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Outline

• Historical perspectives

• Conceptual models of PHC

• The emergence of community-based PHC and  
the re-emergence of CHWs



John B. Grant, Father of 
Primary Health Care and 

of Jim Grant

J.B. Grant with the 2nd District, 
Department of Public Health of 
Peking, China, in 1933



The “Bible” of Primary Health Care

1963

Links the 
community to 
health systems,  to 
development 
more broadly, and 
to training and 
research



Ding Xian, 1930s
The Prototype of the Barefoot Doctor

• First example of primary health care (in the Alma Ata 
sense)

• Trained “farmer scholars” to record vital events, 
vaccinate against smallpox, administer simple 
treatments, give health education talks, and maintain 
wells



John Gordon, Professor of Epidemiology, Harvard 
School of Public Health, 1940s and 1950s, and 

Mentor of Carl Taylor and John Wyon

Routine 
systematic home 
visitation for 
surveillance

Worked with John 
Grant and the 
Rockefeller 
Foundation in 
China in the 1930s



Towering Figures in the Development and 
Evolution of Primary Health Care

Halfdan Mahler, Director 
General of the World Health 
Organization, 1973 - 1988

James Grant, Executive 
Director of UNICEF, 
1980-1995



Carl Taylor, 1916-2010



Carl Taylor

• “The acknowledged leader of primary care 
over the second half of the 20th century”
– John Rohde, Special Assistant to James Grant, 

UNICEF Executive Director, 1980-1995

• “He is the greatest public health expert I have 
come across” 
– Halfdan Mahler, W.H.O. Director General, 

1973-1988



Drs. John and Elizabeth Taylor were 
Medical Missionaries to India for 53 years



Camp Life during Carl Taylor’s Childhood



Carl Taylor (far left) with His Parents and 
Siblings



Carl Taylor (center, in shorts) with John Wyon
(center to left of Carl Taylor) with Village 

Leaders in Khanna



The Narangwal Project,
1965-73



Narangwal Community-based Activities



Engagement of High-Level Ministry of 
Health Officials in Reviewing Project 

Progress





Prelude to 1978 Alma-Ata Conference

• Medical mission hospitals

• Christian Medical Commission 

• Health by the People monograph

• Top-down, medical model of curative care not 
relevant for 80% of the world’s population

• Carl Taylor special consultant to Halfdan Mahler 
in preparation for conference – played key 
“behind the scenes” role in writing Alma-Ata 
Declaration



Christian Medical Commission Survey

• Health of people who lived close to a mission 
hospital was no better than people who lived 
further away

• How could this be?







International Conference on Primary 
Health Care, Alma Ata, Kazakhstan, 1978



Health for All by the Year 2000

http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf

http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf


• Why hasn’t this vision of Primary Health Care 
become the organizing framework for health 
improvement in poor countries?

• How is it unrealistic and naïve?

• How is it a timeless and enduring vision for 
global health?



Alma-Ata Definition of 
Primary Health Care

• Very different from the developed country concept of 
primary medical care

• Based on first principles – the key components available to 
any society for maximizing health and the conditions for 
promoting good health

• It broadens the medical model to include social and 
economic factors

• It is integrated and comprehensive but recognizes the 
importance of selective approaches

• “…honoured the resilience and ingenuity of the human 
spirit and made space for solutions created by 
communities, owned by them, and sustained by them.”
– Chan, 2008



Spirit of Alma Ata in Words of 
Raj Arole

• “Health services, no matter how efficient, cannot 
change the condition of the marginalized people 
unless they are helped to become self-reliant and 
the root problems addressed…. People who are 
poor and illiterate are like uncut gems hidden 
under the dirt and stone. Given the opportunity, 
they can reach their full potential and live as 
responsible, sensitive human beings, possessing 
self-reliance and the liberty to shed those old 
customs and traditions that impede health and 
development.”
– Arole and Arole, 1994



(cont.)

