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CHAPTER

Primary health-care goal and
principles

8.1 Introduction

Primary health care (PHC) refers to a broad range of health services provided
by medical professionals in the community. This means universal health care is
accessible to all individuals and families in a community.

General health-care practitioners, nurses, pharmacists, and allied health-care
providers are exclusive components of the primary health-care team. Basically, the
PHC service is the process and practice of immediate health services, including
diagnosis and treatment of a health condition, support in managing long-term health
care, including chronic conditions such as diabetes. PHC also includes regular
health checks, health advice when an unhealthy person seeks support for ongoing
care (Fig. 8.1). In India, the government has fixed specific norms for primary health
center, based on of community structure and population (Table 8.1).

8.2 Conceptual development of PHC

India is the first country to implement primary health services before the Declaration
of Alma-Ata. The basic motto for adapting primary health service is to serve the
people to maintain health without spending money from the pocket. On the basis
of the Health Survey and Development Committee Report of 1946, the Indian
Government implemented primary health service in rural community [1].

Many projects such as the most acclaimed The National family planning
programme (launched in 1952) and the policy of one community health worker
per 1000 people in the 1970s have been implemented for bolstering its health-
care scenario. In 2005, the UPA Government launched the Rural Health Mission
(NRHM), as a move to improve access to quality health care, especially for poor
rural women and children. These entire health-care-related projects resulted in a
remarkable decline of maternal mortality ratio (MMR) by 77% from 556 per 100,000
live births in 1990 to 130 per 100,000 live births in 2016.

Since the late 1960s and early 1970s, the concept on primary healthcare has
emerged in the United States for the first time, fighting against malaria at the
community level. The government initiated a health-care project at the community
level. WHO staff members conducted a survey and studied the experiences of medical
auxiliaries in developing countries and argued that “a strict health sectoral approach
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FIG. 8.1

Primary health-care center and services to community population (view from an Indian village).



8.2 Conceptual development of PHC

Table 8.1 Primary health-care structure and their structural norms (rural
health infrastructure in India).

Center For plain area (ft?) For hilly tribal area (ft?)
Subcenter 5000 3000

Primary health care 30,000 20,000

Community healthcare 120,000 80,000

is ineffective” [2]. In 1874, Canadian Lalond report de-emphasized the importance
attributed to the number of medical institutions and proposed determinants for health
biology, health services, environment, and lifestyle [3].

In the late 1960s, Christian Medical Commission started planning on PHC. This
organization, with the help of the World Council of Churches, and the Lutheran
World Federation stated mission on PHC to emphasize the training of grassroot
village workers equipped with very essential drugs and simple methods. In 1970,
it published a Journal “Contact” based on “primary health care.” Subsequently in
1974 WHO extended support on further popularization of this journal at the global
level [4].

In 1948, World Health Organization (WHO) initiated the agenda for primary
health care, and later it was highlighted through Alma-Ata International Conference
on Primary Health care [5, 6]. Basically, primary health care is for the community/
whole society for a wide range of health services, including health promotion;
diseases prevention; treatment and rehabilitation; and palliative care [7]. The entire
process for primary health-care services is based on population dynamics and the
health-care system in order to integrate personal health care, public health function,
and hospital management process. The provision of primary health-care services is
only a part of the broad spectrum of primary health-care concepts to address the
determinants of health; the implementation of a primary health-care concept must be
accompanied by multispectral actions and the empowerment of the population [8].

Since the last four decades, PHC Provision has moved from simple planning to
action. Alma-Ata Declaration, is still crucial in current global health like COVID-19
pandemic, especially for developing countries. To achieve this, initially, the United
Nations (UN) announced eight Millennium Development Goals (MDGs) by 2015 [4].
But looking at the progress, the UN announced 17 Sustainable Development Goals
(SDGs), with the strong hope of achieving the same by the end of 2030 (Fig. 8.2).

The third (SDG3), to “ensure healthy lives and promote well-being for all at all
age” is specific to health (Fig. 8.3).

