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The twentieth century witnessed the rise of an unprecedented global
health divide. Industrialized or high-income countries experienced
rapid improvement in standards of living, nutrition, health, and
health care. Meanwhile, in low- and middle-income countries with
much less favorable conditions, health and health care progressed
much more slowly. The scale of this divide is reflected in the current
extremes of life expectancy at birth, with Japan at the high end (83
years) and Sierra Leone at the low end (47 years). This nearly 40-year
difference reflects the daunting range of health challenges faced by
low- and middle-income countries. These nations must deal not only
with a complex mixture of diseases (both infectious and chronic) and
illness-promoting conditions but also, and more fundamentally, with
the fragility of the foundations underlying good health (e.g., sufficient
food, water, sanitation, and education) and of the systems necessary
for universal access to good-quality health care. In the last decades of
the twentieth century, the need to bridge this global health divide and
establish health equity was increasingly recognized. The Declaration of
Alma Ata in 1978 crystallized a vision of justice in health, regardless of
income, gender, ethnicity, or education, and called for “health for all
by the year 2000” through primary health care. While much progress
has been made since the declaration, at the end of the first decade and
a half of the twenty-first century, much remains to be done to achieve
global health equity.
This chapter looks first at the nature of the health challenges in lowand middle-income countries that underlie the health divide. It then
outlines the values and principles of a primary health care approach,
with a focus on primary care services. Next, the chapter reviews the
experience of low- and middle-income countries in addressing health
challenges through primary care and a primary health care approach.
Finally, the chapter identifies how current challenges and global context provide an agenda and opportunities for the renewal of primary
health care and primary care.

PRIMARY CARE AND PRIMARY HEALTH CARE
The term primary care has been used in many different ways: to
describe a level of care or the setting of the health system, a set of treatment and prevention activities carried out by specific personnel, a set
of attributes for the way care is delivered, or an approach to organizing
health systems that is synonymous with the term primary health care.
In 1996, the U.S. Institute of Medicine encompassed many of these
different usages, defining primary care as “the provision of integrated,
accessible health care services by clinicians who are accountable for
addressing a large majority of personal health care needs, developing
a sustained partnership with patients, and practicing in the context
of family and community.”1 We use this definition of primary care in
this chapter. Primary care performs an essential function for health
systems, providing the first point of contact when people seek health
care, dealing with most problems, and referring patients onward to
other services when necessary. As is increasingly evident in countries
of all income levels, without strong primary care, health systems cannot function properly or address the health challenges of the communities they serve.
Primary care is only one part of a primary health care approach.
The Declaration of Alma Ata, drafted in 1978 at the International
Conference on Primary Health Care in Alma Ata (now Almaty in
Kazakhstan), identified many features of primary care as being essential to achieving the goal of “health for all by the year 2000.” However,
it also identified the need to work across different sectors, address
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the social and economic factors that determine health, mobilize the
participation of communities in health systems, and ensure the use
and development of technology that was appropriate in terms of setting and cost. The declaration drew from the experiences of low- and
middle-income countries in trying to improve the health of their
people following independence. Commonly, these countries had built
hospital-based systems similar to those in high-income countries. This
effort had resulted in the development of high-technology services in
urban areas while leaving the bulk of the population without access to
health care unless they traveled great distances to these urban facilities.
Furthermore, much of the population lacked access to basic public
health measures. Primary health care efforts aimed to move care closer
to where people lived, to ensure their involvement in decisions about
their own health care, and to address key aspects of the physical and
social environment essential to health, such as water, sanitation, and
education.
After the Declaration of Alma Ata, many countries implemented
reforms of their health systems based on primary health care. Most
progress involved strengthening of primary care services; unexpectedly, however, much of this progress was seen in high-income
countries, most of which constructed systems that made primary
care available at low or no cost to their entire populations and that
delivered the bulk of services in primary care settings. This endeavor
also saw the reinforcement of family medicine as a specialty to provide
primary care services. Even in the United States (an obvious exception
to this trend), it became clear that the populations of states with more
primary care physicians and services were healthier than those with
fewer such resources.
Progress was also made in many low- and middle-income countries.
However, the target of “health for all by the year 2000” was missed by
a large margin. The reasons were complex but partly entailed a general
failure to implement all aspects of the primary health care approach,
particularly work across sectors to address social and economic factors that affect health and provision of sufficient human and other
resources to make possible the access to primary care attained in
high-income countries. Furthermore, despite the consensus in Alma
Ata in 1978, the global health community rapidly became fractured
in its commitment to the far-reaching measures called for by the
declaration. Economic recession tempered enthusiasm for primary
health care, and momentum shifted to programs concentrating on a
few priority measures such as immunization, oral rehydration, breastfeeding, and growth monitoring for child survival. Success with these
initiatives supported the continued movement of health development
efforts away from the comprehensive approach of primary health care
and toward programs that targeted specific public health priorities.
This approach was reinforced by the need to address the HIV/AIDS
epidemic. By the 1990s, primary health care had fallen out of favor
in many global-health policy circles, and low- and middle-income
countries were being encouraged to reduce public sector spending on
health and to focus on cost-effectiveness analysis to provide a package
of health care measures thought to offer the greatest health benefits.

HEALTH CHALLENGES IN LOW- AND MIDDLE-INCOME COUNTRIES
Low- and middle-income countries, defined by a per capita gross
national income of <$12,476 (U.S.) per person per year, account for
>80% of the world’s population. Average life expectancy in these
countries lags far behind that in high-income countries: whereas the
average life expectancy at birth in high-income countries is 74 years,
it is only 68 years in middle-income countries and 58 years in lowincome countries. This discrepancy has received growing attention
over the past 40 years. Initially, the situation in poor countries was
characterized primarily in terms of high fertility and high infant, child,
and maternal mortality rates, with most deaths and illnesses attributable to infectious or tropical diseases among remote, largely rural
populations. With growing adult (and especially elderly) populations
and changing lifestyles linked to global forces of urbanization, a new
set of health challenges characterized by chronic diseases, environmental overcrowding, and road traffic injuries has emerged rapidly
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