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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 knowledge 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 peer-reviewed 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, communitybased 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.
Keywords: Primary health care, comprehensive, multi-sectoral, social determinants, community engagement, COVID-19

Introduction
The 2018 Astana Declaration on Primary Health Care positions primary health care (PHC) as the cornerstone of
sustainable health systems, underpinning the achievement
of universal health coverage and the health-related Sustainable 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) primary care (as distinct from PHC, ‘primary care’ is understood as ‘a key process in the health system that supports
first-contact, accessible, continued, comprehensive and coordinated 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)

empowered people and communities (Figure 1) (WHO and
UNICEF, 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, continuing 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) funding and allocation of resources and (4) engagement of communities and other stakeholders (WHO and UNICEF, 2020).
These strategic levers are supported by 10 inter-related operational levers. As there are substantial differences between
health system contexts, detailed assessment of localized needs
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Key messages

Methods
Design
and capacity is critical for implementation alongside ongoing
monitoring and evaluation (WHO and UNICEF, 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 ‘implementation’ and therefore full realization of the Astana Declaration
in many countries (Ghebreyesus, 2020). Accordingly, the aim

A scoping review design was adopted to summarize the evidence 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 knowledge 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 Systematic 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 processes were undertaken in four phases between October and
December 2020.

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

Figure 1. The World Health Organization’s three main components of
primary health care (WHO and UNICEF, 2020)

Phase 1 involved a database search in PubMed for literature reviews of any kind (e.g. scoping review and systematic review) and multi-country analyses containing ‘primary 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 implementation 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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• 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’.
• This review synthesizes the current state of knowledge
about PHC impacts, implementation enablers and barriers,
and knowledge gaps across the three main PHC components of primary care as conceptualized in the 2018 Astana
Framework.
• Key enablers of PHC implementation include equityinformed 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 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.

of this review is to provide a synthesis of the PHC literature 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 UNICEF,
2020), the review identifies the key enablers of, and barriers 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 COVID19 pandemic relating to PHC. Drawing from the analysis of
impacts, enablers, barriers and gaps relevant to PHC implementation 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.
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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 documents 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 implementation. 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 completed and involved targeted searches relating to key aspects of
the main components of PHC and strategic levers, with a particular focus on governance and accountability, multi-sectoral
collaboration, and community engagement and empowerment. Inclusion of the targeted papers in Phase 3 was judged
on a case-by-case basis by two reviewers (ST and AE) for relevance 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 capacity strengths and gaps across the world. This review seeks to
synthesize emerging insights in the literature on early experiences 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 networks 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 experiences 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, geographic 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 components 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 findings, 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. Consistent 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 process (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 programmes. 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 specific 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 wideranging and unambiguous (Table 2). Investments in PHC
improve equity and access, healthcare performance, accountability 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 overreliance on expensive, specialized care in secondary and tertiary 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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of the findings while ensuring adequate breadth. Following duplicate removal, title–abstract records were scanned
and excluded if they clearly did not meet the inclusion criteria. 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.
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Table 1. Reported countries or regions of focus in papers identified in Phases 1 and 2 of the review

Countries/region of focus

Number of papers
(n = 44)

Asia Pacific region
Bangladesh, Haiti, Kenya, Malawi, Namibia,
Nepal, Rwanda, Senegal, Uganda and the United
Republic of Tanzania
Eastern Mediterranean
Ethiopia, Haiti, Kenya, Malawi, Namibia, Nepal,
Rwanda, Senegal, Tanzania and Uganda
European region
Global

1
15

High-income countries
Low-income countries
Low- and middle-income countries

1
1
19

Southeast and East Asia

References

3
1

Angell et al. (2019), Dodd et al. (2019) and Palagyi et al. (2019)
Leslie et al. (2017)

1
1

Fadlallah et al. (2019)
Macarayan et al. (2018)

1

A systematic review of PHC implementation in LMICs
from 1980 found that, in addition to improved access
to health care at reasonably low cost, PHC initiatives

Espinosa-Gonzalez et al. (2019)
Ben Charif et al. (2017), Bitton et al. (2019), Bitton et al. (2017),
Bloom et al. (2018), Chotchoungchatchai et al. (2020), Kraef
and Kallestrup (2019), Rasnathan and Evans (2020), Rifkin
(2018), Rifkin (2020), Shadmi et al. (2014), United National
General Assembly (2019), VanderZanden et al. (2019),WHO
(2019a,b) and WHO and UNICEF (2018)
Gauld et al. (2012)
Landes et al. (2019)
Arsenault (2020), Asante et al. (2016), Colombini et al. (2017),
Dugani et al. (2018), El-Jardali et al. (2019), (Goodyear-Smith
et al. 2019a,b,c), Haque et al. (2020), Kruk et al. (2010), Langlois et al. (2020), Moresky et al. (2019), Munar et al. (2019),
Munga and Mwangu (2013), Rule et al. (2014), Saif-Ur-Rahman
et al. (2019), Stenberg et al. (2019), Vande Maele et al. (2019)
and Veillard et al. (2017)
Du et al. (2019)

also reduced child mortality and wealth-based mortality
disparities (Kruk et al., 2010). Similarly, a review of PHC
implementation from 1978 to 2018 found PHC led to
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Figure 2. Flow of information through the scoping review across four phases

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

Empowers individuals and communities (Bitton et al., 2019;
Espinosa-Gonzalez et al., 2019;
Haque et al., 2020)
Creates space for innovations to
improve frontline performance
and service delivery (EspinosaGonzalez 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 communicable diseases and improved immunization coverage and
control of vaccine-preventable diseases (WHO, 2019b). PHC
also offers an effective platform to strengthen health systems, 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 systems to acute threats and crises by providing integrated public
health and primary care capabilities on the front line (Bitton
et al., 2019).

