Editorials

Strengthening primary
care:
addressing the disparity between
vertical and horizontal investment
Recently we have seen an unprecedented
increase of financial support to improve
health care in developing countries
estimated at 26% between 1997 and
2002, from $6.4 billion to $8.1 billion.1
While the magnitude of such an
investment is a positive development, the
vast majority of aid has been allocated
towards disease-specific projects (termed
‘vertical programming’) rather than
towards more broad-based improvements
in population health, such as preventive
measures, primary care services, and
health workforce development (termed
‘horizontal programming’).
For instance, the initiatives of the Bill and
Melinda Gates and Clinton Foundations
usually focus on specific communicable
diseases: 60% address ‘big diseases’
(HIV/AIDS, malaria, and tuberculosis).
Rwanda, for example, with an HIV
prevalence rate of 3.1%2 and an annual
health budget of $37 million,3 received $187
million since 2003 exclusively for HIV/AIDS.

ALMA ATA, HORIZONTAL AND
VERTICAL PROGRAMMES
Thirty years ago, in 1978, the Alma-Ata
Declaration pointed to the importance of
community-oriented comprehensive primary
health care for all nations. Improving health
required changes in economic, social, and
political structures, in addition to access to
health care. In this comprehensive or
‘horizontal’ healthcare concept, health care
is also a basic human right that requires
community participation.
Some have argued that the Alma-Ata
concepts were unattainable because of the
costs and numbers of trained personnel
required. From this perspective, a selective
disease-oriented approach could address
the greatest disease burden in the
community in less developed countries.4
The
two
positions
differ
both
philosophically and practically. The selective

method is based on a short-term outlook
that solves a given health problem
(HIV/AIDS) through the application of
specific measures. Comprehensive primary
health care is carried out through a longterm process that seeks to tackle the overall
health problems through the creation of an
accessible
permanent
institutional
infrastructure for ‘general health services’.
The AIDS epidemic of the late 1970s and
early 1980s generated a strong impetus to
develop vertical programmes. This selective
strategy has been supported by the World
Bank, UNICEF, and Centres for Disease
Control and Prevention.5

EFFECTIVENESS OF VERTICAL
PROGRAMMES
An overview of the literature revealed that,
despite the large sums invested, vertical
programmes (on HIV/AIDS, malaria, and
tuberculosis) performed poorly.6 For
example, despite a tenfold increase in
external financing for tuberculosis control in
low-income countries over the last decade,
only 27% of active pulmonary tuberculosis
patients have access to the direct
observation of treatment strategy.7 By mid
2004, less than 5% of AIDS patients in subSaharan Africa were receiving treatment
compared to over 50% in the Americas.8
This marks the failure of vertical
programming to meet its main objective: a
better coverage of those with the highest
needs. While acute respiratory infections
represent 26% of the total burden of
communicable diseases in the developing
world, less than 2.5% of direct funding is
allocated to them. AIDS, constituting 31%
of the burden, receives 46% of all direct
donor funds.9 Vertical disease-oriented
programmes, in their single-minded focus,
largely ignore patients’ needs for access to
broader healthcare services.10
In addition, vertical programmes create
duplication, whereby each disease control
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programme requires its own bureaucracy,
leads to inefficient facility utilisation by
recipients, and may lead to gaps in care
especially in patients with multiple comorbidities. Moreover, vertical programmes
that are funded externally undermine
government capacity by reducing the
responsibility of the state to improve health
care through its own services.
Well-financed vertical programmes
funded by international donors have
‘diverted’ skilled local health personnel
away from the local (primary) healthcare
system. In Ethiopia, for example, to
implement the Global Fund proposal, local
medical staff were hired on consultancy
contracts at triple the public sector salaries.
As a result, the health sector became
vertically organised, with staff moving from
one section to the next, jeopardising
access to overall health services and
raising deep concerns regarding equity.11
This type of internal ‘brain drain’ has
devastating consequences and undermines
critical primary healthcare services.

EFFECTIVENESS OF
HORIZONTAL PROGRAMMES
Horizontal programming has been
addressed in studies of ‘effectiveness of
primary care’. The stronger a country’s
primary healthcare system, the higher the
system’s quality and cost-effectiveness and
the greater its impact on health.12 Where
income disparities are widest (most
developing countries), the positive impact
of primary care in redressing health
disparities is greatest.13
The World Health Report 2006 states that
adequate treatment of chronic diseases
requires a shift towards community-based
and patient-centred paradigms of care,14
which are components of the horizontal
approach. Community-based primary
health care is, with family medicine and
primary care nursing as the clinical
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disciplines, a cost-effective way to
contribute to this shift. An analysis of
preventable deaths in children concluded
that in the 42 countries accounting for
90% of child deaths worldwide, 63%
could have been prevented by full
implementation of primary care where
the common problems of diarrhoea,
pneumonia, measles, malaria, HIV/AIDS,
preterm delivery, neonatal tetanus, and
neonatal sepsis could be addressed in
one, integrated clinical setting.15

TOWARDS SUSTAINABLE
HEALTH CARE
Currently, under-funded primary healthcare
providers and clinics in developing
countries have scarce resources to build
systems that respond to the needs of
patients and communities. There is a need
for integration of vertical programmes into
local health facilities to achieve sustainable
disease control.16
Integrating curative and preventive care in
particular has merits, such as the potential
to detect a patient with tuberculosis among
those coughing, or offering vaccination to
patients with whom the primary care
practitioner has established a relationship.
Integration overcomes vertical programmes’
narrow focus on only a fraction of the care
needed. A ‘code of best practice for disease
control programmes to avoid damaging
healthcare
services
in
developing
countries’10 integrates disease control
activities in health centres, which offer
patient-centred care.

RECOMMENDATION: ‘15 BY 2015’
There is a need for a new global strategy to
achieve a synergy among person- and
community-focused and disease-focused
approaches. To achieve this, the World
Organisation of Family Doctors (Wonca) in
collaboration with Global Health through
Education, Training and Service (GHETS),
with The Network: Towards Unity for Health,
(The Network: TUFH), and the European
Forum for Primary Care (EFPC), call upon
the new International Health Partnership
and upon funding organisations, such as the
Global Fund, the World Bank, the Bill and
Melinda Gates Foundation, and the World
Health Organization, to assign primary
health care a pivotal role in the provision of
their activities and to support its
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development in a systematic way.
To launch the debate, we propose that by
2015, 15% of the budgets of vertical
disease-oriented programmes be invested
in strengthening well-coordinated, integrated
local primary healthcare systems and that
this percentage would increase over time.
Such an investment would improve
developing nations’ capacity to address the
majority of health problems through a
generic, well-structured, comprehensive
primary care system. The time is right and
movement in this direction is beginning to
take place.
Now that there are unprecedented
investments in world health, an increased
investment in horizontal care will enable
local communities, districts, provinces, and
countries to build sustainable, costeffective primary healthcare systems which
will accelerate the achievement of equity
and improved health. We believe that the
‘15 by 2015’ campaign could act as a
vehicle to reach this goal.
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