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Summary box

 ► Understanding the historical challenges to Alma- Ata 
that impeded the declaration’s success can help im-
prove policy for comprehensive primary health care 
(PHC) today.

 ► Contemporary factors that are predominantly oppor-
tunities for PHC are the treasure of historical lessons 
from the past 40 years, the increased attention to 
social and environmental determinants of health, 
the global economic growth and new technologies, 
in particular digital medicine, which also have the 
potential to revolutionise community involvement.

 ► Factors that are currently predominantly threats are 
insecurity, conflicts and disease outbreaks; lack of 
sustained political commitment and inappropriate 
monitoring and evaluation structures; inappropriate 
and unsustainable financing models; insufficient 
health workforce recruitment, employment and re-
tention; missing support of physicians and their pro-
fessional organisations; inadequately addressing the 
needs of the community and not giving attention to 
gender equity.

 ► In contrast to the policy and evidence context in 
1978, when Alma- Ata was passed, there are today 
policy recommendations and a large body of evi-
dence to adequately address the threats to compre-
hensive PHC.

 ► If sincere political commitment can be maintained, 
comprehensive PHC systems, which integrate global 
health priorities and effectively improve health out-
comes in a cost- efficient and equitable way, can be-
come a global reality.

AbSTrACT
Primary health care (PHC) strengthening in order to 
achieve the Sustainable Development Goal has again, 
40 years after the Alma- Ata declaration, been declared 
a priority by the global health community. Despite initial 
progress the Alma- Ata vision of Health for All by the year 
2000 was not realised. In this analysis we (1) examine 
the challenges that comprehensive PHC faced after 
the Alma- Ata declaration, (2) provide an analysis of the 
current opportunities and threats to comprehensive PHC 
strengthening on the global, national and community level 
and (3) review the most important policy recommendations 
and related evidence to address these threats for success 
of the Astana declaration.
Factors that are predominantly opportunities are the 
treasure of historical lessons from the past 40 years, 
the increased attention to social and environmental 
determinants of health, the global economic growth and 
new technologies, in particular digital medicine, which also 
have the potential to revolutionise community involvement.
Factors that are currently predominantly threats are 
insecurity, conflicts and disease outbreaks; lack of 
sustained political commitment and inappropriate 
monitoring and evaluation structures; inappropriate 
and unsustainable financing models; insufficient health 
workforce recruitment, employment and retention; missing 
support of physicians and their professional organisations; 
inadequately addressing the needs of the community 
and not giving attention to gender equity. In contrast to 
the policy and evidence context in 1978 when Alma- Ata 
was passed there are today policy recommendations and 
a large body of evidence that can address the threats to 
comprehensive PHC—and turn them into opportunities.

bACkground: wHAT CHAllengeS did 
CompreHenSive primAry HeAlTH CAre fACe 
AfTer AlmA-ATA?
The Astana Declaration has renewed the 
political commitment from member states 
of the WHO and other global organisations 
for Universal Health Coverage (UHC) and 
the principles of primary health care (PHC). 
These were first enshrined in the declaration 
of Alma- Ata in 1978 which elevated health to a 
fundamental human right, based on the prin-
ciples of equity and community participation.1 

Moreover, it positioned person- centred PHC 
as the key to Health for All and made access to 
basic health services a development priority.2

Despite initial progress and the adoption 
of the principles of PHC as an official blue-
print for reorientation of health systems 
throughout the world, the vision of Health 
for All by the year 2000 was not realised.3 4 
The global push for implementation of PHC 
quickly stalled in favour of more vertical single 
disease focused approaches, more neolib-
eral development policies and structural 
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readjustment programme driven by the International 
Monetary Fund (IMF) and the World Bank. Market- 
driven ‘health sector reforms’ assumed the efficiency of 
free markets, the ‘trickle- down effect’ of rapid economic 
development, and deprioritised UHC and PHC.5 More 
so, it could be demonstrated that the neoliberal agenda 
has in some countries (eg, Australia) led to less compre-
hensive PHC services.6 The appearance of large private 
health focused philanthropies with a preference for 
measurable quick- fix solutions for clearly defined prob-
lems and diseases and the nature of the global response 
to the HIV epidemic with vertical global health initia-
tives that bypassed country health systems, competed for 
human resources and influenced policies, reinforced 
the political trend away from comprehensive PHC and 
UHC.7

