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Measures to strengthen primary health-care systems in low- and
middle-income countries

Etienne V Langlois,? Andrew McKenzie,” Helen Schneiderc & Jeffrey W Mecaskey®

Abstract Primary health care offers a cost—effective route to achieving universal health coverage (UHC). However, primary health-care
systems are weak in many low- and middle-income countries and often fail to provide comprehensive, people-centred, integrated care.
We analysed the primary health-care systems in 20 low- and middle-income countries using a semi-grounded approach. Options for
strengthening primary health-care systems were identified by thematic content analysis. We found that: (i) despite the growing burden of
noncommunicable disease, many low- and middle-income countries lacked funds for preventive services; (i) 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, which affected equity; and (iv) health insurance schemes were hampered by the fragmentation of public
and private systems, underfunding, corruption and poor engagement of informal workers. In 14 countries, the private sector was largely
unregulated. Moreover, community engagement in primary health care was weak in countries where services were largely privatized. In
some countries, decentralization led to the fragmentation of primary health care. Performance improved when financial incentives were
linked to regulation and quality improvement, and community involvement was strong. Policy-making should be supported by adequate
resources for primary health-care implementation and government spending on primary health care should be increased by at least 1% of
gross domestic product. Devising equity-enhancing financing schemes and improving the accountability of primary health-care management
is also needed. Support from primary health-care systems is critical for progress towards UHC in the decade to 2030.

Abstracts in GSS H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Health systems around the world are facing increasingly
complex challenges, such as the growing burden of chronic
noncommunicable disease and related commercial determi-
nants of health (e.g. the marketing of tobacco and unhealthy
food), new epidemics and antimicrobial resistance. As a result,
the focus has shifted from curative care to health promotion
and disease prevention, and new models of primary health-
care service delivery, financing and governance have been
developed.

Primary health-care systems are fundamental for re-
sponding to pandemics, such as the coronavirus disease 2019
(COVID-19) pandemic, and for maintaining essential health
services. Moreover, primary health-care policies and interven-
tions can enhance equity and support disadvantaged groups
that have little coverage by essential services."* Strengthening
primary health care has been shown to improve population
health outcomes and reduce all-cause mortality and is a cost-
effective strategy for achieving universal health coverage
(UHC).** Primary health care is uniquely placed to provide
the spectrum of care required to meet the majority of a popula-
tion’s health needs, to provide services for communities locally
and to address evolving needs.® This adaptive ability contrib-
utes to the responsiveness and resilience of health systems,
particularly in times of crisis.

In response to the 2018 Declaration of Astana,” there has
been a push for a renewed commitment to primary health
care globally. There is an increasing recognition that achiev-
ing health-related sustainable development goals, including
UHC, will not be possible without stronger primary health-

care systems. In 2019, the World Health Assembly adopted a
resolution that recognized the role of primary health care in
providing health services throughout a person’s life course,
including prevention, treatment, rehabilitation and pallia-
tive care.® However, primary health-care systems are weak in
many low- and middle-income countries and fail to provide
high-quality, comprehensive, people-centred, integrated
care. Often, systems are compromised by under-resourcing,
fragmentation and poor governance. The priority assigned to
primary health care and the resources provided vary greatly
between countries: during 2011 to 2018, the proportion of
annual government spending dedicated to primary health
care by low- and middle-income countries ranged from 2 to
56%.° Health services for poor and marginalized groups are
often badly coordinated and inconsistent,'’ and development
aid and vertical programming (which focuses on disease-
specific interventions) frequently increase the fragmentation
of primary health care." Key governance challenges in primary
health care include: poor regulation linked to low care quality,
and a lack of transparency, efficiency and accountability in
resource allocation and use."”

Traditionally, the core primary health-care principles of com-
munity engagement and empowerment, and of strengthening local
health systems have been neglected at the expense of innovative and
rapid interventions.” To address this imbalance, the Declaration of
Astana called for action to strengthen the three pillars of primary
health care: (i) primary care and essential public health functions
as the core of integrated health services; (ii) empowered people
and communities; and (iii) multisectoral policies and actions.”

In low- and middle-income countries, the policies and
system reforms needed to develop a more comprehensive
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and responsive primary health-care
system must be supported by context-
appropriate evidence. At present, there
are gaps in knowledge about key aspects
of primary health-care systems, includ-
ing: quality, safety and performance
management; policies and governance;
organization and models of care; and
financing." To address these gaps, the
Alliance for Health Policy and Systems
Research — an international partnership
hosted by the World Health Organiza-
tion (WHO) - developed an initiative
called Primary Health Care Systems
(PRIMASYS).” The purpose of the
initiative was to advance the science of
primary health care in low- and middle-
income countries and thereby support
efforts to strengthen primary health-
care systems and improve the imple-
mentation, effectiveness and efficiency
of primary health-care interventions. To
that end, PRIMASYS spearheaded the
production of case studies of primary
health-care policy and systems in 20
low- and middle-income countries.

Our aim was to use data from
these 20 case studies to conduct a mul-
ticountry analysis of the system-level
determinants of primary health-care
performance and to derive lessons for
primary health-care implementation,
policy-making and systems reform that
can aid efforts to strengthen primary
health care in low- and middle-income
countries.

