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Abstract
Primary health care has been long acknowledged as the fundamental pillar of any health system, and a key instrument for 
achieving efficient, equitable, and universal health care. While accepting the significance of primary health care to be sac-
rosanct, little recognition is often accorded to the systemic prerequisites of a strong primary health care system, even as 
efforts to expand and/or strengthen primary care continue fervently. An attempt has been made in this paper to identify such 
prerequisites through a review of notable country examples and their present and past experiences. These pertain not just to 
the health sector but also straddle multiple important social, economic, and political dimensions. 
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Introduction

The concept of primary healthcare, although as 
old as organized healthcare itself, rose to promi-
nence at a global level following the World 

Health Organisation (WHO) Alma Ata agreement in 
1978, wherein 134 participant nations of the world rec-
ognized health as a foremost human right and swore 
by the importance of primary healthcare in achieving 
“health for all” by the year 2000 AD. The year 2000 
came and went, but the importance of primary health-
care has never stood to be disputed. Envisaged as the 
first level of contact of individuals, the family, and com-
munity with the national health system, the idea was to 
make available immediate and basic healthcare as close 
as possible to where people live and work, referring 
to higher levels (hospitals and specialists) only those 
cases as would mandate more advanced interventions 
and specialized attention. Apart from providing basic 
and immediate medical care, primary healthcare was 
to come with an entire range of interventions meant to 
preserve health; prevent illnesses both in the individual 
and the community; promote healthy lifestyle practices 
through means such as health education; and provide 
rehabilitative aid to those in need of it. 

Countries with a robust primary healthcare system 
have been perennially known to produce better health 
outcomes at much lesser expenditures, compared to 
those without one. They have fewer low birth weight 
infants, lower infant and maternal mortality, a higher 
life expectancy, and even fewer years of life lost due to 
suicide.[1] An effectual primary healthcare system has 
special relevance to the rural population, where med-
ical attention maybe few and far between. It is in such 
deprived settings that availability of primary health-
care becomes a critical determinant of access to health-
care, in both physical and economic terms.

A number of prerequisites exist for a well-function-
ing primary health care system. Many of these are at-
tributable to the larger health system that primary care 
forms a subsystem of. Some of the factors influencing 
primary care include the presence of a suitably trained 
and oriented primary health care workforce; suitable 
regulatory and incentive structures for both patients 
and providers; appropriate and adequate investments 
in public health; conducive referral and care coordina-
tion pathways; and instruments for community par-
ticipation and inter-sectoral coordination among oth-
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ers, apart from a political environment conducive to 
decentralized and participatory development. This pa-
per reviews the policies, experiences, and historical de-
velopment of some notable countries with respect to 
primary health care. Lessons that are broadly trans-
posable to developing countries like India are derived, 
with particular emphasis on primary care manpower 
development, which has been a limiting factor in ma-
ny countries. 

Physician Power Dynamics
Japan has an advanced health system, having 

achieved UHC in 1961 and having among the high-
est life expectancies, lowest infant mortality rates, and 
lowest potential years of life lost among the OECD na-
tions.[2] However, Japan doesn’t stand out as a promi-
nent proponent of primary health care in lacking ma-
ny classical traits of a well-organized primary care sys-
tem. Japan still maintains separate insurance programs 
and risk pools for different categories of its population 
(albeit with considerable cross-subsidization among 
them). It pays physicians predominantly through fee-
for-service, whereby rates are negotiated biennially, 
unlike the capitation system prevalent in many pri-
mary care oriented systems. The health care delivery 
system remains fluid and dispersed, with health facil-
ities of all sizes and scope providing a range of inpa-
tient and outpatient services, often together. General 
practice isn’t widely prevalent, patients have free ac-
cess to all levels without a GP gatekeeper, and only re-
cently has a limited referral system based on copay-
ments been effected. It  has been noted that deficient 
general practice is also responsible  for  the  relative-
ly  poor  quality  of  chronic  disease  care  in  Japan. 
The concept of primary care itself takes a very differ-
ent form in Japan, with specialists in clinics delivering 
most primary care services. However, the typical phy-
sician manpower dynamics that transpired along the 
course of Japan’s health system evolution makes it an 
interesting for countries struggling with a physician 
power imbalance skewed towards specialists.

