996)82, Chande 
(1996)83, Starfi eld (1998)84

Increased uptake of disease-focused preventive care 
(e.g. blood pressure screen, mammograms, pap smears) 
− Bindman (1996)85

Fewer patients admitted for preventable complications of 
chronic conditions − Shea (1992)86

Box 3.4 Empowering users to contribute to their own health

Families can be empowered to make choices that are relevant to their health. Birth and emergency plans66, for example, are based on 
a joint examination between the expectant mother and health staff − well before the birth − of her expectations regarding childbirth. 
Issues discussed include where the birth will take place, and how support for care of the home and any other children will be organized 
while the woman is giving birth. The discussion can cover planning for expenses, arrangements for transport and medical supplies, as 
well as identifi cation of a compatible blood donor in case of haemorrhage. Such birth plans are being implemented in countries as diverse 
as Egypt, Guatemala, Indonesia, the Netherlands and the United Republic of Tanzania. They constitute one example of how people can 
participate in decisions relating to their health in a way that empowers them67. Empowerment strategies can improve health and social 
outcomes through several pathways; the condition for success is that they are embedded in local contexts and based on a strong and 
direct relationship between people and their health workers68. The strategies can relate to a variety of areas, as shown below:

developing household capacities to stay healthy, make healthy decisions and respond to emergencies − France’s self-help organization  
of diabetics69, South Africa’s family empowerment and parent training programmes70, the United Republic of Tanzania’s negotiated 
treatment plans for safe motherhood71, and Mexico’s active ageing programme72;
increasing citizens’ awareness of their rights, needs and potential problems − Chile’s information on entitlements 73 and Thailand’s 
Declaration of Patients’ Rights74;
strengthening linkages for social support within communities and with the health system − support and advice to family caregivers  
dealing with dementia in developing country settings75, Bangladesh’s rural credit programmes and their impact on care-seeking 
behaviour76, and Lebanon’s neighbourhood environment initiatives77.
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That does not mean that entry-point health 
workers should solve all the health problems 
that are presented there, nor that all health pro-
grammes always need to be delivered through 
a single integrated service-delivery point. Nev-
ertheless, the primary-care team has to be able 
to respond to the bulk of health problems in the 
community. When it cannot do so, it has to be 
able to mobilize other resources, by referring or 
by calling for support from specialists, hospitals, 
specialized diagnostic and treatment centres, 
public-health programmes, long-term care ser-
vices, home-care or social services, or self-help 
and other community organizations. This cannot 
mean giving up responsibility: the primary-care 
team remains responsible for helping people to 
navigate this complex environment.

Comprehensive and integrated care for the 
bulk of the assorted health problems in the com-
munity is more ef! cient than relying on separate 
services for selected problems, partly because it 
leads to a better knowledge of the population and 
builds greater trust. One activity reinforces the 
other. Health services that offer a comprehensive 
range of services increase the uptake and cover-
age of, for example, preventive programmes, such 
as cancer screening or vaccination (Figure 3.3). 
They prevent complications and improve health 
outcomes. 

Comprehesive services also facilitate early 
detection and prevention of problems, even in the 
absence of explicit demand. There are individuals 
and groups who could bene! t from care even if 
they express no explicit spontaneous demand, as 
in the case of women attending the health centres 
in Ouallam district, Niger, or people with undiag-
nosed high blood pressure or depression. Early 
detection of disease, preventive care to reduce 
the incidence of poor health, health promotion 
to reduce risky behaviour, and addressing social 
and other determinants of health all require the 
health service to take the initiative. For many 
problems, local health workers are the only ones 
who are in a position to effectively address prob-
lems in the community: they are the only ones, 
for example, in a position to assist parents with 
care in early childhood development, itself an 
important determinant of later health, well-being 
and productivity87. Such interventions require 
proactive health teams offering a comprehensive 

range of services. They depend on a close and 
trusting relationship between the health services 
and the communities they serve, and, thus, on 
health workers who know the people in their 
community88.

Continuity of care
Understanding people and the context in which 
they live is not only important in order to pro-
vide a comprehensive, person-centred response, 
it also conditions continuity of care. Providers 
often behave as if their responsibility starts when 
a patient walks in and ends when they leave the 
premises. Care should not, however, be limited to 
the moment a patient consults nor be con! ned to 
the four walls of the consultation room. Concern 
for outcomes mandates a consistent and coherent 
approach to the management of the patient’s prob-
lem, until the problem is resolved or the risk that 
justi! ed follow-up has disappeared. Continuity 
of care is an important determinant of effective-
ness, whether for chronic disease management, 
reproductive health, mental health or for making 
sure children grow up healthily (Table 3.4).

Figure 3.3 More comprehensive health centres have better   
 vaccination coveragea,b
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capitation or by fee-for-episode, out-of-pocket 
fee-for-service payment is a common deterrent, 
not only to access, but also to continuity of care107. 
In Singapore, for example, patients were formerly 
not allowed to use their health savings account 
(Medisave) for outpatient treatment, resulting 
in patient delays and lack of treatment compli-
ance for the chronically ill. This had become so 
problematic that regulations were changed. Hos-
pitals are now encouraged to transfer patients 
with diabetes, high blood pressure, lipid disorder 
and stroke to registered general practitioners, 
with Medisave accounts covering ambulatory 
care108. 

Other barriers to continuity include treatment 
schedules requiring frequent clinic attendance 
that carry a heavy cost in time, travel expenses 
or lost wages. They may be ill-understood and 
patient motivation may be lacking. Patients may 
get lost in the complicated institutional environ-
ment of referral hospitals or social services. Such 
problems need to be anticipated and recognized 
at an early stage. The effort required from health 
workers is not negligible: negotiating the modali-
ties of the treatment schedule with the patients 
so as to maximize the chances that it can be 
completed; keeping registries of clients with 
chronic conditions; and creating communication 
channels through home visits, liaison with com-
munity workers, telephonic reminders and text 
messages to re-establish interrupted continuity. 
These mundane tasks often make the difference 
between a successful outcome and a treatment 
failure, but are rarely rewarded. They are much 
easier to implement when patient and caregiver 
have clearly identi! ed how and by whom follow-
up will be organized.

A regular and trusted provider as 
entry point 
Comprehensiveness, continuity and person-cen-
tredness are critical to better health outcomes.
They all depend on a stable, long-term, per-
sonal relationship (a feature also cal led 
“longitudinality”84) between the population and 
the professionals who are their entry point to the 
health system. 

Most ambulatory care in conventional settings 
is not organized to build such relationships. The 

Table 3.4 Continuity of care: evidence of its 
contribution to quality of care and better outcomes

Lower all-cause mortality − Shi (2003)90, Franks 
(1998)91, Villalbi (1999)92, PAHO (2005)93

Better access to care − Weinick (2000)94, Forrest 
(1998)95

Less re-hospitalization − Weinberger (1996)96 

Fewer consultations with specialists − Woodward 
(2004)97

Less use of emergency services − Gill (2000)98

Better detection of adverse effects of medical 
interventions − Rothwell (2005)99, Kravitz (2004)100

Continuity of care depends on ensuring con-
tinuity of information as people get older, when 
they move from one residence to another, or when 
different professionals interact with one particu-
lar individual or household. Access to medical 
records and discharge summaries, electronic, 
conventional or client-held, improves the choice 
of the course of treatment and of coordination 
of care. In Canada, for example, one in seven 
people attending an emergency department had 
medical information missing that was very likely 
to result in patient harm101. Missing information 
is a common cause of delayed care and uptake 
of unnecessary services102. In the United States, 
it is associated with 15.6% of all reported errors 
in ambulatory care103. Today’s information and 
communication technologies, albeit under-
utilized, gives unprecedented possibilities to 
improve the circulation of medical information 
at an affordable cost104, thus enhancing continu-
ity, safety and learning (Box 3.5). Moreover, it is 
no longer the exclusive privilege of high-resource 
environments, as the Open Medical Record Sys-
tem demonstrates: electronic health records 
developed through communities of practice and 
open-source software are facilitating continuity 
and quality of care for patients with HIV/AIDS in 
many low-income countries105.

Better patient records are necessary but not 
suf! cient. Health services need to make active 
efforts to minimize the numerous obstacles to 
continuity of care. Compared to payment by 
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busy, anonymous and technical environment of 
hospital outpatient departments, with their many 
specialists and sub-specialists, produce mechani-
cal interactions between nameless individuals 
and an institution – not people-centred care. 
Smaller clinics are less anonymous, but the care 
they provide is often more akin to a commercial 
or administrative transaction that starts and 
ends with the consultation than to a responsive 
problem-solving exercise. In this regard, private 
clinics do not perform differently than public 
health centres64. In the rural areas of low-income 
countries, governmental health centres are usu-
ally designed to work in close relationship with 
the community they serve. The reality is often 
different. Earmarking of resources and staff for 
selected programmes is increasingly leading to 
fragmentation109, while the lack of funds, the 

pauperization of the health staff and rampant 
commercialization makes building such relation-
ships dif! cult110. There are many examples to the 
contrary, but the relationship between providers 
and their clients, particularly the poorer ones, is 
often not conducive to building relationships of 
understanding, empathy and trust62. 

Building enduring relationships requires time. 
Studies indicate that it takes two to ! ve years 
before its full potential is achieved84 but, as the 
Alaska health centre mentioned at the beginning 
of this chapter shows, it drastically changes the 
way care is being provided. Access to the same 
team of health-care providers over time fos-
ters the development of a relationship of trust 
between the individual and their health-care pro-
vider97,111,112. Health professionals are more likely 
to respect and understand patients they know 

Box 3.5 Using information and communication technologies to improve access, quality and 
effi ciency in primary care

Information and communication technologies enable people in remote and underserved areas to have access to services and expertise 
otherwise unavailable to them, especially in countries with uneven distribution or chronic shortages of physicians, nurses and health 
technicians or where access to facilities and expert advice requires travel over long distances. In such contexts, the goal of improved 
access to health care has stimulated the adoption of technology for remote diagnosis, monitoring and consultation. Experience in Chile 
of immediate transmission of electrocardiograms in cases of suspected myocardial infarction is a noteworthy example: examination 
is carried out in an ambulatory setting and the data are sent to a national centre where specialists confi rm the diagnosis via fax or 
e-mail. This technology-facilitated consultation with experts allows rapid response and appropriate treatment where previously it 
was unavailable. The Internet is a key factor in its success, as is the telephone connectivity that has been made available to all health 
facilities in the country. 

A further benefi t of using information and communication technologies in primary-care services is the improved quality of care. Health-
care providers are not only striving to deliver more effective care, they are also striving to deliver safer care. Tools, such as electronic 
health records, computerized prescribing systems and clinical decision aids, support practitioners in providing safer care in a range 
of settings. For example, in a village in western Kenya, electronic health records integrated with laboratory, drug procurement and 
reporting systems have drastically reduced clerical labour and errors, and have improved follow-up care.

As the costs of delivering health care continue to rise, information and communication technologies provide new avenues for personal-
ized, citizen-centred and home-centred care. Towards this end, there has been signifi cant investment in research and development of 
consumer-friendly applications. In Cape Town, South Africa, an “on cue compliance service” takes the names and mobile telephone 
numbers of patients with tuberculosis (supplied by a clinic) and enters them into a database. Every half an hour, the on cue server 
reads the database and sends personalized SMS messages to the patients, reminding them to take their medication. The technology 
is low-cost and robust. Cure and completion rates are similar to those of patients receiving clinic-based DOTS, but at lower cost to 
both clinic and patient, and in a way that interferes much less with everyday life than the visits to the clinic106. In the same concept of 
supporting lifestyles linked to primary care, network devices have become a key element of an innovative community programme in 
the Netherlands, where monitoring and communication devices are built into smart apartments for senior citizens. This system reduces 
clinic visits and facilitates living independently with chronic diseases that require frequent checks and adjustment of medications. 

Many clinicians who want to promote health and prevent illness are placing high hopes in the Internet as the place to go for health advice 
to complement or replace the need to seek the advice of a health professional. New applications, services and access to information 
have permanently altered the relationships between consumers and health professionals, putting knowledge directly into people’s 
own hands.
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well, which creates more positive interaction and 
better communication113. They can more readily 
understand and anticipate obstacles to continuity 
of care, follow up on the progress and assess how 
the experience of illness or disability is affect-
ing the individual’s daily life. More mindful of 
the circumstances in which people live, they can 
tailor care to the speci! c needs of the person and 
recognize health problems at earlier stages. 

This is not merely a question of building trust 
and patient satisfaction, however important these 
may be114,115. It is worthwhile because it leads to 
better quality and better outcomes (Table 3.5). 
People who use the same source of care for most 
of their health-care needs tend to comply better 
with advice given, rely less on emergency ser-
vices, require less hospitalization and are more 
satis! ed with care98 116,117,118. Providers save con-
sultation time, reduce the use of laboratory tests 
and costs95,119,120, and increase uptake of preven-
tive care121. Motivation improves through the 
social recognition built up by such relationships. 
Still, even dedicated health professionals will not 
seize all these opportunities spontaneously122,123. 

The interface between the population and their 
health services needs to be designed in a way that 
not only makes this possible, but also the most 
likely course of action.

Organizing primary-care networks
A health service that provides entry point ambu-
latory care for health- and health-related prob-
lems should, thus, offer a comprehensive range 
of integrated diagnostic, curative, rehabilitative 
and palliative services. In contrast to most con-
ventional health-care delivery models, the offer 
of services should include prevention and promo-
tion as well as efforts to tackle determinants of 
ill-health locally. A direct and enduring relation-
ship between the provider and the people in the 
community served is essential to be able to take 
into account the personal and social context of 
patients and their families, ensuring continuity 
of care over time as well as across services. 

In order for conventional health services to 
be transformed into primary care, i.e. to ensure 
that these distinctive features get due promi-
nence, they must reorganized. A precondition 
is to ensure that they become directly and per-
manently accessible, without undue reliance on 
out-of-pocket payments and with social protec-
tion offered by universal coverage schemes. But 
another set of arrangements is critical for the 
transformation of conventional care – ambu-
latory- and institution-based, generalist and 
specialist – into local networks of primary-care 
centres135,136,137,138,139,140 : 

bringing care closer to people, in settings in  
close proximity and direct relationship with 
the community, relocating the entry point to 
the health system from hospitals and special-
ists to close-to-client generalist primary-care 
centres; 
giving primary-care providers the responsibil- 
ity for the health of a de! ned population, in its 
entirety: the sick and the healthy, those who 
choose to consult the services and those who 
choose not to do so;
strengthening primary-care providers’ role as  
coordinators of the inputs of other levels of 
care by giving them administrative authority 
and purchasing power. 

Table 3.5 Regular entry point: evidence of its 
contribution to quality of care and better outcomes

Increased satisfaction with services − Weiss (1996)116, 
Rosenblatt (1998)117, Freeman (1997)124, Miller (2000)125

Better compliance and lower hospitalization rate − Weiss 
(1996)116, Rosenblatt (1998)117, Freeman (1997)124, 
Mainous (1998)126

Less use of specialists and emergency services − 
Starfi eld (1998)82, Parchman (1994)127, Hurley (1989)128, 
Martin (1989)129, Gadomski (1998)130 

Fewer consultations with specialists − Hurley (1989)128, 
Martin (1989)129

More effi cient use of resources − Forrest (1996)82, 
Forrest (1998)95, Hjortdahl (1991)131, Roos (1998)132

Better understanding of the psychological aspects of a 
patient's problem − Gulbrandsen (1997)55

Better uptake of preventive care by adolescents − Ryan 
(2001)133

Protection against over-treatment − Schoen (2007)134
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Bringing care closer to the people
A ! rst step is to relocate the entry point to the 
health system from specialized clinics, hospital 
outpatient departments and emergency services, 
to generalist ambulatory care in close-to-client 
settings. Evidence has been accumulating that 
this transfer carries measurable bene! ts in terms 
of relief from suffering, prevention of illness and 
death, and improved health equity. These ! nd-
ings hold true in both national and cross-national 
studies, even if all of the distinguishing features 
of primary care are not fully realized31.

Generalist ambulatory care is more likely or 
as likely to identify common life-threatening 
conditions as specialist care141,142. Generalists 
adhere to clinical practice guidelines to the same 
extent as specialists143, although they are slower 
to adopt them144,145. They prescribe fewer inva-
sive interventions146,147,148,149, fewer and shorter 
hospitalizations127,133,149 and have a greater focus 
on preventive care133,150. This results in lower 
overall health-care costs82 for similar health 
outcomes146,151,152,153,154,155 and greater patient 
satisfaction125,150,156. Evidence from comparisons 
between high-income countries shows that higher 
proportions of generalist professionals work-
ing in ambulatory settings are associated with 
lower overall costs and higher quality rankings157. 
Conversely, countries that increase reliance on 
specialists have stagnating or declining health 
outcomes when measured at the population 

level, while fragmentation of care exacerbates 
user dissatisfaction and contributes to a growing 
divide between health and social services157,158,159. 
Information on low- and middle-income countries 
is harder to obtain160, but there are indications 
that patterns are similar. Some studies estimate 
that in Latin America and the Caribbean more 
reliance on generalist care could avoid one out of 
two hospital admissions161. In Thailand, general-
ist ambulatory care outside a hospital context 
has been shown to be more patient-centred and 
responsive as well as cheaper and less inclined 
to over-medicalization162 (Figure 3.4).

 The relocation of the entry point into the sys-
tem from specialist hospital to generalist ambula-
tory care creates the conditions for more compre-
hensiveness, continuity and person-centredness. 
This ampli! es the bene! ts of the relocation. It 
is particularly the case when services are orga-
nized as a dense network of small, close-to-client 
service delivery points. This makes it easier to 
have teams that are small enough to know their 
communities and be known by them, and stable 
enough to establish an enduring relationship. 
These teams require relational and organiza-
tional capacities as much as the technical com-
petencies to solve the bulk of health problems 
locally.

Responsibility for a well-identifi ed 
population
In conventional ambulatory care, the provider 
assumes responsibility for the person attending 
the consultation for the duration of the consul-
tation and, in the best of circumstances, that 
responsibility extends to ensuring continuity of 
care. This passive, response-to-demand approach 
fails to help a considerable number of people who 
could bene! t from care. There are people who, 
for various reasons, are, or feel, excluded from 
access to services and do not take up care even 
when they are in need. There are people who suf-
fer illness but delay seeking care. Others present 
risk factors and could bene! t from screening or 
prevention programmes (e.g. for cervical cancer 
or for childhood obesity), but are left out because 
they do not consult: preventive services that are 
limited to service users often leave out those 
most in need163. A passive, response-to-demand 
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Figure 3.4 Inappropriate investigations prescribed for simulated patients  
 presenting with a minor stomach complaint, Thailanda,b,162

a Observation made in 2000, before introduction of Thailand’s universal coverage scheme.
b Cost to the patient, including doctor’s fees, drugs, laboratory and technical investigations.
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approach has a second untoward consequence: it 
lacks the ambition to deal with local determinants 
of ill-health – whether social, environmental or 
work-related. All this represents lost opportuni-
ties for generating health: providers that only 
assume responsibility for their customers con-
centrate on repairing rather than on maintaining 
and promoting health. 

The alternative is to entrust each primary-care 
team with the explicit responsibility for a well-
de! ned community or population. They can then 
be held accountable, through administrative mea-
sures or contractual arrangements, for providing 
comprehensive, continuous and person-centred 
care to that population, and for mobilizing a 
comprehensive range of support services – from 
promotive through to palliative. The simplest 
way of assigning responsibility is to identify the 
community served on the basis of geographical 
criteria – the classic approach in rural areas. The 
simplicity of geographical assignment, however, 
is deceptive. It follows an administrative, public 
sector logic that often has problems adapting to 
the emergence of a multitude of other providers. 
Furthermore, administrative geography may not 
coincide with sociological reality, especially in 
urban areas. People move around and may work 
in a different area than where they live, making 
the health unit closest to home actually an incon-
venient source of care. More importantly, people 
value choice and may resent an administrative 
assignment to a particular health unit. Some 
countries ! nd geographical criteria of proxim-
ity the most appropriate to de! ne who ! ts in the 
population of responsibility, others rely on active 
registration or patient lists. The important point 
is not how but whether the population is well 
identi! ed and mechanisms exist to ensure that 
nobody is left out. 

Once such explicit comprehensive responsibili-
ties for the health of a well-identi! ed and de! ned 
population are assigned, with the related ! nan-
cial and administrative accountability mecha-
nisms, the rules change.