Furthermore, comprehensive PHC was criticised for 
being too idealistic and unrealistically broad. One of 
the key principles—giving leadership to the respective 
communities—was not widely accepted and received 
hesitant responses from the development community 
and technical experts. Instead, the concept of selective 
PHC was introduced emphasising the focus on growth 
monitoring, oral rehydration therapy, breast feeding and 
immunisation.8 In addition, patients and health care 
professionals often misclassified PHC as a ‘cheap’ and 
less prestigious form of medicine. Some physicians inside 
and outside of WHO perceived Alma- Ata’s human rights- 
based agenda as an attack on the medical establishment. 
Patients tried to bypass under- resourced and under- 
staffed PHC systems despite substantial additional time 
and financial costs. This phenomenon was shown to occur 
across all income groups and was dependent on quality 
of care (including lack of diagnostic facilities, drugs, 
closed health facilities and lack of skilled health workers) 
in studies in Asia and Africa.9 This was compounded 
by problems to recruit and retain physicians and other 
professionals in (rural) PHC settings.10 Issues of gover-
nance, political crises, civil unrests and natural disasters 
made donors hesitant of funding comprehensive health 
programme.11

The Astana Declaration of 2018, 40 years after Alma Ata, 
was passed to provide a new impetus for strengthening 
PHC and to accelerate progress towards the Sustainable 
Development Goals (SDGs). In parts it is based on the 
reoccurring realisation that the pendulum had swung 
too far towards a focus on individual diseases and vertical 
programme, resulting in siloed approaches.12 Thus, the 
three pillars of PHC endorsed in the Astana declaration 
are community empowerment, multisectoral policies and 
actions, and integrated delivery of quality primary care 
and public health services.3

To understand today’s conditions for success of the 
Astana declaration we provide an analysis of the current 
opportunities and threats to comprehensive PHC. We 
argue that, in contrast to the context in 1978 when 
Alma- Ata was passed, the global health community today 
has policy solutions and a large body of evidence to 

adequately address the threats to comprehensive PHC—
and turn them into opportunities.

opporTuniTieS: Are we beTTer plACed THiS Time for THe 
reAliSATion of CompreHenSive pHC?
Forty years for learning historical lessons since Alma- Ata 
have provided a wealth of knowledge. Some of the most 
important experiences can be derived from vertical 
programme such as the Polio Eradication Initiative, 
the dracunculiasis eradication programme, national 
immunisation days, and more recently the HIV/AIDS 
response.13 Vertical programme are expensive, come 
at high opportunity costs (including policy distraction) 
and are not sustainable if not embedded in robust hori-
zontal (ie, PHC) structures. This is underlined by the 
costly response to HIV, which exhibited that it was not 
until a more comprehensive and including ‘integrated 
approach’ was initiated that the complex comorbidities 
and challenges of the HIV/AIDS epidemic could be 
addressed.14 On a more political level, the detrimental 
impact structural adjustment programme had on equi-
table access to quality and affordable health care and on 
social determinants of health (eg, income and food avail-
ability) stand as a reminder of the limitations of neolib-
eral policies for achieving Health for All. These market- 
oriented health sector reforms were driven by the IMF 
and the World Bank since the late 1970s and centred 
around economic stabilisation, liberalisation, deregu-
lation and privatisation.15 The concomitant decrease 
in public health care spending reduced the capacity of 
PHC systems. At the same time private insurance and 
user financed health care drove the development of 
highly specialised and tertiary care for the well- off.2 More 
recently, the Ebola crises in West Africa and the Demo-
cratic Republic of the Congo have demonstrated that 
health emergencies can only be detected, prevented and 
controlled in an efficient and timely manner if robust 
PHC systems exist.16 A large proportion of over- mortality 
during and after the epidemic was not due to Ebola itself 
but to a ‘second hit’ to an already non- functioning PHC 
system. These experiences have led to the recognition 
that ‘there is no blueprint for universal implementation 
of PHC’, that ‘PHC policy implementation is a complex 
process that develops over time and with experience’.2 
An important positive example is Thailand where since 
the introduction of a tax- based UHC system with well- 
coordinated district health systems in 2002 ‘essential 
preventive, curative and palliative health services at all 
life stages are provided’ to every Thai citizen. This signif-
icantly reduced out of- pocket spending and households 
suffering catastrophic health spending. Primary care 
units were strengthened, shifting the focus from hospital 
to family practitioners in communities.17 In Kerala, a 
state in India, PHC was decentralised and brought under 
the control of local governments (panchayats) in 1996. 
This has led to a decrease in health care spending and a 
reduction in utilisation of health care services.18 These, 
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and many other lessons, can be used by policy makers 
and other stakeholders to improve the implementation 
of comprehensive PHC today.

