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Abstract

Since the Alma Ata Declaration of 1978, countries have varied in their progress towards establishing and sustaining comprehensive primary
health care (PHC) and realizing its associated vision of ‘Health for All". International health emergencies such as the coronavirus-19 (COVID-19)
pandemic underscore the importance of PHC in underpinning health equity, including via access to routine essential services and emergency
responsiveness. This review synthesizes the current state of knowledge about PHC impacts, implementation enablers and barriers, and knowl-
edge gaps across the three main PHC components as conceptualized in the 2018 Astana Framework. A scoping review design was adopted
to summarize evidence from a diverse body of literature with a modification to accommodate four discrete phases of searching, screening and
eligibility assessment: a database search in PubMed for PHC-related literature reviews and multi-country analyses (Phase 1); a website search
for key global PHC synthesis reports (Phase 2); targeted searches for peerreviewed literature relating to specific components of PHC (Phase 3)
and searches for emerging insights relating to PHC in the COVID-19 context (Phase 4). Evidence from 96 included papers were analysed across
deductive themes corresponding to the three main components of PHC. Findings affirm that investments in PHC improve equity and access,
healthcare performance, accountability of health systems and health outcomes. Key enablers of PHC implementation include equity-informed
financing models, health system and governance frameworks that differentiate multi-sectoral PHC from more discrete service-focussed primary
care, and governance mechanisms that strengthen linkages between policymakers, civil society, non-governmental organizations, community-
based organizations and private sector entities. Although knowledge about, and experience in, PHC implementation continues to grow, critical
knowledge gaps are evident, particularly relating to country-level, context-specific governance, financing, workforce, accountability and service
coordination mechanisms. An agenda to guide future country-specific PHC research is outlined.
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Introduction empowered people and communities (Figure 1) (WHO and
UNICEE 2020). These components frame key priority areas
of interest for the international policymaking community in
the context of coronavirus-19 (COVID-19), which include
scaling up and managing critical emergency services, continu-
ing essential services, managing referral systems, engaging and
communicating with communities effectively, broader health
determinants and working multi-sectorally.

To enable successful implementation of PHC, the World
Health Organization (WHO) PHC Operational Framework
identifies four strategic levers: (1) political commitment and
leadership; (2) governance and policy frameworks; (3) fund-
ing and allocation of resources and (4) engagement of com-

The 2018 Astana Declaration on Primary Health Care posi-
tions primary health care (PHC) as the cornerstone of
sustainable health systems, underpinning the achievement
of universal health coverage and the health-related Sustain-
able Development Goals (SDGs) (WHO and UNICEF, 2018).
PHC is a central component of the Global Action Plan for
Healthy Lives and Well-being for All, in which PHC is an
‘accelerator’ for achievement of SDG 3 (‘ensure healthy lives
and promote well-being for all at all ages’) (WHO, 2020a).
The three main components of PHC are as follows: (1) pri-
mary care (as distinct from PHC, ‘primary care’ is under-
stood as ‘a key process in the health system that supports

first-contact, accessible, continued, comprehensive and coor-
dinated patient-focused care’; WHO and UNICEF, 2018) and
essential public health functions as the core of integrated
health services; (2) multi-sectoral policy and action and (3)

munities and other stakeholders (WHO and UNICEEF, 2020).
These strategic levers are supported by 10 inter-related oper-
ational levers. As there are substantial differences between
health system contexts, detailed assessment of localized needs
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Key messages

e Since the Alma Ata Declaration of 1978, there has been
variable country-level progress towards establishing and
sustaining a comprehensive primary health care (PHC) or
realizing its associated vision of ‘Health for All".

e This review synthesizes the current state of knowledge
about PHC impacts, implementation enablers and barriers,
and knowledge gaps across the three main PHC compo-
nents of primary care as conceptualized in the 2018 Astana
Framework.

e Key enablers of PHC implementation include equity-
informed financing models, health system and gover
nance frameworks that differentiate multi-sectoral PHC
from more discrete service-focussed primary care, and gov-
ernance mechanisms that strengthen linkages between pol-
icymakers, civil society, non-governmental organizations,
community-based organizations and private sector entities.

e Although knowledge about PHC implementation contin-
ues to grow, critical knowledge gaps are evident, particu-
larly relating to country-level, context-specific governance,
financing, workforce, accountability and service coordina-
tion mechanisms.

and capacity is critical for implementation alongside ongoing
monitoring and evaluation (WHO and UNICEEF, 2020).
International health emergencies such as pandemics,
including COVID-19, are reminders of the importance of PHC
as a foundation for not only routine essential services but
also health system emergency responsiveness (WHO, 2020b).
COVID-19 has created a window of opportunity to revisit the
role of PHC, and more specifically, the multi-faceted health
system issues that continue to challenge PHC ‘implementa-
tion’ and therefore full realization of the Astana Declaration
in many countries (Ghebreyesus, 2020). Accordingly, the aim

HEALTH &
WELL-BEING

Figure 1. The World Health Organization's three main components of
primary health care (WHO and UNICEF, 2020)
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of this review is to provide a synthesis of the PHC litera-
ture on impacts, implementation enablers and barriers, and
knowledge gaps across the three main components of PHC
and the strategic levers. Drawing on the main components
of PHC as defined in the Astana Framework and adopted
in the WHO?’s ‘Operational framework for primary health
care: transforming vision into action’ (WHO and UNICEE
2020), the review identifies the key enablers of, and bar-
riers to, implementation of (1) primary care and essential
public health functions as the central elements of integrated
health services; (2) multi-sectoral policy and action and (3)
empowered people and communities. Additionally, the review
identifies emerging experiences and lessons from the COVID-
19 pandemic relating to PHC. Drawing from the analysis of
impacts, enablers, barriers and gaps relevant to PHC imple-
mentation and with reference to the COVID-19 context, the
review offers a comprehensive agenda for future PHC-related
research. The review findings and proposed research agenda
therefore provide an entry point for policymakers and others
thinking about where to invest in co-produced research that
will inform and support current and future country-led PHC
implementation.

Methods

Design

A scoping review design was adopted to summarize the evi-
dence from a diverse body of literature relevant to PHC
impacts, enablers and barriers. Scoping review methodologies
are well-suited to broad enquiries about a body of knowl-
edge that may be heterogeneous in methods or discipline,
enabling questions to be posed such as follows: What is the
nature of evidence in this field? and What is known about
this concept/topic? The Preferred Reporting Items for Sys-
tematic reviews and Meta-Analyses (PRISMA) Extension for
Scoping Reviews (Tricco et al., 2018) was used to guide the
review and reporting with a modification to accommodate the
four phases of searching, screening and eligibility assessment
described below.

Searching, screening and eligibility assessment
The searching, screening and eligibility assessment pro-

cesses were undertaken in four phases between October and
December 2020.