The primary-care team has to broaden the  
portfolio of care it offers, developing activities 
and programmes that can improve outcomes, 
but which they might otherwise neglect164. This 
sets the stage for investment in prevention and 

promotion activities, and for venturing into 
areas that are often overlooked, such as health 
in schools and in the workplace. It forces the 
primary-care team to reach out to and work 
with organizations and individuals within the 
community: volunteers and community health 
workers who act as the liaison with patients or 
animate grassroots community groups, social 
workers, self-help groups, etc.
It forces the team to move out of the four walls  
of their consultation room and reach out to 
the people in the community. This can bring 
signi! cant health bene! ts. For example, large-
scale programmes, based on home-visits and 
community animation, have been shown to be 
effective in reducing risk factors for neonatal 
mortality and actual mortality rates. In the 
United States, such programmes have reduced 
neonatal mortality by 60% in some settings165. 
Part of the bene! t is due to better uptake of 
effective care by people who would otherwise 
remain deprived. In Nepal, for example, the 
community dynamics of women’s groups led 
to the better uptake of care, with neonatal and 
maternal mortality lower than in control com-
munities by 29% and 80%, respectively166. 
It forces the team to take targeted initiatives,  
in collaboration with other sectors, to reach 
the excluded and the unreached and tackle 
broader determinants of ill-health. As Chapter 
2 has shown, this is a necessary complement to 
establishing universal coverage and one where 
local health services play a vital role. The 2003 
heatwave in western Europe, for example, 
highlighted the importance of reaching out to 
the isolated elderly and the dramatic conse-
quences of failing to do so: an excess mortality 
of more than 50 000 people167. 

For people and communities, formal links with 
an identi! able source of care enhance the likeli-
hood that long-term relationships will develop; 
that services are encouraged to pay more atten-
tion to the de! ning features of primary care; and 
that lines of communication are more intelligible. 
At the same time, coordination linkages can be 
formalized with other levels of care – specialists, 
hospitals or other technical services – and with 
social services. 
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The primary-care team as a hub 
of coordination 
Primary-care teams cannot ensure comprehen-
sive responsibility for their population without 
support from specialized services, organizations 
and institutions that are based outside the com-
munity served. In resource-constrained circum-
stances, these sources of support will typically 
be concentrated in a “! rst referral level district 
hospital”. Indeed, the classic image of a health-
care system based on PHC is that of a pyramid 
with the district hospital at the top and a set of 
(public) health centres that refer to the higher 
authority. 

In conventional settings, ambulatory care pro-
fessionals have little say in how hospitals and 
specialized services contribute – or fail to con-
tribute – to the health of their patients, and feel 
little inclination to reach out to other institutions 
and stakeholders that are relevant to the health 
of the local community. This changes if they are 
entrusted with responsibility for a de! ned popu-
lation and are recognized as the regular point of 

entry for that population. As health-care networks 
expand, the health-care landscape becomes far 
more crowded and pluralistic. More resources 
allow for diversi! cation: the range of specialized 
services that comes within reach may include 
emergency services, specialists, diagnostic 
infrastructure, dialysis centres, cancer screen-
ing, environmental technicians, long-term care 
institutions, pharmacies, etc. This represents 
new opportunities, provided the primary-care 
teams can assist their community in making the 
best use of that potential, which is particularly 
critical to public health, mental health and long-
term care168. 

The coordination (or gatekeeping) role this 
entails effectively transforms the primary-care 
pyramid into a network, where the relations 
between the primary-care team and the other 
institutions and services are no longer based only 
on top-down hierarchy and bottom-up referral, 
but on cooperation and coordination (Figure 3.5). 
The primary-care team then becomes the media-
tor between the community and the other levels 
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of the health system, helping people navigate the 
maze of health services and mobilizing the sup-
port of other facilities by referring patients or 
calling on the support of specialized services. 

This coordination and mediation role also 
extends to collaboration with other types of 
organizations, often nongovernmental. These 
can provide signi! cant support to local primary 
care. They can help ensure that people know what 
they are entitled to and have the information to 
avoid substandard providers169,170. Independent 
ombudsman structures or consumer organiza-
tions can help users handle complaints. Most 
importantly, there is a wealth of self-help and 
mutual support associations for diabet ics, people 
living with handicaps and chronic diseases that 
can help people to help themselves171. In the 
United States alone, more than ! ve million people 
belong to mutual help groups while, in recent 
years, civil society organizations dealing with 
health and health-related issues, from self-help 
to patient’s rights, have been mushrooming in 
many low- and middle-income countries. These 
groups do much more than just inform patients. 
They help people take charge of their own situ-
ation, improve their health, cope better with ill-
health, increase self-con! dence and diminish 
over-medicalization172. Primary-care teams can 
only be strengthened by reinforcing their link-
ages with such groups. 

Where primary-care teams are in a posi-
tion to take on this coordinator role, their work 
becomes more rewarding and attractive, while 
the overall effects on health are positive. Reliance 
on specialists and hospitalization is reduced by 
! ltering out unnecessary uptake, whereas patient 
delay is reduced for those who do need refer-
ral care, the duration of their hospitalization is 
shortened, and post-hospitalization follow-up is 
improved83,128,129. 

The coordination function provides the institu-
tional framework for mobilizing across sectors to 
secure the health of local communities. It is not an 
optional extra but an essential part of the remit of 
primary-care teams. This has policy implications: 
coordination will remain wishful thinking unless 
the primary-care team has some form of either 
administrative or ! nancial leverage. Coordina-
tion also depends on the different institutions’ 

recognition of the key role of the primary-care 
teams. Current professional education systems, 
career structure and remuneration mechanisms 
most often give signals to the contrary. Reversing 
these well-entrenched disincentives to primary 
care requires strong leadership. 

Monitoring progress
The switch from conventional to primary care is 
a complex process that cannot be captured in a 
single, universal metric. Only in recent years has 
it been possible to start disentangling the effects 
of the various features that de! ne primary care. 
In part, this is because the identi! cation of the 
features that make the difference between pri-
mary care and conventional health-care delivery 
has taken years of trial and error, and the instru-
ments to measure them have not been general-
ized. This is because these features are never all 
put into place as a single package of reforms, but 
are the result of a gradual shaping and trans-
formation of the health system. Yet, for all this 
complexity, it is possible to measure progress, as 
a complement to the follow-up required for mea-
suring progress towards universal coverage. 

The ! rst dimension to consider is the extent 
to which the organizational measures required 
to switch to primary care are being put into 
place.

Is the predominant type of ! rst-contact pro- 
vider being shifted from specialists and hospi-
tals to generalist primary-care teams in close 
proximity to where the people live?
Are primary-care providers being made  
responsible for the health of all the members of 
a well-identi! ed population: those who attend 
health services and those who do not?
Are primary-care providers being empowered  
to coordinate the various inputs of specialized, 
hospital and social services, by strengthening 
their administrative authority and purchasing 
power?
 

The second dimension to consider is the extent 
to which the distinctive features of primary care 
are gaining prominence.

Person-centredness: is there evidence of  
improvement, as shown by direct observation 
and user surveys?
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Comprehensiveness: is the portfolio of pri- 
mary-care services expanding and becoming 
more comprehensive, reaching the full essen-
tial bene! ts package, from promotion through 
to palliation, for all age groups?
Continuity: is information for individuals being  
recorded over the life-course, and transferred 
between levels of care in cases of referral and 
to a primary-care unit elsewhere when people 
relocate?
Regular entry point: are measures taken to  
ensure that providers know their clients and 
vice versa? 

This should provide the guidance to policy-makers 
as to the progress they are making with the trans-
formation of health-care delivery. However, they 
do not immediately make it possible to attribute 
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Public policies
for the public’s health

Public policies in the health sector, together with 

those in other sectors, have a huge potential to 

secure the health of communities. They represent an important 

complement to universal coverage and 

service delivery reforms. Unfortunately, 

in most societies, this potential is largely 

untapped and failures to effectively 

engage other sectors are widespread. 

Looking ahead at the diverse range of 

challenges associated with the growing 

importance of ageing, urbanization and 

the social determinants of health, there 

is, without question, a need for a greater 

capacity to seize this potential. That is why a drive for better 

public policies – the theme of this chapter – forms a third 

pillar supporting the move towards PHC, along with universal 

coverage and primary care.
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The chapter reviews the policies that must be in 
place. These are: 

systems policies – the arrangements that are  
needed across health systems’ building blocks 
to support universal coverage and effective 
service delivery; 
public-health policies – the speci! c actions  
needed to address priority health problems 
through cross-cutting prevention and health 
promotion; and
policies in other sectors – contributions to  
health that can be made through intersectoral 
collaboration. 
The chapter explains how these different pub-

lic policies can be strengthened and aligned with 
the goals pursued by PHC. 

The importance of effective public 
policies for health
People want to live in communities and environ-
ments which secure and promote their health1. 
Primary care, with universal access and social 
protection represent key responses to these 
expectations. People also expect their govern-
ments to put into place an array of public policies 
that span local through to supra-national level 
arrangements, without which primary care and 
universal coverage lose much of their impact and 
meaning. These include the policies required to 
make health systems function properly; to orga-
nize public-health actions of major bene! t to all; 
and, beyond the health sector, the policies that 
can contribute to health and a sense of security, 
while ensuring that issues, such as urbanization, 
climate change, gender discrimination or social 
strati! cation are properly addressed.

A ! rst group of critical public policies are 
the health systems policies (related to essen-
tial drugs, technology, quality control, human 
resources, accreditation, etc.) on which primary 
care and universal coverage reforms depend. 
Without functional supply and logistics systems, 
for example, a primary-care network cannot 
function properly: in Kenya, for example, children 
are now much better protected against malaria 
as a result of local services providing them with 
insecticide-treated bednets2. This has only been 
possible because the work of primary care was 
supported by a national initiative with strong 

political commitment, social marketing and 
national support for supply and logistics.

Effective  public-health policies that address 
priority health problems are a second group with-
out which primary care and universal coverage 
reforms would be hindered. These encompass the 
technical policies and programmes that provide 
guidance to primary-care teams on how to deal 
with priority health problems. They also encom-
pass the classical public-health interventions, 
from public hygiene and disease prevention to 
health promotion. Some interventions, such as 
the forti! cation of salt with iodine, are only fea-
sible at the regional, national or, increasingly at 
supra-national level. This may be because it is 
only at those levels that there is the necessary 
authority to decide upon such policies, or because 
it is more ef! cient to develop and implement 
such policies on a scale that is beyond the local 
dimensions of primary-care action. Finally, pub-
lic policies encompass the rapid response capac-
ity, in command-and-control mode, to deal with 
acute threats to the public’s health, particularly 
epidemics and catastrophes. The latter is of the 
utmost political importance, because failures 
profoundly affect the public’s trust in its health 
authorities. The lack of preparedness and unco-
ordinated responses of both the Canadian and 
the Chinese health systems to the outbreak of 
SARS in 2003, led to public outcries and even-
tually to the establishment of a national public 
health agency in Canada. In China, a similar lack 
of preparedness and transparency led to a crisis 
in con! dence – a lesson learned in time for sub-
sequent events3,4. 

The third set of policies that is of critical con-
cern is known as “health in all policies”, which is 
based on the recognition that population health 
can be improved through policies that are mainly 
controlled by sectors other than health5. The 
health content of school curricula, industry’s 
policy towards gender equality, or the safety 
of food and consumer goods are all issues that 
can profoundly in" uence or even determine the 
health of entire communities, and that can cut 
across national boundaries. It is not possible to 
address such issues without intensive intersec-
toral collaboration that gives due weight to health 
in all policies. 
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Better public policies can make a difference 
in very different ways. They can mobilize the 
whole of society around health issues, as in Cuba 
(Box 4.1). They can provide a legal and social envi-
ronment that is more or less favourable to health 
outcomes. The degree of legal access to abor-
tion, for example, co-determines the frequency 
and related mortality of unsafe abortion6. In 
South Africa, a change in legislation increased 
women’s access to a broad range of options for 
the prevention and treatment of unwanted preg-
nancy, resulting in a 91% drop in abortion-related 
deaths7. Public policies can anticipate future 
problems. In Bangladesh, for example, the death 
toll due to high intensity cyclones and " ooding 
was 240 000 people in 1970. With emergency pre-
paredness and multisectoral risk reduction pro-
grammes, the death toll of comparable or more 
severe storms was reduced to 138 000 people in 
1991 and 4500 people in 20078,9,10 . 

In the 23 developing countries that comprise 
80% of the global chronic disease burden, 8.5 
million lives could be saved in a decade by a 15% 
dietary salt reduction through manufacturers 
voluntarily reducing salt content in processed 
foods and a sustained mass-media campaign 
encouraging dietary change. Implementation of 
four measures from the Framework Convention 
on Tobacco Control (increased tobacco taxes; 

smoke-free workplaces; convention-compliant 
packaging, labelling and awareness campaigns 
about health risks; and a comprehensive adver-
tising, promotion, and sponsorship ban) could 
save a further 5.5 million lives in a decade11. As is 
often the case when considering social, economic 
and political determinants of ill-health, improve-
ments are dependent on a fruitful collaboration 
between the health sector and a variety of other 
sectors. 

Figure 4.1 Deaths attributable to unsafe abortion per 100 000 live births,
by legal grounds for abortiona,12,13
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Box 4.1 Rallying society’s resources for 
health in Cuba14,15,16

In Cuba, average life expectancy at birth is the second highest 
in the Americas: in 2006, it was 78 years, and only 7.1 per 
1000 children died before the age of fi ve. Educational indica-
tors for young children are among the best in Latin America. 
Cuba has achieved these results despite signifi cant economic 
diffi culties – even today, GDP per capita is only I$ 4500. Cuba’s 
success in ensuring child welfare refl ects its commitment to 
national public-health action and intersectoral action.

The development of human resources for health has been a 
national priority. Cuba has a higher proportion of doctors in 
the population than any other country. Training for primary 
care gives specifi c attention to the social determinants of 
health. They work in multidisciplinary teams in comprehensive 
primary-care facilities, where they are accountable for the 
health of a geographically defi ned population providing both 
curative and preventive services. They work in close contact 
with their communities, social services and schools, review-
ing the health of all children twice a year with the teachers. 
They also work with organizations such as the Federation of 
Cuban Women (FMC) and political structures. These contacts 
provide them with the means to act on the social determinants 
of health within their communities.

Cuban national policy has also prioritized investing in early 
child development. There are three non-compulsory pre-
school education programmes, which together are taken up 
by almost 100% of children under six years of age. In these 
programmes, screening for developmental disorders facilitates 
early intervention. Children who are identifi ed with special 
needs, and their families, receive individual attention through 
multidisciplinary teams that contain both health and educa-
tional specialists. National policy in Cuba has not succumbed 
to a false choice between investing in the medical workforce 
and acting on the social determinants of health. Instead, it has 
promoted intersectoral cooperation to improve health through 
a strong preventive approach. In support of this policy, a large 
workforce has been trained to be competent in clinical care, 
working as an active part of the community it serves.
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System policies that are 
aligned with PHC goals
There is growing awareness that when parts of 
the health system malfunction, or are misaligned, 
the overall performance suffers. Referred to vari-
ously as “core functions”17 or “building blocks”18, 
the components of health systems include infra-
structure, human resources, information, tech-
nologies and ! nancing – all with consequences 
for the provision of services. These components 
are not aligned naturally or simply with the 
intended direction of PHC reforms that promote 
primary care and universal coverage: to obtain 
that alignment requires deliberate and compre-
hensive policy arrangements. 

Experience in promoting essential medicines 
has shed light on both the opportunities and 
obstacles to effective systems policies for PHC. 
Since the WHO List of Essential Medicines was 
established in 1977, it has become a primary 
stimulus to the development of national medi-
cines policies. Over 75% of the 193 WHO Member 
States now claim to have a national list of essen-
tial medicines, and over 100 countries have devel-
oped a national medicine policy. Surveys reveal 
that these policies have been effective in mak-
ing lower cost and safer medicines available and 
more rationally used19,20. This particular policy 
has been successfully designed to support PHC, 
and it offers lessons on how to handle cross-cut-
ting challenges of scale ef! ciencies and systems 
co-dependence. Without such arrangements, 
the health costs are enormous: nearly 30 000 
children die every day from diseases that could 
easily have been treated if they had had access 
to essential medicines21.

Medicines policies are indicative of how ef! -
ciencies in the scale of organization can be tapped. 
Safety, ef! cacy and quality of care have universal 
properties that make them amenable to globally 
agreed international standards. Adoption and 
adaptation of these global standards by national 
authorities is much more ef! cient than each 
country inventing its own standards. National 
decision-making and purchasing mechanisms 
can then guide rational, cost-effectiveness-based 
selection of medicines and reduce costs through 
bulk purchase. For example, Figure 4.2 shows 
how centralized oversight of drug purchasing 

and subsidization in New Zealand signi! cantly 
improved access to essential medicines while 
lowering the average prescription price. On a 
larger scale, transnational mechanisms, such as 
UNICEF’s international procurement of vaccines, 
PAHO’s Revolving Fund and the Global Drug 
Facility for tuberculosis treatment, afford con-
siderable savings as well as quality assurances 
that countries on their own would be unlikely to 
negotiate22,23,24,25.

A second key lesson of experience with essen-
tial drugs policies is that a policy cannot exist 
as an island and expect to be effectively imple-
mented. Its formulation must identify those other 
systems elements, be they ! nancing, information, 
infrastructure or human resources, upon which 
its implementation is dependent. Procurement 
mechanisms for pharmaceuticals, for example, 
raise important considerations for systems ! nanc-
ing policies: they are interdependent. Likewise, 
human resources issues related to the education 
of consumers as well as the training and work-
ing conditions of providers are likely to be key 
determinants of the rational use of drugs. 

Systems policies for human resources have 
long been a neglected area and one of the main 
constraints to health systems development27. The 
realization that the health MDGs are contingent 
on bridging the massive health-worker shortfall 
in low-income countries has brought long overdue 
attention to a previously neglected area. Further-
more, the evidence of increasing dependence on 
migrant health workers to address shortages in 
OECD countries underlines the fact that one coun-
try’s policies may have a signi! cant impact on 
another’s. The choices countries make – or fail to 
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make – can have major long-term consequences. 
Human resources for health are the indispens-
able input to effective implementation of primary 
care and universal coverage reforms, and they 
are also the personi! cation of the values that 
de! ne PHC. Yet, in the absence of a deliberate 
choice to guide the health workforce policy by the 
PHC goals, market forces within the health-care 
system will drive health workers towards greater 
sub-specialization in tertiary care institutions, 
if not towards migration to large cities or other 
countries. PHC-based policy choices, on the other 
hand, focus on making staff available for the 
extension of coverage to underserved areas and 
disadvantaged population groups, as with Malay-
sia’s scaling up of 11 priority cadres of workers, 
Ethiopia’s training of 30 000 Health Extension 
Workers, Zambia’s incentives to health workers 
to serve in rural areas, the 80 000 Lady Health 
Workers in Pakistan, or the task shifting for the 
care of HIV patients. These policies direct invest-
ments towards the establishment of the primary-
care teams that are to be the hub of the PHC-
based health system: the 80 000 health workers 
for Brazil’s 30 000 Family Health Teams or the 
retraining of over 10 000 nurses and physicians 
in Turkey. Furthermore, these policies require 
both ! nancial and non-! nancial incentives to 
compete effectively for scarce human resources, 
as in the United Kingdom, where measures have 
been taken to make a career in primary care 
! nancially competitive with specialization. 

The core business of ministries of health 
and other public authorities is to put into place, 
across the various building blocks of the health 
system, the set of arrangements and mechanisms 
required to meet their health goals. When a 
country chooses to base its health systems on 
PHC – when it starts putting into place primary 
care and universal coverage reforms – its whole 
arsenal of system policies needs to be aligned 
behind these reforms: not just those pertaining 
to service delivery models or ! nancing. It is pos-
sible to develop system policies that do not take 
account of the PHC agenda. It is also possible to 
choose to align them to PHC. If a country opts 
for PHC, effective implementation allows no half 
measures; no health systems building block will 
be left untouched.

Public-health policies
Aligning priority health programmes 
with PHC 
Much action in the health sector is marshalled 
around speci! c high-burden diseases, such as 
HIV/AIDS, or stages of the life course such as 
children – so-called priority health conditions. 
The health programmes that are designed around 
these priorities are often comprehensive insofar 
as they set norms, ensure visibility and qual-
ity assurance, and entail a full range of entry 
points to address them locally or at the level of 
countries or regions. Responses to these priority 
health conditions can be developed in ways that 
either strengthen or undercut PHC28.

