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Primary Care in LMIC Cities 1

Supply-side and demand-side factors affecting allopathic 
primary care service delivery in low-income and middle-
income country cities
Richard J Lilford*, Benjamin Daniels*, Barbara McPake, Zulfiqar A Bhutta, Robert Mash, Frances Griffiths, Akinyinka Omigbodun, 
Elzo Pereira Pinto Jr, Radhika Jain, Gershim Asiki, Eika Webb, Katie Scandrett, Peter J Chilton, Jo Sartori, Yen-Fu Chen, Peter Waiswa, Alex Ezeh, 
Catherine Kyobutungi, Gabriel M Leung, Cristani Machado, Kabir Sheikh, Sam I Watson, Jishnu Das

Most people in low-income and middle-income countries (LMICs) now live in cities, as opposed to rural areas where 
access to care and provider choice is limited. Urban health-care provision is organised on very different patterns to 
those of rural care. We synthesise global evidence to show that health-care clinics are plentiful and easily accessible in 
LMIC cities and that they are seldom overcrowded. The costs that patients incur when they seek care are highly 
variable and driven mostly by drugs and diagnostics. We show that citizens have agency, often bypassing 
cheaper facilities to access preferred providers. Primary care service delivery in cities is thus best characterised as a 
market with a diverse range of private and public providers, where patients make active choices based on price, 
quality, and access. However, this market does not deliver high-quality consultations on average and does not provide 
continuity or integration of services for preventive care or long-term conditions. Since prices play a key role in 
accessing care, the most vulnerable groups of the urban population often remain unprotected.

Introduction
Health outcomes have improved greatly over the last few 
decades, even in low-income countries. Child mortality 
in Kenya declined from 111 to 39 per 1000 between 
1995 and 2020,1 as gross domestic product (GDP) 
per capita increased from US$1800 to $4800 (purchasing 
power parity).2 For comparison, child mortality in the UK 
fell from 112 per 1000 in 1925 to 28 per 1000 in 1960,3 as 
GDP per capita increased from £5000 to £10 000 
(2013 GDP)4—a similar reduction over a similar time 
period, but which required more than twice as much real 
income as in modern Kenya. These gains reflect the 
successes of public health and vertical programmes, 
such as for maternal and child health, HIV/AIDS 
programmes, and other infectious disease control efforts. 
However, non-communicable diseases, such as 
cardiovascular disease, cancer, and mental health 
disorders, now contribute the greatest burden in terms of 
loss of years of healthy life in low-income and middle-
income countries (LMICs).5  These diseases require 
ongoing, rather than episodic, care and they often occur 
in combination with each other and with communicable 
diseases, such as HIV and tuberculosis. To deal with 
these challenges, it is essential to strengthen primary 
care systems. Following decades of campaigning and a 
series of WHO consensus statements, there are signs 
that the emphasis is shifting in this direction.6,7 
Comprehensive primary care services are now seen as 
essential to improving health and health equity 
worldwide. Consequently, most countries have formally 
committed to working towards universal health coverage, 
thereby motivating the funding and development of 
high-quality primary care services.

This Series of two papers is about primary care services 
in LMIC cities. Cities are now home to over half of all 
people in LMICs—a proportion that is predicted to 
rise to 68% by 2050.8 Cities present very different 

Key messages

•	 Large cities in low-income and middle-income countries 
are characterised by a dense network of primary care 
provider clinics, such that the travel time to reach the 
chosen provider is typically less than 30 min.

•	 Patient volumes per clinic and per clinician are low, with 
some exceptions, especially hospital polyclinics (general 
outpatient walk-in clinics).

•	 Out-of-pocket expenditure relates mostly to medicines 
and tests, rather than consultations, in both public and 
private settings.

•	 The average quality of care is poor in terms of making the 
right diagnosis and providing the correct management 
for the diagnosis made, but there are exceptions.

•	 Service users exhibit considerable agency, travelling 
further and paying more to visit providers of higher 
perceived quality; polyclinics are particularly favoured.

•	 The observation that people actively choose among 
multiple providers implies the existence of a market in 
primary health care, whereas the poor general quality of 
services indicates a degree of market failure.

•	 Although primary care service provision is well studied in 
large cities, there is little information from towns and 
periurban areas, with some indication that the situation 
regarding multiple, accessible provider clinics is different 
there.

http://crossmark.crossref.org/dialog/?doi=10.1016/S2214-109X(24)00535-7&domain=pdf
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challenges and opportunities compared with rural 
settings, where there are few choices of health-care 
provider. In the first paper in this Series, we synthesise 
and analyse (panel 1) the literature on primary care 
services in LMICs, aiming to describe the typical 
configuration of these services in LMIC cities, the out-of-
pocket expenses of attending them, the quality of care 
provided, and whether patients attend the nearest or 
cheapest service. In the second paper in this Series, we 
build on these observations, evidence, and theory to 
discuss policy and service interventions to improve the 
quality of primary care services.

