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Alma-Ata: Rebirth and Revision 8

Primary health care: making Alma-Ata a reality
John Walley, Joy E Lawn, Anne Tinker, Andres de Francisco, Mickey Chopra, Igor Rudan, Zulfi qar A Bhutta, Robert E Black, and the Lancet 
Alma-Ata Working Group* 

The principles agreed at Alma-Ata 30 years ago apply just as much now as they did then. “Health for all” by the year 2000 
was not achieved, and the Millennium Development Goals (MDGs) for 2015 will not be met in most low-income 
countries without substantial acceleration of primary health care. Factors have included insuffi  cient political prioritisation 
of health, structural adjustment policies, poor governance, population growth, inadequate health systems, and scarce 
research and assessment on primary health care. We propose the following priorities for revitalising primary health 
care. Health-service infrastructure, including human resources and essential drugs, needs strengthening, and user fees 
should be removed for primary health-care services to improve use. A continuum of care for maternal, newborn, and 
child health services, including family planning, is needed. Evidence-based, integrated packages of community and 
primary curative and preventive care should be adapted to country contexts, assessed, and scaled up. Community 
participation and community health workers linked to strengthened primary-care facilities and fi rst-referral services are 
needed. Furthermore, intersectoral action linking health and development is necessary, including that for better water, 
sanitation, nutrition, food security, and HIV control. Chronic diseases, mental health, and child development should be 
addressed. Progress should be measured and accountability assured. We prioritise research questions and suggest 
actions and measures for stakeholders both locally and globally, which are required to revitalise primary health care.

Revisiting Alma-Ata
30 years after the Alma-Ata Declaration for primary health 
care, “health for all”1 remains a long way off  for many 
countries, even those that are on track for mortality 
reduction goals, yet it remains the ultimate vision. The 
Millennium Development Goals (MDGs), which were 
adopted in 2000 as the next generation of the “health for all 
goals”, specify eight aims and measurable targets, including 
reduction in maternal and child mortality and in the 
burden of HIV, malaria, and tuberculosis, and associated 
development targets for education and gender equity.2 
These goals have been accepted by the widest constituency 
of any set of health and development goals in history. The 
health targets correctly aim at reducing deaths as the fi rst 
priority, yet reducing non-fatal diseases and improving 
quality of life are also important.

Primary health care is an approach to achieve both the 
MDGs and the wider goal of universal access to health 
through acceptable, accessible, appropriate, and 
aff ordable health care. Thus primary health care, if 
implemented, would advance health equity in all 
countries rich and poor and, as a result, promote human 
and national development.3 Eff ective primary health care 
strengthens the integration of community, primary, and 
district health-care and prevention services.4 Health 
depends on more than the health-care sector alone, and 
primary health care has from the beginning stressed the 
importance of intersectoral collaboration, social justice 
with community participation, and empowerment.
Finally, the broad range of preventive and curative 
services provided within primary health care makes it a 
particularly cost-eff ective approach to address the large 
population health challenges in low-income and middle-
income countries.

In retrospect, one concern with the primary 
health-care approach was the scarcity of a proposed 
strategy for implementation and its monitoring for 
accountability and scale-up purposes.3 Furthermore, 
the ideals adopted in Alma-Ata and the energy created 
by the declaration lost their initial power in arguments 
between comprehensive or selective approaches. This 
tension is now being resolved in many countries by 
integration of vertical approaches (programmes for 
priority diseases) with horizontal approaches (to 
strengthen services for all health problems), thus 
developing integrated primary health-care services in a 
phased or step-wise manner. Recognition of the need to 
train and retain competent staff  is also leading to more 
eff ective implementation.5

The variability of progress in the primary health-care 
approach, and the move towards integration, are well 
shown in the area of maternal, newborn, and child 
health.3 Substantial progress is being made for child 
survival, whereas maternal and newborn health have 
been comparatively neglected until recently. The 
emphasis has shifted to provision of a continuum of 
care—including skilled attendance at birth for mothers 
and neonates and strengthening early postnatal care—as 
well as maternal, newborn, and child health, but most 
countries with high burden of disease still have very low 
coverage of such services.3,6 Access to family planning, 
previously a priority, has fallen off  the global priority list, 
despite it being one of the most cost-eff ective interventions 
for maternal, newborn, and child health.7 Newer disease 
burdens, such as chronic diseases8 and mental health,9 
are becoming more apparent. Hunger is an enduring 
threat, and an unacceptably high proportion of children 
and mothers remain undernourished, mainly in south 
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Asia and Africa.10 Integration of nutrition services within 
primary health care and improved links to other relevant 
non-health sectors remain as important now as they were 
30 years ago.

