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• Fundamental importance of PHC
• Provision of essential health services
• Prevention and treatment of chronic conditions
• Front-line role in responding to epidemics
• A pre-requisite for achieving UHC and the SDGs

• Funding for PHC is often insufficient, and ineffective or inappropriate financing 
arrangements can lead to:
• Inefficient and poorly performing services
• Lack of financial protection
• Inequalities in access to care

• Covid-19 has created a health and fiscal crisis, highlighting the dangers that societies 
face without a well-functioning PHC system that protects everyone.

• How can we use this opportunity to develop financing arrangements that will advance 
people centred PHC?

The challenge
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Objectives

• Present new evidence on levels and patterns of global 
expenditure on PHC

• Analyse key technical and political economy challenges 
faced in financing PHC

• Identify areas of proven or promising practices that 
effectively support PHC across the key health financing 
functions

• Identify actionable policies to support LMICs in raising, 
allocating, and channelling resources in support of the 
delivery of effective, efficient, and equitable, people-
centred PHC



Current landscape of 
PHC financing



Government spending on PHC in low- and lower-
middle income countries is very low
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Out-of-pocket payments remain an important source of 
PHC financing, even in upper-middle income countries
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And much OOP PHC spending is on medicines
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Higher government spending on PHC is strongly 
associated with better service coverage
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Public PHC providers are predominantly paid 
through input-based and service-based budgets
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Key findings
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Mobilisation & pooling funds for PHC



Allocating resources to PHC
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Pathway to a more strategic provider payment 
system

18



The political economy of financing PHC
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• Political, social and economic conditions are 
as important as technical elements in the 
design and implementation of efficient and 
equitable financing for PHC.

• These political economy factors represent 
both constraints and opportunities.

• Advancing people-centred financing for PHC 
relies on politically informed technical 
strategies – requiring understanding and 
navigating the evolving political economy 
context. 



Spending more and 
spending better on PHC



Recommendation 1

Attributes of people-centred financing for PHC

• Predominantly funded from tax revenue

• Covered by pooling arrangements

• Equitable allocation of resources across levels of service delivery and 
protected to reach frontline PHC service providers and patients

• Blended provider payment system with capitation at its core

People-centred financing for PHC
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Recommendation 2

Countries should take a whole of government approach to spending more and 
spending better

Recommendation 3

Technical strategies are underpinned by an understanding of the social, economic 
and political conditions

Recommendation 4

Global agencies should reform the way PHC expenditure data are collected, 
classified and reported
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Opportunities at the Boundaries





UHC



▪ Funding PHC in the time of  COVID-19 

▪ Making output- and population-based financing work in PFM systems

▪ Paying for essential medicines in PHC

▪ Financing comprehensive PHC



Funding PHC in the time of  COVID-19

Expansion (12)

Average pc GGE growth: (2020-2027):  +4.3% 

Average years of  pc GGE cuts: 0.6

Stagnation (6)

Average pc GGE growth: (2020-2027):  +1.0% 

Average years of  pc GGE cuts: 1.3

Contraction (8)

Average pc GGE growth: (2020-2027):  -1.1% 

Average years of  pc GGE cuts: 3.6

To be launched 

22 September



• Medium-term revenue strategies

• Target setting

• High-level political commitment

• Target setting

• Investment in PHC infrastructure

• Efficiency improvements at PHC level

General government

Health sector

PHC

▪ Guaranteed essential packages of  services

▪ Targeting of  vulnerable populations

▪ Revenue earmarks for essential packages

▪ Borrowing for health

▪ Health taxes (hard &soft earmarking)

▪ Special levies (hard earmarking)

▪ SHI expansion (obligatory contributions)

Funding PHC in the time of  COVID-19



Making output- and population-based financing work within public financial management systems

Population & output-based

Input & population & output-based

Input- & output-based

Input-based only

Input-based payment 

mechanisms

Providers do not 

receive, manage or 

account for 

government funds

Compromised 

availability and 

quality of  services



Benefits:

• Low IT capabilities

• Flexibility in the use of  funds 

form donorsxxx

Pitfalls:

• Limited transparency

• Substantial FM capacity

Making output- and population-based financing work within public financial management systems

Model 1 Model 2

Benefits:

• Transparency

• Automatic reporting & 

accounting 

Pitfalls:

• High IT capabilities

• Limited timeliness and 

flexibility in the use of  funds

Central Government

Local Government

Primary care facility

▪ Channel funds

Gov budget

TSA

IFMIS

Gov budget

TSA

IFMIS

Independent, 

aligned FMS

▪ Determine budgets ▪ Transfer authority



Paying for essential medicines for PHC

Source: Wang,  H, et al , (2018)
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Paying for essential medicines for PHC
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Pricing Usage

• Increase use of  generics

• Register drugs from cheaper origins

• Centralize procurement

• Eliminate import duties

• Reference pricing

• Legislate & regulate to reduce power of  

oligopolies

• International bidding

• Develop essential drug list

• Develop clinical protocols

• Regulate and enforce 

standards for industry 

promotion

• Increase information to 

providers & patients

Coverage

• Revise/update benefits package

• Decrease co-pays

• Increase reimbursement rates

1 mechanism

2 mechanisms

3 mechanisms

4 mechanisms

Availability

• Improve supply chain

• Increase opening hours at 

public facilities



Functions

Financing comprehensive PHC

Primary Care

Public health: 

Population-

based 

services

Public health: 

Intelligence

Public health: 

Enabling 

functions

Comprehensive Primary Health Care

Community

Primary care facilities/ Local government

State government

Federal government, 

Development partners

Platforms



Financing comprehensive PHC

Low levels and 

fragmentation of  funding

Poor accountability,  highly 

variable capacity and 

performance

• Conditional grants

• Institutional structures

Consolidate and increase 

federal funding through :

Public health

• Reorganization of  public health services

• Supervision & capacity development through 

central institutions

• Conditional grants with performance components

• “Contracting out” public health activities from 

local governments to primary care providers



National HF Forums
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The boundaries, colors, denominations, and other information shown on any map in this work do not imply any 

judgment on the part of  the World Bank concerning the legal status of  any territory or the endorsement or 

acceptance of  such boundaries.