In this Series, we examine improvement of delivery of 
primary care services to individuals, rather than to 
communities and populations. Services such as water, 
sanitation, hygiene, air quality, food policy, or transport 
infrastructure are important determinants of health. 
However, as they target populations and communities, 
rather than individuals, they are out of our scope.14 We, 
therefore, refer throughout to primary care services, 
rather than primary health care.15,16 With respect to 
primary care services, we are concerned with diagnosis 
and treatment of acute and chronic conditions, 
rehabilitation, palliative care, and prevention through 
activities such as vaccination, case finding, and health 

promotion. We are also concerned with person-
centredness, first contact access, continuity, coordination, 
and comprehensiveness of care.17 We include primary 
care services in general hospital outpatient departments 
(also known as hospital polyclinics), in line with the 
WHO Alma-Ata Declaration of 1978.15

We specifically address allopathic (biomedical) primary 
care delivered in facilities or in the community as 
provided by doctors, nurses, other health professionals 
(eg, clinical officers, physician associates, dentists, and 
pharmacists), and community health workers. We 
acknowledge that a substantial amount of care activities 
also occur in traditional medicine and other non-
allopathic sectors in LMICs, albeit in less well 
documented ways, but these fall outside the scope of this 
Series.18–22

Finally, we acknowledge that primary care services in 
LMIC cities cover a wide range of contexts. Cities come 
in many different forms (eg, large and small), and they 
exist in the context of countries at very different stages 
of economic development. Thus, we draw out these 
distinctions wherever they exist, but as described later, 
the bulk of evidence relates to large cities rather than 
towns and peri-urban areas. Likewise, the modern city 
involves a number of overlapping jurisdictions and 
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Panel 1: Search strategy and selection criteria

We conducted the following three pieces of work:

First, a compilation of existing systematic reviews of primary 
care services in low-income and middle-income countries 
(LMICs). We compiled existing systematic and scoping 
reviews from MEDLINE in April, from January, 1946 to April, 
2024, augmented by relevant WHO reports of which we were 
aware. We describe our approach in more detail in the 
appendix (p 2), where we also list the 54 reviews included.

Second, a scoping review on the configuration of urban 
primary care services in LMICs (appendix p 11). The review 
tackled eight questions: (1) What are the travelling times to 
access primary care service facilities? (2) How are health-care 
facilities distributed relative to population density? (3) Where 
are primary care service facilities located relative to  
population need? In other words, what is the accessibility of 
primary care service facilities? (4) How are doctors, nurses, 
and clinical officers distributed among facilities or relative to 
population density? (5) What is the private versus public mix 
of primary health-care services available to patients? (6) What 
are the charges for services including medications? (7) What 
infrastructure, technology, and products (eg, medicines, 
equipment, and buildings) are available? (8) What is the 
distribution of dental services, pharmacies, and drug stores, 
and specific community-based maternity care?

Third, we build on a World Bank Service Delivery Indicators 
dataset covering ten countries in sub-Saharan Africa.9 In a 

previous study we used this dataset to examine quality of 
primary care service provision, staffing, and workloads.10 This 
latter study covers urban and rural locations. We re-analysed 
this dataset to examine specifically urban locations. We 
extracted data on facility staffing, caseload, and usage for 
4416 providers at 2216 urban health facilities in the 
ten countries. For this re-analysis, we compiled rosters of all 
staff, regardless of professional cadre, who were reported as 
attending to outpatients and calculated the average daily 
workload per provider, assuming 20 working days per provider 
per month. We recognise that these findings might not fully 
represent findings outside Africa, but were unable to source 
similar data in other LMIC settings. Within sub-Saharan Africa, 
the service delivery indicator surveys are nationally 
representative including cities of all shapes and sizes. They also 
correlate with DHIS2 surveys.11

We present our conclusions based on the bulk of the evidence, 
especially those from large multicountry surveys and systematic 
reviews, recognising that there are exceptions. The data 
underpinning our findings derive from the above three sources, 
supplemented in places by personal knowledge of individual 
studies. We collated and narratively synthesised studies with 
the existing literature on management science and economic 
theory to develop an understanding of underlying 
mechanisms.12,13
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competing stakeholders, which include the national 
government, city authorities, municipal corporations, 
local governments, international organisations and non-
governmental organisations, and private actors of all 
types. We do not have the scope in this Series to discuss 
the politics and political economy of these interactions, 
but acknowledge their importance in putting new 
policies into effect. In the second paper in this Series, we 
discuss the implications for policy, acknowledging that 
our findings are relevant to diverse types of policy-
making configurations in different ways. We describe 
our methods in panel 1.