• “Medicine needs to be demystified and 
knowledge shared freely with people so they 
can attain and maintain good health…. 
Hierarchical attitudes have to be replaced by a 
team spirit and equality. The realisation that 
knowledge not only gives power, but that 
sharing knowledge also increases self-esteem 
is important in the development of a team 
spirit.” 
– Arole and Arole, 1994



Challenges That Arose to the 
Alma Ata Vision

• Too broad and idealistic with an unrealistic time 
table

• Selective approaches gained support from the 
donor community

• The “twin engines” of EPI and ORS
• GOBI-FFF  (growth monitoring, oral rehydration, 

breastfeeding, immunizations, food 
supplementation, female literacy, family 
planning)
– Easy to monitor and evaluate
– Indicators of success and reporting 





James Grant, Executive 
Director of UNICEF, 
1980-1995



Reasons for Rapid Loss of Momentum 
of Health for All Movement

• WHO leadership and country level weak (and 
medical orientation of the World “Disease” 
Organization)

• Lack of strong successes to build on (and lack of 
strong scientific evidence of progress)

• Cold War politics – association of Health for All 
with a communist/socialist agenda

• Loss of financial resources in Ministries of Health 
during the global financial crisis of the 1980s



Unresolved Dilemmas between Alma-
Ata PHC and Selective PHC

• Diseases in less-developed countries are socially and 
economically sustained and need a political response 
to make real progress (addressing the social 
determinants of health)

• The major diseases in poor countries are a natural (not 
social) reality that require technical solutions 
(addressing the biomedical determinants of health)

• What should be the proper balance between selective 
and comprehensive approaches? Is there a “middle 
way”?



Selective Disease-Specific Approaches Are the 
Dominant Form of Global Funding Today

• PEPFAR
• Global Fund to Fight AIDS, Tuberculosis and 

Malaria
• President’s Malaria Initiative
• GAVI and Global Polio Eradication Initiative

• But widespread agreement that more emphasis 
on horizontal/integrated/systems strengthening 
approaches also needed



Are We All “Diagonalists” Now?

• Both vertical and horizontal programs need to 
co-exist

• Horizontal: integrated, demand-driven, 
resource-sharing health services

• Vertical: focuses, proactive, disease-specific 
interventions

– Sepulvida et al., 2006



Other Detractors to Strong 
Primary Health Care Programs

WHO, 2008 (Primary Health Care: Now More Than Ever)



Hospital-Centrism: Health Systems Built around 
Hospitals and Specialists

Source: MOH, Republic of Ghana, A Primary Health Care Strategy for Ghana, 1978



Public Health and Primary Health Care

“Public health is the science and art of social utilization 
of scientific knowledge for medical protection by 
maintaining health, preventing disease, and curing 
disease through organized community efforts.”

-- John Grant, 1940

There are three kinds of public health: disease-oriented, 
service-oriented, and community-oriented. Each 
complements the other like the legs of a three-legged 
stool.

-- John Wyon, 1990



Primary Health Care: 
What Do the Words Mean?

• Primary

– First contact

– Basic (some would say “inadequate quality”)

– Essential (is emergency simple inexpensive life-
saving surgery or life-promoting surgery such as C-
section and cataract surgery primary health care?)

– Addressing “first causes” (multi-sectoral, including 
education, nutrition and water and sanitation)



• Health or Health Care

– Preventive and curative medical services 

– Biomedical disease orientation (and passive recipient 
of medical services) versus creating conditions/ 
environments that are healthy or health-promoting 

– Health as a “social phenomenon whose determinants 
cannot be neatly separated from other social and 
economic determinants”

– Social/community/household/behavioral 
determinants of health



Primary Health Care: An Ambiguous 
Mental Model?

• Medical care system delivery concept vs. 
multi-sectoral Alma Ata concept

• Health system model vs. production of health 
model (World Health Organization vs. World 
“Disease” Organization) – household 
production of health model

• Facility-based care versus community-based 
primary health care







Five PHC Frameworks

• Alma Ata

• Community-Oriented Primary Health Care

• CBPHC: Community-based primary health care

• CBIO: Census-based, impact-oriented approach

• Care Groups/Participatory Women’s Groups



Alma Ata Concept of PHC

• “… essential health care based on practical, 
scientifically sound and socially acceptable 
methods and technology made universally 
accessible to individuals and families in the 
community through their full participation and at 
a cost that the community and country can afford 
…”

• It addresses the main health problems in the 
community

• Includes promotive, preventive, curative, and 
rehabilitative services



(cont.)

• Includes:
– Promotion of food supply and proper nutrition

– Adequate supply of safe water and basic 
sanitation

– Maternal and child health care, including family 
planning and immunizations

– Prevention and control of locally endemic diseases

– Appropriate treatment of common diseases and 
injuries

– Provision of essential drugs



(cont.)

