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Abstract
For decades, two opposing logics have dominated the health policy debate: a comprehensive health care approach, with the 1978 Alma Ata Declaration as its cornerstone,
and a private competition logic, emphasizing the role of the private sector. We present
this debate and its influence on international health policies in the context of changing
global economic and sociopolitical power relations in the second half of the last
century. The neoliberal approach is illustrated with Chile’s health sector reform in
the 1980s and the Colombian reform since 1993. The comprehensive “public logic” is
shown through the social insurance models in Costa Rica and in Brazil and through the
national public health systems in Cuba since 1959 and in Nicaragua during the 1980s.
These experiences emphasize that health care systems do not naturally gravitate
toward greater fairness and efficiency, but require deliberate policy decisions.
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Social and political changes in the new millennium are pushing toward a
renewed debate, in Latin America and beyond, on the need to strengthen
health systems with a primary health care logic based on the right to health.
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In an aim to contextualize actual evolutions, we look back and analyze how
international sociopolitical and economic tendencies over the last half-century
have inﬂuenced dominant health care system paradigms.

The Alma Ata Declaration
Deﬁning health as “one of the fundamental human rights” in its constitution, the
World Health Organization (WHO) was created in 1948 to support its member
states in making that right a reality (1). But it was not until 1978, with the WHO
Conference in Alma Ata, that hopes for a real breakthrough emerged (2). The
Alma Ata Declaration’s (AAD) concept of an integrated and comprehensive
approach toward health and health services was a milestone in contemporary
health policy. Health was deﬁned as “a fundamental human right . . . whose realization requires the action of many other social and economic sectors in addition
to the health sector.” This declaration was based on—and ought to
reinforce—dominant political views of that era’s developing national public
health systems, complementing the setup of accessible, equitable, and qualitative
health services with social and economic policies and addressing a broad array
of health determinants. The AAD advocates an integrated approach to the political, social, economic, and ecologic determinants of health, and asserts that
“governments have a responsibility for the health of their people,” while the people
“have the right and duty to participate individually and collectively in the planning
and implementation of their health care.”
The AAD was a negotiated compromise between more progressive and more
conservative currents, reﬂecting the corresponding global balance of forces at that
time (3). In 1974, the G-77 countries—mainly developing countries, many of which
had recently liberated themselves from colonialism—had been able to put a New
International Economic Order (NIEO) on the agenda of the United Nations. This
NIEO concept, mentioned explicitly in the AAD, illustrated their increasing unity
and deﬁance of Western political and economic domination on the world stage (4).
The conference also reﬂected the importance of the then-socialist world. China and
the Soviet Union, where the conference was held, played a key role in the declaration’s genesis (5). In a period when United Nations organizations such as
UNCTAD, UNESCO, FAO, WHO, and the Institute on Transnational
Corporations were reoriented to promote and help implement “social contracts”
in favor of developing nations, the AAD was the expression in the health ﬁeld of
the progressive agenda—albeit with serious limitations (6).

1980s—The Lost Decade
But times were already changing. The post-World War II economic boom had
come to an end. During the 1950s and the “golden ‘60s”—a period of sustained
economic development and productivity growth—transnational corporations
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had become an increasingly powerful sector of the world economy, with investments and production spread over dozens of countries. This long and stable
period wavered in the early 1970s. The productivity growth slackened and the
production capacity was underutilized. Investments were not optimized and
proﬁt rates decreased. Markets saturated and the ﬁrst signs of an overproduction crisis appeared. The Organization of the Petroleum Exporting Countries
(OPEC) decision to drastically increase the oil price (from $2 to $9 per barrel)
(all dollar amounts in U.S. dollars) exacerbated these economic tensions, leading
to a full-blown economic crisis (7). From the 1974–1975 worldwide recession
onward, the general economic trend was one of long-term decline, with real
growth rates in the industrialized economy falling from an average 4.9 percent
per year in the 1960s to 3.8 percent in the 1970s to 2.7 percent in the 1980s (8).
The stagnation of productive investments in the early 1970s pushed Western
banks to lend billions of dollars to developing countries, as interest rates started
to plummet. Rising prices of the primary commodities (which remained the
major exports of the developing countries) temporarily drove their growth
rates above those of their industrialized counterparts in the late 1970s (9).
