Innovation in Primary Healthcare in the Twenty-first Century
Abstract

COVID-19 once again has shown the world the importance of an urgent need for revitalising the
health system based on a strong primary healthcare foundation. It is clear that without a
community-based grassroots level care delivery system, Test, Trace and Isolation may not be an
effective operational possibility. Politics of health with consequent austerity programme and
dependence on secondary hospital care—based system has proved to be ineffective and costly in
meeting the changing demands for healthcare of the population—demographic and epidemiological
transition with the increasing burden of chronic care; unfinished agenda of Millennium Development
Goals (MDGs) and the new challenge of achieving Sustainable Development Gaos (SDGs), including
Universal Health Care; improving quality along with access to care; and addressing the existing
inequity in healthcare service, politicians and public health leaders must realise and invest in people-
centred, need-based primary healthcare. Significant and sustained productivity gains can be made
through various innovations that can change how quality services are delivered and reduce inequity.
In order for primary healthcare to become fit for purpose, it must improve its allocative, technical
and service delivery efficiencies; effectiveness and responsiveness of care; access, quality and equity
of care; and have an inbuilt monitoring and accountability framework. The system must create a
conducive political, social and service delivery environment for innovations. Today, developing
countries, as well as developed countries, are all strengthening their primary healthcare system
through various innovations to maximise the use of scarce resources to reach all people who need
care and minimising cost, wastage and inefficiencies.

Introduction

COVID-19 did not spread to Bangladesh, India or Pakistan and many other countries through their
vast porous lands but flew into its airports mostly from Europe and/or America, the Middle East and
China. With a health system approach of Test, Trace and Isolation strategy, most of these countries
like Taiwan, South Korea, Singapore and Sweden could have contained the community transmission
and prevent devastating impacts on human sufferings from the disease and consequent economic
hardships without total national lockdown. Pakistan (The Guardian Weekly, 2020), using the vast
number of polio-related community health workers and the state of Himachal Pradesh of India
(Narin, 2020) using communitybased Accredited Social Health Activists (ASHA) health workers
managed remarkably well to contain the virus spreading the disease further and reduced the need
for expensive hospital cares. Although, initially, the testing was dependent on sophisticated
technology, today, a test can be carried out by grassroots healthcare providers. Recently, Greece's
field-based workers, while carrying out testing of stranded refugee population at a Greek Island,
have shown that a vast number of testing was possible with the availability of the test results within
30 min. Tracing, Isolation as well as community awareness and building community confidence and
support depend on having an efficient and trusted grassroots organisation or system. With new
innovations in technology and with widespread mobile phone and digital connectivity, in the twenty-
first century, these tasks have become considerably easier in realising the potential of primary
healthcare. COVID-19 has shown the world that the health system in most of the countries in the
world, even in rich countries, were not fit to manage the crisis appropriately. The health system in
most of the countries today faces significant challenges because of lack of leadership, decade-long
austerity programmes and overdependence on secondary hospital-based care. The politicians failed
to heed to the growing challenges of the aging population; climate change and its impact on health;