Phase 1: evidence syntheses and multi-country
analyses on PHC

Phase 1 involved a database search in PubMed for liter-
ature reviews of any kind (e.g. scoping review and sys-
tematic review) and multi-country analyses containing ‘pri-
mary health care’ or ‘primary care’ or ‘PHC’ in the title or
abstract. This approach enabled the review to leverage the
substantial body of synthesis work produced within the recent
decade (2010-20) and to concentrate the review on common
issues and challenges relating to PHC impacts and imple-
mentation across countries. Additional papers were identified
by searching of title-abstract records in a special issue of
the Bulletin of the WHO on PHC published in November
2020. Included papers were peer-reviewed publications and
grey literature published in English, with papers published
prior to 2010 excluded to maximize the policy relevance
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of the findings while ensuring adequate breadth. Follow-
ing duplicate removal, title-abstract records were scanned
and excluded if they clearly did not meet the inclusion cri-
teria. Full-text papers were assessed for eligibility by one
reviewer (SMT) with uncertainties (relating to five papers)
resolved by consensus and discussion with at least one other
reviewer. A small number of non-empirical policy analyses
and commentaries were included through this process because
of their direct examination of PHC implementation enablers
and barriers.

Phase 2: seminal global synthesis reports on PHC

Recognizing that several key synthesis reports have been
recently published and developed in relation to the Astana
Conference and ‘PHC 2.0’ (Hone et al., 2018), Phase 2
(undertaken in parallel to Phase 1) involved seeking these doc-
uments from WHO and United Nations websites. The reports
were included if they related to the Astana Conference and
offered a synthesis of evidence relating to PHC implementa-
tion. Documents were excluded if they were only tangentially
related to PHC implementation, did not offer an evidence
synthesis and/or did not reference the Astana Declaration.

Phase 3: targeted papers relating to the three main
components of PHC

Phase 3 was undertaken after Phases 1 and 2 had been com-
pleted and involved targeted searches relating to key aspects of
the main components of PHC and strategic levers, with a par-
ticular focus on governance and accountability, multi-sectoral
collaboration, and community engagement and empower-
ment. Inclusion of the targeted papers in Phase 3 was judged
on a case-by-case basis by two reviewers (ST and AE) for rele-
vance to PHC policy and implementation. These papers were
included to augment the exploration of broad conditions and
mechanisms known to support PHC implementation in each
theme. All papers deemed relevant on a case-by-case basis
were included in this phase, leveraging the authors’ combined
understanding of health system issues and connections with
global policy networks.

Phase 4: papers reporting on PHC in the context of
COVID-19

The ongoing COVID-19 pandemic is illuminating PHC capac-
ity strengths and gaps across the world. This review seeks to
synthesize emerging insights in the literature on early expe-
riences relating to PHC in the context of the emergency
pandemic response. The searching and selection process was
ad hoc and involved members of the research team identifying
articles relating to PHC and COVID-19 through peer net-
works and web searches. No papers identified by the research
team as being relevant were excluded in this phase. The papers
identified in Phase 4 offer an insight into early response expe-
riences relating to PHC and are reported separately within the
results section of this paper.

Data extraction

Data from all included papers were extracted to several
phase-specific excel spreadsheets by one reviewer (AE) using
the following fields: reference details, manuscript type, geo-
graphic focus, study aim, key impacts, key enablers, key

challenges/barriers and key knowledge gaps identified in the
paper.

Analysis

Broad findings from the included papers were analysed against
deductive themes corresponding to the three main compo-
nents of PHC (Figure 1), incorporating an analysis of enablers
and barriers within each theme. A further theme relating to
impact was added to provide a comprehensive ‘picture’ of
the evidence relating to PHC implementation. These find-
ings, alongside key reported knowledge gaps extracted from
included papers, form the basis of a comprehensive agenda for
future PHC research as presented in the discussion. Consis-
tent with the scoping review design, papers were not critically
appraised, but information about study type and methods
were collected as part of the data extraction process, enabling
assessment of the type of the papers.

Results
Characteristics of the included papers

In total, 96 papers were included in the review following
screening and eligibility assessment and 44 were identified
through Phases 1 and 2 of the searching and selection pro-
cess (Figure 2). Of the 44, 13 were various literature reviews
(e.g. systematic review, scoping review and rapid evidence
synthesis), 7 were literature reviews combined with empirical
studies, 10 were empirical studies (without a literature review
component) and 5 were global policy reports incorporating
evidence syntheses. A further nine papers were non-empirical
commentaries, conceptual analyses or descriptions of pro-
grammes. Table 1 shows the countries and regions that were
the focus of these 44 papers. The additional 14 targeted
papers identified and added in Phase 3 were predominantly
literature reviews and policy analyses that addressed spe-
cific aspects of the three main components of PHC and that
had a global or low- and middle-income country (LMIC)
focus. Of the Phase 4 papers, 35 out of the 38 papers were
non-empirical commentaries, conceptual analyses or policy
reports, 2 were empirical studies and 1 was a policy report
incorporating a literature review. Details of included studies
identified in Phases 1 and 2 are in the data charting table in
Appendix 1.

Key impacts of PHC in LMICs

The evidence of impact of public investment in PHC is wide-
ranging and unambiguous (Table 2). Investments in PHC
improve equity and access, healthcare performance, account-
ability of health systems and health outcomes (WHO, 2019a).
Since the adoption of the SDGs in 2016, PHC has re-emerged
as an essential strategy and accelerator for improving health
and health systems, including effectiveness, responsiveness
and efficiency (Bitton et al., 2019; WHO, 2020a). The WHO
reports that PHC reduces healthcare costs by preventing over-
reliance on expensive, specialized care in secondary and ter-
tiary health services (WHO, 2019b). Moreover, by improving
health outcomes, PHC reduces overall demand on health
systems, supporting efficient use of financial resources for
health (WHO, 2019b).

Improved population health is one of the major reported
achievements of PHC implementation (WHO, 2019a).
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Phase 1: Records
Phase 2: Global identified through:
policy reports from database searching Records excluded
websites (n=4) n=1178) > (n=326)
WHO Bulletin (n=20)
A
Records after duplicates
removed
(n=876)
v
Recordj screened ,| Records excluded
(0 =876) (n=2828)
\4
; Full-text articles
. Full-text articles assessed
Phases 3 & & for eligibility > excluded:
argeted papers (n = 44) Not a synthesis or
relating to main multi-country study
components and @=4)
levers of PHC (n = — PHC impacts and/or
P 141) fine t v implementation not
apers relating to ir =
PHC in COVID-19 |—» Studies included in direct focus (n.=4)
context (n= 38) synthesis:
Phases 1 & 2 (n =44)

Phases 3 & 4: (n=52)

Figure 2. Flow of information through the scoping review across four phases

Table 1. Reported countries or regions of focus in papers identified in Phases 1 and 2 of the review

Number of papers

Countries/region of focus (n=44) References

Asia Pacific region 3 Angell ez al. (2019), Dodd et al. (2019) and Palagyi ez al. (2019)

Bangladesh, Haiti, Kenya, Malawi, Namibia, 1 Leslie et al. (2017)

Nepal, Rwanda, Senegal, Uganda and the United
Republic of Tanzania
Eastern Mediterranean 1 Fadlallah et al. (2019)
Ethiopia, Haiti, Kenya, Malawi, Namibia, Nepal, 1 Macarayan et al. (2018)
Rwanda, Senegal, Tanzania and Uganda

European region 1 Espinosa-Gonzalez et al. (2019)