In 1999 for example, the Primary Care Depart-
ment of the Brazilian Paediatrics Society (SBP) 
prepared a plan to train its members in the Inte-
grated Management of Childhood Illness (IMCI) 
and to adapt this strategy to regional epidemio-
logical characteristics29. Despite conducting an 
initial training course, the SBP then warned 
paediatricians that IMCI was not a substitute for 
traditional paediatric care and risked breaching 
the basic rights of children and adolescents. In a 
next step, it objected to the delegation of tasks to 
the nurses, who are part of the multidisciplinary 
family health teams, the backbone of Brazil’s PHC 
policy. Eventually, the SBP attempted to reclaim 
child and adolescent care as the exclusive domain 
of paediatricians with the argument that this 
ensured the best quality of care. 

Experience with priority health programmes 
shows that the way they are designed makes the 
difference: trying to construct an entire set of 
PHC reforms around the unique requirements 
of a single disease leads to considerable inef! -
ciencies. Yet, the reverse is equally true. While 
AIDS has been referred to as a metaphor for all 
that ails health systems and the wider society30, 
the global response to the HIV pandemic can, in 
many respects, also be viewed as a path! nder for 
PHC. From the start, it has had a strong rights-
based and social justice foundation31. Its links to 
often marginalized and disadvantaged high-risk 
constituencies, and concerns about stigma, have 
led to concerted efforts to secure their rights and 
entitlements to employment, social services and 
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health care. Efforts to scale-up services to con-
form to the goals of universal access have helped 
to expose the critical constraints deriving from 
the workforce crisis. The challenge of provid-
ing life-long treatment in resource-constrained 
settings has inspired innovations, such as more 
effective deployment of scarce human resources 
via “task shifting”, the use of “patient advocates”32, 
and the unexpected implementation of electronic 
health records. Most importantly, the adoption 
of a continuum of care approaches for HIV/AIDS 
from prevention to treatment to palliation has 
helped to revive and reinforce core features of 
primary care, such as comprehensiveness, con-
tinuity and person-centredness32. 

Countrywide public-health initiatives 
While it is essential that primary-care teams 
seek to improve the health of populations at local 
level, this may be of limited value if national- and 
global-level policy-makers fail to take initiatives 
for broader, public policy measures, which are 
important in changing nutrition patterns and 
in" uencing the social determinants of health. 
These can rarely be implemented only in the 
context of local policies. Classical areas in which 
beyond-local-scale public-health interventions 
may be bene! cial include: altering individual 
behaviours and lifestyles; controlling and pre-
venting disease; tackling hygiene and the broader 
determinants of health; and secondary preven-
tion, including screening for disease33. This 
includes measures such as the forti! cation of 
bread with folate, taxation of alcohol and tobacco, 
and ensuring the safety of food, consumer goods 
and toxic substances. Such national- and transna-
tional-scale public-health interventions have the 
potential to save millions of lives. The success-
ful removal of the major risk factors of disease, 
which is technically possible, would reduce pre-
mature deaths by an estimated 47% and increase 
global healthy life expectancy by an estimated 9.3 
years34. However, as is the case for the priority 
programmes discussed above, the corresponding  
public-health policies must be designed so as to 
reinforce the PHC reforms. 

Not all such public-health interventions will 
improve, for example, equity. Health promotion 
efforts that target individual risk behaviours, 

such as health education campaigns aimed at 
smoking, poor nutrition and sedentary lifestyles, 
have often inadvertently exacerbated inequities. 
Socioeconomic differences in the uptake of one-
size-! ts-all public-health interventions have, at 
times, not only resulted in increased health ineq-
uities, but also in victim-blaming to explain the 
phenomenon35. Well-designed  public-health poli-
cies can, however, reduce inequities when they 
provide health bene! ts to entire populations or 
when they explicitly prioritize groups with poor 
health36. The evidence base for privileging public 
policies that reduce inequities is increasing, most 
notably through the work of the Commission on 
Social Determinants of Health (Box 4.2)37.

Rapid response capacity
While PHC reforms emphasize the importance 
of participatory and deliberative engagement of 
diverse stakeholders, humanitarian disasters 
or disease outbreaks demand a rapid response 
capacity that is crucial in dealing effectively with 
the problem at hand and is an absolute impera-
tive in maintaining the trust of the population 
in their health system. Invoking quarantines or 
travel bans, rapidly sequencing the genome of 
a new pathogen to inform vaccine or therapeu-
tic design, and mobilizing health workers and 
institutions without delay can be vital. While the 
advent of an “emergency” often provides the nec-
essary good will and " exibility of these diverse 
actors to respond, an effective response is more 
likely if there have been signi! cant investments 
in preparedness38. 

Global efforts related to the threat of pandemic 
avian inf luenza (H5N1) provide a number of 
interesting insights into how policies that inform 
preparedness and response could be guided by 
the values of PHC related to equity, universal 
coverage and primary-care reforms. In deal-
ing with seasonal and pandemic in" uenza, 116 
national in" uenza laboratories, and ! ve inter-
national collaborating centre laboratories share 
in" uenza viruses in a system that was started by 
WHO over 50 years ago. The system was imple-
mented to identify new pandemic virus threats 
and inform the optimal annual preparation of a 
seasonal in" uenza vaccine that is used primarily 
by industrialized countries. With the primarily 
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developing country focus of human zoonotic 
infections and the spectre of a global pandemic 
associated with H5N1 strains of in" uenza, the 
interest in in" uenza now extends to developing 
countries, and the long-standing public-private 
approach to in" uenza vaccine production and 
virus sharing has come under intense scrutiny. 
The expectation of developing countries for equi-
table access to protection, including affordable 
access to anti-virals and vaccines in the event of a 

pandemic, is resulting in changes to national and 
global capacity strengthening: from surveillance 
and laboratories to capacity transfer for vaccine 
formulation and production, and capacity for 
stock-piling. Thus, the most equitable response 
is the most effective response, and the most effec-
tive rapid response capacity can only emerge 
from the engagement of multiple stakeholders in 
this global process of negotiation. 

Towards health in all policies
The health of populations is not merely a product 
of health sector activities – be they primary-care 
action or countrywide public-health action. It is 
to a large extent determined by societal and eco-
nomic factors, and hence by policies and actions 
that are not within the remit of the health sector. 
Changes in the workplace, for example, can have 
a range of consequences for health (Table 4.1). 

Confronted with these phenomena, the health 
authorities may perceive the sector as powerless 
to do more than try to mitigate the consequences. 
It cannot, of itself, rede! ne labour relations or 
unemployment arrangements. Neither can it 
increase taxes on alcohol, impose technical 
norms on motor vehicles or regulate rural migra-
tion and the development of slums – although all 
these measures can yield health bene! ts. Good 
urban governance, for example, can lead to 75 
years or more of life expectancy, against as few 
as 35 years with poor governance39. Thus, it is 
important for the health sector to engage with 
other sectors, not just in order to obtain collabo-
ration on tackling pre-identi! ed priority health 
problems, as is the case for well-designed public-
health interventions, but to ensure that health is 
recognized as one of the socially valued outcomes 
of all policies.

Such intersectoral action was a fundamental 
principle of the Alma-Ata Declaration. However, 
ministries of health in many countries have strug-
gled to coordinate with other sectors or wield 
in" uence beyond the health system for which 
they are formally responsible. A major obstacle 
to reaping the rewards of intersectoral action has 
been the tendency, within the health sector, to see 
such collaboration as “mostly symbolic in trying 
to get other sectors to help [health] services”40. 
Intersectoral action has often not concentrated 

Box 4.2 Recommendations of the 
Commission on Social Determinants of 
Health37

The Commission on Social Determinants of Health (CSDH) 
was a three-year effort begun in 2005 to provide evidence-
based recommendations for action on social determinants to 
reduce health inequities. The Commission accumulated an 
unprecedented collection of material to guide this process, 
drawing from theme-based knowledge networks, civil society 
experiences, country partners and departments within WHO. 
The fi nal report of the CSDH contains a detailed series of 
recommendations for action, organized around the following 
three overarching recommendations.

1. Improve daily living conditions

Key improvements required in the well-being of girls and 
women; the circumstances in which their children are born, 
early child development and education for girls and boys; living 
and working conditions; social protection policy; and conditions 
for a fl ourishing older life.

2.  Tackle the inequitable distribution of power, money and 
resources

To address health inequities it is necessary to address inequi-
ties in the way society is organized. This requires a strong 
public sector that is committed, capable and adequately 
fi nanced. This in turn requires strengthened governance 
including stronger civil society and an accountable private 
sector. Governance dedicated to pursuing equity is required 
at all levels.

3.  Measure and understand the problem and assess the impact 
of action 

It is essential to acknowledge the problem of health inequity 
and ensure that it is measured – both within countries and 
globally. National and global health equity surveillance systems 
for routine monitoring of health inequity and the social deter-
minants of health are required that also evaluate the health 
equity impact of policy and action. Other requirements are the 
training of policy-makers and health practitioners, increased 
public understanding of social determinants of health, and a 
stronger social determinants focus in research.
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on improving the policies of other sectors, but 
on instrumentalizing their resources: mobiliz-
ing teachers to contribute to the distribution 
of bednets, police of! cers to trace tuberculosis 
treatment defaulters, or using the transport of 
the department of agriculture for the emergency 
evacuation of sick patients. 

A “whole-of-government approach”, aiming for 
“health in all policies” follows a different logic41,42. 
It does not start from a speci! c health problem 
and look at how other sectors can contribute to 
solving them – as would be the case, for example, 
for tobacco-related disease. It starts by looking 
at the effects of agricultural, educational, envi-
ronmental, ! scal, housing, transport and other 

policies on health. It then seeks to work with 
these other sectors to ensure that, while con-
tributing to well-being and wealth, these policies 
also contribute to health5. 

Other sector’s public policies, as well as pri-
vate sector policies, can be important to health 
in two ways. 

Some may lead to adverse consequences for  
health (Table 4.1). Often such adverse conse-
quences are identi! ed retrospectively, as in the 
case of the negative health effects of air pollu-
tion or industrial contamination. Yet, it is also 
often possible to foresee them or detect them 
at an early stage. Decision-makers in other 
sectors may be unaware of the consequences 

Table 4.1 Adverse health effects of changing work circumstances5 

Adverse health effects 
of unemployment

Adverse health effects of 
restructuring 

Adverse health effects of non-standard 
work arrangements 

Elevated blood pressure

Increased depression and 
anxiety

Increased visits to general 
practitioners

Increased symptoms of 
coronary disease

Worse mental health and 
greater stress

Increased psychological 
morbidity and increased 
medical visits

Decreased self-reported 
health status and an 
increase in the number of 
health problems

Increase in family 
problems, particularly 
fi nancial hardships

Reduced job satisfaction, reduced 
organizational commitment and 
greater stress

Feelings of unfairness in 
downsizing process

Survivors face new technologies, 
work processes, new physical 
and psychological exposures 
(reduced autonomy, increased 
work intensity, changes in 
the characteristics of social 
relationships, shifts in the 
employment contracts and 
changes in personal behaviour)

Changes in the psychological 
contract and lost sense of trust

Prolonged stress with 
physiological and psychological 
signs

Higher rates of occupational injury and disease than 
workers with full-time stable employment

High level of stress, low job satisfaction and other 
negative health and well-being factors

More common in distributive and personal service 
sub-sectors where people in general have lower 
educational attainment and low skill levels

Low entitlement to workers’ compensation and low 
level of claims by those who are covered

Increased occupational health hazards due to work 
intensifi cation motivated by economic pressures

Inadequate training and poor communication caused 
by institutional disorganization and inadequate 
regulatory control

Inability of workers to organize their own protection 

Cumulative trauma claims are diffi cult to show due 
to mobility of workers

Reduced ability to improve life conditions due to 
inability to obtain credit, fi nd housing, make pension 
arrangements, and possibility for training

Fewer concerns for environmental issues and health 
and safety at work
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of the choices they are making, in which case 
engagement, with due consideration for the 
other sectors’ goals and objectives, may then 
be the ! rst step in minimizing the adverse 
health effects. 
Public policies developed by other sectors –  
education, gender equality and social inclusion 
– may positively contribute to health in ways 
that these other sectors are equally unaware 
of. They may be further enhanced by more 
purposefully pursuing these positive health 
outcomes, as an integral part of the policy. For 
example, a gender equality policy, developed 
in its own right, may produce health bene! ts, 
often to a degree that the proponents of the 
policy underestimate. By collaborating to give 
more formal recognition to these outcomes, the 
gender equality policy itself is reinforced, and 
the synergies enhance the health outcomes. 
In that case, the objective of intersectoral col-
laboration is to reinforce the synergies. 

Failing to collaborate with other sectors is not 
without its consequences. It affects the perfor-
mance of health systems and, particularly, pri-
mary care. For example, Morocco’s trachoma 
programme relied both on high levels of com-
munity mobilization and on effective collabora-
tion with the ministries of education, interior and 
local affairs. That collaboration has been the key 
to the successful elimination of trachoma43. In 
contrast, the same country’s tuberculosis control 
programme failed to link up with urban devel-
opment and poverty reduction efforts and, as a 
result, its performance has been disappointing44. 
Both were administered by the same Ministry of 
Health, by staff with similar capacities working 
under similar resource constraints, but with dif-
ferent strategies. 

Failing to collaborate with other sectors has 
another consequence, which is that avoidable ill-
health is not avoided. In the NGagne Diaw quar-
ter of Thiaroye-sur-Mer, Dakar, Senegal, people 
make a living from the informal recycling of lead 
batteries. This was of little concern to the authori-
ties until an unexplained cluster of child deaths 
prompted an investigation. The area was found to 
be contaminated with lead, and the siblings and 
mothers of the dead children were found to have 

extremely high concentrations of lead in their 
blood. Now, major investments are required to 
deal with the health and social consequences 
and to decontaminate the affected area, includ-
ing people’s homes. Before the cluster of deaths 
occurred, the health sector had, unfortunately, 
not considered it a priority to work with other 
sectors to help to avoid this situation45. 

Where intersectoral collaboration is successful, 
the health bene! ts can be considerable, although 
deaths avoided are less readily noticed than lives 
lost. For example, pressure from civil society and 
professionals led to the development, in France, of 
a multi-pronged, high-pro! le strategy to improve 
road safety as a social and political issue that had 
to be confronted (and not primarily as a health 
sector issue). Various sectors worked together in a 
sustained effort, with high-level political endorse-
ment, to reduce road-traffic accidents, with 
highly publicized monitoring of progress and a 
reduction in fatalities of up to 21% per year46. 
The health and health equity bene! ts of working 
towards health in all policies have become appar-
ent in programmes such as “Healthy Cities and 
Municipalities”, “Sustainable Cities”, and “Cities 
Without Slums”, with integrated approaches that 
range from engagement in budget hearings and 
social accountability mechanisms to data gather-
ing and environmental intervention47. 

In contemporary societies, health tends to 
become fragmented into various sub-institu-
tions dealing with particular aspects of health 
or health systems, while the capacity to assemble 
the various aspects of public policy that jointly 
determine health is underdeveloped. Even in the 
well-resourced context of, for example, the Euro-
pean Union, the institutional basis for doing this 
remains poorly developed48. Ministries of health 
have a vital role to play in creating such a basis, 
which is among the key strategies for making 
headway in tackling the socioeconomic determi-
nants of ill-health49.

Understanding the under-investment
Despite the bene! ts and low relative cost of better 
public policies, their potential remains largely 
underutilized across the world. One high-pro! le 
example is that only 5% of the world’s popula-
tion live in countries with comprehensive tobacco 
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advertising, promotion and sponsorship bans, 
despite their proven ef! cacy in reducing health 
threats, which are projected to claim one billion 
lives this century50. 

The health sector’s approach to improving pub-
lic policies has been singularly unsystematic and 
guided by patchy evidence and muddled decision-
making – not least because the health commu-
nity has put so little effort into collating and 

communicating these facts. For all the progress 
that has been made in recent years, information 
on the effectiveness of interventions to redress, 
for example, health inequities is still hard to come 
by and, when it is available, it is con! ned to a 
privileged circle of concerned experts. A lack 
of information and evidence is, thus, one of the 
explanations for under-investment. 

Box 4.3 How to make unpopular public policy decisions51

The Seventh Futures Forum of senior health executives organized by the World Health Organization’s Regional Offi ce for Europe in 
2004 discussed the diffi culties decision-makers can have in tackling unpopular policy decisions. A popular decision is usually one that 
results from broad public demand; an unpopular decision does not often respond to clearly expressed public expectations, but is made 
because the minister or the chief medical offi cer knows it is the right action to bring health gains and improve quality. Thus, a potentially 
unpopular decision should not seek popularity but, rather, efforts must be made to render it understandable and, therefore, acceptable. 
Making decisions more popular is not an academic exercise but one that deals with actual endorsement. When a decision is likely to be 
unpopular, participants in the Forum agreed that it is advisable for health executives to apply some of the following approaches.

Talk about health and quality improvement. Health is the core area of expertise and competence, and the explanations of how the 
decision will improve the quality of health and health services should therefore come fi rst. Avoiding non-health arguments that are 
diffi cult to promote may be useful – for instance, in the case of hospital closures, it is much better to talk about improving quality of 
care than about containing costs.

Offer compensation. Explain what people will receive to balance what they will have to give up. Offer some gains in other sectors or in 
other services; work to make a win-win interpretation of the coming decision by balancing good and bad news.

Be strong on implementation. If health authorities are not ready to implement the decision, they should refrain from introducing it until 
they are ready to do so.

Be transparent. Explain who is taking the decision and the stakes of those involved and those who are affected. Enumerate all the 
stakeholders and whether they [are] involved negatively.

Avoid one-shot decisions. Design and propose the decisions as part of an overall plan or strategy.

Ensure good timing. Before making a decision, it is essential to take enough time to prepare and develop a good plan. When the plan 
is ready, the best choice may be to act quickly for implementation.

Involve all groups. Bring into the discussion both the disadvantaged groups and the ones who will benefi t from the decision. Diversify 
the approach.

Do not expect mass-media support solely because the decision is the right one from the viewpoint of health gains. The mass media 
cannot be expected to be always neutral or positive; they may often be brought into the debate by the opponents of the decision. Be 
prepared to face problems with the press.

Be modest. Acceptability of the decision is more likely when decision-makers acknowledge in public that there is some uncertainty 
about the result and they commit openly to monitoring and evaluating the outcomes. This leaves the door open for adjustments during 
the process of implementation.

Be ready for quick changes. Sometimes the feelings of the public change quickly and what was perceived as opposition can turn into 
acceptance.

Be ready for crisis and unexpected side-effects. Certain groups of populations can be especially affected by a decision (such as general 
practitioners in the case of hospital closures). Public-health decision-makers have to cope with reactions that were not planned.

Stick to good evidence. Public acceptance may be low without being based on any objective grounds. Having good facts is a good way 
to shape the debate and avoid resistance.

Use examples from other countries. Decision-makers may look at what is being done elsewhere and explain why other countries deal 
with a problem differently; they can use such arguments to make decisions more acceptable in their own country.

Involve health professionals and, above all, be courageous.
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The fact is, however, that even for well-
informed political decision-makers, many public 
policy issues have a huge potential for unpopular-
ity: whether it is reducing the number of hospi-
tal beds, imposing seatbelts, culling poultry or 
taxing alcohol, resistance is to be expected and 
controversy an everyday occurrence. Other deci-
sions have so little visibility, e.g. measures that 
ensure a safe food production chain, that they 
offer little political mileage. Consensus on stern 
measures may be easy to obtain at a moment 
of crisis, but public opinion has a notoriously 
short attention span. Politicians often pay more 
attention to policies that produce bene! ts within 
electoral cycles of two to four years and, there-
fore, undervalue efforts where bene! ts, such as 
those of environmental protection or early child 
development, accrue over a time span of 20 to 40 
years. If unpopularity is one intractable disincen-
tive to political commitment, active opposition 
from well-resourced lobbies is another. An obvi-
ous example is the tobacco industry’s efforts to 
limit tobacco control. Similar opposition is seen 
to the regulation of industrial waste and to the 
marketing of food to children. These obstacles 
to steering public policy are real and need to be 
dealt with in a systematic way (Box 4.3). 

Compounding these disincentives to politi-
cal commitment is the dif! culty of coordinating 
operations across multiple institutions and sec-
tors. Many countries have limited institutional 
capacity to do so and, very often, do not have 
enough capable professionals to cope with the 
work involved. Crisis management, short-term 
planning horizons, lack of understandable 
evidence, unclear intersectoral arrangements, 
vested interests and inadequate modes of govern-
ing the health sector reinforce the need for com-
prehensive policy reforms to realize the potential 
of public-health action. Fortunately, there are 
promising opportunities to build upon.