Implementing the three main components of PHC:
key enablers and barriers
Primary care and essential public health functions
The ability to offer a continuum of care, supported by a
well-trained health workforce, is key to successful implementation 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 planning 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 frameworks 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 benefit 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, 2019b).
Excessive workforce specialization, alongside resource allocation 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 provision 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 distribution 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 investments 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 multicountry 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 expenditure, 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 practices (Ben Charif et al., 2017; El-Jardali et al., 2019; Landes
et al., 2019; Leslie et al., 2017). Insufficient or poorly distributed 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 functioning 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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Devolves decision-making and
enhances accountability (Bitton
et al., 2019; Espinosa-Gonzalez
et al., 2019; WHO, 2019b)

PHC improves life expectancy,
maternal and child health and
control of communicable and
vaccine-preventable diseases
Public spending on PHC promotes more equitable outcomes
than spending on secondary
care. PHC is also linked to
improved healthcare access,
including via financial protection and infrastructure
investments that reduce
socioeconomic barriers
PHC supports policy innovation
and strengthens integration of
services, investment in preventive 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 service delivery across health and
non-health sectors
PHC emphasizes 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

5

6

(Munga and Mwangu, 2013). Bitton et al., (2017) report
a framework developed by the Primary Health Care Performance Initiative to provide guidance to policymakers on how
to improve assessment of strengths and gaps in PHC delivery. The framework links key financing, workforce and supply inputs with core PHC functions—first-contact accessibility, comprehensiveness, coordination, continuity and personcentredness (Bitton et al., 2017). More specific enablers of
workforce capacity development are also reported, with several papers highlighting the critical role of CHWs in delivering essential primary care and public health functions. In
contexts of clinician scarcity, task shifting to CHWs is successful 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 integration 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 critical health information, syndromic surveillance, filling health
service gaps and contact tracing. To improve healthcare policy 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. Illustrative examples of emerging PHC-related implementation barriers and enablers in COVID-19 pandemic responses

Implementation barriers
Primary care and essential public health functions
• Uneven distribution of PHC facilities and poorly equipped clinical
infrastructure (Basu, 2020; Basu, 2020; Hamaguchi et al., 2020)
• 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)
• Limited connection of citizens to PHC services (Harzheim et al.,
2020)
• 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
• 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)
• 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)
• 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
• Poorly managed risk communication resulting in spread of
misleading and false information (Armitage et al., 2020)
• 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)

Implementation enablers
• 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 populations 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)
• 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 communitybased prevention (Jenkins et al., 2020) and inclusion of community
health workers as key part of response workforce (Lotta et al., 2020)
• 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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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 further 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 training among primary care nurses in Southeast and East Asian
countries in areas such as safe water and sanitation, nutritional promotion, endemic diseases prevention and essential 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 multidimensional and comprehensive view of health system needs
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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 determinants 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 legislation, 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 preparedness and response, including society-wide pandemic preparedness, 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 coordination between government departments (WHO, 2019b).
Intersectoral service coordination is also critical for ensuring 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, incentives for collaboration rather than competition and common
understanding among policy actors of the problem to be
addressed (Bennett et al., 2018). Skillful leadership is essential 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 intersectoral governance exist (Bennett et al., 2018). Low levels
of trust, legitimacy and goal consensus among collaborating entities can impede networking arrangements between
health and non-health actors (Emerson, 2018; KhayatzadehMahani et al., 2019). Achieving consensus among diverse

stakeholders on complex intersectoral issues can be particularly challenging where ‘divergent framings’ of problems
are apparent (Okeyo et 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, different levels of government and public administration (WHO,
2019b). Engagement of non-state actors (such as private
sector organizations and civil society) is particularly important to ensure a partnership approach to achieving shared
systems-level goals (WHO, 2019a,b). However, these complex forms of collaboration, involving collaborative governance 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’ diseasespecific 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 disproportionate emphasis on ‘measurable quick-fix solutions’
to disease-oriented problems (Kraef and Kallestrup, 2019;
Rifkin, 2020; Shadmi et al., 2014). The spread of vertical initiatives 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 inherent 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 underscored the importance of functional coordination between
primary care services, local hospitals and centres for disease 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 example, 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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Emerging insights from the COVID-19 context
Several countries and regions have shown effective mobilization 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 models 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 COVID19 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).
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Empowered people and communities
A key supportive governance mechanism for PHC is participatory 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 government with civil society, non-governmental organizations
(NGOs), community-based organizations and private sector entities are key enablers (WHO, 2019b). Responsible
engagement of NGOs, for example, can improve healthcare 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 accountability 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 strategies improve acceptability of and demand for primary care
services. Emergency care systems also require people-centred
designs to improve participation in health-seeking and healthpromoting behaviour (Moresky et al., 2019).
Accountability is heavily reliant on community engagement mechanisms, which may include social audits, public
expenditure tracking systems, information campaigns, public hearings, participatory budgeting and social movements
(Boydell et al., 2019; Ringold et al., 2011). To be effective, 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 participatory 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 governance 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