Patterns of service availability in primary care
Density, provider type, and accessibility
One of the most striking and consistent findings across all 
settings is the profusion of diverse clinical outlets offering 
primary care services to the public, even in the most 
deprived areas of LMIC cities. For example, Kampala, 
Uganda, has 832 registered walk-in primary care clinics 
for a population of approximately 2·7 million,23 and 
Dhaka, Bangladesh, has over 1000 health service delivery 
points (including both pharmacists and clinicians, many 
unqualified).24 This pattern was illustrated in a large-scale 
study—henceforth, the seven slums study—of primary 
care clinics in and around seven slums across 
four countries (Nigeria, Pakistan, Kenya, and 
Bangladesh)25,26—and our study based on the World Bank’s 
Service Delivery Indicators programme (panel 1).10 The 
presence of large numbers of clinics scattered throughout 
LMIC cities is corroborated by the results of our new 
scoping review (appendix p 11). We illustrate this pattern 
with respect to Ibadan, Nigeria and Dhaka, Bangladesh in 
the appendix (p 62).

The types of facilities and their characteristics are 
diverse in every setting, ranging from solo practices to 
hospital general outpatient departments (ie, polyclinics), 
clinics with differing opening times of the day or week, 
and clinics staffed by different staff mixes of doctors, 
nurses, paramedical staff, or even unqualified providers. 
In addition, a variety of unlicensed or unregistered 
clinics provide similar services alongside qualified and 
formally registered providers of allopathic (biomedical) 
care; where observed, it is unclear whether clients know 
or care that such providers are informal or unqualified.27,28 
There are also wide variations in patterns of facility 
organisation. For example, solo practices staffed by 
a doctor or nurse are almost absent in Kenya and Nigeria, 
but account for about a quarter of adult clinic visits in 
urban slums in Bangladesh and Pakistan.25

The density of facilities is such that most people living 
in LMIC cities can reach the clinic or hospital outpatient 
departments they choose within much shorter time 
periods than those in rural areas.29,30 The median time for 
people living in seven African and Asian slums to reach 
the doctor or nurse clinic of their choice was 15–30 min, 
despite the fact that many people bypassed the nearest 

facility.25 In Delhi, India, for instance, researchers found 
70 clinics within a 15-min walking distance of the 
four neighbourhoods they studied.31 Similarly, short 
travel time to clinics has been reported from slums in 
Haiti,32 Ethiopia,33 and Iran.34 Short travel times in LMIC 
cities is further confirmed by our new scoping review—
in Batna, Algeria, 88% of residents could walk to at least 
one clinic within 30 min, as could 48% of people in 
Blantyre, Malawi (appendix p 11).

Usage rates and staff–patient ratios
Usage rates are typically presented as the number of visits 
to a primary care provider (nurse, clinical officer, or doctor) 
per year, obtained, if necessary, by multiplication from 
shorter recall periods in surveys. However, recorded rates 
are higher when the period of recall is short (eg, a month) 
than when it is longer (eg, a year).35 For example, in the 
seven slums study, survey participants reported 1·1 visits 
per year to a doctor or nurse clinic in Nairobi, Kenya, and 
1·5 visits per year in Dhaka, where recall was 1 year.25 In 
Delhi, however, where the recall period was varied 
experimentally from 1 month to 1 week, the yearly 
calculated rate doubled from three to six visits.35 The latter 
figure is similar to care-seeking rates in the USA,36 
suggesting that, on average, LMIC city dwellers can and do 
access primary care when they fall ill. However, 
94–98% of doctor and nurse consultations, and the 
majority of pharmacy visits, were for acute symptoms 
(pain or fever) in the seven slums study.25 Late presentation 
of cancer and the poor management of chronic disease 
suggest a substantive gap in obtaining some types of 
care.37,38

It might be supposed, based on need, population size, 
and the above data on usage, that facilities are 
overcrowded and understaffed. However, the data do not 
support this theory. Using provider rosters and reported 
patient numbers in our previous study,10 we calculated 
daily outpatient caseloads for all facilities and provider 
types in urban areas in the ten countries. Figure 1 shows 
the distribution of caseloads by country. The median 
provider served no more than 15 patients per day in each 
country, and very few facilities reported providers seeing 
more than 25 patients per day. These patient numbers 
imply that—as long as all providers listed as serving 
outpatients are working somewhere full-time—only the 
very busiest providers face more than a 4-h daily 
outpatient workload, based on estimates of average 
outpatient consultation times, which across the literature 
are no longer than 15 min per patient.40 Although this 
figure could be an underestimate, the high degree of 
absenteeism or task shifting that would be required to 
bring the average facility to more than a 4-h workload is, 
we believe, very unlikely. 