Opportunities for better public 
policies 
Better information and evidence
Although there are strong indications that the 
potential gains from better public policies are 
enormous, the evidence base on their outcomes 

and on their cost-effectiveness is surprisingly 
weak52. We know much about the relationship 
between certain behaviours – smoking, diet, 
exercise, etc. – and health outcomes, but much 
less about how to effect behavioural change in a 
systematic and sustainable way at population lev-
els. Even in well-resourced contexts, the obstacles 
are many: the time-scale in achieving outcomes; 
the complexity of multifactorial disease causa-
tion and intervention effects; the lack of data; the 
methodological problems, including the dif! cul-
ties in applying the well-accepted criteria used 
in the evaluation of clinical methods; and the 
different perspectives of the multiple stakehold-
ers involved. Infectious disease surveillance is 
improving, but information on chronic diseases 
and their determinants or on health inequities is 
patchy and often lacks systematic focus. Even the 
elementary foundations for work on population 
health and the collection of statistics on births 
and deaths or diseases are de! cient in many 
countries (Box 4.4)53.

Over the last 30 years, however, there has been 
a quantum leap in the production of evidence for 
clinical medicine through collaborative efforts 
such as the Cochrane Collaboration and the Inter-
national Clinical Epidemiology Network56,57. A 
similar advance is possible in the production of 
evidence on public policies, although such efforts 
are still too tentative compared to the enormous 
resources available for research in other areas 
of health, e.g. diagnostic and therapeutic medical 
technologies. There are, however, signs of prog-
ress in the increasing use of systematic reviews 
by policy-makers58,59.

Two tracks offer potential for signi! cantly 
strengthening the knowledge base. 

Speeding up the organization of systematic  
reviews of critical interventions and their 
economic evaluation. One way of doing this 
is by expanding the remit of existing health 
technology assessment agencies to include 
the assessment of public-health interventions 
and delivery modes, since this would make use 
of existing institutional capacities with ring-
fenced resources. The emerging collaborative 
networks, such as the Campbell Collabora-
tion60, can play a catalyzing role, exploiting 
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the comparative advantage of scale ef! ciency 
and international comparisons.
Accelerating the documentation and assess- 
ment of whole-of-government approaches 
using techniques that build on the initial 
experience with “health impact assess-
ment” or “health equity impact assessment” 
tools61,62,63. Although these tools are still in 
development, there is growing demand from 
local to supra-national policy-makers for such 
analyses (Box 4.5). Evidence of their utility in 
in" uencing public policies is building up64,65,66, 
and they constitute a strategic way of organiz-
ing more thoughtful cross-sector discussions. 
That in itself is an inroad into one of the more 
intractable aspects of the use of the avail-
able evidence base: the clear need for more 
systematic communication on the potential 
health gains to be derived from better pub-
lic policies. Decision-makers, particularly in 
other sectors, are insuf! ciently aware of the 

health consequences of their policies, and of 
the potential bene! ts that could be derived 
from them. Communication beyond the realm 
of the specialist is as important as the produc-
tion of evidence and requires far more effective 
approaches to the dissemination of evidence 
among policy-makers67. Framing population 
health evidence in terms of the health impact 
of policies, rather than in the classical modes 
of communication among health specialists, 
has the potential to change radically the type 
and quality of policy dialogue. 

A changing institutional landscape
Along with lack of evidence, the area where new 
opportunities are appearing is in the institutional 
capacity for developing public policies that are 
aligned with PHC goals. Despite the reluctance, 
including from donors, to commit substantial 
funds to National Institutes of Public Health 
(NIPHs)69, policy-makers rely heavily on them or 

Civil registration is both a product of economic and social devel-
opment, and a condition for modernization. There has been little 
improvement in coverage of vital registration (offi cial record-
ing of births and deaths) over recent decades (see Figure 4.3). 
Almost 40% (48 million) of 128 million global births each year 
go uncounted because of 
the lack of civil53 registra-
tion systems. The situation 
is even worse for deaths 
registration. Globally, two 
thirds (38 million) of 57 mil-
lion annual deaths are not 
registered. WHO receives 
reliable cause-of-death 
statistics from only 31 of 
its 193 Member States.

International ef for ts to 
improve vital statistics 
infrastructure in develop-
ing countries have been 
too limited in size and 
scope54. Neither, the global 
health community nor the 
countries have given the 
development of health sta-
tistics and civil registration 
systems the same priority 

Box 4.4 The scandal of invisibility: where births and deaths are not counted

as health interventions. Within the UN system, civil registration 
development has no identifi able home. There are no coordina-
tion mechanisms to tackle the problem and respond to requests 
for technical support for mobilizing the necessary fi nancial and 
technical resources. Establishing the infrastructure of civil regis-

tration systems to ensure 
all births and deaths are 
counted requires collabo-
ration between different 
partners in different sec-
tors. It needs sustained 
advocacy, the nurturing 
of public trust, support-
ive legal frameworks, 
incentives, fi nancial sup-
port, human resources 
and modernized data 
management systems55. 
Where it functions well, 
vital statistics provide 
basic information for pri-
ority setting. The lack of 
progress in the registra-
tion of births and deaths 
is a major concern for the 
design and implementa-
tion of PHC reforms. 
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Figure 4.3 Percentage of births and deaths recorded in countries with
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on their functional equivalents. In many coun-
tries, NIPHs have been the primary repositories of 
independent technical expertise for public health, 
but also, more broadly, for public policies. Some 
have a prestigious track record: the Fiocruz in 
Brazil, the Instituto de Medicina Tropical “Pedro 
Kouri” in Cuba, Kansanterveyslaitos in Finland, 
the Centers for Disease Control and Prevention 
in the United States, or the National Institute of 
Hygiene and Epidemiology in Viet Nam. They 
testify to the importance that countries accord 
to being able to rely on such capacity69. Increas-
ingly, however, this capacity is unable to cope 
with the multiple new demands for public poli-
cies to protect or promote health. This is leaving 
traditional national and global institutes of public 
health with an oversized, under-funded mandate, 
which poses problems of dispersion and dif! cul-
ties in assembling the critical mass of diversi! ed 
and specialized expertise (Figure 4.4).

In the meantime, the institutional landscape 
is changing as the capacity for public policy sup-
port is being spread over a multitude of national 
and supra-national institutions. The number of 
loci of expertise, often specialized in some aspect 
of public policy, has increased considerably, 

spanning a broad range of institutional forms 
including: research centres, foundations, aca-
demic units, independent consortia and think 
tanks, projects, technical agencies and assorted 
initiatives. Malaysia’s Health Promotion Foun-
dation Board, New Zealand’s Alcohol Advisory 

Box 4.5 European Union impact assessment guidelines68

European Union guidelines suggest that the answers to the following questions can form the basis of an assessment of the impact of 
proposed public-health interventions.

Public health and safety

Does the proposed option:

affect the health and safety of individuals or populations, including life expectancy, mortality and morbidity through impacts on the  
socioeconomic environment, e.g. working environment, income, education, occupation or nutrition?
increase or decrease the likelihood of bioterrorism?  
increase or decrease the likelihood of health risks attributable to substances that are harmful to the natural environment? 
affect health because of changes in the amount of noise or air, water or soil quality in populated areas? 
affect health because of changes in energy use or waste disposal? 
affect lifestyle-related determinants of health such as the consumption of tobacco or alcohol, or physical activity? 
produce specifi c effects on particular risk groups (determined by age, sex, disability, social group, mobility, region, etc.)? 

Access to and effects on social protection, health and educational systems

Does the proposed option:

have an impact on services in terms of their quality and access to them? 
have an effect on the education and mobility of workers (health, education, etc.)? 
affect the access of individuals to public or private education or vocational and continuing training? 
affect the cross-border provision of services, referrals across borders and cooperation in border regions? 
affect the fi nancing and organization of and access to social, health and education systems (including vocational training)? 
affect universities and academic freedom or self-governance? 

1080604020
Proportion of institutions surveyed (%)

Evaluation and promotion of coverage
and access to health services

Figure 4.4 Essential public-health functions that 30 national public-health
institutions view as being part of their portfolio69
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Council and Estonia’s Health Promotion Commis-
sion show that funding channels have diversi! ed 
and may include research grants and contracts, 
government subsidies, endowments, or hypoth-
ecated taxes on tobacco and alcohol sales. This 
results in a more complex and diffuse, but also 
much richer, network of expertise. 

There are important scale ef! ciencies to be 
obtained from cross-border collaboration on 
a variety of public policy issues. For example, 
the International Association of National Public 
Health Institutes (IANPHI) helps countries to set 
up strategies for institutional capacity develop-
ment70. In this context, institution building will 
have to establish careful strategies for specializa-
tion and complementarity, paying attention to the 
challenge of leadership and coordination.

At the same time, this offers perspectives for 
transforming the production of the highly diverse 
and specialized workforce that better public poli-
cies require. Schools of public health, community 
medicine and community nursing have tradition-
ally been the primary institutional reservoirs for 
generating that workforce. However, they produce 
too few professionals who are too often focused 
on disease control and classical epidemiology, 
and are usually ill-prepared for a career of " ex-
ibility, continuous learning and coordinated 
leadership.

The multi-centric institutional development 
provides opportunities for a fundamental re-
think of curricula and of the institutional settings 
of pre-service education, with on-the-job train-
ing in close contact with the institutions where 
the expertise is located and developed71. There 
are promising signs of renewal in this regard 
in the WHO South-East Asian Region (SEARO) 
that should be drawn upon to stimulate similar 
thinking and action elsewhere27. The increasing 
cross-border exchange of experience and exper-
tise, combined with a global interest in improving 
public policy-making capacity, is creating new 
opportunities – not just in order to prepare pro-
fessionals in more adequate numbers but, above 
all, professionals with a broader outlook and who 
are better prepared to address complex public 
heath challenges of the future. 

Equitable and effi cient global 
health action 
In many countries, responsibilities for health and 
social services are being delegated to local levels. At 
the same time, ! nancial, trade, industrial and agri-
cultural policies are shifting to international level: 
health outcomes have to be obtained locally, while 
health determinants are being in" uenced at inter-
national level. Countries increasingly align their 
public policies with those of a globalized world. 
This presents both opportunities and risks. 

In adjusting to globalization, fragmented 
policy competencies in national governance sys-
tems are ! nding convergence. Various ministries, 
including health, agriculture, ! nance, trade and 
foreign affairs are now exploring together how 
they can best inform pre-negotiation trade posi-
tions, provide input during negotiations, and 
weigh the costs and bene! ts of alternative policy 
options on health, the economy and the future of 
their people. This growing global health “inter-
dependence” is accompanied by a mushrooming 
of activities expressed at the global level. The 
challenge is, therefore, to ensure that emerging 
networks of governance are adequately inclusive 
of all actors and sectors, responsive to local needs 
and demands, accountable, and oriented towards 
social justice72. The recent emergence of a global 
food crisis provides further legitimacy to an input 
from the health sector into the evolving global 
response. Gradually, a space is opening for the 
consideration of health in the trade agreements 
negotiated through the World Trade Organiza-
tion (WTO). Although implementation has proved 
problematic, the " exibilities agreed at Doha for 
provision in the Agreement on Trade-Related 
Aspects of Intellectual Property Rights (TRIPS)73 
of compulsory licencing of pharmaceuticals are 
examples of emerging global policies to protect 
health.

There is a growing demand for global norms 
and standards as health threats are being shifted 
from areas where safety measures are being tight-
ened to places where they barely exist. Assembling 
the required expertise and processes is complex 
and expensive. Increasingly, countries are relying 
on global mechanisms and collaboration74. This 
trend started over 40 years ago with the creation 
of the Codex Alimentarius Commission in 1963 



77

Chapter 4. Public policies for the public’s health

by the Food and Agriculture Organization (FAO) 
and the WHO to coordinate international food 
standards and consumer protection. Another 
long-standing example is the International Pro-
gramme on Chemical Safety, established in 1980 
as a joint programme of the WHO, the Interna-
tional Labour Organization (ILO) and the United 
Nations Environment Programme (UNEP). In the 
European Union, the construction of health pro-
tection standards is shared between agencies and 
applied across Europe. Given the expense and 
complexity of drug safety monitoring, many coun-
tries adapt and use the standards of the United 
States Food and Drug Administration (FDA). WHO 
sets global standards for tolerable levels of many 

contaminants. In the meantime, countries must 
either undertake these processes themselves or 
ensure access to standards from other countries 
or international agencies, adapted to their own 
context. 

The imperative for global public-health action, 
thus, places further demands on the capacity and 
strength of health leadership to respond to the 
need to protect the health of their communities. 
Local action needs to be accompanied by the 
coordination of different stakeholders and sectors 
within countries. It also needs to manage global 
health challenges through global collaboration 
and negotiation. As the next chapter shows, this 
is a key responsibility of the state. 
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The preceding chapters have described how health 

systems can be transformed to deliver better health 

in ways that people value: equitably, people-centred, and with 

the knowledge that health authorities administer public-health 

functions to secure the well-being of all 

communities. These PHC reforms demand 

new forms of leadership for health. This 

chapter begins by clarifying why the 

public sector needs to have a strong role 

in leading and steering public health care 

reforms, and emphasizes the fact that this 

function should be exercised through collaborative models of 

policy dialogue with multiple stakeholders, because this is 

what people expect and because it is the most effective. It then 

considers strategies to improve the effectiveness of reform 

efforts and the management of the political processes that 

condition them. 
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Governments as brokers for 
PHC reform
Mediating the social contract 
for health
The ultimate responsibility for shaping national 
health systems lies with governments. Shaping 
does not suggest that governments should − or 
even could – reform the entire health sector on 
their own. Many different groups have a role to 
play: national politicians and local governments, 
the health professions, the scienti! c community, 
the private sector and civil society organizations, 
as well as the global health community. Neverthe-
less, the responsibility for health that is entrusted 
to government agencies is unique and is rooted 
in principled politics as well as in widely held 
expectations1. 

Politically, the legitimacy of governments and 
their popular support depends on their ability to 
protect their citizens and play a redistributive 
role. The governance of health is among the core 
public policy instruments for institutionalized 
protection and redistribution. In modern states, 
governments are expected to protect health, to 
guarantee access to health care and to safeguard 
people from the impoverishment that illness can 
bring. These responsibilities were progressively 
extended, incorporating the correction of mar-
ket failures that characterize the health sector2. 
Since the beginning of the 20th century, health 
protection and health care have progressively 
been incorporated as goods that are guaranteed 
by governments and are central to the social 
contract between the state and its citizens. The 
importance of health systems as a key element 
of the social contract in modernizing societies is 
most acutely evident during reconstruction after 
periods of war or disaster: rebuilding health ser-
vices counts among the ! rst tangible signs that 
society is returning to normal3. 

The legitimacy of state intervention is not 
only based on social and political consider-
ations. There are also key economic actors – the 
medical equipment industry, the pharmaceutical 
industry and the professions – with an interest in 
governments taking responsibility for health to 
ensure a viable health market: a costly modern 
health economy cannot be sustained without risk 

sharing and pooling of resources. Indeed, those 
countries that spend the most on health are also 
those countries with the largest public ! nancing 
of the health sector (Figure 5.1). 

Even in the United States, its exceptionalism 
stems not from lower public expenditure – at 6.9% 
of GDP it is no lower than the high-income coun-
tries average of 6.7% – but from its singularly high 
additional private expenditure. The persistent 
under-performance of the United States health 
sector across domains of health outcomes, qual-
ity, access, ef! ciency and equity5, explains opin-
ion polls that show increasing consensus of the 
notion of government intervention to secure more 
equitable access to essential health care6,7.

A more effective public sector stewardship of 
the health sector is, thus, justi! ed on the grounds 
of greater ef! ciency and equity. This crucial stew-
ardship role is often misinterpreted as a mandate 
for centralized planning and complete adminis-
trative control of the health sector. While some 
types of health challenges, e.g. public-health 
emergencies or disease eradication, may require 
authoritative command-and-control manage-
ment, effective stewardship increasingly relies 
on “mediation” to address current and future 
complex health challenges. The interests of pub-
lic authorities, the health sector and the public 
are closely intertwined. Over the years, this has 
made all the institutions of medical care, such 
as training, accreditation, payment, hospitals, 
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entitlements, etc., the object of intensive bargain-
ing on how broadly to de! ne the welfare state and 
the collective goods that go with it8,9. This means 
that public and quasi-public institutions have to 
mediate the social contract between institutions 
of medicine, health and society10. In high-income 
countries today, the health-care system and the 
state appear indissolubly bound together. In 
low- and middle-income countries, the state has 
often had a more visible role, but paradoxically, 
one that was less effective in steering the health 
sector, particularly when, during the 1980s and 
1990s, some countries of them became severely 
tested by con" icts and economic recession. This 
resulted in their health systems being drawn in 
directions quite different from the goals and val-
ues pursued by the PHC movement.

Disengagement and its consequences 
In many socialist and post-socialist countries 
undergoing economic restructuring, the state 
has withdrawn abruptly from its previously pre-
dominant role in health. China’s deregulation of 
the health sector in the 1980s, and the subse-
quent steep increases in reliance on out-of-pocket 
spending, is a case in point and a warning to the 
rest of the world11. A spectacular deterioration of 
health-care provision and social protection, par-
ticularly in rural areas, led to a marked slowdown 
in the increase in life expectancy11,12. This caused 
China to re-examine its policies and reassert the 
Government’s leadership role − a re-examination 
that is far from over (Box 5.1)13. 

A similar scenario of disengagement was 
observed in many of the countries of central 
and eastern Europe and the Commonwealth of 
Independent States (CEE-CIS). In the early 1990s, 
public expenditure on health declined to levels 
that made administering a basic system virtually 
impossible. This contributed to a major decline 
in life expectancy17. Catastrophic health spending 
became a major cause of poverty18. More recently, 
funding levels have stabilized or even increased, 
but signi! cant improvements in health outcomes 
have not followed and socioeconomic inequali-
ties in health and health-care access are rising. 
Evidence and trends related to these rises, as well 
as increases in informal payment mechanisms 

for health care, indicate that re-engagement is 
still insuf! cient. 

Elsewhere, but most spectacularly in low-
income countries and fragile states, the absence 
or withdrawal of the state from its responsi-
bilities for health re" ects broader conditions of 
economic stagnation, political and social crisis 
and poor governance19. In such conditions, public 
leadership has often become dysfunctional and 
de-institutionalized20, a weakness that is com-
pounded by a lack of ! nancial leverage to steer 
the health sector. Global development policies 
have often added to the dif! culties governments 
face in assuming their responsibilities, for at 
least two reasons. 

The global development agenda of the 1980s  
and 1990s was dominated by concern for the 
problems created by too much state involve-
ment21. The structural adjustment and down-
sizing recipes of these decades still constrain 
the reconstruction of leadership capacity 
today. Public ! nancing in the poorest countries 
became unpredictable, making medium-term 
commitments to the growth of the health sec-
tor dif! cult or impossible. Health planning 
based on needs became the exception rather 
than the rule, since key ! scal decisions were 
taken with little understanding of the potential 
consequences for the health sector and health 
ministries were unable to make an effective 
case for prioritizing budget increases22. 
For decades, the international community’s  
health agenda – including that of WHO – has 
been structured around diseases and inter-
ventions rather than around the broader chal-
lenges being faced by health systems. While 
this agenda has certainly contributed to a 
better appreciation of the burden of disease 
affecting poor countries, it has also profoundly 
in" uenced the structure of governmental and 
quasi-governmental institutions in low- and 
middle-income countries. The resulting frag-
mentation of the governance of the health 
sector has diverted attention from important 
issues, such as the organization of primary 
care, the control of the commercialization of 
the health sector and human resources for 
health crises. 
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The untoward consequences of this trend are 
most marked in aid-dependent countries because 
it has shaped the way funds are channelled23. 
The disproportionate investment in a limited 
number of disease programmes considered as 

global priorities in countries that are dependent 
on external support has diverted the limited 
energies of ministries of health away from their 
primary role as mediator in the comprehensive 
planning of primary care and the public’s health. 