Global 15 Ben Charif et al. (2017), Bitton et al. (2019), Bitton et al. (2017),
Bloom et al. (2018), Chotchoungchatchai ez al. (2020), Kraef
and Kallestrup (2019), Rasnathan and Evans (2020), Rifkin
(2018), Rifkin (2020), Shadmi et al. (2014), United National
General Assembly (2019), VanderZanden ez al. (2019),WHO
(2019a,b) and WHO and UNICEF (2018)

High-income countries 1 Gauld et al. (2012)

Low-income countries 1 Landes et al. (2019)

Low- and middle-income countries 19 Arsenault (2020), Asante et al. (2016), Colombini et al. (2017),
Dugani et al. (2018), El-Jardali ez al. (2019), (Goodyear-Smith
et al. 2019a,b,c), Haque et al. (2020), Kruk et al. (2010), Lan-
glois et al. (2020), Moresky et al. (2019), Munar et al. (2019),
Munga and Mwangu (2013), Rule ez al. (2014), Saif-Ur-Rahman
et al. (2019), Stenberg et al. (2019), Vande Maele ez al. (2019)
and Veillard et al. (2017)

Southeast and East Asia 1 Du et al. (2019)

A systematic review of PHC implementation in LMICs also reduced child mortality and wealth-based mortality

from 1980 found that, in addition to improved access disparities (Kruk et al., 2010). Similarly, a review of PHC
to health care at reasonably low cost, PHC initiatives  implementation from 1978 to 2018 found PHC led to
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Table 2. Summary of key impacts of PHC

Improves health outcomes (Kruk
et al.,2010; WHO, 2019b)

Improves access and equity
(Asante et al., 2016; Bitton
et al.,2019; Haque et al.,
2020; Kruk et al., 2010; WHO,
2019b)

Devolves decision-making and
enhances accountability (Bitton
et al., 2019; Espinosa-Gonzalez
etal.,2019; WHO, 2019b)

Empowers individuals and com-
munities (Bitton et al., 2019;
Espinosa-Gonzalez et al., 2019;
Haque et al., 2020)

PHC improves life expectancy,
maternal and child health and
control of communicable and
vaccine-preventable diseases

Public spending on PHC pro-
motes more equitable outcomes
than spending on secondary
care. PHC is also linked to
improved healthcare access,
including via financial pro-
tection and infrastructure
investments that reduce
socioeconomic barriers

PHC supports policy innovation
and strengthens integration of
services, investment in preven-
tive activities and alignment of
services with community need

PHC promotes engagement and
participation of individuals and
communities as well as health
sector and non-state actors at

different levels

PHC creates decentralized and
disseminated decision-making
spaces that enable and support
responsive and networked ser-
vice delivery across health and
non-health sectors

PHC empbhasizes preventive and
primary care, reducing reliance
on more costly specialty and
secondary and tertiary services.
Improved health outcomes
also reduce overall demand
on health systems

Creates space for innovations to
improve frontline performance
and service delivery (Espinosa-
Gonzalez et al., 2019; Kruk
et al.,2010)

Promotes efficient use of financial
resources for health (Bitton
et al., 2019; WHO, 2019b)

improved life expectancy, decreased incidence of commu-
nicable diseases and improved immunization coverage and
control of vaccine-preventable diseases (WHO, 2019b). PHC
also offers an effective platform to strengthen health sys-
tems, including frontline performance and service delivery
(Kruk et al., 2010). Relevant to the COVID-19 context, PHC
has been shown to improve the responsiveness of health sys-
tems to acute threats and crises by providing integrated public
health and primary care capabilities on the front line (Bitton
etal.,2019).

Implementing the three main components of PHC:
key enablers and barriers
Primary care and essential public bealth functions

The ability to offer a continuum of care, supported by a
well-trained health workforce, is key to successful implemen-
tation of essential PHC services in LMICs (Bitton et al., 2019;
WHO, 2019b). By the same token, poor coordination and
accountability across different levels of government, non-state
entities and implementing partners are major barriers to plan-
ning and implementation of PHC policy (WHO, 2019b). An
analysis of the interactions between PHC functions and their
impact on PHC delivery found that shared goals and clear
accountability relationships between health system actors
are key enabling processes in PHC policy implementation
(Espinosa-Gonzalez et al., 2019). Enactment of legal frame-
works to support implementation is also a key facilitator,

enabling sustained support and clear linkage to overall health
system reform (El-Jardali et al., 2019).

However, provision of essential PHC services is often
challenged by skewed allocation of public resources to
hospital-based spending (Arsenault, 2020; Kraef and
Kallestrup, 2019) and regressive financing models, wherein
households with lower incomes contribute a higher share
of their income towards health than do those with higher
incomes (Asante et al., 2016). A systematic review of progress
towards equity in healthcare financing in LMICs showed that
hospital-oriented healthcare financing models more often ben-
efit wealthier populations, contributing to persisting gaps in
healthcare access for poorer populations (Asante et al., 2016).
In general, hospital-based care models that over-emphasize
the role of medical specialists increase out-of-pocket costs
for patients and decrease healthcare access (WHO, 2019Db).
Excessive workforce specialization, alongside resource alloca-
tion models that favour curative services, impedes continuity
of care and results in healthcare inefficiencies and inequities
(WHO, 2019b). In the absence of financing models that
enable comprehensive coverage, PHC also fails to protect
populations from insecurity, conflicts and disease outbreaks
(Kraef and Kallestrup 2019).

Accordingly, there is robust evidence that equity-informed
financing models, which aim to distribute government
resources based on need, are necessary to underpin provi-
sion of essential PHC services (Anselmi et al., 2015; Asante
et al., 2016). Equitable financing systems require payment
for health care to be based on ‘ability to pay’ and fair dis-
tribution of cost burden and of benefits according to need
(Asante et al., 2016). These mechanisms have been shown to
improve access to health care across different socioeconomic
groups and to incentivize coordination of care (Asante et al.,
2016; Bitton et al., 2019). Asante et al. (2016) demonstrate
that ‘pro-poor’ investments, meaning targeting of PHC invest-
ments to lower-income populations and shifting resources
away from in-patient hospital services, are urgently needed
to enhance the achievement of UHC in LMICs. In a multi-
country assessment of PHC performance in LMICs, Langlois
et al. (2020) demonstrate that PHC resourcing systems need
to be adaptive, involving a capacity for funding to be scaled
up as domestic resources become available. In addition, to
support ongoing evaluation and monitoring of PHC expen-
diture, a clearer operational definition of PHC is needed to
establish parameters for systematic examination using System
of Health Accounts classifications (Vande Maele et al., 2019).