Development of case studies

In 2015, the Alliance for Health Policy
and Systems Research convened an
expert consultation on primary health-
care systems in low- and middle-income
countries, which involved global and
country experts, including policy-
makers and researchers from low- and
middle-income countries.’® The PRI-
MASYS conceptual framework was
adopted to guide the development and
reporting of primary health-care system
case studies.'” Between 2016 and 2018,
studies were produced for 20 selected
countries: Bangladesh, Cameroon,
Colombia, Ethiopia, Georgia, Ghana,
Indonesia, Kenya, Lebanon, Mexico,
Mongolia, Nigeria, Pakistan, Peru,
Rwanda, South Africa, Sri Lanka, Thai-
land, Uganda and the United Republic
of Tanzania.'® Of the 20, four (20%) were
low-income countries, nine (45%) were
lower-middle-income countries and
seven (35%) were upper-middle-income
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Table 1. Country characteristics, case studies of primary health-care systems in 20 low-
and middle-income countries, 2014-2018

Country Population in Health expendi- Nursing and midwifery

2018, no. in turein2014,°% personnelin 2017,>* no. per
millions of GDP 10000 population

Low-income countries

Ethiopia 109.2 49 84

Rwanda 12.3 7.5 8.3P

Uganda 427 7.2 6.3

United Republic of 56.3 56 4.¢

Tanzania

Lower-middle-income countries

Bangladesh 1614 2.8 3.1

Cameroon 25.2 4.1 9.3¢

Georgia 3.7 74 40.9°

Ghana 29.8 36 12.0

Indonesia 267.7 29 20.6

Kenya 514 5.7 15.4¢

Mongolia 32 4.7 398

Nigeria 195.9 3.7 14.5¢

Pakistan 2122 26 5.0°

Upper-middle-income countries

Colombia 49.7 7.2 12.6

Lebanon 6.3 64 264

Mexico 126.2 6.3 29.0f

Peru 320 55 13.5°

South Africa 57.8 8.8 352

Sri Lanka 21.7 35 21.2°

Thailand 69.4 4.1 29.6

GDP: gross domestic product.

¢ Figures are for 2017 unless otherwise noted.
® 2015.

< 2014

42011,

¢ 2013.

f2016.

Box 1.Domains used of the PRIMASYS framework and the Primary Health Care

Performance Initiative framework

The PRIMASYS framework included: (i) primary health-care policy and systems domains
(e.g. primary health-care system reform successes and failures); (ii) system governance and
architecture; (i) financing; (iv) human resources; (v) planning, implementation, monitoring,
evaluation and information systems; (vi) regulatory processes; (vii) community participation;
(viii) service delivery; (ix) infrastructure and supplies; and (x) primary health-care system

strengthening priorities.

The Primary Health Care Performance Initiative framework was used to assess data on the
domains of: (i) primary health-care systems (i.e. governance and leadership, health financing
and adjustment to population health needs); (ii) inputs, such as drugs, supplies, infrastructure,
health management information systems, workforce and funds; and (iii) service delivery,
including access to care, care availability, people-centred care, organization and management.

PRIMASYS: Primary Health Care Systems.

countries. The main population and pri-
mary health-care system characteristics
for each of the 20 PRIMASYS countries
are listed in Table 1.

The case studies were developed
using a mixed-methods approach,

which involved secondary data sets and
primary data collected through engage-
ment with primary health-care stake-
holders, including in-depth interviews
and focus group discussions. When
primary health-care-specific indicators
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Fig. 1. Deaths in low- and middle-income countries, by cause, 2000 and 2016*
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were not available as secondary data, the
country teams produced estimates using
the latest available validated metrics.
Studies were reported using a standard-
ized template.”!

Multicountry analysis

We carried out the data analysis using
a semi-grounded approach and applied
two primary health-care frameworks as
coding matrices in the deductive com-
ponent: the PRIMASYS framework and
the Primary Health Care Performance
Initiative framework.”” The domains
analysed using these frameworks are
presented in Box 1. Data on the frame-
works” domains were further analysed
using an inductive process that allowed
themes to emerge. Thematic content
analysis of the 20 case studies was
conducted using ATLAS.ti (ATLAS.ti
Scientific Software Development GmbH,
Berlin, Germany). Two investigators
(AM and JM) performed the coding for
case studies using codes from the two
frameworks. Once coded, each domain
was subcategorized using an inductive
process to further interrogate the data.
In addition, data were synthesized to
identify key insights for strengthening
and transforming primary health-care
systems. Where appropriate, we aug-
mented the analysis with data from
WHO’s Global Health Observatory,
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Box 2. Noncommunicable disease medicine in a UHC scheme in Georgia, case studies of
primary health-care systems in low- and middle-income countries, 2016-2018

In Georgia, the cost of medicines for outpatients traditionally made up a high proportion of out-
of-pocket health expenditure. In response, the government expanded the UHC benefits package
in 2017 to cover noncommunicable disease drugs for four chronic conditions that accounted
for more than 80% of the disease burden in the country, thereby including the prevention and
management of noncommunicable diseases in primary health-care services.

UHC: universal health coverage.

Box 3. Health-care fragmentation in Bangladesh, Mexico and Nigeria, case studies of
primary health-care systems in low- and middle-income countries, 2016-2018

In Bangladesh, different government departments ran primary health-care services in urban
and rural areas with little coordination between them, and the private sector was very strong
in urban areas.

In Mexico, despite ongoing efforts to integrate the three main, primary health-care, public
sector institutions using health-care service exchange agreements, fragmentation remained.

In Nigeria, the coordination of primary health care was limited by the presence of a wide array
of providers, including faith-based organizations, nongovernmental organizations, the private

sector, local government authorities, and national and state public institutions.

including data on health financing and
human resources for health. Ethics ap-
proval was obtained from WHO’s Ethics
Review Committee (ERC.0003121).

