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Summary
This series, “Primary health care in South Asia”, is an effort to provide region-specific, evidence-based insights
for reorienting health systems towards PHC. Led by regional thinkers, this series draws lessons from five
countries in South Asia: Bangladesh, India, Nepal, Pakistan, and Sri Lanka. This is the last paper in the series that
outlines points for future action. We call for action in three areas. First, the changing context in the region, with
respect to epidemiological shifts, urbanisation, and privatisation, presents an important opportunity to appraise
existing policies on PHC and reformulate them to meet the evolving needs of communities. Second, reorienting
health systems towards PHC requires concrete efforts on three pillars-integrated services, multi-sectoral
collaboration, and community empowerment. This paper collates nine action points that cut across these three
pillars. These action points encompass contextualising policies on PHC, scaling up innovations, allocating
adequate financial resources, strengthening the governance function of health ministries, establishing mean-
ingful public-private engagements, using digital health tools, reorganising service delivery, enabling effective
change–management processes, and encouraging practice-oriented research. Finally, we call for more research-
policy-practice networks on PHC in South Asia that can generate evidence, bolster advocacy, and provide spaces
for cross-learning.
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Introduction
South Asia is vibrant and stands in the midst of many
transformations. In many ways this region’s role in the
new global economic order will be determined by its
ability to improve population health, lessen health in-
equities, and be crisis resilient. Health systems that are
oriented towards Primary Health Care (PHC) are
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essential for these achievements.1,2 Evidence suggests
that interventions at the primary levels of care can
contribute to reducing the top causes of mortality in Low
and Middle Income countries and are essential to
combating the multifaceted disease burden in South
Asia.3–5 Health systems oriented towards PHC, that
integrate Essential Public Health Functions, are better
positioned to detect, respond to, and recover from cri-
ses.6,7 In doing all this, PHC-oriented health systems
support the Universal Health Coverage (UHC) move-
ment, and advance the wider agenda of sustainable
development in the region.8,9
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This series “Primary health care in South Asia”
provides evidence-based reflections from five South
Asian countries—Bangladesh, India, Nepal, Pakistan,
and Sri Lanka. This series, positioned at the threshold of
several demographic and epidemiological changes in
South Asia, have been led primarily by regional
thinkers, researchers, and policymakers, and supported
by international experts in this field.

This is the final paper of the series and a call to action.
The paper summarizes the learnings from the previous
papers in the series and also makes cross-cutting rec-
ommendations for shaping the future of PHC-oriented
health systems in the South Asian region. In this pa-
per, we draw from the definition of PHC, first articulated
in the Alma Ata in 1978 and re-iterated at Astana in 2018,
as an approach that rests on the three pillars of integrated
services, multi-sectoral collaboration, and community
empowerment.10,11 We also use the term ‘PHC services’
specifically, to refer to services pillar comprising primary
care and essential public health functions. PHC services
includes range of preventive, promotive, curative and
rehabilitative services at individual and population level
provided at primary levels of care.

The methodology we followed for summarising the
learnings in this paper is briefly described below. We
drafted an initial concept note for this paper in
November 2022. Following this note, between
November 2022 and March 2023, the author group of
this paper discussed drafts of the series papers and put
forth a set of tentative action points. These action
points were further whetted through online consulta-
tions and one face-to-face deliberation with series au-
thors. Finally, we had an expert group consultation
comprising global experts on PHC and experts from
South Asia, who commented on these action points.
Figure 1 in the annex details out the process we fol-
lowed for arriving at the action points recommended in
this paper.

Where are we now?
In South Asia, the core principles of PHC, such as
concern for equity, community participation, intersec-
toral coordination, appropriate technology and health
promotion, have historically been an integral part of
policy intent.1,10 All five countries were signatories to the
Alma Ata Declaration in 1978.12–15 Much progress has
been made in these countries since the early days of
commitment to PHC. In all five countries, the founda-
tion of a hierarchical health delivery structure in the
public sector, with a broad base for PHC service
delivery, has been established, though the structure
varies in specifics.16 All five countries have established
Community Health Worker (CHW) programs.17 Overall
gains in the region with regard to prevention and con-
trol of infectious diseases, and improved maternal and
child health outcomes have been noted16 (See annex
Figure 2 for improvement in specific indicators).
Moreover, some places, such as Sri Lanka and the states
of Kerala and Tamil Nadu in India, have been acclaimed
as models of public sector financing of “good health at
low costs”.18 In some contexts, particularly in
Bangladesh, NGO-led programmes have also com-
plemented national efforts and contributed to dramatic
improvements in specific areas like maternal and child
health.19

The development of robust PHC-oriented health
systems, however, has met with variable success.9 Most
countries in the region have low levels of public
investment in developing PHC-oriented health sys-
tems. There is a predominance of disease-specific
healthcare delivery strategies, and a focus on the pro-
vision of selective rather than comprehensive services.
Across the region, a thriving private sector exists,
which presents both challenges and opportunities for
the future.19 This sector plays an important role in the
provision of health care, particularly curative care, and
accessing this sector often involves out-of-pocket
(OOP) payments. The share of OOP expenditures as
a percentage of total health expenditures is large across
South Asia, ranging from 44 to 73% in the five coun-
tries, with Sri Lanka having the lowest at 44%; but even
in Sri Lanka, rising OOP among lower-income groups
has been of policy concern .15,16 Additionally, the overall
gains in health conceal persistent inequities pertaining
to gender, caste, religion, and geography in sub-
pockets of the region.20–22