Inadequate infrastructure and health workforce shortages
have also been identified as major barriers to delivery of
essential PHC services and scale-up of evidence base prac-
tices (Ben Charif ef al., 2017; El-Jardali et al., 2019; Landes
et al., 2019; Leslie et al., 2017). Insufficient or poorly dis-
tributed infrastructure is a major barrier to healthcare access:
inadequate transport services, for example, have been found
to inhibit access to referral services in LMICs (El-Jardali
et al., 2019). In terms of workforce, a study estimating
resource needs of key PHC investments in 67 LMICs shows
that LMICs need to increase their health workforces from
5.6 to 6.7 per 1000 population to provide basic function-
ing PHC systems, requiring substantial additional workforce
investments (Stenberg et al., 2019). Workforce shortages are
compounded by inadequate support systems that de-motivate
essential health workforce cadres such as community health
workers (CHWs); this diminishes the responsiveness of front-
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line services to community needs and emerging threats (Kraef
and Kallestrup, 2019). There is widespread consensus that
gaps in workforce capacity can significantly hamper PHC
responsiveness (Bhaumik et al., 2020; Bitton et al., 2019;
Boyce and Katz, 2019; Kraef and Kallestrup, 2019). Major
disasters and conflicts can also drive large-scale emigration
of health workforce, compounding existing gaps and fur-
ther reducing surge capacity (Kraef and Kallestrup, 2019).
As such, addressing workforce gaps is critically important for
scaling up and managing emergency services (Bhaumik et al.,
2020; Boyce and Katz, 2019).

In addition to health workforce shortages, several papers
report on workforce training gaps (Du et al., 2019; Fadlallah
et al., 2019; Shadmi et al., 2014). One study found a
widespread lack of skills, confidence and adequate train-
ing among primary care nurses in Southeast and East Asian
countries in areas such as safe water and sanitation, nutri-
tional promotion, endemic diseases prevention and essen-
tial drugs, which inhibit their ability to assess and manage
patients’ needs, demonstrating an urgent need for enhanced
provider training (Du et al., 2019). Shadmi et al. (2014) report
an industry consensus that speciality-driven disease-focused
models of care should be countered by training programmes
for general practitioners that are framed by overarching health
equity goals.

Building PHC workforce capacity requires an inter-sectoral
approach to workforce planning, commencing with a multi-
dimensional and comprehensive view of health system needs

Health Policy and Planning, 2021, Vol. 00, No. 0

(Munga and Mwangu, 2013). Bitton et al., (2017) report
a framework developed by the Primary Health Care Perfor-
mance Initiative to provide guidance to policymakers on how
to improve assessment of strengths and gaps in PHC deliv-
ery. The framework links key financing, workforce and sup-
ply inputs with core PHC functions—first-contact accessibil-
ity, comprehensiveness, coordination, continuity and person-
centredness (Bitton et al., 2017). More specific enablers of
workforce capacity development are also reported, with sev-
eral papers highlighting the critical role of CHWSs in deliv-
ering essential primary care and public health functions. In
contexts of clinician scarcity, task shifting to CHWs is suc-
cessful when supported by training and integration efforts
and aligned with human resources for health (HRH) policies
(Bitton et al., 2019; Bloom et al., 2018). CHW integra-
tion into multidisciplinary teams also improves patient access
to care and health equity (Bitton et al., 2017). Bhaumik
et al. (2020) and Boyce and Katz, (2019) also demonstrate
that CHWs are essential for pandemic preparedness because
they perform critical services such as distribution of criti-
cal health information, syndromic surveillance, filling health
service gaps and contact tracing. To improve healthcare pol-
icy and coordination between primary and secondary care,
investment is also needed in increasing leadership capacity,
including managerial capacity within governments (WHO,
2019b). Across all health workforce cadres, addressing
provider burnout through reducing job stresses and improving
organizational support is critical (Dugani et al., 2018).

Table 3. lllustrative examples of emerging PHC-related implementation barriers and enablers in COVID-19 pandemic responses

Implementation barriers

Implementation enablers

Primary care and essential public health functions

e Uneven distribution of PHC facilities and poorly equipped clinical
infrastructure (Basu, 2020; Basu, 2020; Hamaguchi et al., 2020)

e Reductions in essential public health and clinical interventions as a
result of widespread lockdowns (Cash and Patel, 2020; Gopal, 2020;
Jones et al., 2020), despite telehealth expansion (Julia et al., 2020;
Majeed et al., 2020)

o Limited connection of citizens to PHC services (Harzheim et al.,
2020)

e Lack of nation-wide guidelines for PHC services relating to the
COVID-19 response (Lotta et al., 2020; Souza et al., 2020)

Multi-sectoral policy and action

e System emphasis on hospital-based care models (Baru, 2020),
including over-emphasis on hospitals and intensive care units in
the pandemic response (Pikoulis et al., 2020)

e Omission of experts on non-COVID-19 health, social and societal
consequences of pandemic response measures in key decision-making
bodies (Rajan et al., 2020)

e Failure of large-scale implementation of teleconsultations to take
account of language barriers, poor internet access and low levels of
digital literacy (Julia et al., 2020)

Empowered people and communities

e Poorly managed risk communication resulting in spread of
misleading and false information (Armitage et al., 2020)

e Support for ‘community engagement” often rhetorical and solely
about compliance to centrally defined and imposed measures, eroding
social participation and trust (Loewenson et al., 2020a)

Well-prepared general practice clinics (Lim and Wong, 2020) and
multiple clinical response tiers from community screening stations to
walk-in clinics, specialized COVID-19 clinics and referral centres for
confirmed and serious cases (Chang and Chiu, 2020)

Well-defined workflows, protocols and information linkages between
services and providers (Sarti et al., 2020)

Expansion of telehealth services, including for vulnerable popula-
tions and in remote areas (Ariadne Labs, 2020; Giannopoulou and
Tsobanoglou, 2020)

Rapid deployment of frontline mental healthcare workers (Wang
et al., 2020)

Whole-of-system governance models underpinned by well-connected
system-wide communication mechanisms permitting rapid data
sharing and quick implementation (Aguilar-Guerra and Reed, 2020)
e Data-driven leadership and openness to innovation Kim et al.,
2020a,b; Oh et al., 2020)

Medication delivery systems mobilizing primary care pharmacies,
local non-profit organizations and community health workers
(Brey et al., 2020)

Training and health workforce models oriented towards community-
based prevention (Jenkins et al., 2020) and inclusion of community
health workers as key part of response workforce (Lotta et al., 2020)
e Effective mechanisms for meaningful engagement of communities

to develop integrated responses and build trust (Loewenson et al.,
2020a; Marston et al., 2020)
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Emerging insights from the COVID-19 context

Several countries and regions have shown effective mobi-
lization of their PHC systems during the pandemic, offering
important lessons for others. In contrast, some countries
where PHC capacity is less robust or variable across states
and districts experienced substantially greater challenges in
responding to COVID-19. A vast body of literature is also
emerging on telehealth responses during COVID-19, which
highlight both the benefits and disadvantages of these mod-
els for PHC as well as implementation challenges. Table 3
shows some illustrative early experiences reported in some
countries. Overall, experiences of the COVID-19 pandemic
demonstrate that a base level of PHC capacity is critical for
countries to simultaneously manage the pandemic response
and maintain routine health care. Learnings from the COVID-
19 response, including understanding of the implications for
health systems, continue to develop alongside understanding
of the disease itself (Harskamp et al., 2020; Kumar et al.,
2020; Mash, 2020).