The trajectory of Japan ushering into the era of 
modern medicine posited two conspicuous character-
istics in its healthcare system: one, that hospitals shall 
not become the nucleus of healthcare delivery, and 
second, that its primary care practitioners shall pos-
sess enough leverage to influence how healthcare shall 
work. In Japan, hospitals, for the early part of their his-
tory with modern medicine, remained out of reach 
for the ordinary folk and catered mainly to the afflu-
ent class. This Japan owed to the fact that hospitals in 

Japan evolved, as Ikegami (2016) states, “as a work-
shop for physicians to treat patients by Western med-
icine, and not as charity organizations for the poor”.[3] 

To the enormous costs that hospital care entailed, the 
Japanese government responded by actively reducing 
the funding of hospitals and restricting their function 
to training medical students, isolating those with com-
municable diseases, and treating combat-related inju-
ries and diseases for the army and navy. Together with 
fewer hospital positions for specialists to assume, a sta-
tus hierarchy among physicians based on the standing 
of the medical school from which they had graduated 
ensured that the vast majority of physicians, including 
specialists, had no other choice but to practice privately 
in clinics and deliver primary healthcare, with hospital 
positions being occupied by the so-called higher tier 
doctors. Once into private practice, these doctors could 
not establish gainful working connections with hospi-
tals. While, on the one hand, this meant that a strong 
nexus between doctors in private clinics and hospitals, 
held together by common interests, could be thwarted; 
on the other hand, it meant that a sturdy lobby of clin-
ic-based primary care practitioners could evolve to tip 
the balance in favour of primary healthcare. Japanese 
Social Health Insurance (SHI) implemented in 1927 
came to cover blue-collar workers, a section that hos-
pitals were scarcely interested in catering to, and the 
Japanese Medical Association (JMA), then dominat-
ed by clinic based physicians, was the main player in 
negotiating the fee schedule for the SHI. Not only did 
this cause the fee schedule to be weighted to primary 
healthcare services, but it also assured higher incomes 
for clinic based physicians as compared to hospital 
based physicians. Today, despite the number of hos-
pital based physicians having risen manifold, the same 
trend persists, and clinic based physicians still prepon-
derate in the JMA.

What makes the Japanese experience unique, de-
spite not serving as an exemplar of an orderly primary 
care system, is that it managed to contain the clout of 
specialists from growing beyond bounds and accord-
ed a prominent voice to its primary care practitioners 
in its decision making processes pertaining to health-
care. The same continues to be an intractable challenge 
for many developing and developed nations alike, re-
sulting in reduced emphasis on disease prevention and 
health promotion, an overly hospital-oriented health 
system, overuse of sophisticated technologies, and 
high health expenditures with comparatively poorer 
outcomes.
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Inculcating a Culture of Primary Care
Cuba is a Latin American nation that has for long 

been critically acclaimed for its well-performing pri-
mary health care system. The country has been hailed 
for achieving health indicators on par with developed 
nations at much lower levels of health spending, par-
ticularly low infant mortality, under-five mortality, 
low birth weight, and a high life expectancy.

Following the dethronement of the Batista Regime 
in 1959, Cuba witnessed tremendous disparities in 
terms of distribution of health infrastructure and man-
power, with much of them being concentrated in ur-
ban centres, predominantly the capital Havana.[4] 
Similarly, poverty, illiteracy, and poor health indica-
tors such as infant mortality (100 per 1000 live births) 
were significant challenges before the new-found state. 
Since the 1960s, Cuba began an ambitious drive to re-
form the health system, particularly to address the in-
adequacy of health facilities in rural areas.  The Rural 
Medical Services (RMS) scheme was conceived to re-
cruit freshly minted physicians in large numbers to ru-
ral areas, and alongside, rural hospital infrastructure 
was strengthened - from having just 1 rural hospital 
before independence to 53 hospitals in 1970.[5] In order 
to address long waiting times, short consultations, in-
tegrate preventive and curative care, ensure continu-
ity and coordination of care, and to make healthcare 
available close to people, a network of Community 
Polyclinics (CP) were envisaged in 1974, which placed 
basic primary specialists, including Obstetricians/gy-
necologists, pediatricians, internists, surgeons, and 
even dentists in every Cuban community.[4] In 1983, 
the Family Physician and Nurse Program was rolled 
out to provide a primary health care team for every 
neighbourhood. These Family Physician-Nurse (FPN) 
teams would stay in the neighbourhood (often two sto-
rey buildings) they serve and prove basic curative, pre-
ventive, and curative health care services literally at 
the doorsteps, under the aegis of the community poly-
clinics, with around 15 FPN teams under each poly-
clinic. Each FPN team would cater to around 120-150 
families in the neighbourhood. Services are arranged 
under two main processes embracing comprehensive 
preventive and clinical services (including home vis-
its), and collection and reporting of important health 
and epidemiological data: namely, Neighbourhood 
Health Diagnosis and Continuous Assessment and 
Risk Evaluation.