Figure 2 illustrates the relationship between facility 
size (number of providers attending to outpatients) and 
patient loads across all ten countries. Although there is 
some variation across provider type, the results highlight 
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the consistently low overall provider outpatient caseload 
among most facilities—the 75th percentile provider 
never exceeds 20 outpatients daily, no matter the sector 
nor the facility size. This finding implies that facility 
staffing generally scales with total patient load. Similar 
patterns were observed in a representative survey of 
Viet Nam.41 However, low average workloads mask 
massive workloads in some clinics. For instance, in 
many places, hospital polyclinics are much more popular 

than small clinics, and have much longer waiting times, 
as seen in a 2022 study in India (and commensurate 
with consumer choice).42 Likewise, in some countries, 
such as China, patients who would otherwise attend 
primary care have direct access to specialist clinics that 
can then become very overcrowded with providers seeing 
over 100 people in a day.43

Variation across environments, stages of development, 
and marginalisation of individuals
Most of the findings described above emanate from cities 
with a population of over a million, low-middle-income 
countries and to a lesser extent low-income countries, 
and people accessed in surveys in which those who are 
experiencing homelessness and those who are 
unregistered are under-represented.

The extent to which the above findings can be 
extrapolated to contexts with lower population density is 
limited due to incomplete mapping of provision.44 
A study from Malawi confirmed large numbers of clinics 
in the main cities, but found many fewer in smaller 
towns.45 Studies in Batna, Algeria,46 Shenzhen, China,47 
and in Sierra Leone and Liberia48 all show that travel 
times to clinics increase with distance from the city 
centre towards peri-urban areas.

In upper-middle-income countries, health systems 
often appear more centrally organised, typically with 
larger public sector primary care networks, than in low-
income and low-middle-income countries. For example, 
both Brazil and South Africa (upper-middle-income 
countries) provide free care through primary care clinics, 
where teams of six to ten community health workers are 
supported by a nurse or doctor to provide primary care to 
a defined geographical community of approximately 
10 000 people.49–54 Following large-scale reforms in 2001, 
China has also invested heavily in community health 
centres, providing free consultations and medicines at 
cost.55,56

Finally, although LMIC cities feature very high rates of 
economic inequality, we note that people with low 
income (such as those living in slums) are not necessarily 
the most marginalised city dwellers with respect to 
primary care access. Unhoused people, including street 
children, have more difficulty accessing services,57–61 
and have higher morbidity in terms of infectious illness, 
mental health, and reproductive health according to a 
systematic review.62 Such people are under-represented 
in surveys.63 Migrant groups, including internal rural-to-
urban migrants,64 but in particular international 
migrants, are another especially vulnerable group, and 
their vulnerability is exacerbated by discrimination,65,66 
even when they have a constitutional right to health 
care. For example, the 2023 National Health Insurance 
Bill in South Africa67 only provides emergency care and 
treatment for HIV, tuberculosis, and malaria for 
undocumented migrants, who have to rely on 
philanthropic services to receive general primary care 
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Figure 1: Distribution of daily outpatient caseload across urban SSA facilities and providers
Data reported by urban facilities from a nationally representative survey across ten SSA countries10 (Guinea-Bissau 
was excluded due to insufficient data). The left-hand plot presents outpatient load per facility; right-hand plot 
presents outpatient load divided evenly among all providers reported as seeing outpatients. Bold vertical lines 
represent the median, ends of boxes represent 25th and 75th percentiles, and whiskers indicate last inside values.39 
Facilities reporting more than 250 outpatients per day are top-coded. Data are unweighted. Outside values are 
excluded. SSA=sub-Saharan Africa.

Figure 2: Daily outpatient caseload across facilities and providers in urban 
SSA, by facility sector and size
Data are based on urban areas within the ten SSA countries.10 Data are pooled 
and weighted equally by country. Facilities are classified on the vertical axis by 
the number of providers reported as serving outpatients; the horizontal axis 
presents the number of daily outpatients per provider, calculated by dividing 
patients evenly among the total number of providers at each facility. Each box 
illustrates the median provider (bold vertical line), the 25th and 75th percentiles 
(box), and the upper adjacent values (endcaps) as the last value within 1·5 times 
the IQR length from the upper quartile as defined by Tukey.39 
SSA=sub-Saharan Africa.
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services.68 However, empirical information on these 
populations is very sparse, particularly when it comes to 
intersectional vulnerabilities in LMICs,69 and is a crucial 
area for future work.