Adding to this are the ‘new age’ health concerns in
South Asia. The health needs in the region are
changing due to changing demographics, ageing, and
rapid urbanisation.1,5 The burden of Non Communi-
cable Diseases (NCDs) and injuries in the region is
rising, even while infectious diseases—long-standing
and recently emerging ones—pose a threat.23,24 The
rapid pace of urbanisation has led to several health
risks, such as road-traffic injuries, pollution-related
health conditions and poor living conditions among
the urban poor.25,26 Health outcomes among the urban
poor are further compromised due to a lack of access to
quality health care, despite geographical proximity to
health services.27 Additionally, there is increasing evi-
dence that certain populations — such as those
disadvantaged due to gender, caste, and economic
status — are more vulnerable to the negative impacts
of these ‘new-age’ issues.20,28 It is clear that certain
segments of the population in the region have
benefited from the region’s growing digitization
‘boom’, but much more work needs to be done before
these benefits can attain wider reach.29 These issues
have been highlighted in the papers in the series and
summarised in Panel 1.

Shocks such as the COVID-19 pandemic as well as
other climate change related-catastrophes, have also
added another layer of complexity to reorienting health
systems towards PHC in the region. In the aftermath of
www.thelancet.com Vol 28 September, 2024
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Panel 1: Where are we now? A situation summary of PHC in South Asia

• All five countries in the region have adopted PHC as an integral strategy in their health systems.
• All countries have made progress with respect to infectious diseases, and maternal and child health, but the progress has been uneven across countries. The burden of

non-communicable diseases is increasing while communicable diseases continue to pose a threat.
• PHC services are delivered through a pluralistic (allopathic and alternative medicine), and mixed health system (public and private) in the region.
• Public expenditure on PHC services is not commensurate with the aspirational commitments expressed in policy documents. Out-of-pocket expenditures for ambulatory care

contribute to a large share of health expenditures resulting in financial hardship to many, particularly the economically vulnerable.
• All five countries have taken steps to increase the availability of trained health workers, but are yet to achieve the World Health Organisation’s density threshold of 44.5 health

workers for 10,000 people. The low quality of pre-service education remains an issue. Further, the maldistribution of health workers, lack of mentoring and professional support,
workforce coordination issues, and the need for clear career progression pathways have been concerns across countries.

• All countries have community engagement processes such as statutory health committees and other platforms for advocacy, social mobilization and improved accountability, with
varying levels of success.

• Multi-sectoral action for health has been a part of policy intent in all five countries. But its potential has not been fully realised, despite scattered examples of success.

The increasing burden of NCDs in South
Asia

Rapid urbanization in South Asia The increasing footprint of private healthcare in the delivery
of PHC services

• The region has a high burden of NCDs, high
levels of modifiable risk factors, and high
mortality (66%–83%) due to NCDs.

• Impact of NCDs is disproportionately high
among disadvantaged and marginalised
populations.

• Numerous directives, guidelines, and plans
for combating NCDs have been developed
across the region.

• Despite policy-level awareness, the pre-
paredness of health systems for tackling
chronic conditions is weak.

• Several innovative, small-scale schemes to
tackle NCDs exist in the region that can be
scaled up.

• South Asia is rapidly urbanizing; the by 2050, the urban
population will nearly double and the majority in many
countries will be urban residents.

• Rapid urbanization in South Asian cities strains infrastructure,
housing, and exacerbates pollution, disproportionately
affecting migrants and the urban poor.

• Important achievements have been made in urban health and
service coverage outcomes, especially in Sri Lanka; however,
NCDs are increasing in South Asian cities.

• South Asian cities are characterised by sharp socio-economic
inequalities in health and access to health care. Inadequate
housing, lack of sanitation and water, and unfavourable
working conditions compromises health outcomes in the urban
poor.

• High utilization of the private sector for curative care.
• An unregulated private sector including informal providers,

provides curative outpatient care to many underserved
communities (particularly in India and rural Bangladesh).

• Informal collaborations with Non Governmental Organizations
(NGOs) and private providers exist in the region, such as for
routine immunization in Sri Lanka, Bangladesh, India and
Pakistan.30 There are also formal discrete public-private ar-
rangements for general primary health care services.

• The COVID-19 pandemic has provided a stimulus to Public
Private Partnerships on diagnostics and hospitalisation care in
South Asia. However a lack of stewardship and a failure to
ensure continuity beyond the pandemic response can limit the
long-term partnership impact.31

Source: Series papers.

