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1.  General primary care (GPC): definition & scope
· Primary care and community-based services/programmes are both central elements of the PHC approach

[evolved from key experiences / ‘experiments’ (eg Narangwal, community-oriented primary care) to broad-based introduction following Alma Ata conference (1978) and WHO advocacy]

· GPC constitutes (a) the first point of patient contact and (b) service outreach to communities, focusing on preventive/promotive strategies (incl community mobilisation) and home-based care. It may involve medical, nursing and other categories of health professional as well as community-level or traditional health workers 

· Critically, GPC is located at a number of key interfaces:  the ambulatory care interface with hospital services; the individual care and population health interface; the interface between clinical services and community health, nutrition and family planning programmes; and the interface that connects curative and rehabilitative care with prevention and promotion

· GPC the subject of evolving (sometimes contested) concepts and practice through the 1980s & 1990s:

· service organisation: vertical vs horizontal PHC – also referred to as selective vs comprehensive PHC (ie a ‘selective’ focus on priority diseases vs more ‘comprehensive’ strengthening of health systems)

· content of services: provision of essential/minimum ‘packages’ of care

· paying for services: cost-effectiveness and affordability 

· quality of services provided

· ‘service equity’: addressing coverage of services, targeting of vulnerable and/or poorest groups, and barriers to access.

2.  Organisation of general primary care services
· GPC a major feature of publicly financed services provided by the public sector; however private sector may also make major contribution to first-level service provision

· Decentralisation and GPC:

· intended benefits (for patients and communities through provision of context-appropriate services of steadily improving quality)

· strengthened local-level responsibility and accountability, with growing authority over cost centres (district health management teams)

· enhanced support systems (management support, financial management, drug supply etc)

· GPC and referral system: incentives to use community-based (non-hospital) facilities and services; mutually supportive relationship to district (first referral) hospital

Note: Section requires appraisal of efforts to enhance cost-recovery (value of costs recovered thus off-setting costs of service delivery; also economic burden imposed on households and illness/productivity costs of this). 

Section needs examples. 

Should include critique: that support to, and performance of, decentralised, PHC-oriented health systems has fallen below expectations. 
3.  Interventions: GPC and the delivery of health services
· Setting population health / clinical care priorities: 

· based on local burden of disease and risk factors

· responsive to high-risk/vulnerable groups 

· addressing equity in service provision

Hence critical need for a local evidence base on existing (and changing) disease burden, impact of services, and costs where appropriate

· Content of interventions: experience to-date

· establishing the components of primary care and community-based services

· appraising experience with minimum/essential ‘packages’ of interventions: strengths and limitations/constraints

· Fitting interventions to the health system

Establishing combinations or clusters of interventions that target conditions/risk factors affecting key groups – eg children, women, adults; and are suited to local socio-economic contexts

eg: Integrated management of childhood illness (IMCI); Womens’ health, maternal and reproductive health; TB, HIV/AIDS and sexually transmitted infections; Malaria; Stroke and cardiovascular disease; Mental illness and substance abuse 

· Modes of delivery:

· hierarchy of facilities/service levels in the public sector: what is/can be delivered at each level (recognising that this is not static ie diagnostic and technological innovation can change the level at which interventions are delivered; while great potential to move care ‘up-stream’ to the primary level exists, if services are ineffective, downstream momentum to hospital level largely unavoidable) 

· public or private provision – distinguishing features

· public-private combinations

· Human resources – requirements for effective implementation and sustaining of GPC. Includes: categories/mix of health workers, key skills/competencies, health teams, worker motivation, supervision and support, payment/incentives and career paths; also contracting and other public-private partnerships.
 (reference HR chapter)

4.  GPC interventions: Impact and costs

· Effectiveness of interventions / intervention clusters: evidence and experience to-date:

· health impacts (& burden averted) by target groups

· non-health impacts (such as school performance, absenteeism, household productivity and economic security)

· serving equity goals (health & non-health) 

Important to identify routine interventions that are cost-ineffective and should be discontinued

· Costing the provision of key interventions and, especially, intervention clusters; costing the provision of a ‘general primary care’ package of interventions/services 

· Services contracted to private providers: costs, quality and impact

· Effectiveness/impact when broad-based community programmes are combined with targeted interventions

Based on available evidence for c/e of interventions; should  involve scenarios relating to middle/low income settings and varying levels of management/institutional capacity
· Comment on major blocks to cost-effectively delivering GPC ie successful service delivery – “what works and what does not?” 

Issues in estimating cost-effectiveness of GPC:

· Few studies of clustered intervention studies

· Rapidly changing burden of disease / risk factors

· Comprehensive care potentially greater than sum of parts; potential ‘scale’ benefits to both ‘supply’ side (services provision) and ‘demand’ (patient and community) 

· Collateral need for well-functioning referral systems, supply & distribution networks, clinical/managerial support

· Differing local contexts (culture, traditional medicine, history of health system development, private sector role etc) affects comparability of studies.

5.  Cost-effective GPC: Scaling up and rolling out
· Important to take account of constraining factors – such as financial resources and equipment, capacity and experience, HIV/AIDS

· Health system issues

· ‘demand’ side: devise strategies to promote positive health and health seeking behaviours; enhanced support for community-level preventive/promotive efforts; encourage community-based (non-hospital) care

· ‘supply’ side: strengthen local staff capacity: establish key skill-sets, ongoing improvement of service quality; reinforced through meaningful ‘step-ups’ in care, effective gate-keeper function, enhanced management and support 

· strengthen local capacity for service monitoring and programme evaluation 

· realistic understanding (and mobilising) of required financial resources

· address private sector role and contributions.

6.  Current and future challenges 
A. Competence of health human resources including capacity for innovation. Effective development and application of clinical management guidelines, ‘best practice’ protocols etc (includes their adaptation and evaluation). 

B. Resource allocation

· absolute/relative allocations to GPC (according to scenarios as above)
· trade-offs: primary vs secondary vs tertiary care levels

· enhancing health equity.

C. Adapting GPC to fast-evolving health transitions that result in persisting infectious/nutrition/reproductive problems co-existing with emerging non-communicable disease and accidents/injuries (incl domestic violence); acute care and maternal focus of primary care systems will have to adjust to accommodate need for long-term chronic care.

D. Effective support for and networking to enhance community and home-based care (HIV/AIDS, DOTS for TB, malaria, stroke rehabilitation)  

E. Introduction of anti-retroviral therapy (ARV); this could be a lever for strengthening general primary care – contributing, in particular, to chronic/long-term care and strengthening of drug supply system.  

F. Evolving services: expanding private sector; range of possible public-private partnerships. 

G. Exploiting IT potential where appropriate.

7.  R&D Agenda
Derived from above. 

Key issue – in era of health transitions – is experimental evaluation of different models/approaches to health services/systems development. Operationally should endeavour to design system interventions/evaluations with government/health ministry as part of strategy to maximise ‘success’ in scaling up.

Take home message:

Effective general primary care – that responds to the rapid health transitions underway in all socio-economic contexts – offers the potential for major health (and hence development) gains that provide good value for money and are equity enhancing.
