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From Alma-Ata to Astana: the path of Primary Health Care in 
Portugal, 1978-2018 and the genesis of Family Medicine

Abstract  Throughout the twentieth century, the 
profound changes that have taken place in Me-
dicine can only be wholly explained if observed 
from a historical perspective, for they have always 
occurred in response to external influences, some 
scientific and technological, others of a social na-
ture. Modern Family Medicine is one of the many 
new disciplines that have developed during medi-
cal history, and we critically discuss the last 40 ye-
ars of primary health care in Portugal, which star-
ted in 1971, long before the Alma-Ata Declaration 
(1978). Along the way, in 2005, the Primary He-
alth Care Reform emerges in Portugal, along with 
the new family health facilities, which until Sep-
tember 2019, attended about 94 % of Portuguese 
citizens, i.e., 9,5 million people. At the end of this 
course, in solidarity and voluntarily, this Reform 
inspired another one in Brazil, in Rio de Janeiro, 
in 2009. Finally, we present the challenges pointed 
out in the 2018 Astana Declaration, among them, 
the issue of the workforce in primary health care 
as an essential factor for the performance and sus-
tainability of health systems.
Key words  Primary health care, Family Medici-
ne, Universal health coverage
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Introduction

In his book “A textbook of Family Medicine”, 
McWhinney, the father of Family Medicine in 
Canada1,2, states that the profound changes that 
have occurred in Medicine can only be explained 
entirely if observed from a historical perspec-
tive, as they have always emerged in response to 
external influences, some scientific and techno-
logical, some social. Modern Family Medicine is 
one of many new disciplines that have developed 
throughout medical history.

In 1910, the Flexner Report3 described signif-
icant deficiencies in the U.S. Medical School edu-
cation system and even led to the closure of many 
for lack of scientific credibility. The impact of that 
report had repercussions not only in the United 
States but in Europe. The rigorous criteria and 
requirements that have been demanded of med-
ical schools have turned them into teaching and 
research centers. It also created the conditions for 
the development of a highly specialized techno-
logical Medicine, albeit less sensitive to the social 
role of the medical profession.

In the United Kingdom, for the first time, in 
the so-called Dawson Report of 19204, a position 
of the British government emerged which, on the 
one hand, sought to counteract the curative Flex-
ner model founded on biological reductionism 
and, on the other hand, to establish a reference 
for the organization of the British health care 
model, which at that time was marked by high 
costs, medical complexity and low resolution of 
citizens’ problems.

The Dawson Report advocated the organiza-
tion of services in health centers and hospitals, 
home services, complementary services, and uni-
versity hospitals. Health centers and home-based 
services should be organized as per a regional 
model in which most health problems should be 
solved by physicians trained in General and Fam-
ily Medicine. Only cases that family doctors could 
not solve should be referred to hospitals.

This organization is characterized by the hi-
erarchy of care levels and integrality, that is, the 
strengthening of the relationship between cura-
tive and preventive actions, and influenced the 
organization of health systems around the world.

Over the next three decades, the rapid techno-
logical progress, the development of applied re-
search, and increasing specialization, a source of 
prestige in medical practice, did not favor General 
Practice. After World War II, the place of General 
Practice was held by medical intervention result-
ing from the fragmentation of significant spe-

cialties into sub-specialties. This decline has been 
noted even in the United Kingdom, where gener-
al practitioners held an essential position in the 
health system, reinforced after the establishment 
of the National Health Service (SNS) in 1948.

The response of general practitioners mani-
fests itself in the creation of academies and col-
leges designed to boost the practice of Family 
Medicine. Namely, the creation of the American 
Academy of Family Physicians in the United 
States in 1947, the Royal College of General Prac-
titioners in the United Kingdom in 1952, and the 
College of Family Physicians of Canada in 1954.

The point is that the ultra-specialization pro-
cess of modern medical exercise has generated a 
tendency toward depersonalization of the doc-
tor-patient relationship that leads to the loss of 
the total perception of the human person, now 
divided into systems, apparatus, and organs while 
relegating to the background or ignored the psy-
chosocial dimension of the individual. 

All of these elements had a decisive influence 
on the process of social awareness regarding the 
need to revive the old general practitioner, the 
physician who followed the history of the person 
and family from birth to death.

