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Introduction

The Alma‑Ata declaration defined primary health care as, 
“essential health care based on practical, scientifically sound and 
socially acceptable methods and technology made universally 
accessible to individuals and families in the community through 
their full participation and at a cost that the community and 
country can afford to maintain at every stage of  their development 
in the spirit of  self  reliance and self‑determination.”[1] Despite 
the idealistic proposition and enthusiasm that it gathered, 
inadequate funding, attention, and support remain a norm,[2] and 
in some countries, it has even deteriorated because of  factors 
including, but not limited to- conflict, poor governance, structural 
adjustment, population growth, and disinvestment in health.[3]

It is worthwhile to emphasize that health care in general has 
progressed at a rapid pace in terms of  both expertise and 
deliverables and has led to specializations and superspecializations, 
which seem to create an illusion that the health‑care situation 
has improved in every respect, but this is far from the truth. 
Three critical issues haunt the current health‑care situation as 
highlighted in the World Health Report 2007[4] – (1) health‑care 
delivery inequality  ‑  both internationally and within nations; 
(2) inability to fittingly respond to the changing nature of  health 
problems due to increased burden of  noncommunicable diseases 
and consequences of  factors such as unplanned urbanization, 
climate change, and social tensions; and (3) unpreparedness and 
vulnerability of  the health systems’ adjustment to the rapid pace 
of  change and transformation which include redefined roles 
of  institutions, unregulated commercialization in health‑care 
delivery, and politicized entitlement claims and rights of  the 
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patient. Among other reasons, lack of  primary care accentuates 
the problems of  the current health‑care situation.

India, the second most populated country in the world, has a 
unique position with regard to health care. On one hand of  the 
spectrum, the country provides a good quality of  health care 
and specialization at a very affordable price making it one of  
the popular destinations for medical tourism and, on the other 
hand, the wide majority of  Indians suffer from poor health. The 
country that is known for providing cost‑effective high‑quality 
health care, unfortunately, has only two health‑care options for its 
natives- use the unregulated and often overpriced private health 
care and, if  unaffordable, use the public health system, which is 
generally considered substandard. According to Balarajan et al., 
of  the total health spending in India, more than three‑fourths 
is private and the high out of  pocket expense accounts for 
more than half  of  the Indian households falling into poverty![5] 
Previous studies suggest that a strong primary‑care network with 
a strong public health has the potential to improve this situation 
and lead to a better health equity.[5]

This does not mean that India does not have a primary 
health‑care system. On the contrary, India built its health system 
on the foundations of  primary care as suggested by the Bhore 
Committee in 1946 and committed to the call for “Health For 
All by 2000 AD” in its National Health Policy, 1983,[6] almost 
as enthusiastically as it has committed to the “Universal Health 
Coverage by 2022,” recently.[7] Clearly, commitments similar 
to these are destined to fail unless something concrete is done 
to improve the present state of  affairs in the primary care of  
India. Redefined role and responsibility of  primary health care 
and strong commitment toward it- is the need of  the hour 
to improve this situation and to achieve the Universal Health 
Coverage. This paper argues for the need to develop primary 
care as a specialization in India as one of  the most important 
remedial measures to reform its health care. The primary care as a 
specialization should be developed to find plausible, effective, and 
pragmatic solutions for the poor health care at grassroot levels. 
We address four issues to emphasize the need and importance of  
primary care specialization: (1) Primary care specialization ‑ the 
dynamic scope, (2) tapping the true potential of  primary care, 

(3) scope and need for primary care research, and (4) primary 
care and public health.

Primary Care Specialization ‑ The Dynamic 
Scope

Primary care is the first point where the individual or the patients 
interact with the health system, which provides and delivers a first 
point contact, longitudinal, comprehensive, and person‑centric 
care.[8] The four main features of  primary care services are 
first‑contact access for each new need, long‑term person  (not 
disease)‑focused care, comprehensive care for most health 
needs, and coordinated care when it must be sought elsewhere.[8] 
Thus, primary care deals with a majority of  the population and 
is expected to provide both primary and secondary level of  
prevention together with referral services. By the very definition 
and scope, primary care is a specialty whose practitioners should 
have the expertise of  community needs assessment, making a 
community diagnosis, delivering a community‑based treatment, 
addressing structural reasons for common illnesses and, at the 
same time, making early diagnosis and issuing prompt treatment to 
individuals like the rest of  their colleagues working in the hospital, 
although the more complicated cases have to be referred [Table 1]. 
Although a comparison is unnecessary, the primary care 
specialization will cater to a larger burden of  diseases and have a 
wider research area with regard to both population and range of  
diseases when compared to any other specializations in medicine. 
The discipline of  family medicine and/or general practice is also 
included in the primary care specialization. Because of  the lack 
of  inputs from the primary level, most of  the health programs in 
India fall short of  their objectives to improve the widely prevalent 
problems of  malnutrition, anemia, tuberculosis etc. In addition, 
through the gatekeeping role, primary care plays a principal role 
in the medical referral system leading to a decreased burden at 
the overburdened higher centers [Table 1].