epidemiological transition from communicable diseases to non-communicable diseases (NCDs);
growing new and emerging disease crisis; unfinished agenda of maternal, child, adolescent and
reproductive healthcare needs, changing high expectations of population; and rising health
expenditure to address more complex healthcare needs. Therefore, with growing fiscal pressure and
competing priorities, they find it difficult to allocate adequate and additional resources to the health
system let alone for a people-oriented responsive health system. COVID-19 also exposed the wide
inequities in access to healthcare services. Unfortunately, in Europe and America, poor and
marginalised populations have paid the highest price in relation to the diseases, deaths and
economic hardships (Primary Care Development Corporation, 2020; Public Health England, 2020;
Rimmer, 2020; Trivedy et al., 2020).Politics of health (Oliver, 2006), and blanching between health
and economy, played a major role in the failure to stop the community transmission of COVID-19,
causing a huge surge in demand for the treatment of the acutely ill patients. Lack of investment in
preventive care, including routine immunisation programmes and managing chronic patients, made
it much harder with soaring excess deaths during this period of the COVID-19 crisis. Today, in the
twenty-first century, most of the diseases are either determined or caused by behavioural,
metabolic or environmental factors (GBD 2015 Risk Factors Collaborators, 2016) and therefore need
a preventive and comprehensive care system. As the first point of contact that is expected to
address the majority of health needs, strong primary healthcare has the potential to improve health
outcomes for people across socio-economic levels and reduce unnecessary use of more expensive
specialised services. Primary healthcare can save lives and money while offering a level playing field
to achieve more equal access to healthcare. Such positive outcomes will materialise when primary
healthcare is a primary source of care that addresses the majority of patients’ needs, knows their
medical history and helps them to coordinate care with other health services as needed. Evidence
shows that better, more accessible primary healthcare results in lower rates of hospitalisations and
emergency department use (Huntley et al., 2014; Kirkland et al., 2018; Rosano et al., 2013; van
Loenen et al., 2014; Wolters et al., 2017).Primary healthcare can prevent unnecessary procedures
and lower the need for the use of costly and scarce facilities, like emergency rooms and hospitals.
Robust primary healthcare can delay the onset of chronic diseases and reduce mortality rates. Its
role in prevention, from encouraging people to adopt a healthy lifestyle, such as wearing a mask,
maintaining social distancing, stopping smoking, using a seat belt to early detection of hypertension,
diabetes, breast and colon cancer, is critical to people’s lives. Quality primary healthcare is linked to
higher patient satisfaction and seeking care early. The increased recognition of the primacy of strong
primary healthcare is not new. Today more than ever it is realised a strengthened primary
healthcare systems have the potential to improve health outcomes across socioeconomic levels, to
make health systems more people-centred, and to improve health system efficiency in the twenty-
first century (Macinko et al., 2009) and overall come out of devastating consequences of COVID-19-
health outcomes and economy combined.

Twenty-First Century’s Challenges for Primary Healthcare
Demographic and Epidemiological

In the twenty-first century, the world has faced unprecedented demographic and epidemiological
challenges. The world population is aging, and it is facing new and emerging diseases, transiting from
communicable diseases to NCDs. Maternal, newborn, child, adolescent and reproductive health have
still remained an unfinished agenda. Globally, mortality rates have decreased across all age groups
over the past five decades, with the largest improvements observed among children younger than 5
years. In 2005, 19% of all deaths were among children, and 53% were among people aged 60 years



and older (De Maeseneer et al., 2008). The World Health Organization (WHO) estimated in 2016,
NCDs were responsible for 41 million of the world’s 57 million deaths (71%). A total of 15 million of
these deaths were premature (30-70 years) (WHO, 2020). A similar trend has occurred in Africa
despite the HIV/AIDS pandemic and poor socio-economic circumstances. Encouragingly, the number
of deaths from HIV/AIDS fell from 3.9 million in 2001 to 1.1 million in 2018 (UNAIDS, 2020). There
are wide differences in healthy life expectancy across the world. Global life expectancy at birth in
2016 was 72 years (74.2 years for females and 69.8 years for males), ranging from 61.2 years in the
WHO African Region to 77.5 years in the WHO European Region (WHO, 2020). In almost all parts of
the world, women live longer than men. Despite this demographic transition, the health system
needs of women in less developed settings remain largely confined to reproductive matters,
particularly maternal health and access to contraception. Significant progress has been made in
reducing the disease burden due to tuberculosis (TB) and malaria, but because of disruptions of
delivery of services due to COVID-19, the world might see a rise. More worrying indicators point to
the fact that many countries in South Asia, Southeast Asia and sub-Saharan Africa have lagged
behind in achieving at least some of the Millennium Development Goals (The International Bank for
Reconstruction and Development & The World Bank, 2006) (MDGs), while many countries will
struggle in achieving SDGs, particularly Universal Health Coverage Goals.