SDG3 includes the provision of universal health coverage (UHC; SDG3.8),
which aims to provide access to good-quality health services for all, without
financial hardship. SDG3.3 is targeted at ending the prevalence of neglected tropical
diseases. But, multisectoral action to address poverty, control disease vectors and the
environment, and improve access to clean water and sanitation are key components
of neglected tropical disease programs.
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GOOD HEALTH
AND WELL-BEING

4

FIG. 8.3
SDG3 showing healthy lives and promote well-being for all ages.

SDG 3 consists of 13 targets and 28 indicators to have accountability of progress.
The first nine targets are known as “outcome targets” which include reduction in
maternal mortality; completely stop of maternal death under 5 years of age; prevention
of communicable diseases; ensure reduction of mortality from noncommunicable
diseases and promote mental health; prevent and treat substance abuse; reduce road
injuries and deaths; sexual and reproductive care, family planning and education;
achieve universal health coverage; and reduce illness and deaths from hazardous
chemicals and pollution.

The four “means to achieve” SDG 3 targets include implement the WHO
Framework Convention on Tobacco Control; support research and development of
affordable vaccines and medicines; support financially for the health workforce in
developing countries; and improve early warning systems for global health risk.

Additionally, SDG 3 targets to successfully implement and achieve universal
health coverage, which is means for equitable access of healthcare services to all
people so that it could be helpful to end the preventable death of newborns, infants,
and children under the age group of 5 years.

Other SDGs (e.g., on hunger, gender equality, clean water, and sanitation,
affordable and clean energy; sustainable cities and communities; climatic action; and
peace, justice, and strong institutions) of health also indirectly support PHC.

All people, irrespective of caste, race, nation, everywhere, deserve the right care,
right in their community, which is basic to the premise of primary health care. Primary
health care (PHC) is essential to a person for leading sound health throughout the
life. This includes physical, mental, and social well-being of all people at all times.
It should cover health promotion, disease prevention, treatment, rehabilitation, and
palliative care. The best way to approach the people for PHC is to meet their health
needs throughout their lives. In order to bring awareness on broader determinants of
health through the multispectral policy, it is necessary to convince the population at
individual, family, and community levels to take responsibility for their own.
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In 1978, International Conference on Primary Health Care was held in Alma
Ata, Kazakhstan and became a core concept of the World Health Organization’s
goal of Health for all. The Alma-Ata conference mobilized a “Primary Health
Care Movement” of professionals and institutions, governments and civil society
organizations, researchers, and grassroot organizations that undertook to tackle the
“policy, socially and economically unacceptable” health inequalities in all countries.

After a gap of four decades, global leaders could realize the importance of the
primary health-care system and brought few amendments in the Declaration of
Astana summit in order to make it globally acceptable.

In 2005, the United Progressive Alliance Government launched the National Rural
Health the Mission (NRHM) to improve access to quality health care, especially for
poor rural women and children, to upgrade primary health-care institutions, increase
equity, and the decentralization of services, and encourage states to generate alternate
sources of financing.

8.3 Alma-Ata summit

In September 1978, Soviet Socialist Republic held an international conference
on primary health care at Almaty (formerly Alma-Aata), with the need for urgent
action by all government workers, and the world community to protect and promote
the health of all people. This was the first international underlining on the social
significance of primary health care. The other primary members of the World Health
Organization (WHO) also accepted the norms of Alma. So, from the global point of
view, the main motto of the conference is to collaborate in introducing, developing,
and maintaining primary health care for all the people. The declarations have 10
points and are nonbinding on member states:

The first section is about Alma-Ata acceptance of definition on primary health
care as defined by the WHO: “a state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity,” The definition includes
social and economic sectors within the scope of attaining health and reaffirms health
as a human right.

The second section explains that inequality of health status between the developed
and developing countries is absurd and not an acceptable term, politically, socially,
and economically.

The third section reveals how primary health care and economic and social
development are complement to each other. Concomitantly, it is responsible for
bringing world peace through the promotion and protection of the health of the
people. Participation of people as a group or individual in planning and implementing
their health care was declared as a human right and duty.

