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Community-level prevention in primary 

care 

The Alma-Ata Declaration’s compelling vision will not be realised until 

we reconfigure our primary care systems 
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Community-level prevention in primary care 

 

This year marks the 70
th

 anniversary of the WHO constitution, the 40
th

 anniversary of the Alma-

Ata Declaration on Primary Health Care, and a decade since the publication of the World Health 

Report on Primary Health Care. These aspirational documents painted a future in which 

equitable health care would be delivered by a strong, proactive, accessible, and prevention-

oriented primary care workforce that addressed local social determinants of health in concert 

with public health teams, communities, and other sectors. In the context of increasing chronic 

multimorbidity and ageing populations, this article considers why the proactive prevention-

oriented approach – what Alma Ata described as ‘primary health care’
1
 - has not become the 

dominant model of primary care. 

 

Contemporary challenges in primary care 

Primary care has been defined as “first-contact, continuous, comprehensive, and coordinated 

care provided to populations undifferentiated by gender, disease, or organ system.”
2
 A stronger 

primary care sector is associated with greater equity and better health outcomes, and in some 

settings lower overall costs.
3,4

 Primary care can manage 90% of all health system interactions, 

making it centrally important for the realisation of Universal Health Coverage.
5,6

 Over recent 

decades, improvements in primary care quality and coverage have delivered significant 

population health gains around the world.
3, 7-12

 

Primary care teams are commonly led by family doctors (also known as GPs or FPs); physicians 

who have received post-graduate specialty training to provide comprehensive family- and 

community-oriented medical care. In recent decades they have come under pressure from 

substantial increases in workload, including paperwork and delegation of tasks from hospitals to 

the community setting.
6,13

 Task-shifting to primary care is often wholly appropriate, however 

reallocation of responsibility is rarely followed by adequate reallocation of resources.
13

 GPs are 

also on the front lines of this century’s major demographic and epidemiological challenges 

including ageing, socio-economic inequalities, chronic diseases, rising consultation rates, and 

multi-morbidity.
13-15

 The future sustainability of our health systems is dependent on primary 

care successfully meeting increased need with affordable, person-centred, high-quality care. 
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By shifting the emphasis of primary care from treatment towards proactive care, prevention, 

and health promotion at the local population level, it may be possible to address health 

challenges at an earlier stage.  

This idea is not new, in fact it is the central thesis of the Alma Ata declaration that set out to 

distinguish primary health care (Box 1) from care oriented around sickness: the status quo. 

Moving towards primary health care requires the collective actions of policy makers, 

communities, and many different health professionals, however the primary care sector is 

uniquely invested with the legitimacy and authority to lead this change. 

 

Box 1: Article VII of the 1978 Alma Ata Declaration 

Primary health care: 

1. Reflects and evolves from the economic conditions and sociocultural and political 

characteristics of the country and its communities and is based on the application of 

the relevant results of social, biomedical and health services research and public 

health experience;  

2. Addresses the main health problems in the community, providing promotive, 

preventive, curative and rehabilitative services accordingly;  

3. Includes at least: education concerning prevailing health problems and the methods 

of preventing and controlling them; promotion of food supply and proper nutrition; an 

adequate supply of safe water and basic sanitation; maternal and child health care, 

including family planning; immunization against the major infectious diseases; 

prevention and control of locally endemic diseases; appropriate treatment of common 

diseases and injuries; and provision of essential drugs;  

4. Involves, in addition to the health sector, all related sectors and aspects of national 

and community development, in particular agriculture, animal husbandry, food, 

industry, education, housing, public works, communications and other sectors; and 

demands the coordinated efforts of all those sectors;  

5. Requires and promotes maximum community and individual self-reliance and 

participation in the planning, organization, operation and control of primary health 

care, making fullest use of local, national and other available resources; and to this 

end develops through appropriate education the ability of communities to participate;  

6. Should be sustained by integrated, functional and mutually supportive referral 

systems, leading to the progressive improvement of comprehensive health care for 

all, and giving priority to those most in need;  

7. Relies, at local and referral levels, on health workers, including physicians, nurses, 

midwives, auxiliaries and community workers 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. 
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Whereas primary care systems are currently configured around sequentially consulting unwell 

individuals, the move to primary health care requires a proactive population approach. 

Population-level interventions
16

 address environmental risk factors as well as social and 

economic determinants of health. Community-level interventions include investment in green 

spaces, housing, active transport networks, smoke-free zones, traffic calming measures, and 

local licencing and zoning regulations.  

Many practices are taking first steps towards addressing social determinants via social 

prescribing. However, it is important to recognise that this uses an individual-level approach 

rather than seeking to influence structural determinants that impact whole subpopulations. 