Series
these shocks, countries face the challenge of sustaining
government spending on public health despite
additional fiscal pressures.32 At the same time, the
COVID-19 pandemic has also served as an ‘eye-opener’
and brought to light the existence of critical shortfalls in
the national health systems of the region.33–36 The
pandemic has highlighted the significance of many
foundational elements of the PHC approach, such as the
need for collaborative action using a whole-of-society
approach for prevention and early detection of
diseases, and the importance of community engage-
ment processes during crises.16,25 It has also opened the
door for more experimentation with digital technolo-
gies. Despite inflicting a heavy cost on countries and
communities, the pandemic has presented a window of
opportunity for focused political advocacy and action on
PHC in the region.
The way forward: key takeaways from the
series
Within policy circles, there has been recognition of the
multiple changes happening in South Asia, in terms of
population ageing, urbanisation, and epidemiological
shifts. The papers in this series note the existence of
www.thelancet.com Vol 28 September, 2024
many policies pertaining to PHC that acknowledge
these transitions. But history has shown that countries
in the region have not always been able to put into
action, in full measure, the powerful ideas advocated by
policies on PHC. This is also, in part, because trans-
formational, ‘macro-level’ changes in these policies have
been fewer in the region in the recent years. In the
absence of support from such ‘macro-level’ changes, the
‘micro’ or ‘meso’ level interventions in health systems
become less effective.37 Panel 2 emphasises this point
with lessons from countries in other parts of the world.

Under the usual modus operandi, generating politi-
cal leverage for such macro-level transformations is
seen as a mammoth task. But internal and external
crises—particularly epochal events like the pandemic—
often open a window of opportunity to establish
collaborative networks across stakeholders, garner po-
litical leverage, and usher in deeper, more meaningful
reforms.45 The time is ripe in South Asia for such
reforms.

In Panel 3, we have summarised action points
directly from the three thematic papers in this series for
strengthening systems and policies pertaining to PHC.
In addition, we present nine cross-cutting action points
from the entire series below.
3
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Panel 2: Lessons from beyond our region on reorienting health systems towards PHC

Lessons from countries that have reoriented their health systems towards PHC or made rapid advances in this direction, such as Brazil, Costa Rica, or
Ethiopia, suggest that sweeping, multi-faceted changes have enabled this.38–40 These countries, in the past, have used an existing ‘window of opportunity’
to garner political will; and have worked with different system ‘levers,’ such as stronger investments, innovative financial mechanisms, improved PHC
service delivery designs, deeper provider and community engagement processes, and incentives-to bring about broader and deeper changes in health
systems as a whole.38,39,41 Experiences from these countries suggests that historical decisions and colonial legacies are difficult to unravel without shaking
the existing system considerably. However, there is often an unwillingness to disturb the status quo with respect to PHC. This is partially because the
effects of doing so may not be tangible within short political cycles, and thus not get considered as politically meaningful.42 Also, deeper systemic reforms
can feel less tangible to policymakers than the more short-term, so-called ‘game-changers’. And yet, without adequate political leverage, it has been seen
time and again that systemic reforms on PHC lack teeth.43,44 The countries in the region need to use the present global attention to PHC opportunistically
to counter the ills of inherited policy and system structures, and incorporate meaningful changes in health systems.

Panel 3: Summary action points from the thematic papers of the series

1.Integrate action on NCDs with PHC 2. Develop contextualized urban models for PHC 3. Adapt existing CHW programmes

Reform and resource PHC services to deliver care for
NCDs in an integrated manner.

Ensure sustained political and financial commitment
for NCDs at high levels of policy and practice.

Develop the capacity of the workforce to deliver care
for NCDs; CHWs to focus on early detention and
health promotion on NCDs.

Effective stewardship by the public sector to
coordinate policies, strategies, and multisectoral plans
on NCDs.

Multi-sectoral action to include commercial
determinants of health, alcohol and tobacco policies.

Shift focus to regionally relevant risk factors and
diseases, and on palliative care.

Improve the supply of World Health Organization-
recommended essential NCD medicines and
technologies.

Community engagement should be central to NCD
management strategy; this includes community
screening, and home-based care.

Increase financial resources and optimal use of resources
for urban PHC service delivery.

State/provincial governments have stewardship over
urban municipal bodies for health, and provide them with
adequate financial resources, and technical support.

Urban local bodies and citizen groups need to be involved
in urban planning.

Better multisectoral collaboration addressing urban
planning, zoning, and environmental pollution.

Develop context-specific care models for the delivery of
urban PHC services.

Ensure quality services and financial protection to
economically vulnerable populations through expansion
of public sector services and strategic engagement with
private providers, particularly those serving poor
populations.

Health should be a consideration in all urban policies.

Pay CHWs adequately and as professional health
workers.

Provide adequate and consistent funding in national/
sub-national budgets for CHWs.

Develop policies that support career pathways that
foster the professional and personal development of
CHWs.

Create effective mechanisms for the professional
training and support to improve motivation and the
range of their functions.

Provide greater clarity of roles and responsibilities of
CHWs and institute compassionate and supportive
supervision.

CHW programs in urban areas need to be context
specific and not replicas of rural models.

Explore ways in which CHWs capabilities can be
enhanced using digital health tools.

CHWs should be the foundation of PHC teams and
need to be better integrated into these teams.

