Fifteen by 2015: Strengthening Primary Health Care in Developing Countries

In 1978, the Alma Ata Declaration articulated the need for community-oriented primary health care to improve quality and accessibility of care. Supporters of the declaration pushed for improvements in healthcare while simultaneously bolstering economic, social, and political infrastructures.  As recently as 2006, The World Health Report recommended a shift to community-based and patient-centered paradigms of care in order to effectively treat chronic diseases.  Despite these crucial assessments and at a time when international health programming is increasingly receiving large amounts of funding and publicity from such organizations as the Bill and Melinda Gates and Clinton Foundations, the majority of funding is tracked into disease-specific programs (vertical programming) rather than taking a more holistic approach to improving health outcomes such as preventative care, health workforce development and primary care measures (horizontal programming). More importantly, current investments are disproportionate to the actual developing world burden and economically inefficient.  For example, HIV/AIDS comprises 30% of developing world burden and receives 46% of donor funding.  Acute respiratory infections account for 26% developing world burden and receives less than 2.5% of direct funding.  This paper argues that we must aim for and promote a synergy between the vertical and horizontal approaches in order to benefit from disease-specific funding while countering the negative repercussions of vertical programming like brain drain, skewing community prioritized health needs and increasing the rate of untargeted diseases. We suggest that major funding organizations like the World Bank, Global Fund, WHO and Bill and Melinda Gates Foundation prioritize primary health care investments and support positive health outcomes and global development in a systematic way in order to more directly impact the most prominent developing world health burdens. We propose that by 2015, 15% of the budgets of vertical disease oriented programmes like HIV/AIDS, TB, and Malaria be invested in strengthening local primary health care systems in communities around the world.

Fifteen by 2015: Strengthening Primary Health Care in Developing Countries

In recent years, unprecedented donations and investments have been made to improve healthcare in developing countries. Assistance for healthcare development has increased by an estimated 26% between 1997 and 2002, from $6.4 billion to $8.1 billion
.  Between 1999 and 2006, the Bill and Melinda Gates Foundation alone invested approximately $6 billion toward world health
. While the magnitude of such investment is a positive development the vast majority of aid has been allocated toward more narrow, disease-specific projects (termed vertical programming) rather than toward more broad-based, improvements in population health such as preventive measures, primary care services, and health workforce development (termed horizontal programming). For example, the initiatives of Bill and Melinda Gates and the Clinton Foundation usually focus on specific communicable diseases:  60% address "big diseases" of HIV/AIDS, TB and Malaria
.   This vertical funding priority is a growing concern. As Shiffman quotes Lopez,  “While HIV/AIDS imposes a high burden, as of 2001 it was far from the dominant cause of illness and mortality in low and middle-income countries, representing 5.3 percent of deaths and 5.1 percent of disability-adjusted life-years.”
 Rwanda, for example, has an HIV prevalence rate of 3.1. percent
, and received $187 million since 2003 exclusively for HIV/AIDS from three international programs (the Global Fund, Pepfar and World Bank MAP).  Yet its total annual government budget for health was only $37 million.
 

Vertical funding can overwhelm a weak health system. Since there is a finite amount of health aid funding, focusing it on a few diseases has meant that the health needs of many go unaddressed. As an alternative, there should be a more efficient balance between vertical and horizontal investments. We believe that horizontal programming that funds primary health care initiatives will guarantee a more cost-effective and sustainable return on investment. For this reason, we propose that by 2015 15% of the budgets of vertical disease oriented programmes like HIV/AIDS, Tuberculosis, and Malaria be invested in strengthening local primary health care systems in communities around the world.

The History of Selective vs. Comprehensive Health Care

In 1978, the Alma Ata Declaration
 articulated the importance of community-oriented primary health care for the development of all nations. Echoing the Alma Ata declaration, advocates of comprehensive primary health (horizontal programs) emphasised that developing health care was only one aspect of the societal reforms needed. In their view improving health required, in addition to access to health care, changes in economic, social, and political structures. In the comprehensive or horizontal health care concept, health and health care are also basic human rights that require community participation ("Community Oriented Primary Care")
 
. 

At the same time, selective health care, or vertical programs that target specific diseases, challenged this approach. Advocates of such vertical programs stated that the Alma Ata concepts were unattainable due to the cost and numbers of trained personnel required. They argued that a more selective approach, addressing the greatest disease burden in the community, would have a better chance of improving health and medical care in less developed countries
. 

The two positions differ both philosophically and practically. Medical intervention is at the center of selective, vertically-oriented health care, but is only one of a number of important elements in comprehensive, horizontal primary health care.
 Furthermore, the selective method is based on a short-term outlook that calls for the solution of a given health problem (HIV/AIDS) through the application of specific measures. Comprehensive primary health care is carried out through a long-term process that seeks to tackle the overall health problems through the creation of a permanent institutional infrastructure for "general health services." 