Box 5.1 From withdrawal to re-engagement in China

During the 1980s and 1990s, reduced Government engagement in the health sector exposed increasing numbers of Chinese households 
to catastrophic expenditures for health care. As a result, millions of families in both rural and urban areas found themselves unable 
to meet the costs and were effectively excluded from health care. In cities, the Government Insurance Scheme (GIS) and Labour 
Insurance Scheme (LIS) had previously covered more than half of the population with either full or partial health insurance. However, 
the structural weaknesses of these schemes reached critical levels under the impact of accelerating economic change in the 1990s. 
The percentage of China’s urban population not covered by any health insurance or health plan rose from 27.3% in 1993 to 44.1% in 
199814. By the end of the century, out-of-pocket payments made up more than 60% of health expenditure. This crisis spurred efforts 
to invert the trend: pooling and pre-payment schemes were bolstered in 1998 with the introduction of Basic Medical Insurance (BMI) 
for urban employees.

Financed through compulsory contributions from workers and employers, the BMI aims to replace the old GIS and LIS systems. The 
BMI has aimed for breadth of coverage with a relatively modest depth of benefi ts, linked to fl exibility that can enable the development 
of different types of packages according to local needs in the participating municipalities. Structurally, the BMI fund is divided into two 
parts: individual savings accounts and social pooling funds. Generally speaking, the fi nancial contribution from an employee’s salary or 
wages goes to his or her individual savings account, while the employer’s contribution is split between the individual savings accounts 
and the social pooling fund, applying different percentages according to the age group of employees.

Financial resources under the new BMI are pooled at municipal or city level, instead of by individual enterprises, which signifi cantly 
strengthens the capacity for risk sharing. Each municipal government has developed its own regulations on the use of the resources 
of individual savings accounts and social pooling funds (the two structural parts of the system). The individual savings accounts cover 
outpatient services, while the social pooling fund is meant to cover inpatient expenditures14.

Signifi cant diffi culties with the BMI model remain to be ironed out, in particular as regards equity. For example, studies indicate that, in 
urban areas, better-off populations have been quicker to benefi t from the provisions of the BMI than households with very low incomes, 
while informal sector workers remain on the margins of the scheme. Nonetheless, the BMI has made progress in expanding health 
insurance coverage and access to services among China’s urban population, and is instrumental in reversing the deleterious trends of 
the 1980s and 1990s and, at the same time, assigning a new, intermediary role to government institutions. 

Figure 5.2 Health expenditure in China: withdrawal of the State in the 1980s and 1990s  
 and recent re-engagement
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As a result, multiple, fragmented funding streams 
and segmented service delivery are leading to 
duplication, inef! ciencies and counterproduc-
tive competition for resources between different 
programmes. Consequently, the massive mobi-
lization of global solidarity has not been able to 
offset a growing estrangement between country 
needs and global support, and between people’s 
expectations for decent care and the priorities set 
by their health-sector managers. Moreover, the 
growth in aid-" ow mechanisms and new imple-
menting institutions has further heightened the 
degree of complexity faced by weak government 
bureaucracies in donor-dependent countries, 
increasing transaction costs for those countries 
that can least afford them24. So much effort is 
required to respond to international partners’ 
short-term agendas that little energy is left to deal 
with the multiple domestic stakeholders – pro-
fessions, civil society organizations, politicians, 
and others – where, in the long run, leadership 
matters most. As advocates have rightly argued 
in recent years, better inter-donor coordination 
is not going to solve this problem on its own: 
there is also an urgent need for reinvestment in 
governance capacity. 

Participation and negotiation 
The necessary reinvestment in governmental or 
quasi-governmental institutions cannot mean 
a return to command-and-control health gov-
ernance. Health systems are too complex: the 
domains of the modern state and civil society are 
interconnected, with constantly shifting boundar-
ies25. Professions play a major role in how health 
is governed26, while, as mentioned in Chapter 
2, social movements and quasi-governmental 
autonomous institutions have become complex 
and in" uential political actors27. Patients, profes-
sions, commercial interests and other groups are 
organizing themselves in order to improve their 
negotiating position and to protect their interests. 
Ministries of health are, also, far from homog-
enous: individuals and programmes compete for 
in" uence and resources, adding to the complex-
ity of promoting change. Effective mediation in 
health must replace overly simplistic management 
models of the past and embrace new mechanisms 

for multi-stakeholder policy dialogue to work out 
the strategic orientations for PHC reforms28. 

At the core of policy dialogue is the participa-
tion of the key stakeholders. As countries modern-
ize, their citizens attribute more value to social 
accountability and participation. Throughout the 
world, increasing prosperity, intellectual skills 
and social connectivity are associated with peo-
ple’s rising aspiration to have more say29 in what 
happens at their workplaces and in their com-
munities − hence the importance of people-cen-
tredness and community participation − and in 
important government decisions that affect their 
lives − hence the importance of involving civil 
society in the social debate on health policies30.

Another reason that policy dialogue is so 
important is that PHC reforms require a broad 
policy dialogue to put the expectations of various 
stakeholders in perspective, to weigh up need, 
demand and future challenges, and to resolve the 
inevitable confrontations such reforms imply31. 
Health authorities and ministries of health, which 
have a primary role, have to bring together the 
decision-making power of the political authorities, 
the rationality of the scienti! c community, the 
commitment of the professionals, and the values 
and resources of civil society32. This is a process 
that requires time and effort (Box 5.2). It would 
be an illusion to expect PHC policy formation 
to be wholly consensual, as there are too many 
con" icting interests. However, experience shows 
that the legitimacy of policy choices depends less 
on total consensus than on procedural fairness 
and transparency33,34,35. 

Without a structured, participatory policy 
dialogue, policy choices are vulnerable to appro-
priation by interest groups, changes in political 
personnel or donor ! ckleness. Without a social 
consensus, it is also much more dif! cult to engage 
effectively with stakeholders whose interests 
diverge from the options taken by PHC reforms, 
including other sectors that compete for society’s 
resources; for the “medico-industrial complex”36, 
for whom PHC reform may imply a realignment of 
their industrial strategy and for vested interests, 
such as those of the tobacco or alcohol industries, 
where effective PHC reform constitutes a direct 
threat.
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Effective policy dialogue 
The institutional capacities to enable a productive 
policy dialogue are not a given. They are typi-
cally weak in countries where, by choice or by 
default, laissez-faire dominates the approach to 
policy formation in health. Even in countries with 
mature and well-resourced health systems there 
is scope, and need, for more systematic and insti-
tutionalized approaches: negotiation between 
health authorities and professional institutions 
is often well established, but is much less so with 
other stakeholders and usually limited to discus-
sions on resource allocation for service delivery. 
Policy dialogue must be built. How to do that 
depends very much on context and background. 
Experience from countries that have been able to 
accelerate PHC reforms suggests three common 
elements of effective policy dialogue:

the importance of making information systems  
instrumental to PHC reform;
systematically harnessing innovations; and 
sharing lessons on what works.  

Information systems to 
strengthen policy dialogue 
Policy dialogue on PHC reforms needs to be 
informed, not just by better data, but also by 
information obtained through a departure from 
traditional views on the clients, the scope and 
the architecture of national health information 
systems (Figure 5.3).

Many national health information systems that 
are used to inform policy can be characterized as 
closed administrative structures through which 
there is a limited " ow of data on resource use, 
services and health status. They are often only 
used to a limited extent by of! cials at national 
and global level when formulating policy reforms, 
while little use is made of critical information that 
could be extracted from other tools and sources 
(census data, household expenditure or opinion 
surveys, academic institutions, NGOs, health 
insurance agencies, etc.), many of which are 
located outside the public system or even outside 
the health sector. 

Box 5.2 Steering national directions with the help of policy dialogue: 
experience from three countries

In Canada, a Commission examining the future of health care drew on inputs from focus group discussions and public hearings. Diverse 
stakeholders and groups of the public made clear the value placed by Canadians on equitable access to high-quality care, based on 
need and regardless of ability to pay. At the same time, the Commission had to ensure that this debate would be fed by evidence from 
top policy experts on the realities of the country’s health system. Of critical importance was the evidence that public fi nancing of 
health care not only achieves goals of equity, but also those of effi ciency, in view of the higher administrative costs associated with 
private fi nancing. The discussion on values and the relevant evidence were then brought together in a policy report in 2002 that set 
out the direction for a responsive, sustainable and publicly funded PHC system, considered to be “the highest expression of Canadians 
caring for one another”37. The strong uptake by policy-makers of the Commission’s recommendations refl ects the robustness of the 
evidence-informed analysis and public engagement. 

In Brazil, the fi rst seven Conferências Nacionais de Saúde, the platform for national policy dialogue in the health sector between 1941 
and 1977, had a distinctly top-down and public-sector-only fl avour, with a classic progression from national plans to programmes and 
extension of the network of basic health services. The watershed came with the 8th conference in 1980: the number of participants 
increased from a few hundred to 4000, from a wide range of constituencies. This and subsequent conferências pursued agendas that 
were driven far more than before by values of health democracy, access, quality, humanization of care and social control. The 12th 
national conference, in 2003, ushered in a third consolidation phase: 3000 delegates, 80% of them elected, and a focus on health as 
a right for all and a duty of the State38.

Thailand went through similar phases. The extension of basic health care coverage by a proactive Ministry of Health, encouraged by 
the lobby of the Rural Doctors Association, resulted in the 1992 launch of the Decade of Health Centre Development. After the 1994 
economic crisis, ministry offi cials started mobilizing civil society and academia around the universal coverage agenda, convening a 
few thousand delegates to the First Health Care Reform Forum in 1997. Liaison with the political world soon followed, with a bold move 
towards universal access and social protection known as the “30 Baht policy”39. With the National Health Act of 2007, stakeholder 
participation has been institutionalized through a National Health Commission that includes health professionals, civil society members 
and politicians. 
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Routine data from traditional health informa-
tion systems fails to respond to the rising demand 
for health-related information from a multitude 
of constituencies. Citizens need easier access to 
their own health records, which should inform 
them about the progress being made in their 
treatment plans and allow them to participate 
in decisions related to their own health and that 
of their families and communities. Communities 
and civil society organizations need better infor-
mation to protect their members’ health, reduce 
exclusion and promote equity. Health profession-
als need better information to improve the quality 
of their work, and to improve coordination and 
integration of services. Politicians need informa-
tion on how well the health system is meeting 
society’s goals and on how public money is being 
used.

Information that can be used to steer change 
at the policy level is quite different from the 
data that most conventional health information 
systems currently produce. There is a need to 
monitor what the reforms are achieving across 
the range of social values and the associated out-
comes that are central to PHC: equity, people-cen-
tredness, protection of the health of communities 
and participation. That means asking questions 
such as: 

is care comprehensive, integrated, continuous  
and effective? 
is access guaranteed and are people aware of  
what they are entitled to? 
are people protected against the economic  
consequences of ill-health? 

are authorities effective in ensuring protection  
against exclusion from care? 
are they effective in ensuring protection against  
exploitation by commercial providers? 

Such questions go well beyond what can be 
answered by tracking health outcome indicators, 
resource use and service output, which is what 
conventional health information systems focus on. 
The paradigm shift required to make information 
systems instrumental to PHC reform is to refocus 
on what is holding up progress in reorienting 
the health system. Better identi! cation of priority 
health problems and trends is important (and 
vital to anticipate future challenges) but, from 
a policy point of view, the crucial information is 
that which allows identi! cation of the operational 
and systemic constraints. In low-income coun-
tries in particular, where planning has long been 
structured along epidemiological considerations, 
this can provide a new and dynamic basis for 
orienting systems development40. The report by 
the Bangladesh Health Watch on the state of the 
country’s health workforce, for example, identi-
! ed such systemic constraints and corresponding 
recommendations for the consideration of health 
authorities41.

The multiplication of information needs and 
users implies that the way health information is 
generated, shared and used also has to evolve. 
This critically depends on accessibility and trans-
parency, for example, by making all health-related 
information readily accessible via the Internet – 
as in Chile, where effective communication was 

considered both an outcome 
and a motor of their “Regime 
of Explicit Health Guarantees”. 
PHC reform calls for open and 
collaborative models to ensure 
that all the best sources of data 
are tapped and information 
" ows quickly to those who can 
translate it into appropriate 
action. 

Open and col laborat ive 
structures, such as the “Obser-
vatories” or “Equity Gauges” 
offer speci! c models of comple-
menting routine information 

From

Figure 5.3 Transforming information systems into instruments for PHC reform
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systems, by directly linking the production and 
dissemination of intelligence on health and social 
care to policy-making and to the sharing of best 
practices42. They re" ect the increasing value 
given to cross-agency work, health inequali-
ties and evidence-based policy-making. They 
bring together various constituencies, such as 
academia, NGOs, professional associations, cor-
porate providers, unions, user representatives, 
governmental institutions and others, around 
a shared agenda of monitoring trends, studies, 
information sharing, policy development and 
policy dialogue (Box 5.3). 

Paradoxically, these open and " exible con-
! gurations provide continuity in settings where 
administrative and policy continuity may be 
affected by a rapid turnover of decision-makers. 

In the Americas, there are observatories that spe-
ci! cally focus on human resource issues in 22 
countries. In Brazil, for example, the observatory 
is a network of more than a dozen participating 
institutions (referred to as “workstations”): uni-
versity institutes, research centres and a federal 
of! ce, coordinated through a secretariat based 
at the Ministry of Health and the Brasilia of! ce 
of PAHO44. These networks played a key role in 
setting up Brazil’s current PHC initiatives. Such 
national and sub-national structures also exist 
in various European countries, including France, 
Italy and Portugal45. Comparatively autonomous, 
such state/non-state multi-stakeholder networks 
can cover a wide range of issues and be sensitive 
to local agendas. In the United Kingdom, each 
regional observatory takes the lead on speci! c 

Box 5.3 Equity Gauges: stakeholderholder collaboration to tackle health inequalities43

Equity Gauges are partnerships of multiple stakeholders that organize active monitoring and remedial action around inequity in health 
and health care. So far, they have been established in 12 countries on three continents. Some operate at a countrywide level, some 
monitor a subset of districts or provinces in a country, a few operate at a regional level and others focus specifi cally on equity within a 
city or municipality; nine have a national focus and three work at the municipal level (in Cape Town (South Africa), El Tambo (Ecuador) 
and Nairobi (Kenya). The Equity Gauges bring together stakeholders representing a diversity of local contexts, including parliamentar-
ians and councillors, the media, ministries and departments of health, academic institutions, churches, traditional leaders, women’s 
associations, community-based and nongovernmental organizations, local authority organizations and civic groups. Such a diversity of 
stakeholders not only encourages wide social and political investment, but also supports capacity development within countries.

Equity Gauges develop an active approach to monitoring and dealing with inequity in health and health care. They move beyond a 
mere description or passive monitoring of equity indicators to a set of specifi c actions designed to effect real and sustained change in 
reducing unfair disparities in health and health care. This work entails an ongoing set of strategically planned and coordinated actions 
that involves a range of different actors who cut across a number of different disciplines and sectors.

The Equity Gauge strategy is explicitly based on three “pillars of action”. Each one is considered to be equally important and essential 
to a successful outcome and all three are developed in parallel:

research and monitoring to measure and describe inequities;  
advocacy and public participation to promote the use of information to effect change, involving a broad range of stakeholders from  
civil society working together in a movement for equity;
community involvement to involve poor and marginalized people as active participants in decision-making rather than passive  
recipients of measures designed for their benefi t.

The Equity Gauge strategy consists, therefore, of a set of interconnected and overlapping actions – it is not, as the name might suggest, 
just a set of measurements. For example, the selection of equity indicators for measurement and monitoring should take account of 
the views of community groups and consider what would be useful from an advocacy perspective. In turn, the advocacy pillar relies on 
reliable indicators developed by the measurement pillar and may involve community members or public fi gures.

Equity Gauges choose indicators according to the particular needs of the country as well as of the stakeholders. Emphasis is placed, 
however, on generating trend data within all Gauges to enable understanding of progress over time. Indicators are measured across a 
variety of dimensions of health, including health status; health-care fi nancing and resource allocation; access to health care; and quality 
of health care (such as maternal and child health, communicable diseases and trauma). All indicators are disaggregated according to the 
“PROGRESS” acronym that describes a broad range of socioeconomic factors often associated with inequities in health determinants: 
Place of residence, Religion, Occupation, Gender, Race/ethnicity, Education, Socioeconomic status and Social networks/capital.
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issues, such as inequalities, primary care, vio-
lence and health, or the health of older people46. 
All cover a wide range of issues of regional 
relevance (Table 5.1): they thus institutionalize 
the linkages between local developments and 
countrywide policy-making. 

Strengthening policy dialogue with 
innovations from the fi eld 
These links between local reality and policy-mak-
ing conditions the design and implementation of 
PHC reforms. The build up to the introduction of 
Thailand’s “30 Baht” universal coverage scheme 
provides an example of a deliberate attempt to 
infuse policy deliberations with learning from 
the ! eld. Leaders of Thailand’s reform process 
organized a mutually reinforcing interplay 
between policy development at the central level 
and “! eld model development” in the country’s 
provinces. Health workers on the periphery and 
civil society organizations were given the space 
to develop and test innovative approaches to care 
delivery, to see how well they met both profes-
sional standards and community expectations 
(Figure 5.4). Field model development activities, 
which were supported by the Ministry of Health, 
were organized and managed at provincial level, 
and extensively discussed and negotiated with 
provincial contracts. Each province developed its 
own strategies to deal with its speci! c problems. 
The large amount of " exibility given to the prov-
inces in deciding their own work programmes 
had the advantage of promoting ownership, 
fostering creativity and allowing original ideas 
to come forward. It also built local capacities. 
The downside to the high level of autonomy of 
the provinces was a tendency to multiply initia-
tives, making it dif! cult to evaluate the results to 
be fed into the policy work in a systematic way. 

On balance, however, the dif! culties due to the 
locally-driven approach were compensated for 
by the positive effects related to reform dynam-
ics and capacity building. By 2001, nearly half 
of Thailand’s 76 provinces were experimenting 
with organizational innovation, most of it around 
issues of equitable access, local health-care sys-
tems and community health52. 

Thailand’s “30 Baht” universal coverage 
reform was a bold political initiative to improve 
health equity. Its transformation into a concrete 
reality was made possible through the accumu-
lated experience from the ! eld and through the 
alliances the ! eldwork had built between health 
workers, civil society organizations and the pub-
lic. When the scheme was launched in 2001, these 
provinces were ready to pilot and implement the 

Table 5.1 Roles and functions of public-health 
observatories in England42

Roles Functionsa

Monitoring health and 
disease trends and 
highlighting areas for 
action

Study on the inequalities existing 
in coronary heart disease, together 
with recommendations for action47

Identifying gaps in 
health information

Study of current information sources 
and gaps on perinatal and infant 
health48

Advising on methods 
for health and health 
inequality impact 
assessment

Overview of health impact 
assessment49 

Drawing together 
information from 
different sources in 
new ways to improve 
health

Health profi le using housing and 
employment data alongside health 
data50 

Carrying out projects 
to highlight particular 
health issues

A study of the dental health of fi ve-
year-olds in the Region51

Evaluating progress 
by local agencies in 
improving health and 
eliminating inequality

Baselines and trend data 

Looking ahead to give 
early warning of future 
public health problems

Forum for partners to address likely 
future public health issues such as 
the ageing population and genetics

a Example: Northern and Yorkshire Public Health Observatory.

Figure 5.4 Mutual reinforcement between innovation in the fi eld and 
policy development in the health reform process
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scheme. Furthermore, the organizational models 
they had developed informed the translation of 
political commitment to universal coverage into 
concrete measures and regulations53.

This mutually reinforcing process of linking 
policy development with learning from the ! eld 
is important for several reasons: 

it taps the wealth of latent knowledge and inno- 
vation within the health sector;
bold experiments in the ! eld give front-line  
workers, system leaders and the public an 
inspiring glimpse of what the future might look 
like in a health system shaped by PHC values. 
This overcomes one of the greatest obstacles to 
bold change in systems − people’s inability to 
imagine that things could actually be different 
and be an opportunity rather than a threat;
the linking of policy development with front- 
line action fosters alliances and support from 
within the sector, without which far-reaching 
reform is not sustainable;
such processes engage society both locally and  
at national level, generating the demand for 
change that is essential in building political 
commitment and maintaining the momentum 
for reform. 

Building a critical mass of 
capacity for change
The stimulation of open, collaborative structures 
that supply reforms with strategic intelligence 
and harness innovation throughout the health 
system requires a critical mass of committed and 
experienced people and institutions. They must 
not only carry out technical and organizational 
tasks, but they must also be able to balance " ex-
ibility and coherence, adapt to new ways of work-
ing, and build credibility and legitimacy54. 