Tapping the True Potential of Primary Care

Although primary care looks like an idealistic philosophy, in 
reality, it is a realistic proposition. It is an evidence‑based priority 
as health‑care systems configured around primary care produce 

Table 1: A summary of the key areas of primary care specialization
Activity Delivery unit Nature of  work Role of  primary care specialist
Primordial prevention Populations likely 

to be at risk
Screening
Health education and promotion

Active engagement with training of  grassroot workers

Primary prevention Population at risk Health promotion and specific protection Surveillance, monitoring, and Evaluation
Secondary prevention* Individuals Early diagnosis and treatment by both field‑based 

active surveillance and outpatient clinics at the center
Consultancy ‑ prescribing both treatment and 
prophylaxis. Stabilization and referral

Tertiary prevention Individuals Prevention of  complications, disability limitation, 
and rehabilitation

Disability limitation
Supervisory role for rehabilitation

Epidemic control Population Epidemic prediction and preparedness Epidemic indicator analysis, sentinel surveillance, and 
epidemic control

Health programs: 
Development and 
delivery

Population Specific community needs assessment
Evaluation of  program efficiency, gaps in the 
program, and interventions to fill the gaps

Development of  intervention strategy
Monitoring and supervision of  delivery of  the 
program at the primary care level

*Secondary prevention in an individual should be coupled with primary prevention at the family level, wherever applicable
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healthier populations at a lower cost.[9] There are evidence from 
different countries around the world to demonstrate that primary 
care improves health as (1) health status is better in areas with 
more primary care physicians, (2) people who receive care from 
primary care physicians are healthier, and (3) the characteristics 
of  primary care are associated with better health.[10] The 
example of  England is notable where an increase of  just one 
primary care doctor per 10,000 populations is associated with 
a 6% decrease in mortality.[11] It is also important to note that 
contrary to popular perceptions, it has been seen that if  services 
are organized with primary care forming the first level of  care, 
better health results as opposed to systems predominated by 
specialists.[8,12] These primary care‑based health‑care systems have 
better quality of  care, better population health and greater equity 
at a lower cost.[13,14] The primary care‑based health‑care model is 
indispensable for betterment of  the grim public health situation 
in India. Although there are successful models and success stories 
of  primary care around the world, harnessing its true potential in 
India is difficult without a primary care specialization. We argue 
in favor of  primary care specializations to translate, adapt, and 
acclimatize the models according to India‑specific health‑care 
problems, especially catering to the following factors:
•	 Addressing the unpopularity of  primary care
•	 Reforming the gatekeeping role of  primary care
•	 Confronting the epidemiological and demographic transition.

Addressing the unpopularity of primary care
The primary care among masses is unpopular and is only used as 
a last resort because of  unaffordability or any other compulsion. 
Although there have been some improvements, the impression 
that the masses rightly have is that they are understaffed,[15] ill-
equipped,[15] and have a poor infrastructure including location.[16] 
Furthermore, we believe that a primary care specialist will have 
the necessary knowledge to help counter the existing need–
demand paradox that exists in public health in India.[17] The 
primary care specialist at his disposal would have the necessary 
training to undertake research in the different sectors that will 
determine and address the modifiable factors responsible for the 
low popularity and poor performance of  primary health care, 
besides making an economic case for the primary care.

Reforming the gatekeeping role of primary care
In the resource‑limited settings, gatekeepers ensure equity and 
reduce self‑referrals, improving the efficiency of  doctors at the 
secondary care[9] and saving the patients from overtreatment. 
Although the role of  gatekeeping has been seen as a generalist, 
it requires a profound knowledge of  guidelines and referral 
mechanisms of  the country. The Indian primary care’s 
gatekeeping role is very limited and has not been considered a 
priority; although, the judicious use of  gatekeeping is considered 
to provide high‑quality and cost‑effective health care.[10,18,19] The 
gatekeeping role should be introduced in the Indian settings 
because the higher centers have a huge patient load, mostly of  
the patients who require primary care‑based treatment, or have 
complications which could be prevented at the primary care. 