Disease burden

In 11 of the 20 countries studied (55%),
urbanization was growing and overall
mortality was decreasing as incomes
rose. In all countries, noncommunicable
diseases and associated mortality were
both increasing. The proportion of

Bull World Health Organ 2020;98:781-791 I doi: http://dx.doi.org/10.2471/BLT.20.252742

deaths due to noncommunicable disease
was greater in countries with higher
incomes (Fig. 1). In 12 countries (60%),
noncommunicable disease was a priority
for primary health-care policy (Box 2),
though countries were still addressing
the substantial burden of communicable
disease and, in some cases, violence
and injury. There was a consensus that
noncommunicable diseases should
be tackled by increasing resources for
preventive and promotive services.
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Fig. 2. Out-of-pocket expenditure as a percentage of total expenditure on health, 20 low- and middle-income countries, 2014
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Note: Case studies of primary health-care policy and systems were performed for all 20 countries under the Primary Health Care Systems (PRIMASYS) initiative.”

Data source: World Health Organization.”

However, in some countries (e.g. Ke-
nya), there was little financial support
and payments for health promotion
services were unreliable. Countries that
prioritized community health workers
(CHWs) and community-based service
delivery generally reported better pri-
mary health-care services. In Ethiopia,
for instance, health extension workers
were regarded as critical for improving
primary health-care coverage.

Governance and service models

In 70% of countries (14/20), primary
health-care services were fragmented:
they involved a wide range of public
and private providers, nongovernmental
organizations, faith-based organizations
and traditional medicine providers
(Box 3). Service delivery was affected by
the perception that care quality at pri-
mary health-care facilities was low and
by the lack of a gate-keeping mechanism
in the health system. All countries had
a basic, package-of-care approach to
primary health care and, in 75% (15/20),
CHWSs and community-based services
were building blocks of the health sys-
tem. Yet, programmes for CHWs were
weakened by under-resourcing, low pay,
a dearth of supervision, poor definitions
of roles, low motivation and morale, and
poorly functioning referral processes,
all of which hampered coordination
and the continuity of care. In some
countries (e.g. Bangladesh, Ghana and
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Box 4. Strategies for reducing out-of-pocket health expenditure, case studies of primary
health-care systems in low- and middle-income countries, 2016-2018

- abolish user fees and implement free maternal, newborn and child health services as a

priority;

- fund services and infrastructure in poor, rural or remote areas;
- provide government-funded health insurance for poor people and for vulnerable population

groups, such as refugees;

- level health insurance premiums in a progressive way;

- regulate health professionals’service fees;

- ensure providers of contracted-out services (including nongovernmental organizations)

provide services at prescribed rates; and

- establish a cash transfer system that targets certain services (e.g. maternal, newborn and
child health) or poorer households and ensure government resources are distributed on
an equitable basis (e.g. according to need or remoteness).

Uganda), decentralization of the health
system had led to the fragmentation of
primary health care, particularly where
central governments retained control
of the management of human resources
for health, health financing and vertical
programmes, and ring-fenced resources
for certain programmes.

Financing

Commonalities in primary health-care
financing across countries included:
(i) policy commitments to reducing
catastrophic health expenditure and
improving equity; and (ii) movements
towards financial protection and UHC
and towards increasing primary health-
care coverage using a risk-pooling

mechanism. In 2014, out-of-pocket
expenditure was over 40% of total health
expenditure in 10 of the 20 countries
(Fig. 2).** In 65% (13/20), high out-of-
pocket expenditure led to the develop-
ment of a national health insurance
or social health insurance scheme to
expand UHC. The main challenges in
developing such schemes included:
integrating existing public and private
systems; underfunding and corruption;
scaling up insurance pilot projects; in-
volving the private sector; and engaging
workers in the informal sector.
Current strategies to reduce out-
of-pocket and catastrophic health
expenditure are listed in Box 4. In
Ethiopia, community-based health

Bull World Health Organ 2020;98:781-791 I doi: http://dx.doi.org/10.2471/BLT.20.252742
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insurance schemes started in selected
districts in four regions and were scaled
up to include 205 districts (out of 558)
nationally. In 2016, they covered 36%
of the population in those districts. In
Thailand, a universal coverage scheme
introduced in 2002 substantially in-
creased the government’s share of total
health expenditure and reduced out-of-
pocket expenditure.

Overall, government funding as a
percentage of gross domestic product
was generally low and often health sys-
tems’ budgets were not aligned with in-
dicators of workload or resource needs.

Regulation and quality
improvement

The licensing of primary health-care
facilities presented a mixed picture.
Good processes were reported in some
countries, whereas systems were very
weak or nonexistent in others (Box 5).
In 70% (14/20), the private sector was
largely unregulated and there were few
incentives for regulatory compliance (e.g.
strategic purchasing), which resulted in
suboptimal qualification of health work-
ers and poor quality of care. The lack of
public oversight of heterogeneous groups
of private providers and facilities can lead
to the fragmentation of primary health-
care, particularly in mixed systems where
the private sector is dominant (e.g. in
Bangladesh, Lebanon and Nigeria). How-
ever, in several countries, strategic pur-
chasing was being introduced and there
were innovative developments linking
licensing with contracts, accreditation
and insurance schemes (Box 6).