However, that critical mass of people and 
institutions is often not available31. Institutions 
in low-income countries that have suffered 
from decades of neglect and disinvestment are 
of particular concern. They are often short on 
credibility and starved of resources, while key 
staff may have found more rewarding working 
environments with partner agencies. Poor gover-
nance complicates matters, and is compounded 
by international pressure for state minimalism 
and the disproportionate in" uence of the donor 

community. The conventional responses to lead-
ership capacity shortfalls in such settings, which 
are characterized by a heavy reliance on external 
technical assistance, toolkits and training, have 
been disappointing (Box 5.4). They need to be 
replaced by more systematic and sustainable 
approaches in order to institutionalize competen-
cies that learn from and share experience55.

Documented evidence of how individual and 
institutional policy dialogue and leadership 
capacities build up over time is hard to ! nd, but 
a set of extensive interviews of health sector lead-
ers in six countries shows that personal career 
trajectories are shaped by a combination of three 
decisive experiences56. 

At some point in their careers, all had been  
part of a major sectoral programme or project, 
particularly in the area of basic health serv-
ices. Many of them refer to this as a formative 
experience: it is where they learned about 
PHC, but also where they forged a commit-
ment and started building critical alliances 
and partnerships.
Many became involved in national planning  
exercises, which strengthened their capacity to 
generate and use information and, again, their 
capacity to build alliances and partnerships. 
Few had participated personally in major stud-
ies or surveys, but those who had, found it an 
opportunity to hone their skills in generating 
and analyzing information.
All indicated the importance of cooptation and  
coaching by their elders: “You have to start out 
as a public health doctor and be noticed in one 
of the networks that in! uence decision making 
in MOH. After that your personal qualities and 
learning by doing [determine whether you’ll get 
to be in a position of leadership].”56 

These personal histories of individual capacity 
strengthening are corroborated by more in-depth 
analysis of the factors that contributed to the 
institutional capacities for steering the health 
sector in these same countries. Table 5.2 shows 
that opportunities to learn from large-scale 
health-systems development programmes have 
contributed most, con! rming the importance of 
hands-on engagement with the problems of the 
health sector in a collaborative environment. 
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Box 5.4 Limitations of conventional capacity building in low- and middle-income countries55

The development community has always tended to respond to the 
consequences of institutional disinvestment in low- and middle-
income countries through its traditional arsenal of technical assist-
ance and expert support, toolkits and training (Figure 5.5). From 
the 1980s onwards, however, it became clear that such “technical 
assistance” was no longer relevant 58 and the response re-invented 
itself as “project management units” concentrating on planning, 
fi nancial management and monitoring. 

The stronger health systems were able to benefit from the 
resources and innovation that came with projects but, in others, 
the picture was much more mixed. As a recurrent irritant to national 
authorities, accountability to funding agencies often proved 
stronger than commitment to national development: demonstrat-
ing project results took precedence over capacity building and 
long-term development59, giving disproportionate weight to project 
managers at the expense of policy coherence and country leader-
ship. In more recent years, the wish to reinforce country ownership 
– and changes in the way donors purchase technical assistance 
services – paved the way for a shift from project management to 
the supply of short-term expertise through external consultants. 
In the 1980s and early 1990s, the expertise was essentially pro-
vided by academic institutions and the in-house experts of bilateral 
cooperation and United Nations agencies. The increased volume of 
funding for technical sup-
port contributed to shift-
ing the expertise market 
to freelance consultants 
and consultancy fi rms, so 
that expertise has become 
increasingly provided on a 
one-time basis, by techni-
cal experts whose under-
standing of the systemic 
and local political context 
is necessarily limited60. 

In 2006, technical coop-
eration constituted 41% 
of total overseas devel-
opment aid for health. 
Adjusted for infl ation, its 
volume tripled between 
1999 and 2006, particu-
larly through expansion of 
technical cooperation on 
HIV/AIDS. Adapting to the complexities of the aid architecture, 
experts and consultants now also increasingly act as intermediar-
ies between countries and the donor community: harmonization 
has become a growth business, lack of country capacity fuelling 
further disempowerment.
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Figure 5.5 A growing market: technical cooperation as part of Official  
 Development Aid for Health. Yearly aid flows in 2005, 
 deflator adjusted61
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The second mainstay response to the capacity problem has been the 
multiplication of planning, management and programme toolkits. 
These toolkits promise to solve technical problems encountered 
by countries while aiming for self-reliance. For all their potential, 
rigour and evidence base, the usefulness of toolkits in the fi eld has 
often not lived up to expectations for four main reasons. 

They often underestimate the complexity of the problems they  
are supposed to deal with62.
They often rely on international expertise for their implementa- 
tion, thereby defeating one of their main purposes, which is 
to equip countries with the ways and means to deal with their 
problems themselves. 
Some have not delivered the promised technical results 63 or 
led to unexpected untoward side-effects64. 
The introduction of toolkits is largely supply driven and linked to  
institutional interests, which makes it diffi cult for countries to 
choose among the multitude of competing tools that are proposed. 

The capacity-building prescription that completes the spectrum is 
training. Sometimes, this is part of a coherent strategy: Morocco’s 
Ministry of Health, for example, has applied a saturation training 
approach similar to that of Indonesia’s Ministry of Finance65, send-
ing out large numbers of young professionals for training in order 

to build up a recruitment 
base of qualifi ed staff and, 
eventually, a critical mass 
of leaders. Such deliberate 
approaches, however, are 
rare. Much more common are 
short “hotel” training courses 
that mix technical objectives 
and exchange with implicit 
aims to top-up salaries and 
buy political goodwill. The 
prevailing scepticism about 
the usefulness of such pro-
grammes (systematic evalu-
ation is uncommon) contrasts 
sharply with the resources 
they mobilize, at a consider-
able opportunity cost. 

In the meantime, new mar-
kets in education, training 
and vir tual learning are 
developing, while actors in 

low- and middle-income countries can access Internet sites on 
most health systems issues and establish electronic communi-
ties of practice. With contemporary information technology and 
globalization, traditional recipes for capacity development in poor 
countries are quickly becoming obsolete54. 
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Especially noteworthy is the fact that the intro-
duction of tools was rarely identi! ed as a critical 
input, and respondents did not highlight inputs 
from experts and training. 

The implication is that the key investment 
for capacity building for PHC reforms should be 
to create opportunities for learning by linking 
individuals and institutions to ongoing reform 
processes. A further consideration is the impor-
tance of doing so in an environment where 
exchange, within and between countries, is 
facilitated. Unlike the conventional approaches 
to capacity building, exchange and exposure to 
the experience of others enhances self-reliance. 
This is not just a recipe for under-resourced 
and poorly performing countries. Portugal, for 
example, has organized a broad societal debate 
on its 2004−2010 National Health Plan involving 
a pyramid of participation platforms from local 
and regional to national level, and 108 substantial 
contributions to the plan from sources ranging 
from civil society and professional organizations 
to local governments and academia. At three crit-
ical moments in the process, international panels 
of experts were also invited from other countries 
to act as sounding boards for their policy debate: 
a collaboration that was a learning exercise for 
all parties57.

Managing the political process: from 
launching reform to implementing it
PHC reforms change the balance of power within 
the health sector and the relationship between 
health and society. Success depends not only on 
a credible technical vision, but also on the abil-
ity to obtain the high-level political endorsement 
and the wider commitment that is necessary to 
mobilize governmental, ! nancial and other insti-
tutional machineries. 

As a technical sector, health rarely has prom-
inence in the hierarchy of the political arena. 
Ministries of health have often had enough to 
deal with simply trying to resolve the techni-
cal challenges internal to the sector. They are 
traditionally ill at ease, short of leverage and ill 
equipped to make their case in the wider politi-
cal arena, particularly in low- and low-middle-
income countries. 

The general lack of political in" uence limits 
the ability of health authorities, and of other 
stakeholders in the PHC movement, to advance 
the PHC agenda, especially when it challenges 
the interests of other constituencies. It explains 
the frequently absent or overly cautious reactions 
against the health effects of working conditions 
and environmental damage, or the slow imple-
mentation of regulations that may interfere with 
the commercial interests of the food and tobacco 
industry. Similarly, ambitious reform efforts are 
often diluted or watered down under the in" u-
ence of the donor community, the pharmaceuti-
cal and the health technology industries, or the 
professional lobbies26,66.

Lack of political in" uence also has conse-
quences within governmental spheres. Ministries 
of health are in a particularly weak position in 
low- and low-middle-income countries, as is 
evidenced by the fact that they can claim only 
4.5% and 1.7%, respectively, of total government 
expenditure (against 10% and 17.7%, respectively, 
in upper-middle and high-income countries)67. 
The lack of prominence of health priorities in 
wider development strategies, such as the Poverty 
Reduction Strategy Papers (PRSPs), is another 
illustration of that weakness68. Equally, minis-
tries of health are often absent in discussions 
about caps on social (and health) spending, which 

Table 5.2 Signifi cant factors in improving institutional 
capacity for health-sector governance in six countriesa,56 

Factorsb

No. of countries 
where factor was an 

important contributor

Average score 
for strength of 

contribution

Sector programmes/
large-scale projects

4 7.25

Establishment of 
institutions

3 6.7

National policy 
debate events

3 5.6

Research, studies 
and situation 
analysis

4 5.1

New planning and 
management tools

1 5

a 
Burkina Faso, the Democratic Republic of the Congo, Haiti, Mali, Morocco and Tunisia.

b
Identifi ed through document analysis and interviews with 136 key informants.
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are dominated by debates on macroeconomic 
stability, in" ation targets or sustainable debt. It 
is telling that, in highly indebted countries, the 
health sector’s efforts to obtain a share of the debt 
relief funds have been generally slow, less than 
forceful and unconvincing compared to educa-
tion, foregoing possibilities for rapid expansion 
of their resource base69.

Despite these challenges, there is a growing 
indication that the political will for ambitious 
reforms based on PHC is taking place. India’s 
health missions − “rural” and subsequently 
“urban” − are accompanied by a doubling of pub-
lic expenditure on health. China is preparing an 
extremely ambitious rural PHC reform that also 
includes a major commitment of public resources. 
The size and comprehensiveness of PHC-oriented 
reforms in Brazil, Chile, Ethiopia, the Islamic 
Republic of Iran, New Zealand, Thailand and 
many other countries, re" ect very clearly that it 
is not unrealistic to mobilize political will. Even 
in extremely unfavourable circumstances, it has 
proven possible to gain credibility and political 
clout through pragmatic engagement with politi-
cal and economic forces (Box 5.5). 
Experience across these countries shows that 
political endorsement of PHC reforms critically 
depends on a reform programme that is formu-
lated in terms that show its potential political 
dividends. To do that it has to:

respond explicitly to rising demand as well  
as to the health challenges and health system 
constraints the country faces, showing that it 
is not merely a technical programme, but one 
rooted in concerns relevant to society;
specify the expected health, social and politi- 
cal returns, as well as the relevant costs, in 
order to demonstrate the expected political 
mileage as well as its affordability;
be visibly based on the key constituencies’  
consensus to tackle the obstacles to PHC, pro-
viding reassurance of the reforms’ political 
feasibility. 

Creating the political alignment and commit-
ment to reform, however, is only a ! rst step. 
Insuf! cient preparation of its implementation is 
often the weak point. Of particular importance 
is an understanding of resistance to change, 

particularly from health workers70,71,72,73. While 
the intuition of leadership has its merits, it is also 
possible to organize more systematic exercises to 
anticipate and respond to the potential reactions 
of stakeholders and the public: political mapping 
exercises, as in Lebanon34; marketing studies and 
opinion polls, as in the United States74; public 
hearings, as in Canada; or sector-wide meetings 
of stakeholders, as in the Etats Généraux de la 
Santé in French-speaking Africa. Delivering on 
PHC reforms requires a sustained management 
capacity across levels of the system, embedded 
in institutions that are ! t for the purpose. In 
Chile, for example, administrative structures and 
competencies across the whole of the Ministry 
of Health are being rede! ned in line with the 
PHC reforms. Such structural changes are not 
suf! cient. They need to be instigated in conjunc-
tion with changes in the organizational culture, 
from one of issuing decrees for change to a more 
inclusive collaboration with a variety of stake-
holders across the levels of the health system. 
That in turn requires the institutionalization of 
policy-dialogue mechanisms drawing practice-
based knowledge up from the ground level to 
inform overall systems governance, while rein-
forcing social linkages and collaborative action 
among constituencies at community level75. This 
management capacity should not be assumed, it 
requires active investment. 

Even with effective political dialogue to gain 
consensus on speci! c PHC reforms and the req-
uisite management for implementation across 
levels of the system, many such reforms do not 
have their intended impact. The best-planned and 
executed policy reforms often run into unantici-
pated challenges or rapidly changing contexts. 
Broad experience in dealing with complex sys-
tems behaviour suggests that signi! cant short-
falls or shifts away from articulated goals are to 
be expected. An important component to build 
into the reform processes is mechanisms that 
can pick up signi! cant unintended consequences 
or deviations from expected performance bench-
marks, which allow for course corrections during 
implementation.

Widespread evidence on inequities in health 
and health care in virtually all countries is a 
humbling reminder of the dif! culties confronting 
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Recent developments in the Democratic Republic of the Congo 
show how renewed leadership can emerge even under extremely 
challenging conditions. The beginnings of the reconstruction of 
the country’s health system, devastated by economic collapse 
and state failure culminating in a brutal war is, above all, a story 
of skilful political management. 

The Democratic Republic of the Congo had seen a number of suc-
cessful experiences in PHC development at the district level during 
the 1970s and early 1980s. The economic and political turmoil 
from the mid-1980s onwards saw central government authority 
in health disintegrate, with an extreme pauperization of the health 
system and the workers within it. Health workers developed a 
multiplicity of survival strategies, charging patients and capital-
izing on the many aid-funded projects, with little regard for the 
consequences for the health system. Donors and international 
partners lost confi dence in the district model of integrated service 
delivery in the country and instead chose to back stand-alone dis-
ease control and humanitarian aid programmes. While, between 
1999 and 2002, the Ministry of Health commanded less than 0.5% 
of total government expenditure, its central administration and its 
Department of Planning and Studies – 15 staff in total – faced the 
overwhelming task of providing guidance to some 25 bilateral and 
multilateral agencies, more than 60 international and 200 national 
NGOs, 53 disease control programmes (with 13 government donor 
coordination committees) 
and 13 provincial ministries 
of health – not forgetting 
health-care structures organ-
ized by private companies and 
universities.

As the intensity of civil strife 
abated, a number of key 
Ministry of Health staff took it 
upon themselves to revitalize 
and update the district model 
of primary health care. Aware 
of the marginal position of the 
Ministry in the health sector, 
they co-opted the “internal 
diaspora” (former civil serv-
ants now working for the 
many international develop-
ment agencies present in the 

Box 5.5 Rebuilding leadership in health in the aftermath of war and economic collapse

country) in an open structure around the Ministry. This steering 
group drafted a national health systems strengthening strategy. 
It included (i) a progressive roll-out of integrated services, district 
by district, coordinated through regional plans and backed by a 
fundamental shift in funding from programme-specifi c fl ows to 
system funding; (ii) a set of protective “damage-control” measures 
to halt institutional infl ation and prevent further distortion of the 
system; and (iii) an explicit plan to tackle the problem of donor 
fragmentation, which had reached critical proportions. In designing 
the strategy, the steering group made deliberate efforts to set up 
networks within the health sector itself and alliances with other 
government actors and social constituencies.

The formal endorsement of the national plan by donors and civil 
society sent a strong political signal of the success of this new 
mode of working. The national health systems strengthening strat-
egy became the health component of the national poverty reduc-
tion strategy. Donors and international partners aligned existing 
projects, albeit to a variable degree, while others reshaped new 
initiatives to fi t the national strategy. 

Perhaps the most powerful testimony to the effective manage-
ment of this process is the change in the composition of donor 
funding for health (Figure 5.6). The proportion of funds dedicated 
to general systems strengthening under provincial and district 

plans has increased appreci-
ably in relation to the level 
of funding earmarked for 
disease control and humani-
tarian relief programmes. 
The advances remain fragile, 
in a context where much of 
the health sector – including 
its governance – needs to be 
reconstructed.

Nevertheless, the national 
strategy has strong roots in 
fi eldwork and, in a remark-
able turnaround against high 
odds, the Ministry of Health 
has gained credibility with 
other stakeholders and has 
improved its position in rene-
gotiating the fi nances of the 
health sector.
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PHC reforms. This chapter has emphasized that 
leadership for greater equity in health must be 
an effort undertaken by the whole of society and 
engage all relevant stakeholders. Mediating multi-
stakeholder dialogues around ambitious reforms 
be they for universal coverage or primary care 
places a high premium on effective government. 
This requires re-orienting information systems 
the better to inform and evaluate reforms, build-
ing ! eld-based innovations into the design and 
redesign of reforms, and drawing on experi-
enced and committed individuals to manage the 

direction and implementation of reforms. While 
not a recipe, these elements of leadership and 
effective government constitute in and of them-
selves a major focus of reform for PHC. Without 
reforms in leadership and effective government, 
other PHC reforms are very unlikely to succeed. 
While necessary, therefore, they are not suf-
! cient conditions for PHC reforms to succeed. 
The next chapter describes how the four sets of 
PHC reforms must be adapted to vastly different 
national contexts while mobilizing a common set 
of drivers to advance equity in health. 
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The starkly different social, economic and health 

realities faced by countries must inform the way 
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the implications for the way universal 

coverage, primary care, public policy and 

leadership reforms are operationalized. 

It shows how expanding health systems 

offer opportunities for PHC reform in 

virtually every country. Despite the need 

for contextual specifi city, there are cross-

cutting elements in the reforms, common 

to all countries, which provide a basis for 

globally shared learning and understanding about how PHC 

reforms can be advanced more systematically everywhere.
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Adapting reforms to country context 
Although insuf! ciently acknowledged, the PHC 
movement has been a critical success in that it 
has contributed to the recognition of the social 
value of health systems, which has now taken 
hold in most countries in the world. This change 
of mindset has created a radically different 
health-policy landscape. 

Present-day health systems are a patchwork of 
components, many of which may be far removed 
from the goals set out 30 years ago. These same 
health systems are converging. Driven by the 
demographic, ! nancial and social pressures of 
modernization, they increasingly share the aims 
of improved health equity, people-centred care, 
and a better protection of the health of their 
populations.

However, that does not mean that health sys-
tems across the world will change overnight. 
Reorienting a health system is a long-term 
process, if only because of the long time lag to 
restructure the workforce1 and because of the 
enormous inertia stemming from misaligned 
! nancial incentives and inadequate payment 
systems2. Given the countervailing forces and 
vested interests that drive health systems away 
from PHC values, reform requires a clear vision 
for the future. Many countries have understood 
this and are developing their strategic vision of 
public policies for health with a perspective of 
10 to 20 years. 

These visions are often couched in technical 
terms and are highly vulnerable to electoral 
cycles. Nevertheless, they are also increas-
ingly driven by what people expect their health 
authorities to do: secure their health and improve 
access to care, protect them against catastrophic 
expenditure and ! nancial exploitation, and guar-
antee an equitable distribution of resources3,4. 
As shown throughout this Report, the pressure 
that stems from these value-based expectations, 
if used resolutely, can ensure that the vision is 
not de" ected and safeguard it from capture by 
short-term vested interests or changes in politi-
cal leadership. 

The protection this offers is greatly reinforced 
by early implementation. The possibilities to start 
effecting change as of now exist in virtually all 

countries: the growth of the health sector pro-
vides ! nancial leverage to do so, and globaliza-
tion is offering some unprecedented opportuni-
ties to make use of that leverage. 

This does not in any way diminish the need to 
recognize the widely divergent contexts in which 
countries ! nd themselves today: the nature of the 
health challenges they face and their wider socio-
economic reality; and the degree of adaptation to 
challenges, the level of development and speed at 
which their health systems expand. 

Opportunity for change is largely related to 
the " ow of new resources into the health sector. 
Across the world, expenditure on health is grow-
ing: between 1995 and 2005, it almost doubled 
from I$ 2.6 to I$ 5.1 trillion. The rate of growth 
is accelerating: between 2000 and 2005, the total 
amount spent on health in the world increased by 
I$ 330 billion on average each year, against an 
average of I$ 197 billion in each of the ! ve previ-
ous years. Health expenditure is growing faster 
than GDP and faster than population growth. The 
net result is that, with some exceptions, health 
spending per capita grows at a rate of more than 
5% per year throughout the world. 