Patterns of cost and expenditure in primary care
Costs that fall on patients comprise direct (out-of-pocket) 
costs for health care (eg, consultations, medicines, and 
diagnostics), transport, and indirect costs (eg, lost 
earnings). A broad literature has investigated total health-
care costs.70,71 There is less evidence for the prices of 
individual primary care interactions. In the seven slums 
study, out-of-pocket costs per interaction in 2019 ranged 
from INT$21 to $82 (local currency equivalent to 
US$21–82 worth of consumption at US prices).25 The 
median out-of-pocket expenditure for a clinic visit was 
under 10% of total monthly household expenditure, but 
the distribution of these costs was skewed, such that over 
33% of visits cost more than one-third of monthly 
household expenditures in three of the five study 
countries. Medication costs accounted for the bulk of 
these; 67–100% of the median proportion of the total cost 
of a visit was accounted for by medicines. For patients 
requiring repeat or chronic care, the structure of these 
costs might be somewhat different than for acute care.

Economically poor people living in cities have high 
expenses in meeting their basic needs for food, housing, 
and transport, often leaving little headroom for health 
care, where costs can become catastrophic,72 especially if 
there are ongoing costs for treatment of long-term 
conditions. Although consultations are free in some 
public institutions, medicines are usually not. Some 
middle-income countries have been able to ameliorate 
these costs; for example, 45% of the Brazilian population 
obtains free medication for hypertension and 
51% for diabetes through the Brazilian Popular Pharmacy 
Program.73,74

A large amount of literature attests to the twin problems 
of high cost and shortages of medicines across LMIC 
settings as a whole.75,76 In some countries (largely low-
income countries) the cost of vaccines is met by donors 
such as Gavi, the Vaccine Alliance, but their supply can 
still be very precarious across large numbers of poorly 
organised clinics that have poor stock control and 
difficulty maintaining the cold chain.77 Costs also emerged 
as the main barrier to dental care in LMIC cities,78 
resulting in poor dental health,79 particularly in slums.80

Patterns of quality in primary care
Framework for clinical care
There are many dimensions to the quality of care received 
by the patient—for example, quality of diagnosis and 
clinician’s attitude. In addition, there are many upstream 
determinants of care that can affect the care received 
(figure 3).

Routine quality assessment methodologies rely heavily 
on observations of determinants, often combined with 

service user feedback.83 Measuring the quality of patient-
facing primary care services is not straightforward. 
Routinely measured health outcomes are insufficient for 
this purpose, since they are imprecise and biased; they do 
not reflect the counterfactual outcomes in the absence of 
the primary care services.84 Medical records are also seldom 
available, particularly in fragmented urban landscapes, 
and typically contain little detail. Alternative, but more 
labour-intensive, measures are described in panel 2.

A consistent finding from the literature is that the 
average quality of primary care consultations is poor in 
LMICs.28,90–95 A review of nine studies covering India, 
China, Kenya, Senegal, South Africa, and Uganda found 
that, typically, fewer than half of providers successfully 
diagnosed or treated common tracer conditions when 
presented by standardised patients.96 In addition to 
providers’ abilities to adequately manage patients, the 
unavailability of necessary medications, the sale and use 
of non-prescribed antibiotics, and the overprescription of 
unnecessary antibiotics is a particularly common theme 
in the literature on low-quality care,97–99 explored in 
a systematic review and meta-analysis of 48 studies from 
27 LMICs,90 a review from Asia,100 and a systematic review 
from China.101

Coordination and continuity of patient care
One of the crucial areas where quality of care can fall 
short is in the area of coordination and standardised 
referral pathways—who does a community health worker 
refer to if they find a patient who is malnourished or has 
not been vaccinated? Who will provide care following 
discharge? Where will the patient be referred if they 
might have severe disease? Who will provide continuity 
of care for people with hypertension, diabetes, or 
terminal disease? These are the problems the modern 
health services face, particularly in cities where care is 
fragmented. For example, in many settings, hypertension 
is not only largely undiagnosed,102–104 but also undertreated 
when diagnosed,37,105 and tuberculosis and cancer are 
often diagnosed at late stages.106–109 Part of the treatment 
delay can be explained by delays in the health-care system 
itself, since numerous studies have identified that 
patients are badly directed following the initial 
consultation and are delayed in navigating the system to 
receive definitive treatment.110–114

Figure 3: Dimensions of care and their determinants
Adapted from Lilford and colleagues.81 *Based on US Institute of Medicine definitions.82 

Fiscal policy,
workforce selection,
and training

Medicine supplies,
incentive system,
information 
technology,
continuing 
professional
development, and
organisational culture

Safety and 
effectiveness,
patient-centredness,
accessibility,
comprehensiveness, 
and continuity

Mortality,
quality of life,
satisfaction, cost 
efficiency, and equity

Policy Service delivery
(upstream elements)

Service delivery
(patient-facing care)*

Outcomes



Series

e947	 www.thelancet.com/lancetgh   Vol 13   May 2025

Determinants of low-quality care
As represented in figure 3, care that patients receive from 
a provider is determined by upstream, system-level 
policies and service variables.81,115 The primary inputs are 
money and workforce and the ways that these inputs are 
organised and managed.