the ‘taken-for-granted’ hierarchies of daily life (Boydell et 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 et 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 implementation (Kraef and Kallestrup, 2019). Sustaining linkages
between participatory governance organizations and highlevel policy decision-making processes presents a specific challenge (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 barriers (El-Jardali et al., 2019). Chotchoungchatchai et al. (2020)
report that lack of institutional support, data and resources is
a key barrier to community participation in health policymaking 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 communication 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 misleading, fearmongering or false, demonstrating a need for better 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 et 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 emergency response, community participation and ‘co-production’
(whereby health professionals work together with communities 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 community engagement to informing communities about risk and
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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 different population structures, population health needs, fewer
healthcare resources and fragile economies.
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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
health services
Strategic levels of PHC
implementation

Empowered people and
communities

• Commitment to offer a
continuum of care, supported by a well-trained
health workforce
• Shared goals and clear
accountability relationships
between health system
actors

• Prioritization of comprehensive PHC rather than
vertical, disease-focussed
models of care
• Active coordination of policy across sectors (beyond
health), although collaborative governance
mechanisms

• Sustained political
commitment to PHC
implementation

Funding and
allocation of
resources

• Well-trained and supported
health workforce
• Adequate public and
healthcare infrastructure
• Decision spaces for
facility and district
budget allocations

• Equity-informed financing models based on need
rather than capacity to pay
• Support for community
health workers

Engagement of
communities and
other stakeholders

• Direct involvement of
clients, users and general public in healthcare
delivery

• Specialized hospital-based
care and financing models
balanced with models
addressing the social
determinants of health
• Team-oriented, multidisciplinary health workforce
models
• Responsible engagement
of governments with
civil society, NGOs,
community-based organizations and private sector
entities

Political commitment and
leadership
Governance and
policy frameworks

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 UNICEF, 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 sustaining 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 empowerment. Emerging lessons from COVID-19 responses similarly 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 countryled 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

• Decentralized governance
systems
• Inclusion of diverse perspectives in participatory
governance
• Mechanisms of
accountability

• Strong civil society
• Consideration of social
hierarchies and power
dynamics within civil
society

need for research and policy action to address a range of
context-specific governance, financing, workforce, accountability and service coordination deficiencies that continue
to hamper PHC implementation. There remains a need
for conceptual clarity in differentiating PHC from ‘primary 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 comprehensive, coordinated care with people and their needs at the centre
(Bitton et al., 2019; 2017).
Reflecting on decades of siloed approaches to addressing health challenges, Rifkin (2020) urges policymakers to
reconceptualize health as a dynamic, iterative process that
includes broader determinants, rather than as a linear, predictive 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 protracted 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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to also sustain PHC implementation. As Rasnathan and Evans
(2020) argue, regular recommitments to PHC are important,
but implementation requires an honest and detailed examination of key barriers to understand what is required to
overcome them. The experiences of health systems in responding 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 overemphasis 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 regular 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 during 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 communitybased primary health-care systems by 2030’ (De Maeseneer

et al., 2020). Leveraging these opportunities requires a common 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 services over key aspects of public health and PHC such as
health promotion, multi-sectoral collaboration, and community engagement and control (UHC2030, 2020). The Astana
Declaration calls for a move beyond these traditional structures, but there are many obstacles (Rasnathan and Evans,
2020). Rasnathan and Evans (2020) present several strategies 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 onthe-ground alignment. As highlighted in our review, clear
accountability relationships between health system actors,
supported by robust legal frameworks linked to health system 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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Figure 3. An agenda for future research on primary health care implementation based on review findings

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

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 significant 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 questions 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 enhancing 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 pandemic response; yet, there are major gaps and deficiencies in
understanding how to better integrate and align this workforce 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 services (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 evidence base regarding primary care service-level strategies or
non-scaled (e.g. performance-based financing) interventions
to improve equity (Asante et al., 2016), comparatively little work has been documented in the literature from national
settings to understand which macro-level policies and organizational levers work at scale and in which settings to improve
health equity (Asante et al., 2016; Bitton et al., 2019; Metzl

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 systems 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 public trust and empowerment enabled by devolved governance
structures and inclusion of diverse perspectives in participatory 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 accountability through vertically integrated, civil society-led policy
and advocacy mechanisms (Fox, 2016). Key actions supporting direct involvement of the public, citizens or users in health
delivery include clearly defining ‘communities’ and their representatives, 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 revolutionize 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 community 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 meaningful community engagement at all levels. For example, Langlois
et al. (2020) identify major gaps in context-sensitive knowledge about how to facilitate adaptiveness in response to local
needs and to improve social accountability and community
engagement. Embedded research is also needed to understand what types of social accountability mechanisms might
be best employed at different levels to address issues such as
improved service integration, improved respect and responsiveness 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 disconnect 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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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 multisectoral 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, including 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 governance in PHC, public–private partnerships for community
leadership and accountability, and improved user–provider
communication. Swaminathan et 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.
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Conclusions

The evidence base on how to achieve impactful PHC remains
fragmented, and there is an urgent need for a better understanding 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 opportunity 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
et al., 2020). The COVID-19 pandemic highlights the pressing
need to address widespread and growing health inequities by
moving away from brittle and often uncoordinated diseasespecific responses and (re)building or reorienting health systems 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, targeted 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 experience 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 evidence 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 et al., 2014; VanderZanden et al., 2019;
WHO, 2019b).