Scientific and Technological

Scientific and technological innovations bring the prospects of new prevention, care, reorganisation
of services and the overall system management possibilities. New evidence and scientific knowledge
about diseases are likely to have an enormous influence on healthcare, especially in terms of
diagnosis, management and prognosis. Since the early years of the twenty-first century, we have
witnessed remarkable technological progress with the rapid development of less costly diagnostics
and treatment, and fast and portable computing devices. Simultaneously, broadband and satellite
technologies have helped in global connectivity with an increasing number of ‘connected users’ for
information sharing (GSMA, 2019; ITU Statistic, 2020). Today, globally, millions of people even in the
most remote areas of Africa and Asia have access to mobile and web-based information and
communication technology. This has created opportunities for the point-of-care decision-making,
better continuity of care and more effective communication between people, organisations and
sectors. Availability of simple, low-tech and less costly, but most accurate, point of care, and near-
patient testing facilities have made it possible for timely and cost-effective diagnosis and care. New
drug treatments have emerged, changing the old approach of expensive hospital-based disease
management. Healthcare delivery has become more consistent, effective and cost-effective because
of widespread evidence-based algorithmic disease management protocols. But while these
developments offer many opportunities for improving health outcomes, the question politicians and
public health leaders need to address is what innovative approaches need to be in place to translate
these market-driven developments into needs-driven operation possibilities in developing countries,
making universal healthcare a possibility.

Cultural and Ecological

Today, politicians play a major role in public health decision-making, balancing between economy
and survival (Greenhalgh, 2004; Oliver, 2006).Today, patients act increasingly as ‘consumers’
(Navarro et al., 2006).This has consequences for the expectations and demands at the point of
service delivery. Profit rather than health benefit has become more important, causing increasing
medicalisation of daily life both in developed and developing countries, and the cost of medical



services has soared beyond fiscal space. Due to the widening gap between the rich and poor, and a
growing concentration of wealth among the fortunate few, there is a shift in the power of decision-
making to the top of the income distribution. According to the National Health Account, in Namibia,
45% of the health budget was used by 18% of the wealthy population (Namibia Ministry of Health
and Social Services, 2017). Today, behavioural, metabolic and environmental factors play a major
role in shaping the disease burden. Ecological (food safety, climate change, water, sanitation and air
pollution), socio-economic and individual lifestyle risks are a major concern, today. Poverty and
unemployment have made access to healthcare services difficult and far more catastrophic health
expenditures, worsening poverty (Agregbeshola & Khan, 2018). People living in urban areas,
particularly, the slum population, are living without healthcare and social support to cope with
diseases.

Globalisation

Globalisation and change in economic policy has enabled low- and middle-income countries,
participate in the global economy; when comparing the period from 1960 to 1980 with the rapidly
globalising period from 1980 to 2000, growth in per capita gross domestic product (GDP) has not
increased rapidly; rather, it has slowed down (Gurgul & Lach, 2014). COVID-19 will further
deteriorate economic growth consequently slowing the progress in both health and educational
outcomes (Cornea, 2001; Weisbrot et al., 2004). For decades, Zambian health budget depended on
foreign assistance, and about 60% was provided through foreign development assistance (PwC,
2019). Internal and external migrations due to conflicts, war and natural disasters have increased,
causing difficulties in providing health services to these populations by national authorities and host
countries. SARS, MERS and now COVID-19 have once again shown that the globalised world needs a
coordinated global action and ‘preparedness’, focusing on the prevention and/or the rapid and
appropriate response to disease outbreaks and disasters.