 

Promising, but understudied  

Policymakers may be reluctant to invest in pivoting systems towards population-level 

prevention for a long list of reasons. It is much easier to blame individuals for making poor 

lifestyle choices than it is to change the environment; prevention and health system reforms 

require upfront political and capital investment but the benefits are invariably conferred to 

political successors; it is hard to take credit for things that haven’t happened (such as deaths 

averted); and it is difficult to obtain robust evidence for the effectiveness of population-level 

interventions within the current evidence paradigm.  

The effect sizes of population interventions – such as salt reduction - are large at the aggregate 

level but negligible for individuals. Unfortunately, this is where our most trusted 

epidemiological instruments operate, notably the randomised controlled trial (RCT). Individuals 

cannot be randomised to live in areas with expensive apples, cheap chips, high PM2.5 levels, or 

dangerous road intersections. Carefully designed longitudinal analyses and cluster RCTs are 

considered to represent the highest possible level of evidence for population interventions, but 

they are vulnerable to uncontrolled confounders and imbalanced study arms. Our 

epistemological zeitgeist is still too simplistic, linear, and individual-focused to value population-

level interventions appropriately. The Cochrane Public Health Group and the CDC Community 

Guide are two important endeavours to curate RCT evidence on non-health interventions, but 

non-traditional methods are required to adequately capture the costs and contributions of 

population interventions at the primary care level.
17

 The Medical Research Council model for 

adequate design and evaluation of complex population interventions is an encouraging 

development in this area.  
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The untapped potential of primary care 

Veneration of the RCT mirrors a clinical culture that exalts individualism, vertical disease-

oriented approaches, and sub-specialisation. Internationally, public health is allocated total 

responsibility for influencing social determinants whilst primary care focuses on diagnosing and 

treating disease in individuals – and only those with the means and motivation to seek care.
18

 

Although patients may be opportunistically screened for hypertension or offered smoking 

cessation, there is often no systematic approach to engaging with the broader health 

determinants at the community level.
19

  

This is a lost opportunity. Primary care teams, led by GPs, are well positioned to support public 

health teams in identifying the local drivers of morbidity and mortality in local settings including 

active transport, the food environment, pollution, poverty, early years education, housing, road 

safety, exercise spaces, and the availability and affordability of alcohol and tobacco. Primary 

care teams see these local-level social determinants at work in their patients’ everyday lives. As 

these non-medical factors are responsible for up to 90% of health outcomes
20

 they directly 

impact consultation rates and primary care costs. Primary care professionals have overlapping 

moral, professional, and (where they are paid by capitation) financial interests in addressing the 

local social determinants of health.  

Through collaboration with public health, social care, and other community actors, primary care 

professionals are uniquely placed to translate their insights into priority actions for community-

level prevention. Primary care teams have detailed patient datasets and are able to 

complement these with a rich ethnographic understanding of the local population.  

As inter- and intra-national migration becomes more common, clinical staff are less likely to live 

within the communities they serve, and less likely to remain in the same area for entire 

lifetimes. Nevertheless, primary care workers quickly develop expert knowledge of community 

networks and resources, links with civil society organisations, and a high stock of community 

trust. They also bring a unique eco-biopsychosocial perspective to health and disease. 

The Alma Ata declaration and 2008 World Health Report called for proactive population-level 

activity to become the central organising activity of primary health care, but teams that operate 

this way remain rare.  
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In most countries primary care teams are not responsible for population health. Even in the UK, 

Denmark, and the Netherlands where GPs hold responsibility for the health of all listed patients 

this role is largely tokenistic. In most countries contracts, payment schemes, performance-

based incentives, and training all focus on the individual health management role and GPs are 

not paid for preventive activities at the community level.  

 

A broken relationship 

Primary care teams are not trained, paid, held accountable, or given time for delivering 

community-level prevention.
21

 Instead this activity has been misguidedly hived off as the sole 

preserve of public health. The remit of primary care and public health overlap substantially but 

most health systems artificially divorce the two, dividing responsibilities, resources, and 

governance structures into fragmented silos. Public health is increasingly underfunded
22

 and 

frequently operates at the regional- rather than the neighbourhood-level where many of the 

social determinants manifest.  

Both sectors deal with different aspects of the same problems on a daily basis, yet are rarely 

formally linked. America’s Public Health 3.0 and the UK’s 2010 Public Health White paper set 

out convincing visions of integration, however policy reforms have yet to deliver improved 

outcomes from more integrated working.
23

 

Primary care can engage more deeply with public health through shared information systems, 

work plans, budgets, office space, geographic patches, governance structures, and 

accountability arrangements. Regular meetings and personal relationships are important at the 

ground level, but cannot occur without system-level reforms to align public health and primary 

care and properly resource collaboration.  