This review demonstrates a need to better understand how
to strengthen governance, financing, multi-sectoral collaboration, 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 challenging worldwide and is shaped by sociopolitical determinants beyond the health sector. Implementation approaches
should be tailored to local contexts, and many barriers and
enablers are common across countries and regions, demonstrating 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 collaboration, 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.

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 inability 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 systematic 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.
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Primary Health
Care Performance
Initiative (PHCPI)

Systematic review
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Descriptive
quantitative study

Systematic literature review and
Delphi study

Article type

Global

Global review, with
LMICs dominant focus
of included studies

LMICs

LMICs

Asia-Pacific region

Geographic focus

To describe the PHCPI, an international consortium to catalyse
improvements in PHC delivery
and outcomes in LMICs through
better measurement and sharing
of effective models and practices.

To identify effective strategies
for scaling up evidence-based
practices (EBPs) in primary care.

To assess progress towards
equity in health care financing
in LMICs through the use of
Benefit incidence analysis (BIA)
and financing incidence analysis
(FIA).

To estimate the proportion of people who visited hospitals for four
essential health services offered
at health centres in LMICs and
explore the factors associated
with hospital use.

To generate a stakeholder-led
research agenda in the area of
PHC financing interventions in
the Asia-Pacific region.

Study objective/aim

PHCPI has developed a framework to illustrate the relationship between key financing,
workforce, and supply inputs,
and core PHC functions of
first-contact accessibility,
comprehensiveness, coordination, continuity, and
person-centeredness.

The review found few studies
assessing strategies for scaling
up EBPs in primary care settings.
It remains uncertain whether
any strategies were effective
as most studies focused more
on patient/provider outcomes
and less on scaling-up process
outcomes.

Health care financing in LMICs
benefits the rich more than the
poor but the burden of financing also falls more on the rich.
Even PHC services, which are
often presumed to be pro-poor,
were only marginally so in
sub-Saharan Africa.

(continued)

Successful progress requires sustained leadership and investment
in measuring the key PHC
domains and making this data
transparent and relevant particularly at the front lines of service
delivery.

The science of scaling up EBPs
in primary care is young and
future initiatives should include
the development of specific
reporting guidelines and minimal consensus on the metrics of
scaling-up of EBPs in primary
care.

Future measures of equity need to
provide a complete picture of the
entire health financing system
not just focus on single health
financing mechanisms

To stop the drift towards use of
hospitals, structural health system investments such as a strong
primary care workforce and
well-equipped, people-centred
health centres will be essential.

There is a need for more research
on how financing interventions
can be implemented at scale
across health systems

The review found evidence that
some interventions (removal
of user fees, ownership models of providers and contracting
arrangements) could impact
PHC service access, efficiency and out-of-pocket cost
outcomes.
Using nationally representative
surveys from 56 countries, the
study found that using hospitals for essential primary care
services is relatively common in
LMICs. This was more common
among the wealthiest, urban residents and the most educated
women, reflecting that hospital
use is highly inequitable.

Evidence gaps

Key impacts, enablers, barriers
relevant to PHC
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Countries of the Southeast and East Asian
Nursing Education
and Research Network
(SEANERN)

LMICs in the Asia-Pacific
region

LMICs

Global

Global

Global, with a more
specific focus on a
sub-set of countries
for a component of the
review

Geographic focus

To identify the capacity of PHC
providers in countries of the
SEANERN.

To synthesize evidence on the
organisation of PHC service
delivery in LMICs in the Asia
Pacific and identify evidence
of effective approaches and
pathways of impact.

To identify and analyse barriers
and facilitators to integrated
health sector responses to intimate partner violence (IPV) in
LMICs.

To examine the potential and limitations of PHC in contributing
to health-related SDGs, identify barriers to PHC provision,
and recommend policies for
implementation to enable a fully
functioning PHC service.

To describe the challenges
involved in implementing UHC
including human, financial,
and technological resources
requirements.

To conduct a scoping review of
the recent literature to assess
the state of research on PHC in
LMICs and understand where
future research is most needed.

Study objective/aim

The general capacity perceived
by PHC providers themselves
was low to moderate in all three
dimensions (skill, knowledge,
ability) across eight components
of PHC.

Community based services are
most effective when wellintegrated through functional
referral systems and supportive supervision arrangements
and have a reliable supply of
medicines. Few studies adopt a
‘systems’ lens.

The services that were most comprehensive and integrated in
their responsiveness to IPV were
primarily in primary health and
antenatal care settings. A connected systems-level response
was critical.

The authors identify four underlying factors currently impeding
full implementation of PHC:
inadequate funding, PHC
workforce shortages, insufficient multi-sectoral actions
and inadequate community
empowerment.

Progress toward achieving UHC
will be aided by new technologies, a willingness to shift
medical tasks from highly
trained to appropriately welltrained personnel, a balance
between quantity and quality of health care services, and
resource allocation decisions
that acknowledge non-medical
influences on population health.

The country-specific review
of 14 countries showed that
most maintained or improved
progress in the scope of services,
quality, access and financial
coverage of PHC over the last
decade.