Twenty-first-century Primary Healthcare Needs to be Innovative

In order for healthcare systems to remain relevant, effective and responsive to changing population
health needs, the health system needs to be innovative and flexible and needs to adapt and modify
behaviour, practices, priorities and policies to reflect new knowledge and insights. Countries must
have processes, organisations and a culture for change in place in order to make innovation possible.
A vision for primary healthcare in the twenty-first century towards achieving universal health
coverage and the Sustainable Development Goals (SDGs) provides the rationale for and foundation
to release the potential of primary healthcare, with its continued political and economic focus on the
right to integrated, quality, personal and population-level primary care. We need to take into
account that health, as a multi-sectoral social and economic construct, which is dependent on many
sectors and on community engagement and empowerment with respect to health services, is a must
(OECD, 2020). The Robert Wood Foundation in 1996 stated ‘Health care today is characterized by
more to know, more to manage, more to watch, more to do, and more people involved in doing it
than at any time in the nation’s history. Our current methods of organizing and delivering care are
unable to meet the expectations of patients and their families because the science and technologies
involved in health care—the knowledge, skills, care interventions, devices, and drugs—have
advanced more rapidly than our ability to deliver them safely, effectively, and efficiently’ (The
Robert Wood Johnson Foundation, 1996). Primary healthcare innovation must ensure all citizens
have lifelong, affordable access to quality healthcare. In realising the primary healthcare potential, a
truly transformational, innovative and creative approach through making necessary changes by
adjusting policies for a patient-oriented, need-based and provider-friendly healthcare system would
be needed. Transformation, innovation and creativity need to address: (a) improving allocative,



technical and service delivery efficiencies; (b) improve the effectiveness and responsiveness of care;
(c) improving access and equity of care; (d) improve monitoring and accountability (Bourgueil et al.,
2012; Buerhaus, 2018; Mousques, 2011; Ranjan et al., 2015; Schéfer et al., 2016; Shipman & Sinsky,
2013). Innovation can be defined as ‘the design, invention, development, and/or implementation of
new or altered products, services, processes, systems, organizational structures, or business models
for the purpose of creating new value for customers along with financial feasibility’. More
comprehensively, innovation represents the implementation of new or significantly improved
products, services or processes. It can also imply new organisational models, methods of service
delivery, ways of relating to customers and approaches to marketing (Deloitte, 2014; Fairall et al.,
2015; Haughom, 2014). Driven by the compelling needs of an increasing number of people seeking
healthcare services and the ever-increasing cost of providing healthcare services, a number of
developing and developed countries have emerged as nerve centres for responsive, quality and
economical healthcare innovations. The drivers of innovations are many in the emerging markets. In
order to face the unique and sensitive developmental challenges and to drive innovation, these
countries adopted need-based indigenous solutions and perspectives.

There may be three possible responses to address the health challenges of the twenty-first century:
increasing health funding (increasing inputs), rationing health services (restricting outputs) or
increasing productivity through innovation (doing things differently and more efficiently with what
one has) (More, 2019).Fiscal constraints (austerity programmes), competing demands, and increased
population awareness and expectations, neither more funding nor restriction of services may be a
popular or first choice for politicians. Therefore, countries need to be innovative in providing quality
healthcare services with what they have. Significant and sustained productivity gains can be made
through management models and innovations that change how services are delivered. It is observed
that while innovative activity might be relatively easy to define, it is notoriously difficult to measure.
However, measuring diffusion of innovative measures in the state sector is often relatively
straightforward (compared to the private sector), given the greater ability to directly observe
activities or outputs (Nolan, 2018). In many countries, globally, innovation in healthcare has been
characterised in short term as the ‘introduction of a new concept, idea, service, process, or product
aimed at improving access to availability and affordability of (government and people) treatment,
diagnosis, education, outreach, prevention, and research. The long-term goals of these innovations
are aimed at improving quality, safety, outcomes, efficiency, and costs’ (Omachonu & Einspruch,
2010). This has involved looking at whether the authorising environment is conducive to innovation,
what innovations (particularly new service models) have emerged, whether and how new service
models have diffused across the sector and what impact they may have had on improving outcomes,
quality, efficiency and costs.

Some Innovative Primary Healthcare Approaches
New Zealand

In order to meet high demand, provide significant and sustained care services, New Zealand
introduced a process of innovation to change how services are delivered. A not-for-profit ‘Primary
Health Care Organization (PHO)’ was set up as the local delivery structure under the Primary Health
Care Strategy in New Zealand (More, 2019). The Primary Health Care Strategy has encouraged the
development of several different models of care and a range of service innovations such as online
and telephone services, integrated or team-based work, new and expanded health workforce roles,
coaching and self-management, group consultations and changes to business organisation and
processes (Pullon et al., 2009). This process required the organisation to provide a set of essential
primary healthcare services to an enrolled population. This was funded by the government through