This robust primary care system has been held to 
have delivered well, particularly in terms of maternal 

and child health and infectious diseases, and more re-
cently, in cardiovascular disease and cancer control.[6] 

Notably, despite the US embargo and economic down-
turn following the collapse of the Soviet Union, health 
care remained a priority and expansion of family med-
icine services continued. However, probably the most 
unique and distinct lessons from the Cuban experi-
ence, at-least as far as establishing and sustaining a 
confirmed primary care workforce are concerned, lie 
in the medical education system of Cuba.

Following the transfer of responsibility for medi-
cal education to the Cuban ministry of Public Health 
in 1976, medical training was decentralized by estab-
lishing colleges in under-served areas, and students 
from rural areas were encouraged to enroll in medi-
cal schools and practise in their localities.[4] Also, the 
importance of inclusion of social determinants in the 
medical curriculum was appreciated early, in an at-
tempt to create well-rounded physicians with both 
clinical and public health expertise. Epidemiology and 
public health in the medical syllabus were accentuat-
ed; learning in the community was fostered by making 
polyclinics and FPN clinics as training centres for med-
ical students; and early inclusion of clinical skills with 
basic medical sciences. The typical culture and philos-
ophy of medical education in Cuba can be considered 
the main factor facilitating measures like the famous 
Cuban “Medical Missions”, as part of which thou-
sands of Cuban physicians have been sent to under-
resourced countries in more than 70 countries, includ-
ing Africa and Latin America. By inculcating a deep 
community orientation and a flair for serving under-
served communities, as well as reorienting the entire 
health system around primary care and triaging costly 
technology and advanced tertiary care, Cuba has been 
able to restrain one of the most intractable tendencies 
of modern physicians - that of excessive specialization. 
This has facilitated Cuban doctors and health care per-
sonnel to be employed and retained in diverse poor, 
under-resourced, and disaster-afflicted settings across 
low income countries, which is practically unthinkable 
for health workers from many other parts of the globe. 

It has often been opined that although Cuba serves 
as an exemplar of primary health care, not many coun-
tries stand capable of replicating the Cuban experi-
ence. The early recognition of health as a right that is 
enshrined in the constitution; the entrenched social-
ized system of medicine; and a philosophy of medical 
care centred on serving the poor and under-served can 
be cited as the prime reasons for the same. Further, the 
authoritarian character of the Cuban government has 
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been held to have compelled many of these traits and 
measures, which is impractical for many democratic 
and liberal regimes. The Cuban health system and gov-
ernment in general have not been bereft of criticism. 
It has been contested that the pre-independence situa-
tion of widespread poverty, illiteracy, and poor health 
status has been overstated by the free government, and 
there have been recorded instances of people challeng-
ing the official version being incarcerated.[7] The Cuban 
Government’s treatment of gays and HIV positive indi-
viduals has been widely criticized, the latter being con-
fined to sanitariums until 1988 - and the labor rights 
disregard of doctors on foreign expeditions has been 
called into question, with the Cuban government sued 
for human trafficking in Brazilian courts. Nonetheless, 
the unpopular political aspects of the Cuban system 
make for an insufficient reason to disregard the ma-
ny important lessons that it offers for low and middle 
income countries, particularly with respect to achiev-
ing good health at low cost and envisaging a health 
care workforce that is oriented to primary care, main-
ly through reforms in medical education and training.