Over the past decade, assistance agencies have sub-
stantially increased funding through global funds to 
address specifi c diseases, particularly HIV/AIDS, tuber-
culosis, and malaria. Even for these diseases much still 
remains to be done—eg, coverage for HIV prevention 
interventions is only around 20%.11 The challenge is to 
implement an achievable but comprehensive integrated 
approach to primary health care together with phased, 
long-term health-system building.3

Where are we now, and what are the gaps?
Despite the ideals and enthusiasm after Alma-Ata, 
primary health care continues to be inadequately 
supported and resourced.12 The coverage and quality of 
services in some countries has deteriorated because of 
confl ict, poor governance, structural adjustment, popu-
lation growth, and disinvestment in health.13,14

There are notable exceptions, as shown by the 
30 low-income countries that have made steady progress 
to reduce deaths in children younger than 5 years and, 
in some cases, also newborn and maternal deaths.15 For 
instance, Thailand, with a gross per-head income less 
than US$3000 a year, has achieved remarkable progress 
and is at the top of the list of 30 low-income countries 
making rapid progress for child mortality reduction 
and equity in facility-based maternal-health services.15 
Success in progress towards health goals is aff ected by a 
country’s political and social commitment to health and 
development. When stability, good governance, and 
stewardship for primary health care and other health 
services has been exhibited, progress is obvious.15 
However, even in countries with major challenges, a 
sustained political commitment makes a diff erence. In 
Malawi, for example, primary health-care services have 
been maintained despite the additional burden from 
HIV/AIDS. Sri Lanka and Haiti provide good examples 
of successful sociopolitical commitment despite 
political instability. In Haiti, this commitment has 
largely been through non-governmental and faith-based 
organisa tions.15 Progress is possible with a willing-
ness to innovate—eg, with diff erent types of partners 
and health workers used to access hard to reach popu-
lations. 

Community care, empowerment, and active social 
participation in improvement of health services might be 
the most neglected part of Alma-Ata.3,16 Chronic diseases 
and mental-health disorders are emerging health 
problems. Key aspects of primary health-care services 
that need to be strengthened include district health-
management systems with local use of data for decision 
making and coherent use of community health workers 
and other primary health-care personnel. The reality of 
intersectoral linkage between health and development is 

variable, with some countries achieving great progress in 
education, water and sanitation, and nutrition, and others 
not progressing and continuing to dichotomise devel-
opment and health.15

Despite the challenges and restrictions in implemen-
tation so far, the ideals expressed at Alma-Ata and the 
primary health-care approach are as valid now as ever. 
We also now have evidence for a much greater range of 
cost-eff ective interventions than we did 30 years ago.17 
Unlike at Alma-Ata, specifi c health targets have now been 
set for 2015 and progress is being monitored. However, 
only 7 years remain in which to achieve the MDGs. 
Should we be considering a further set of goals for an 
extended timeframe, such as over the coming 20 years, 
which would go beyond mortality reduction and help to 
sustain action for health after 2015? If so, now is the time 
to start, since such goals would take time to develop as 
measurable targets owned by countries and the global 
health community.

Revitalisation of primary health care at scale
All levels—individual, family, community, facility, 
district, provincial, national, and global—have a role and 
responsibility if health for all is to be achieved. To deliver 
results with a primary health-care approach will need 
partnerships, links, and an enabling environment 
including bottom-up support from empowered com-
munities, top-down support from responsible govern-
ments and across municipal and state levels, and external 
support with technical and fi nancial resources, when 
needed and appropriate.5,18 Primary-care services and 
facilities need to be strengthened and linked to the 
communities that they serve. But primary health care is 
wider than the health system, and needs greater action. 
The emphasis on community participation and inter-
sectoral collaboration given by the Alma-Ata Declaration 
is even more relevant now with increasing complexity of 
the development architecture. We need pragmatic and 
measurable approaches that build evidence on how these 
strategies can best be implemented in various settings. 
The table outlines some priority actions that can be taken 
and their measurement at each level. The seven priorities 
for revitalisation of the Alma-Ata commitment to a 
primary health-care approach are described below.

(1) Making and keeping health and health equity a 
priority
Although mortality is an important indicator, the vision 
that health is a state of wellness, not solely an absence of 
death or disease, should not be lost.19 The MDGs, which 
have measurable outcomes and build on health and 
development for all, will continue to be valid and relevant 
for many countries beyond 2015 and need to be held as a 
benchmark of success. However, measurable targets are 
also needed to extend beyond the MDGs’ target date of 
2015 and cover the broader health agenda as envisioned 
in Alma-Ata.
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(2) Implementation of integrated primary health care at 
scale
When unifi ed national health plans, including those for 
maternal, newborn, and child health and wider components 
of primary health care do not exist, investments of time, 
expertise, and funds are urgently needed to put them into 
place. Even more important than national strategic plans 
are specifi c implementation planning processes, leading 
to district action. National to district planning and 
management systems need to be systematic, and human 
and material resources strengthened.5 Good governance 
has to be fostered and, where it exists, an increased 
proportion of donor funds should be channelled through 
budget support and sector-wide approaches, while 
partnerships with civil society are strengthened. Public, 
non-governmental, faith-based, and private providers need 
to be linked into a coherent health system under 
responsible government stewardship. Countries with such 
frameworks in place are overperforming for health 
outcomes despite major challenges—eg, Malawi has an 
essential health package and a national agreement with 
Christian Health Association of Malawi, which provides 
40% of health-care services.15