In the early 1980s, industrialized economies recovered. Increasing debt interest rates and falling prices for export products made it impossible for the
Southern countries to pay oﬀ their loans. The debt problem was born. In
1982, Mexico defaulted on its debt payment, an event that seriously threatened
the international credit system (10).
Moreover, to ensure their economies’ recovery and growth, U.S. and U.K.
governments imposed drastic liberalization schemes. U.S. President Ronald
Reagan and U.K. Prime Minister Margaret Thatcher appointed leading proponents of neoliberalism in senior positions and were able to extend these policies globally through the International Monetary Fund (IMF) and the World
Bank. During the 1980s, neoliberalism became the dominant economic paradigm globally (11).
In the name of sound ﬁnancial governance, economic development, and poverty reduction, the IMF and the World Bank linked new loans to
conditionalities—massive lay-oﬀs in the public sector, decrease of social sector
ﬁnancing, etc.—in line with neoliberal thought (12), leading to a downward
spiral of further borrowing in order to pay the debt service. Dependency on
foreign loans increased, and the international debt problem became
unbearable (13).
These “solutions” attained the objective of protecting the international monetary system, but left the South in misery (14). The U.S. “Marshall Plan” for
Europe after World War II was about $90 billion in today’s dollars. Between
1983 and 1992 only, the net capital ﬂow from South to North was six times that
amount (15). Nevertheless, while in 1980 the South’s debt stocks amounted to
$540 billion, in 2004 the stock had increased to $2.600 billion, almost ﬁve times
as much (16).
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The much-needed, broad implementation of Alma Ata’s “health for all”
policies could not be realized in the South, because these structural adjustment
policies dramatically limited human and material resources for health. Already
in 1979, Walsh and Warren had launched their proposal for “selective primary
health care” (17). This selective approach was touted as a more realistic and
cost-eﬀective alternative to the allegedly “costly and unrealistic” comprehensive
primary health care (18). It robbed primary health care of its community engagement, broader social change, and redistributive vision (19), limiting its content to
selective interventions and cheap “minimal packages” from the ﬁrst line. Apart
from its “cost-cutting” potentials, international agencies also appreciated the
potential of “community participation” to neutralize resistance to the socioeconomic reforms that were imposed (20). In addition, the health care system
underwent a never-ending series of reforms: public-sector funding had to be
gradually reduced, leading to a deterioration of public services. At all levels of
the health care system, the introduction of user fees became a mechanism to
ensure the ﬁnancing of services. These ﬁnancial barriers have been identiﬁed as
important sources of exclusion from needed care (21) and can quickly precipitate
families’ descent into poverty (22).

1990s—Investing in Health
After the collapse of the Soviet Union and the Eastern Block, a “new world
order” was imposed, in which global power relations became increasingly unilateral. From 1990 onward, international ﬁnancial institutions dramatically
changed the deﬁnition of their mission, accelerating the reform of national economic structures. “Temporary” stabilization policies evolved toward imposed
structural reforms, in terms of trade liberalization, ﬁnancial and labor market
reforms, reduction of the public sector and privatization of public assets, and
drastic social policy shifts (23). Qualitative targets, set in terms of new legislation, structural reforms, and privatization, including health services and social
security systems, became routine demands (24, 25). These policies led to a dramatic increase of the unequal distribution of income and wealth between socioeconomic groups (26). At the end of the decade, WHO acknowledged that if
public ﬁnancing for social programs and health were not drastically increased,
the situation would deteriorate further (27).
During the early 1990s, structural, managerial, and policy changes were introduced in most of the world’s health care systems: enhancing the role of markets,
growing competition, and increasing importance of the private sector. These
changes took place in the industrialized world and in developing countries
alike. But these reforms were driven by ﬁnancial, political, and ideological concerns of governments and international institutions, rather than by the health
needs of the populations (28). Between 1990 and 1997, the average annual economic growth rate in the Organisation for Economic Co-operation and
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Development countries further slackened to a meager 2.4 percent (29). As the
saturation of industrialized markets became a constraint on further growth
(occurring as well in the services and health sectors), intensifying competition
between international corporations forced them to cut costs and ﬁnd new markets. At home, tax reductions and privatization programs provided an outlet for
these corporations. Abroad, developing economies were forced to accept further
liberalization, deregulation, and privatization, providing transnational corporations an outlet for their excess capital (30). The Latin American health sector
was not an exception, and its proﬁtable parts were increasingly inﬁltrated by
managed care organizations (31). The World Bank and other international institutions stimulated and supported health sector reforms in which managed care
organizations gained investment opportunities through the privatization of
public health services and social security funds (32, 33).