Fifteen countries (75%) had a na-
tional oversight body (similar to the
United States Food and Drug Admin-
istration) responsible for regulating the
manufacture, importation, registration,
distribution and pricing of drugs and,
sometimes, equipment. In 45% (9/20),
the regulatory system was weak as there
was limited capacity to monitor or en-
force regulations, which led to problems
with substandard and counterfeit drugs.
Most countries (13/20) had issues with
supply chain management that affected
drug stocks and, in many countries, the
regulation of traditional medicine was an
emerging challenge. Improvements in the
effectiveness of regulation have occurred
where financial incentives were linked to
regulation and quality improvement (e.g.
in Indonesia and Lebanon) and where
there was strong community involvement
and oversight (e.g. in Ethiopia).

Policy & practice I
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Box 5.Regulatory challenges in Ghana and Kenya, case studies of primary health-care
systems in low- and middle-income countries, 2016-2018

In Ghana, different bodies were responsible for regulating health personnel, drugs and facilities,
there was poor coordination between institutions, and monitoring and enforcement were
difficult.

In Kenya, under-resourced regulators were not able to prevent facilities operating without
licences or with unqualified staff.

Box 6. Strategic purchasing in Indonesia and Lebanon, case studies of primary health-
care systems in low- and middle-income countries, 2016-2018

In Indonesia, only accredited facilities could receive payments from the national insurance
body and primary health-care centres were accredited only if their staff had undergone special
training in midwifery emergencies.

In Lebanon, contractual agreements between the health ministry and primary health-care
facilities covered the supply of essential medicines. The contractual process was linked to the
accreditation of primary health-care providers and dispensaries, which had to maintain care
quality.

Box 7. Community engagement in policy-making in Ethiopia, case studies of primary
health-care systems in low- and middle-income countries, 2016-2018

In Ethiopia, health plans were embedded in five-year strategic development plans for growth
and transformation. These plans were developed through extensive consultations that included
communities and multiple stakeholders. Districts had autonomy, which allowed for both bottom-
up and top-down planning processes. Districts could argue for resources during the budgetary

process and district committees could develop health plans to suit the local context.

In all countries, quality improve-
ment was an area of weakness: little ef-
fort was being made to improve primary
health-care performance and there were
few incentives. In 70% (14/20), quality
improvement structures and processes
were in place but there were problems
with benchmarking standards, funding
for quality improvements and achieving
gains in outcomes and performance.

Policy-making

Frequently, primary health-care plan-
ning took place at the district level
and was consolidated at regional and
national levels - all countries had a
national planning and budgeting pro-
cess. In many cases, planning was a
top-down process and there was little
participation by low-level workers or
communities. Consequently, primary
health-care policy was not responsive
to local needs or capacities. The main
primary health-care policy issues were:
adopting an integrated or sector-wide
approach; decentralization; account-
ability for performance (Box 7); and
social and financial risk protection
schemes. In addition, there were of-
ten discrepancies between a primary
health-care policy and its implementa-
tion in the real world.

Bull World Health Organ 2020;98:781-791 I doi: http://dx.doi.org/10.2471/BLT.20.252742

Workforce

In 2017, the number of nurses and
doctors combined ranged from 0.40
per 1000 population in the United
Republic of Tanzania to 6.94 per 1000
in South Africa. In all 20 countries, the
distribution of the health workforce,
especially doctors and nurses, was
uneven. In particular, rural areas were
underserved: poor working conditions
in rural areas was a disincentive in 35%
of countries (7/20), whereas centralized
decision-making and financial control
were bottlenecks to recruitment and
deployment in others. Absenteeism was
common and was linked to poor work-
ing conditions, the absence of incentives
and nonfunctioning regulatory and ac-
countability mechanisms, particularly
for doctors. Five countries (i.e. Bangla-
desh, Colombia, Georgia, Lebanon and
Pakistan) had more doctors than nurses,
whereas nurses predominated in all
African countries studied. Professionals
frequently worked simultaneously in
both private and public sectors, which
contributed to inequitable coverage.
Traditional health practitioners were
generally unregulated but Ghana, South
Africa, Sri Lanka and Thailand were ad-
dressing regulation.
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Community participation and
accountability

Two types of structure for community
participation were identified: (i) elected
representatives at national, regional,
district and local government levels;
and (ii) appointed community par-
ticipation bodies that play an advisory
role. Community bodies (e.g. district
committees, community committees,
hospital management boards and facil-
ity health committees) existed in 55%
of countries (11/20) but wielded little
power or influence. In countries where
health services had largely been priva-
tized (e.g. Georgia, Pakistan and urban
Bangladesh), local government and
community bodies had limited oversight
of primary health-care services.

Discussion

Our multicountry assessment found
commonalities in the performance of
primary health-care systems in low-
and middle-income countries, derived
lessons for improving performance in
these countries and identified strate-
gies for enhancing primary health-care
policy-making and systems. Substantial
improvements in primary health-care
systems had been made in the 20 coun-
tries studied, including better commu-
nity-based services. Overall, however,
the effort and investment devoted to
strengthening health promotion and
prevention was not commensurate with
the swiftly increasing morbidity and
mortality associated with noncommu-
nicable diseases. Frequently, a primary
focus on curative services undermined
the comprehensiveness and continuity
of primary health care.