Key impacts, enablers, barriers
relevant to PHC

(continued)

The translation of capacity from
knowledge into skill and from
skill into ability is relatively
poor.

Future research in the Asia-Pacific
region should embrace complexity and focus on strategies for
PHC implementation to identify
enabling factors that support
context-specific adaptation and
scale-up.

There is a need for process evaluations to yield contextual
information on how programs
are implemented.

Governments should increase
spending on PHC, implement
interventions to retain the rural
health workforce, and update
the pre-service training curricula
of personnel to include skills in
multisectoral collaboration and
community engagement.

Substantial human and financial
resources will be required to
achieve UHC in any of the various ways it has been conceived
and defined. Addressing these
challenges may require radical
transformations in the way that
health services are delivered.

Several emerging service delivery
innovations have early evidence
of success but lack evidence for
how to scale more broadly.

Evidence gaps
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Dugani, S

El-Jardali, F

EspinosaGonzalez,
AB

Fadlallah, R

Gauld, R

Goodyear-Smith,
F

Literature review
and Delphi
study (Primary
care financing:
a systematic
assessment of
research priorities
in LMICs)

Policy report

Literature review
followed by stakeholder ranking
exercise

Mixed methods
through Delphi
process (3 rounds)

Systematic review

Systematic review

Article type

LMICs

High Income Countries

Eastern Mediterranean
Region

24 WHO European
region countries

LMICs

LMICs

Geographic focus

To identify and prioritize the
perceived needs of PHC practitioners and researchers for new
research LMICs about financing
of PHC.

To examine the prospects for the
WHO PHC agenda in 12 highincome health systems from
Asia, Australasia, Europe and
North America, comparing performances against the WHO
agenda.

To use a multistep approach
to generate a policy-relevant
research agenda for strengthening quality, safety and performance management in PHC
in the Eastern Mediterranean
Region (EMR).

To analyse the interactions
between PHC functions and
their impact in PHC delivery, particularly in providers’
behaviour and practice
organisation.

To systematically review the evidence on barriers and facilitators
to the implementation of essential health benefits packages
(EHPs) within PHC settings in
LMICs.

To analyse the prevalence of and
factors associated with PHC
provider burnout in LMICs.

Study objective/aim

Practitioners, academics and
policymakers from LMICs prioritized three questions about
primary care financing that
focused on general adequacy
of primary care funding.

All 12 systems studied demonstrate considerable gaps between
the actual status of PHC and the
WHO vision when assessed in
terms of the four WHO reform
dimensions, although many initiatives to enhance PHC have
been implemented.

The study generated three important outputs: evidence and gap
maps, a ranked list of priority
research questions, and a proposed approach for research
implementation addressing the
top-ranked question.

Findings show correlations
between governance, financing and regulation based on their
degree of decentralisation.

At the governance level, key
reported barriers were insufficient policymaker-implementer
interactions, limited involvement
of consumers and stakeholders, sub-optimal PHC network
arrangements, poor marketing,
and insufficient coordination
with community network.

The review found heterogeneity
in definition and prevalence of
burnout. All three dimensions of
burnout were seen across multiple cadres (physicians, nurses,
community health workers,
midwives, and pharmacists).

Key impacts, enablers, barriers
relevant to PHC

(continued)

There is a marked deficiency
in studies providing country
context-specific evidence of
financing PHC in LMICs.

PHC remains largely independent
in each of the 12 health systems,
both as a sector unto itself and
in terms of the organisation of
practitioners and services within.

The top five research priorities
for quality, safety and performance management in PHC in
the EMR for the next 3–5 years
are identified.

The framework developed in the
study is being applied to classify countries according to the
degree of decentralisation of
PHC financing and regulation
and compare their performance.

Future reviews could explore
barriers and facilitators to implementation of EHPs in different
contexts. Studies are also needed
to assess the impact of implementing EHPs on population
health outcomes, equity, and
financial protection.

Further studies should measure
the causes and consequences of
burnout and guide the development of effective interventions to
reduce or prevent burnout.

Evidence gaps
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Year
published

2019

2019

2020

2019

2010

First author

Goodyear-Smith,
F

Goodyear-Smith,
F

Haque, M

Kraef, C

Kruk, ME

Systematic review

Policy analysis

Literature review

Literature review
and Delphi study
(Research gaps
in the organisation of PHC in
LMICs and ways
to address them:
a mixed-methods
approach)

Literature review
and Delphi study
(Primary care
research priorities
in LMICs)

Article type

LMICs

Global, with particular
focus on LMICs

LMICs

LMICs

LMICs

Geographic focus

To describe and assess the contributions of major primary
care initiatives implemented
in LMICs in the past 30 years to
a broad range of health system
goals.

To examine the challenges that
PHC faced after the Alma- Ata
declaration; provide an analysis
of the current opportunities and
threats to PHC strengthening;
and review key policy recommendations and related evidence
to address key threats.

To analyse how PHC services can
be utilized and strengthened to
help prevent and control longterm non-communicable diseases
in LMICs.

To identify and prioritize the
knowledge needs of PHC practitioners and researchers in
LMICs about PHC organisation.

To identify and prioritize the
needs for new research evidence for PHC in LMICs about
organisation, models of care,
and financing of PHC.

Study objective/aim

Most primary care programs
had multiple components
from health service delivery
to financing reform to building community demand for
health care. The review found
that primary care-focused
health initiatives in LMICs have
improved access to health care at
reasonably low cost.

