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Abstract
Introduction  The 2018 Astana Declaration reaffirmed 
global commitment to primary healthcare (PHC) as a core 
strategy to achieve universal health coverage. To meet this 
potential, PHC in low-income and middle-income countries 
(LMIC) needs to be strengthened, but research is lacking and 
fragmented. We conducted a scoping review of the recent 
literature to assess the state of research on PHC in LMIC and 
understand where future research is most needed.
Methods  Guided by the Primary Healthcare Performance 
Initiative (PHCPI) conceptual framework, we conducted 
searches of the peer-reviewed literature on PHC in LMIC 
published between 2010 (the publication year of the last 
major review of PHC in LMIC) and 2017. We also conducted 
country-specific searches to understand performance 
trajectories in 14 high-performing countries identified in 
the previous review. Evidence highlights and gaps for each 
topic area of the PHCPI framework were extracted and 
summarised.
Results  We retrieved 5219 articles, 207 of which met 
final inclusion criteria. Many PHC system inputs such as 
payment and workforce are well-studied. A number of 
emerging service delivery innovations have early evidence 
of success but lack evidence for how to scale more 
broadly. Community-based PHC systems with supportive 
governmental policies and financing structures (public and 
private) consistently promote better outcomes and equity. 
Among the 14 highlighted countries, most maintained or 
improved progress in the scope of services, quality, access 
and financial coverage of PHC during the review time 
period.
Conclusion  Our findings revealed a heterogeneous focus 
of recent literature, with ample evidence for effective PHC 
policies, payment and other system inputs. More variability 
was seen in key areas of service delivery, underscoring 
a need for greater emphasis on implementation science 
and intervention testing. Future evaluations are needed 
on PHC system capacities and orientation toward social 
accountability, innovation, management and population 
health in order to achieve the promise of PHC.

Introduction
In recent years, primary healthcare (PHC) has 
re-emerged as an important strategy in both 

improving population health and in making 
healthcare systems more effective, respon-
sive and efficient. In 2016, 193 countries 
adopted the Sustainable Development Goals 
(SDGs), making the achievement of universal 
health coverage (UHC) a principal goal for 
the global health community through 2030.1 
Multiple global, national and subnational 

Key questions

What is already known?
►► Improving primary healthcare (PHC) performance 
will be essential for achieving universal health cov-
erage, but evidence about how to do so is lacking or 
fragmented, and there is a pressing need to prioritise 
research efforts, build the field of research around 
targeted questions and better understand how to 
ensure the core service delivery functions of PHC.

What are the new findings?
►► Some areas of PHC system performance are well-re-
searched, such as PHC policies, health financing and 
health workforce, but we lack a sufficient evidence 
base in a wide enough range of countries about how 
to adapt these strategies to new contexts.

►► Major research gaps exist in understanding social 
accountability, effective information and quality 
management systems, fund flows and how to im-
prove facility and district management.

►► Our country-specific review of 14 countries with 
improving systems in 2010 generally found con-
tinued progress over the last decade in the scope 
of services, quality of services, access for margin-
alised populations and progressive health financing 
initiatives.

What do the new findings imply?
►► As countries implement new PHC strategies, they 
should be designed with rigorous evaluation and 
measurement across a wider array of countries in 
order to share and grow knowledge and learning 
about translating PHC research to universal health 
coverage implementation.
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organisations recognise that strong PHC systems will be 
essential to achieving UHC.2–7 Additionally, the global 
health community has just celebrated the 40th anniver-
sary of the Alma-Ata Declaration with the issuance of the 
2018 Astana Declaration, which reconfirmed the central 
role of PHC to improving health and defined PHC as a 
triad of multisectoral policies to promote health, engaged 
communities to promote health and integrated clinical 
and public health services to deliver better primary care.8

Despite this increased focus on the centrality of PHC, 
the performance of PHC systems globally, and in partic-
ular in low-income and middle-income countries (LMIC), 
is poor. Significant improvements in PHC systems and 
service delivery are needed in order to meet the SDGs and 
achieve UHC. Efforts to do so, however, are hampered 
by the state of PHC research in LMIC which is currently 
fragmented, underfunded and under-prioritised. While 
a plethora of research exists on different facets of PHC 
globally, there is a need to prioritise disparate research 
efforts, build the field of research around targeted ques-
tions linked to the provision of equitable care and better 
understand how to ensure the core service delivery func-
tions of PHC that are linked to desired outcomes.