Community Empowerment, Inter-sectoral Coordi-
nation, and Integrating Indigenous and Informal 
Providers

Thailand stands out as an example of a develop-
ing country that has achieved UHC at a fraction of the 
health spending incurred by many developed nations. 
In 2002, following the first general election under the 
new “people’s constitution” of 1997, Thailand rolled 
out the universal coverage scheme (UCS), the third 
and final pillar of the Thai health insurance triad com-
prising of the UCS, the civil servants medical benefit 
scheme and the social security scheme for private and 
public formal sector employees.[8] The famous “triangle 
that moves the mountain” is often hailed as the policy 
process that made UHC possible, comprised of genera-
tion and management of technical capacity and knowl-
edge; social movements and public support for health-
care expansion; and political will for UHC. These el-
ements were connected by activist-physicians occu-
pying high offices in the ministry. With the roll-out of 
the UCS, Thailand instituted two important changes: 
first, a contributory, voluntary social health insurance 
characterized by widespread adverse selection, insuffi-
cient coverage, and high administrative costs was con-
verted into a universal tax-financed insurance scheme 
provisioned largely by public sector facilities; and sec-
ond, a fee for service based system of paying physician 
consultations was converted into a capitation payment 

system that held down costs.[9]

Thailand’s emphasis on primary health care, howev-
er, goes back far before the implementation of the UCS. 
Two such pilot projects focused primarily on strength-
ening community participation alongside improving 
health care capacity are particularly notable. In 1966, 
the Ministry of Public Health (MOPH) and the WHO 
together rolled out a project entitled “Strengthening 
of Rural Health” in the Pisanuloke province in the un-
der-served North of Thailand.[10] Apart from capaci-
ty building of tambon and district level personnel, the 
programme aimed to train local volunteers in health. 
Similarly, in 1968, the Saraphi Project (named after a 
district in North Thailand) aimed at expanding the 
tambon and district level health care infrastructure 
and manpower along with fostering community par-
ticipation. While both of these projects could register 
very little increase in service coverage, owing largely 
to inappropriate health personnel attitudes towards ef-
fective community participation, they provided an im-
portant lesson going forward: that people could be em-
powered to take care of not just their own but also their 
neighbor’s health.

As part of the fourth national health develop-
ment plan, 1977-81, Thailand rolled out a National 
PHC Programme aimed at increasing coverage of ba-
sic health services particularly in under-served ru-
ral areas, empowering communities to take care of 
their own health, and to promote health and integrate 
health data to reflect community needs. As part of the 
program, Village Health Communicators (VHC) were 
recruited and trained from their communities to serve 
various health promotion functions for a group of 8-15 
households.[10] From among the VHCs, Village Health 
Volunteers (VHV) with additional training in curative 
health care were appointed. Both these cadres would 
work under government (provincial) system support 
to expand primary care services. The grass-roots cad-
res weren’t only supposed to assist government health 
personnel in their activities, but were also expected to 
independently identify local problems, their solutions, 
and implement the latter with support from the gov-
ernment.

Another notable aspect of Thailand’s PHC drive 
has been the campaign to empower villages, not just 
by training and empowering volunteers from villag-
es but villagers themselves. Various community self-
financing and management instruments were envis-
aged, and villages were empowered to plan and man-
age their own development with government sup-
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port. As part of the “Technical Cooperation Among 
Developing Villages” initiative, well-performing vil-
lages were used as training centres for other villages in 
a bid to facilitate transfer of development knowledge 
between communities.[10] Thailand also revolutionized 
the training system, from a traditional top-down sys-
tem where health system personnel would serve as 
trainers, to a decentralized system having villagers 
themselves as trainers. Apart from community par-
ticipation, intersectoral collaboration has been an es-
sential element of the Thai PHC drive, with participa-
tion from four major ministries including the MOPH, 
Ministry of Interior, education, and agriculture under 
initiatives like the “Basic Minimum Needs” approach, 
which aimed to holistically improve the minimum 
needs in addition to health at the community level and 
pursue related development targets by multiple minis-
tries in unison.

