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in developing countries?
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Abstract

Resource limited countries continue to be
plagued with rising prevalence of malaria,
tuberculosis, HIV/AIDS as well as other emerg-
ing diseases despite the huge financial sup-
port provided by bilateral and multilateral
agencies to combat these diseases. While
progress may have been made in reducing the
global burden caused by these diseases on one
hand, there has also been a weakening of the
primary health care facility on the other hand
which was the hallmark to the Alma Ata decla-
ration of 1978. More attention has been placed
on our global health needs while the diverse
health needs of every community have been
neglected. This fatal neglect at the community
level highlights the need for the provision of
specialize primary health care (PHC) facilities
which should not only be affordable, accessible
and available, but be appropriate to the priority
health needs of the community, especially at
the rural level. Hence specialized PHC facili-
ties will be tailored to meet the most pressing
health needs of the communities it covers
among other diseases. Consequently, this
innovative approach will not only strengthen
the primary health care system by improving
wellbeing especially at the rural level but will
also improve the outcome of vertical program
at communities where it is most needed.

Introduction

The right to health is a universal human
right which underpins the continuous call for
universal health care. This call is ever more so
in developing countries where there is limited
access to basic health care. As a result, the
World Health organization (WHO) advocates
primary health care (PHC) as the key towards
achieving universal health. However, has PHC
channeled us closer towards this aspiration?
Or has it been a road-block? This review there-
fore aims to: i) highlight the relevance of PHC
in achieving universal health; ii) pinpoint the
hurdles within the context of developing coun-
tries; iii) identify future research areas which
would advance the attainment of individual
right to health through utilization of primary
health care.

Background

Every nation should be interested in the
health of its citizens as the health index of any
nation is closely linked with her economical
and social growth. Studies have shown that the
growing burden of diseases is inversely related
to economic growth especially in developing
countries. For example, in Zambia, two-thirds
of families that lose the head of the household
in death to HIV/AIDS experience a staggering
80% drop in monthly income.1 Furthermore,
the uneven distribution of social determinants
of health such as income, housing, healthy
environment, employment as well as the limit-
ed accessibility, affordability and availability of
essential health services has led to widening
health inequities between the high and low
socio economic communities.2 This shows that
achieving universal health is still a tall vision
for resource limited countries.

Relevance of primary health
care in the attainment of uni-
versal health - the Alma Ata
declaration 

Universal access to health care for every
person within any geographical area has been
emphasized in achieving universal health.3 On
the contrary though, a study in Nova Scotia,
Canada where there is universal access to
health, identified individual socioeconomic
characteristics as a more important determi-
nant of health. However, this study made use
of secondary data analysis hence confounders
were barely adjusted.4 Nonetheless, a WHO
conference in 1978 at Alma Ata (former Soviet
Republic), declared PHC as a universal tool in
achieving universal health by the year 2000.5

This declaration focused on the attainment of a
level of health that permits all people to lead a
socially and economically productive life,6

hence, it emphasized the provision of crucial
services such as: education on prevailing
health issues; promotion of food security with
proper nutrition; adequate water supply;
maternal and child health care; immunization;
prevention and control of locally endemic dis-
eases; appropriate treatment of common dis-
ease; and the provision of essential drugs.5

Also, some of the specific health for all goals
were: 5% of gross national product should be
devoted to health; local health care units to
possess at least 20 essential drugs etc.5,7 PHC
was therefore be seen as a holistic, sustainable
and relatively inexpensive approach in promot-
ing and maintaining population health when
compared to specialty and in-patient care8

while at the same time an instrument for
socioeconomic development.7 For example, a
15-year study (between 1982-83 and 1992-94)
conducted by the UK medical research council
in Gambia compared the level of infant and
child mortality between villages with PHC and
without PHC. This study showed a marked
drop in infant mortality of 49% in PHC villages
and 41% in non PHC villages.5

In addition, resource limited countries can-
not afford universal health insurance as exist-
ing in developed countries, hence must maxi-
mize the use of well structured PHC facilities
in boosting the quality of health of its popu-
lace. For example, Japan has a high quality of
health despite the unsuccessful implementa-
tion of PHC, mainly because a high portion of
its populace is covered by health insurance.9

Therefore, the adoption of PHC following the
declaration of Alma Ata as the official blueprint
for the provision of essential health services
was invaluable especially for developing coun-
tries. 