Multi-sectoral policy and action

The literature strongly demonstrates a need for public sector
governance to differentiate multi-sectoral ‘PHC’ from more
discrete service-focussed ‘primary care’ (Espinosa-Gonzalez
et al., 2019; Goodyear-Smith et al., 2019a,b,c). There is
a growing emphasis globally on multi-sectoral approaches,
involving awareness of the need to address the social deter-
minants of health (Bennett et al., 2018; United National
General Assembly, 2019; WHO and UNICEF, 2018). Since
Alma Ata in 1978, several multi-sectoral approaches have
been implemented for PHC, including ‘whole of society’ and
‘Health in All Policies’ (HiAP) approaches (WHO, 2019b).
HiAP approaches include consideration of health impacts in
the development of all (not just health) policy and legisla-
tion, requiring formal and sustained governance structures
and mechanisms to ensure that policies in non-health sectors
impact positively on population health (Khayatzadeh-Mahani
et al., 2019; WHO, 2019b).

Multi-sectoral action is an essential enabler of disaster pre-
paredness and response, including society-wide pandemic pre-
paredness, which requires active coordination of policy across
sectors (WHO, 2019b). Action in areas such as food and
nutrition, environmental health and childhood immunization,
for example, requires horizontal collaboration and coordi-
nation between government departments (WHO, 2019b).
Intersectoral service coordination is also critical for ensur-
ing a continuum of care across the primary—secondary care
interface (El-Jardali et al., 2019). Intersectoral approaches
are enabled by high-level, non-partisan commitments, incen-
tives for collaboration rather than competition and common
understanding among policy actors of the problem to be
addressed (Bennett et al., 2018). Skillful leadership is essen-
tial for managing the complex processes required to enable
work that crosses organizational, network or constituency
boundaries (Colombini et al., 2017; Emerson, 2018).

Despite the widespread commitments to multi-sectoral
action, many challenges in the implementation of intersec-
toral governance exist (Bennett et al., 2018). Low levels
of trust, legitimacy and goal consensus among collaborat-
ing entities can impede networking arrangements between
health and non-health actors (Emerson, 2018; Khayatzadeh-
Mahani et al., 2019). Achieving consensus among diverse

stakeholders on complex intersectoral issues can be partic-
ularly challenging where ‘divergent framings’ of problems
are apparent (Okeyo ef al., 2020). As a core component
of PHC implementation, intersectoral collaboration requires
more than just inter-ministerial communication and extends
to collaboration between multiple sectors of society, differ-
ent levels of government and public administration (WHO,
2019b). Engagement of non-state actors (such as private
sector organizations and civil society) is particularly impor-
tant to ensure a partnership approach to achieving shared
systems-level goals (WHO, 2019a,b). However, these com-
plex forms of collaboration, involving collaborative gover-
nance arrangements, are challenging and resource-intensive
to implement (Emerson, 2018; WHO, 2019b). In addition,
weak public institutions, hampered by limited funding, low
salaries and workforce shortages, compound the challenges
involved in implementing multi-sectoral initiatives in many
LMICs (Bennett et al., 2018). The ongoing gap between the
vision of PHC and actual status of PHC in many high-income
countries is attributed to limited intersectoral activity and lack
of integration of primary and hospital care, which are linked
to funding complexities (Gauld et al., 2012).

A key barrier to implementation, including scale-up of
critical emergency responses, is the historical dominance in
health systems planning and financing of ‘vertical’ disease-
specific programmes (Bitton et al., 2019; Rifkin, 2018). The
dominance of vertical disease programmes and primary care
(rather than PHC) mediates against multi-sectoral approaches
by undervaluing the social, economic and political factors that
influence health improvements (Rifkin, 2018). Despite the
aspirations of the Alma Ata Declaration, the focus in health
governance and financing over the last 40 years has tended
to be on addressing health challenges in silos, with a dis-
proportionate emphasis on ‘measurable quick-fix solutions’
to disease-oriented problems (Kraef and Kallestrup, 2019;
Rifkin, 2020; Shadmi et al., 2014). The spread of vertical ini-
tiatives has competed with comprehensive PHC models for
resources and political commitment, hampering responses to
global crises (Hone et al., 2018; Kraef and Kallestrup, 2019).
Rifkin (2020) urges a paradigm shift to view PHC policy as
a dynamic, iterative process that includes social, political and
economic factors, which will help countries to prepare and
respond to ongoing threats including disease outbreaks and
conflicts. To this end, Rasnathan and Evans (2020) argue that
PHC goals are unlikely to be realized without contextualized
and more specific definitions of PHC that acknowledge and
respond to persisting implementation barriers.

Emerging insights from the COVID-19 context

The COVID-19 pandemic highlights the complexities inher-
ent in successfully integrating public health and primary care
in the face of widespread PHC deficiencies (Rechel, 2020). Li
et al. (2020) argue that the COVID-19 pandemic has under-
scored the importance of functional coordination between
primary care services, local hospitals and centres for dis-
ease control to improve screening, triage and monitoring.
However, some early responses to the pandemic involved a
trade-off between hospital-focussed versus population health
approaches, exposing gaps in integrative capacity. For exam-
ple, Ballantyne et al. (2020) observe that the dominant focus
on intensive care unit (ICU) admissions in the early stages of
the pandemic shifted the focus of policymakers away from
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other important aspects of COVID-19 care where there is
arguably greater opportunity for mitigating suffering and
enhancing healthcare equity. To address this, Pikoulis et al.
(2020) argue that the initial focus on hospitals and ICUs in
the pandemic should rapidly give way to attention to and
investment in future PHC responsiveness.

The importance of addressing non-health social services
has also been highlighted by the COVID-19 pandemic (Clapp
et al., 2020). Revealing widespread gaps in inter-sectoral
capacity, an analysis of 24 countries’ COVID-19 taskforce
compositions found that these critical decision-making bodies
mostly did not include experts on non-COVID-19 health and
societal consequences of pandemic response measures (Rajan
et al., 2020). Adopting a global perspective, Cash and Patel
(2020) criticize the ‘one-size-fits-all’ model that was apparent
in the early stages of the pandemic, wherein richer countries
dispensed guidance to poorer countries with vastly differ-
ent population structures, population health needs, fewer
healthcare resources and fragile economies.

Empowered people and communities

A key supportive governance mechanism for PHC is partici-
patory models that strengthen linkages between policymaking
and community engagement (Rajan et al., 2017; Sacks et al.,
2020). As such, the WHO reports that engagement of gov-
ernment with civil society, non-governmental organizations
(NGOs), community-based organizations and private sec-
tor entities are key enablers (WHO, 2019b). Responsible
engagement of NGOs, for example, can improve health-
care access among vulnerable and marginalized populations
(Landes et al., 2019). In addition, Molyneux et al. (2012)
report that direct involvement of clients, users and general
public in healthcare delivery strengthens public accountabil-
ity in health systems. Conversely, lack of adequate community
engagement contributes to low levels of community trust in
public services and government, which has been shown to
hamper PHC implementation, including critical emergency
services (Bitton et al., 2019). At a clinical level, Dodd et al.
(2019) demonstrate how strong community-centred strate-
gies improve acceptability of and demand for primary care
services. Emergency care systems also require people-centred
designs to improve participation in health-seeking and health-
promoting behaviour (Moresky et al., 2019).