The fourth section emphasized the responsibility and commitment of the member
states in providing adequate health and social measures. As declared by WHO “Health
for All,” all the member states are supposed to campaign for universal health coverage.
The declaration also urged governments, international organizations, and the global
community to take this challenge as a social target in the spirit of social justice.



8.4 Criticism on Alma-Ata

The fifth section explains the responsibility of the Sovereign state in providing
sufficient health and social measures for bringing awareness on primary health care
and support WHO'’s call for “Health for All.”

The sixth section is all about the benefit of the primary health-care system as
Margret Chan the Director-General of the WHO has reaffirmed that the primary
health-care approach is the most efficient and cost-effective way to organize the health
system. Margret Chan is a Chinese Canadian physician, who served as the Director-
General of the WHO delegating the People’s Republic of China during the period
2000-2017. She also highlighted those results on primary health care at the global
level, which were highly encouraging due to the low cost with higher satisfaction.

The seventh section is about the components of primary health care. The
subsequent two sections are for the governments to implement a primary health-care
approach in their health systems, which urged international cooperation for the better
use of the world’s resources.

After about 5years all other countries have accepted the Alma-Alta Declaration
which has emerged as a major milestone of the 20th century for primary health care.
Meanwhile, Communist China has started paying keen attention to PHC to serve the
rural population at the community level massively. The “barefoot doctors” played a
critical role to support the primary health-care campaign in the rural part of China.

Barefoot doctors are health-care providers who undergo basic medical training
and worked in rural villages in China. They included farmers, folk healers, rural
health-care providers, and recent middle or secondary school graduates who received
minimal basic medical and paramedical education. Their main reason for bringing
health care to rural areas is the urban-trained doctors would not prefer to settle in
rural areas.

Subsequent to the Alma-Ata declaration, WHO, UNICEEF, and other international
organizations, as well as multilateral and bilateral agencies, nongovernmental
organizations, funding agencies, all health workers, and world comity started
showing interest for global approach in implementing primary health care and to
channel increaser financial and technical, particularly in developing countries.

8.4 Criticism on Alma-Ata

The Alta-Ata Declaration is under a wide range of disputes due to its impracticable
work plan without any time target. The target for “health for all by the years 2000
was planned without any guarantee. In this connection, the Rockefeller Foundation
in 1979 held a conference in order to develop a most cost-effective blueprint to
understand the status of interrelation between health and population programs.

In response to the vagueness of primary health care and the declaration of Alma
Ata, an alternative movement began to gain momentum. After a year of Alma-Ata
declaration, Julia Walsh and Kenneth Warren suggested bringing certain amendments
as “Special Primary Health care (SPHC) [9]. The main base for such suggestions
is to fight disease based on cost-effective medical intervention. Although they
acknowledge that the goal set at Alma Ata was admirable.
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The main significance of SPHC is to focus on the most severe public health
problem. By narrowing the target, the quality of health care can be successfully
managed within the target time. For example, SPHC identified four factors to guide
the selection of target diseases for prevention and treatment: prevalence, morbidity,
mortality, and feasibility of control. In this connection, SPHC highlighted four
vertical programs: growth monitoring, oral rehydration therapy, breastfeeding, and
immunization (GOBI) [10]. At a later stage, family planning, female education, and
food supplementation (FFF) were added. The advantage of such additional programs
is mainly due to their easy measurable fact [11]. This would be helpful for easy
funding and developing successful and authentic reports.

8.5 Medicine vs public health

There have been recurring issues between medicine (treatment) and public health
(prevention). This is mainly due to heavy competition on the development of
value-added medicines by most modernized pharmaceutical companies. Most of
the medicines have been manufactured under the strict guidelines of international
monitoring agencies, in order to keep safety and security.

The continuous therapeutic revolution in drug design and development is mainly
due to the maintenance of biological superiority of drugs from the quality point of
view. For example, Penicillin is a miracle drug that not only cured illnesses but also
saved entire societies from political and economic collapse [12].