The PHC initiatives of Thailand contributed sig-
nificantly to improving indicators related to nutrition, 
access to clean water supply, immunization and vac-
cine preventable diseases, and provision of essential 
drugs.[10] Under the fifth development plan (1982-86), 
Thailand froze investments in urban hospitals and in-
vested in strengthening rural hospitals, primary health 
facilities, and rural manpower. Such initiatives helped 
towards a crucial expansion of public health infra-
structure that made UHC possible in further course, at 
a rather low spending. In terms of health human pow-
er policy too, Thailand’s achievements have been nota-
ble. For instance, a few decades ago, Thailand faced a 
21-fold gap in physician density between Bangkok and 
rural North-East regions, which reduced to 5 times by 
2009, with the gap for nurses declining from 18-times 
to 3-times.[11] This was possible due to number of pe-
cuniary and non-pecuniary incentives, including hard-
ship allowances, overtime allowances, awards for best 
doctors and nurses, and others. While certain short-
comings persisted at each of these initiatives involv-
ing community participation and inter-sectoral collab-
oration, the fact that Thailand, a constitutional mon-
archy that has seen numerous military coups over the 
years, was able to pull-off these essentially democrati-
cally-rooted approaches to primary health care is in it-
self an achievement of a high order.

While Thailand is notable for training and empow-
ering village level personnel, many examples exist of 
empowering informal or traditional practitioners to 
not just assist formal health care provision, as in Sri 
Lanka, but also to be absorbed into the mainstream for-
mal health system. Japan made a point to integrate its 

indigenous practitioners into its organized healthcare 
as it gradually transitioned into modern medicine. At 
one point in its timeline, the Japanese government is-
sued formal medical licenses to these indigenous prac-
titioners so as to assure their livelihood, while follow-
ing it up with a requirement for them to take regular 
courses and licensure exams so as to be fully integrat-
ed into the scheme of organized healthcare.[3] In China, 
the celebrated “barefoot doctors” of the 1960’s and 70’s 
later became village doctors who had to take regu-
lar exams and register with the local health bureau.[12] 

Although many of the foundational principles of the 
Barefoot Doctor initiative in China, including greater 
role of, and support from, the community, were un-
dermined with the introduction of market principles 
later on - village doctors continued to be important el-
ements of Chinese primary care system and have been 
popular with the public. 

Role of Political Will, The Health Team Approach, 
and Dedicated Training in Family Medicine

Turkey has been popular for its pioneering Health 
Transformation Programme (HTP) of 2003 that pro-
duced considerably quick, wide, and deep reforms in 
health care organization, service provisioning, financ-
ing, and securing patients health’s rights. The WHO 
summarized the Turkish experience in the following 
words: “it is possible to achieve major improvements 
in health system performance in a relatively short peri-
od of time under the right conditions”.[13] The historical 
evolution of the Turkish health system that eventually 
led to the HTP demonstrates a continuing yet waver-
ing tradition of political will for improving health. The 
1990s saw a string of weak coalition governments with 
economic instability and few resolute improvements in 
health.[14] The 1999 Izmit earthquake exposed the their 
weakness and increased public expectation for robust 
health services, leading to a majority for the Justice and 
Development Party in the 2002 general elections, and 
eventually the HTP. Under the HTP, Turkey integrat-
ed the previously fragmented health insurance land-
scape into a Unified General Health Insurance Scheme; 
restructured the role of the Ministry of Health (MOH) 
from service provisioning to stewardship, delegating 
operational and purchasing responsibilities to other 
quasi-public agencies; increased health spending from 
2.7% of GDP in 1990 to 6.1% of GDP in 2008, with pub-
lic spending contributing 73% in 2008; increased pub-
lic and private sector hospital beds, emergency ambu-
lance and blood transfusion services; took a battery 
of measures to increase and redistribute health man-
power; and implemented a number of health financ-
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ing and governance reforms. One of the most popu-
lar elements, however, was the Family Medicine (FM) 
Reform of 2005 which revolutionized primary care or-
ganization and delivery.