When the field of specialization seemed to 
have reached its peak, a movement arises in the 
U.S. against care fragmentation, advocating the 
reemergence of general practitioners, now dif-
ferent from ‘old general practitioners’, by play-
ing a very different role in their performance as 
a medical professional. McWhinney1 argues that 
this movement begins with two key documents: 
“The Graduate Education of Physicians: Report 
of the Citizens Committee on Graduate Medical 
Education”5 and “Meeting the Challenge of Fam-
ily Practice: Report of the Ad Hoc Committee on 
Education for Family Practice of the Council on 
Medical Education”6.

While the first – the Millis Commission Re-
port – discredited fragmented health care and 
stated, it is time for a revolution, not a few patch-
work adaptations, the second – the Willard Com-
mission Report – advocated the formation and 
training of a new specialist: the family doctor5,6.

Three years later, the American Board of Fam-
ily Practice gives rise to the 20th Medical Special-
ty Board, with the formal recognition of Family 
Medicine as a medical specialty. Interestingly, the 
first with required six-yearly recertification. This 
development was so vigorous in the U.S. that, in 
1971, the American Academy of General Practice 
changed its name to the American Academy of 
Family Medicine.
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From the 1970s, albeit of different dimen-
sions and with their particularities, similar 
movements occurred in parallel in Canada, the 
United Kingdom, the Netherlands, Norway, 
Australia, Portugal, Spain, and other developed 
countries. Moreover, following this internation-
al movement, the World Organization of Family 
Doctors (WONCA) is created, whose first con-
ference is held in 1972 in Melbourne. Six years 
later, an even more decisive event takes place: The 
Alma-Ata Conference.

In the twentieth century, the history of Fam-
ily Medicine became intrinsically linked to the 
history of Primary Health Care (PHC), under-
stood as the first level of care in the health system.

The Alma-Ata Conference

In this context, in 1978, the World Health 
Organization (WHO) and the United Nations 
Children’s Fund (UNICEF) held the 1st Inter-
national Conference on Primary Health Care in 
Alma-Ata, Kazakhstan (former Soviet Union). At 
this conference, WHO proposes to achieve the 
“Health for All by 2000” goal through the imple-
mentation and development of “Primary Health 
Care” worldwide.

This is defined as essential health care based 
on practical, scientifically sound, and socially ac-
ceptable methods and technology made universally 
accessible to individuals and families in the com-
munity through their full participation and at a 
cost that the community and country can afford 
to maintain at every stage of their development in 
the spirit of self-reliance and self-determination. It 
forms an integral part both of the country’s health 
system, of which it is the central function and main 
focus, and of the overall social and economic de-
velopment of the community. It is the first level of 
contact of individuals, the family, and community 
with the national health system bringing health 
care as close as possible to where people live and 
work, and constitutes the first elements of a con-
tinuing health care process7.

The Alma-Ata Declaration, namely, the 
agreement signed among the 134 WHO mem-
ber countries, calls for the establishment of local 
health services focused on the health needs of 
the population and based on an interdisciplinary 
perspective, involving doctors, nurses, midwives, 
assistants, and community workers, as well as so-
cial participation in the management and control 
of their activities.

The document also describes the minimum 
actions required for the development of primary 
health care in different countries: health educa-
tion, focused on prevention and protection; food 
distribution and adequate nutrition; water treat-
ment and sanitation; maternal and child health; 
family planning; vaccination; prevention and 
control of endemic diseases; treatment of com-
mon diseases and injuries and, finally, supply of 
essential medicines.

More than that, the Alma-Ata Declaration 
points to the need for universal health systems, 
that is, it conceives of health as a human right. 
Although the Alma-Ata goals were not fully 
achieved, they became an essential reference for 
health system reforms in several countries in 
the 1980s and 1990s, including Portugal, which, 
as we shall see below, initiated this process of 
changes in the 1970s.

The foreshadowing of the first health 
centers in Portugal in the path of primary 
health care

In 1971, the Health System and Care Reform 
(Decree-Law No. 413/71)8 led to the reorgani-
zation of the Ministry of Health services (es-
tablished in 1958), with the so-called “first gen-
eration health centers”. This Decree introduced 
significant changes to the system by restructuring 
central and regional and local services. For the 
first time, attempts were made to counteract the 
dominance of hospitals and guide care delivery 
to primary care. Also, these health centers were 
endowed with many skills, including, of course, 
the provision of primary and nursing care. Main-
ly, it aimed to provide some protection for the 
population (with particular emphasis on two es-
pecially vulnerable groups, such as women and 
children) and to prevent major infectious diseas-
es through vaccination.