Source: Series papers.
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Action point 1: Align policies on PHC with national
and sub-national needs and capacities
As evident from this series, policies on PHC in the
South Asia region, typically reflect national priorities,
and to varying degrees, donor agendas and international
commitments that countries have made. One of the
drawbacks of policies aligned heavily with international
priorities is that countries or sub-national entities do not
always have the health system capacities to implement
them.46 For instance, human resource endowments can
vary substantially within countries necessitating locally
feasible adaptations of policy strategies that recognise
such constraints. One of the main issues that Ahmed
et al. (2024) point out is that national health systems
(and partners) are ill-prepared to implement the
comprehensive NCD frameworks that are in vogue.24

This misalignment of policies, derived from national
or international framings, with those of local capacities,
is not just a problem of the South Asian region alone.
Juma et al. (2018) point out that NCD policies in the
African region need to become more ‘domesticated’.47

One way to address these issues is for governments to
support and require bottom-up planning in health pol-
icies, so as to incorporate the voices of local level health
www.thelancet.com Vol 28 September, 2024
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Panel 4: Policies on PHC must account for a comprehensive range of region-specfic health concerns

In South Asia, old, new, re-emerging, and newly recognised health conditions co-exist with one another; and the interactions between these have created
a formidable ‘modernised’ disease burden in the region at present5 While we acknowledge the urgent need to bolster action on NCDs, this move must not
take attention away from other equally important issues in the region. Even though maternal and child health, as well as outcomes related to infectious
diseases, have significantly improved in the region, the battles in these directions are far from over. In addition, region-specific concerns, such as
snakebites, malnutrition, heat-related mortality, and regional tropical diseases (such as Visceral Leishmaniasis and Kyasanur Forest Disease), also need
policy attention. Thus, renewed policies on PHC must ensure that they account for a broad range of region-specific concerns.

Series
system managers and citizens. Revised policies on PHC
must account for country-specific heterogeneity in
health issues (see Panel 4). Further, these policies must
also support the framing of these issues as larger soci-
etal challenges that need cross-sectoral collaboration.48,49

There is a need to establish multi-sectoral platforms for
formulating unified policies on PHC with commonly
defined goals.

Action point 2: Encourage innovations and their
scaling up
The papers in our series are replete with examples of
locally appropriate solutions to strengthen PHC. For
example, Prinja et al. (2024) refer to many innovations
in the region including governance initiatives such as
the Friends of Health Service Committee initiative
(Sri Lanka) and the One School, One Health Worker
policy (Nepal); and financial initiatives such as
capitation-based contracting in general practitioners
under the UHC pilot (Pakistan).16 Innovations in urban
health related to governance of urban local bodies, and
improving health services in urban slums have been
documented by Rao and others (2024).25 Beyond our
series, there is evidence that COVID-19 has spurred the
increased use of innovative digital technologies to
support PHC (teleconsultation mechanisms, e-diag-
nosis, health education of communities through digital
means, digital monitoring, and surveillance).50

Innovations are important for health systems to
adapt to changing environments and needs. Increased
public funding for health is critical to encourage in-
novations that are locally relevant and have the public
good in mind. These innovations can be in the health
sector, as well as in the non-health sectors but which
have implications for PHC and population health
broadly.

The papers in our series highlight that innovations
need to find their way more extensively into formal
policies. One way of doing this could be by incorpo-
rating formal publicly supported policy–feedback pro-
cesses that encourage documentation of innovations
and thereby strengthen the capacity of governments to
codify lessons from both, best practices and failed
innovations. Besides documentation, there is also a need
to support the wide dissemination of new ideas for
meaningful inclusion and scaling-up of localised pilots.
www.thelancet.com Vol 28 September, 2024
This can be done through supporting policy ‘entrepre-
neurs’ with financial resources and enabling them form
coalitions and multistakeholder networks that can advo-
cate for new ideas in policy agendas. New ways of
disseminating and rewarding ideas using digital plat-
forms can also be tried out. For example, in Kerala (In-
dia), the Green Kerala Express is a television ‘game show’
competition where innovative rural sustainability efforts
pertaining to multiple development issues (agriculture,
health, education and more) are showcased. The game-
show includes a financial incentive for the winners.51

Action point 3: Increase public financing for PHC
services and improve efficiency of resource use for
better financial protection
Public spending on health services as a proportion of
national income has historically been low in South Asia,
and this is particularly true for PHC services. Estimating
expenditures on PHC services is challenging due to
definitional, informational, and methodological issues.
One study estimated that per capita total (government)
current health expenditure on PHC services is $24 ($3) in
low-income countries, and $52 ($16) in lower and
middle-income countries, and $169 ($73) in upper mid-
dle income countries.52 In South Asia, total (government)
per capita expenditure on PHC services in 2018 was
estimated at: Sri Lanka $60 ($13), Bhutan $47 ($37),
Nepal $38 ($10), India $32 ($11), and Pakistan $24 ($7).52

This highlights the fact that the majority of outpatient
services are financed via out-of-pocket payments. High
levels of out-of-pocket spending creates financial barriers
to care-seeking and contributes to financial hardship and
impoverishment, particularly for economically vulnerable
groups. Low public spending on PHC services in South
Asia is partly driven by the limited fiscal space in gov-
ernment budgets and the economic difficulties faced by
several countries in the region. Prioritizing health in
government budgets is also an issue–the share of health
in government expenditures was 3.8% in Bangladesh,
3.3% in India, 4% in Nepal, and atleast twice as much in
Sri Lanka (7%) and Bhutan (10%). Potential strategies for
increasing and securing public financing have been
summarized in Panel 5.