The hurdles and the debate

Despite these relevance, the adoption of
PHC has been sidetracked by the introduction
of Selective PHC (SPHC).5 This method unlike
the broad and idealistic Alma Ata declaration
with probably unrealistic timelines, is cost
effective, more result oriented, hence the re-
introduction of vertical programs.7

As a result, the use of vertical program with
its top down approach has created a paternal
relationship between funding agencies and
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recipient communities which is contrary to the
principles of community empowerment, com-
munity participation and social justice. This
unsustainable approach has therefore weak-
ened the PHC structure within developing
countries which was the essence of the decla-
ration of Alma Ata. Hence, the focus within
most PHC facilities in developing countries is
continually being determined by the availabili-
ty of donor funds for specific disease burden
rather than the health needs of the individual
communities. Therefore what will happen
when the donor funds get exhausted? How
long will the ministries of health in developing
countries have to dance to the tune of funding
agencies? What will happen when a new dead-
ly disease emerges in communities without a
structural and functional PHC? Diseases like
malaria and TB will continue to re-emerge
until PHC structures are strengthened and
functional in the context of developing coun-
tries. The millennium development goals
though closely related to the essentials servic-
es of the Alma Ata are hardly achievable using
the vertical approach. Hence, developing coun-
tries will continue to lag behind these goals
until PHC facilities are empowered using the
bottom-top approach. 

Furthermore, undergraduate medical train-
ing curriculum being used in developing coun-
tries has failed to capture these issues in
preparation of future PHC professionals rather
these to-be professionals perceive PHC train-
ing as anti-intellectual, less prestigious and
non-scientific.7 Consequently, Nigeria is cur-
rently experiencing shortage of PHC profes-
sionals. As such, the few frontline lay health
workers at the PHC facilities are over bom-
barded with numerous training on global
health issues such as HIV/AIDS, malaria and
tuberculosis from several donor agencies irre-
spective of their intellectual abilities to cope
with these massive transfers of knowledge.

Furthermore, PHC in developing countries
is also being delivered in an unplanned envi-
ronment, with very hazy integration and coor-
dination of health service delivery especially at
the rural level. These PHC facilities have con-
tinuously been negatively influenced by both
political and economic interest, rather than
the health needs of individual communities.10

Hence these facilities may not fit the health
needs of the community where it serves, thus,
utilization may be sub optimal. A study by
Mead and Roland11 shows that ethnic minority
patients when compared to white patients
evaluate medical care negatively, which may
be because they have different health needs
compared to white patients.11

Future research areas

Irrespective of the political and economical
barrier to health equity, there is the need for
specialized PHC which should fit priority
health needs of the communities it serves.
PHC should not only be affordable, accessible
and available, but be appropriate to the priori-
ty needs of the community, irrespective of the
availability of vertical programs by donor agen-
cies. Therefore critical areas for future
research may include:
- studies which compares the community

health needs and the utilization of PHC
facilities will provide further insight on the
possibility for a health need-fit model as a
means of improving the structure and use of
PHC which will inevitably improve PHC
accessibility and utilization.

- studies which assess the methodology for
achieving universal health especially at the
PHC level should be the focus of current
research rather than political and economic
ideologies which has been a major road-
block in achieving the goals of the Alma
Ata.5

- studies which audits the avalanche of funds
from donor agencies which comes via imple-
menting partners to developing countries in
comparison with the establishment of viable
PHC structures which would meet the exact-
ing health needs and socio-cultural chal-
lenges of different PHC facilities within
each geographical region. 
In addition to these, emphasis should be on

the recruitment of adequate numbers of PHC
workers by the state and local government
before donor agencies can have a meaningful
impact through the provision of the training
and transfer of knowledge to these PHC work-
ers. Relevant PHC training institutes should be
established at the State level, while the local
government recruits individuals at the village
levels for admission unto these institutes.
These suggestions would thus enable develop-
ing countries meet the new target being pro-
posed by the Pan American Health
Organization which is health for all in the 21st

century.7

Conclusions

The concept and benefits of PHC is still rel-
evant though sub optimized in achieving uni-
versal health in developing countries. The cur-
rent practice of SPHC though more cost effec-

tive has been a road block in achieving sus-
tainable universal health coverage. Therefore
it is urgent to contextualize this practice with-
in the framework of the health needs of com-
munities in developing countries. This will not
only improve universal health but will
strengthen the PHC structure, encourage
research based decisions and thus prioritize
use of limited resources. 
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