• Includes as well:
– Agriculture

– Animal husbandry

– Food

– Education

– Housing

• Requires and promotes:
– Maximum community and individual self-reliance and 

participation in planning, organization, operation and 
control of PHC



(cont.)

• Should be sustained and integrated into 
functional and mutually supportive referral 
systems leading to comprehensive health care for 
all and giving priority to those most in need

• Relies on physicians, nurses, midwives, auxiliaries 
and communities workers as applicable – as well 
as traditional practitioners as needed – to work 
as a health team and to respond to the health 
needs of the community



Key Alma-Ata Concepts

The three “pillars” of Alma-Ata

– Equity

– Community participation

– Inter-sectoral development



COPC



Community-based Primary Health Care

• Services provided outside of health facilities

• Usually provided by some type of community-
based worker



Examples of Community-Based 
Primary Health Care 

• BRAC Health Program

• Community-based family planning

• Community IMCI (Integrated Management of 
Childhood Illness)



Integrated Management of 
Childhood Illness (IMCI)

• Facility-based IMCI

• Community-based IMCI



King, 1966





http://whqlibdoc.who.int/

publications/2004/9241591501.pdf







Framework of Public Health 
(the Health of the Public)

• Disease-oriented public health 
– Control specific diseases or conditions

• Services-oriented public health
– Ensure that those who need services get them

• Community-oriented public health
– Work with communities to help them improve their health

• All three are equally important and are like the legs of 
a three-legged stool

– John Wyon









Examples of Types of Community 
Involvement/Participation

At community leadership level

• Village health committees

• Associations of village health 
committees

• Village development committees

• Health action committees

• Community leadership committees

• Meetings with 
chiefs/mayors/elders/imams

• Imams as community mobilizers

• Community meetings/assemblies

• Community pharmacies

• Self-sufficient maternity homes

At household level

• Health days (for community clean 
up)

• Model mothers

• Competitions among mothers for 
healthiest babies

• Breastfeeding support groups

• Husbands and mothers-in-law as 
targets for messages

• Pregnant women’s groups

• Mothers’ clubs

• Child clubs



CBIO Framework



Participatory Women’s Groups/
Care Groups

• Care Group model

• Facilitated women’s groups

• BRAC Village Organizations



Pieter Ernst, Pioneer Developer of the 
Care Group Model



The World Relief Original Care Group 
Program in Gaza Province, Mozambique











• 7 randomized controlled trials

• 37% reduction in maternal mortality

• 23% reduction in neonatal mortality

Prost et al., Lancet, 2013



Engaging the Community as a 
Partner



Lancet, 2008



The Process of Community 
Empowerment

Rosato et al., 2008





The Re-Emergence of Community 
Health Workers



Early Experience with CHWs –
1960s to 1980s

• China (Barefoot Doctors)
• Indonesia (based at Pos Yandus)  
• India (Jamkhed)
• Nepal (VHWs)
• Tanzania
• Zimbabwe (VHWs)
• Nicaragua (Brigidistas)
• Honduras
• Brazil



1975



Declaration of Alma Ata – 1978

Called for basic health services – promotive, 
preventive, curative and rehabilitative – to be 
provided by “health workers, including 
physicians, nurses, midwives, auxiliaries and 
community workers [italics added] as 
applicable, as well as traditional practitioners 
as needed, suitably trained socially and 
technically to work as a health team and to 
respond to the expressed health needs of the 
community.”



The Declaration also recognized the 
importance of providing health services “as 
close as possible to where people live and 
work.”



Failure of Large-scale CHW Programs 
in the 1980s 

• Local selection of CHWs often politically 
motivated

• Lack of supervision and support (including 
necessary supplies and medicines) and 
integration into the primary health care system

• Lack of funding (global recession in the 1980s and 
structural adjustment/neo-liberal economics/the 
Washington consensus)

• Lack of strong evidence of effectiveness of the 
approach

• The power of selective approaches (EPI, ORS, FP)



Reasons for Renewed Interest in CHWs

• Growing evidence of effectiveness of CBPHC in reducing 
maternal and child health

• Lack of progress in reaching MDGs and continued low 
coverage of key interventions

