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S trengthening primary health care1 and the attainment of 
universal health coverage2,3 are both important current 
global health policy initiatives. Primary health care is 

essential and affordable care that is accessible to everyone in the 
community, and includes health promotion, disease prevention, 
health maintenance, education and rehabilitation.4 The concept 
of universal health coverage, as noted in the United Nations’ 2015 
Sustainable Development Goals, is an aspiration to provide all 
people with access to essential high-quality health services and to 
safe, effective and affordable medicines and vaccines, while 
ensuring financial risk protection by providing care regardless of a 
person’s ability to pay for it.2,5 It is clear from these two definitions 
that there is overlap between the aims of primary health care and 
universal health coverage; indeed, many have noted that primary 
health care is essential to achieving universal coverage.6,7 

The two agendas have developed largely independently of 
each other, and yet the goal of both is to see healthier people liv-
ing in healthier communities. There seems to be a natural synergy 
between the two. Yet the World Bank, the Bill and Melinda Gates 
Foundation and the World Health Organization (WHO) have 
referred to primary health care as a “black box” for policy-
makers8 — complex, mysterious and difficult to understand. Many 
health care policy-makers and funders have a poor understanding 
of primary health care,  finding it difficult to quantify and assess 
its contributions to health systems. Here, we shine a light into the 
“black box.” We emphasize the importance of performance indi-
cators to monitor health system reform to show how strong pri-
mary health care contributes to the realization of universal health 
coverage.

What is the difference between primary care 
and primary health care?

A core aspect of primary health care is that it operates in the 
local community and seeks to address all health problems of all 
people.4,9,10 Strong primary health care relies on easy and conve-
nient access to a trusted provider or team of providers. The term 
“primary care” usually refers to a focus on the health problems of 
an individual.1,4,11 Primary health care encompasses a wider 

popu lation focus. The distinction between the two is not clear-
cut because both terms imply a strong emphasis on prevention, 
health promotion, education and support delivered in a compre-
hensive manner. In countries with historically strong primary 
care, such as the United Kingdom, Denmark and the Nether-
lands,12 what is referred to as primary care has broadened in 
recent decades. Single-physician family practices have shifted to 
a model of multidisciplinary teams with shared responsibility for 
the care of target populations. Investment in primary health care 
in these countries has resulted in more care provided at the com-
munity level, and has improved integration of primary care with 
public health, specialist- and hospital-based care. Thus, the dis-
tinction between primary care and primary health care has been 
blurred. Emphasizing primary health care’s focus on the individ-
ual is important, because people with seemingly identical health 
problems may have distinctly different needs,13 which may 
become increasingly complex if a patient has multiple chronic 
health problems.14
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KEY POINTS
• Primary health care addresses the health needs of all patients at 

the community level, integrating care, prevention, promotion 
and education.

• Primary health care improves the performance of health 
systems by lowering overall health care expenditure while 
improving population health and access.

• The aims of primary health care overlap with those of universal 
health coverage, which aims to ensure access to essential 
health services and safe, effective and affordable essential 
medicines and vaccines for all people.

• To achieve universal health coverage, reforms should focus on 
strengthening primary health care to ensure equity and cost 
containment.

• Health system reforms should be monitored with indicators 
that reflect the core characteristics of primary health care: 
continuity of care, person- and population-centredness, 
coordination of care, prevention, health promotion and 
patient autonomy.
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What is the impact of robust systems of 
primary health care?

Since the 1978 Declaration of Alma-Ata,15 which was reinforced 
by further resolutions of the World Health Assembly,16 the WHO 
has promoted primary health care as a core component of health 
systems.1 International comparisons of individual countries’ per-
formance in population health in relation to their health expendi-
ture and aspects of health care processes and structures have 
helped us to understand the benefits of effective and efficient 
primary health care. Starfield’s landmark publication in 1994,12 
followed by research from Europe, Canada, the United States 
and other high-, low- and middle-income countries, has con-
firmed that health systems with strong primary health care at 
their core have lower health costs, better population health, 
higher patient satisfaction, fewer unnecessary hospital admis-
sions and greater socioeconomic equity.17–20,  In addition, these 
systems have better rates of screening and follow-up for impor-
tant diseases and are better at addressing the needs of patients 
with multimorbidity.21

How can strong primary health care be 
achieved?

Strengthening primary health care represents a fundamental 
shift from health care delivery focused on treating disease 
toward health systems that address the specific health needs of 
patients and communities, with a predominant focus on general-
ism, comprehensiveness and continuity of care (Box 1).1,4,22 No 
one size fits all. The process must account for the historical, 
social, cultural and economic features that shape a country’s 
health system. Primary health care also represents a shift from 
supply-driven to needs-driven care, toward person-centred sup-
port to patients facing the challenges of everyday life, and to 
people-centred support of communities to strengthen social 
cohesion and encourage greater resilience.9,23 Inherent in strong 
primary health care is reduced reliance on professional care by 
supporting people to develop and maintain autonomy and to 
take responsibility for aspects of their own health.

It is important to note that not every country with a strong 
system of primary health care realizes all of its benefits. For 
example, only some countries judged to have strong primary 
health care realized greater efficiency of health care through 
avoidance of unnecessary hospital admissions and clinical inter-
ventions.19 Political and cultural context in individual countries 
may affect the overall cohesion and integration of health service 
functions and thereby affect the implementation of policy.