Selection of a set of key evidence-based interventions 
for implementation in primary health-care settings is 
crucial.4 Packages of care for maternal, newborn, and 

child health can be expanded to include interventions 
that address mental health, child development, and other 
long-term outcomes.6 An integrated approach to the 
management of chronic disorders, irrespective of the 
cause, is not only feasible but desirable within primary 
health care.8 Experience and evidence from successes of 
this approach need to be applied to other disease groups. 
For example, the systematic package for tuberculosis care 
has been successfully adapted to deliver HIV antiretroviral 
services within the general health services of Malawi.20 
This approach could be applied to other chronic diseases 
such as diabetes, epilepsy, and mental illness, and to a 
continuum of care approach to maternal, newborn, and 
child health at a district level. All innovations should be 
designed so as to be replicable and sustainable with 
available or realistically attainable human and material 
resources. Assessment embedded within early district 
implementation can be the basis for refi ning guidelines 
and other methods for implementation to ensure eff ective 
scale-up nationally and to learn from what works and 
why, or why not.21

When health systems are weak or the timeframe is 
short, interventions have been implemented vertically. 
This approach can be either to achieve important benefi ts 
at scale in as short a time as possible—eg, since 2000 for 
HIV antiretroviral services—or because donors are 

Action: implementation of PHC at scale Measurement: measuring markers, progress, and accountability

Community, family, 
individuals

• Select and support CHWs 
• Actively participate in community health-promotion activities and 

development programmes (income generation, water and sanitation, 
self-reliance)

• Funding, training, and supervision for CHWs that is established and tracked, including 
attrition rates

• Community mobilisation for health promotion and poverty eradication programmes which 
are established and have trackable indicators

Health centres, 
hospitals, 
practitioners

• Train, supervise, and use packages of care, guidelines, and 
management methods—eg, IMCI, IMAI, IMPAC

• Provide outreach activities and links with CHWs and private sector to 
improve coverage of interventions and strengthen referral

• Support community health promotion

• Health facility capability to provide services that are assessed regularly 
• Regular assessment of client satisfaction in place with use of available methods to measure 

quality
• Eff ective functional plans to register and link public and private providers

District, subdistrict • Plan and budget according to disease burden and related cost-eff ective 
packages of care and prevention 

• Build CHW, MNCH, and FP delivery, and strengthen referral strategies
• Ensure equitable distribution and quality of health workers

• District level methods used for planning, linking burden with budget allocation, 
procurement, and management 

• District plan in place to integrate MNCH and FP interventions at community, health centre, 
hospital levels, and referral system 

• Track health worker knowledge, skills, performance, and the rate that they leave their place of 
work

National, state, 
or provincial

• Integrate health sector plans and use of methods for planning
• Scale up proven health systems approaches on the basis of evidence
• Coordinate funding with agriculture, food security, climate change, 

and population policies
• Introduce phased removal of user fees for PHC services, at least for 

vulnerable populations and poor people

• One national health plan and national legislation for health promotion and sex equality in place
• Documentation of content and process for programme priority setting to develop and refi ne 

integrated high-impact interventions adapted to context on the basis of local epidemiology 
and evidence 

• One national monitoring plan including coverage and quality of key interventions assessed, 
and disaggregated by equity, sex, or ethnic origin 

• One national general budget with a section with health allocations specifi ed
• User fees removed for PHC (or at least exemptions for MNCH and vulnerable populations)

Global • Prioritise funding by burden of disease, cost-eff ective interventions, 
and health systems building over time

• Provide predictable long-term fi nancing for health
• Provide budget support for sector-wide approaches in countries with 

good governance and where equity goals are pursued
• Increase investment in implementation research for PHC and building 

local research capacity

• Coordination of development partners and national funds for health in accordance with the 
Paris Declaration (OECD tracking)

• Unifi ed or harmonised assessment frameworks available for MNCH and PHC, with funds 
allocated for continued assessment at scale

• Methods for programme priority setting for programmes on the basis of peer-reviewed 
eff ectiveness and cost inputs, and which are user friendly for country use 

• Research funding on the basis of transparent priority setting methods

PHC=primary health care. CHW=community health worker. IMCI= Integrated Management of Childhood Illness. IMAI=Integrated Management of Adolescent and Adult Illness. IMPAC=Integrated Management 
of Pregnancy and Childbirth. MNCH=maternal, newborn, and child health. FP=family planning. OECD=Organization for Economic Co-operation and Development.