Before the FM reform, Turkey had a 3-tier health 
care system: with health houses manned by midwives 
covering, serving 2000-2500 people; primary health 
centers at villages (5000-10000 population), districts 
(10000-30000 population), and provinces (30000-50000 
population); and provincial health centres, Maternal 
and Child Health, Family Planning and tuberculosis 
centres.[14] Under the HTP, state contracted FM teams 
comprised of a medical doctor, nurse, and up to two 
medical assistants were made responsible for most 
of the primary care delivery, each team serving 1000-
4000 population.[15] These teams also provide home 
care, mobile medical services, and visits to nursing 
homes, prisons, and child care centres.[14] To support 
better implementation of FM reform as well as for su-
pervision and evaluation, field coordinator teams were 
employed to act as a link between the FM teams and 
the ministry, whose inputs helped in quickly appreci-
ating and addressing ground-level challenges and im-
plementational bottlenecks through continuous feed-
back and two-way communication.[16,14] A formal re-
ferral system was abolished in 2007, however, copay-
ments were introduced for hospital care without refer-
ral from primary care.[17]

Turkey also took major steps to address human re-
source constraints and maldistribution. Apart from in-
creasing  the number of public medical school seats in 
primary care, Turkey initiated a retraining program for 
practising generalists and internists to be re-certified 
as FM physicians.[16] Medical school graduates are re-
quired to take state service, mostly into under-served 
rural areas for up to 500 days after graduation. FM 
physicians, in addition to their basic capitation pay-
ment, received additional remuneration for serving 
in under-served areas as well as performance incen-
tives based on a number of quality measures, includ-
ing antenatal care, immunization, and facility capac-
ities. Alongside increasing provider remuneration in 
the public sector, measures were taken to make private 
practice less appealing. Dual practice by public sector 
doctors was banned in 2010, and new regulations to 
moderate the growth of the private sector were initiat-
ed in 2008.[14]

The HTP has shown remarkable improvement in 
Turkey’s health indicators, particularly in MCH and 
infectious diseases control, and in reducing region-

al disparities in health outcomes. Infant mortality de-
creased by 65% between 2003 and 2010; under-five 
mortality declined 50% between 2000 and 2008; sim-
ilar improvements were noted with respect to mater-
nal mortality, skilled birth attendance, immunization, 
and out-of-pocket spending.[16] At the same time, both 
patient and physician satisfaction (with reduced phy-
sician absenteeism) were noted with the FM model. 
Increase in primary care utilization, a shift from sec-
ondary to primary care, and an increased preference 
for primary care over secondary care has also been not-
ed.[17] Nonetheless, certain problems such as poor con-
tinuity of care due to weak electronic health systems 
and overworked family physicians persist.[16]

The Turkish experience of primary health care has 
been instructive in many ways: greater investments 
and incentives for primary care, conceiving prima-
ry care teams providing comprehensive care close to 
the community, continuous feedback and smooth re-
dressal of ground-level issues, strong political will 
and public demand for primary health care, and oth-
ers. However, the most prominent aspect has been the 
state-aided retention of health care staff in the public 
sector through strong and strategic policy instruments. 
As a matter of policy, private practice was made less 
attractive through better remuneration in the pub-
lic sector, and a consequent shift of staff to the pub-
lic sector made passing a law to ban dual practice eas-
ier. Concurrently, strong steps like mandatory govern-
ment practice for fresh graduates were taken.

The Brazilian experience with primary health care 
is somewhat similar to that of Turkey. Health was rec-
ognized as a right in the Brazilian constitution in 1988.
[18] The Family Health Strategy (FHS) for delivering in-
tegrated primary care close to the community began in 
1994. Family Health teams comprised of a family phy-
sician, nurse, and about 6 Community Health Workers 
(CHW) serve a population of 3000 to 4000, with oth-
er professionals like psychologists, community phar-
macists and physiotherapists for a group of four or 
five such teams.[19] Each CHW serves a maximum of 
150 families, has minimum secondary education, and 
shoulder preventive, promotive, and some curative 
care responsibilities. As of 2016, nearly 265000 CHWs 
and 39905 teams covered around 2/3rd of the Brazilian 
population (mainly the low socioeconomic class and 
vulnerable) across 5477 out of 5770 of Brazil’s mu-
nicipalities. Until 2002, economic instability entailed 
that limited expansion of the FHS could take place. 
However, following the election of a left wing govern-
ment and strong economic growth after 2003, invest-
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ments in primary health care increased manifold, and 
minimum spending for all levels of government were 
set in law.[18] Primary care residency was expanded, full 
work week for primary care doctors was legislated,[19] 
and under the 2013 “More Doctors” program, 17000 
Cuban doctors were recruited in Brazilian health care. 
However, the culture of specialization among doctors, 
leading to fewer graduates choosing to be generalists, 
has affected primary care physician supply.[19] Another 
challenge for the FHS has been the expansion of the 
program to middle- and upper socioeconomic classes.