Much attention has been paid to the relationship of strong 
primary health care to a nation’s total health expenditure. 
Although health systems research done at the end of last cen-
tury12,17,18 reported lower costs in countries with stronger primary 
health care, more recent European studies have not been able to 
replicate this finding.19 However, countries with strong primary 
health care, such as the UK and the Netherlands, may have 
invested more in their health systems in recent years, after long 
periods of limited expenditure in the 1980s and 1990s. We con-
tend that this finding is more a result of national policies of sav-
ings and investments rather than the performance of primary 
health care. Reviewing developments over time with sophisti-
cated indicators to allow comparison between health systems in 
different countries is important.

A limitation of international comparison studies is the quality 
of available data, particularly information about primary health 
care structures and performance. As a consequence, reliable 
data from well-researched countries like Canada, the UK, Den-
mark and the Netherlands could dominate the results at the 
expense of data from countries going through recent health sys-
tem reforms, but where investment in research may be lacking. 
Standardization of data and the on-going use of data in the mon-
itoring of primary health care policy, as proposed by the Primary 
Health Care Performance Initiative of the World Bank, the Bill 
and Melinda Gates Foundation and WHO,8 should provide more 
robust information for comparisons between all countries, 
including low- and middle-income countries.

How can strong primary health care help with 
realizing universal health coverage?

To achieve universal health coverage, three objectives must be 
met: everyone — including the poor and patients with the greatest 
health needs — must have access to care; the health care must be 
of good quality; and accessing health care should not be pre-
vented by financial barriers. Universal health coverage is expected 
to increase the use of health care facilities by members of lower 
socioeconomic groups, which might be expected to increase 
health care expenditure in the short to medium term, given that 
people with high unmet health needs will begin to access care.24,25 
Anticipating spending increases could deter governments from 
making the investment required to achieve universal health cover-
age, which is why health care reform needs to be understood and 
committed to over the long term, with a particular focus on 
strengthening primary health care. Strong primary health care will 
improve population health through integration of primary care 
services with public health, thus lowering overall health care 
expenditure over time, improving the performance of the health 

Box 1: Criteria that must be fulfilled to strengthen 
primary health care1,22

• Care provided must be comprehensive (i.e., address all health 
problems in all patients at all stages of life) and continuous 
over time.

• Care must be accessible in the local community.

• Gate keepers and coordinators are needed to assist patient 
referral, when needed, to other health care providers and services.

• Patients should be registered with an individual provider or 
practice, allowing care to be provided to an identified 
population of patients over time.

• Training must be based predominantly in primary care settings.

• Health policy support, including equitable payment of primary 
health care providers compared with their colleagues working 
in hospitals or in other areas of specialization, is required.
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care system and ensuring the provision of improved equity and 
access for everyone.9 The improved efficiency and cost-effectiveness 
of care are found in enduring and substantial savings in other 
parts of health care provision. This result is expected in all coun-
tries but is particularly important in low- and middle-income 
countries with limited resources and economic constraints. 
Healthier populations18,19 develop more resilient and socioeco-
nomically viable communities23,24 that in turn increase the 
resources available to invest in future services, including health 
care for all. This is why primary health care should be regarded 
as a core component in realizing the ambitions of universal cov-
erage as a sustainable development.2,6,7

What is the best way to achieve universal 
health coverage by strengthening primary 
health care?

Implementation of primary health care and universal health cov-
erage has to take place under prevailing conditions; as a conse-
quence, approaches will differ between countries. Financial 
demands from previous investments in hospitals and specialist 
services in many countries may hamper the reallocation of funds 
within health budgets to primary health care, which can be par-
ticularly problematic for low- and middle-income countries.22 
Health policy in many nations is often restricted to the publicly 
funded health sector, although much health care may be pro-
vided privately22,26 and outside the influence of government-led 
policies. For example, India has to cope not only with limited 
health resources for its vast population, but with considerable 
societal resistance to the principle of health insurance.26

Solutions must fit the local socioeconomic and political situa-
tion. The UK introduced, and later abolished, fund holding27 and a 
quality and outcome framework28 for primary care, approaches 
that Denmark and the Netherlands, with similar health care sys-
tems, have not implemented. Although the role of the public sec-
tor is becoming more prominent in health care in the Netherlands, 
the country has moved to private health insurance while manag-
ing to contain health expenditure.29 Canadian primary health care 
has seen the recent introduction of innovations such as greater 
support for interprofessional primary health care teams, greater 
adoption of electronic medical records, a strong focus on quality 
improvement in family medicine30,31 and greater focus on the 
management of complex health needs through the pan-Canadian 
SPOR (Strategy for Patient-Oriented Research) Network in Primary 
and Integrated Health Care Innovations.32 International compari-
sons of primary health care reforms aim to understand the gen-
eral principles adopted, and the lessons that can be learned from 
changes taking place under prevailing conditions in each country. 
However, there is no single ideal set of interventions.

In seeking to attain universal health coverage, the development 
of sustainable primary health care should continue to be the health 
policy priority of every nation.1,3 Implementation of primary health 
care should be supported by research to improve understanding of 
how, and to what extent, strengthening it can be done under the 
prevailing socioeconomic and cultural conditions of the country, 
and how these conditions will affect the likely costs and efficiency 

of future health care provision.8 To show the effect of investments 
in primary health care, the success of implementation of intercon-
nected reforms in health systems must be monitored. Indicators 
need to be developed and applied4,33 that show the contributions of 
primary health care (Box 2) and capture characteristics such as con-
tinuity of care, person- and population-centredness, coordination 
of care between health sectors, prevention, health promotion and 
support for patient autonomy, and a mechanism for data collection 
must be established. Monitoring these contributions8 will assist 
 policy-makers to appreciate the contributions made by primary 
health care toward the attainment of universal health coverage, 
and support the ongoing investments needed to strengthen and 
reinforce strong primary health care.
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