district health boards (DHBs). This entailed a shift in government funding from fee-for-service
payments (per patient per consultation) to capitation funding (a flat rate per head of enrolled
population, weighted by age and gender). Each patient still needed to pay co-payments (the fee that
patients pay each time they use a medical service), but to cap increase in payment, co-payment was
decided by the boards. Three different models were adopted by different districts: (a) a low fee
(with higher capitation), walk-in visits and accessible hours Nevada Health service delivery model.
Nevada health and its subsidiaries are corporate pro-profit businesses; (b) do ‘whatever it takes’
acute demand funded by the board to reduce visit to the emergency department or admission to
hospital. This model was supported with a comprehensive IT support; (c) transforming Health Care
Homes by a multidisciplinary team-based model/practice to better manage the mix of acute, routine
and preventive treatments by changing the input mix (e.g., staff time, practitioner tools and business
activities) to ensure the right mix of staff to focus more on proactive and preventive care and on
patients with more complex needs. The Health Care Home model was adopted by Pinnacle Midlands
Health Network PHO, from a model used by Group Health in the USA. It first began operating in
three practices in Hamilton in 2011, and it is now being implemented in more than 128 general
practices across New Zealand. Although that seems like a fairly rapid rate of expansion, the first 3—4
years saw the establishment of relatively few new Health Care Home (HCH) practices, and most of
this expansion has occurred after the New Zealand Health Care Home Collaborative was established
in 2016. Since then, the expansion of the model has been quite rapid.

Bangladesh

Bangladesh has an estimated population of 165 million people. Although the urban population has
rapidly grown, reaching around 36.6% in 2018, the rural population still remains the largest
population group in the country. Currently, one-third of the urban population is thought to live in
slum settlements and comprise the bulk of the lowest two wealth quintiles. Bangladesh’s
government is thus faced with the challenges of providing healthcare services to the vast rural and
growing urban populations. In Bangladesh, the Ministry of Health and Family Welfare (MoH&FW, or
MoH) is responsible for health policy formulation, regulation and administration, as well as the
provision of secondary and tertiary healthcare at the national level and primary healthcare (PHC) in
rural areas. However, preventive and PHC provision in urban areas is the responsibility of
municipalities and City Corporations (CC), referred to as local government institutions (LGls), which
fall under the Ministry of Local Government, Rural Development and Cooperatives (MoLGRD&Co, or
MoLG). The lack of capacity of local government to provide healthcare to increasing urban
population, particularly those living in slums effectively has become apparent. The vast rural
population demand for health also could not be met with subdistrict and union-level healthcare
facilities. Therefore, Bangladesh needed different innovative approaches. Urban Primary Healthcare:
In 1998, the MolG, with the assistance of the Asian Development Bank (ADB) and other donors,
launched the Urban Primary Healthcare Project to contract out to nongovernmental organisations
(NGOs) the provision of free PHC services for the urban poor (Islam et al., 2018). The project is
managed by a Project Management Unit (PMU) within the Ministry, which provides technical,
administrative and logistical leadership for project implementation. Over the three phases, project
coverage expanded from four large urban centres with a total catchment population of about nine
million to 13 urban centres, including smaller municipalities and a 10 million catchment population
with a free comprehensive healthcare package today. Community Clinic: Bangladesh has established
more than 13,000 community clinics (CCs) to provide primary healthcare with a plan of each
covering a population of around 6,000 and within less than 30-min walking distance throughout the
country (Riaz et al., 2020). People of the catchment area provided the land and participate in the
management process. This public and community partnership provided opportunities in healthcare



delivery and helped in offering healthcare services right at the doorstep of people living in rural
areas. The availability of basic healthcare services at their doorstep and referrals of complicated
cases to the higher-level facilities have been possible due to the establishment of these grassroots-
level health facilities.