Medicines are for maintenance of health care at different stages of the life cycle.
Irrespective of cost, medicines are used at primary, secondary, and territory levels of
health treatment. Contemporary medicine applies biomedical sciences, biomedical
research to diagnose, treat, and prevent injury and disease. But, due to the cost and
market availability, it is not possible to use many lifesaving biologics.

Availability of medicines and clinical practice varies across different geographic
locations of the world, and the availability and cost of medicines vary accordingly.
Biologic drugs are highly developed in the Western world. While in developing
countries such as Asia-pacific and Africa, the population relies on traditional
pharmaceutical medicines due to their low cost.

The provision of medical care for public health is classified into primary,
secondary, and tertiary care categories.

Primary health-care medical services are extended by physicians, physician
assistants, nurses, or other health professionals who have the first contact with a
patient seeking medical treatment or care. About 90% of medical visits can be treated
by the primary care provider. These include treatment of acute and chronic illnesses,
preventive care, and health education for all ages and both sexes.

Secondary care medical services are provided by medical specialists in their
offices or clinics or local community hospital for a patient referred by a primary care
provider who first diagnosed or treated the patient. Some primary care providers may
also take care of hospitalized patients and deliver babies in a secondary care setting.
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Tertiary care medical services are provided by specialized hospitals or regional
health center well equipped with diagnostic and treatment facilities. These include
trauma center, burn treatment center, advanced neonatology unit services, organ
transplants, high-risk pregnancy, and radiation oncology, etc.

Modern medical care is also well provided by information technology devices for
recording and communicating information in the shortest possible time.

In low-income countries, modern health care is often too expensive for the average
person. International health-care policy researchers have advocated that “user fees”
be removed in these areas to ensure access, although even after removal, significant
costs and barriers remain.

8.6 Components

There are eight essential components of PHC [13], including [1] health education,
on prevailing health problems and the methods of preventing and controlling them,
[2] nutritional promotion including food supply, [3] supply of adequate safe water
and sanitization, [4] maternal and child health care, [5] immunization against
major infectious diseases, [6] prevention and control of locally endemic diseases,
[7] appropriate treatment of common diseases and injuries and [8] provisions for
essential drugs, all these basic requirements are incorporated in the SDGs for 2030
from goal 2 to goal 4 [14].

Since the last four decades, PHC Provision has moved from simple planning to
action. Alma-Ata Declaration is still crucial in current global health like COVID-19
pandemic, especially for developing countries.

To achieve this, initially, the United Nations (UN) announced eight Millennium
Development Goals (MDGs) by 2015. But looking at the progress, the UN announced
17 Sustainable Development Goals (SDGs), with the strong hope to achieve the same
by the end of 2030.

The third (SDG3) to “ensure healthy lives and promote well-being for all at all
age” is specific to health. SDG3 includes the provision of universal health coverage
(UHC; SDG 3.8), which aims to provide access to good-quality health services for
all, without financial hardship. Other SDGs (e.g., on hunger, gender equality, clean
water and sanitation, affordable and clean energy; sustainable cities and communities;
climatic action; and peace, justice, and strong institutions) of health also indirectly
support PHC. Despite developing innovative sustainable models on PHC, still, it has
been tough to maintain quality PHC services in isolated communities having a small
and randomly distributed population [15, 16].

8.7 Pillars of primary health care

The primary health-care system is the key factor for community improvement and
balance socioeconomic conditions. It reduces the inequalities between different
groups of a community. The primary health care is basic health care with applied,
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FIG. 8.4
The four major pillars of the primary health-care system.

scientifically sound, and universally acceptable methods and technology, which
should be available and accessible to all individuals and families in a community, on
a priority basis.

Successful primary health care can only be possible through an integrated system
being coordinated by different workforces who are well-trained in health-care
management. The primary health-care outline is built on four key pillars (Fig. 8.4).

The four major pillars of primary health care that should be made available
are as follows: community participation, intersectorial coordination, appropriate
technologies, and support mechanisms.