Accountability is heavily reliant on community engage-
ment mechanisms, which may include social audits, public
expenditure tracking systems, information campaigns, pub-
lic hearings, participatory budgeting and social movements
(Boydell ez al., 2019; Ringold et al., 2011). To be effec-
tive, community engagement requires civil society groups to
access communication channels and other policy-influencing
mechanisms such as funding and technical abilities (Acosta,
2013). In addition, including diverse perspectives in partici-
patory governance processes is essential to enable expression
and discussion of untapped viewpoints, thus improving policy
dialogue through mutual respect and understanding (Rajan
et al., 2017). There is also evidence that decentralized gov-
ernance systems are more likely to empower individuals and
communities in healthcare decision-making, thus improving
access and equity (Bitton et al., 2019; WHO, 2019a).

Implementation of social accountability efforts is often
mediated by social hierarchies and power dynamics, which
are difficult to identify and measure because they exist in
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the ‘taken-for-granted’ hierarchies of daily life (Boydell ez al.,
2019). For example, Lodenstein et al. (2017) report that civil
society representatives can sometimes be nominated because
of their socioeconomic or political status rather than their
knowledge, competence or affinity to health care, which can
diminish the effectiveness of collaboration with providers.
Accordingly, Sacks et al. (2020) emphasize the importance
of explicit attention to hidden power imbalances that might
impede some community members’ civic participation. Such
efforts are necessary to enable the priorities of different
community members to be identified (Sacks ez al., 2020) and
also because health providers’ and policymakers’ perceptions
of the ‘legitimacy’ of civil society groups can mediate their
receptivity to citizens’ demands (Lodenstein et al., 2017). The
WHO identifies the overall strength of civil society as a key
factor in determining positive engagement (WHO, 2019b).

As a general trend, attempts to adequately represent the
needs of communities in policymaking are often hampered
by a lack of sustained political commitment in PHC imple-
mentation (Kraef and Kallestrup, 2019). Sustaining linkages
between participatory governance organizations and high-
level policy decision-making processes presents a specific chal-
lenge (Rajan et al., 2017). Lack of adequate resourcing,
including poor infrastructure, limited equipment and supplies,
and workforce shortages, also limit community engagement
capacity and present as broader PHC implementation barri-
ers (El-Jardali ez al., 2019). Chotchoungchatchai ef al. (2020)
report that lack of institutional support, data and resources is
a key barrier to community participation in health policymak-
ing in some LMICs.

Emerging insights from the COVID-19 context

A key response challenge relating to community engagement
during the COVID-19 pandemic is how to combine fast and
urgent action with ongoing engagement or even basic com-
munication with the public (George Institute, 2020). The
early weeks and months of the pandemic saw an ‘infodemic’
as social media and digital information sharing platforms
rapidly spread information that in many instances was mis-
leading, fearmongering or false, demonstrating a need for bet-
ter systems of control of information (Armitage et al., 2020).
Lessons in risk communication are presented by previous
pandemics, such as human immunodeficiency virus (Marston
et al., 2020; Wolfe, 2020), but challenges are compounded
in the COVID-19 pandemic by the ongoing uncertainties and
rapidly evolving evidence base about the virus and disease
(Williams and Tsiligianni ez al., 2020). Overall, COVID-19
has again drawn attention to the importance of engaging
over the long term with communities to build understanding
and trust, which are essential underpinnings of public health
systems that respond effectively to such ‘stress test’ events
(Burgess et al., 2021; Marston et al., 2020). Marston et al.
(2020) argue that far from being an ‘added extra’ in the emer-
gency response, community participation and ‘co-production’
(whereby health professionals work together with communi-
ties to plan, research, deliver and evaluate the best possible
health promotion and healthcare services) are fundamental
to ensure that policies meet the needs of diverse populations.
Building on the findings from 42 case studies on COVID-19
preparedness and response in different regions around the
world, Loewenson et al. (2020a) find that limiting commu-
nity engagement to informing communities about risk and
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Table 4. Key enablers of PHC implementation identified in the review, presented against the three main components of PHC and four strategic levers
Main components of PHC
Primary care and essential
public health functions as the
central elements of integrated ~ Multi-sectoral policy and Empowered people and
health services action communities
Strategic levels of PHC Political com- e Commitment to offer a e Prioritization of compre- e Sustained political
implementation mitment and continuum of care, sup- hensive PHC rather than commitment to PHC
leadership ported by a well-trained vertical, disease-focussed implementation
health workforce models of care
Governance and e Shared goals and clear e Active coordination of pol- e Decentralized governance
policy frameworks accountability relationships icy across sectors (beyond systems
between health system health), although col- e Inclusion of diverse per-
actors laborative governance spectives in participatory
mechanisms governance
e Mechanisms of
accountability
Funding and e Well-trained and supported e Specialized hospital-based e Equity-informed financ-

allocation of

Engagement of e Direct involvement of e Responsible engagement
clients, users and gen-
eral public in healthcare

communities and
other stakeholders
delivery

health workforce

resources e Adequate public and
healthcare infrastructure

e Decision spaces for
facility and district
budget allocations

care and financing models ing models based on need
balanced with models rather than capacity to pay
addressing the social e Support for community
determinants of health health workers

e Team-oriented, multidisci-
plinary health workforce
models

e Strong civil society

e Consideration of social
hierarchies and power
dynamics within civil
society

of governments with

civil society, NGOs,
community-based orga-
nizations and private sector
entities

compliance is not sufficient for effective social participation.
More participatory forms of engagement are needed such as
co-planning and community involvement in monitoring and
review of interventions (Loewenson et al., 2020a; 2020b).

Discussion

This review provides a timely synthesis, given the importance
of PHC in the ongoing COVID-19 pandemic response, of
the literature on PHC impacts and implementation enablers
and barriers with reference to the three main components of
PHC (WHO and UNICEE, 2020). The review demonstrates
that a strong, diverse civil society represented at all levels
in cross-sectoral governance arrangements and PHC-oriented
health systems underpinned by political commitment to sus-
taining PHC implementation and equity-informed financing
and workforce models are central enablers in advancing PHC
(Table 4). Presented as a matrix, the main components of PHC
and the strategic levers underscore the pivotal role of investing
in and sustaining robust community engagement and empow-
erment. Emerging lessons from COVID-19 responses simi-
larly highlight the importance of community co-production of
health and people-centred, participatory forms of community
engagement (Loewenson et al., 2020a; Marston et al., 2020).

The findings of the review offer an entry point for
policymakers and others thinking about where to invest
in co-produced research that will inform future country-
led implementation (Figure 3). Although knowledge about
enablers and barriers of PHC implementation continues to
grow and inform practice and policy, critical knowledge
gaps relating to PHC are evident. Specifically, there is a

need for research and policy action to address a range of
context-specific governance, financing, workforce, account-
ability and service coordination deficiencies that continue
to hamper PHC implementation. There remains a need
for conceptual clarity in differentiating PHC from ‘pri-
mary care’ in both international policy and future research
(Goodyear-Smith et al., 2019b). Instead of poorly defined and
overly simplistic notions of ‘levels of care’ and ‘primary care’,
policymakers should consciously adopt models of comprehen-
sive, coordinated care with people and their needs at the centre
(Bitton et al., 2019; 2017).