Table: Implementation and measurement of primary health care at scale by level of responsibility
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focused on short-term goals. However, even if the start is 
vertical, over time interventions should be integrated and 
delivered by coordinated cadres of multipurpose and 
more specialised health workers within district manage-
ment systems and with participation from com-
munities.3,5,15 As new evidence for an intervention 
becomes available, the feasibility and eff ectiveness of 
adding the intervention to primary health-care services 
should be assessed locally.4 Some leading advocates of 
primary health care have suggested that 15% of all funds 
from vertical interventions should be invested in 
comprehensive primary health-care systems.12

To achieve quality and safety in primary health-care 
services, suffi  cient numbers of appropriately trained and 
supported health workers are needed. Properly supervised 
task shifting is required, as proposed by WHO in the 
context of HIV care.22 Although evidence for task shifting 
from doctors to nurse practitioners and from health 
professionals to lay health workers does exist, the evidence 
base needs to be strengthened.23 Pakistan provides an 
example of an eff ective national programme for 
community health workers.24 There is a real danger of 
overloading health workers with too many tasks, hence 
careful and systematic tailoring of tasks to local health 
needs and available resources will be necessary.3 Eff ective 
and supportive supervision is key to improvement of 
service delivery, and educational outreach visits have 
improved prescribing.23

The quality of care rests on the use of high-quality 
guidelines. Essential care and prevention packages have 
been developed for the major health disorders aff ecting 
children; for maternal, newborn, and child health; and for 
adults.23 These packages include the integrated manage-
ment of childhood illness; an essential practice guide for 
pregnancy, childbirth, post-partum, and newborn care;25 
and the integrated management of adolescent and adult 
illness,26 which already includes chronic HIV and anti-
retroviral treatment guidelines, but diabetes and other 
chronic diseases could be added.8 These technical inter-
ven tions need to be designed in the broader context of 
primary health care and community development, 
including education, nutrition, water, and sanitation. 
Together with access to basic primary health care and 
prevention measures, essential drug lists and formularies 
remain important in implementation of primary health-
care services.

(3) Ensuring equity and sex equality
Since the burden of disease is greatest for the poorest 
people, we must consider their needs fi rst. Evidence 
shows that use of services by poor people is improved 
when user fees are reduced or withdrawn, providing that 
the resources are replaced,23 or if incentives for care are 
provided through conditional cash transfers.27 Services 
should specifi cally target and reach deprived rural and 
urban areas, with particular attention to women, children, 
and other disadvantaged and vulnerable groups (eg, 

indigenous people, inmates, elderly people, people with 
disabilities, refugees, and internally displaced popu-
lations). For example, working directly with women’s 
groups can help address sex inequities and increase 
cultural acceptance and sustainability, while indirectly 
benefi ting other family and community members. 
Community health workers can reach and serve 
populations that have limited access to facility care.28

(4) Facilitating community participation and 
empowerment
Active community participation is essential for eff ective 
community interventions such as those for maternal, 
newborn, and child health and environment-related 
diseases.16 Community participation is not merely 
mobilising people to accept a health intervention.29 
Experience has shown the need for a shift from health 
education (provision of information) to health promotion 
(transformation of attitudes and behaviour) to empower 
people to have a more active role in their health.30,31 Health 
promotion messages are not static—the epidemiological 
transition and a rise in chronic, non-communicable 
diseases related to ageing populations, changing diets, 
tobacco use, and more sedentary lifestyles will need 
appropriate messages and dissemination. Through 
education in schools and health promotion, communities 
can take control over their health.

One trial has shown that mobilisation of women and 
other community-based groups in Nepalese villages can 
lead to decreases in newborn and probably maternal 
mortality.32 The challenge for the community mobilisation 
approach is to eff ectively replicate it at scale. Previously, 
the emphasis on community participation has been 
focused on poor people in rural areas. However, since a 
majority of the world’s population now live in cities, the 
need is for community engagement for poor people living 
in urban areas and requires functional models of care. 
For example, the BRAC (formerly the Bangladesh Rural 
Advancement Committee) programme in Bangladesh 
delivers maternal and child health and family planning 
interventions in urban areas with good results.33 
Participatory research should be embedded within 
implementation projects, as with the tuberculosis 
public–private doctors’ partnership in Nepal.34

(5) Linking health and development
Health professionals can easily overlook that health is 
aff ected by much more than health services, and conversely 
the development community can view health as a separate 
entity.3 Both the Alma-Ata declaration and the MDGs have 
helped broaden this view by emphasising the importance 
of intersectoral approaches to poverty reduction and 
development. In practice, intersectoral collaboration is 
diffi  cult to achieve since sectors tend to operate in 
isolation—eg, persuasion of the health and agricultural 
sectors to prioritise nutrition and food security is diffi  cult, 
yet this need is greater than ever. That investment in 
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education, especially of girls, greatly aff ects health is well 
known. The WHO Commission on Social Determinants 
for Health recommends that countries address and 
monitor the inequitable distribution of resources, living 
and working conditions, and child development.35 They 
should provide universal health-care coverage on the basis 
of the primary health-care model with “locally appropriate 
action for prevention and promotion in balance with 
investment in curative interventions, and an emphasis on 
the primary level of care”.35 It recommends ending user 
fees and fi nancing the health-care system through general 
taxation or mandatory universal insurance. Generally, 
although intersectoral collaboration is diffi  cult to measure, 
such evidence (or at least more assessment of experiences 
at scale in countries) will be crucial for the development of 
sound strategies to aff ect the health of this generation and 
the next.