India

India with its 1.4 billion population and the majority living in rural areas with increasing urbanisation
(34% in 2017) faces a double burden of infectious and increasing NCDs plus unfinished agenda
ofburden of maternal, newborn and child health. Poor sections of the population in rural and urban
areas, particularly, the slum populations, suffer the most because of their lack of ability to access
healthcare (Lait et al., 2017). However, in India, healthcare provision and delivery are the
responsibility of states (India has 28 states and 8 union territories). In 2016, the publication of India’s
burden of disease, low health access and quality (HAQ) index and more than 60 million Indians
pushed into poverty because of catastrophic out-of-pocket medical expenses have justified urgent
action towards universal healthcare access, particularly by its vast poor sections of the population.
The prime minister of India initiated and started a bold initiative called Ayushman Bharat Yojana,
with a plan to provide free care to 100 million poor households or 500 million people identified
according to the Socio-Economic and Caste Census 2011 (Pareek, 2018; The Economic Times, 2019 ;
Zodpey & Farooqui, 2018). The initiative includes without any prejudgement of family size, age or
gender, or previous medical conditions, free healthcare services at public or private facilities,
including hospital specialised care when needed. In February 2018, when the programme was
initiated, 20 states committed to join. In September 2018, shortly after launch, five states and
territories declined to participate in the programme: Delhi, Telagana, Odisha, Kerala and Punjab
(Moneycontrol News, 2018). This initiative has provided opportunities for 500 million poor people to
avail timely free quality care in public as well as private healthcare facilities. In addition to the
insurance, more importantly, the government under Ayushman Bharat scheme, has embarked on a
mission to open 150,000 ‘health and wellness centres’, which provide screening for NCDs, such as
hypertension, diabetes and selected cancers, and preventive and treatment services covering both
communicable and chronic noncommunicable diseases close to where the people live. Thus, this
unique initiative provides an unprecedented opportunity to ensure primary healthcare and achieve
the universal health coverage.

Thailand

In contrast to the Western model of family practice (which remains largely focused on point-of-
contact care), in most areas in Thailand, health needs and limited resources amplified the
importance of and the need for action at the community level. Physicians needed to be able to move
outside the hospital setting, conceptually, and literally, in order to have an impact on the health
problems of the communities they serve (Williams, 2002). In Thailand, until the 1990s, primary
healthcare consisted of health centres that started out as ‘antennas’ of hospitals (Pongsupap, 2007).
The focus of care was on technical adequacy and clinical decisions, not on patient-centredness and
quality of human relations. This did not help Thailand in achieving universal health coverage, and
therefore, Thailand adopted the policy of explicitly linking and strengthening first-line health service
and family medicine development. The Ministry of Public Health viewed the family practice as having
the potential to transform healthcare delivery in Thailand in order to bring a new style of relating to
patients, along with a renewed understanding of the process of health and illness, and a new
emphasis on illness prevention and coordination of care. Thailand introduced family medicine as a
new specialty in 1998, and it was gradually recognised as a medical speciality in its own right. The
first health centre to feature the family practice model was established in 1991. They hope the



family practice will lead to improved access to care, increase emphasis on prevention at the
community level and reduce the cost of care. Due to the increased focus on family medicine
development under the new Thai Universal Coverage policy, primary care units were strengthened,
shifting the centre from specialist-in-hospital to family practitioner-in-community. The emphasis on
primary care in the Universal Coverage scheme represents a bold departure from the traditional,
hospital-dominated Thai healthcare system. Nurses and health workers serve as the backbone of
service delivery at the primary care level (Towse, 2004).