Reflecting on decades of siloed approaches to address-
ing health challenges, Rifkin (2020) urges policymakers to
reconceptualize health as a dynamic, iterative process that
includes broader determinants, rather than as a linear, pre-
dictive set of biomedical interventions. Loewenson et al.
(2020b) similarly observe a trend towards overcentralized,
non-transparent, top-down responses to COVID-19 that are
at odds with evidence that effective public health in a pro-
tracted pandemic requires cooperation, communication, and
participatory decision-making and action. The review findings
support these imperatives and are further discussed alongside
specific knowledge gaps below, with reference to the four
strategic levers of PHC implementation.

Political commitment and leadership for PHC

The review affirms that political commitment is needed to
deliberately shift health systems away from disease-oriented
care models that erode population-based planning. Political
commitment is not only needed to endorse models of PHC but
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Co-production of research with end-users including community — mechanisms of engagement?
Receptiveness to emerging evidence across all health system building blocks — key impediments?
Collection, reporting, monitoring and communication of data — key gaps and impediments?

~ Accountability

Multi-disciplinary |

(incl. social
accountability) and innovative
underpinning workforce models
effective - gaps and
govemance - k"ey impediments?
: Payment systems
Multi-sectoral P
: enabling quality
:‘éﬂﬁg‘t‘fgﬁg :gg of care and access
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" People-centred, .
" comprehensive primary
health care that Re-orienting
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sanctions for health and equity including
impact - what ' principles - what does transitions of care
should these be? this look like? How well and referrals - gaps
) \ does it respond to "stress | and impediments? |
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h COVID-19?

\

Figure 3. An agenda for future research on primary health care implementation based on review findings

to also sustain PHC implementation. As Rasnathan and Evans
(2020) argue, regular recommitments to PHC are important,
but implementation requires an honest and detailed exam-
ination of key barriers to understand what is required to
overcome them. The experiences of health systems in respond-
ing to the COVID-19 pandemic demonstrate the urgency of
political commitment to PHC implementation (Rasnathan
and Evans, 2020). Implementing PHC involves recognizing
the need for both preventive—promotive approaches and acute
or advanced treatment, while noting the persisting overem-
phasis on the hospital sector and specialist services (Reynolds
et al., 2020; World Health Organization (WHO), 2015).
Strong leadership is needed at all levels to affect and sustain
reorientation towards PHC models (WHO, 2019b). The reg-
ular high-level recommitments to PHC, as evidenced in both
global and country-level strategies and agreements, form a
critical foundation for sustaining political commitment and
leadership in PHC implementation.

When compared with the vast stimulus spending dur-
ing the COVID-19 pandemic, the costs of strengthening
PHC (including bolstering the health workforce) as a buffer
against both health and economic impacts of an inadequate
response appear comparatively small (Yates, 2020). Evidence
from previous global disruptions suggests that events such as
COVID-19 can catalyze new political commitments to PHC
(McDonnell, 2020). Key challenges, however, include siloed
governance and power dynamics that entrench the status quo
(WHO, 2019b). The ‘30 by 2030’ campaign, led by several
global health fora and launched in November 2020, may offer
an opportunity for policymakers to re-orient systems towards
PHC. The campaign aims to encourage international donors
to assign 30% of their ‘vertical top-down, disease-oriented
budgets to strengthening integrated horizontal community-
based primary health-care systems by 2030’ (De Maeseneer

et al., 2020). Leveraging these opportunities requires a com-
mon understanding among policy leaders of the problem to
be addressed, as well as development among leaders of the
requisite skills to work across professional and organizational
boundaries.

Governance and policy frameworks for PHC

The review also demonstrates that governance and
policy frameworks for PHC must involve multi-sectoral
arrangements and include clear accountability relationships,
underpinned by robust community engagement processes.
Yet, governance for PHC is severely challenged by health
system models that prioritize secondary and tertiary care ser-
vices over key aspects of public health and PHC such as
health promotion, multi-sectoral collaboration, and commu-
nity engagement and control (UHC2030, 2020). The Astana
Declaration calls for a move beyond these traditional struc-
tures, but there are many obstacles (Rasnathan and Evans,
2020). Rasnathan and Evans (2020) present several strate-
gies for the global health system that might assist countries
to invest in and implement PHC, including better articulating
the scientific rationale for PHC to governments and moving
beyond high-level consensus and commitments towards on-
the-ground alignment. As highlighted in our review, clear
accountability relationships between health system actors,
supported by robust legal frameworks linked to health sys-
tem reform, are critical for such on-the-ground alignment and
action.

There are multiple and intersecting knowledge gaps and
research priorities relating to PHC governance, many of
which have been accentuated by COVID-19 through weak
coordination, inter-operability or adaptability within and
across health systems. A critical, and long-standing, gap in
the literature is the limited understanding about how to best
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promote and support multi-sectoral action for health (Bennett
et al., 2018; Hone et al., 2018). Specifically, Bennett et al.
(2018) report a lack of evidence on the impact of multi-
sectoral actions on outcomes and a need for practical tools
to assist policymakers in navigating the complexities of these
arrangements. There is also a need to identify which ‘types’
of arrangements might be more appropriate than others in
responding to health system challenges (Emerson, 2018). In
addition, a need has been identified for research to understand
priority setting processes in response to outbreaks, includ-
ing how best to monitor and communicate their effectiveness
(Bitton et al., 2019). In an ‘evidence gap map’ exploring
the available evidence in LMICs concerning PHC policy and
governance, Saif-Ur-Rahman et al. (2019) demonstrate that
among the highest priority research areas are better gover-
nance in PHC, public—private partnerships for community
leadership and accountability, and improved user—provider
communication. Swaminathan ez al. (2020) argue that such
research needs to be ‘embedded’—that is, carried out as
an integrated and systematic part of decision-making and
implementation.

Funding and allocation of resources for PHC

Both financing and human resources are a major focus in the
PHC literature. This body of literature emphasizes the need
for equity-oriented financing models and greater investment in
a well-trained, multidisciplinary health workforce with strong
links to communities. While several countries report signif-
icant progress in reforming healthcare financing to promote
access among lower-income populations (Asante et al., 2016;
Bitton et al., 2019), the predominance of disease-oriented
and hospital-focussed financing models that exacerbate health
inequities, and persisting gaps in essential health workforce,
including in training and systems of support, remain key
challenges worldwide. These gaps span macro-level ques-
tions relating to the best approaches to financing, educating,
recruiting and retaining HRH in different settings, as well
as meso- and micro-level questions about what models of
governance best support integrated, team-based primary care
service delivery.

Addressing workforce gaps and developing or enhanc-
ing surge capacity are especially important for scaling up
and managing critical emergency services (Bhaumik et al.,
2020; Boyce and Katz, 2019). The review demonstrates that
CHWs, for example, are not only essential for delivery of
routine primary care but are also on the frontline of pan-
demic response; yet, there are major gaps and deficiencies in
understanding how to better integrate and align this work-
force cadre with PHC efforts (Kraef and Kallestrup, 2019;
Lotta et al., 2020). There is clear evidence that investments
in CHWs within well-integrated community-based services
improve the quality, coverage and efficiency of PHC ser-
vices (Dodd et al., 2019; Kraef and Kallestrup, 2019; Lotta
et al., 2020).