Several notable publications over the last decade have 
attempted to describe the state of PHC knowledge, 
and, more specifically, to identify interventions that 
have successfully improved outcomes and identified 
emerging or remaining knowledge gaps. However, these 
reviews did not employ a systematic approach, described 
middle- and high-income countries rather than LMIC 
or focused narrowly on the functions of PHC.9 10 Thus, 
just as researchers, policymakers and other stakeholders 
in LMIC are re-focusing improvement efforts on PHC, 
there is an urgent need to better understand the state of 
recent research on PHC in LMIC, and to map remaining 
gaps in that research.

To meet this need, we conducted a scoping review of 
the recent literature to assess the state of global knowl-
edge on PHC in LMIC and understand where further 
PHC systems research efforts are most needed. This 
scoping review was completed as the foundational docu-
ment for a priority setting exercise conducted in July 2017 
(described more fully elsewhere in this online supple-
mentary files).11 The goal of that exercise was to identify 
specific content areas for which more in-depth research 
into measurement and improvement strategies is likely 
to lead to significant impact on PHC service delivery, 
outputs and outcomes. The results of the priority-setting 
exercise formed the basis for a new PHC research consor-
tium in LMIC.11

Methods
We conducted the scoping review in accordance with the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses Extension for Scoping Reviews guidance.12 
A scoping review was deemed to be appropriate given 
that the purpose of this review was to explore broadly 

the evidence on primary healthcare research in LMIC, a 
topic that is diverse, wide-ranging and methodologically 
complex. A further justification for this approach was 
that PHC has a wide and heterogeneous evidence base, 
and a paucity of existing summative systematic reviews. 
Additionally, the review sought to assess the extent, range 
and nature of the evidence, elements that are well suited 
to exploration using a scoping review methodology.12

Scoping the review
We anchored our review in the conceptual framework of 
the Primary Healthcare Performance Initiative (PHCPI) 
-- a collaboration between the World Health Organ-
ization (WHO), the World Bank Group and the Bill & 
Melinda Gates Foundation, in partnership with Ariadne 
Labs and Results for Development Institute.7 13 14 PHCPI 
aims to catalyse improvement in PHC in LMIC through 
better measurement and evidence-based improvement 
strategies. The PHCPI conceptual framework (figure 1) 
describes the necessary components of a high-functioning 
PHC system.14 As defined by the WHO, PHC includes 
three components: primary care services and integrated 
health services, empowered people and communities 
and multisectoral policy and action.15 PHCPI focuses on 
PHC overall, with a particular focus on integrated health 
service delivery and people-centred care.13

PHCPI defines a PHC system as the totality of the system, 
inputs and service delivery components that contribute 
to high-quality primary care services and achieve the four 
functions of PHC described by Barbara Starfield - first 
contact accessibility, continuity, comprehensiveness and 
coordination - as well as person-centredness.14 16 This 
conception of PHC systems guided our search strategy.

For this review, we focused specifically on the 13 topics 
within the system, inputs and service delivery domains of 
the framework, recognising that by design, improvements 
in these areas should lead to improvements in outputs 
and outcomes and that the levers for PHC improvement 
are generally within these domains. Definitions for each 
of these specific topic areas are included elsewhere.17

Beginning with a search guided by the PHCPI concep-
tual framework, we then conducted a country-specific 
review of 14 countries identified as high or rapidly 
improving performers in the last systematic summary of 
PHC literature, so as to more deeply examine the global 
literature in the context of these countries.2 We therefore 
limited our research on these countries to the past 7 years, 
since the 2010 summary was published, so as to provide 
updated summaries of these countries’ literature and 
gain insights into the current state of their PHC systems 
and trajectories since that publication (full results of this 
search are presented in online supplementary file 3).

Information sources
Our scoping review process included four main compo-
nents. The first was a search of the peer-reviewed litera-
ture in PubMed. We limited the date range of included 
studies to 1 January, 2010 to 20 March, 2017. The former 
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Figure 1  PHCPI conceptual framework. PHCPI, Primary Healthcare Performance Initiative.

date was selected such that our review could build off of 
the last review of PHC initiatives in LMIC, as discussed 
above.2 The latter date was selected to align with a priority 
setting meeting that occurred in July 2017, for which 
the extended results of this review (presented in online 
supplementary file 3) were a foundational resource.11

This first component of the systematic review included 
two separate searches. We started with a generic search 
for all review publications in PubMed that included the 
term ‘primary care’ OR ‘primary healthcare’ AND a set 
of search terms used to identify all articles from a low-in-
come or middle-income country (online supplementary 
file 1). Next, to focus on the topics of interest from the 
PHCPI conceptual framework, we conducted a search 
of review articles using the terms ‘primary care’ OR 
‘primary healthcare’, AND the search terms from above 
to specify articles about LMIC, AND a set of key terms 
from the targeted areas of the PHCPI conceptual frame-
work. These latter terms are also included in the online 
online supplementary file 1.