One reason for the severe deficits in care that medical 
vignettes reveal is poor medical knowledge. Our previous 
study in ten sub-Saharan African countries10 used 
medical vignettes as a measure of clinical competence, 
finding that the median clinician correctly managed 
one-third of vignette conditions, whereas the top 25% of 
clinicians correctly managed at least half. In line with the 
standardised patient literature, this representative study 
identified the existence of a range of quality, with low-
performance providers existing alongside, and often 
competing directly with, high-performance providers in 
all settings.

This study10 found that although providers with the title 
of doctor (a category with a wide variety of meanings 
across the heterogeneous contexts considered here) had 

higher average competence than nurses or 
paraprofessionals, there was considerable overlap in 
performance, such that a substantial proportion of nurses 
had better performance scores than the median doctor. 
Educational attainment and seniority showed similar 
patterns, with considerable overlap in performance across 
categories. Although formal qualifications did not reliably 
describe the availability of quality care, this does not mean 
that we should be satisfied with poorly trained or 
unqualified staff. A number of  systematic reviews and 
primary studies of pharmacy practice in LMIC settings in 
Asia100,116 and in sub-Saharan Africa117 show that outlets are 
often staffed by unqualified workers,118 and that patients 
with serious symptoms are not referred appropriately.119

A second hypothesised reason for poor quality of care 
is poor morale and attitude, which can arise from weak 
incentives.9 The know–do gap, whereby the performance 
of health-care providers in their clinical practice falls far 
below their knowledge frontier was shown in clinical 
settings in Tanzania and India, and has now been 
replicated in multiple countries.120–122

One particular example of a difference in incentives is 
between the public and private sector, with doctors in the 
public sector in LMICs typically paid a salary, while those 
in the private sector are typically paid on a fee-for-service 
basis. The question of care quality by private versus 
public provision has attracted considerable attention.123 
Interestingly, no clear advantage has emerged. 
Two systematic reviews did not find strong evidence for 
the superiority of either sector, and documented wide 
variation within each.124,125 A study in Ethiopia, focusing 
on primary care, found that both types of clinic offer poor 
care, but that the types of quality deficits vary between 
private and public, with a tendency for private clinics to 
have better basic infrastructure and patient-centred care, 
while public clinics had greater availability of supplies 
and trained clinicians.126 Studies often do not compare 
like with like; for instance, private care is often provided 
from smaller (often single-handed) clinics, whereas 
public facilities tend to be larger and have staff with more 
formal training.127 In short, public and private care differ 
in their type of doctor, type of patient, and clinic-specific 
features. To correct for difference by doctor type and 
patient type, a study in the Indian state of Madhya Pradesh 
sent standardised patients to the public and private 
clinics of the same doctor and found that in their private 
clinics, the same doctors were more likely to correctly 
treat patients and adhere to a checklist of essential care.128 
To correct for patient type, a study in the Indian city of 
Mumbai, again using standardised patients, found 
higher consultation lengths and checklist completion in 
the private sector. Correct management rates were also 
higher in private settings, except with respect to public 
hospitals, where management practice was better in 
public hospital polyclinics,42 a finding consistent with 
Aujla and colleagues,129 who found very high-quality care 
in a teaching hospital polyclinic.

Panel 2: Four methods to directly measure the quality of 
primary care consultation

Four direct measurement methods are commonly described 
in the literature.85–87

•	 Medical vignettes, measuring provider knowledge of 
high-quality management, including questions, tests, 
and medications, for key tracer conditions benchmarked 
against international and national standards of care.88 
These do not account for the well documented know–do 
gap between knowledge and practice.

•	 Direct observations of real-time care-seeker and health 
worker encounters, allowing evaluation of actual provider 
behaviour in response to the care-seeker’s presentation, 
but that depend on the range of presenting conditions 
encountered, which might vary systematically across 
providers and do not allow researchers to evaluate the 
care relative to what the patient needed.

•	 Exit interviews, where care-seekers give an account of the 
content of their encounter with health workers and their 
assessment of the experience. Subject to recall 
inaccuracies and expectations of quality when compared 
directly with observations and are again limited by the 
range of patients that actively present.