The April Revolution of 1974 led to profound 
changes in the country and state institutions, in-
cluding Health. The end of the overseas war and 
the independence of the colonies meant the re-
turn of thousands of Portuguese in a short time. 
Many former college doctors who were previous-
ly required to go overseas stayed in the country. 
Many of them chose the General Practice, which 
allowed the establishment of “medical services to 
the suburbs” in 1975, which took newly licensed 
doctors out of large urban centers and created 
the opportunity to improve health care in health 
centers, including rural and inland areas.
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The birth of the National Health Service
(SNS) in Portugal

The creation of the National Health Service 
(SNS) occurs a few years later, in 1979, with Antó-
nio Arnaut, known as the “father” of the SNS. 
Funded and guaranteed by the state, the SNS was 
conceived as a universal, general, and free service, 
regardless of the economic capacities of the cit-
izens. Article 64 of the 1976 Portuguese Consti-
tution states, first, that everyone has the right to 
health protection and the duty to promote and de-
fend it9. Secondly, it states that the right to health 
protection is realized by establishing a universal, 
general and free National Health Service (…)9. 

In this context, the implementation of Gen-
eral Practice as a medical specialty started in the 
1970s and is undergoing a vigorous development 
with the establishment of the General Practice In-
stitutes in the North, Center, and South between 
1981 and 1983, given the relevance of general 
practitioners in the SNS. One of the priorities of 
these Institutes – which were under the super-
vision of the Directorate-General for Primary 
Health Care (created by Decree-Law No. 74-C/84 
of March 2)10 – was the training of health care 
physicians, under two different models, namely, 
the General Practice Complementary Internship 
and the Specific In-Service Training. The latter 
was a groundbreaking experiment – analyzed 
years later by other countries, which adapted it to 
their reality – as it was intended for doctors who 
were already working as General Practitioners at 
health centers. It integrated the “oriented service”, 
the “classroom training”, that is, in traditional 
ways, and the hospital internship. Through this 
in-service training model, General Practitioners 
could obtain the General Practitioner Assistant 
degree, and, consequently, entry into the General 
Practitioner career.

The General Practice career emerges in 1982 
(Diploma of Medical Careers, Decree-Law No. 
310/82)11, and, in the following year, the so-called 
“second-generation health centers” were estab-
lished (Normative Order N° 97/83, of April 22)12. 
These health centers derive from the merger of 
the Social Security Pension Fund Posts (created 
by the Second Republic) with first-generation 
health centers.

The General Practice College of the Medical 
Association is created that same year. In 1983, the 
Portuguese Association of General Practitioners 
(APMCG) was established, which in the follow-
ing years would become the largest non-compul-
sory medical professional association.

In the 1980s, the SNS management and the 
need to contain rising health costs was now a 
priority for governments. The revision of the 
Constitution in 1989 makes health “tendentially 
free”, and the Basic Health Law13,14 is approved a 
year later. Generally, this critical document states 
that health becomes the responsibility not only 
of the State, but of each individual, and allows 
the increase of the SNS contracting services from 
the social and private sector. That same year, for 
the first time, moderating fees are introduced 
in health centers and hospitals. The payment of 
these moderating fees or reimbursement exempt-
ed people in particular situations, such as those 
with relevant clinical situations of higher health 
risks or situations of economic insufficiency.

The organization of primary health care 
around the so-called second-generation health 
centers, without administrative and financial au-
tonomy, has, in practice, kept them dependent 
on the Health Sub-regions (SRS) and the Re-
gional Health Administrations (ARS). The need 
to change this state of affairs and bring the de-
cision-making center closer to the field, and the 
professionals led to a series of organizational ex-
periences in 1996 led by APMCG family doctors.