8.7.1 Community participation

* Community participation is a process in which community people voluntarily
serve their community health care.

e Ttis absolutely a social approach.

e The participants should identify the health needs of the community, planning,
organizing, decision-making, and implementation of health programs,
sponsored by the government or NGO.

* It also ensures effective and strategic planning and evaluation of health-care services.

8.7.2 Intersectoral coordination

* Intersectoral coordination plays a significant role in performing different aspects
of health-care services.

* The involvement of specialized NGOs, private sectors, and public sectors is
important for the successful operation of the health-care system.



8.9 Challenges for implementation of PHC

o It also refers to delivering health-care services in an integrated way.

» Itis necessary that departments such as agriculture, animal husbandry, food
industry, education, housing, public works, communication, and other sectors
need to be involved in achieving health for all.

8.7.3 Appropriate technologies

* The technologies to be implemented for health-care system development should
be available and accessible for health-care services.

* The technologies should be scientifically sound, adaptable to local needs, and
acceptable to the doctor and health-care workforces.

8.7.4 Support mechanisms made available

*  Support mechanisms are vital to health and quality of life.

*  Support mechanism includes that the people are getting personal, physical,
mental, spiritual, and instrumental support to meet goals of primary health care.

e Primary health care depends on an adequate number and distribution of trained
physicians, nurses, community health workers, and others working as a health
team and supported at the local and referral levels.

8.8 Salient features of primary health care

e Primary health care is mainly based on quality and cost effectiveness.

e Primary health care highlights “Health for All”.

* Primary health-care system integrates preventive, promotive, curative,
rehabilitative, and palliative health-care services.

e Primary health care promotes social inclusion: It includes services that are
readily accessible and available to the community.

e Primary health care can be easily available, even at the time of emergency
caused due to natural calamity and biological disaster.

e Primary health-care promotes equity and equality.

e Primary health-care improves safety, performance, and accountability.

e Primary health-care pleads on health promotion and focuses on prevention,
screening, and early intervention of health disparities.

e Primary health care also promotes socioeconomic condition of a community.

8.9 Challenges for implementation of PHC

In order to meet the challenges of primary health care, it is necessary to share ideas
and experiences, test new approaches, and share the results to enable successful
innovations to spread more rapidly between organizations and across geographies.
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The following challenges can establish and scale primary care innovations and
the solutions to overcome them:

» shortage of well-qualified physicians and health-care workforces to serve the
patients in emergency,

* inadequate technology and equipment,

* poor condition of infrastructure, especially in rural areas,

» concentrated focus on curative health services rather than preventive and
promotive health-care services,

» challenging geographic distribution,

* poor quality health-care services,

* inadequate financial support in health-care programs,

e lack of community participation,

* poor allotment of health-care workforce to serve in the rural locality, and

* lack of intersectoral collaboration.

8.10 Role of primary care in the COVID-19 response

Massive health disruption has been occurring since the outbreak of COVID-19 from
epidemic to pandemic. Cases of casualty due to COVID-19 all over the world are
alarming [17].

There are huge differences between countries, the burden of COVID-19 on
societies and economies, and the measures being implemented globally. The majority
of the people infected with COVID-19 have a self-limiting infection and recovery. A
minority of the population with 10% of cases require intensive care unit admission.
Unfortunately, some patients pass away (Table 8.2).

Although all age groups are at risk of contracting COVID-19, older people
face a significant risk of developing severe illness if they contract the disease due
to physiological changes that come with aging and potential underlying health
conditions. Presently, the severity of COVID-19 infection is noticed more in older
adults. For example, in the European region, the top 30 countries are with the largest
percentage of older people suffering from COVID-19.

Presently, people from all age groups are susceptible to COVID-19, but elderly
people, above the age of 60 are more prone to COVID-19 due to physical changes
that come with aging and potential underlying health condition. The pandemic
nature of COVID-19 has completely changed the regular lifestyle of older people,
and also the support they used to receive from the community. Prolonged stay of
elderly people at home challenges their physical ability and mental condition.
So, it is high time that we create opportunities to foster healthy aging during
the pandemic. In this connection, WHO, in collaboration with other partners, is
providing guidance and advice during the COVID-19 pandemic for older people
and their householders, health and social care workers and local authorities, and
community.