(6) Measurement of change and ensuring accountability
Statements such as “health for all” are inspirational, yet 
diffi  cult to measure. Eff ective tracking of primary 
health-care implementation needs defi nite outcome and 
process measures, including mortality measurement and 
measures of coverage of high-impact interventions, 
health systems functioning, and community action. A 
key challenge for primary health-care implementation is 
that of monitoring progress towards clearly defi ned and 
realistic targets. Such monitoring needs process 
indicators, including those refl ecting health-system 
performance (human resources and management, 
infrastructure and maintenance, regulatory procedures, 
transparency and democratic governance arrangements, 
levels of sustained fi nancing, budgeting, and planning). 
Measurement of equity is key to assessment of progress 
towards the MDGs and primary health care, particularly 
the way in which we are reaching people who are 
underserved. This approach should include monitoring 
process measures, such as vulnerable populations’ access 
to services, service coverage, and health-care practices.

(7) Investment in innovation for drugs and 
technologies, and in implementation research
The early days after Alma-Ata resulted in innovation for 
drugs and technologies (such as oral rehydration solution), 
which was driven by need and feasibility in low-resource 
settings. Essential drugs policies advanced the use of 
appropriate and low-cost generic drugs. However, 
innovation for health technologies for poor people has 
again fallen off  the global agenda, apart from some 
encouraging signs in specifi c initiatives: better medicines 
for children and aff ordable medicines for all, and drugs 
for neglected diseases. Strategic prioritisation for new 
drugs and technologies and eff ective partnerships are 
needed to address the gaps and make sure that the 
solutions reach poor people, as has been achieved very 
eff ectively for pneumococcal vaccines through the 
accelerated development and introduction plan.3

Research and innovation are needed to improve health 
status, and the interaction between researchers, policy 
makers, and other stakeholders is essential to design, 
undertake, and use the results of research.36 
Implementation research and assessment should be 
embedded within new primary health-care services and 
approaches, so that locally produced evidence can support 
eff ective national scale-up.21,37 Health policy and decision 
makers need to commission implementation research, 
and apply innovative and empirically supported 
approaches.23 Policy makers also need to know the extent 
to which interventions are based on evidence. Research 
fi ndings need to be disseminated widely and beyond the 
research community, in ways that non-academic people 
can understand.

Research priorities for primary health care
The so-called 10/90 gap indicates the imbalance of having a 
small proportion (10%) of research funding addressing 
the health needs of most of the population (90%) world-
wide.38 Identifi cation of research priorities for primary 
health care is important for optimising the eff ective use of 
scarce resources. Reviews have established the scarcity of 
rigorous evidence for implementation and delivery of 
services generally and for human resources particularly, 
especially in low-income and middle-income countries.39

The child health and nutrition research initiative 
(CHNRI) has developed a systematic method for setting 
priorities for health research investments that can be 
applied globally and nationally and for diff erent 
purposes.40 We used this method, which has previously 
been used in several areas,41 to identify research priorities 
for primary health care, with the following criteria: the 
likelihood that the research option would (1) be 
answerable, (2) be feasible to undertake, (3) fi ll a crucial 

Panel 1: Research priorities for primary health care based on systematic scoring of 
research options 

Overall PHC research priorities
• Assessment of substitution of nurse and professional tasks by lay workers (eg, CHWs, 

pharmacy assistants, etc)
• Cost-eff ective approaches to mapping PHC services against need
• Cost-eff ective monitoring systems to check coverage of PHC for marginalised populations
• Cost-eff ectiveness of substituting physician tasks with skilled nurses
• Assessment of diff erent outreach models for essential PHC interventions

Research priorities for maternal, newborn, and child health in PHC
• Cost-eff ectiveness of various approaches to providing early postnatal and newborn care
• Cost-eff ectiveness of diff erent service delivery models for integrated MNCH services
• Cost-eff ectiveness of supportive supervision and other linkage initiatives to make 

peripheral MNCH units and health centres interact eff ectively with referral units
• Comparisons of diff erent models of scaled up community IMCI
• Assessment of methods to monitor child and maternal mortality on a yearly basis

Priorities for chronic disease research in primary health care are listed in reference 8. PHC=primary health care. 
CHW=community health workers. MNCH=maternal, newborn, and child health. IMCI=Integrated Management of Childhood 
Illness. See webappendix for the full list of research questions considered.

For the drugs for neglected 
diseases initiative see http://
www.dndi.org/

See Online for webappendix
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gap in knowledge, and that the resulting intervention 
would (4) improve deliverability of interventions in 
primary health care, (5) improve equity, and (6) have an 
important eff ect on disease burden.

The rationale, conceptual framework, and application 
guidelines have all been described in greater detail 
elsewhere40,41 and in the webappendix.