The recent focus on multisectoral thinking in the SDGs 
align well with the goals of comprehensive PHC and 
gives better impetus to the PHC movement. The 20th 
century was marked by rapid scientific advances in medi-
cine which at times led to overoptimistic expectations 
and orientation towards purely biomedical solutions to 
health problems.19 Distal determinants of health and the 
importance of multisectoral policy approaches have, over 
the last years, gained their due recognition. Important 
examples which have recently (re- )emerged as major 
systematic issues for global health policy making are 
climate change, air pollution and environmental degra-
dation.20 The term ‘commercial determinants’ of health 
has been coined to denote the detrimental influence 
strategies and approaches used by the corporate sector 
have on the health of populations.21 These determinants 
are to a large degree co- responsible for the global rise 
of non- communicable diseases (NCDs) and the epide-
miological transition observed in many low- income and 
middle- income countries (LMICs). The complex health 
impacts of these environmental, social and commercial 
determinants of health can best be addressed by compre-
hensive, community- centred and inclusive PHC systems 
where acute and chronic diseases are treated and popu-
lation level primary prevention can be leveraged. There 
is accumulating evidence that countries that re- orien-
tate their health systems towards primary care are better 
placed to achieve the SDGs.22 Furthermore, PHC systems 
could co- create the platforms for multisectoral thinking, 
policy making and community involvement that are 
needed to mitigate the root causes of climate change, 
environmental degradation and market forces.23

The global economic development over the last four 
decades has provided many countries across the world 
with more disposable resources for investment in health 
care systems.24 It is ‘estimated that global spending on 
health will increase from US$9.21 trillion in 2014 to 
US$24.24 trillion in 2040’.25 The burgeoning educated 
middle- class is an important political force determining 
election outcomes in LMICs. Those living in rural and 
sub- urban areas in countries such as India have access to 
online information and are creating pressure on local 
PHC structures and politicians to provide the same high- 
quality care available in urban centres.26

Further, these new technologies, including digital health 
solutions, can play an important role in quality first line 
health care provision and improving health systems.27 
The increased access to information and medical knowl-
edge, monitoring of quality of care and electronic health 
records can enable more effective and efficient care, 
improve patients’ safety and their successful journey in a 
health care system. Telemedicine and mobile health allow 
secondary and tertiary specialist care to be integrated in 
remote and primary care structures to improve person- 
centred care. Furthermore, increased digitalisation of 

health systems allow the structured gathering and anal-
ysis of disaggregated health care data which can also be 
used for timely detection and response to health emer-
gencies.28 Moreover, patients and communities need 
to be involved in the planning and delivery of services 
and taking individual responsibility for prevention and 
self- care. Digital technologies hold the potential to revo-
lutionise the role of patients by providing access to infor-
mation and empowering them to take informed decisions 
and demanding the provision of an adequate standard of 
health care.