Table 8.2 COVID-19 situation update for the EU/EEA, as of June 2, 2021.

Country

Austria
Belgium
Bulgaria
Croatia
Cyprus
Czechia
Denmark
Estonia
Finland
France
Germany
Greece
Hungary
Iceland
Ireland

[taly

Latvia
Liechtenstein
Lithuania
Luxembourg
Malta
Netherlands
Norway
Poland
Portugal
Romania
Slovakia
Slovenia
Spain
Sweden

8.10 Role of primary care in the COVID-19 response

Cases

641,044
1,063,405
418,813
356,397
72,515
1,662,256
282,135
129,804
92,642
5,677,172
3,687,828
404,163
804,987
6590
261,517
4,220,304
133,518
3016
275,198
69,983
30,543
1,649,646
125,071
2,872,868
849,538
1,077,978
774,919
254,045
3,682,778
1,068,473

Deaths

10,355
24,068
17,726
8034
360
30,126
2516
1259
956
109,691
88,774
12,122
29,774
30
4941
126,221
2379
58
4283
817
419
17,610
783
73,856
17,025
30,353
12,353
4694
79,983
14,451

Date of data
collection

02/06/2021
01/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
02/06/2021
01/06/2021
26/05/2021

Source: European Centre for Disease Prevention and Control, an agency of the European Union.

The United Nations General Assembly declared 2021-2030 the Decade of
Healthy Aging. The Decade of Healthy Aging 2020-2030 is a global collaboration,
aligned with the last 10years of the Sustainable Development Goals (SDGs) that
brings together government, civil society, nongovernmental Organizations (NGOs),
international agencies, professionals, academia, the media, and the private sector
to improve the lives of older people, their families, and the communities in which

they live.
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The process of early aging is at a faster rate due to environmental changes
and climatic changes at a faster pace than in the past. The demographic transition
catalyzes the country’s economic development. The demographic transition refers
to population trends of two demographic characteristics: birth rate and death rate to
suggest that a country’s total population growth rate cycles through stages as that
country develop economically. So, it is obvious that world population is aging at
a faster pace than in the past. The demographic transition will have an impact on
almost all aspects of society.

Although all age groups are at risk of contracting COVID-19, older people
face a significant risk of developing severe illness if they contract the disease due
to physiological changes that come with aging and potential underlying health
conditions.

At present more than 1 billion people in their 60s are from low- and middle-
income countries. Many of them have inadequate access to even the basic resources
necessary for a sustainable healthy life. The alarming Covid-19 has challenged
the gaps in policies, systems, and services. Under the pandemic condition of
COVID-19, it is necessary to plan on how to save the older people and their families
and communities from the grip of COVID-19 and develop an ideal strategy for the
continuity of healthy life, till the pandemic is completely eradicated. It is high time
to mitigate the massive damages caused by the COVID-19 pandemic, the need to
maintain and improve essential primary health-care services on a priority basis. This
situation underscores the importance of the primary health-care revitalization agenda
articulated in the 2018 Astana Declaration.

Regulation and control of health are not only by genetic inheritance but also
closely related to the surrounding social- and natural environment where we live in.
Our physical, mental, and body function throughout the life cycle, and especially
in old age has to adjust with the environment, despite the loss of body structure
and function with the passing of time. In this connection, the long-term effect
of COVID-19 is still subject to much research. But, it has been in the process of
understanding that the severity of COVID-19 may cause harm to the immune system.

Environments play an important role in determining our physical and mental
capacity across a person’s life course and into older age and also how well we adjust
to the loss of function and other forms of adversity that we may experience at different
stages of life, and in particular, in later years. Both older people and the environments
in which they live are diverse, dynamic, and changing. In interaction with each other,
they hold incredible potential for enabling or constraining Healthy Aging.

It reemphasizes the importance of primary health care to address current health
challenges, renewing political commitment to primary health care, and achieving
universal health coverage.