•	 Standardised patients (sometimes called mystery clients), 
where trained individuals present as real care-seekers with 
predetermined case indications across a sample of 
providers. This method, despite its technical and ethical 
limitations, has become a leading method for measuring 
technical care quality in research studies and can assess 
safety and quality, patient-centredness, and equity of 
delivery with efficient sample sizes, while allowing 
researchers to assess the care given against national 
and international standards for the presented case.89
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A third hypothesised reason for low quality of care is 
very high workloads. The relationship between usage 
rates (at both clinic and individual provider levels) and 
quality is of independent interest. One study found an 
inverted-U relationship consistent with worse provision 
when providers are underused or overwhelmed.130 
However, there is little evidence backing assertions of 
widespread overcrowding outside of hospital outpatient 
departments, and additional data from our study in 
ten sub-Saharan African countries showed little or no 
association between how busy a clinic was and the average 
performance of its staff.10,19 Similarly, evidence suggests 
that increases in workload have little effect on quality of 
care,131 although a point is reached where this is no longer 
true—for example, as shown by Liu and colleagues.43

Patterns in demand for care and provider choices: 
consumer perspectives
Understanding demand
We have seen that LMIC cities are replete with small-
scale providers, that there are few physical barriers to 
care, that there is more than sufficient capacity (overall) 
to meet high usage, and that high-quality options are 
generally available, although the typical provider is of low 
quality. It would be a mistake to design programmes for 
improvement without understanding the preferences of 
those seeking care and the factors determining these 
preferences. Even if patient preferences are not aligned 
with their own best interests, programmes that do not 
account for such preferences might have very different 
consequences from what was envisioned. Therefore, we 
describe three kinds of studies: surveys of attributes that 
patients care about along with perceived barriers to care; 
preferences revealed by the actual choices made under 
existing constraints; and hypothetical choices made 
under hypothetical constraints (discrete choice experi
ments). In all these studies, people have been shown to 
have agency in their choice of provider, and the evidence 
indicates people make coherent decisions balancing 
costs and quality.

Surveys of barriers to access and care-seeker preferences
In 2022, a scoping review identified the main barriers to 
accessing primary care among the slum residents in 
LMICs.132 A 2008 study from Karachi, Pakistan, not 
included in the review, made similar observations.133 Not 
surprisingly, patients want low cost, minimal inconvenience 
and distance, respectful staff attitudes, and technical 
quality.134 Discrimination has been shown to reduce 
vaccination uptake by migrant mothers in South Africa135 
and North Korean refugees in China.136 Patients in LMICs 
tend to rate the quality of primary care lower than those in 
high-income countries,137 and disrespectful care has been 
shown to be an important factor suppressing health 
seeking.134 There is evidence from LMIC slums that 
recommendations from family and friends about 
trustworthy health-care providers influence health-care 

seeking decisions.138 In this way, the supply and demand for 
health-care is linked—people will avoid providers with a 
poor reputation and, even in cities where there is an 
extensive choice, people might delay or avoid seeking care.

Whatever the barriers to care might be in the cities of 
LMICs, they do not seem to work equally across conditions 
(ie, demand might be less elastic when the condition is 
acute rather than chronic). We have cited evidence that, 
although people seek care for acute conditions, such as 
pain and fever, they seldom consult for chronic conditions 
and chronic but potentially serious symptoms.25 
Prescription data tell a similar story.118 Similarly, costs are a 
significant  barrier to uptake of vaccination, as shown in a 
2022 study in Kampala, Uganda.77 As described earlier, 
medicines comprise the major share of out-of-pocket 
expenses, particularly for people with chronic diseases 
such as high blood pressure and diabetes, where costs 
mount up over the years and where people might simply 
stop taking medicines due to cost.

Revealed preferences
There is consistent evidence from systematic reviews139–141 
that use of services declines as user fees are increased, 
and increases when user fees are reduced. Evidence 
specific to cities is less abundant than in rural areas, but 
the study across seven slums in four countries25 found 
price elasticities to vary between 0 and –1 (the point at 
which a doubling in prices suppresses demand by 50%). 
The observation that prices do not vary more suggests 
that they are being held down by market forces.

The factors driving choice of provider (by category of 
patient) can be divided into three elements: cost to the 
patient, including travel and services charges 
(eg, consultations, drugs, and tests); inconvenience 
(covering travel time–distance, waiting in queues, and the 
compatibility of opening hours with the demands of work 
and essential routines); and perceived quality 
(eg, respectfulness and reputation). Given enough 
consultations and types of provider clinic, it is possible to 
model perceived quality given observed costs, 
inconvenience (using time or distance as a surrogate), 
and choice of provider type. Preferences can be revealed 
by observing the choice of providers in the catchment set 
of the patient, one example of which is bypassing 
behaviour whereby patients travel further to seek their 
preferred providers. Analysing individual bypassing 
behaviour in the light of costs and inconvenience, an 
attractiveness index was created in the seven slum study.142 
A facility is attractive in proportion to the extent that 
people bypass other facilities and incur greater health 
costs and inconvenience in doing so. As described above 
in the context of crowding and waiting times, hospital 
polyclinics are frequently visited by people who live in 
slums. Such visits bypass community clinics, and these 
observations result in a higher attractiveness index score 
for hospital polyclinics when compared with community 
clinics. However, even within slums, the Gini coefficient 
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is wide,72 and the poorest of low-income people are less 
likely than those who are better off to trade perceived 
quality for cost and convenience—an important factor to 
note when designing services.