South Africa

Primary healthcare originated in South Africa in the 1930s with the development of
communityorientated primary healthcare albeit later smothered under apartheid. Family medicine
has since been limited to private practice (Moosa, 2006). The National Health Services, since the
1990s, has struggled to transform apartheid hospital-centric care towards primary healthcare.
Previously, primary healthcare was mainly organised to nurse-based clinics (with periodic doctor
visits) in the framework of the health districts with a strong community and programmatic
orientation in the District Health Services. However, as few doctors visited the clinics, patients
started bypassing clinics to get to doctor-based hospitals. Patients also complained of deteriorating
quality of care. In addition, the increasing verticatisation of disease-orientated programmes has
endangered primary healthcare services delivery. Addressing the above-mentioned challenges, the
government took the initiative to transform family medicine as a specialist discipline since 2007 and
has progressively embraced the challenges of a new South Africa. There has been a growing
partnership between universities and provincial Departments of Health since the 2000s. Family
physicians are based across district hospitals, community health centres, clinics and communities in
order to improve the quality of clinical care in an integrated model of care. Family physicians offer
clinical supervision, referral support and links to district hospitals. District Health Services and family
medicine principles have grown in alignment. Trained family nurse practitioners and the clinical
associate (mid-level worker) are also a part of this mix in the light of doctor shortages, and this is
being supported by family physicians in South Africa as a procedural assistant in district hospitals
(Anstey et al., 2018; Horrocks, 2002). The private health sector (consuming more than 60% of health
expenditures and serving less than 10% of the population mostly with specialist hospital care) has
embraced primary healthcare to manage costs and the ability to balance costs, quality and access to
healthcare with clinical teamwork.

Ghana

Digital technologies like mobile phones have provided solutions for improving access to healthcare
information and services in low- and middle-income countries. The capabilities of digital
communication technologies to create, store, retrieve and transmit information among mobile
users, including healthcare managers, may improve and support the delivery of healthcare solutions
(Anstey et al., 2018). Given that significant levels of maternal and child mortality in the Upper East
region of Ghana and also that the healthcare needs of these groups are different and time-sensitive,
improved timely information for health workers and clients in these groups holds the most potential
for increasing positive health outcomes. Taking the advantage of mobile connectivity and its wide
use in Ghana in general, and the region in particular, the Mobile Technology for Community Health
(MoTeCH) Initiative has introduced mobile technology in primary healthcare services delivery to
focus on the needs of individuals who are most associated with the major burden of disease in this
setting (Bhavnani et al., 2016; MacLeod et al., 2012). The initiative aimed at providing timely
information of (a) pregnant women or young mothers, (b) women during times of delivery; a
majority of whom are delivering at home, (c) neonates, particularly those requiring outreach in the



first 48 h of life and (d) children less than 1 year of age who require immunisation and curative
health services. The MoTeCH mobile phone data collection system is based on open XData
(www.openxdata.org) with a relatively small memory footprint on the mobile phone. Nurses are
given a low-cost mobile phone (less than USS50) to enter data and receive MoTeCH system-
generated messages about patients who are overdue for seeking routine healthcare. The data
entered by the nurse are also used to automate the generation of reports for the district and
regional health administrators and planners. Women have said that MoTeCH alerts inform them that
they were approaching their expected delivery date and allowed them to be more prepared when
they began labour. Client interviews have also found that MoTeCH informational messages—
promoting facility-based delivery and getting to a health facility as soon as possible after the onset of
labour—have influenced their delivery preferences and experiences. However, challenges associated
with the lack of electricity for charging mobile and willingness of neighbours in using their mobile
need to be addressed for scaling up. Other African and Asian countries have also increased the usage
of mHealth technology (Ojo, 2018).

Belgium

Addressing the challenges of the hospital-centric systems, the government in Belgium, during the
past 30 years, has developed an initiative to provide care services by any provider or facility for the
patient, operating in a fee-for-service system with a 30% cost-share by the patient. Today, there is a
favourable environment for shifting emphasis from hospital-centric care to the development of
primary healthcare. The changes in the delivery system have been introduced and maintained
through continuous negotiations, where insurers and professional organisations compromise over
the development of the fee-for-service system. In Belgium, initiatives by motivated health
professionals and by civil society have begun the development of interdisciplinary ;community
health centres’, with a focus on equity and community participation. The health centres negotiated
the creation of a capitation system, without financial disincentive, for registered patients. This
optimised access to care, especially for socially vulnerable groups. With increasing attention to
equity in healthcare, mechanisms were established by the government to enhance insurance (with
almost 100% coverage) and to stimulate access and quality. Accessible care was developed for
unregistered people who have migrated to Belgium, offering them access for ‘urgent medical care’.
But in practice, this concept was interpreted as ‘all the care needed’. Apart from personal care,
orientated towards individuals and groups, community-orientated primary care actions were
developed. Examples are actions to address the poor physical health of youth through the creations
of playgrounds and organisation of activities and actions to improve access to dental care (Art,
2007). Currently, the focus is on strengthening home care, development of disease management and
implementation of guidelines with a focus on quality improvement. The federal government is
responsible for the payment mechanisms of healthcare providers and hospitals, whereas the
regional government holds responsibility for prevention, organisation of home care and nursing
homes, and ambulatory mental healthcare. Due to different political orientations, decisions made at
the federal and local regional levels have become a bottleneck in the smooth running of the system.
Lack of a coordinated country-wide plan has made the same institution dependent on different
authorities, hindering the development of a comprehensive care model.