The second main component of our scoping review 
was a search to explore primary healthcare performance 
in 14 countries profiled in Kruk et al 2010.2 As described 
above, this was the most recent review of the state of 
primary healthcare in LMIC. Among other data, Kruk et 
al described 14 countries that had implemented primary 
healthcare initiatives at a large scale or were fragile states 
that had made substantial progress in promoting primary 
healthcare as the first point of contact. These countries 
included: Costa Rica; Cuba; Brazil; Bolivia; Mexico; 
Niger; Ghana; The Gambia; Thailand; Sri Lanka; Kerala, 
India; Iran; Afghanistan and Liberia.2 Although this list 
is far from representative of all progress or innovation 

in PHC in LMIC, it has considerable overlap with coun-
tries profiled in the World Health Report 2008, Shi et al’s9 
2012 examination of primary care functions as assessed 
using the primary care assessment tool, and countries 
profiled by PHCPI.18 19 This component of the review 
was conducted using search terms of ‘primary care’ or 
‘primary healthcare’ in addition to each of the country 
names.

For the third main component of our search, we 
reviewed all articles labelled as ‘low- or middle-income 
countries’ in the PHC evidence portal, part of the 
McMaster University Health Systems Evidence portal for 
collecting and making a standardised rating of systematic 
reviews of health interventions.20 21

Finally, in the fourth component of our review, we 
conducted a search of all publications in PubMed from 1 
January, 2010 to 31 May, 2017, by the 17 individuals who 
had confirmed participation at the Primary Healthcare 
Measurement and Implementation Research Consor-
tium Priority Setting Meeting.11

Selection of data sources
To select articles for inclusion from these searches, at least 
one author reviewed titles using the inclusion criteria 
that the article focused on the primary care setting in 
a low-income or middle-income country, addressed a 
topic relevant to the PHCPI framework, and that the 
publication was available in English. A subsequent full-
text review was conducted by at least one author with 
the following criteria: (1) the article focused on primary 
healthcare, not on vertical, disease-specific issues; (2) the 
intervention or method of study was related to strength-
ening primary healthcare systems or functions, even if 
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Figure 2  Summary of search, selection and inclusion process.

disease-specific outcomes were assessed; (3) the article 
concerned a large population area, not a small-scale 
pilot; (4) the article connected to the PHCPI framework 
and/or one of the countries of focus; (5) the article was 
a research or review article that included qualitative or 
quantitative data or described a new methodology and 
(6) the article was available in English. For the articles 
from the PHC evidence portal, they needed to also meet 
the criteria that they included evidence from at least 
three LMICs to ensure that the focus was primarily on 
LMIC as opposed to high-income countries. During the 
full-text review, additional articles were included through 
a bibliographic search (figure 2).

Data charting and analysis
To extract the content from the full set of identified 
articles, every article was tagged for its relevance to the 

PHCPI conceptual framework (figure 1) using Mendeley 
V.1.19 (Elsevier, Amsterdam, Netherlands). Articles 
could include multiple tags, and for each tag, one author 
extracted and summarised the relevant information. 
Finally, authors reviewed all extractions for each topic 
and generated evidence highlights and gaps. The full 
list of included articles is presented in the online supple-
mentary file 2, and full summaries are presented in the 
online supplementary file 3.

Patient and public involvement
Patients were not involved in this study.