Although primary health care was
given a high priority in policy-making
and agenda-setting in the countries
studied, in practice it was limited by in-
adequate human and financial resources,
by the limited availability and subop-
timal quality of commodities, and by
weak support systems. The predominant
primary health-care delivery approach
remained the provision of an essential
package of health services and the prin-
cipal focus was on high-impact, efficient
and equity-enhancing interventions and
services. Yet, there were weaknesses
with the comprehensiveness, integra-
tion and quality of essential primary
health-care interventions: for example,
the inclusion of essential interventions
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in planned packages of primary health-
care services was uneven and coverage
was limited. Moreover, inequitable
resource allocation and a lack of regu-
lation and accountability also impeded
the implementation and scaling up of
high-quality primary health-care ser-
vices. A UHC intervention compendium
is being developed by WHO to inform
the development and redesign of health
benefits packages, while recognizing
that the implementation of essential
primary health-care services can vary
across countries according to context,
priorities, resources and capacities.”
Additional guidance is available on
including essential services, such as
comprehensive sexual and reproduc-
tive health and rights interventions,*
in health packages.”*® Our study shows
that additional attention and resources
should be allocated to support essential
primary health-care packages, includ-
ing better governance, regulation and
human resources and more funding.

Our analysis also highlights the im-
portance of primary health-care systems
being adaptive so that services can be
scaled up and funding can be increased
when more domestic resources become
available. Moreover, the inclusion of
essential primary health-care interven-
tions in UHC benefits packages should
be appropriate to the context, should be
informed by evidence from local, disag-
gregated data and real-world knowl-
edge, and should consider the views of
primary health-care stakeholders (e.g.
health-care providers, communities
and the beneficiaries of services).” Yet,
our study found that many low- and
middle-income countries lacked the
resources, mechanisms and capacities
needed to collect, appraise and use
context-sensitive evidence on primary
health care.

In addition, our study identified
gaps in the measurement and reporting
of primary health-care-sensitive indica-
tors that can weaken the monitoring,
development and accountability es-
sential for improving primary health
care. Our findings corroborate previous
evidence that more sensitive metrics of
primary health care, including financial
indicators, are required and confirm
the importance of strengthening health
information and surveillance systems.*
Our study also identified the need for
increased capacity to use evidence to
strengthen primary health-care systems
and for more incentives to use that

Etienne V Langlois et al.

evidence. Local data and research are es-
sential for assessing the implementation
of primary health care and for establish-
ing the effectiveness of any innovations
introduced or any activities scaled up
within the existing health system, for
instance digital primary health-care
interventions.””’! Furthermore, our
analysis found gaps in context-sensitive
knowledge about the most effective ways
of: (i) enabling primary health-care sys-
tems to adapt to local needs and to the
needs of the population in general; and
(ii) enhancing social accountability and
the community engagement and em-
powerment pillar of primary health care.

Support for CHWs could be
strengthened by providing adequate
resources and effective referral systems,
by ensuring proper recognition, training
and supervision, and by enforcing regu-
lations. Although guidance is now avail-
able on how health policy and systems
can help improve community health
worker programmes,*” sustainable fund-
ing for workers and community services
is also required.”” Funding and support
for quality improvement schemes are
essential, particularly when task-shifting
to CHWs, nurses and midwives is tak-
ing place for some primary health-care
services, such as maternal or mental
health care.’

Regulation and accountability are
important for mixed health systems
that involve fragmented, heterogeneous,
private-sector provision, such as systems
where the private sector is dominant (e.g.
in Bangladesh, Lebanon and Nigeria),
systems with private-sector hospitals and
clinics for better-off people and systems
with extensive use of private drug shops
(e.g.in Ghana, Nepal and the United Re-
public of Tanzania).” There are innova-
tive ways of enhancing care coordination
and of improving the continuity of care
across health-care levels (e.g. primary
to secondary care) in mixed-market
health systems, such as intermediary
organizations that enable government
to engage with numerous private sector
actors while supporting accountability
and quality improvement.*

Maintaining inclusive, universal
mechanisms that protect against high
out-of-pocket spending remains a chal-
lenge, for example, in countries with
good service coverage but a high level
of financial hardship.”” As catastrophic
health expenditure and poverty due
to health-care expenditure are still
increasing globally,” equity-enhancing
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Table 2. Challenges faced by, and options for strengthening, primary health-care systems, case studies of 20 low- and middle-income
countries, 2016-2018

Aspect of primary
health-care system

Issues identified in primary health-care
systems in PRIMASYS countries®

Options for strengthening primary health-care systems

Primary health-care
services

Financing

Governance and
regulation

Policy-making and
implementation

Workforce

Community
engagement and
empowerment

- Mortality and morbidity due to
noncommunicable diseases increasing;

- fragmented and inequitable service
delivery and coverage linked to a
multiplicity of primary health-care
providers and stakeholders;

- suboptimal community health services
and outreach; and

- quality improvement schemes generally
weak, albeit that quality improvement is
increasingly recognized as a priority for
primary health-care performance

- In most countries, national or social
health insurance schemes are
considered a mechanism for reducing
out-of-pocket and catastrophic health
expenditure and for moving towards
UHG and

- primary health care remains
underfunded by public financing
schemes

- Poor integration of primary health care
associated with multiple insurance
schemes, vertical programmes and role
conflicts between levels of care;

- decentralization initiatives leading to
fragmentation of primary health care
when resources are not distributed
adequately; and

- difficulties with regulating the private
sector and addressing substandard and
counterfeit drugs

- People-centred nature and
responsiveness of primary health-
care policies undermined by a lack of
participatory approaches to planning
and implementation; and

- valid data and contextualized evidence
underused in primary health-care policy
planning and implementation and in
scaling up services

- Task-shifting from specialist physicians
to general practitioners and nurses
and from mid-level health cadres
to community health workers and
community health volunteers;

- distribution of health-care workers
biased towards urban areas;

- simultaneous contributions from public
and private sectors linked to inequitable
coverage; and

- qualification standards of health workers
not maintained

- Little consideration given to community
and social accountability structures; and