Key threats to comprehensive
PHC include: insecurity, conflicts and disease outbreaks;
lack of sustained political commitment and inappropriate
monitoring and evaluation
structures; inappropriate and
unsustainable financing models;
and insufficient health workforce
recruitment, employment and
retention.

A PHC based approach provides
opportunities for communities
to better access appropriate
healthcare, which ensures
more significant equity, efficiency, effectiveness, safety,
and timeliness, empowers service users, and helps healthcare
providers to achieve better
health outcomes at lower costs.

The study produced a unique list
of essential gaps in knowledge
of how best to organize PHC,
priority ordered by LMIC expert
informants capable of shaping
their mitigation.

Four priority areas emerged: effective transition of primary and
secondary services, horizontal
integration within a multidisciplinary team and intersectoral
referral, integration of private
and public sectors, and ways to
support successfully functioning
PHC professionals.

Key impacts, enablers, barriers
relevant to PHC

(continued)

Future research should focus on
understanding how to optimize
the delivery of primary care to
improve health and achieve
other health system objectives
and to what extent models of
care can be exported to different
settings.

Understanding the historical
challenges to Alma- Ata that
impeded its success can help
improve policy for PHC today.
The paper offers policy recommendations against each of the
threats identified.

Future research should support
the following strengths of PHC:
PHC is a comprehensive wholesystem approach; PHC enhances
community participation; and
PHC emphasizes promoting
health equity.

There is a need for research in
LMICs on achieving holistic team-based full scope of
care, appropriate referral,
public–private partnerships, and
coordination across policy and
its practical application.

The top ranked research questions centre around continuity
of care, multidisciplinary workforce teams, public/private sector
collaboration, inter-sectoral
collaboration, and equitable
financing systems

Evidence gaps
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Year
published

2019

2020

2017

2018

First author

Landes, M

Langlois, EV

Leslie, HH

Macarayan, EK

Descriptive quantitative analysis
of facility survey
data

Descriptive quantitative analysis of
service provision
assessments

Mixed methods
multiple case
study

Letter to the editor

Article type

Ethiopia, Haiti, Kenya,
Malawi, Namibia,
Nepal, Rwanda, Senegal, Tanzania, and
Uganda

Bangladesh, Haiti,
Kenya, Malawi,
Namibia, Nepal,
Rwanda, Senegal,
Uganda and the United
Republic of Tanzania

LMICs

Low income countries
(LICs)

Geographic focus

To assess whether existing facility
surveys capture relevant aspects
of primary care performance
and to summarize the quality of
primary care in ten LMICs.

To evaluate the service readiness
of over 8000 health facilities
in Bangladesh, Haiti, Kenya,
Malawi, Namibia, Nepal,
Rwanda, Senegal, Uganda and
the United Republic of Tanzania.

To analyse the PHC systems in 20
LMICs using a semi-grounded
approach.

To demonstrate that at the 40th
anniversary of the Alma-Ata
Declaration’s commitment to
PHC, NGOs are particularly
poised to strengthen PHC in low
income countries.

Study objective/aim

Facility surveys do not capture
key elements of primary care
quality. There were gaps in measurement of: outcomes such
as user experience, health outcomes, and confidence; and
several processes such as timely
action, choice of provider, and
affordability.

The comparison revealed substantial and pervasive gaps in
the basic capacity to provide
health-care services. Health centres/clinics achieved barely over
half – and hospitals just over
three quarters – of the maximum possible score for service
readiness.

(continued)

The available measures suggest
major gaps in primary care quality. If not addressed, these gaps
will limit the contribution of
primary care to reaching the
SDGs.

More attention needs to be given
to within-country inequities.
Countries may benefit from
identifying the best-performing
facilities as case studies.

The analysis found gaps in
context-sensitive knowledge
about the most effective ways
of: (i) enabling primary healthcare systems to adapt to local
needs and to the needs of the
population in general; and (ii)
enhancing social accountability
and the community engagement and empowerment pillar
of PHC.

The authors call for NGOs to
commit their expertise and
resources to long-term strengthening of PHC in LICs and to
critically examine the factors
that prevent or assist them in
this goal.

In this letter, the authors reflect
on how NGOs have both positively and negatively impacted
equity, effectiveness, appropriateness and efficiency of PHC
systems based on their experience working with NGOs in
LICs.
The authors found that: (i) many
LMICs countries lacked funds
for preventive services; (ii) community health workers were
often under-resourced, poorly
supported and lacked training;
(iii) out-of-pocket expenditure
exceeded 40% of total health
expenditure in half the countries
studied; and (iv) health insurance schemes were hampered by
the fragmentation of public and
private systems, underfunding,
corruption and poor engagement
of informal workers.

Evidence gaps

Key impacts, enablers, barriers
relevant to PHC
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Year
published

2019

2019

2013

2019

2020

First author

Moresky, RT

Munar, W

Munga, MA

Palagyi, A

Rasnathan, K

Policy analysis

Literature review
and Delphi study

Descriptive literature review
of selected case
studies in LMICs

Literature review

Conceptual analysis

Article type

Global

Seven Asia-Pacific LMICs

LMICs, with particular
focus on Tanzania

LMICs

LMICs

Geographic focus

To consider how the most recent
interpretation of PHC at the
Astana conference can best guide
greater application of the PHC
strategy.

