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The Brazilian National Constitution of 1988 acknowledges the link between economic and social devel-
opment and environmental conditions in the determination of the health-disease process and defines 
“health as the right of all and the state’s duty”. The 1988 Constitution creates a universal public health 
system, the Brazilian Unified National Health System (SUS), with a 30-year history in pursuit of the 
principles of universality, comprehensiveness, equity, and social participation.

The 1988 Constitution and the SUS are thus aligned with the spirit of the Declaration of Alma-Ata 
(1978) on primary health care (PHC), which called on governments to formulate national policies, 
strategies, and action plans to implement PHC as part of comprehensive national health systems and 
in coordination with other sectors to confront the social and environmental determinants of health, 
mobilizing the necessary political determination and resources.

The Conference of Alma-Ata occurred in the wake of a series of conferences held by United 
Nations agencies during the 1970s, and that debated an expanded agenda for a new international eco-
nomic order aimed at reducing the disparities between the central countries and the so-called Third 
World nations 1. World Health Organization (WHO) Director-General Halfdan Mahler contended 
that it was impossible to dissociate economic and social development from health, expressed precisely 
in the ideals of comprehensive PHC and health for all in the Alma-Ata Charter.

In the years following Alma-Ata, with the rise to power of conservative leaders in Europe and the 
United States, neoliberal policies were implemented with their “one-size-fits-all” recipes. Based on 
proposals by the United Nations International Children’s Fund (UNICEF) and the Rockefeller Foun-
dation, the GOBI strategy was conceived (Growth monitoring of young children, Oral rehydration 
therapy, promotion of Breastfeeding, and Immunization), a form of selective and targeted primary 
care focused on childhood health, clashing with the broad ideals of equity and health as universal 
rights in the Alma-Ata Charter 2,3.

In Latin America in the 1980s and 1990s, accompanying the World Bank’s structural adjustment 
programs and impositions, minimal packages of services were disseminated, targeted to specific 
groups such as mothers and children or populations in extreme poverty, prompting Mario Testa to 
question whether the intent was primary health care or primitive health care 4,5.

The 2000s, with re-democratization and the inauguration of Latin American governments com-
mitted to social justice, the continent witnessed processes of revitalization of PHC from a com-
prehensive approach, reaffirming the principles of the Declaration of Alma-Ata 5. The Pan American 
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Health Organization (PAHO), pressured by the region’s governments, promoted a renewal of the PHC 
strategy, emphasizing social inclusion, equity, and comprehensiveness 3.

In the celebration of the 40 Years of the Declaration of Alma-Ata, at the initiative of the WHO, the 
UNICEF, and the government of Kazakhstan, the Global Conference on Primary Health Care con-
vened in Astana in October 2018 with the purpose of renewing the commitment by PHC to achieving 
universal health coverage (UHC) and meeting the Sustainable Development Goals (SDGs) 6.

The Astana Conference took place in a different international context from that of Alma-Ata, with 
austerity policies, a migratory crisis, and threats to democracy. The conference limited the meaning of 
comprehensive PHC from Alma-Ata and the scope of the right to health by subsuming it within uni-
versal health coverage. UHC, shaped in the last decade with a strong influence from the Rockefeller 
Foundation and the World Bank, combines guidelines from pro-market reforms such as the reduction 
of state intervention, demand subsidies, selectiveness, and targeted health policies.

The UHC proposal, as approved in the WHO resolution on financing in 2011 and as one of the 
targets in the 2030 Agenda (3.8), has been widely publicized by international agencies with a focus 
on financing via the combination of funds (pooling) managed by private or public insurance compa-
nies, coverage by different insurance modalities, and definition of a limited basket of services 7,8. By 
emphasizing financial coverage, the proposal merely expresses formal entitlement under some type of 
private or public insurance, but without a guarantee of access and use when needed 9. Insurance poli-
cies cover specific interventions and dispense with designing a comprehensive and integrated health 
system. Thus, the right to health becomes restricted to coverage of a limited basket of services to be 
hired, thereby reediting selective PHC.

The UHC proposal thus results in segmented coverage by differential insurance schemes accord-
ing to specific social groups based on their income, with service packages that perpetuate inequalities. 
This is quite different from guaranteeing the universal right to health 10.

Unlike segmented insurance coverage, acknowledgment of the rights in universal health systems 
funded by tax revenues means the guarantee of access and use according to individual and collective 
needs. There is robust empirical and analytical evidence that universal systems are superior in quality, 
efficiency, and equity when they are based on the following pillars: the organization of comprehensive 
PHC, financing and services provision that are predominantly public, and effective state regulation 
to guarantee universal access, subordinating the fragmented market logic to the vision of health as a 
public good 11,12,13,14.