Panel 1 shows the top fi ve research options addressing 
overall primary health-care questions with the highest 
scores, along with the top questions for delivery of services 
for maternal, newborn, and child health. Research priorities 
for chronic diseases have been defi ned in a previous paper 
in this issue.8 In each of the categories, a list of important 
research issues was identifi ed by the Lancet Alma-Ata 
Working Group. In commissioning research to address 
these issues, local stakeholders and researchers (both 
clinical and health-service researchers) should be involved 
in further refi ning the research questions to develop 
eff ectiveness studies that are locally relevant. One oppor-
tunity is when the Global Ministerial Forum on Research 
for Health, in Bamako, Mali, November 2008, brings 
together policy makers and researchers to promote and 
support research on priorities identifi ed to improve health 
in developing countries. As with clinical services, delivery 
of high-quality research, especially with an equity focus, 
fi rst needs development and nurturing of local capacity.42

Renewing commitment and investment in 
primary health care
We call for the global health community, governments, 
national authorities, international agencies, and civil 

society to revitalise primary health care according to the 
original tenets of Alma-Ata and to monitor progress. We 
propose the establishment of a process to set new 
measurable targets that build on, yet go beyond, the MDGs 
to refl ect the broader primary health-care agenda and to 
ensure continued momentum towards health for all 
after 2015. A possibility for one such goal could be a 
specifi ed increase in average life expectancy in all countries, 
with defi ned targets for equity and quality of life.

We propose several actions to increase commitment and 
resources for primary health care (panel 2). The biggest 
challenge is implementation with community parti ci-
pation, especially scaling up known, cost-eff ective 
interventions for prevention and essential care. Priorities 
continue to be maternal, newborn, and child health; family 
planning; and the high burden of communicable diseases 
in many countries. However, there is also a growing need 
to address chronic, non-communicable diseases. Reaching 
high coverage for underserved people in rural and urban 
communities is essential and is the real test of social 
justice and sex equity. Resources should be increased and 
targeted towards evidence-based and integrated packages 
of care and towards the least served countries and 
communities. These resources can be delivered through 
strengthened primary and community care, together with 
community mobilisation and intersectoral collaboration 
for health. Individuals must be seen as active participants 
in their health, not passive recipients of supply-driven 
interventions. The emphasis has to shift from showing 
immediate results from single inter ventions to creating 
integrated, long-term, sustainable health systems, which 
can be built from a more selective primary health-care 
start. Research needs to be embedded within primary 
health-care activities, especially to be able to compare 
varying delivery approaches.

Margaret Chan, Director-General of WHO, has recently 
said “When I took offi  ce at the start of last year, I called 
for a return to primary health care as an approach to 
strengthening health systems. My commitment has 
deepened. If we want to reach the health-related Goals, 
we must return to the values, principles, and approaches 
of primary health care.”43 What is needed is for all 
stakeholders to renew their commitment to the principles 
of primary health care so that we do, after all, achieve 
health for all.
Contributors
JW, JEL, AT, and AdeF prepared the initial draft of the report, which was 
edited by all the named authors. MC, IR, and REB undertook the 
research priorities analysis. The other members of the Lancet Alma-Ata 
Working Group (listed below) participated in the research prioritisation 
analysis and commented on drafts of the report. All authors have seen 
and approved the fi nal version.

Other members of the Lancet Alma-Ata Working Group
Robert Beaglehole, University of Auckland, Auckland, New Zealand; 
JoAnne Epping-Jordan, independent consultant, Seattle USA; Bjorn 
Ekman, Department of Clinical Sciences, Malmo, Lund University, 
Lund, Sweden; Signe Agnes Flottorp, Norwegian Knowledge Centre for 
the Health Services, Oslo, Norway; Andy Haines, London School of 
Hygiene and Tropical Medicine, London, UK; John Lavis McMaster 

Panel 2: Actions to increase commitment and resources for primary health care

• Join with other calls for global commitment to allocate more development assistance 
to health for the countries with the least favourable health indicators and most 
diffi  cult health challenges, investing in comprehensive and selective primary health 
care to build strong health systems over time

• Mobilise strategic, consistent, and long-term investment from Ministries of Finance, 
linking with Ministries of Health in primary health care within health-sector planning 
with evidence of the cost-eff ectiveness and economic and development benefi ts of 
primary health care 

• Develop a comprehensive human resource plan for primary health care that is tailored 
to every country, linking with existing national planning and targeting high-impact 
interventions for maternal, newborn, and child health, adult infections, and chronic 
diseases, especially in areas that are diffi  cult to serve, delegating tasks when 
appropriate and strengthening team work, supervision, and coordination, and 
addressing staff  retention issue for hard-to-serve settings

• Rationalise the use of drugs, because of their large budget requirements, with generic 
drugs and public funding for essential drugs, and promote innovation for 
development of essential dugs and appropriate technology that is needed for crucial 
primary health-care services

• Increase local capacity for collecting and using data for action to improve the 
coverage, quality, and equity of primary health-care services