Discrete choice experiments
Discrete choice analysis deals with hypothetical choices 
but allows different provider type characteristics, and 
different amounts of these characteristics, to be traded 
off. There is a large body of literature using discrete 
choice experiments to understand preferences.143–154 A 
consistent finding across these studies is that people 
place a premium on dimensions of quality, such as 
receiving a thorough physical examination, and 
availability of essential medicines. Quality is considered 
more important than cost and convenience,147 in line with 
the revealed preferences above. Thus, while there are 
many reasons why people might bypass local clinics, 
including avoiding stigma if seen to visit a local clinic, 
the discrete choice experiments studies confirm the over-
riding importance of perceived quality.

From the aforementioned studies we can say that, 
even in slums, city dwellers have agency; they travel 
further and pay more for better services, at least as they 
perceive them.

Discussion
Decades of urban development and population shifting 
in LMICs have dramatically altered the primary care 
landscape to one where most people—including 
economically poor residents—have physical access to 
many primary care providers within short distances and 
travel times. This substantial access is accompanied by 
considerable variation in multiple aspects of health-care 
provision. Many clinics are small and independent, with 
low patient loads, but patients can also access outpatient 
departments of large hospitals where waiting times can 
be several hours. Similarly, pricing and service quality 
varies widely. Competition has not resulted in uniform 
high quality, since evidence overwhelmingly indicates 
that a sizeable fraction of primary care being delivered is 
low quality, notwithstanding the fact that LMICs are 
home to some of the most outstanding specialist 
hospitals in the world. What has emerged as common 
across these settings is a health-system structure that 
resembles typical private markets for services driven by 
the dynamics of competition and choice. 

A key policy takeaway from these newly studied urban 
landscapes is that any attempt to improve the performance 
of these systems should consider the dynamics of patient 
choice and the interaction of all actors—public and 
private, suppliers, and consumers—in the market. Within 
these markets or systems, public services compete 
(explicitly or not) with private. Their subsidised status 
endows them with the potential to exert substantial 
influence over the behaviours of private providers, so 
long as they provide services that attract patients.

Within the private sector, providers face pressures to 
respond to market incentives and consumer 
preferences. The desire to attract patients can push 
improvements in quality, as evidenced with respect to 
the study of the same providers working in both private 
and public sectors.128 The incentive to improve market 
share has also led to innovations in features, such as 
location and opening hours, that improve affordability 
and accessibility. However, economic theory holds that 
the information asymmetries that exist in health care 
lead to market failure.155,156 We find evidence of this 
market failure in the form of excessive zeal to please, 
such that the patient is overtreated (eg, unnecessary 
antibiotic prescription), undertreated (eg, when the 
patient should be referred for an expensive investi
gation), or inappropriately treated (eg, using injectable 
over equally efficacious oral treatment when patients 
believe the former is stronger).157 Consistent with 
economic theory, higher rates of unnecessary treatment 
have been observed in private practice versus public 
services.128 But what is striking is the new evidence that 
has emerged from multiple settings showing that, even 
in the private sector, the most serious problem is not 
overtreatment but misdiagnosis. A 2023 study suggests 
that such misdiagnosis sometimes reflects not 
incompetence, but a conscious decision not to make an 
immediate referral for an expensive investigation that 
might prompt a distrustful patient to seek a second 
opinion from a competitor.157 Understanding the 
primary care landscape as a complex system and the 
interaction of diverse actors, motivations, and 
constraints is crucial to developing policy to improve 
the availability of high-quality primary care.

In the second paper in this Series, we will consider 
implications for policy and show that the market of 
many providers we have described creates opportunities 
for policy makers to shape the market and exploit 
opportunities to implement policies at scale. As the 
global health community continues to expand the focus 
on primary care, and as ever-greater shares of the 
population come to reside in cities in LMICs, these new 
paradigms will only grow in importance and effect.

We close by repeating the caveats that our findings 
relate largely to large cities and lower-middle-income 
countries, rather than either low-income or upper-
middle-income countries, and that unregistered people 
such as street children and migrant populations are 
under-represented in the literature on which we rely.
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