- low level of community engagement by
privatized primary health-care services

- Enhance preventive services across the system and improve their financing
and resource allocation;”

- improve regulation and accountability of primary health-care providers,
particularly in the private sector;*

- embed equity indicators in primary health-care monitoring and
accountability schemes;”

- improve support systems for community-based service delivery, including
digital interventions;**** and

- integrate effective and context-sensitive quality improvement schemes into
primary health-care strengthening initiatives”

- Incorporate equity-enhancing financing schemes into primary health-care
strengthening efforts;”

- address barriers to the implementation of pro-poor primary health-care
policies;”

- sustain and strengthen public financing of primary health-care systems;**’

« ensure governments commit to increase spending on primary health care
by at least 1% of GDP;* and

- enhance transparency and accountability in financial management
systems*

- Develop a coherent primary health-care organizational framework with
well delineated roles and responsibilities;”

- ensure decentralization schemes pay greater attention to primary
health-care resource allocation (including budgets) and improve their
accountability mechanisms;*!

- engage primary health-care stakeholders in decentralization initiatives
to enhance the responsiveness and people-centred nature of health
systems;* and

- strengthen regulatory mechanisms for: (i) accreditation and monitoring
of training institutions; (ii) licensing and regulation of facilities; (iii) quality
oversight of the medicines supply chain; and (iv) dealing with regulatory
infractions®

- Support co-development approaches to primary health-care policy-making
and implementation, with a strong focus on community participation;*'

- integrate primary health-care strategies into intersectoral action, social
protection and policies addressing the social determinants of health;” and

- strengthen primary health-care surveillance systems, including the use of
primary health-care-sensitive data within health management information
systems, and strengthen the capacity to collect and use local primary
health-care data®*"

« Improve training and support systems for task-shifting and pay greater
attention to incentives, career paths and enforcement by regulatory
bodies;***

- align licensing and regulation with accreditation and insurance schemes to
create functional checks and balances;*

- ensure that mechanisms to promote adequate primary health-care
staffing in rural areas address working conditions and provide context-
appropriate incentives linked to human resources for health, satisfaction
and motivation;*

- enhance the licensing, certification and regulation of health-care workers,
including private primary health-care providers and traditional health
practitioners;* and

- link relicensing to a strong, continuous, professional development system*

- Integrate community and social accountability mechanisms into primary
health-care strengthening initiatives (e.g. embed community needs into
accreditation processes);”** and

- establish formalized structures and processes for community participation
(e.g. through legislation)*

GDP: gross domestic product; PRIMASYS: Primary Health Care Systems; UHC: universal health coverage.
2 The 20 PRIMASYS (Primary Health Care Systems) countries were Bangladesh, Cameroon, Colombia, Ethiopia, Georgia, Ghana, Indonesia, Kenya, Lebanon, Mexico,
Mongolia, Nigeria, Pakistan, Peru, Rwanda, South Africa, Sri Lanka, Thailand, Uganda and the United Republic of Tanzania.
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financing schemes are needed to enable
primary health-care systems to respond
to the evolving needs of vulnerable
population groups. Our study found
that public financing of primary health
care needs to be strengthened and sus-
tained. Innovative primary health-care
financing schemes are emerging, such
as blended finance, where strategic de-
velopment funding is used to mobilize
private capital flows (e.g. for immuniza-
tion).*® Transparency and accountability
in financial management can be im-
proved by strengthening public financial
management systems, which can also
help improve the efficiency of primary
health-care spending.’” In 2019, WHO
called on governments to redouble effort
to expand primary health-care coverage
and to spend at least 1% more of their
gross domestic product on primary
health care.”

Table 2 summarizes the key lessons
learnt from our study and lists options
for strengthening primary health-care
systems and financing derived from the
evidence and from guidance on policy
and systems decision-making.

Applying a complex, adaptive,
health-systems approach to primary
health care can also illuminate the in-
terdependency of primary health-care
domains and the system-level effects of
primary health-care interventions.* In
Georgia, for instance, the introduction
of a national health insurance scheme
resulted in personnel moving to the
private sector and to the secondary
care level because the scheme entitled
both public and private providers to
bid for contracts and did not incentivize
primary health care. This approach cre-
ated a negative feedback loop between
financing and the primary health-care
workforce.

Our study’s findings were limited by
the skewed distribution of the PRIMA-
SYS countries towards middle-income

countries. Moreover, although the case
studies addressed policy- and systems-
level determinants of primary health
care, the nature and complexity of the
evidence made it difficult to associate the
performance of a primary health-care
system or an improvement in primary
health-care policy or implementation
with a specific factor or initiative.
In addition, countries used different
definitions of primary health care: for
example, whether or not district hospi-
tals are included in primary health care.
The analysis was also limited by the ab-
sence, under-reporting and suboptimal
quality of data on primary health-care
performance. Finally, we acknowledge
that primary health-care systems and
policies might have evolved since we
collected the data.

Conclusion

We have identified several priorities to
improve primary health-care systems
in low- and middle-income countries.
In particular, communities should be
engaged in a meaningful manner and
primary health care should better adapt
to evolving population needs. These ac-
tions will improve the people-centred
nature and responsiveness of health
systems. As public resources increase,
primary health-care systems are well po-
sitioned to support the development of
schemes that provide essential packages
of health services and UHC benefits. In
fact, strengthening primary health-care
interventions and existing models for
providing essential packages of health
services are critical for achieving UHC
and other health-related sustainable
development goals between 2020 and
2030. Greater transparency and public
accountability are also vital for setting
priorities for essential benefits packages
and primary health-care policy-making
and for ensuring equity and human

Etienne V Langlois et al.

rights. For example, some low- and mid-
dle-income countries have embedded a
rights-based approach to strengthening
primary health-care systems by includ-
ing sexual and reproductive health and
rights interventions in primary health-
care and UHC policies.