The AIDS epidemic of the late 1970s and early 1980s generated a strong impetus to develop vertical programmes and this selective strategy has been favourably received by international agencies such as World Bank and UNICEF, academic institutions and research centres (e.g. Centres for Disease Control), bilateral aid-agencies like USAID, and private institutions
.

Effectiveness and efficiency of selective and comprehensive approaches

Unfortunately, despite the large sums invested in vertical programs, their overall performance for the most frequently-targeted diseases, such as HIV/AIDS, Malaria, and Tuberculosis, has been poor.
 
. An overview of the literature on vertical versus horizontal programmes found only a few low-quality empirical studies.  Despite a ten-fold increase in external financing for tuberculosis control in low-income-countries over the last decade
, only 27% of active pulmonary tuberculosis patients have access to the package set out in the Direct Observation Treatment strategy
. By mid 2004, less than 5% of AIDS patients in sub-Saharan Africa were under treatment compared to over 50% in the Americas
. 

Aside from failing to reach its stated goal vertical funding can actually harm a populations’ health by skewing treatment priorities. Patients contacting health care facilities are likely to seek a range of treatments, spanning curative care, relief from suffering, reassurance, prevention and advice on use of health services – not just control of one single cause of ill health. Although HIV/AIDS is a major health problem in Sub-Sahara Africa, the need for non-HIV/AIDS related health care in the populations affected is even larger, as the average HIV-prevalence (ages 15-49) is 7.2%14, whereas the moderate and severe acute malnutrition in the under-5 population is 10%
. To illustrate the problem: while acute respiratory infections represent 26% of the total developing world burden within the 20 most important communicable diseases, it receives less than 2.5% of direct funding. AIDS, comprising 31% of the burden, receives 46% of all direct donor funds
. Vertical disease-oriented programmes, in their single-minded focus, largely ignore patients’ needs for access to wider health care services.

Of greater concern is the fact that some targeted vertical programs may have unwillingly increased the rate of other diseases and broken the first rule of medicine – primum non nocere - first do no harm.  For example it is likely that WHO-endorsed immunization programs caused a percentage of HIV and hepatitis cases in Africa. 

In addition, vertical programmes create duplication (each single disease control programme requires its own bureaucracy), leads to inefficient facility utilisation by recipients, may lead to gaps in care especially in patients with multiple co-morbidities and, where funded externally, undermine government capacity by reducing the responsibility of the state to improve health care in its own services
. 

Funders who invest in disease-specific programs could be compared to donors who donate a huge load of cement to help fix a nations' ailing transportation system. Provided with material suited only to repave its highways, the government pulls engineers, planners, and laborers from their work on trains, bike paths, and municipal roads to carry out what is solely funded--the highway project.  And while progress is made on the highways, overall transportation is not improved:  people who rarely use the highways are hardly helped at all and those who would use the highways have a harder time getting to them because other roads have been so neglected.  This phenomenon has come to life in healthcare:  well-financed, vertical programs, funded by international donors, have "diverted" skilled local health personnel away from the poor but needy local (primary) health care system. In Ethiopia, for example, the implementation of the Global Fund proposal required human resources; local medical staff was hired on consultancy contracts at triple the salary available in the public sector. As a result, the health sector became vertically organized, with staff moving from one section to the next, jeopardizing access to overall health services and raising deep concerns regarding equity
. This type of internal "brain drain" has devastating consequences, incompatible with decent health care delivery.

Horizontal: Primary health care works

On the other hand, there is strong evidence that primary health care contributes to a high quality, cost-effective health system
 
 
.  Starfield et al. analyzed countries' primary care systems on 10 characteristics, including the degree of “generalism” of the predominant type of primary care provider and whether the patients were registered with a primary care facility. After correcting for gross domestic product and per capita income, physician density, percentage of people over 65 years of age, doctors' visits per capita and alcohol and tobacco consumption, a stronger primary care score was associated with lower (standardised) mortality, lower premature mortality and fewer life years lost due to (avoidable) mortality from cardiovascular disease, pneumonia and asthma.
 