Proper gatekeeping can reduce this enormous load at higher 
centers and, in turn, will make them more accountable and 
transparent, besides protecting the patients against overtreatment 
and lowering the rate of  transmission to and from the patient at 
higher centers. A specialized and skilled primary care practitioner 
can be an efficient gatekeeper as opposed to a nonspecialist 
because it requires a firm grounded medical knowledge of  
referrals and the legal laws pertaining to it.

Confronting the epidemiological and demographic 
transition
India is undergoing an epidemiological and demographic 
transition, the scale of  which is incomparable to any country 
of  the world due to its high population and diversity. A RAND 
policy brief  highlights the ineffective preparedness to combat the 
residual burden of  the communicable and poor nutrition‑based 
diseases and rising burden of  noncommunicable and lifestyle 
disease with the compounding factors of  aging and other 
transitional changes in the country.[20] Diseases on both the ends 
of  the spectrum, for example, undernutrition or obesity, can be 
best managed at the primary care. Neglecting these diseases only 
complicates the cases, increases the cost of  treatment, and leads 
to a poorer prognosis when managed at a higher center. The 
efficient primary care specialist will confront these transitional 
diseases through primary prevention aggressively, starting with 
screening and going all the way to periodic monitoring of  the 
different body systems. At present, the exact scale of  the problem 
is not known, and only a community‑based research will help us 
estimate the problem and formulate effective interventions, in 
the absence of  which, the problem may compound to become 
a crisis.

Scope and Need for Primary Care Research

Primary care should be evidence‑based and therefore researches 
in primary care are integral to this specialization. Even though 
primary care manages most of  the illnesses in many countries, 
it has been poor in terms of  research input and output.[21] 
Due to the absence of  primary care specialists and inadequate 
attention to primary care in India, this area is still unexplored 
in researches. There are many high prevalence diseases in 
India like malnutrition and anemia, the causes of  which are 
structurally embedded in the sociocultural lives of  people and 
should not be reasoned or treated with clinical treatment alone. 
These structural causes are specific to diverse lifestyles and can 
only be researched and appropriately addressed at primary care 
levels. Integrated packages on interventions in mental illnesses, 
cancers, cardiovascular diseases, stroke, and diabetes with many 
other diseases are best implemented at primary health‑care 
levels, especially in lower‑income countries, with regard to health 
outcomes and cost‑effectiveness.[22] Another important area that 
is in need of  primary care‑based research is the development 
of  screening and referral tools for cancers and other diseases 
that are usually diagnosed very late, when their prognosis is very 
poor. The longitudinal care of  primary care should be explored 
further to find symptom‑based screening tools for early detection 
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of  cancers, especially with apparently mild symptoms such as 
headaches in brain tumors,[23] and epidemiology of  patient safety 
incidents.[24]

Often, the health programs modify their interventions or ways 
of  working to find solutions to the common problems of  
malnutrition, anemia, micronutrient deficiencies, and other public 
health problems with little improvements at the ground level. 
Randomized controlled evaluations of  interventions that can 
work at a community level are still in their infancy and, therefore, 
vital questions remain unanswered. If  a drug has to go through 
the various steps of  randomized trials to prove its safety and 
effectiveness, does not the primary care working on a population 
level need any research to support the effectiveness of  such a 
population‑based intervention? Also, in the absence of  prior 
research, is it ethical on the part of  the government to continue 
spending the taxpayer’s money on interventions that do not 
have enough credible evidence demonstrating community‑based 
effectiveness? Further, the use of  ineffective interventions in 
the hope that they will work wastes a lot of  time, resources, and 
opportunity that should be used to find working solutions. In 
addition, it unnecessarily creates an atmosphere of  doubt on 
the part of  expected outcomes of  public health and primary 
care‑based interventions.