Results
We retrieved a total of 5219 articles using the search 
strategy, of which 481 were accessed in full text, and 
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Table 1  Selected characteristics of reviewed publications

Identified studies

# %

Year published

 � Before 2010 1 0.5%

 � 2010 6 2.9%

 � 2011 18 8.7%

 � 2012 17 8.2%

 � 2013 20 9.7%

 � 2014 30 14.5%

 � 2015 38 18.4%

 � 2016 57 27.5%

 � 2017* 20 9.7%

Region

 � Africa 45 21.7%

 � USA 50 24.2%

 � South-East Asia 19 9.2%

 � Europe 2 1.0%

 � Eastern Mediterranean 26 12.6%

 � Western Pacific 9 4.3%

 � Multiple 38 18.4%

 � NA 18 8.7%

Article type

 � Systematic review 36 17.4%

 � Non-systematic review 17 8.2%

 � Primary research (all) 127 61.4%

 � Primary research - quantitative 85 41.1%

 � Primary research - qualitative 19 9.2%

 � Primary research - mixed methods 23 11.1%

 � Conceptual literature 27 13.0%

*the search concluded on 31 May, 2017.
NA, not available.

207 met the inclusion criteria and were included in the 
scoping review (figure 1). The list of all included studies 
are included in the online supplementary file 2.

Publication descriptions
Of the included articles, 70% were published between 
2014 to 2017, with more than one-quarter of the articles 
published in 2016 alone (table 1). Despite parts of our 
search strategy focusing specifically on review articles, 
the majority of identified articles were primary research 
(61.4%), and 66.9% of these analysed quantitative data. 
Systematic reviews comprised 17.4% of the total identi-
fied articles.

Findings
Table  2 presents our synthesised findings from this 
scoping review. We found that a number of areas of PHC 
system performance are well-studied. The four topics 

with the highest volume of research were workforce, 
payment systems, provider competence and PHC policies, 
together accounting for two-thirds of the total included 
studies (table  2). Effective, integrated and comprehen-
sive PHC policy and governance systems appear to be 
associated with better long-term system performance.22–26 
Good evidence exist that insurance programmes can 
increase access to PHC by decreasing financial barriers 
and preventing catastrophic losses; whereas, user fees 
act as an additional barrier to access.26–30 More public 
spending on PHC appears to be associated with more 
equitable outcomes. In addition, fee for service (FFS) 
payment systems alone do not appear to be associated 
with better outcomes. Capitation appears to be show 
modest improved outcomes, as does pay for performance 
on top of FFS (though the benefits are often transient).

Financial limitations are not the only access barriers to 
care access. We found evidence that gaps in medication 
and other supplies not only impede care delivery but also 
decrease access as patients may avoid or bypass facilities 
that lack necessary resources, and quality of care.31–33 
However, even in areas with a high volume of evidence 
there are remaining research questions or little infor-
mation on implementation, social accountability mecha-
nisms for PHC, adjustment to population health needs or 
adaptation to other contexts.

The evidence for the core PHC functions (first-contact 
access, continuity, comprehensiveness, coordination and 
person-centredness) was moderate-to-strong in LMIC. 
Comprehensiveness, access and person-centredness in 
particular had strong evidence of linkages to important 
improved outcomes. Coordination and continuity were 
less-studied, but still associated with moderate improve-
ments. Related domains in trust and provider compe-
tence clearly showed both the association with improved 
outcomes when both are high, as well as even stronger 
relationships to poor outcomes when both are low.

There were a number of topics that had a moderate 
evidence base that was often concentrated on a few 
specific service delivery topics or geographical areas. 
For instance, there is evidence that empanelment and 
multidisciplinary teams serve as a useful base on which to 
build PHC strategies and to attend to population health 
concerns in limited countries.24 34–39 Management appears 
to play an important role in mediating or improving 
facility outcomes, but there is little information available 
on how to measure it systematically or improve it.40 Moti-
vating providers through both explicit (ie, financial) and 
implicit ways appears to be important to maintaining and 
improving clinical outcomes. Additionally, in contexts 
lacking sufficient clinicians, the evidence shows that task 
shifting to community health workers or other health 
workers can provide increased patient access to care 
and increased coverage to effective interventions. Task 
shifting was shown to be most successful when supported 
by policies, training and proper integration of commu-
nity health workers into the existing workforce.34 41–43 
However, evidence is lacking on the best ways to use these 
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Table 3  Summary of the quantity of evidence and the 
trajectory of 14 PHC systems (2010 to 2017); red = low 
evidence (0 to 6 articles), yellow = moderate evidence (7 to 
13 articles), green = high evidence (14+ articles)

Country Evidence base
Trajectory of PHC 
system since 2010

Afghanistan Moderate – 12 Improving

Bolivia Low - 4 Indeterminate

Brazil High - 43 Improving

Costa Rica Low – 3 Stable to improving

Cuba Low – 1 Indeterminate

Gambia Low - 2 Indeterminate

Ghana High - 14 Improving

Iran Moderate - 11 Stable

Kerala Low - 2 Indeterminate

Liberia Low - 3 Stable to improving

Mexico Moderate - 10 Stable to improving

Niger Low - 3 Indeterminate

Sri Lanka Low - 5 Stable to improving

Thailand High - 15 Stable to improving

PHC, primary healthcare.

strategies in various LMIC contexts, and the extent to 
which task shifting can work for more complex condition 
or in people with multiple comorbidities.