Improving the efficiency of public spending is
equally important. This could be achieved by spending
on cost-effective interventions, investing in health
5
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Panel 5: Strategies for increasing and securing public financing for PHC services

The use of earmarked taxes–taxes for which revenue can only be spent on specific activities like health—can be potentially explored to protect funding for health.
India for example, has earmarked income-taxes for health in the form of “health and education cess” and a “Swachh Bharat Cess” for improving sanitation facilities.
“Health taxes” are another source for earmarked health funds; these are taxes imposed on products that have a negative public health impact, such as tobacco,
alcohol, or sugar-sweetened beverages. They offer the dual advantage of reducing consumption of harmful substances while generating additional revenues. The
potential of health taxes for supporting universal health coverage policies, as demonstrated in countries like the Philippines and other countries, has not been
exploited in South Asia.53 Other innovative mechanisms to increase tax revenues that have been attempted in other countries include taxes on mobile phone use
or airline tickets.54 Governments in the region can also establish a regional partnership to jointly raise funds for common health concerns through funding
commitments linked to market mechanisms, and negotiate better prices for drugs and medical supplies from manufacturers through long-term purchase
commitments of bulk purchases.

Series
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promotion and disease prevention and using generic
drugs rather than patented ones. It could also be done by
changing how health workers are paid. Most cadres of
public sector health workers in South Asia are usually paid
fixed salaries, which provides few incentives to increase
productivity, coverage, or patient responsiveness. Chang-
ing the way providers are paid, for example, to shift to
capitation or blended payments involving capitation, can
change their behaviour to further health outcomes such as
increased attention to preventive services, increased
coverage, and better quality of care.52 However, there is
mixed evidence on blended payments and pay for perfor-
mance models for health workers.55 Another way to ensure
efficient use of public funding allocated at primary levels of
care is to strengthen community oversight of health facil-
ities. For example, each level of the PHC service network
in Bangladesh has community representative committees
to encourage community engagement in decision-mak-
ing.56 Committees to encourage community engagement
in decision-making.

Providing financial protection for health is a key
challenge in South Asia, though there are models that
offer a way forward. Increased public financing for PHC
services, and stronger public sector provisioning of PHC
services needs to be the cornerstone of financial pro-
tection strategies in the region. The large presence of
private providers (both for-profit and not-for-profit) in
markets in the region, may necessitate strategic pur-
chasing engagements with private providers as part of
financial protection strategies. Several notable attempts
have been made in this regard. For example, in
Bangladesh, limited healthcare capacity of local urban
bodies has been supplemented through contracting
PHC services from private providers.57 In India, hospital
services are purchased through a publicly funded na-
tional health insurance scheme (PM-JAY) for economi-
cally vulnerable populations, which offers a model for
extending to outpatient services too.58

Action point 4: Strengthen governance capacities
of ministries of health (MoHs)
The papers in our series highlight the need to
strengthen the governance capacity of MoHs to provide
stewardship and direction to reorient health systems
towards PHC, and support this strategic vision with
more funding and resources. MoHs must take re-
sponsibility to track progress on PHC using region-
appropriate metrics.

In addition to formal governance roles, we call for
strengthening the evolving governance roles of MoHs
described by Sriram et al., 2020.59 These include
improving the capacity of MoHs to anticipate, prepare
for, and respond to contextual changes, including po-
litical, epidemiological, demographic, pollution, and
climate-related changes.59 In the urban context, strong
and active local urban bodies are critical for effective
urban PHC services and health; MoH’s need to actively
support local urban bodies through adequate financing,
capacity building, and stewardship.25,60

Another emerging expectation is that MoHs explore
modes of governance that enable closer collaboration
with other portfolios, and support integrative action on
social determinants of health. However, MoHs often
lack power to fund or demand action beyond their
portfolio boundaries. PHC, as a strategy and philosophy,
emphasises multi-sectoral, whole-of-government, and
whole-of-society approaches. Inclusive governance for
PHC calls for leveraging structures and mechanisms
that support collaboration across sectors, as well as
promote civil society inclusion.61,62 Though the inclusion
of such collaborative and participatory approaches has
long been aspired to in health policies in South Asia, it
has translated into action only in limited ways.63 One
important barrier to cross-sectoral action lies in the way
issues are presented in policy circles. For instance,
tackling undernutrition or obesity usually gets framed
solely through the lens of health benefits, rather than as
a societal challenge, limiting buy-in from other sectors.
The identification of evidence-led interventions for other
sectors to tackle what is perceived to be a ‘health sector’
issue is also weak, as seen in the case of NCDs.24

Further, MoHs may lack the power and authority to
convene other ministries for health, as seen in the
case of pandemics and disaster shocks.64 All this calls
for networked governance-building coalitions of
support across sectors, and for coordination platforms
www.thelancet.com Vol 28 September, 2024

http://www.thelancet.com


Series
housed in common planning and development struc-
tures to support synergistic action.

Finally, it is increasingly being realised that a top-
down, rigid and hierarchical approach to governance is
not likely to succeed in addressing the complex PHC
governance challenges in the 21st century. We believe
that building a governance eco-system based on trust,
transparency, and accountability, making room for a
broad range of voices including community voices, can
deepen the foundations of participatory and collabora-
tive governance.