Canada

Canada has 13 provincial and territorial healthcare systems that operate within a national legislative
framework, the Canada Health Act (1984) (Hutchison et al., 2011). Most of the healthcare in Canada
is publicly financed but privately delivered. Family physicians comprise 51% of the physician
workforce. Overall, 91% of Canadians say they have a regular source of care, usually a family



physician. During the 1980s and 1990s, primary healthcare reform in Canada was characterised by
false starts, myriad small-scale pilot and demonstration projects, futile advocacy of fundamental
system-wide change and failure to embrace the alternative strategy of progressive incremental
change (Hutchison et al., 2001). The need for primary healthcare reform agenda became stronger by
the findings and recommendations of two national reviews of healthcare, the growing political and
public concern about healthcare access and quality, the mounting dissatisfaction among family
physicians with their working conditions and their ability to provide high-quality care, and medical
school graduates’ declining interest in family medicine. These concerns were both fuelled and
reflected by the media, with particular attention to emergency room ‘overcrowding’, which was
increasingly attributed to patients having difficulty accessing family physicians. In this climate,
politicians along with organised medical service entities in several provinces—having previously
adopted a cautious, if not hostile, attitude towards primary healthcare reform—began to negotiate
the nature and terms of that reform in the early 2000s. In 2000, in keeping with the
recommendations of various federal and provincial reports, the government (the prime minister of
Canada and the provincial and territorial premiers) established Primary Health Care Transition Fund
to accelerate primary healthcare reform. The 2003 First Ministers Health Accord included a US$16
billion federal investment in the Health Reform Fund, which was targeted to primary healthcare,
home care and catastrophic drug coverage. In 2004, Canada agreed to establish a goal of 50% of
Canadians having 24/7 access to multidisciplinary primary healthcare teams by 2011. The goal and
objectives included interprofessional primary healthcare teams, group practices and networks,
patient enrolment with a primary care provider, financial incentives and blended-payment schemes,
primary healthcare governance, expansion of the primary healthcare provider pool, implementation
of electronic medical records, and quality improvement training and support. These objectives of
Canadian primary healthcare reform mirror the Institute of Medicine’s six goals for improvement:
safety, effectiveness, efficiency, person-centredness, timelines and equity, with a heavy emphasis on
timelines and effectiveness and on cost control rather than efficiency. Patients’ formal enrolment
with a primary care physician or group is an integral feature of primary care reform instituted only in
Quebec and Ontario (Bozzini, 1988). In both cases, enrolment is voluntary. More than half of the
Quebec population is currently registered with a family physician; enrolments with a primary care
physician in Ontario grew from 600,000 in 2002 to 9.5 million in February 2011—72% of the
provincial population.

A Way Forward

Countries, in order to provide healthcare and achieve universal coverage, must assess the current
system of healthcare deliveries and decide on future actions. The starting point would be not more
funding, and doing the same thing again and again getting the same results, but adopting a culture
of change and reorganisation of services, being more efficient and improve quality and be
accountable with what we have. Going forward, the emphasis on innovation promises to accelerate
rapidly and produce exponential change in important areas, including prevention, more personalised
care tailored specifically to a patient’s needs, more efficient and proactive technology-enabled care
models, more integrated and comprehensive delivery organisational designs, and additional creative
technology-enabled options for effective health encounters (e.g., patient to provider, provider to
provider and patient to patient). Countries have shown that innovation is possible and the time for
bringing change is now.
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