• Seen as critical for increasing access to and coverage of key 
interventions 

• Critical for effective and sustainable TB and HIV programs
• Potential to reach most remote and poorly-served 

populations, thereby improving equity
• Some interventions more effectively delivered by CHWs 

rather than by facility-based health workers
• Recognition in India and South Africa that CHWs will be 

needed after the epidemiologic transition has been 
achieved (for chronic disease care and care of the elderly)



Examples of Types of Community 
Outreach Workers

• CHWs/VHWs

• Health agents

• Promoters

• Family health workers

• Peer educators

• Family planning agents

• Malaria/nutrition agents

• Community case management 
workers

• Lead mothers

• Community health extension 
workers

• Animators

• Community health officers

• Mobile clinic team

• Care groups

• “Socoristas”

• “Accompagnateurs”

• Health surveillance assistants

• Community surveillance 
volunteers

• Auxiliary nurses

• Bridge to health teams

• Nutrition counselor mothers



Activities that CHWs Can Carry Out

• Routine systematic home visitation – identify those 
in need and build relationship of trust

• Community mobilization

• Water and sanitation interventions

• Nutrition

• Vector control

• Treatment of large numbers of patients with 
common conditions

• HIV/AIDS and tuberculosis

• Community case management of childhood illness



Community Case Management by 
CHWs (iCCM)

• Diagnosis of pneumonia and treatment with 
antibiotics

• Diagnosis of diarrhea and treatment with ORS 
and zinc

• Diagnosis of malaria by Rapid Diagnostic Test 
and treatment with Artemisinin combination 
therapy



• Routine systematic home 
visitation

• Promote of health, nutrition and 
hygiene

• Treat 10 common diseases and 
sell essential drugs

• Implement DOTS

• Sell iodized salt, delivery kits, 
condoms, pills, soap, etc.

• Social mobilization for NID and 
Vitamin A campaigns

• Collect health information and 
ensure timely referrals  

Shasthya Shebika providing DOTS

BRAC CHWs – A “Maximalist” Approach



2010

Available at:
http://www.who.int/workforcealliance/knowled
ge/publications/alliance/Global_CHW_web.pdf

http://www.who.int/workforcealliance/knowledge/publications/alliance/Global_CHW_web.pdf


Report can be downloaded at:

http://millenniumvillages.org/
files/2011/06/1mCHW_Techni
calTaskForceReport.pdf

2011

http://millenniumvillages.org/files/2011/06/1mCHW_TechnicalTaskForceReport.pdf


• Developing and Strengthening Community 
Health Worker Programs at Scale: A Reference 
Guidance for Program Managers and Policy 
Makers, Henry Perry and Lauren Crigler, 
Editors (available on-line later this fall)



http://www.coregroup.org/storage/Program_Learning/Community_Health_Work
ers/review%20of%20chw%20effectiveness%20for%20mdgs-sept2012.pdf.
Also, forthcoming in Annual Reviews of Public Health

http://www.coregroup.org/storage/Program_Learning/Community_Health_Workers/review of chw effectiveness for mdgs-sept2012.pdf..Also


Examples of National-Scale 
CHW Programs

• India: 

– ASHA (Accredited Social Health Activists): 800,000

– Anganwadi workers: 2 million

• Brazil: 

– Community Health Agents: 233,000

• Ethiopia (dual cadre): 

– Community Health Extension Worker: 38,000

– Health Development Army/Community Health Promoters: 3 millilon

• Bangladesh: 

– BRAC Shashtya Shebikas: 80,000

• Nepal: 

– FCHVs (Female Community Health Volunteers): 50,000



Summing Up



Carl Taylor’s Last Publication



More Information about Carl Taylor 
and His Legacy

http://www.jhsph.edu/dept/ih/carltaylor

http://www.jhsph.edu/dept/ih/carltaylor


Emergence of PHC Systems

“The emphasis has to shift from showing 
immediate results from single interventions to 
creating integrated, long-term, sustainable health 
systems, which can be built from a more selective 
primary health-care start.”

Walley et al., Lancet 2008



“There is no universal solution, but 
there is a universal process to find 
appropriate local solutions”

Carl Taylor



Conclusion

• Primary health care is a deceptively simple 
concept

• It is a fundamental strategy for improving the 
health of populations

• Finding a locally appropriate way to link vertical 
and horizontal approaches in a way that is 
equitable, engages communities as partners, 
promotes community empowerment by linking 
the “top-down” with the “bottom-up” is the 
challenge for today and tomorrow
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