With its 1993 report Investing in Health, the World Bank temporarily took the
lead from the WHO as the most inﬂuential international institution in reshaping
national health policies. Based on arguments that tend to equate the public
sector with ineﬃciency and wasting of resources, this institution imposed its
prescriptions on governments all over the world (34).
These international policies exacerbate the contradictions between increasing
unmet health needs and growing proﬁts (35, 36). While privatization responds to
the needs for markets for the medical industry of health maintenance organizations (HMOs) to ensure their proﬁtability, ﬁnancial accessibility becomes a barrier for a growing number of people in need of adequate medical care and
quality services (37). As Dr. Mahler, former director-general of WHO and promoter of the 1978 Alma Ata Conference, stated in his address to the 61st World
Health Assembly at the 30th anniversary of the AAD in 2008: “When people are
mere pawns in an economic and proﬁt growth game, the game is mostly lost for
the underprivileged” (38).
In Latin America during the 1990s, neoliberal reform processes imposed by
multilateral organizations have deepened inequity and reinforced ﬁnancial and
health polarization. State and health system reform policies became a central
obstacle for development (39, 40). The oﬃcial discourse refers to equity, participation, inter-sectorial approach, health promotion and prevention, and decentralization (41). Reality looms diﬀerently: cost recovery programs, the introduction of
competition, and privatization initiatives led to a step-by-step transformation
toward a “health market”-based system, while shifting from “(the highest attainable state of) health as a right for all” toward “health care as a commodity for the
rich and a charity—a (sub)minimal safety net—for the poor” (42).

The Neoliberal Reform Model
In line with the global picture, in Latin America the socioeconomic context
prevented the realization of the Alma Ata proposals. But the discussion on
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the universal right to health, guaranteed by the state through a comprehensive
public system, remained vivid (43).
In a context where popular struggle for social or economic rights was seen
through the glasses of the Cold War, the Latin American continent lived under a
long series of dictatorships. Contrary to the oligarchic and nationalist character
of the dictatorships during the 19th and ﬁrst half of the 20th century, from
General Branco in Brazil in 1964 until the resignation of Augusto Pinochet in
Chile in 1990, their essential feature was to ensure the integration of the region in
a United States-dominated economy. This blocked the development of integrated, national public health systems, and in most of the region, the classic
combination was maintained of a threefold health care system with private
health services for the rich, a social security system for the relatively small segment of salaried workers (primarily in state companies), and an underﬁnanced
public health care system for the majority of the population.
During the 1980s, Pinochet’s Chile became the world’s laboratory and pioneer in neoliberal health sector reform. Between 1952 and 1981, Chile’s national
public health care system had universal coverage and free access to health services ﬁnanced by the state. But from 1981 onward, the Pinochet government
started to break up this public system, diminishing its public ﬁnancing dramatically. Private health insurance institutes (ISAPRE) were created, some of which
were linked to United States-based HMOs, receiving wage-based ﬁnancing of
the insured through a uniﬁed national health fund (FONASA). Copayments at
the point of care delivery increased dramatically and depended on the type and
cost of the chosen scheme among thousands of insurance packages (called
“health plans”). Annually, ISAPRE can change the contract according to a
worker’s risk proﬁle or illnesses. This ﬁnancing strategy ensured proﬁt margins
of about 20 percent for HMOs, while administrative costs took another 20 percent. The government has limited capacities to control them. In 2002, they only
insured 22 percent of the population, accounting for 43 percent of the national
health expenditure. The rest of the population, the poorest and those most in
need of health care, has only partial coverage in the public health care system,
ﬁnanced through FONASA (44). Chile is now drastically turning back this erroneous policy.
The Chilean experience served as a showcase for the health sector reform initiatives of the 1990s, when most health care systems in Latin America were drastically
overhauled. With ﬁnancial support of the World Bank, all types of public-private
partnerships and other privatization schemes were promoted (45, 46).