The 1990s and mid-2000s: The Alfa Projects 
and the creation of third-generation health 
centers

The Alfa Projects15 emerged in 1996 and 1997 
in the Lisbon and Tagus Valley Region. Mostly, 
they aimed to encourage organizational solu-
tions from the initiative of health professionals, 
which would enable them to make better use of 
existing capacity and resources in health centers. 
The model built on two fundamental principles: 
on the one hand, improving the accessibility and 
quality of primary health care and, on the oth-
er, the establishment of small multidisciplinary 
teams responsible for providing health care to a 
given population, as per well-defined principles, 
objectives, and goals agreed with the Administra-
tion through a contracting process.

The positive evaluation of these projects led 
to the approval of the Experimental Remunera-
tion Model (RRE) for GPs in 1998. The RRE was 
regulated by Decree-Law N° 117/98 of May 516, 
which not only enshrined changes in the organi-
zation of work similar to those of the Alfa Proj-
ects but also introduced a form of remuneration 
for doctors associated with the amount of work 
performed and the professional quality. The in-
novative model shook up a bureaucratic and 



1201
C

iên
cia &

 Saú
de C

oletiva, 25(4):1197-1204, 2020

immobile central administration. For the first 
time, good clinical performance was positively 
discriminated against, and the establishment of 
the Outsourcing Agencies in 1997 and 1999 con-
tributed to the separation of funding and health 
care delivery. Discussions on program contracts 
with hospitals began in 1998, and later on with 
health centers.

The debate on the decentralization of prima-
ry health care management from health sub-re-
gions (SRS) to health centers culminates in 1999 
with the legislation on third-generation health 
centers (Decree-Law No. 157/99, May 10)17. 
These health facilities are legal entities with ad-
ministrative and financial autonomy, and should 
be organized into functional units with technical 
autonomy and interlinked as per a multi-profes-
sional and networked work model. The objective 
was to make management more flexible, bring-
ing it closer to the professionals who were in the 
field, and, therefore, more knowledgeable of the 
population’s needs, such as enhancing proxim-
ity with users and improving access. However, 
despite all the efforts and work over the years, 
third-generation health centers have not yet left 
the drawing board, primarily because of the re-
silience of the Health sub-regions, which would 
see their power transferred to health centers once 
they had administrative and financial autonomy. 
Its extinction was predetermined, and indeed it 
happened.

The second half of the 2000s and the 2010s: 
From the Primary Health Care Mission to 
the Health System Reform

The 17th Constitutional Government Pro-
gram (2005-2009), in the area of Health, main-
ly focused primary care and its importance in 
connecting with users, as it is their first access to 
health care. It explicitly referred that health cen-
ters would be restructured with the creation of 
new facilities called “family health units” (USF)18. 
In general terms, these new units should abide by 
the following principles: (i) small multi-profes-
sional and self-organized teams; (ii) functional 
and technical organizational autonomy; (iii) 
contracting an essential portfolio of services; (iv) 
decentralized diagnostic means; (v) remunera-
tion system that considers productivity, accessi-
bility, and quality.

After the establishment of the Government 
Program in September 2005, the Council of 
Ministers19 created the “Primary Health Care 
Mission” (MCSP) directly under the then Minis-

ter of Health Correia de Campos, with the nature 
of mission structure, to conduct the overall pri-
mary care reform project in Portugal. The MCSP 
was extended for two years and then another 
year, ending its mandate on April 14, 2010, after 
four and a half years of activity. It has published, 
among others, an important document entitled 
“Priority Action Lines for the Development of 
Primary Health Care”20.

Its main objectives for Primary Care Reform 
were to obtain more and better health care for 
citizens, increase accessibility, and consequently 
achieve a higher satisfaction of service users. It 
also intended to increase the satisfaction of pro-
fessionals by creating good working conditions, 
improving the organization, and rewarding good 
practices. At the same time, it planned to improve 
efficiency and promote cost containment by 
eliminating structural competition and achiev-
ing economies of scale.

During 2010, hundreds of USFs were opened 
nationwide, and dozens of health centers were 
transformed into USF. In 2019, more than 9.5 
million Portuguese citizens had been assigned 
a family doctor (5,765 nationwide), which cor-
responded to about 94% of the total resident 
population. If all doctors accepted the contest 
positions that provide for 400 General and Fam-
ily Medicine vacancies, the percentage of Portu-
guese with a family doctor could reach 98%21. It 
is also important to highlight that in the same 
decade, in a long process of partnerships with 
Brazil, the primary health care model served as 
a source of inspiration in the period 2009-2016, 
for the Primary Health Care Reform carried out 
in the city of Rio de Janeiro22,23.