As well as supporting population-level public health goals, primary care teams have additional 

roles to play in delivering a more proactive and prevention-oriented modus operandi. In some 

settings it may be more appropriate for primary care workers to perform a signalling role, 

convening community stakeholders and different professional groups (e.g. community health 

workers) around a particular issue. Others teams may want to assume the executive role for 

developing and delivering community-level prevention – albeit within the confines of payment 

systems that do not reward this approach. Proactive care models provide a third way; 

identifying at-risk population segments and addressing the relevant health determinants to 
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prevent the development of symptomatic disease in these groups. There are numerous 

examples of primary care teams that are engaging with community-level prevention (Box 2), 

however these tend to be led by local champions working against misaligned system-level 

incentives. Ideally primary care teams would be supported to integrate with public health and 

other community actors by systems aligned with primary health care values.  
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Box 2: Examples of primary care teams engaging with community-level 

prevention 

• The Community Health Centre Botermarkt in Ghent has led a number of preventive 

initiatives prompted by assessment of the local population’s health needs. These have 

included leading a coalition of council and community stakeholders to redesign a 

dangerous road section and successfully lobbying the council for a new playground. 

These activities have helped to reduce road traffic injuries and address childhood 

obesity.  

• GPs at Hedena Health practices in Oxfordshire have worked with housing developers, 

the city council, public health teams, and NHS England to develop a health-promoting 

housing development in a deprived area. The ‘healthy new town’ gives primacy to 

cyclists, pedestrians and public transport, as well as focusing on social inclusion, safe 

housing, and the food environment.  

• The Chiawelo Community Practice in Soweto, South Africa uses data from community 

health worker profiling, primary care practice, and regular community stakeholder 

meetings to deliver targeted health promotion activities to their patient population of 

18,000 people.  

• In the Netherlands the Bas vd Goor Foundation has initiated the national diabetes 

challenge: a preventive program in which primary care staff participate in walking 

groups for diabetes patients.  

• In the Dutch city of Utrecht GPs, community health nurses, social workers and lay 

support groups collaborate in a city-wide program that proactively supports frail elderly 

people. The program identifies patients using routine care data collected in primary 

care.  Comparable initiatives have developed in Nijmegen.  

• The Hadassah Community Health Center in Jerusalem has built surveillance, community 

diagnosis, implementation of public health interventions, and evaluation, into the 

routine practice of health centre staff.  

• The Comprehensive Rural Health Project, Jamkhed, India has been delivering integrated 

health and development interventions for the past 45 years, encompassing health care, 

agriculture and education. 

• GP practices in Drumchapel, Glasgow, work closely with members of the local 

community to assess and address local drivers of disease through initiatives like walking 

groups, financial advice, community gardens, and supporting the reforestation of 

disused land. Recognising that addressing social issues can reduce demand by 

improving health outcomes, one surgery closes one afternoon per month to train staff 

in this area.  
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The ingredients for success 

The organisational, governance, accountability, training, and financing structures of most 

primary care systems actively discourage engagement with public health teams and population-

level prevention.  

Public health initiatives should be built on primary care data – both qualitative and 

quantitative
24

 - and delivered in partnership with primary care teams. Clearly defined patient 

populations (‘lists’ or ‘panels’) are fundamental to the population approach, as is engagement 

with local stakeholders and authentic co-creation with expert patients, patient groups, and 

caregivers. 

Primary care providers need training, time, incentives, administrative support, and conducive 

governance and accountability structures - all in the context of a cultural shift from specialist 

hospital treatment to community-led prevention and care. Primary care investments have 

tended to focus on isolated elements, such as the professionalisation of family medicine, 

however a comprehensive policy investment is required.
8
 

Deep end groups,
25

 community-oriented primary care centres,
26-27

 and system-level reforms in 

Scotland,
28

 New Zealand,
29

 and Catalonia
30

 provide living examples of organisational structures 

that support the ‘upstream’ approach. Moving away from fee-for-service and towards mixed 

payment models that include population-based weighted capitation is important for 

sustainability and incentivizing population-based practice.
26,31,32

 Where used, performance-

based payments should include preventive and population outcomes. Table 1 outlines other 

enablers of reform.  

 

A small but central role 

Primary health care is about much more than a proactive primary care sector. It is a whole-of-

society approach to ‘health for all’ in which primary care teams play a small but central role. 