This common trend in the growth in health 
expenditure masks a greater than 300-fold varia-
tion across countries in per capita expenditure, 
which ranges from less than I$ 20 per capita 
to well over I$ 6 000. These disparities stratify 
countries into three categories: high-expenditure 
health economies, rapid-growth health econo-
mies, and low-expenditure, low-growth health 
economies. 

The high-expenditure health economies, not 
surprisingly, are those of the nearly 1 billion 
people living in high-income countries. In 2005, 
these countries spent on average I$ 3752 per 
capita on health, I$ 1563 per capita more than 
in 1995: a growth rate of 5.5% per year.

At the other extreme is a group of low-expen-
diture, low-growth health economies: low-income 
countries in Africa and South- and South-East 
Asia, as well as fragile states. They total 2.6 bil-
lion inhabitants who spent a mere I$ 103 per 
capita on health in 2005, against I$ 58 in 1995. 
In relative terms, these countries have seen their 
health expenditure per capita grow at roughly the 
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same rate as high-expenditure countries: 5.8% 
each year since 1995, but, in absolute terms, the 
growth has been disappointingly low. 

In between those two groups are the other 
low- and middle-income countries, those with 
rapid-growth health economies. The 2.9 billion 
inhabitants in these countries spent an average 
of I$ 413 per capita in 2005, more that double the 
I$ 189 per capita that they spent in 1995. Health 
expenditure in these countries has been growing 
at a rate of 8.1% per year. 

These groups differ not only in the rate and 
size of their growth in health expenditure. A 
breakdown according to the source of growth 
reveals strikingly different patterns (Figure 6.1). 
In the low-expenditure, low-growth health 
economies, out-of-pocket payments account for 
the largest share of the growth, while in rapid-
growth and high-expenditure health economies, 
increased government expenditure and pre-
payment mechanisms dominate. Where growth 
in health expenditure is through pre-payment 
mechanisms, there is greater opportunity to sup-
port PHC reforms: collectively pooled monies are 
more readily re-allocated towards interventions 

that provide a larger health return on investment 
than out-of-pocket payments. Conversely, coun-
tries where growth is primarily through out-of-
pocket expenditures have less leverage to support 
PHC reforms. Alarmingly, it is in countries where 
expenditure is the lowest and the burden of dis-
ease highest that there is a real lack of opportu-
nities for harnessing the growth of their health 
sector for PHC reforms.

The following sections outline broad catego-
ries of contexts that can shape responses for PHC 
reforms.

High-expenditure health economies 
This group of countries funds almost 90% of its 
growth in health expenditure – an extra I$ 200 
per capita per year in recent years − through 
increased government and private pre-payment 
funds. Expanding or changing the offer of services 
in these countries is less constrained by ! nances 
than by the relative lack of human resources to 
meet rising and changing demand. Their health 
systems are built around a strong and prestigious 
tertiary care sector that is important to the heavy-
weights of the pharmaceutical and medical supply 
industries2. Out-of-pocket payments, though still 
signi! cant at 15% of total expenditure, have been 
dwarfed by more progressive collective means of 
! nancing. The third-party payment institutions 
have, thus, become central actors while the long-
standing autonomy of the health professionals is 
waning. Efforts to control costs, improve quality 
and access to disadvantaged groups have given 
rise to a widening public debate on which users 
and special interest groups have increasing in" u-
ence. Nevertheless, the state carries more weight 
in the health sector of these countries than ever 
before, with increasingly sophisticated regula-
tory tools and institutions.

Despite worries over their long-term sustain-
ability, the solidarity mechanisms that ! nance 
these health systems enjoy considerable social 
consensus. The secular trend towards extension 
of coverage to all citizens, and, often reluctantly, 
to non-citizen residents as well, continues. In the 
state of Massachusetts, the United States, for 
example, the 2006 health insurance bill aims 
at 99% coverage by 2010. At the same time, it 
is becoming increasingly clear that universal 
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Figure 6.1 Contribution of general government, private pre-paid and private  
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 expenditure per capita, percentage, weighted averages5
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coverage schemes need to be complemented by 
efforts: (i) to identify those who are excluded and 
set up speci! cally tailored programmes to include 
them; and (ii) to tackle the social determinants of 
health inequalities through policy initiatives that 
cut across a large number of sectors (Box 6.1), so 
as to translate the political commitment to health 
equity into concrete advances. 

In many of these countries, the shift in point of 
gravity from tertiary and specialized care to pri-
mary care is well under way. Better information 

and technological developments are creating 
new opportunities – and a market – for moving 
much of the traditionally hospital-based care into 
local services staffed by primary-care teams or 
even into the hands of patients themselves. This 
is fuelling a change in perception of how health 
services should operate. It provides support for 
primary care, including self-care and home care. 
Movement in this direction, however, is held up by 
inertial forces stemming from the threat of down-
sizing and dismantling massive tertiary-care 
facilities and from demand induced by the illu-
sion that the extension of life through technology 
is unlimited7. Technological innovation is indeed 
a driver of improvement and current trends show 
that it is expanding the range of services offered 
by primary-care teams. Technological innovation 
can, however, also be a driver of exclusion and 
inef! ciency. The marked inter-country differ-
ences in the diffusion of medical technology are 
a re" ection, not of rational evaluation, but of the 
incentives to providers to adopt these technolo-
gies, and the capacity to control that adoption2. 

There are two reasons why the environment 
in which this is taking place is changing.

Public contestation of the management of tech- 
nology has continued to increase for reasons of 
trust, price, exclusion or unmet need.
Regulation increasingly depends on supra- 
national institutions. The European Union’s 
regulatory system, for example, plays an 
increasing role in the harmonization of the 
technical requirements for registering new 
medicines or of product licencing, offering pos-
sibilities, among others, for more effective sup-
port to legal provisions encouraging generic 
substitution for pharmaceuticals in the private 
sector8. Such mechanisms offer opportunities 
to increase safety and access, and thus create 
an environment in which national primary 
care reforms are encouraged. 

This comes at a time when the supply of profes-
sionals willing and able to engage in primary 
care is under stress. In Europe, for example, the 
population of general practitioners is ageing rap-
idly, and new recruits are more likely than before 
to opt for part-time or low-intensity careers1. 
There is pressure to give a more pivotal role to 

Box 6.1 Norway’s national strategy to 
reduce social inequalities in health6

Norway’s strategy to reduce health inequalities illustrates that 
there is no single solution to this complex problem. Norway 
has identifi ed a large number of determinants that infl uence 
the health of individuals: income, social support, education, 
employment, early childhood development, healthy environ-
ments and access to health services. These complex and inter-
related determinants of health are not equally distributed in 
society, and it is, therefore, not surprising that this leads to 
inequities in health as well. 

The Norwegian strategy attempts to address the root causes 
of poor health and health inequity by infl uencing the underlying 
determinants of health, and making the distribution of these 
determinants more equitable from the outset. The Norwegian 
strategy focuses on: 

reducing social inequities;  
reducing inequities in health behaviours and access to  
health services; 
targeted initiatives to improve social inclusion; and  
cross-sectoral tools to promote a whole-of-government  
approach to health. 

This brings together a number of interventions that are effec-
tive in tackling inequities, and that can be applied both within 
health systems, as well as through cooperation with other 
sectors. For instance, health systems are able to establish 
programmes for early childhood development as well as poli-
cies that reduce fi nancial, geographical and social barriers to 
health services for those who need care the most. Working 
with other sectors, such as labour and fi nance, can create 
job opportunities and taxation systems that encourage more 
equitable distribution and redistribution of wealth, which can 
have a large impact on population health. In addition to uni-
versal approaches, social inclusion interventions targeted at 
providing better living conditions for the most disadvantaged 
are also critical in reducing the gaps between the most well-off 
and the least well-off members of society.
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family physicians in primary care9. In the long 
run, however, a more pluralistic approach will 
be required with teams that include a variety 
of professionals with the instruments to provide 
coordination and continuity of care. That will 
require a different, more varied and more " ex-
ible cadre of health workers. The sustainability 
of primary-care reforms in the category of high-
spending countries is questionable without: (i) a 
change in paradigm of the training of health per-
sonnel; and (ii) the necessary career, social and 
! nancial incentives to move health professionals 
to what in the past have been less prestigious and 
rewarding career options. 

Spurred by the growing awareness of global 
health threats and of the strati! cation of health 
outcomes along social fault lines, there is a 
major renaissance in public health. The con-
nections between health and other sectors are 
better understood and are bringing health to the 
attention of all sectors. Research and information 
systems, demand for public health training and 
new discourses on public health are occupying 
the centre stage of public concerns. This situation 
needs to be translated into multi-pronged cross-
sector strategies to address the social determi-
nants of health and their in" uence on priority 
health challenges (Box 6.1). 

Over the last decades, most countries in this 
category are leading reforms through a steer-
and-negotiate rather than a command-and-con-
trol approach. This re" ects the growing public 
visibility of the health-policy agenda and the need 
to ! nd a balance between the different and often 
irreconcilable demands of diverse constituencies. 
As a result, reform efforts are usually multi-lev-
elled, with multiple actors. They progress incre-
mentally: a protracted messy process of muddling 
through and hard bargaining. In England and 
Wales, for example, a major primary-care reform 
included an extensive public consultation through 
questionnaires addressed to more than 42 000 
people, while over 1 000 individuals were invited 
to voice their interests and concerns in public 
hearings. This involvement facilitated consensus 
on a number of contentious parts of the reform, 
including shifts of resources to primary care 
and to underserved areas, while responsibilities 
were redistributed to improve cooperation and 

coordination10. Time and effort for systematic 
but principled negotiation is the price to pay for 
obtaining the social consensus that can overcome 
entrenched resistance to reform. 

Rapid-growth health economies
In rapid-growth health economies, the challenge 
of engaging PHC reforms presents itself quite 
differently. The growing demand that comes 
with increased purchasing power is fuelling an 
expansion of services at unprecedented speed. 
Assuming current growth rates continue through 
to 2015, per capita health expenditure will grow 
by 60% in the fast-growing health economies of 
the Americas compared to 2005 levels. In the 
same time period, that expenditure will double 
in Europe and the Middle-East and triple in East 
Asia (Figure 6.2). 

While the rate of growth in expenditure repre-
sents an opportunity to engage in PHC reforms, 
it also fuels patterns of health-sector develop-
ment that run counter to the vision and values 
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Figure 6.2 Projected per capita health expenditure in 2015, rapid-growth
health economies (weighted averages)a

1200

Projected growth in out-of-pocket expenditure
Projected growth in private pre-paid expenditure
Projected growth in government expenditure

800

1000

400

600

Level of total health expenditure in 2005

1400

Low- and
middle-

income
countries*,
East Asia,
Western

Pacific region

Low- and
middle-

income*,
Americas

Low- and
middle-

income
countries*,
European

region

All rapid-
growth
health

economies

* Without fragile states.
a Assuming the yearly growth rates for government-, private pre-paid-, and out-of-pocket 
 expenditure estimated from 1995−2005 data5 persist to 2015.

200



The World Health Report 2008 Primary Health Care – Now More Than Ever

104

of PHC. Beginnings count: policy choices that are 
made for political or technical expediency, such 
as to refrain from regulating commercial health 
care, may make it more dif! cult to redirect health 
systems towards PHC values at a later stage, as 
powerful vested interests emerge and patterns 
of supply-induced demand become entrenched11. 
Biases towards highly sophisticated and special-
ized infrastructures that cater to the expectations 
of a wealthy minority are being further fuelled 
by a new growth market in medical tourism 
whereby patients from high-expenditure health 
economies with high-! xed costs are out-sourced 
to these comparatively low-cost environments. 
This drains the supply of professionals for pri-
mary care, encouraging unprecedented rates of 
specialization within the workforce12. In contrast 
with these developments, ministries of health 
in many of these countries are still organized 
around speci! c disease control efforts, and are 
ill-equipped to use the leverage of expanding 
resources to regulate health-care delivery. The 
result is all too often a two-tiered system, with 
highly sophisticated and specialized health infra-
structure that caters to expectations of a wealthy 
minority, in the presence of huge gaps in service 
availability for a large part of the population

Reforms that emphasize universal access to 
people-centred primary care can help to correct 
such distortions. These reforms can take advan-
tage of technological innovations that facilitate 
rapid, simple, reliable and low-cost access to ser-
vices that were previously inaccessible because 
they were too expensive or required complex 
supportive infrastructure. Such innovations 
include rapid diagnostic tests for HIV and gastric 
ulcers, better drugs that facilitate the shift from 
institution-based to primary care-based mental 
health13, and advances in surgery that either 
eliminate or dramatically reduce the need for 
hospitalization. Combined with the multiplication 
of evidence-based guidelines, such innovations 
have considerably enlarged the problem solving 
capacity of primary-care teams, broadening the 
role of non-physician clinicians14 and the potential 
of self-care. Rapid expansion of people-centred 
care is thus possible in a context where the tech-
nological gap between close-to-client ambulatory 
care and tertiary institutions is less striking 

than it was 30 years ago. Chile, for example, has 
doubled the uptake of primary-care services 
in a period of ! ve years, along with a massive 
investment in personnel and equipment ranging 
from emergency dental care and laboratories to 
home-based management of chronic pain. The 
impact of this transformation can be ampli! ed 
by targeting and empowering the large numbers 
of poor and excluded in these countries and by 
reforming public policies accordingly. 

In the rapid-growth health economies of the 
Americas and the European region less that one 
third of the expected growth on current trends is 
through increased out-of-pocket expenditure on 
health. Two thirds are through increased govern-
ment expenditure, in combination, in the Ameri-
cas, with expanded private pre-paid expenditure 
(Figure 6.2). The latter also plays a growing role 
in the Far East, where, as in the Middle East, 
around 40% of the growth, on current trends, 
will be in out-of-pocket expenditure. Leverage 
of PHC reforms will depend in part on the pos-
sibility to regulate and in" uence private pre-paid 
expenditure, and, particularly in Asia, to curb the 
reliance on out-of-pocket expenditure. 

In most of these countries, the level of expen-
diture compared to GDP or to total government 
expenditure remains low, offering ! nancial room 
to further accelerate PHC reforms and underpin 
them through parallel, and equally important, 
moves towards universal coverage and reduced 
reliance on out-of-pocket payments. In many of 
these countries, public resources are allocated 
on a capitation basis as are, at least, part of 
pooled private pre-payment funds. This pro-
vides opportunities to include criteria, such as 
relative deprivation or unmet health needs in the 
capitation formulas. This effectively transforms 
resource allocation into an instrument for pro-
moting health equity and for introducing incen-
tives favouring conversion towards primary care 
and healthier public policies.

Some of the largest countries in the world – 
Brazil, for example – are now seizing these kinds 
of opportunities on a massive scale, expanding 
their primary-care networks while diminishing 
their reliance on out-of-pocket payments15. Such 
reforms, however, rarely come about without 
pressure from the user’s side. Chile’s health policy 
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has de! ned a detailed bene! t package, well pub-
licized among the population as an enforceable 
right. People are being informed about the kind 
of services, including access to specialized care, 
which they can claim from their primary-care 
teams. In combination with sustained invest-
ment, such unambiguous entitlements create a 
powerful dynamic for the development of primary 
care. Managed well, they have the potential to 
accelerate convergence while avoiding at least 
part of the distortions and inef! ciencies that have 
plagued high-income countries in earlier years. 

Low-expenditure, 
low-growth health economies
With 2.6 billion people and less than 5% of the 
world’s health expenditure, countries in this 
group suffer from an absolute under-funding of 
their health sector, along with a disproportion-
ally high disease burden. The persistence of high 
levels of maternal mortality in these countries 
− they claim close to 90% of all maternal deaths 
− is perhaps the clearest indication of the con-
sequences of the under-funding of health on the 
performance of their health systems. 

Worryingly, growth in health expenditure in 
these countries is low and highly vulnerable to 
their political and economic contexts. In fragile 
states, particularly in those located in Africa, 
health expenditure is not only low but barely 
growing at all, and 28% of this little amount 
of growth in recent years is accounted for by 
external aid. Health expenditure in the other 
countries of this group is growing at a stronger 
average rate of 6% to 7% per year. On current 
trends, by 2015, per capita health expenditure 
will have more than doubled in India compared 
to 2005, and increased by half elsewhere, except 
in fragile states (Figure 6.3). In many countries, 
this represents signi! cant leverage to engage 
PHC reforms, particularly where the growth is 
through increased government expenditure or, as 
in Southern Africa, through other forms of pre-
payment. In India, however, more than 80% of the 
growth will, on current trends, be in out-of pocket 
expenditure, offering much less leverage. 

Countries in these regions accumulate a set of 
problems that in all their diversity share many 

characteristics. Whole population groups are 
excluded from access to quality care: because 
no services are available; because they are too 
expensive, or under-funded, under-staffed and 
under-equipped; or because they are fragmented 
and limited to a few priority programmes. Efforts 
to establish sound public policies that promote 
health and deal with determinants of ill-health are 
limited at best. Unregulated commercialization 
of both private- and public-health care is quickly 
becoming the norm for urban and, increasingly, 
for rural populations − a much bigger and more 
underestimated challenge to PHC’s values than 
the verticalism that so worries the international 
health community.

In most of these countries, the state has had, 
in the past, the ambition to run the health sector 
on an authoritarian basis. In today’s pluralistic 
context, with a multitude of different providers, 
formal and informal, public and private, only 
few have succeeded in switching to more appro-
priate steer-and-negotiate approaches. Instead, 
as public resources stagnated and bureaucratic 
mechanisms failed, laissez-faire has become the 
default approach to management of the health 
sector. 
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This has resulted in few or feeble attempts to 
regulate commercial health-care provision – not 
only by the private, but also within the public 
sector, which has, in many instances, adopted 
the commercial practices of unregulated private 
care. In such settings, government capacity often 
limits the extent to which new resources can be 
leveraged for improved performance. Health 
authorities are, thus, left with an unfunded man-
date for steering the health sector. 

Therefore, growing the resource base is a pri-
ority: to re! nance resource-starved health sys-
tems; to provide them with new life through PHC 
reforms; and to re-invest in public leadership. Pre-
payment systems must be nurtured now, discour-
aging direct levies on the sick and encouraging 
pooling of resources. This will make it possible to 
allocate limited resources more intelligently and 
explicitly than when health services are paid for 
out-of-pocket. While there is no single prescrip-
tion for the type of pooling mechanism, there 
are greater ef! ciencies in larger pools: gradual 
merging or federation of pre-payment schemes 
can accelerate the build-up of regulatory capacity 
and accountability mechanisms16.

In a signi! cant number of these low-expen-
diture, low-growth health economies, particu-
larly in sub-Saharan Africa and fragile states, 
the steep increase in external funds directed 
towards health through bilateral channels or 
through the new generation of global ! nanc-
ing instruments has boosted the vitality of the 
health sector. These external funds need to be 
progressively re-channelled in ways that help 
build institutional capacity towards a longer-term 
goal of self-sustaining, universal coverage. In the 
past, the bulk of donor assistance has targeted 
short-term projects and programmes resulting in 
unnecessary delays, or even detracting from the 
emergence of the ! nancing institutions required 
to manage universal coverage schemes. The 
renewed interest among donors in supporting 
national planning processes as part of the har-
monization and alignment agenda, and the con-
sensus that calls for universal access, represent 
important opportunities for scaling up invest-
ments in the institutional apparatus necessary for 
universal coverage. While reduced catastrophic 
expenditure on health care and universal access 

are suf! ciently strong rationales for such change 
in donor behaviour, the build-up of sustainable 
national ! nancing capacities also offers an even-
tual exit strategy from donor dependence.

Governments can do more to support the health 
sector in these settings. Low-expenditure, low-
growth health economies allocate only a small 
fraction of their government revenue to health. 
Even in sub-Saharan African countries, which 
have made progress and allocated an average of 
8.8% of their government expenditure to health 
in 2005, the Abuja Declaration target of 15% is 
still a long way off5. Reaching that target would 
increase total health expenditure in the region 
by 34%. Experience of the last decade shows that 
it is possible to increase government revenues 
allocated to health rapidly. For example, follow-
ing rising pressure from a broad range of civil 
society and political movements, India’s general 
government expenditure on health – with a spe-
ci! c focus on primary health care – is expected 
to triple within the next ! ve years17. In a differ-
ent context, the Ministry of Health in Burundi 
quadrupled its budget between 2005 and 2007 by 
successfully applying for funds that became avail-
able through debt reduction under the Enhanced 
Heavily Indebted Poor Countries (HIPC) initiative. 
On average, in the 23 countries at completion 
point for the HIPC and Multilateral Debt Relief 
Initiative (MDRI), the annual savings from HIPC 
debt relief during the 10 years following quali! -
cation are equivalent to 70% of public spending 
on health at 2005 levels18. While only part of that 
money is to be directed to health, even that can 
make a considerable difference to the ! nancial 
clout of public-health authorities. 