THreATS To CompreHenSive pHC: from THe globAl To 
THe CommuniTy level
Insecurity, conflicts and disease outbreaks are threat-
ening health care around the world.29 In particular, 
structures of PHC such as community health centres and 
small hospitals are often the most vulnerable to violence, 
conflict and war.30 In other areas, particular diseases 
(eg, malaria) or outbreaks (eg, Ebola) lead to a dispro-
portional disease burden destabilising the existing PHC 
structures. The conflict in Syria for instance has in addi-
tion to the direct harm through acts of violence lead to 
emigration of up to 70% of the health workforce, destruc-
tion of 38% of primary care facilities, the re- emergence 
of polio, 5% of children suffering from severe malnu-
trition, and a spike in mental illness.31 The declaration 
of Astana and the UN High- Level meeting on UHC in 
September 2019 have shown the extent of current polit-
ical commitment to PHC. However, sustaining existing 
structures and improving PHC provision is threatened 
by lack of sustained political commitment and inap-
propriate monitoring and evaluation structures. The 
increasing frequency of UN high- level meetings with a 
health theme (Antimicrobial Resistance (2016), NCDs/
Tuberculosis (2018) and UHC (2019)) illustrate the 
short attention span given to individual topics. This is 
reflected in the current progress indicators for the SDGs, 
which do not include PHC indicators.32 If no appropriate 
and sustainable financing models that enable openness, 
inclusiveness and comprehensive coverage are imple-
mented, PHC will not be equitable and fail. 50% of the 
world’s population is not covered by UHC where health 
care is free or at very low cost at the point of care.33 As a 
consequence 100 million people are pushed into poverty 
because of disease every year.33 There has only been 
tepid improvement; a recent analysis of the patterns of 
global health financing between 1995 and 2014 by the 
Global Burden of Disease Health Financing Collabo-
rator Network found that low- income and lower- middle- 
income countries ‘increased spending in absolute terms 
the least, and still rely heavily on out- of- pocket spending 
and development assistance’.34

Moreover, implementing and sustaining quality 
PHC systems, in particular in LMICs, is threatened by 
insufficient health workforce recruitment, employ-
ment and retention. Not only the numbers, but also 
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Table 1 Threats, policy recommendations and key references

Threats Policy recommendations Key references

Insecurity, conflicts 
and disease 
outbreaks

 ► Position Universal Health Coverage and primary health 
care as central to global security and prosperity

 ► Design PHC systems conflict- resilient and as part of 
prevention, early detection and mitigation of disease 
outbreaks

 ► Use the rebuilding of the health sector after conflict as 
an opportunity to correct failures in the preconflict health 
systems

 ► Global health security and universal health 
coverage: from a marriage of convenience 
to a strategic, effective partnership in BMJ 
Global Health 201952

 ► Primary health care and health emergencies. 
WHO 201853

 ► Rehabilitating health systems in post- 
conflict situations. United Nations University 
World Institute for Development Economics 
Research 200754

Lack of sustained 
political commitment 
and appropriate 
monitoring and 
evaluation structures

 ► Ensure that PHC is a central part of the SDG and the 
UHC agendas

 ► Generate political support for broad implementation of 
indicators such as the Primary Health care Performance 
Initiative ‘Vital Signs Profiles’ on national levels

 ► Evaluate stewardship, financing, resource generation and 
service delivery

 ► Revisiting Alma- Ata: what is the role 
of primary health care in achieving the 
Sustainable Development Goals? The Lancet 
201822

 ► Indicator Library of the Primary Health care 
Performance Initiative 201955

 ► Primary Care Evaluation Tool of WHO 
(Europe) 201056

No appropriate and 
sustainable financing 
models

 ► Invest significantly in tax- based UHC systems free at the 
point of care with financing models adapted to the local 
context

 ► Incentivise team- based and community- oriented PHC, 
including value- based contracting and capitation- based 
elements

 ► Support research on ‘(1) interventions to limit out- of- 
pocket costs; (2) financing models to enhance health 
system performance and maintain PHC budgets; (3) the 
design of incentives to promote optimal care without 
unintended consequences and (4) the comparative 
effectiveness of different PHC service delivery strategies 
using local data’

 ► Foster ODA in PHC in a way that reinforces shared 
priorities (eg, NCDs, preparedness and PHC agendas can 
be mutually reinforcing)