To identify evidence-based strategies for reorganising PHC
delivery, determine where relevant evidence gaps exist and
prioritize these for future study.

To appraise the inadequacies of
the existing planning approaches
in addressing the growing
human resources for health
(HRH) crisis in resource-limited
settings.

To map available evidence on
performance measurement and
management (PMM) strategies
in PHC systems of LMICs.

To describe research strategies for
emergency care systems (ECS)
in LMICs, elucidate priority
research questions and methodology, and present a selection
of studies addressing operational, implementation, policy
and health systems elements.

Study objective/aim

The authors draw attention to
the tension between the political
vision of “health for all” and
the implementation vehicle of
(the much more limited) primary
care.

(continued)

Work is needed to better link
primary care with complementary work targeting the social
determinants. The heterogeneity of implementation contexts
also needs to be recognized and
addressed.

The largest evidence gaps related
to interventions to promote
access to essential medicines,
patient management tools,
effective health promotion
strategies and service planning
and accountability.

Selective approaches that are
largely health sector specific
may not provide longer term
and sustainable solutions to the
HRH crisis. More of an intersectoral focus in HRH planning
is needed.

The review found an implicit
assumption that HRH problems have originated largely
from the ‘malfunctioning’ of
the health sector and thus most
of the proposed interventions
responding to these problems
were by default or design health
sector -focused.
Stakeholder-determined priorities reflected large, context
dependent system issues, while
evidence gaps centred on discrete interventions. The study
demonstrates that health policy
and systems research priorities
of national PHC stakeholders do
not always align with scientific
research outputs.

Future efforts at redesigning PHC
systems need to be informed
by evidence on the most effective approaches for using PMM
strategies.

The authors propose a framework
for ECS research that offers
evidence-based guidance to influence optimising health systems
impact by decreasing morbidity
and mortality from injuries and
emergent conditions in LMICs.

Evidence gaps

The evidence is concentrated in
two types of PMM strategies:
implementation strategies (inservice training, continuing
education, supervision) and
performance-based financing.
Major gaps exist in accountability arrangements particularly the
use of audit and feedback.

ECS are complex adaptive systems
that present diverse research and
intervention challenges, particularly in resource-constrained
settings. Funding, ethical considerations, conceiving and
executing a context-grounded
programme design all represent
challenges.

Key impacts, enablers, barriers
relevant to PHC
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Year
published

2018

2020

2014

2019

2014

First author

Rifkin SB

Rifkin, SB

Rule, J

Saif-Ur-Rahman,
KM

Shadmi, E

Summary of
conference
workshop

Literature review
followed by
stakeholder
consultation
(workshop)

Realist review

Letter to the editor

Policy analysis

Article type

Global

LMICs

LMICs

Global

Global, with particular
focus on LMICs

Geographic focus

To summarize the work performed at the World WONCA
(World Organization of National
Colleges and Academies of Family Medicine) 2013 Meetings’
Health Equity Workshop.

To identify the knowledge gaps
concerning PHC policy and governance in LMICs and produce
an evidence gap map.

To explore the development of
an evidence-based approach for
assessing the effectiveness of
PHC programs and interventions
in LMICs.

To respond to an article authored
by Kraef et al. (2019).

To explore experiences in implementation of Alma Ata over
the last 40 years, provide evidence of how these challenges
have been met and what succeeded and what had failed, and
to identify lessons from these
experiences.

Study objective/aim

Assessment of the gaps between
current and preferred priorities
showed that to bridge expectations and actual performance,
governments and health care systems should focus on: forming
cross-national collaborations;
incorporating health equity and
cultural competency training in
medical education; and engaging in initiation of advocacy
programs

The three highest priority areas
for conducting implementation
research for better PHC governance: (1) interventions to
improve accountability for better
governance in PHC; (2) role of
public–private partnerships in
PHC governance; and (3) role of
user-provider communication in
PHC.

There is no internationally standardized methodology or
approach to PHC research but
over the past 30 years there has
been a range of approaches used.

(continued)

There is a need to further examine
how professional obligations
can be directly carried out by
primary care professionals and
not merely remain as aspirations
to be addressed by governments.

There is a paucity of studies systematically evaluating
the implementation of PHC
programs in LMICs. Evaluation models need further
investigation.
There are evidence gaps regarding social accountability,
public-private partnership and
intersectoral collaboration.
Stakeholders strongly recommended that implementation
research be conducted in the
priority areas.

The authors argue that a
paradigm shift is needed from
viewing health as a result of a
linear, predictive set of biomedical interventions to viewing it as
a dynamic, iterative process.

PHC needs to be examined within
evaluation frameworks that
address complexity.

In the years following Alma Ata,
implementation confronted
many challenges. Lessons from
these experiences include: the
need to understand PHC as a
process rather than a blueprint;
and to understand the process
must consider context, culture,
politics, economics and social
concerns.
The authors argue that the
‘threats’ and challenges outlined in the paper are well
documented and longstanding. The highlight the restricted
approaches often taken in identifying problems and how possible
subsequent improvements are
investigated and presented.