The FHS served to improve health care access 
to low-income and vulnerable sections in Brazil. 
Improvements in avoidable hospitalizations, breast-
feeding rates, immunization, and access to a regular 
source of care have been noted.[19] Data between 1990 
and 2002 has shown a 10% increase in coverage to be 
associated with a 4.5% decline in infant mortality[20] 
Further, there has been increased public satisfaction 
and primary care utilization following introduction of 
the FHS.[21]

Similar to Turkey and Brazil, evidence from 
Lithuania[22] and Estonia[23] have also demonstrated 
increase in primary care service utilization following 
PHC reform which involved, among others, dedicat-
ed training of physicians in FM or general practice, 
whatever the nomenclature. For instance, a study by 
Liseckiene et al.[22] comparing the service profile of pri-
mary care physicians in Lithuania, between 1994 and 
2004 (after retraining of therapists and pediatricians), 
found that in 2004, physicians had more office con-
tacts with patients and exhibited stronger involve-
ment in disease management. Higher patient satisfac-
tion in multiple respects was noted among FM PHCs 
compared to non-FM PHCs in Egypt,[24] and similarly, 
in Thailand, greater patient satisfaction with regards 
to communication skills and patient enablement has 
been noted with doctors trained in FM than ones with-
out a residency training.[25] This could be instructive for 
countries pursuing PHC reform, particularly those like 
India where basic MBBS doctors without further resi-
dency training have traditionally comprised the pool 
of primary care physicians, and where FM residency is 
a recent and weak accretion.

An Ecosystem Supportive of Primary Care
The health systems of the United Kingdom (UK) and 

the United States (US) are often presented as contrast-
ing examples for countries pursuing health system re-
form. The United Kingdom is hailed for a strong pub-
lic health system, the National Health Service (NHS); 

an effective primary care gatekeeper in the General 
Practitioner (GP); and traditionally low-powered pay-
ment systems such as capitation and salaries. On the 
other hand, certain aspects of the UK system such as 
overworked general practitioners, rationing of care 
and waiting lines, and lesser physician choice are crit-
icized by many, particularly the proponents of the US 
health system. The US health system is hailed as one 
of the most advanced in the world, with ready avail-
ability of latest diagnostic and pharmaceutical technol-
ogies, cutting edge research in the biomedical sciences, 
and ready access to the choice physician or specialist. 
At the same time, the US health system is notorious for 
high and ineffectual health spending; comparatively 
poorer health outcomes, particularly in chronic diseas-
es and obesity; inequitable economic access to health-
care; and a battery of fragmented, private health insur-
ance schemes with little emphasis on primary care, al-
though the latter has received renewed attention un-
der the Affordable Care Act. Light[26] notes that ma-
ny of the ills of the UK health system are attributable 
to insufficient spending, while that of the US lie in its 
poor design that fosters waste, inefficiency and inequi-
ty. Notwithstanding, another sharp contrast between 
the two nations exists in terms of their traditional ap-
proach to primary health care, which explains why the 
same thrived in the UK but largely failed in the US, any 
current or future reforms notwithstanding.

The UK’s NHS, which was established in 1948 in re-
sponse to the second world war, nationalized its hos-
pitals which were hitherto largely public (under local 
bodies) and voluntary. However, the system of GPs 
being independent contractors largely persisted as 
before.[27] Under the NHS, each enrollee registers to a 
GP facility who acts as a gatekeeper to specialist ser-
vices and is paid on a capitation basis. Specialist care, 
unless in emergencies, is available only on GP refer-
ral. Further, a number of measures to empower GPs 
were implemented over the decades, including turn-
ing them into fundholders who commission special-
ist care, collectively planning health services in their 
region, and others. Further, GP lifetime incomes were 
made equivalent to that of specialists, with added per-
formance based incentives[26] and capitation carve-outs 
for certain preventive services. In the UK, a GP has to 
undergo specialist training in general practice after the 
basic medical degree. 