We found the least volume of evidence on funds, infor-
mation systems and timeliness. For funds in particular - a 
topic defined as the availability, control and management 
of funds at the facility level - our search returned no arti-
cles.17 Very little information was available as well for how 
PHC systems can learn and innovate in a reliable manner, 
and better engage populations in their work. Much more 
research is also needed on patient safety in PHC settings 
in LMIC.

Country-specific findings
Our review of 14 countries in Kruk et al’s (2010) paper 
described progress in many of the reviewed countries 
(table 3). Of the nine countries with sufficient evidence, 
all had either stable or improving outcomes since 2010. 
Eight (57%) of the 14 countries reviewed were catego-
rised as ‘Low’ for the quantity of the evidence, with six 
of those eight having three or fewer articles published 
during the period of review. Five of those six were ulti-
mately categorised as an ‘Indeterminate’ trajectory given 
the dearth of evidence. Only three countries (21%) were 
qualified as ‘High’ quantity of evidence. It is notable 
that 33% of all country-specific articles focused on Brazil 
exclusively, which generates a disproportionately high 
amount of high-quality PHC evidence. No country previ-
ously identified had clearly worsening outcomes. The full 
summaries of the country update are in online supple-
mentary file 4.

Discussion
We conducted a scoping review of the recent literature 
on PHC in LMIC (2010 to 2017), based on the struc-
ture of the PHCPI conceptual framework. We profile 
207 articles in this review, which reveal a heterogeneous 
focus of the recent literature. We found a few thoroughly 
researched components of PHC particularly in the 
areas of PHC policy, payment and workforce - including 
provider competence and motivation. Other key PHC 
components--particularly population health manage-
ment, facility management and effectiveness and quality 
of service delivery--suffer from much smaller, less rigorous 
evidence bases.

From the substantial literature on PHC policies, 
financing, workforce, performance measurement and 
quality, we found that clear policies that promote more 
system focus and public spending on PHC are related to 
better outcomes and equity.22 24 44 These policies should 
focus on integrating care delivery with other policies 
that promote health at the community level. While no 
obviously better finance system exists for PHC, user 
fees are clearly detrimental to utilisation and access.29 45 
Furthermore, it appears that FFS alone is not associated 
with improved outcomes compared with other financing 
mechanisms. We also found that community-based 
PHC systems that engage populations (in both public 
and private sectors), proactively track and reach out to 
identified population and utilise well-managed multi-
disciplinary teams are often successful.36 46–48 A focus on 
motivating providers through both extrinsic and intrinsic 
mechanisms leads to better, less burned out providers 
and possibly to better outcomes.49 50 In particular, under-
standing and improving hybrid payment schemes for 
PHC, especially among private providers, is a major 
priority area for further research. Achieving key PHC 
functions like comprehensiveness, first contact access and 
person-centredness leads to improved outcomes from 
the patient perspective. Evidence suggests that provider 
competence and safety across most PHC systems in LMIC 
is poor, and major preclinical and ongoing training plans 
are needed to improve both technical quality and expe-
riential quality, especially in the areas of communication 
and trust.51–53

Major research gaps exist in understanding social 
accountability and innovation systems as they relate to 
PHC. More research is needed on optimising the use and 
deployment of effective information and quality manage-
ment systems on the frontlines of PHC delivery, as well 
as discerning the successful and timely flow of funds to 
both public and private providers within a system. Better 
understanding of how to measure and improve manage-
ment at the facility level is also critical, along with how 
that management can supervise and motivate multidisci-
plinary teams. In particular, given their centrality to PHC 
performance, future research may consider prioritisa-
tion of PHC policies that promote uptake of successful 
community-based PHC, as well as financing mechanisms 
that can adequately pay for them.

https://dx.doi.org/10.1136/bmjgh-2019-001551
https://dx.doi.org/10.1136/bmjgh-2019-001551
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Most of the 14 countries and regions identified previ-
ously as rapidly improving or high performing were 
found to either be stable or improving, though notably 
evidence is limited in understanding the trajectory of 
over a third of these countries. Since 2010, our review 
shows that there has been further progress in the scope 
of services, quality of services, access for marginalised 
populations and progressive health financing initiatives. 
In some of the higher-performing health systems such as 
Brazil, Ghana, Mexico, Sri Lanka and Iran, many recent 
challenges mirror higher income systems (eg, chronic 
care provision, effective empanelment, patient satis-
faction scores, epidemiological transition and ageing 
populations).