Primary care professionals provide invaluable individual-level medical care that will always be 

required. However, they are also well positioned to help identify and influence the local social 

determinants that make their patients ill. Given that primary care workers are not currently 

trained, paid, or managed to think about community-level drivers of disease, it is not surprising 

that this approach is rare. Primary care professionals are not accountable for our collective 

failure to realise Alma Ata’s compelling vision. 
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In October politicians and policymakers recommitted to orienting their health systems around 

proactive prevention to improve health outcomes and support the attainment of the 

Sustainable Development Goals.
33

 One indispensable element of this commitment is 

recalibrating primary care: its training schemes, targets, payment incentives, and intersectoral 

working arrangements. The future sustainability of our health systems depend on it.  
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Box 3: Enablers of primary care reform 

Actors Proposed Actions 

Policymakers Governance 

• Health in all policies 

• Intersectoral collaboration and coordination 

• Merging of health and social sectors 

• Align professional health curricula towards skill gaps 

Financing 

• Ear-marked funding for population-level prevention activity 

• Strategic purchasing – mixed payment models that include population-based 

weighted capitation  

• Allocate resources for transformation in operations 

Monitoring and Evaluation 

• Performance management – devising financial and non-financial incentives and 

key performance indicators aligned with overall health system goals 

• Accountability – holding primary care teams accountable for delivering activities 

Enabling Environment 

• Seeking out and disseminating examples of best practice  

• Lowering barriers to safe innovation through accountability structures and 

payment mechanisms that prioritise outcomes over processes. 

Managers • Commissioning and managing local services 

• Training human resources  

• Building and maintaining relationships with community stakeholders 

• Convening stakeholders  

• Data analysis and performance management 

• Routine reporting to providers on the health status of their population 

• Improving the financial and human resources allocated to health promotion and 

disease prevention 

Practitioners Working with public health and community members 

• Monitoring population health status 

• Surveying risks and threats to public health 

• Identifying local social determinants of health 

• Risk stratifying the population 

• Developing appropriate interventions  

• Delivering these interventions  

• Monitoring and evaluating interventions with community involvement 
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Key messages 

1. The celebrated 1978 Alma-Ata Declaration called for a shift in focus from reactively managing sick 

individuals to ‘primary health care’: proactive prevention and health promotion at the community 

level 

 

2. As health need is increasingly characterised by chronic multimorbidity and rising demand, 

preventive action has never been more pertinent, yet the Alma Ata vision remains unrealised.  

 

3. Most primary care systems constrain rather than facilitate engagement with local public health 

teams, communities, and initiatives to address social determinants. 

 

4. Primary care training schemes, organisational structures, targets, and incentives can and should 

be better aligned with proactive community-level prevention. 
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Re: ‘Community-level prevention in primary care’ 

 

Dear Dr Ladher, 

Following your invitation to submit an analysis article on ‘community-level prevention in primary 

care’ (via email, 9th August 2018), we hereby enclose our manuscript for your consideration. 

Our paper outlines the challenges facing primary care and discusses the potentially transformative 

role of realigning systems to foster community-level prevention. Shifting the emphasis of general 

practice from the treatment of sick individuals towards prevention and health promotion for 

communities is long-overdue. Our paper explores how financing and accountability arrangements 

have retarded the transition first outlined in the Alma Ata Declaration, and the role played by an 

outmoded primary care research paradigm. 

We present real-world examples of sites that have managed to work within the constraints of their 

current systems to address social determinants, and we highlight the specific actions required to 

make primary care fit for the next century.  

The model that we posit supports the achievement of the Sustainable Development Goals and 

Universal Health Coverage and advances the central message of the renewed Astana Declaration on 

Primary Health Care – being launched in late October. By stressing the links between primary care 

and prevention of chronic diseases, the paper also fills a gap that has been identified by the non-

communicable disease community. This area will be discussed at the UN General Assembly High 

Level Meeting on NCDs later this month. The article has pertinence for jobbing doctors, nurses, and 

medical staff, as well as international policymakers. As our message is for the broader health system 

rather than just the primary care sector we feel that the BMJ – a widely read general medical journal 

with a strong analytic pedigree - is best positioned to reach the right audience. 

As advocates, academics, policymakers, and WHO primary care leaders we hope to lay out a 

definitive analysis of why the move to prevention is required; what is holding us back; and what 

needs to be done to support a universally celebrated vision that no country has yet managed to 

realise. 

On behalf of all authors, 

Dr Luke Allen 

GP Academic Clinical Fellow, University of Oxford 

Consultant, WHO HQ Primary health-care services  

Editorial board member, British Journal of General Practice  
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