Another vital area of  primary care research is primary care 
epidemiology, emphasized by experts in the 1970s[25,26] but 
never picked up the momentum that it deserved. Primary care 
epidemiology is defined as “application of  the approach of  
clinical epidemiology to primary care practice,” with an added 
focus on community diagnosis and its use to modify the activities 
of  the practice.[26] The discipline includes studies of  the interface 
between primary care and the community/general population, 
primary and secondary (or tertiary) care, and different members 
of  the primary health care team.[27] Primary care epidemiology 
should also include researches on drivers of  health care utilization 
and determinants of  health seeking behavior including the 
preferences for health‑care providers whether allopathic or 
indigenous systems to further address their misconceptions, 
concerns, and beliefs in the public health system and specifically 
primary care. Primary care epidemiologists also need to rise to 
the challenges of  engaging the public in their work so that they 
research with, rather than on the population.[28] A summary of  
the key research areas in primary care has been reproduced with 
permission of  Faizi et al. in Figure 1.[29]

Primary Care and Public Health

The primary care as a specialization offers a better and more 
interactive collaboration with public health; the critical role of  
which has been emphasized in previous researches.[30] Community 
planning, defined as an organized process to design, implement, 
and evaluate a clinic‑ or community‑based project to address 
the needs of  a defined population,[31] would need inputs from 
public health for effective delivery. Public health models and 
tools for better accounting and management of  primary care 

successfully used in the developed world like- Predisposing, 
Reinforcing, and Enabling Constructs in Educational Diagnosis 
and Evaluation and Policy, Regulatory, and Organizational 
Constructs in Educational and Environmental Development,[32] 
Planned Approach to Community Health,[33] or Mobilizing for 
Action through Planning and Partnerships,[34] and others, need 
to be modified and adapted to work in the Indian primary care 
settings.

The intersection with public health would also be important for 
concept building and skill development in theories of  behavioral 
change, concepts of  communication and social marketing, 
and other vital areas for primary care‑based health promotion 
activities. Development of  community‑based health indicators, 
determinants of  health and diseases, and developing effective 
intervention are also the key areas of  primary care that warrant 
contributions from public health. Thus, some of  the key areas 
that the collaborations can address are:[16]

•	 Biomedical issues  –  commonly chronic diseases and 
communicable disease control including immunizations

•	 Behavioral issues – smoking cessation and other deaddictions, 
screening and other preventive activities

•	 Socio‑environmental issues  –  poverty, community 
development, and disaster response planning

•	 Access to health care for underserved or vulnerable 
populations.

The collaboration between primary care and public health is a 
work in progress, and should be kept in mind to find effective 
solutions that may help identify and refine the exact nature of  this 
collaboration during the very development of  this specialization 
in the country.

Conclusion

We firmly believe that there is a dire need of  primary care 
specialization in India because of  its different and dynamic 
scope as compared with other specializations. Specialization is 
needed to tap the true potential of  primary care, to cater to the 
enormous research potential in primary care, and to collaborate 
effectively with public health to improve the health‑care situation 
of  the country. Given the successful experience of  cost‑effective 
medical care that augurs well for medical tourism, India can take 
a lead in providing a cost effective primary care specialization 
model that can have far reaching health outcomes. Through better 

Figure 1: A summary of key research areas in primary care
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gatekeeping and referrals, a successful primary care specialists’ 
role may have a domino effect in favor of  a true public health 
revolution in India. Evidence‑based population/community 
intervention is not possible without a primary care specialization 
in India, and it raises pertinent questions on the continuation 
of  interventions with poor/no research backing. We also believe 
that primary care specialization can address the critical problems 
of  the current health‑care situation.

That being said, we admit that there are some very big challenges 
to the development and adoption of  primary care specialization. 
The first and foremost of  which is getting the political, 
economic, and administrative commitment to the same, given 
the fact that India’s health‑care spending is among the lowest 
in the world and, surprisingly, was further reduced recently.[35] 
Apart from that, a stiff  opposition is expected from traditional 
branches of  specialization especially from the private sector, 
because it will lead to lesser number of  patients who are their 
source of  income. The other potential challenge is the uptake 
of  this specialization among the medical graduates and its 
future scope of  growth. If  the scope consists of  working at the 
primary health center alone, it is bound to fail as the primary 
health center already suffers from dearth of  workers and high 
worker absenteeism.[36]

Further researches and policy briefs are needed to build 
momentum for the political commitment and to study the 
feasibility, solve these challenges, and make a case in favor of  
this specialization. The future scope of  primary care specialists 
should be in the planning and programming sector depending on 
their potentials, performance, and standards. As far as the takers 
are concerned, a higher stipend and perks may be considered 
for the primary care doctors depending on their performance.

However big the challenges are, we have to find answers to these 
challenges, failing which our dismal state of  public health will stay 
as it is or even get worse. Before a state of  crisis erupts, we have 
to find a solution to the enormous public health challenges that 
lie ahead of  the country and a cadre of  primary care specialists 
can fulfill this in the most cost‑effective fashion!
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