Primary care ensures better health outcomes due to the 24 (1) greater access to health care services, based on health needs
 (2) better overall quality of care
, (3) greater focus on prevention, (4) stronger emphasis on early diagnosis and management of health problems25, and (5) reduction of unnecessary and potentially harmful interventions. As these factors interact, the delivery of comprehensive primary care services has a strong cumulative effect on population health.  Primary health care acts as the first point of contact for the population. It addresses more than 90% of all the presented problems and helps those patients that need referral find cost-effective and high-quality care from specialists.
  Primary health care teams generally have an interdisciplinary composition and may include family physicians, nurses, health promotion-workers, social workers, midwifes, community pharmacists and dentists, who jointly address the physical, psychological and social needs of their patients. By taking care of the problems experienced and presented by their patients in the context of their living conditions and taking into account their health beliefs, their fears, and their hopes, primary care practitioners can build a relation of trust with the community and provide quality care, based on medical, contextual and policy evidence
. Through intersectoral cooperation at the frontline, community level, primary care services can broaden its focus to incorporate public health concerns, can contribute to a "community diagnosis", identifying underlying, social determinants of disease such as poor housing conditions, unsafe drinking water, poverty, overcrowding, and unemployment that contribute to ill health.  Understanding these determinants is crucial to the task of transforming the social quality of the lives of individuals and communities
. The World Health Report 2006 states clearly that for the treatment of chronic diseases there is a need to shift successfully to community-based and patient-centred paradigms of care
: the primary health care, with the family physicians and primary care nurses as the clinical disciplines, contributes to this shift. In other words, it is expedient to incorporate comprehensive primary health care into the equation of addressing the global burden of disease.

Documenting the effectiveness of primary care to community health came initially from studies in OECD (Organisation for Economic Cooperation and Development)-countries, but there is growing evidence that these findings are also relevant to developing countries, making the debate between vertical or horizontal programming
 of great importance. A study in Bolivia found that the community based primary health care services in socially deprived areas lowered the mortality of children under age five
. In Kerala (India), where 74% of the population lives in a village with a primary health care center, infant mortality rate is 16 per 1000 live births; in Uttar Pradesh State, where only 4% of the population has access to PHC, the infant mortality rate is 87 per 1000 life births
.  Among countries with otherwise comparable socio-economic status, primary care mediated access to services commonly explains differences in population health24. In addition, primary care in developing countries has the potential to reduce large disparities associated with socio-economic deprivation and improve equity
. While in 7 African countries, the wealthiest 20% of the population received well over 3 times as much financial benefit from overall governments spending as does the poorest 20% (40% versus 12%), for primary care services this ratio was notably lower (23% for the richest versus 15% for the poorest): so primary care reduces inequality in health care provision. An analysis of preventable deaths in children concluded that in the 42 countries accounting for 90% of child deaths worldwide, 63% could have been prevented by the full implementation of primary care where the common problems of diarrhoea, pneumonia, measles, malaria, HIV/AIDS, preterm delivery, neonatal tetanus and neonatal sepsis could be addressed in one, integrated clinical setting.
 

Towards sustainable community based primary health care

Currently, under-funded primary health care providers and clinics in developing countries have scarce resources with which to build systems that respond to the needs of patients and the community. In order to meet the needs of their patients, some practitioners and donors are considering the integration of vertical and horizontal programs in the framework of the District Health System.  Although some studies conclude that vertical and horizontal approaches should not be seen as mutually exclusive but rather as complementary strategies
, other studies maintain there is a need to integrate vertical programmes into local health facilities in order to achieve sustainable disease control
,
,
. Integrating curative and preventive care in particular has merits, such as the potential for detecting a patient with tuberculosis amongst those with cough, or pursuing vaccination to patients with whom the primary care practitioner has established trust. Integration overcomes vertical programmes’ narrow focus on only a fraction of needed health care.  A "code of best practice for disease control programmes to avoid damaging health care services in developing countries”20 developed by Unger JP et al. (Institute of Tropical Medicine, Antwerp, Belgium) states that disease control activities should be integrated in health centers, which offer patient-centered care and should be designed and operated to strengthen health systems
. The implication of this 'code of best practice for disease control' is to direct aid to comprehensive primary care.

Recommendation – "15 by 2015"

In order to benefit from disease-specific funding and at the same time counter the disruptive side effects of vertical programming, a new global strategy for health should aim for a synergy between these two approaches.
 To achieve this, the World Organisation of Family Doctors, (Wonca)
 in collaboration with Global Health through Education Training and Service (GHETS)
, The Network: Towards Unity for Health, (The Network: TUFH)
 and the European Forum for Primary Care (EFPC)
 calls upon funding organisations such as the Global Fund, the World Bank, the Bill and Melinda Gates Foundation, and the World Health Organization, to assign to primary health care a pivotal role in the provision of their activities and to support its development in a systematic way. We propose that by 2015, 15% of the budgets of vertical disease oriented programmes like HIV/AIDS, Tuberculosis and Malaria, be invested in strengthening local primary health care systems and that this percentage would increase over time. Such an investment would improve developing nations’ capacity to address the vast majority of health problems through a generic, well structured comprehensive primary care system, improving health outcomes and contributing to equity at the local level. At a time when there are unprecedented investments in world health, this 15% by 2015 investment will enable local communities, districts, provinces and countries to build a sustainable, cost-effective primary health care system, based on family physicians, nurses, health promotion workers, and others in order to improve their performance, to contribute to equity and to shape the future. We are confident that the "15 by 2015"-campaign could act as vehicle to achieve this goal.
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