By transmuting the universal right to health into the right to universal health coverage, there is a 
transposition from one public order to another, of the right to coverage. In UHC, the concept of the 
right to health, based on the egalitarian principle of social justice, which can only be guaranteed by the 
state, was transposed to a principle of coverage, exempt from financial difficulties, which introduces 
the notion of billing by market agents for the provision of health services, corresponding to a narrow 
liberal vision of citizenship 15.

In this sense, UHC runs counter to the spirit of Alma-Ata and SDG 3: to ensure healthy lives and 
promote well-being for all at all ages.

The UHC proposal was not validated by PAHO, which adopted “Universal Health”, as defined in 
Resolution CD53/5 of 2014, which attempts to meet the demand by South American countries to incor-
porate (on this topic) the guarantee to the right to health and access to health services 16.

The Global Conference on Primary Health Care in Astana: the declaration and its 
negotiation and commitments

The Declaration of Astana presented in the Global Conference on Primary Health Care was submitted 
to public hearings and to the negotiating process with WHO member states in which Brazil, repre-
sented by its diplomatic corps in Geneva (Switzerland), made key contributions with the technical 
support of the Ministry of Health, Oswaldo Cruz Foundation (Fiocruz), and the Brazilian National 
Health Council (CNS) 6. The first drafts of the Astana Charter received heavy criticism, since they 
differed significantly from the principles of Alma-Ata and completely subsumed PHC to UHC. 
The drafts prioritized participation by the private sector, reduced government responsibility, and 



ATENÇÃO PRIMÁRIA À SAÚDE E SISTEMAS UNIVERSAIS DE SAÚDE 3

Cad. Saúde Pública 2019; 35(3):e00012219

fragmented services with no reference to the organization of an integrated universal system with 
coordination of care by PHC.

The priority issues submitted by Fiocruz and the CNS featured the following: reaffirmation of 
the principles of the Declaration of Alma-Ata, the defense of the universal right to health, strengthen-
ing of universal public health systems, governments’ prime responsibility in guaranteeing the right to 
health, social justice, equity, and non-commodification of health, adequate and sustainable financing, 
and emphasis on the economic, social, and environmental determination of health. In the document, 
drafted by researchers from Fiocruz with support from the Technical Chamber on Basic Health 
Care of the Ministry of Health and backed by the CNS, PHC was highlighted as the backbone of 
universal public systems with quality, an efficacious and efficient model for guaranteeing health as a 
human right and a condition for implementation of the path laid out in the 2030 Agenda to “leave no  
one behind” 15,17.

Along the same line, PAHO Director Carissa Etienne, in a speech to the final plenary session of 
the Conference, reaffirmed that health is not a commodity but a fundamental human right and the 
duty of governments 18. She called for a new “health for all”, not limited to access to health services 
with quality, but also a driving force for sustainable development, promoting equity and social justice.

The Declaration of Astana was presented in the first plenary session and approved by acclamation. 
This was followed by plenary and parallel sessions on PHC and specific topics such as integrated pro-
vision of services, access to medicines, training human resources for PHC, mental health, palliative 
care, noncommunicable diseases, etc., with participation by government representatives, interna-
tional agencies, civil society, the private sector, and academia.

PHC with quality was reiterated as the most effective and efficient way to apply resources, and 
there was an alert on the need for greater public investments for health and more efficient use: “more 
money for health and more health for money”.

The Brazilian experience with PHC, led by the Family Health Strategy, a structuring and insepa-
rable part of the construction of the country’s universal health system (SUS), was cited by several 
authorities in the opening plenary session and in various other sessions as a successful model based 
on its relevant impacts in improving the population’s access and health. With its 41,000 multidisci-
plinary teams caring for 130 million Brazilians, the Brazilian example of PHC, the basis of a universal 
system, was presented together with other examples of expanded coverage by social insurance and 
community-based health insurance in low-income countries.

Over the course of the three days, participants examined PHC in the context of the 2030 Agenda. 
Health was highlighted as a central theme, a key indicator, and the best evidence of success in the 
implementation of the 2030 Agenda. Despite the conceptual limits of UHC, dealing jointly with the 
themes of the 2030 Agenda and PHC may be a promising approach. It involves: social, economic, 
commercial, and environmental determinants of health; access to health services with quality; and 
research, development, and innovation to provide new health technologies oriented by the health 
economic-industrial complex to respond to the population’s needs and confront the enormous chal-
lenges of a more equitable standard of development and global health 19.