The COVID-19 pandemic dem-
onstrates that strong primary health
care is the cornerstone of prepared-
ness and response planning, par-
ticularly for infection prevention and
control. In addition, primary health
care can act as a strategic entry point
for multisectoral initiatives and for
addressing issues around the political,
commercial and legal determinants of
health. For instance, the rapid rise in
noncommunicable disease is expected
to impede poverty reduction initia-
tives in low-income countries because
household expenditure on health care
will increase. By promoting the inte-
gration of health and social services,
multisectoral collaboration, continuity
of care and equity-enhancing schemes,
primary health care can help address
these complex challenges and accelerate
progress towards UHC and the sustain-
able development goals. l
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Résumé

Mesures de renforcement des systémes de soins de santé primaires dans les pays a faible et moyen revenu

Les soins de santé primaires offrent I'itinéraire le plus économique vers
une couverture maladie universelle (CMU). Pourtant, les systemes dont
ils dépendent demeurent fragiles dans de nombreux pays a faible et
moyen revenu. La plupart du temps, ils sont incapables de fournir un
modeéle de soins intégral, intégré et centré sur la personne. Nous avons
donc analysé les systemes de soins de santé primaires dans 20 pays
a faible et moyen revenu en adoptant une approche partiellement
basée sur la réalité. Les options de renforcement des systemes de soins
de santé primaires ont été identifiées par le biais d'une analyse de
contenu thématique. Nous avons constaté que: (i) malgré le fardeau
de plus en plus lourd des maladies non transmissibles, nombre de pays
a faible et moyen revenu ne possédaient pas les fonds suffisants pour
assurer des services de prévention; (i) les professionnels de santé au
sein des communautés manquaient fréquemment de ressources, de
soutien et de formation; (iii) les frais non remboursables dépassaient
40% des dépenses de santé dans la moitié des pays étudiés, ce qui
entraine des inégalités; et enfin, (iv) les régimes d'assurance maladie
étaient entravés par la fragmentation des systemes publics et privés, le

sous-financement, la corruption et la pietre mobilisation des travailleurs
informels. Dans 14 pays, le secteur privé n'était pratiquement soumis
a aucune réglementation. Par ailleurs, I'engagement communautaire
dans les soins de santé primaires était dérisoire dans les Etats ol les
services étaient majoritairement privatisés. Dans certains pays, la
décentralisation avait débouché sur une fragmentation des soins de
santé primaires. Les performances se révélaient meilleures lorsque des
avantages financiers avaient trait a la réglementation et a I'amélioration
de la qualité, et I'implication était forte au sein de la communauté. Le
processus d'élaboration des politiques devrait étre accompagné des
ressources nécessaires pour l'instauration d'un systeme de soins de santé
primaires, et les gouvernements devraient accroitre leurs dépenses en
la matiere d'au moins 1% du produit intérieur brut. Il est également
impératif de définir des régimes de financement favorisant I'équité et
de promouvoir la fiabilité de la gestion des soins de santé primaires. La
contribution des systemes de soins de santé primaires est essentielle a
la progression vers une CMU a I'horizon 2030.

Pesiome

Mepbl no yKpenneHuo cucteM NepBUYHOI MeMKO-CaHMTapHOI NOMOLLU B CTPaHaX C HU3KUM 1 CpefHUM

YPOBHEM JOXOJ0B
[NepBrYHan MeavKo-CaHUTapHasA MOMOLLb MpeiaraeT SKOHOMUUECKM
3QGEKTUBHBIN MeTof obecrneueHrs BCeobLlero oxeaTa yciayramu
3apaBooxpaHeHna (BOY3). Tem He MeHee CUCTeMbl NepPBUYHOM
MEANKO-CaHUTaPHOM MOMOLLM Cabo Pa3BKTbl BO MHOTMX CTPaHax
C HU3KMM 1 CPefHUM YPOBHEM [JOXO[OB U YacTO He CMOCOOHbI
obecneunTb KOMNNEKCHOE, OPUEHTUPOBAHHOE Ha NioAel
MeAVUMHCKOe 0BCNYKMBaHMe. ABTOPbI MPOaHaNM3MpPOoBanv CUCTEMbI
NepBUYHON MeANKO-CaHUTapPHOM NoMOLLM B 20 CTPaHax C HU3KMM 1
CPeAHNM YPOBHEM [JOXOL0B, UCMOMb3yA METOA MoyobOCHOBaHHOWM
Teopuu. BapuaHTbl YKpenneHna cuctem nepBuYHON MeamnKko-