8.11 Astana declaration on primary health care



8.11 Astana declaration on primary health care

In 2018, after a gap of four decades of Alma-Ata declaration on primary health care,
world leaders, government ministers, development partners, civil society, and young
people organized a conference on primary health care. Astana conference was jointly
hosted by the Government of Kazakhstan, UNICEF, and WHO.

The Astana declaration is based on “Commitment to the fundamental right of
every human being to the enjoyment of the highest attainable standard of health
without distinction of any kind.” The Astana declaration reemphasizes the importance
of primary health care to address current health care challenges, renewing political
commitment to primary health care, and achieving universal health coverage with a
special reference to the rural community.

World Health Organization also endorsed the Astana decoration for a newly
amended frame for primary health care with special emphasis on the rural community.
The four key areas are as follows: (i) make bold political choices for health across
all sectors; (ii) build sustainable primary health care; (iii) empower individuals and
communities; and (iv) align stakeholder support to national policies, strategies, and
plans.

(i) First Astana declaration

The first declaration refers to “make bold political choices for health across
all sectors.” The basic theme of the declaration is to promote multisectoral action
through the health care system, as per the WHO protocol [1].

The main target is to convince the stakeholders about the current challenges in
primary health care for the complete and successful implementation of health-care
services, as per schedule. At the international forum, there are policies and toolkits
to handle conflicts of interest; for example, the National Health System (NHS) in
England [18].

The governments at all levels should protect the right of the each and every
person to get the maximum privilege of health services. In addition, emphasis is
also given to promote multisectoral action and UHC, involving relevant stakeholders
and empowering local communities to strengthen PHC. The Astana declaration also
mentioned that the government policy decision should consider economic, social,
and environmental determinants of health at the rural community level.

(ii) Build sustainable primary health care

The second Astana declaration is to “build sustainable primary health care.”
Primary health-care service should not be targeted to a simple implementation of
policy but the emphasis is to be given on how efficiently it is to be worked out to
bring sustainability in health service. For example, the Australian health-care reform
agenda is based on high priority to integrated, compressive PHC services that are
sustainable and responsive to community needs [19].

(iii) Empower individuals and communities

The third commitment of the new declaration is to “empower individuals and
communities.” The basic intentions of the third commandment are community
involvement, public participation, and empowerment and health literacy. In
addition, Astana post declaration includes increasing people’s knowledge on health
maintenance through affective camping on health management awareness.
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The European Patients” Academy on Therapeutic Innovation is an example of an
institution established to bring awareness among patients through education.
(iv)Align stakeholder support to national policies, strategies, and plans

Align stakeholders to support national policies, strategies, and plans related to
health services, especially in rural communities. The stakeholders include health
professionals, academia, patients, civil society, local and international partners,
agencies and funds, the private sector, and NGOs. Stakeholder support can be
helpful for developing sufficient well-trained health professions, health care-related
technologies easily acceptable to physicians and other health-care workforce, and
financial and information resources to PHC.

8.12 Overall target to upgrade PHC for COVID-19 control

The overall target of the Astana declaration is to revitalize the entire decision taken
on primary health care in past and strength PHC by prioritizing disease prevention
and health promotion and aims to meet all people’s health needs across the life
course through compressive preventive, promotive, curative, rehabilitation services,
and palliative care. So, it is high time to find out comprehensive data survey report
on COVID-19 and bring stagnation in the further progress of pandemic situation
with the guidelines of 2020 World Health Organization Operational ‘“framework for
primary health care.”