 ► Create multisectoral ‘health in all policies’ frames that 
allow for synergies and the inclusion of resources from 
others sectors to achieve health related outcomes

 ► Guide posts for investment in primary health 
care and projected resource needs in 67 
low- income and middle- income countries: 
a modelling study in Lancet Global Health 
201957

 ► Community- orientated primary care: a 
scoping review of different models, and their 
effectiveness and feasibility in sub- Saharan 
Africa in BMJ Glob Health 201958

 ► Primary health care financing interventions: 
a systematic review and stakeholder- driven 
research agenda for the Asia- Pacific region in 
BMJ Glob Health 201959

 ► Reimagining development assistance 
for health in the New England Journal of 
Medicine 201960

 ► Identifying health policy and systems 
research priorities on multisectoral 
collaboration for health in low- income and 
middle- income countries in the2 BMJ Global 
Health 201861

Insufficient 
health workforce 
recruitment, 
employment and 
retention

 ► Prioritise public investment in training new appropriately 
skilled and competent PHC providers

 ► Create a positive practice environment and manage local 
human resources effectively adapted to the community 
need

 ► Set- up multiprofessional health care teams, led by 
physicians, midwives and nurses, supplemented by 
other health professionals and community health workers 
(CHWs)—making best use of the skills and resources 
available in the respective setting

 ► Allow task shifting, in particular in settings with health 
workforce shortages

 ► Health professionals for a new century: 
transforming education to strengthen health 
systems in an interdependent world in The 
Lancet 201062

 ► Human resources for health and universal 
health coverage: fostering equity and 
effective coverage in Bulletin of the World 
Health Organization 201363

 ► Expanding the Role of Nurses in Primary 
Care. The Pan American Health Organization 
201864

 ► Community health volunteers could help 
improve access to and use of essential 
health services by communities in LMICs: an 
umbrella review in Health Policy and Planning 
201865 66

Missing support 
from the physicians 
and the medical 
profession

 ► Involve physicians in decision making adequate to their 
expertise and role in the health care system to ensure a 
shared agenda

 ► Further establish family medicine professionally, 
academically and within the medical profession

 ► General Practitioners: Allies or Enemies of 
Primary Health Care in Scandinavian Journal 
of Primary Care 198441

 ► Strengthening Primary Care Through Family 
Medicine Around the World Collaborating 
Toward Promising Practices in Family 
Medicine 201867

Continued
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Threats Policy recommendations Key references

Addressing 
the needs of 
communities 
inadequately

 ► Support health literacy to ensure patients can navigate 
health care systems efficiently and make appropriate 
health decisions

 ► Involve patients and communities in health systems 
design and local solutions

 ► Identify and consider local power structures when 
implementing participation

 ► Improving health literacy in community 
populations: a review of progress in Health 
Promotion International 201868

 ► Examining the links between community 
participation and health outcomes: a review 
of the literature in Health Policy and Planning 
201444

 ► Community participation for transformative 
action on women's, children's and 
adolescents' health in Bulletin of the World 
Health Organization 201669

No attention to 
gender equity

 ► Make the PHC sector and workforce a role model for 
gender equity by integrating a gender perspective into all 
health policies and programme

 ► Mainstreaming gender in pre- service and in- service 
training of all health professionals

 ► Gender, women and primary health care 
renewal: a discussion paper. WHO 2010

 ► Gender and global health: evidence, policy 
and inconvenient truths in the Lancet 201348

NCD, non- communicable disease; ODA, Official Development Assistance; PHC, primary health care.

