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Figure 13e-9 Changes in source of health expenditure in China over the past 40 years. (Source: World Health Organization: Primary Health
Care: Now More Than Ever. World Health Report 2008.)
decreases in life expectancy. However, Zimbabwe has also seen political turmoil, a decline of health and other social services, and the flight
of health personnel, whereas Botswana has maintained primary care
services to a greater extent and has managed to organize widespread
access to antiretroviral therapy for people living with HIV/AIDS.
Zimbabwe’s health situation has therefore become more desperate
than that in Botswana.
China provides a particularly striking example of how changes in
health policy relevant to the organization of health systems (Fig. 13e-9)
can have rapid, far-reaching consequences for population health. Even
as the 1982 Rockefeller conference was celebrating China’s achievements in primary care, its health system was unraveling. The decision
to open up the economy in the early 1980s led to rapid privatization of
the health sector and the breakdown of universal health coverage. As a
result, by the end of the 1980s, most people, especially the poorer segments of the population, were paying directly out of pocket for health
care, and almost no Chinese had insurance—a dramatic transformation. The “barefoot doctor” schemes collapsed, and the population
either turned to care paid for at hospitals or simply became unable to
access care. This undermining of access to primary care services in the
Chinese system and the resulting increase in impoverishment due to
illness contributed to the stagnation of progress in health in China at
the same time that incomes in that country increased at an unprecedented rate. Reversals in primary care have meant that China now
increasingly faces health care issues similar to those faced by India.
In both countries, rapid economic growth has been linked to lifestyle
changes and noncommunicable disease epidemics. The health care
systems of the two nations share two negative features that are common when primary care is weak: a disproportionate focus on specialty
services provided in hospitals and unregulated commercialization of
health services. China and India have both seen expansion of private
hospital services that cater to middle-class and urban populations
who can afford care; at the same time, hundreds of millions of people
in rural areas now struggle to access the most basic services. Even in
the former groups, a lack of primary care services has been associated
with late presentation with illness and with insufficient investment
in primary prevention approaches. This neglect of prevention poses
a risk of large-scale epidemics of cardiovascular disease, which could
endanger continued economic growth. In addition, the health systems
of both countries now depend for the majority of their funding on outof-pocket payments by people when they use services. Thus substantial
proportions of the population must sacrifice other essential goods as a
result of health expenditure and may even be driven into poverty by this
cost. The commercial nature of health services with inadequate or no
regulation has also led to the proliferation of charlatan providers, inappropriate care, and pressure for people to pay for expensive and sometimes unnecessary care. Commercial providers have limited incentives

to use interventions (including public health measures) that cannot be
charged for or that are what the person who is paying can afford.
Faced with these problems, China and India have implemented
measures to strengthen primary health care. China has increased
government funding of health care, has taken steps toward restoring health insurance, and has enacted a target of universal access to
primary care services. India has similarly mobilized funding to greatly
expand primary care services in rural areas and is now duplicating this
process in urban settings. Both countries are increasingly using public
resources from their growing economies to fund primary care services.
These encouraging trends are illustrative of new opportunities to
implement a primary health care approach and strengthen primary
care services in low- and middle-income countries. Brazil, India,
China, and Chile are being joined by many other low- and middleincome countries, including Indonesia, Mexico, the Philippines,
Turkey, Rwanda, Ethiopia, South Africa, and Ghana, in ambitious initiatives mobilizing new resources to move toward universal coverage
of health services at affordable cost.
OPPORTUNITIES TO BUILD PRIMARY CARE IN LOW- AND MIDDLE-INCOME
COUNTRIES
Global public health targets will not be met unless health systems are
significantly strengthened. More money is currently being spent on
health than ever before. In 2005, global health spending totaled $5.1
trillion (U.S.)—double the amount spent a decade earlier. Although
most expenditure occurs in high-income countries, spending in many
emerging middle-income countries has rapidly accelerated, as has the
allocation of monies for this purpose by both governments in and
donors to low-income countries. These twin trends—greater emphasis
on building health systems based on primary care and allotment of
more money for health care—provide opportunities to address many
of the challenges discussed above in low- and middle-income countries.
Accelerating progress requires a better understanding of how global
health initiatives can more effectively facilitate the development of primary care in low-income countries. A review by the WHO Maximizing
Positive Synergies Collaborative Group looked at programs funded by
the Global Fund to Fight AIDS, Tuberculosis and Malaria; the Global
Alliance for Vaccines and Immunisation (GAVI); the U.S. President’s
Emergency Plan for AIDS Relief (PEPFAR); and the World Bank
(on HIV/AIDS). This group found that global health initiatives had
improved access to and quality of the targeted health services and had
led to better information systems and more adequate financing. The
review also identified the need for better alignment of global health
initiatives with other national health priorities and systematic exploitation of potential synergies. If global health initiatives implement programs that work in tandem with other components of national health
systems without undermining staffing and procurement of supplies,
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