Evidence gaps

Key impacts, enablers, barriers
relevant to PHC
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Year
published

2019

2019

2019

2019

2017

First author

Stenburg, K

United National
General
Assembly

Vande Maele, N

VanderZanden,
A

Veillard, J

Conceptual analysis

Qualitative study

Economic analysis

Political declaration

Modelling study

Article type

LMICs

195 research consortia
around the world

LMICs

Global

67 LMICs

Geographic focus

To report on the development of
instruments for performance
assessment and improvement
as part of the Primary Health
Care Performance Initiative
(PHCPI) and report a conceptual
framework and performance
indicators.

To report on a landscape analysis to understand global health
research consortium models
and major design decisions that
inform model choice.

To test and examine different
measurement options of PHC
expenditure using the System of
Health Accounts (SHA) 2011 for
systematic monitoring of PHC
expenditure.

We, Heads of State and Government and representatives of
States and Governments, assembled at the United Nations on
23 September 2019, with a dedicated focus for the first time
on universal health coverage
(UHC).

To present measures for PHC
investments and project the associated resource needs. Three
measures are used for PHC:
Measure 1 – public health
interventions and outpatient
care; measure 2 – general inpatient care; and measure 3 –
cross-sectoral activities.

Study objective/aim

The PHCPI conceptual framework builds on the current
understanding of PHC system performance through an
expanded emphasis on the role
of service delivery. Key challenges include a lack of available
data for several indicators and a
lack of validated indicators for
important dimensions of quality
PHC.

Research consortia models ranged
from structured functioning networks with large technical cores
and strong central governing
bodies to less structured models with minimal or no core and
looser governing bodies.

Country spending on PHC varies
largely, across countries and
across definition options. PHC
expenditure ranges from US$15
to US$60 per capita and from
31% to 88% of Current Health
Expenditure. The study identified the major challenges in
developing standard monitoring
of PHC expenditure.

The Political Declaration of the
High-level Meeting on UHC
reaffirms that health is a precondition for and an outcome and
indicator of the social, economic
and environmental dimensions
of sustainable development
and the implementation of the
2030 Agenda for Sustainable
Development.

An estimated additional US$200–
328 billion per year is required
for the various measures of PHC
from 2020 to 2030. For measure 1, an additional $32 is
needed per capita across the
countries. Needs are greatest
in low-income countries where
PHC spending per capita needs
to increase from $25 to $65.

Key impacts, enablers, barriers
relevant to PHC

(continued)

The PHCPI will continue to
develop and test additional
performance assessment
instruments, including composite indices and national
performance dashboards.

The findings offer a potential
framework for new research
consortia and inform the design
of a proposed PHC research
consortium.

Further research and analysis would provide a clearer
operational definition of PHC
expenditures and more distinct PHC boundaries. More
granular data and strengthened data estimation methods
would support a more robust
or precise mapping of PHC
to the SHA classifications and
improve comparability between
countries.

The Declaration recognizes that
action to achieve UHC by 2030
is inadequate and that the level
of progress and investment to
date is insufficient to meet target
3.8 of the SDGs, and that the
world has yet to fulfil its promise
of implementing, at all levels,
measures to address the health
needs of all.

Recommendations for future
work include expanded models for cross-sectoral analysis, as
well as projections for a more
comprehensive package of health
services.

Evidence gaps
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Year
published

2019

2019

2018

First author

World Health
Organization

World Health
Organization

World Health
Organization
and United
Nations Children’s Fund
(UNICEF)

Policy report

Policy report
(Review of 40
years of PHC
implementation at
country level)

Policy report (PHC
on the road to
universal health
coverage)

Article type

Global

Global

Global

Geographic focus

To capitalize on the fortieth
anniversary of the landmark
international Conference on Primary Health Care in Alma-Ata
by updating its declaration on
PHC.

To review 40 years of PHC implementation at country level, as
requested by the WHO Executive Board at its 142nd session in
January 2018.

To analyse advances and impediments to multiple dimensions
of universal health coverage
(UHC).

Study objective/aim
Globally and for many countries,
the pace of progress has slowed
since 2010. Progress requires
considerable strengthening of
health systems to provide UHC,
particularly in lower income
settings. The gains in service
coverage have come at a major
cost to individuals and their
families.
The key enabling factors in
developing and implementing
PHC approaches are: political will and good governance;
promotion of health reforms;
strengthening health systems
towards PHC; increasing access
to essential programmatic
activities; partnerships; and
organisational management.
PHC is a whole-of-society
approach to health that aims
equitably to maximize the level
and distribution of health and
well-being by focusing on people’s needs and preferences
as early as possible along the
continuum from health promotion and disease prevention to
treatment, rehabilitation and
palliative care, and as close as
feasible to people’s everyday
environment.

Key impacts, enablers, barriers
relevant to PHC

To achieve this ambitious vision
of PHC in the 21st century,
transformational action is
required. The specifics of this
action will vary considerably
from country to country. A flexible set of thirteen ‘levers’ has
been identified that countries can
employ as they move towards
PHC.

Government capacity to collect,
analyse and use data is often
subject to significant capacity
constraints in enabling governments and other health sector
staff to make well-informed
decisions.

The weakness of global and especially country health information
systems leaves data gaps for
most countries – on service
coverage, on financial protection and on gender and equity
markers.

Evidence gaps

Downloaded from https://academic.oup.com/heapol/advance-article/doi/10.1093/heapol/czab075/6311324 by guest on 04 July 2021

Table A1. (Continued)

24
Health Policy and Planning, 2021, Vol. 00, No. 0