Action point 5: Strengthen the health workforce
and service delivery
The papers in this series point to several limitations in
the capacity of health systems in the South Asia region
to deliver PHC services due to infrastructural deficits,
limited availability of drugs, and shortages and maldis-
tribution in health workers. Further, the series papers
also point to challenges pertaining to health worker
capacities-including technical capacity, leadership skills,
motivation, responsiveness, and community orienta-
tion. Top-down regulatory measures -such as fingerprint
scanners to reduce absenteeism among health workers-
are inadequate solutions to these issues.65 Similarly,
typical in-class style training programs are likely to have
limited impact. Institutionalized mentoring over longer
periods of time that provide skill building along with
both professional and personal support can improve the
performance of health workers.66,67 Other approaches
such as the encouragement of reflective practice or the
use of tools for Participatory Learning and Action show
promise in both, motivating health workers and stimu-
lating further learning.68

For PHC services to be delivered in a comprehensive
and integrated manner, several levels of reforms are
necessary. First, policies need to emphasize service de-
livery approaches that integrate promotive, preventive,
curative and rehabilitative services, and essential public
health functions.9 Second, the verticalization of the
health system, particularly at the district/provincial level
and below needs to be reduced so that the focus shifts to
providing a comprehensive range of services. Third,
team-based approaches to the delivery of care, which
Panel 6: Service delivery reorganisation: The Sri Lanka experien

The public health system in Sri Lanka has a proven track record of
comprehensive system for primary level care that was established
well as the prevention and treatment of infectious illnesses, is at le
(year 2020), Infant Mortality Rate 6.4 and Maternal Mortality Ratio
health achievements, given the changing context of ageing, the in
address this concern, efforts are being made to reorganise service d
‘care cluster’ that shares resources, including medicines, diagnostic
accountable for.74 A unique ID for patients, digital recording system
strengthen service delivery.
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require community and facility-based health workers to
work as integrated “PHC teams”, are critical. “PHC
teams” need to be better integrated with specialist care.69

Finally, facilities that provide PHC services within a
district/province can be linked with each other and with
the district/provincial level hospital as a “network of
care”. In “networks of care”, linked institutions collab-
orate as partners for sharing of information, resources,
health workers, and this has been shown to improve
comprehensiveness, integration and quality of care.70

Engaging communities is an essential element of
efforts to re-organize PHC service delivery. Countries
with effective community engagement models, such as
in Costa Rica and Brazil, have undertaken empanelment
processes whereby catchment communities are linked
with a particular ‘PHC team’ and health facility.40,70

Empanelment enables clarity on who PHC teams are
responsible towards, as well as who people in the
community should look for when they need health
services.71 Moreover, empanelment processes such as
routine home visits, collecting information on commu-
nity health strengthen linkages between PHC teams and
help target services to households in-need. Another way
of engaging communities in service delivery is by sup-
porting community platforms that promote community-
led monitoring of service provision and quality. In
Chhattisgarh in India, community-led monitoring,
planning, and action has been shown to contribute to
identification of gaps in health services, and to reduction
in child malnutrition rates and mortality rates.72 We also
advocate for CHWs to expand their customary roles to
act activists on behalf of the community.17 As exempli-
fied from a study in Bangladesh, CHWs can inform
communities about their health rights and
entitlements.73

Panel 6 describes efforts in Sri Lanka to reorganise
service delivery, an important strategy for this country.

Action point 6: Align private sector partnerships
towards national policies on PHC
Private sector providers are a major source of ambula-
tory care services in many South Asian countries.75 The
private sector is heterogenous, comprising both quali-
fied private providers in the for-profit and not-for-profit
ce

health achievements and is acknowledged globally as an effective, low-cost model. The
in the 1920s in the country, with a strong emphasis on maternity and child health as
ast partially responsible for Sri Lanka’s health advancements (Life expectancy 67.5–74.9
36 (year 2018).15 The government’s present concern is about sustaining the country’s
creasing burden of NCDs, and growing out-of-pocket expenditures in the country. To
elivery. This includes linking peripheral health centres to referral institutions to form a
s, and healthcare workers, and having a defined catchment area that the cluster is
s, and more investment in human resources and drugs have also been envisioned to
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sector.76 Government partnerships with the not-for-
profit sector for health have historically existed across
the region. More recently, larger, for-profit public-
private partnerships (PPPs) have shown promise in
some contexts to supplement government coverage of
PHC services. But for these partnerships to be suc-
cessful in improving population service coverage and
health outcomes, there needs to be strong government
stewardship and alignment with national and sub-
national policy goals for PHC.

In India, Nepal and Bangladesh, there also exists a
market of licensed practitioners from non-allopathic
medical streams such as Ayurveda, Yoga, Unani, Sid-
dha and Homeopathy.77–79 Further, there are a number of
informal providers such as drug retail shop owners,
traditional birth attendants and other practitioners, who
lack formal medical training and operate outside of gov-
ernment oversight.80 In many geographies, these
informal providers are the first-contact providers for rural
and urban poor populations.81,82 There is a need to stra-
tegically engage with all these types of private providers,
particularly in geographies where they have a dominant
presence, to improve PHC service coverage. More loosely
structured partnerships with this sector are important, to
counter issues of fragmentation and improve capacities
of the informal health workforce.83

Within the context of a public primary level health
facilities and its catchment community, engagement
with local private providers can involve convening reg-
ular meetings to discuss local health issues, providing
guidance on referrals, accreditation, and providing
trainings. Such networks of health care providers led by
the local primary level health facilities can result in
better information about local health problems, leading
to better quality of services for the local population. Such
networks have been tried previously, particularly in
relation to tuberculosis care in many countries, but can
be extended to other disease conditions as well.84