There are critical knowledge gaps relating to PHC funding
and allocation of resources. While there is a growing evi-
dence base regarding primary care service-level strategies or
non-scaled (e.g. performance-based financing) interventions
to improve equity (Asante et al., 2016), comparatively lit-
tle work has been documented in the literature from national
settings to understand which macro-level policies and organi-
zational levers work at scale and in which settings to improve
health equity (Asante et al., 2016; Bitton et al., 2019; Metzl

1"

et al., 2020; Munar et al., 2019). There is a need for a
better understanding of how to ensure that core health and
non-health service delivery functions and other components
of PHC are linked to each other and to equity outcomes
(Baum and Friel, 2020; Bitton et al., 2019). A study that
identified and prioritized the needs for new PHC research
for LMICs found that research questions about payment sys-
tems enabling quality and access were a top priority among
expert respondents (Goodyear-Smith et al., 2019b). Angell
et al. (2019) similarly identify several critical knowledge gaps
about how financing interventions can be implemented at
scale across health systems.

Engagement of communities and other
stakeholders

This review affirms the importance of robust and responsible
community engagement and emphasizes the need for pub-
lic trust and empowerment enabled by devolved governance
structures and inclusion of diverse perspectives in participa-
tory governance and strong civil society. The field of social
accountability has grown considerably in the recent decade
with growing consensus regarding the need to scale account-
ability through vertically integrated, civil society-led policy
and advocacy mechanisms (Fox, 2016). Key actions support-
ing direct involvement of the public, citizens or users in health
delivery include clearly defining ‘communities’ and their rep-
resentatives, achieving clarity in community members’ roles
and responsibilities in groups and committees and clearly
articulating the intended impact of accountability mechanisms
(Molyneux et al., 2012). Kraef and Kallestrup (2019) argue
that new digital technologies have the potential to revolu-
tionize community involvement in PHC, although challenges
experienced in the early stages of the COVID-19 pandemic
highlight the risks that new communication technologies pose
for information control. Overall, the findings of this review
emphasize that community engagement mechanisms should
enable meaningful two-way collaboration between commu-
nity members and policymakers (Loewenson et al., 2020a,b).

Despite the centrality of community engagement and
empowerment to PHC, there are critical knowledge gaps
regarding how best to develop, support and sustain meaning-
ful community engagement at all levels. For example, Langlois
et al. (2020) identify major gaps in context-sensitive knowl-
edge about how to facilitate adaptiveness in response to local
needs and to improve social accountability and community
engagement. Embedded research is also needed to under-
stand what types of social accountability mechanisms might
be best employed at different levels to address issues such as
improved service integration, improved respect and respon-
siveness and opportunities for shared decision-making and
co-design (Bitton et al., 2019; Ringold et al., 2011). There
is also an overarching need for countries to invest in locally
led research and research capacity to help define what locally
meaningful, comprehensive, coordinated care looks like and
how to design and implement PHC that puts people and
their needs, rather than diseases, at the centre of policy
and planning (Bitton et al., 2017). As there is often a dis-
connect between scientific research outputs and the priorities
of health policy and systems stakeholders, future research on
the organization of PHC services should adopt co-design and
co-production principles to enable effective engagement of
policy stakeholders (Palagyi et al., 2019; Swaminathan et al.,
2020).
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Implications of the findings for future research

The evidence base on how to achieve impactful PHC remains
fragmented, and there is an urgent need for a better under-
standing of how to ensure that core service delivery functions
are linked to desired outcomes (Bitton et al., 2019). The
‘stress test’ of the COVID-19 pandemic represents an oppor-
tunity to evaluate and compare PHC responses and gaps,
with the snapshot of experiences presented in this review
demonstrating the need for a more systematic examination.
Both pre-COVID-19 and post-COVID-19 data demonstrate
profound inequities in social and financial protection and
healthcare access and outcomes around the world (Shadmi
etal.,2020). The COVID-19 pandemic highlights the pressing
need to address widespread and growing health inequities by
moving away from brittle and often uncoordinated disease-
specific responses and (re)building or reorienting health sys-
tems around the principles of PHC. The comprehensive,
and adaptable, agenda for future research presented in this
review is likely to support efforts to develop embedded, tar-
geted knowledge for context responsive PHC implementation
(Swaminathan et al., 2020).

A major overarching challenge relating to future research
(as well as policy and practice), however, is the availability
and quality of health information. Macarayan et al. (2018)
report that limited collection and reporting of information
about care quality and provider competence currently inhibit
assessment of the quality of PHC systems Indeed, efforts to
measure health system performance, including patient experi-
ence and quality of care, frequently contend with the problem
of ‘missing data’ (Veillard et al., 2017). Langlois et al. (2020)
identify substantial gaps in measurement and reporting in
multiple countries, as well as a need to increase capacity to
use evidence. Receptiveness of PHC systems to emerging evi-
dence and innovation in healthcare governance, financing and
information and communications technology are essential to
underpin the quality of services and support essential health
workforce (Rule e al., 2014; VanderZanden et al., 2019;
WHO, 2019b).

Strengths and limitations

A key strength of this review is its prioritization of evidence
on the broad conditions and mechanisms supporting PHC
implementation in highly variable political, sociocultural and
economic contexts. The three main components of PHC and
four strategic levers relating to PHC implementation were
used to analyse results and in interpretation of findings, and a
comprehensive agenda for future research in the field of PHC
implementation is presented. One limitation of the review is
its reliance on existing evidence syntheses and multi-country
studies and exclusion of single-country studies. While the
main reason for this approach was to leverage rather than
duplicate others’ work in the field, it is acknowledged that the
current review may replicate omissions or deficiencies of these
earlier synthesis works. Further limitations include the inabil-
ity of the review to reflect on the strength of the evidence from
empirical papers and the comparatively ad hoc approach to
searching and selection of the COVID-19 literature, with most
of these papers in the review being expert opinion. Future
reviews focussed on PHC implementation should adopt a sys-
tematic approach to searching, selection and appraisal of the
burgeoning body of empirical work on PHC in the context of
COVID-19, which is likely to yield important lessons for the
future of PHC implementation.

Health Policy and Planning, 2021, Vol. 00, No. 0

Conclusions

This review demonstrates a need to better understand how
to strengthen governance, financing, multi-sectoral collab-
oration, and community engagement and empowerment to
support effective implementation of PHC, in contrast to the
more discrete service-focussed ‘primary care’. While there
is unequivocal evidence of the benefits of a focus on PHC,
implementation of PHC remains highly complex and chal-
lenging worldwide and is shaped by sociopolitical determi-
nants beyond the health sector. Implementation approaches
should be tailored to local contexts, and many barriers and
enablers are common across countries and regions, demon-
strating the value and importance of sharing lessons learned.
Several important gaps are identified that may form the basis
for an agenda for future research on PHC implementation.
Future research should be co-produced with end users and
focus on strengthening the evidence underpinning key PHC
implementation mechanisms, including multi-sectoral collab-
oration, systems of accountability and equity-informed health
system financing models. Research in these areas is critical to
help inform ongoing PHC implementation efforts during the
COVID-19 pandemic and beyond.
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