Like in the UK, the US also requires basic physi-
cians to undertake a residency in family medicine to 
practise as general practitioners (called family physi-
cians in the US). However, the traditional approach in 
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the US has been that of a free medical market[28] offer-
ing undeterred access to a specialist without a GP gate-
keeper, in line with the general ethos that emphasizes 
personal liberty. Unlike in the UK, where a tradition of 
general practice has traditionally been firmly rooted, 
family medicine in the US arose largely as a rather fee-
ble counter-culture to hospital oriented, costly special-
ized care. In a setting of persistently increasing health 
care expenditures and the economic downturn around 
the 1970s, a movement favoring prevention and gener-
alism grew and culminated in the 3-year family medi-
cine program from an erstwhile 1-year general practice 
internship.[27] However, few systemic changes to sup-
port primary care were instituted. Specialists have al-
ways enjoyed a higher prestige and a higher pay than 
family physicians, as reflected in fewer emerging grad-
uates opting for Family Medicine, and the much less-
er share of GPs among doctors in the US than the UK. 
While it has been found that people in the US do prefer 
having a family physician, and that health outcomes 
are often better in areas supplied with better primary 
health care, most individuals prefer to maintain an un-
deterred access to their specialist.

The examples of the UK and US are greatly instruc-
tive for nations embarking on a primary health care re-
form.[29] In a free-market like health care system, pri-
mary care physicians fail to thrive on account of less-
er prestige and pay than specialists, which when add-
ed to the natural tendency of physicians to specialize, 
impedes the development of a dedicated primary care 
physician workforce. Over time, the trajectories get re-
inforced due to path dependence and steering in a new 
direction becomes challenging. In addition to an em-
phasis of reforms in medical education, growth of gen-
eralism warrants a holistically supportive health sys-
tem structure characterized by an incentive structure 
for people to seek primary care (through mechanisms 
like gate-keeping and copayments in the absence of re-
ferral) as well as reimburses generalists on attractive 
terms. 

Conclusion
This review has brought out multiple lessons on ef-

fecting an enduring primary health care system, in-
cluding those conditions which pertain to the broad-
er ecosystem that it is a part of. These broadly include, 
among others, ensuring adequate representation for 
the primary care fraternity in health policy decisions 
and health system functioning; preventing the other-
wise natural dominance of specialties and super-spe-
cialties through the right mix of incentives and disin-

centives guided by state policy; entrenching a medi-
cal educational system that is aligned to primary care, 
preventive and promotive health, and social determi-
nants; actively empowering communities in health 
care planning, delivery, and management beyond the 
scope of training community health volunteers; ensur-
ing effective inter-sectoral coordination among major 
ministries and departments; building a well-ordered 
and organized health system with a prominent role 
for the primary care practitioner (through mechanisms 
like gate-keeping), and providing incentives for pa-
tients to seek primary care; conceiving a health team-
approach to primary care delivery incorporating phy-
sicians and allied health personnel, with well-defined 
pathways for referral and care coordination; conceiv-
ing mechanisms to integrate indigenous and informal 
practitioners based on context and assigning them ap-
propriate primary care related responsibilities; addi-
tional and dedicated residency training for basic phy-
sicians in family medicine; and last but not the least, 
a strong political will and public demand for primary 
health care. It is important to note that some of these 
prerequisites may already be extant in certain coun-
tries pursuing primary health care reform, while some 
others may not be feasible or applicable for a given 
country’s context. Neither are all of these necessarily 
important to be met under all circumstances. The right 
mix of these shall depend on the peculiarities, unique 
circumstances, and the requirements of the country 
context in question.

Talking specifically of human resources, it is im-
portant to build a bastion of primary health care in a 
dedicated group of primary care professionals, includ-
ing doctors, who endeavor to keep their domain un-
scathed. Ikegami[13] suggests integrating unlicensed 
practitioners in exchange of adhering to basic regula-
tions to enhance their accountability, which would in-
crease the relative share of those providing primary 
health care and enhance their power. A dedicated and 
strong cadre of primary health care personnel can be 
the biggest proponents of a robust primary care sys-
tem, and thus a crucial determinant of the success of 
primary care in a country.
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