The Declaration of Astana is an international reference, but it does not supersede that of Alma-Ata 
with its principles of social justice and the conception of comprehensive PHC, inseparable from eco-
nomic and social development. The Declaration of Astana has ambiguities and gaps. An analysis of the 
declaration’s wording and the meanings between the lines reveal what is in dispute in the global health 
arena 20. Unlike Alma-Ata, it refers to justice without the “social” adjective. Social justice necessarily 
means a redistribution of wealth. The emphasis on coverage in UHC may undermine the comprehen-
sive, integrated approach of PHC and limit the population’s access to the first level of care or to the 
supply of basic packages based on persons’ ability to pay. Comprehensiveness may be compromised 
both in its promotion and prevention components and in the guarantee of needs-based access to 
specialized and hospital care 20. A comprehensive approach in PHC, in the spirit of Alma-Ata, with its 
components of health promotion and equity in confronting social determinants, is crucial for guar-
anteeing the right to health and synergistically meeting the SDGs 21.

Nevertheless, the Declaration of Astana affirms the commitment to every human being’s funda-
mental right to health, acknowledging that the persistence of health iniquities is unacceptable. The 
declaration identifies PHC as the foundation of sustainable health systems, the first effective and 
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efficient point of contact and the conceptual framework for what should be done to make progress 
in health and well-being. It aspires to governments and societies that prioritize health and well-being 
and promote and protect health through solid health systems. It reiterates PHC with quality with 
person-centered care in comprehensive and integrated health services, with a more inclusive, effica-
cious, and effective focus to improve health. It affirms PHC as the cornerstone for sustainable health 
systems with universal coverage 22.

Astana acknowledges that the success of primary health care will depend on: adequate and sus-
tainable financing, well-trained human resources organized in multidisciplinary teams with decent, 
valued work, integrated care for all, promotion, prevention, cure, rehabilitation, and palliative care, 
and with a referral system to other levels, confronting fragmentation.

To achieve such success, primary health care and health services should be “high quality, safe, 
comprehensive, integrated, accessible, available, and affordable for everyone and everywhere, provided with 
compassion, respect, and dignity by health professionals who are well-trained, skilled, motivated, and commit-
ted” 22. It further aspires to guarantee environments that foster good health, in which individuals and 
communities are engaged in maintaining and enhancing their health and well-being 22.

The declaration’s gaps include lack of mention of the following: the health sector’s enormous 
economic importance and the resulting conflicts of interests in the UHC proposal, the economic and 
commercial determinants of health, and the restrictions imposed by austerity policies. It is necessary 
to acknowledge that the unviability of Health for All resulted largely from lack of consideration for 
health’s economic dynamics and the need for regulation and strategic orientation of the industrial 
and innovation complex in health to respond to social needs, all inherent dimensions of development 
strategies and the structural viability of universal access 19,23.

The People’s Health Movement, a global “network of networks” of social movements in health, 
published an alternative declaration by civil society based on the first draft of the Astana Declaration, 
denouncing the growing and extreme inequalities, unmasking neoliberal policies and their harmful 
effects on social rights, and calling for Health for All Now! 24. The Brazilian National Health Council 
supported this declaration 25.

The Declaration of Astana still requires efforts by those who join in defense of comprehensive PHC 
and the universal right to global health. The declaration may possibly inform a proposal for a Resolu-
tion to be submitted to the World Health Assembly in Geneva in 2019. Finally, the theme will be exam-
ined by the United Nations General Assembly in the High-Level Meeting on UHC in September 2019.

To move forward in the spirit of Alma-Ata, it is crucial to recognize social rights, affirm the state’s 
duty, universal access, orientation and regulation of the economic dynamics based on public and 
social needs, involving decentralized governance coordinated at the national and global levels and 
with strong social participation 26.

It is necessary to continue building universal public health systems, free and with tax-revenue 
financing, with comprehensive PHC as the backbone for the network of care, as Brazil’s SUS is 
intended to be. Its population focus requires promoting inter-sector and crosscutting public policies 
to deal with the social, economic, commercial, and environmental determinants of health, material-
izing the most effective and efficient path to promote equity and the universal right to health, “leaving 
no one behind”.

Alma-Ata mobilized, and for 40 years has continued to mobilize, hearts and minds in defense of 
the universal right to health. Will the Declaration of Astana have the same force to orient the necessary 
challenges in consolidating this right?
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