As more countries seek to create and improve PHC 
systems, they should implement interventions and poli-
cies in ways that allow for rigorous measurement. Such 
programme evaluation can help guide countries’ imple-
mentations, particularly if they commit to a staged rollout. 
Understanding what specific strategies and tradeoffs work 
in each country’s context to successfully implement and 
sustain PHC systems on a small scale first can help those 
countries scale up their PHC systems more effectively 
and efficiently. Moreover, while sharing lessons learnt 
between countries is a worthwhile endeavour, publishing 
rigorous data as well as qualitative information will allow 
us to draw useful conclusions about successful (and 
unsuccessful) strategies across multiple, varying contexts.

While some areas of PHC still lack health systems and 
implementation research, we found that many of the 
components of the PHCPI conceptual framework already 
have at least a moderate amount of recent evidence on 
fundamental questions. The renewed interest in PHC 
through both the Astana Declaration, multilateral efforts 
such as PHCPI and a realignment of donor funding away 
from vertical programme creates an urgent need for 
prioritised research around implementation, adaptation 
and sustainability of PHC.8 19

Limitations
With a topic as broad as PHC, conducting a compre-
hensive literature search is impracticable, if not impos-
sible. Despite our best efforts, we have inevitably missed 
relevant evidence, particularly due to the limits of our 
searches (eg, PubMed, English-language). Because we 
were interested in PHC as systems of care, we excluded 
articles focusing only on vertical, disease-specific topics 
that often relate or intersect with PHC. However, due to 
the prevalence of vertical funding and reporting struc-
tures in global health--particularly in sub-Saharan Afri-
ca--those excluded articles likely contained evidence 
relevant to PHC systems that we were thus unable to 
consider. Specifically, articles on vertical maternal and 
child health programmes likely included relevant infor-
mation that we excluded due to the focus of the articles. 
Our exclusion of articles about smaller pilots or locali-
ties may have caused us to miss important descriptions 
of local reforms. Additionally, while many elements of a 

health system have implications for PHC, we intentionally 
limited our searches by using the terms ‘primary health-
care’ or ‘primary care’, which may have led to the exclu-
sion of literature addressing broader systemic topics such 
as governance, district health system oversight and insur-
ance mechanisms that did not explicitly link to PHC. We 
also did not include grey literature in our search strategy 
due to time and scope constraints.

Although some grey literature was identified through 
bibliographical reviews, there is a substantial knowl-
edge base outside of the peer-reviewed literature that 
was therefore not encompassed in this scoping review. 
Additionally, evidence from countries with complex 
and multilayered PHC policies and investments such as 
Ethiopia, Nigeria, South Africa and India is somewhat 
limited. Many of these large countries exist in a federal 
model for which regional or state-based research might 
have been missed. We limited our countries of focus to 
those that were identified in a previous review which has 
biased our regional representation and limited our ability 
to make conclusions about the geographical spread of 
the evidence. Finally, with such an expansive literature, 
sensemaking necessarily results in occasional overgener-
alisations and simplifications.

Conclusion
The literature on PHC in LMIC between 2010 and 2017 
contains strong evidence on some of the important aspects 
of PHC systems, especially issues of financing and poli-
cies, workforce and core PHC functions. It contains less 
evidence on other PHC-system components, including 
population health management, facility management, 
safety and improving service-delivery quality. However, 
even where there is evidence for successful strategies for 
building PHC systems (eg, empanelment, facility manage-
ment), there is still a glaring lack of evidence about the 
best ways to adapt, implement and sustain those strategies 
across various contexts. With the resurgence of interest 
in PHC in recent years, countries have an opportunity 
to design their implementation and scaling up of PHC 
to incorporate rigorous measurement and evaluation, 
which will improve the quality of these PHC interventions 
and offer further evidence for research work. Building a 
prioritised research agenda off these recent findings is 
an important next step toward catalysing these neces-
sary improvements within and across LMICs to address 
current and emerging challenges.
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