Opportunities arise not only from increased 
resources. The preponderance of pilot projects 
is gradually being replaced by more systematic 
efforts to achieve universal access, albeit often 
for a single intervention or disease programme. 
These high visibility programmes, developed in 
relation to the MDGs, have revitalized a num-
ber of concepts that are key to people-centred 
care. Among them are the imperative of univer-
sal access to high quality and safe care without 
! nancial penalty, and the importance of conti-
nuity of care, and the need to understand the 
social, cultural and economic context in which all 
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In Mali, the primary care network is made up of community-
owned, community-operated primary-care centres, backed up 
by government-run district teams and referral units. There is a 
coverage plan, negotiated with the communities, which, if they 
so wish, can take the initiative to create a primary-care centre 
according to a set of criteria. The commitment is important, since 
the health centre will be owned and run by the community: for 
example, the staff of the health centre, a three to four person 
team led by a nurse or a family doctor, has to be employed (and 
fi nanced) by the local community health association. The com-
munity can make an agreement with the Ministry of Health to 
obtain technical and fi nancial support from the district-health 
teams, for the launch of the health centre and the supervision 
and back up of its subsequent operation. 

The model has proved quite popular, despite the huge effort com-
munities have had to put into the mobilization and organization 
of these facilities: by 2007, 826 such centres were in opera-
tion (up from 360 10 years before), set up at an average cost of 
US$ 17 000. The system has proved resilient and has signifi cantly 
increased the production of health care: the number of curative 
care episodes managed by the health centres has been multiplied 
by 2.1. The number of women followed up in antenatal care has 
been multiplied by 2.7 and births attended by a health professional 
by 2.5, with coverage levels as measured through Demographic 
Health Surveys in 2006 standing at 70% and 49%, respectively; 
DTP3 vaccination coverage in 2006 was 68%. 

People obviously consider the investment worthwhile. Twice 
during the last 10 years, between 2000 and 2001 and 2004 
and 2005, demand and local initiative for the creation of new 
centres was rising so fast that Mali’s health authorities had to 
take measures to slow down the expansion of the network in order 
to be able to guarantee quality standards (Figure 6.4). This sug-
gests that the virtuous cycle of increased demand and improved 

Box 6.2 The virtuous cycle of supply of and demand for primary care

supply is functioning. Health authorities are expanding the range 
of services offered and improving the quality – by encouraging the 
recruitment of doctors in the rural primary-care centres − while 
continuing their support to the extension of the network.

Population (millions)

1998

Figure 6.4 The progressive extension of coverage by community-owned,  
 community–operated health centres in Mali, 1998–2007
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Statistiques Ministère de la Santé Mali [National health information system (SNIS), Planning 
and Statistics Unit, Ministry of Health, Mali].

men, women and families of a given community 
live. Integration is becoming a reality through 
approaches, such as the Integrated Management 
of Adolescent and Adult Illness (IMAI) and the 
community-based interventions emerging from 
the Onchocerciasis Control Programme (OCP)19. 
Global initiatives are loosening their grip on 
disease-control mandates and are beginning 
to appreciate the importance of strengthening 
the system more generally, such as through 
GAVI Alliance’s Health System Strengthening 
window, paving the way for better alignment of 
previously fragmented initiatives. Driven largely 
by demand, information technologies to support 

primary care, such as electronic medical records, 
are spreading much faster than anticipated. 
Efforts to scale up HIV treatment have helped to 
expose the shortfalls in key systems inputs, such 
as the supply chain management of diagnostics 
and drugs, and build bridges to other sectors, 
such as agriculture, given the imperative of food 
security. Emerging awareness of the magnitude 
of the workforce crisis is leading to ambitious 
policies and programmes, including task shifting, 
distance learning and the innovative deployment 
of ! nancial and non-! nancial incentives. 

In this context, the challenge is no longer to do 
more with less, but to harness the growth in the 
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health sector to do more with more. The unmet 
need in these countries is vast and making ser-
vices available is still a major issue. It requires a 
progressive roll-out of health districts – whether 
through government services or by contracting 
NGOs, or a combination of both. Yet the complexi-
ties of contemporary health systems, particularly, 
but not only in urban areas, call for " exible and 
innovative interpretations of these organizational 
strategies. In many of Africa’s capitals, for exam-
ple, public facilities of primary, and even second-
ary, level have almost or completely disappeared, 
and have been replaced by unregulated commer-
cial providers20. Creative solutions will have to 
build on alliances with local authorities, civil 
society and consumer organizations to use grow-
ing funds – pooled private pre-payment, social 
security contributions, funds from municipal 
authorities and tax-sourced funding – to create 
a primary-care offer that acts as a public safety 
net, as an alternative to unregulated commercial 
care, and as a signal of what trustworthy, people-
centred health care can look like. 

What eventually matters is the experience of 
patients accessing services. Trust will grow if they 
are welcomed and not turned away; remembered 
and not forgotten; seen by someone who knows 
them well; respected in terms of their privacy 
and dignity; responded to with appropriate care; 
informed about tests; and provided with drugs 
and not charged a fee at the point of service.

Growing trust can induce a virtuous cycle of 
increased demand and improved supply (Box 6.2). 
The gain in credibility that comes from instating 
such a virtuous cycle is key to gaining social and 
political consensus on investment in healthier 
public policies across sectors. Effective food 
security, education and rural-urban policies are 
critical for health and health equity: the health 
sector’s in" uence on these policies depends to 
a large extent on its performance in providing 
quality primary care.

Mobilizing the drivers of reform 
Across all of the diverse national contexts in which 
PHC reforms must ! nd their speci! c expression, 
globalization plays a major role. It is altering the 
balance between international organizations, 

national governments, non-state actors, local and 
regional authorities and individual citizens. 

The global health landscape is not immune to 
these wider changes. Over the last 30 years, the 
traditional nation state and multilateral architec-
ture have been transformed. Civil society organi-
zations have mushroomed, along with the emer-
gence of public-private partnerships and global 
advocacy communities identi! ed with speci! c 
health problems. Governmental agencies work 
with research consortia and consulting ! rms 
as well as with non-state transnational institu-
tions, foundations and NGOs that operate on a 
global scale. National diasporas have appeared 
that command substantial resources and in" u-
ence with remittances – about US$ 150 billion 
in 2005 – that dwarf overseas development aid. 
Illicit global networks make a business out of 
counterfeit drugs or toxic waste disposal, and 
now have the resources that allow them to cap-
ture and subvert the capacity of public agencies. 
Power is gravitating from national governments 
to international organizations and, at the same 
time, to sub-national entities, including a range 
of local and regional governments and non-gov-
ernmental institutions21. 

This new and often chaotic complexity is chal-
lenging, particularly to health authorities that 
hesitate between ineffective and often counter-
productive command and control and deleterious 
laissez-faire approaches to governance. How-
ever, it also offers new, common opportunities 
for investing in the capacity to lead and mediate 
the politics of reform, by mobilizing knowledge, 
the workforce and people.

Mobilizing the production of knowledge 
PHC reforms can be spurred and kept on track 
by institutionalizing PHC policy reviews that 
mobilize organizational imagination, intelligence 
and ingenuity. The know-how to conduct policy 
reviews exists22, but requires more explicit artic-
ulations. They need to refocus on monitoring such 
progress with each of the four interlocking sets of 
PHC reforms; on identifying, as they unfold, the 
technical and political obstacles to their advance-
ment; and on providing the elements for course 
corrections, where necessary. 



109

Chapter 6. The way forward

In a globalizing world, PHC policy reviews 
can take advantage of the emerging within- and 
across-country collaborative networks to build 
up the critical mass that can lead and imple-
ment the necessary reforms. Indeed, for many 
countries, it is not realistic to ! nd, within their 
own institutions, all the technical expertise, con-
textual knowledge and necessary capacity for 
dispassionate analysis that PHC policy reviews 
require. Open, inclusive and collaborative struc-
tures, such as the Latin American observatory 
models23, can go a long way in harnessing the 
diversity of national resources. Such models also 
make it possible to derive further bene! ts from 
international collaboration and to overcome the 
scarcities within a single nation’s capacities. Pol-
icy-makers today are more open to lessons from 
abroad than they may have been in the past, and 
are using them to feed national policy dialogue 
with innovative approaches and better evidence 
of what works and what does not22. Embedding 
national institutions in regional networks that 
collaborate around PHC policy reviews makes it 
possible to pool technical competencies as well as 
information. Importantly, it can create regional 
mechanisms to get more effective representation 
in important but labour-intensive global bodies, 
with less strain on scarce national resources. 

More structured and intensive inter-country 
collaboration around PHC policy reviews would 
yield better international comparative data on 
variations in the development of health systems 
based on PHC, on models of good practice and on 
the determinants of successful PHC reforms. Such 
information is currently often either absent, hard 
to compare or outdated. By building on networks 
of experts and institutions from different regions, 
it is possible to produce consensus-based and 
validated benchmarks for assessing progress 
and easier access to (inter)national sources of 
information relevant to monitoring primary care. 
This could make a big difference in steering PHC 
reforms. Various initiatives in this direction, such 
as the Primary Health Care Activity Monitor for 
Europe (PHAMEU)24, a network of institutes and 
organizations from 10 European Union Member 
States, or the Regional Network on Equity in 
Health (EQUINET)25, a network of professionals, 
civil society members, policy-makers, and state 

of! cials in Southern Africa, are promising steps 
in that direction.

There is a huge research agenda with enor-
mous potential to accelerate PHC reforms that 
requires more concerted attention (see Box 6.3). 
Yet, currently, the share of health expenses 
devoted to determining what works best – to 
health services research – is less that 0.1% of 
health expenditure in the United States, the coun-
try that spends the highest proportion (5.6%) of 

Box 6.3. From product development to 
fi eld implementation – research makes 
the link27

The WHO-based Special Programme for Research and Training 
in Tropical Diseases (TDR) has been a pioneer in research to 
inform policy and practice.  TDR-sponsored studies were the 
fi rst to broadly document the effi cacy of insecticide-treated 
bednets for malaria prevention in the mid-1990s, in multi-
country, multi-centre controlled trials.  Following introduction 
of the drug Ivermectin for onchocerciasis, or “river blindness”, 
control in the late 1980s, TDR, together with the African Pro-
gramme for Onchocerciasis Control, initiated research on how 
best to get Ivermectin into mass distribution in the fi eld. What 
evolved was a tested and fi ne-tuned region-wide system for 
“community-directed treatment” of river blindness, described 
as “one of the most triumphant public health campaigns ever 
waged in the developing world.”28

Now, as the global health community moves away from vertical 
disease control, operational research is facilitating the shift. 
Recent TDR-supported large-scale, controlled studies involving 
2.5 million people in 35 health districts in three countries have 
demonstrated that the community-directed treatment meth-
ods developed to combat river blindness can be utilized as a 
platform for integrated delivery of multiple primary health-care 
interventions, including, bednets, malaria treatment and other 
basic health-care interventions, with signifi cant increases in 
coverage. For example, more than twice as many children with 
fever received appropriate antimalarial treatment, exceeding 
60% coverage on average. Critical to both the funding and 
execution of such research are the partnerships fostered with 
countries in the region, as well as other public, civil society and 
private institutions. The vision now is to make implementation 
and operations research an even more important element of 
global research agendas, so that new products may fi nally 
begin to yield their hoped-for health impact through sounder 
primary health-care system implementation. Thus, the long-
standing burden of deadly diseases, such as malaria, may be 
more effectively addressed – through global, regional and 
local knowledge-sharing and cooperation. 
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its health expenditure on biomedical research26. 
As another striking example, only US$ 2 mil-
lion out of US$ 390 million in 32 GAVI Health 
System Strengthening grants were allocated to 
research, despite encouragement to countries to 
do so. No other I$ 5 trillion economic sector would 
be happy with so little investment in research 
related to its core agenda: the reduction of health 
inequalities; the organization of people-centred 
care; and the development of better, more effec-
tive public policies. No other industry of that size 
would be satis! ed with so little investment in a 
better understanding of what their clients expect 
and how they perceive performance. No other 
industry of that size would pay so little attention 
to intelligence on the political context in which 
it operates – the positions and strategies of key 
stakeholders and partners. It is time for health 
leaders to understand the value of investment 
in this area. 

Mobilizing the commitment of 
the workforce 
Each of the sets of PHC reforms emphasizes the 
premium placed on human resources in health. 
The expected skills and competencies consti-
tute an ambitious workforce programme that 
requires a rethink and review of existing peda-
gogic approaches. The science of health equity 
and primary care has yet to ! nd its central place 
in schools of public health. Pre-service educa-
tion for the health professions is already begin-
ning to build in shared curricular activities that 
emphasize problem-solving in multi-disciplinary 
teams, but they need to go further in preparing 
for the skills and attitudes that PHC requires. 
This includes creating opportunities for on-the-
job learning across sectors through mentoring, 
coaching and continuing education. These and 
other changes to the wide array of curricula and 
on-the-job learning require a deliberate effort to 
mobilize the responsible institutional actors both 
within and across countries. 

However, as we have learned in recent years, 
the content of what is learned or taught, although 
extremely important, is but one part of a complex 
of systems that governs the performance of the 
health workforce1. A set of systems issues related 
to the health workforce need to be guided to a 

greater degree by PHC reforms. For example, 
health equity targets for underserved population 
groups will remain elusive if they do not consider 
how health workers can be effectively recruited 
and retained to work among them. Likewise, 
grand visions of care coordinated around the 
person or patient are unlikely to be translated 
into practice if credible career options for work-
ing in primary-care teams are not put in place. 
Similarly, incentives are critical complements in 
ensuring that individuals and institutions exer-
cise their competencies when engaging health 
in all policies. 

The health workforce is critical to PHC reforms. 
Signi! cant investment is needed to empower 
health staff – from nurses to policy-makers – 
with the wherewithal to learn, adapt, be team 
players, and to combine biomedical and social 
perspectives, equity sensitivity and patient cen-
tredness. Without investing in their mobilization, 
they can be an enormous source of resistance to 
change, anchored to past models that are con-
venient, reassuring, pro! table and intellectually 
comfortable. If, however, they can be made to 
see and experience that primary health care 
produces stimulating and gratifying work, which 
is socially and economically rewarding, health 
workers may not only come on board but also 
become a militant vanguard. Here again, taking 
advantage of the opportunities afforded by the 
exchange and sharing of experience offered by 
a globalizing world can speed up the necessary 
transformations.

Mobilizing the participation of people
The history of the politics of PHC reforms in the 
countries that have made major strides is largely 
unwritten. It is clear, however, that where these 
reforms have been successful, the endorsement 
of PHC by the health sector and by the political 
world has invariably followed on rising demand 
and pressure expressed by civil society. There 
are many examples of such demand. In Thailand, 
the initial efforts to mobilize civil society and 
politicians around an agenda of universal cover-
age came from within the Ministry of Health29,30. 
However, it was only when Thai reformers joined 
a surge in civil society pressure to improve access 
to care, did it become possible to take advantage 
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of a political opportunity and launch the reform31. 
In just a few years, coverage was extended and 
most of the population was covered with a pub-
licly funded primary-care system that bene! t-
incidence analysis shows to be pro-poor32,33. In 
Mali, the revitalization of PHC in the 1990s started 
with an alliance between part of the Ministry of 
Health and part of the donor community, which 
made it possible to overcome initial resistance 
and scepticism34. However, sustained extension 
of coverage only came about when hundreds of 
local “community health associations” federated 
in a powerful pressure group to spur the Ministry 
of Health and sustain political commitment35. In 
western Europe, consumer organizations have 
a prominent place in the discussions on health 
care and public policies relating to health, as have 
many other civil society organizations. Elsewhere, 
such as in Chile, the initiative has come from the 
political arena as part of an agenda of democ-
ratization. In India, the National Rural Health 
Mission came about as a result of strong pressure 
from civil society and the political world, while, in 
Bangladesh, much of the pressure for PHC comes 
from quasi-public NGOs36. 

There is an important lesson there: powerful 
allies for PHC reform are to be found within civil 
society. They can make the difference between 
a well-intentioned but short-lived attempt, and 
successful and sustained reform; and between 
a purely technical initiative, and one that is 
endorsed by the political world and enjoys social 
consensus. This is not to say that public policy 
should be purely demand-driven. Health authori-
ties have to ensure that popular expectations 
and demand are balanced with need, technical 
priorities and anticipated future challenges. 
Health authorities committed to PHC will have 
to harness the dynamics of civil society pressure 
for change in a policy debate that is supported 
with evidence and information, and informed by 
exchange of experience with others, within and 
across national boundaries.

Today, it is possible to make a stronger case 
for health than in previous times. This is not only 
because of intrinsic values, such as health equity, 
or for the sector’s contribution to economic growth 
− however valid they may be, these arguments 
are not always the most effective – but on political 
grounds. Health constitutes an economic sector 
of growing importance in itself and a feature of 
development and social cohesion. Reliable protec-
tion against health threats and equitable access 
to quality health care when needed are among 
the most central demands people make on their 
governments in advancing societies. Health has 
become a tangible measure of how well societies 
are developing and, thus, how well governments 
are performing their role. This constitutes a res-
ervoir of potential strength for the sector, and is 
a basis for obtaining a level of commitment from 
society and political leadership that is commen-
surate with the challenges. 

Economic development and the rise of a knowl-
edge society make it likely, though not inevitable, 
that expectations regarding health and health 
systems will continue to rise – some realistic, 
some not, some self-serving, others balanced 
with concern for what is good for society at large. 
The increasing weight of some of the key values 
underlying these expectations − equity, solidar-
ity, the centrality of people and their wish to have 
a say in what affects them and their health − is a 
long-term trend. Health systems do not naturally 
gravitate towards these values, hence the need for 
each country to make a deliberate choice when 
deciding the future of their health systems. It 
is possible not to choose PHC. In the long run, 
however, that option carries a huge penalty: in 
forfeited health bene! ts, impoverishing costs, in 
loss of trust in the health system as a whole and, 
ultimately, in loss of political legitimacy. Coun-
tries need to demonstrate their ability to trans-
form their health systems in line with changing 
challenges as well as to rising popular expecta-
tions. That is why we need to mobilize for PHC, 
now more than ever.
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As nations seek to strengthen their health systems, they are increasingly 
looking to primary health care (PHC) to provide a clear and comprehensive 
sense of direction. The World Health Report 2008 analyses how primary 
health care reforms, that embody the principles of universal access, equity 
and social justice, are an essential response to the health challenges of 
a rapidly changing world and the growing expectations of countries and 
their citizens for health and health care.

The Report identifi es four interlocking sets of PHC reforms that aim 
to: achieve universal access and social protection, so as to improve 
health equity; re-organize service delivery around people’s needs and 
expectations; secure healthier communities through better public policies; 
and remodel leadership for health around more effective government and 
the active participation of key stakeholders.   

This Report comes 30 years after the Alma-Ata Conference of 1978 on 
primary health care, which agreed to tackle the “politically, socially and 
economically unacceptable” health inequalities in all countries. Much has 
been accomplished in this regard: if children were still dying at 1978 rates, 
there would have been 16.2 million child deaths globally in 2006 instead 
of the actual 9.5 million. Yet, progress in health has been deeply and 
unacceptably unequal, with many disadvantaged populations increasingly 
lagging behind or even losing ground.

Meanwhile, the nature of health problems is changing dramatically. 
Urbanization, globalization and other factors speed the worldwide 
transmission of communicable diseases, and increase the burden of 
chronic disorders. Climate change and food insecurity will have major 
implications for health in the years ahead thereby creating enormous 
challenges for an effective and equitable response.

In the face of all this, business as usual for health systems is not a 
viable option. Many systems seem to be drifting from one short-term 
priority to another, increasingly fragmented and without a strong sense 
of preparedness for what lies ahead.

Fortunately, the current international environment is favourable to a 
renewal of PHC. Global health is receiving unprecedented attention. There 
is growing interest in united action, with greater calls for comprehensive, 
universal care and health in all policies. Expectations have never been 
so high.

By capitalizing on this momentum, investment in primary health 
care reforms can transform health systems and improve the health of 
individuals, families and communities everywhere. For everyone interested 
in how progress in health can be made in the 21st century, the World 
Health Report 2008 is indispensable reading.
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