Action point 7: Exploit the potential of digital
health
Digital health interventions pertaining to PHC, ranging
from simple to complex, are becoming increasingly
prevalent in South Asia. Some examples of such in-
terventions include applications that enable rural resi-
dents to access routine health screenings at home,
telemedicine services that help connect patients to spe-
cialists, electronic patient records linked to unique
health identifiers, mLearning programs for CHWs,
maternal mobile messaging programs, mHealth audio
messaging, and improving health education, commu-
nication and data accuracy.85–87 There is also possibility
of artificial intelligence expanding the potentialities and
prevalence of digital health interventions in the future.88

Digital health interventions can contribute to
strengthening service delivery, multi-sectoral action and
community engagement, especially for underserved
communities. Integrating digital technologies such as
telemedicine, and decision-support systems for
improving quality of clinical care can support task-
sharing and address physician deficiencies in under-
served areas.88 Text messaging reminders to patients
and health workers can increase the coverage of pre-
ventive services and treatment adherence. Electronic
record keeping can reduce the data reporting burden of
health workers freeing up time for other important ac-
tivities. Blockchain-based supply chain management
and health management information systems may have
the potential to augment program management on
PHC.89 Digital technologies can strengthen multi-
sectoral collaboration by creating platforms that enable
engagement of managers across health and non-health
sectors. Further, digital platforms such as websites
and social media can be used to facilitate participatory
problem-solving with communities, and obtain anony-
mous feedback from communities to health sector
stakeholders.90

While we recognise that the potential of the above-
mentioned interventions must be leveraged by policies
on PHC, we also underscore the need to adopt tech-
nology in context-appropriate ways, in conjunction with
rigorous studies on effectiveness and safety. Safe-
guarding the interests of vulnerable population groups,
who are at the risk of being deprived or discriminated
against, is of crucial importance in a rapidly evolving
digital health ecosystem.91

Action point 8: Put in place purposeful ‘change
management’ processes in health systems
For new policies to be successful, they must be accepted
and embedded in national and sub-national institutional
contexts. However, achieving this is not easy. From a
lens of systems thinking it has been acknowledged that
health systems have the propensity to return to a ‘status
quo’ mode of functioning by either actively opposing
policy change or by passively accepting it in very su-
perficial ways.92 This tendency to revert to the ‘status
quo’ explains, in part, why many new initiatives on PHC
don’t take root and fail to stick. For example, Ahmed
et al., 2024 outline numerous challenges associated with
attempts to “integrate” NCDs into PHC service delivery.
Attempts to ‘integrate’ NCDs are likely to encounter
resistance in health systems that have only been trained
to operate (for many years) in highly disease-specific and
fragmented ways. This is because verticalised ways of
doing and being, over the years, have become an inte-
gral part of the institutional fabric in health systems,
particularly at primary levels of care, and are hence not
easy to change.93 Integrating NCDs will therefore
require “a change in mindset and practices in programming
for health”, in addition to resources and guidelines.93

Bringing about deeper change in the way health
systems function, and enabling true reorientation of
health systems towards PHC, is challenging. The
www.thelancet.com Vol 28 September, 2024
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Panel 7: Cross cutting action points for re-orienting health systems towards PHC in the region

Primary care and essential public health
functions (PHC services)

Multi- sectoral action and policy Empowered and engaged communities

1. Align policies on PHC with
national and sub-national needs
and capacities

Policies on PHC should be responsive to local
health issues -current, emerging and future.
They should be adapted to suit the level of
human and financial resources available.

Multisectoral platforms for formulating
unified policies with commonly defined
goals must be established.

Policies must include citizen voices in the
formulation and planning process, through civil
society as well as other community platforms
such as health committees.

2. Encourage innovations and
their scaling up

More public funding for innovations in PHC
needed. Policy ‘entrepreneurs’ must be
supported with financial resources.

Innovations that work on multiple social
determinants of health must be encouraged.

Community-accessible platforms (example-
‘game show’ competitions) can be used to
showcase and disseminate new ideas.

3. Increase public financing for
PHC services and efficiency of
resource use for better financial
protection

More public financing for PHC services, and
stronger public sector provisioning of PHC
services needs to be the cornerstone of financial
protection strategies.

Explore use of earmarked taxes for health. Strengthen community oversight of health
facilities to improve the efficiency of resource
use.

4. Strengthen governance
capacities of Ministries of Health

Strengthen health ministry capacities for
effective stewardship and responsiveness.
Support urban local bodies.

House cross-sector work in common
planning platforms. Support the generation
of multi-sectoral evidence for health.

Make room within governance structures for a
broader range of voices- including community
voices- to be incorporated.

5. Strengthen the health
workforce and service delivery

Revisit capacities of health workers to deliver
PHC services. Build capacity and motivation of
health workers through mentoring and
supportive supervision interventions. Employ
team-based approaches to deliver PHC services.
Strengthen the integration of primary levels of
care with secondary and tertiary care through
district/provincial level facility partnership
networks.

Support better collaboration and
convergence among health and non-health
workers at the district and community level.
Engage with traditional systems of medicine.

Support community-led monitoring of service
provision and quality through health
committees. Engage communities through
empanelment processes. Expand the roles of
community health workers as activists.