The Astana Declaration and the challenges 
for the future of primary health care

On the second day of the Astana Conference, 
held on October 25-26, 2018, The Lancet maga-
zine published a special issue dedicated to prima-
ry health care24, highlighting that strong primary 
health care, rooted in community participation 
and action, is the foundation of the entire health 
system, and no country can achieve health for all 
without them.

Moreover, if we return to this October 201824 
Lancet Editorial, we can see that primary health 
care is in crisis. That is, there are enormous chal-
lenges, since, at the first level of health care, this 
care is underdeveloped in many countries, un-
derfunded in others, and faces an essential mis-
sion of recruiting and retaining its workforce. 
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Half of the world’s population has no access to 
essential health services. However, 80 to 90% 
of people’s health needs throughout their lives 
could be met within an essential primary care 
framework – from maternal and child health 
care, disease prevention, vaccination, to chronic 
disease management and palliative care. As pop-
ulations age and multimorbidity becomes the 
norm, the role of primary care professionals be-
comes increasingly important, and so a revival of 
primary care is essential to providing health for 
all, especially for the most vulnerable.

Investing in primary health care across four 
platforms (community-based care, health cen-
ters, first-level hospitals, and population-based 
interventions) is one of the Lancet Commission’s 
messages on “Investing in Health”25.

The Astana Declaration26 may mark the 
beginning of a better future for primary care, 
which, as we have seen in Portugal, started in a 
timeline that began in 1971 (Figure 1).

The health workforce (and for most reasons 
in primary care) is a crucial factor in the perfor-
mance and sustainability of health systems. The 
World Organization of Family Doctors (WON-
CA) has stepped up its efforts to train doctors 
in developing countries, but an insufficient in-
vestment in primary care professionals has been 
noted over the past 30 years. Multi-professional 

teams focused on people’s needs can be an essen-
tial way to introduce innovations.

Fortunately, Portugal is among the countries 
with a primary healthcare-oriented health sys-
tem worldwide, with one of its leading indicators 
– the child mortality rate – declining sharply in 
the last 40 years (Figure 2).

In Portugal, the road from Alma-Ata to Asta-
na is practically overlapping the path of the Na-
tional Health Service. At the 40-year celebration, 
Pizarro27 writes that we are currently aware of 
the countries with the best results in most indi-
ces that evaluate health outcomes. We achieved 
excellent results in child mortality, and almost 
eradicated maternal mortality. We treat cardio-
vascular disease and cancer at the best level. We 
lead in the complex area of organ transplanta-
tion. The mean life expectancy at birth has in-
creased considerably to over 80 years. For this 
reason, the SNS is felt by most Portuguese as 
one of the great achievements of our democra-
cy. However, to overcome the challenges of the 
present and to continue to improve, we cannot 
but fight. Celebrating the SNS is, therefore, doing 
what has not yet been done.

In the same vein, on the occasion of the of-
ficial celebrations of the 40th anniversary of the 
SNS, Minister of Health Marta Temido28 states 
that despite the relevance of the path taken and 
its achievements, the most important way to 
commemorate SNS 40th anniversary will be to 
prepare it to the future. Three priorities have 
been identified: the SNS must improve the qual-
ity of access, motivate health professionals, in-
crease their productivity, and strengthen invest-
ment. The SNS is and should remain, above all, 
an instrument for combating inequalities and 
strengthening social cohesion.

It would be crucial that the new Basic Health 
Law, enacted in 201929, bring the improvements 
we all want, and help us meet the current chal-
lenges of the National Health Service, with great 
solidarity and cooperation among all service pro-
viders to the benefit of all Portuguese citizens.

1143       Independent nation

1910       Implementation of the Republic

1971       Community Health Centers 

1974       Democratic Regime

1978       Alma-Ata Conference

1979       National Health Service

1982       General Clinic Career

1986       Member of the European Union 

2005      Primary Health Care Reform

2009       Primary Health Care Reform in Rio      	

               de Janeiro

2018       Astana Conference  

Figure 1. Timeline of primary healthcare in Portugal: 
From Alma-Ata to Astana, through Rio de Janeiro.
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Figure 2. Child mortality rate trend - Portugal – 1978-2018.

Source: National Institute of Statistics (INE), Portugal.
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