• Promote community and civil society participation in the primary health-care process 
towards health and development for all

For information on the Global 
Ministerial Forum on Research 

for Health see http://www.
bamako2008.org/



Series

www.thelancet.com   Vol 372   September 13, 2008 1007

University, Ontario, Canada; Jerker Liljestrand, independent consultant, 

Ystad, Sweden; Michael Kidd, Discipline of General Practice, The 

University of Sydney, Sydney, Australia; David Mant, Department of 

Primary Health Care, University of Oxford, Oxford, UK; Vikram Patel, 

London School of Hygiene and Tropical Medicine, London, UK; Tomas 

Pantoja, Department of Family Medicine, School of Medicine, Pontifi cia 

Universidad Católica de Chile, Santiago, Chile; Gabriel Rada, 

Department of Internal Medicine, School of Medicine, Pontifi cia 

Universidad Católica de Chile, Santiago, Chile; Jon Rohde, Management 

Sciences for Health, James Grant University, Dhaka, Bangladesh; Susan 

Rifkin, London School of Economics, London, UK; N M Souza, 

Department of Clinical Epidemiology and Biostatistics and Health 

Research, McMaster University, Hamilton, Canada; Shaun Treweek, 

Health Sciences Research and Education, University of Dundee, 

Dundee, UK and Norwegian Knowledge Centre for the Health Services, 

Oslo, Norway; and Charles Wiysonge, South African Cochrane Centre, 

South African Medical Research Council, Cape Town, South Africa.

Confl ict of interest statement

We declare that we have no confl ict of interest.

Acknowledgments

The contents are the responsibility of the authors. The work was not 

funded by any agency. We thank Lynn Auty for editing assistance.

References
1 Alma-Ata. Declaration of Alma-Ata: international conference on 

primary health care. USSR; Sept 6–12, 1978.

2 UN. Road Map towards the implementation of the United Nations 
Millennium Declaration. New York: United Nations, 2001. 

3 Lawn JE, Rohde J, Rifkin S, Were M, Paul VK, Chopra M. Alma-Ata 
30 years on: revolutionary, relevant, and time to revitalise. Lancet 
2008; 372: 917–27.

4 Bhutta ZA, Ali S, Cousens S, et al. Interventions to address maternal, 
newborn, and child survival: what diff erence can integrated primary 
health-care strategies make? Lancet 2008; 372: 972–89.

5 Ekman B, Pathmanathan I, Liljestrand J. Integrating health 
interventions for women, newborn babies, and children: 
a framework for action. Lancet 2008; 372: 990–1000.

6 Kerber KJ, de Graft-Johnson JE, Bhutta ZA, Okong P, Starrs A, 
Lawn JE. Continuum of care for maternal, newborn, and child 
health: from slogan to service delivery. Lancet 2007; 370: 1358–69.

7 Cleland J, Bernstein S, Ezeh A, Faundes A, Glasier A, Innis J. 
Family planning: the unfi nished agenda. Lancet 2006; 368: 1810–27.

8 Beaglehole R, Epping-Jordan JA, Patel V, et al. Improving the 
prevention and management of chronic disease in low-income and 
middle-income countries: a priority for primary health care. Lancet 
2008; 372: 940–49.

9 Prince M, Patel V, Saxena S, et al. No health without mental health. 
Lancet 2007; 370: 859–77.

10 Black RE, Allen LH, Bhutta ZA, et al. Maternal and child 
undernutrition: global and regional exposures and health 
consequences. Lancet 2008; 371: 243–60.

11 UNAIDS. Report on the global AIDS epidemic: executive summary. 
Geneva: UNAIDS, 2006. 

12 De Maeseneer J, van Weel C, Egilman D, et al. Funding for primary 
health care in developing countries. BMJ 2008; 336: 518–19.

13 Bhutta ZA, Belgaumi A, Abdur RM, Karrar Z, Khashaba M, 
Mouane N. Child health and survival in the Eastern Mediterranean 
region. BMJ 2006; 333: 839–42. 

14 Simms C, Rohson M, Peattie S. The bitterest pill of all: the collapse of 
Africa’s health systems. London: Save the Children and Medact, 2001.

15 Rohde J, Cousens S, Chopra M, et al. 30 years after Alma-Ata: has 
primary health care worked in countries? Lancet 2008; 372: 950–61.

16 Rosato M, Laverack G, Howard Grabman L, et al. Community 
participation: lessons for maternal, newborn, and child health. 
Lancet 2008; 372: 962–71.

17 Jamison DT, Breman JG, Measham AR, et al, eds. Disease control 
priority project in developing countries, 2 edn. Washington DC: The 
International Bank for Reconstruction and Development/The 
World Bank, 2006.

18 Taylor-Ide D, Taylor CE. Just and lasting change: when communities 
own their own futures. Baltimore, JHU: 2002.

19 WHO. Preamble to the Constitution of the World Health 
Organization International Health Conference, New York, 
June 19–22, 1946. Offi  cial Records of the World Health 
Organization, number 2. Geneva: World Health Organization, 1948.