In addition, to strengthen the present scenario of PHC, global level initiative
requires to have control over COVD-19. This needs political commitment and
leadership, governance and policy, funding and allocation of resources, and
engagement of communities and other stakeholders. For example, India, the world’s
second-highest populated country, with the guideline of WHO could launch the
largest COVID-19 vaccination drives in the world. The WHO Country Office for India
(WCO India) has been closely associated with the COVID-19 eradication drive linked
to surveillance and contact tracing, clinical diagnosis, emergency health workforce
management, infection prevention and control, timely vaccination, etc. at national,
state, and district levels. At the national level, WCO India is actively involved with
the Ministry of Health and Family Welfare (MoHFW) in collaboration with the Joint
Monitoring Group (JMG) and National Center for Disease Control (NCDC), Indian
Council of Medical Research (ICNR), National Disaster Management Authority, and
NITY Aayog. Additionally, WHO teams are also closely associated with the National
and State Governments in primary health services like immunization, reproductive,
maternal, newborn child, and adolescence health (RMNCAH), and noncommunicable
diseases prevention and control. So, the COVID-19 controlling system in India can
be a good model to control the pandemic, under various adverse conditions.



8.12 Overall target to upgrade PHC for COVID-19 control

8.12.1 How to bring sustainability

Challenging guarantee healthy and progressive well-being at all ages is indispensable
to sustainable development. At present, the world is in the grip of the pandemic
COVID-19 and bringing disaster in public life with complete disruption of the global
economy, and dismissing the life of billions of people all around the world. The PHC
service is the initial phase to control contagious communicable disease. Any lacunas
leftover in PHC may lead to an epidemic followed by a pandemic. So, it is necessary
to strengthen PHC in order to bring sustainability to the health system, especially
in rural and remote areas. It is obvious that changes in nature are supposed to occur
(biological or natural disasters) during a pandemic situation. But we have to find out
possible controlling strategies which include workforce supply, to find a way-out to
send health workforce professionals to a rural and remote community, integrate the
stakeholders for timely cooperation in PHC operation, take care of noncommunicable
diseases, especially of elderly people (because rising chronic disease burden may
increase the number of causality in pandemic condition), temporary infrastructure
demand, and leadership and management accountability.

Sustainability in PHC is the primary need of the day for each and every body,
irrespective of nationality. There are a lot of differences that exist between countries
in the organization of primary health care and availability of human resources.
In SDG3, challenges to overcome such problems (related to reproductivity and
child health, communicable diseases, chronic illness, addiction, and other mental
health problems) are explained clearly how effectively one can go ahead with the
population-based approach to primary health care [19-23]. In addition, it is also
explained that the strategies for delivering vaccines and drugs need a functioning
primary care system. So, during pandemic situations well-integrated and prepared
primary health care has a key role in health emergency responsiveness, and it is
essential for the achievement of equitable and cost-effective UHC [24-26].

Basically, sustainability means the ability of a health service to provide ongoing
access to appropriate quality care in a cost-efficient and health-efficient manner. In
order to bring sustainability in health care, 17 sustainable development goals (SDGs)
were adopted at the 70th session of the United Nations (UN) General Assembly in
2015. Detail, in this connection, has already been described in the earlier section
of this chapter (Section 8.1). It is also necessary to implement other health-related
SDGs like SDH-2 on the basis of a multisectoral approach. For this purpose, we need
strong governance. For example, to end hunger (SDG2), primary health care can
support community-based therapeutic care using ready-to-use therapeutic foods for
severe acute malnutrition.

For a successful implementation of SDH 11 and development of sustainable cities
and communities, primary health care can support the monitoring of air pollution,
issue health warnings when the particulate matter of diameter less than 2.5pum in
the air exceeds limits, and advocate for the reduction of indoor pollution through the
use of clean energy. All this could possible through policies that address industrial,
residential, and vehicular sources of pollution. But, still, the rural areas and remote
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areas of developing and underdeveloped countries are lacking basic PHC services
mainly due to extremely poor transportation and other communication facilities;
lack of economies of scale; difficulty in maintaining an adequate workforce, poor
management structures, and geographic isolation. So, people suffer from acute
and chronic diseases. So, it is necessary for a government to increase its financial
commitment to the health sector. It is true that a sound health system is a complement
to sustainable development. In this connection, we should collaborate and focus on
broader economic and social inequalities, urbanization, climate crisis, continuing
burden of HIV and other infectious diseases, and non- communicable diseases, as
prescribed in SDGs.
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