6: Align private sector
partnerships towards national
policies on PHC

Partnerships with the private sector should be
context-specific. They must counter profiterring
motives and uneven quality seen in the private
sector with accountability and regulation. There
is need to engage with the informal private
sector.

Community and civil society inclusion is
required for private sector engagements to
ensure accountability and community
responsiveness. Community or private
contribution (such as land) can complement
public contribution.

7. Explore the potential of
digital health

Invest in strengthening telemedicine, decision-
support systems and electronic record keeping
in context-appropriate ways.

District managers can use digital
platforms to coordinate between sectors.

Social media and participatory websites can be
used to obtain feedback, enable problem
solving, and increase accountability of health
systems to communities

8. Put in place purposeful
‘change management’
processes in health systems

The deeper systemic transformations recommended in this series necessitate conscious and sustained change management efforts. This entails
engaging with diverse stakeholders, enabling them to comprehend the vision of PHC, and handholding them through the experience of change.

9. Strengthen research to
policy action on PHC

Stable government funding for research on PHC is needed. Networks of policymakers, practitioners, civil society and researchers are needed to
promote collaborative research that focusses on regional and domestic issues.

Series
fundamental changes in institutional culture that are
needed for this reorientation recommended in our
series-such as adopting “multi-sectoral ways” of work-
ing, switching to a team-based organisation, or reposi-
tioning CHWs in the health system-are particularly
difficult to bring about. These changes cannot be
brought about overnight by merely putting in place
revised policy frameworks or updating guidelines,
though these can be the starting points for ushering in
changes. Neither can such changes occur spontaneously
through ‘top-down’ strategies. The deeper systemic
transformations which are recommended by the papers
in this series necessitate conscious and sustained
change management efforts at all levels of the sys-
tem.94,95 This can entail engaging with diverse
www.thelancet.com Vol 28 September, 2024
stakeholders, enabling them to comprehend the mean-
ings and vision of PHC, and handholding people
through the multiple changes they are experiencing.
New behaviours in health systems can only emerge
through intensive and repeated stakeholder engage-
ment. Otherwise, the ‘old’ behaviours of stakeholders
will guide action on the ground despite the existence of
‘new’ policies and guidelines on PHC.

Action point 9: Strengthen research to policy
action on PHC
Research and evaluation play an important role in
guiding policy action.96,97 In the recent years, there have
been many efforts in the region to strengthen research
and evaluation by setting up institutes that work closely
9

http://www.thelancet.com


Series

10
with the government such as the National Health Sys-
tem Resource Centre in India, the Health Services
Academy in Pakistan, and the recently established
centre for health systems policy & innovation, at the
University of Colombo in Sri Lanka. Despite these
efforts, the potential of research evidence to inform pro-
gram implementation and policy in the region is
underutilized.98 Investments in research and evaluation
have often not achieved intended gains due to the low
demand of evidence; the lack of timely and relevant evi-
dence available for policy makers; the misalignment of
goals between funders, researchers and policy makers;
and difficulties in obtaining information on health sys-
tem performance and population health outcomes.96,97,99

For strengthening research to policy action on PHC, we
propose the following. One, stable and ring-fenced gov-
ernment funding for research on PHC is needed. Such
funding will promote research that is focussed on do-
mestic issues of importance and closely aligned with the
interests of local stakeholders. Second, we need to
strengthen evidence-to-policy interfaces in the region.
Networks of policymakers, practitioners and researchers
can be set up to produce relevant evidence as well as
serve as spaces for policy advocacy. The WHO-SEARO
has launched one such network in Bangkok, Thailand,
in November 2022. Additionally, these networks can
foster a collaborative mindset, allowing universities
across the region to work together rather than compete
against each other for large-scale research grants.

In Panel 7, we have summarized the key ideas from
the action points 1–9. The nine cross-cutting action
points in the panel align with the three pillars of PHC-
integrated services, multisectoral action and empowered
communities.

Conclusions
The wide canvas of PHC necessitates prioritizing issues
for action. The action points that we have arrived at in this
paper have been chosen through careful deliberations
within the author-group, as well as in consultation with
other global and regional experts in PHC. However, we
do acknowledge that there is a diversity of opinion and
evidence on how best to reorient health systems towards
PHC. We do not intend the action points we have pro-
posed in this paper to be one-size-fits-all solutions, but we
call for countries to engage with these action points and
adapt them to country-specific needs.

We end this series with a call to action. First, the time
is ripe for action on reorienting health systems towards
PHC in South Asia. Existing policies on PHCmust be re-
evaluated, given the region’s evolving epidemiological
and demographic landscape, urbanization, privatization,
and digitization. Policies need to be reframed and
strengthened in ways that match the evolving priorities of
communities. Second, the recommendations from the
thematic papers in the series and the nine cross-cutting
action points in this paper offer a pathway for moving
forward. Finally, we would like to emphasize the need for
more research-practice networks in the South Asian re-
gion. These networks can enable cross country learning
on PHC, generate the evidence needed for improving the
practice of PHC, bridge the gap between policymakers,
researchers, activists, and other stakeholders in the re-
gion, and serve as a space for policy advocacy. This series
has also served as a platform for reflecting jointly on the
way forward. We call for enabling and sustaining more
such practice-oriented collaborations to support PHC in
the region.
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