20 Harries AD, Libamba E, Schouten EJ, Mwansambo A, 
Salaniponi FM, Mpazanje R. Expanding antiretroviral therapy in 
Malawi: drawing on the country’s experience with tuberculosis. 
BMJ 2004; 329: 1163–66.

21 Walley J, Khan MA, Shah SK, Witter S, Wei X. How to get research 
into practice: fi rst get practice into research. Bull World Health Organ 
2007; 85: 424.

22 Wiler G, Dreesch N, Dal Poz M. Planning human resources 
development to achieve priority health programme goals. Human 
resources for Health Development. Geneva: World Health 
Organization, 2008.

23 Lewin S, Lavis JN, Oxman AD, et al. Supporting the delivery of cost-
eff ective interventions in primary health-care systems in low-
income and middle-income countries. Lancet 2008; 372: 928–39.

24 Oxford Policy Management. Evaluation of the Prime Minister’s 
Lady Health Worker Programme. Islamabad: Oxford Policy 
Management/Ministry of Health, 2002.

25 WHO. Pregnancy, childbirth, postpartum and newborn care: a 
guide for essential practice. Geneva: World Health Organization, 
2006.

26 WHO. IMAI/IMCI heath centre/primary care guideline modules. 
Geneva: World Health Organization, 2007. http://www.who.int/hiv/
pub/imai/primary/en/index.html (accessed Aug 24, 2008). 

27 Lagarde M, Haines A, Palmer N. Conditional cash transfers for 
improving uptake of health interventions in low- and middle-income 
countries: a systematic review. JAMA 2007; 298: 1900–10.

28 Haines A, Sanders D, Lehmann U, et al. Achieving child survival 
goals: potential contribution of community health workers. Lancet 
2007; 369: 2121–31.

29 McPake B, Hansen K, Mills A. Implementing the Bamako initiative 
in Africa: a review and fi ve case studies. London: London School of 
Hygiene and Tropical Medicine, 1992. 

30 Laverack G. Health promotion and practice: power and 
empowerment. London: Sage Publications, 2008.

31 WHO. The Bangkok Charter for Health Promotion in a Globalized 
World. Geneva: World Health Organization, 2005.

32 Manandhar DS, Osrin D, Shrestha BP, et al. Eff ect of a participatory 
intervention with women’s groups on birth outcomes in Nepal: 
cluster-randomised controlled trial. Lancet 2004; 364: 970–79.

33 Mustaque A, Chowdhury R, Aminul Alam M, Ahmed J. 
Development knowledge and experience—from Bangladesh to 
Afghanistan and beyond. Bull World Health Organ 2006; 84: 677–81.

34 Newell JN, Pande SB, Baral SC, Bam DS, Malla P. Control of 
tuberculosis in an urban setting in Nepal: public-private 
partnership. Bull World Health Organ 2004; 82: 92–98.

35 Commission on Social Determinants of Health. Closing the gap in 
a generation: health equity through action on the social 
determinants of health. Final Report of the Commission on Social 
Determinants of Health. Geneva: World Health Organization, 2008.

36 Lavis JN, Posada FB, Haines A, Osei E. Use of research to inform 
public policymaking. Lancet 2004; 364: 1615–21.

37 Sanders D, Haines A. Implementation research is needed to 
achieve international health goals. PLoS Med 2006; 3: e186.

38 de Francisco A, Matlin A, eds. Monitoring fi nancial fl ows for health 
research, 2006: the changing landscape of health research for 
development. Geneva: Global Forum for Health Research, 2006.

39 Chopra M, Munro S, Lavis JN, Vist G, Bennett S. Eff ects of policy 
options for human resources for health: an analysis of systematic 
reviews. Lancet 2008; 371: 668–74.

40 Rudan I, Chopra M, Kapiriri L, et al. Setting priorities in global 
child health research investments: universal challenges and 
conceptual framework. Croat Med J 2008; 49: 307–17.

41 Tomlinson M, Chopra M, Sanders D, et al. Setting priorities in child 
health research investments for South Africa. PLoS Med 2007; 4: e259.

42 Victora CG. Measuring progress towards equitable child survival: 
where are the epidemiologists? Epidemiology 2007; 18: 669–72.

43 Margaret Chan, Director-General. Address to the 61st World Health 
Assembly. Geneva: World Health Organization, 2008. 


	Primary health care: making Alma-Ata a reality
	Revisiting Alma-Ata
	Where are we now, and what are the gaps?
	Revitalisation of primary health care at scale
	(1) Making and keeping health and health equity a priority
	(2) Implementation of integrated primary health care at scale
	(3) Ensuring equity and sex equality
	(4) Facilitating community participation and empowerment
	(5) Linking health and development
	6) Measurement of change and ensuring accountability
	(7) Investment in innovation for drugs and technologies, and in implementation research

	Research priorities for primary health care
	Renewing commitment and investment in primary health care
	Acknowledgments
	References