CaHUTapHOWM nomouww 66NV onpeneneHsl B XOA4e aHanm3a
TeMaTUyeCcKoro coflepxaHua. ABTOPbl BBIACHUAW criefyiollee:
(i) HeCMOTPA Ha pacTyllee 6pema HeNHOEKLVOHHbBIX 3a060NeBaHWI,
MHOT Ve CTPaHbl C HU3KNM 1 CPeHIM YPOBHEM JOXOLOB UCTbITbIBALOT
HeAOCTaTOK CPeACTB ANA NpodunakTuueckmnx ycnyr; (i) paboTHMKM
3[1paBOOXPaHeHNA Ha ypOBHE COOOLWEeCTB YacTo He MMeloT
[OCTaTOYHOTO KOMMYECTBa PeCYPCOB, NOAAEPKKM 1 KBanuduKaLmu;
(iii) pacxopbl 13 COBCTBEHHbBIX CPeACTB NpesbiwatoT 40% OT 0bLMX
PaCcXOA0B B chepe 34PaBOOXPAHEHNIA B MONOBUHE NCCIEA0BAHHbIX
CTpaH, 4To CNOCOOCTBYET yBENIMUEHMIO HEPaBeHCTRa; (iv) pabote
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CXemM MeIMLIMHCKOTO CTPAXOBaHWA NMPenAaTCTBYET pa3apobieHHOCTb
rOCYAAPCTBEHHDBIX 1 UaCTHBIX CUCTEM, HEAOCTATOK GUHAHCMPOBAHNS,
KOPPYNUMA 1 HM3KaA CTeNeHb yUacTuA HeodMLMANbHBIX PAOOTHMKOB.
B 14 cTpaHax YaCTHbI CEKTOP MPAKTUYECKM He perynipoBancs. bonee
TOrO, y4aCT1E HaceneHwA B NePBUYHON MEANKO-CAHUTAPHO MOMOLLN
6bI10 HY3KMM B CTPAHaX CO 3HAYUTENBbHOW CTEMEHbIO MPKUBATH3aLMK
ycnyr. B HeKOTOpbIX CTpaHax AeleHTpanv3aumns npveena K
Pa3APO6IEHHOCTY ChepbI NEPBUUYHON MEAVKO-CAHUTAPHOM MOMOLLIM.
lMokasaTenu ynyylmnmncs, Korga GUHaHCOBOE CTUMYMPOBaHME
6bIN10 CBA3aHO C PETYNMPOBAHMEM U MOBbILLEHVIEM KauecTBa yCyr,
a TakKe akTUBHbBIM yUacTeM MeCTHOro HaceneHns. opmmnpoBaHme

Etienne V Langlois et al.

NONWTUKM JLOMKHO NOAKPENAATLCA COOTBETCTBYIOLLMMM Pecypcamm
018 peanu3aumy NepBrUYHON MeanKo-CaHUTapHOW NOMOLHK, a
rOCyAapCTBeHHble Pacxofbl Ha MepBUYHYIO MeNKO-CaHUTapHYIO
MOMOLLb [OSKHbI ObITb YBENMUEHbI Kak MAHWMYM Ha 1% OT BanioBoro
BHYTPEHHero nNpoayKTa. Takke HeoOXoAMMO pa3paboTaTb CXembl
dVHaHCMPOBaHNSA, CNOCOBCTBYIOLIME YMEHBLIEHNIO HEPABEHCTBa,
1 MOBBICUTb MNOAOTYETHOCTb B YMPABAEHWN NEPBUYHON MEAMKO-
CaHWTaPHOM MOMOLLbHO. [loaaep»KKa CO CTOPOHbI CUCTEM NEPBUYHOMN
MeaMKO-CaHWTapHOM MOMOLLM MMeeT peluatollee 3HayeHve ana
noctuxeHna BOY3 B nepuoa o 2030 roga.

Resumen

Medidas para fortalecer los sistemas de atencion primaria de salud en los paises de ingresos medios y bajos

La atencién primaria de salud brinda una via rentable para lograr la
cobertura sanitaria universal (CSU). Sin embargo, los sistemas de atencion
primaria de salud son deficientes en muchos paises de ingresos medios
y bajos y con frecuencia no ofrecen una atencion integral y centrada
en las personas. Se analizaron los sistemas de atencion primaria de
salud en 20 paises de ingresos medios y bajos mediante un enfoque
semifundamentado. Se determinaron las alternativas para fortalecer
los sistemas de atencion primaria de salud por medio de un andlisis de
contenido temdtico. Se concluy6 que: i) a pesar de la creciente carga de
las enfermedades no transmisibles, muchos paises de ingresos medios
y bajos no disponian de fondos para los servicios preventivos; ii) con
frecuencia los profesionales sanitarios de la comunidad carecian de
recursos, de apoyo y de capacitacion; iii) los gastos directos superaban
el 40 % del gasto total en salud en la mitad de los paises analizados, lo
que afectaba alaequidad; yiv) los planes de seguro médico presentaban
dificultades debido ala fragmentacién de los sistemas publicos y privados,
la falta de financiamiento, la corrupcion v la escasa participacién de los

trabajadoresinformales. La mayor parte del sector privado de 14 paises no
estaba regulado. Ademds, la participacion de lacomunidad en la atencion
primaria de salud era muy reducida en los paises donde los servicios
estaban privatizados en gran medida. Por otra parte, la descentralizacion
de la atencion primaria de salud causo la fragmentacion de la misma en
algunos paises. La rentabilidad mejoré cuando los incentivos financieros
se vincularon conlaregulacion y el mejoramiento de la calidad, ademas
de que la participacion de la comunidad fue significativa. La formulacion
de las polticas deberfa contar con el apoyo de recursos suficientes para
prestar los servicios de atencion primaria de salud y el gasto publico en
atencion primaria de salud deberfa aumentar por lo menos en un 1%
del producto interno bruto. Asimismo, es necesario elaborar planes de
financiamiento que aumenten la equidad y mejoren la rendicién de
cuentas de la gestion de la atencién primaria de salud. El apoyo de los
sistemas de atencion primaria de salud es fundamental para avanzar
hacia la CSU de aqui a 2030.
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