Table 1 Continued

the distribution, quality and skills mix of these profes-
sionals is of paramount importance.35 About half of the 
UN member states have fewer than one physician per 
1000 inhabitants.36 Globally, up to 18 million additional 
physicians, nurses and other health professionals are 
needed to staff the desired PHC systems as projected 
by the High- Level Commission on Health Employment 
and Economic Growth.37 Each category of the health 
workforce (eg, physicians, nurses/midwives, community 
health workers) needs to be considered individually. 
For physicians one of the major challenges is develop-
ment, recruitment and retention of primary care prac-
titioners in the places they are most needed.38 Nurses 
and midwives have often been constrained to practice to 
the full scope of their potential by regulation and red- 
tape.39 The last decade’s inconsistent support of commu-
nity health workers and failure to integrate them into 
existing health systems have impeded their broad imple-
mentation.40 Comprehensive PHC systems and optimal 
health workforce employment will not be successful if 
support of physicians and their professional organi-
sations is missing. In most countries, physicians have 
due to their number, a central role in health care and 
powerful professional organisations an outsized influ-
ence on health systems design and organisation of care. 
Already in 1984, the WHO Europe Regional Officer for 
PHC cautioned that ‘general practitioners can either 
be a powerful ally or a major roadblock in the develop-
ment of PHC in the spirit of the Alma- Ata Declaration’. 
In particular the specialist notion of ‘poor care for poor 
people’ and the fear of task sharing is detrimental.41 On 
the other hand, physicians can be an important advocate 
for the interests of the local community as PHC does 
not function optimally when not adequately addressing 
the needs of the community.42 But even in high income 
countries, community participation is still no routine.43 
Community participation has a prominent role in the 
global debate about PHC and most policy makers have 

accepted the concept as an important element in health 
systems design.44 Institutionalising community partici-
pation on the ground, however, has proved more diffi-
cult. An analysis of service providers’ views in PHC in 
Australia revealed that the most commonly reported 
barriers to community participation were budget and 
lack of flexibility in service delivery.45 In India, Village 
Health Sanitation and Nutrition Committees have 
improved participatory community health governance 
but suffer from lack of integration with rigid and unre-
sponsive government administrative structures.46

No attention to gender equity is a threat to global 
health in two ways.47 First, the burden and presentation 
of diseases is gender specific. The major contributors 
to the global burden of disease are disproportionally 
found in men, who suffer higher morbidity and shorter 
life spans. On the other hand community norms and 
power structures in many places around the world 
reinforce the vulnerability of women and transgender 
people to among other things adverse reproductive and 
sexual health outcomes.48 In India for instance, only five 
persons per family are eligible for coverage under the 
main social protection scheme (RSBY) which often leaves 
girls and elderly women without financial coverage.49 
Second, women contribute crucially to health care (eg, 
as female community health workers, nurses, physicians, 
community leaders). Women contribute about US$3 tril-
lion annually to health systems—half of it unpaid—which 
led the Lancet Commission on Women and Health to 
call them ‘the drivers of wealth and health of nations’.50 
Women are often the drivers of community and family 
health and make up a majority of the (informal) PHC 
workforce and not acting on gender discrimination will 
lead to health system inefficiencies.51

In contrast to the policy and evidence context in 1978 
when Alma- Ata was passed there are today policy solu-
tions and a large body of evidence to adequately address 
the threats to comprehensive PHC. Table 1 provides an 
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overview of some policy solutions and some key evidence 
references for the threats listed above.

ConCluSion
On a macro- level comprehensive PHC receives high- level 
political commitment and attention. Most importantly, 
however, the treasure of historical lessons from the past 40 
years, the increased attention to social and environmental 
determinants of health, the global economic growth and 
new technologies, in particular digital medicine, which 
also have the potential to revolutionise community 
involvement are significant opportunities for making the 
Astana declaration a success—in particular in LMICs. There 
are, however, a considerable number of threats: insecu-
rity, conflicts and disease outbreaks; lack of sustained 
political commitment and inappropriate monitoring and 
evaluation structures; inappropriate and unsustainable 
financing models; insufficient health workforce recruit-
ment, employment and retention; missing support of 
physicians and their professional organisations; inad-
equately addressing the needs of the community and 
not giving attention to gender equity. In contrast to the 
policy and evidence context in 1978, when Alma- Ata was 
passed, there are today policy recommendations and a 
large body of evidence to adequately address the threats 
to comprehensive PHC. If sincere political commitment 
can be maintained, comprehensive PHC systems, which 
integrate global health priorities and effectively improve 
health outcomes in a cost- efficient and equitable way, can 
become a global reality.
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