Beginning in the 1990s, with strong inﬂuence and ﬁnancial support from
international ﬁnancial institutions, Colombia set up a far-reaching health
sector reform, propagated as a modern and democratic version of the health
sector reform experience in Chile (47). A provider-purchaser split was organized,
with private and public entities competing in a regulated market on both purchasing and providing sides. In 2000, WHO considered the Colombian health
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reform to be the fairest in the world (48). But a series of studies challenge this
claim. The Colombian reform has not been able to materialize its promises of
universality, improved equity, eﬃciency, and better overall quality (49). While
health insurance became one of the most proﬁtable industries in Colombia, in
rural and poor urban areas, public services with no resources are ﬁnding it more
and more diﬃcult to survive. By 2004, ﬁve of the largest national public hospitals had closed and 10 more were in the process of liquidation (50). Also, outof-pocket payments drastically increased, mainly for the poorest quintile of the
population. Today, the administration and advertising costs of Colombian
health insurers are between 15 and 25 percent of the overall cost, similar to
those found in the United States and much higher than administrative costs in
health care systems without competitive insurance plans (51). The role of the
state as a regulator and leader of public health was lost in the national and
municipal sphere. Public health is also an important victim of the reform
(52, 53).
The neoliberal model in Colombia did not address existing problems and
created additional harmful consequences. Market mechanisms have accentuated
social inequality in Colombia (54). These serious contradictions between the
theoretical objectives of the reform law and its actual implementation will be
further analyzed below.

Some Alternative Experiences
Even during these decades of neoliberal health sector reform, alternative models
coexisted in the region. In general, political will for developing an integrated
social security model (in Costa Rica and Brazil) or a national public health
system (in Cuba and Nicaragua) was linked to democratic and emancipatory
processes.
Since 1941, Costa Rica’s health care system developed toward a Europeanstyle, integrated social security system (Caja Costarricense de Seguro Social),
applying the principles of equity and solidarity to strengthen access to care
through public health services and universal social health insurance (55). In
1973, this social security system absorbed the governmental and not-for-proﬁt
private hospitals, becoming the sole institution to organize and deliver public
hospital care. Later, ﬁrst-line health services also were integrated. At the same
time, a comprehensive Rural Health Program for primary care was launched
and later extended to urban areas through the Community Health Program. The
ﬁrst level provides comprehensive health care through a network of Basic
Comprehensive Health Care Teams and is supported by a referral level and a
tertiary, specialized care level (56). A relatively modest supply of doctors apparently serves the country’s needs quite well because of extensive use of auxiliary
nurses and health assistants working in rural health posts, health centers, and
hospitals (57).
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The Costa Rican health care system developed through several waves of
challenge and reform (58). Step-by-step liberalization was imposed. Since the
1990s, a contracting-out system has been developed in coordination with the
World Bank, based on performance agreements (59). Over the last decade, Costa
Rica has been engaging in more profound privatization strategies.
Under the dictatorial regime of the 1960s and 1970s, Brazil had one of
Latin America’s most sophisticated private health industries with highly
unequal access. When representative democracy was restored in the mid1980s, a broad health movement had a decisive impact on the inclusion of
progressive health sector reform in the 1988 constitution (60). A Uniﬁed
Health Care System (Sistema Único de Saúde [SUS]) was developed and
modeled on the conceptual frame of European Social Security, with universal
and equitable access to integrated services. The SUS has a single managerial
structure, while social control is organized through Health Councils at
national, state, and municipal levels with representatives from governments
and users. In the 1990s, a Family Health Care Program (Programa Saúde da
Famı́lia) was started (i.e., a new care delivery model in which interdisciplinary teams ensure the follow-up of a deﬁned population in a speciﬁc geographic area). One of the most remarkable achievements was the provision of
AIDS care to all in need through the public sector. Acting on the constitutional right to health care, this was an international breakthrough (61, 62).
But comprehensiveness remains a challenge, and equity is compromised by
the existence of the private medical system in the country. While in 2007,
$23.4 billion in tax revenues was spent for 143 million potential beneﬁciaries
of the SUS, this amount is not suﬃcient to meet historically unmet health
needs. In the same year, 40 million people with private insurance spent $35
billion (63).
Within the system itself, equal opportunity of access for equal needs is not
guaranteed. Despite regulatory measures to increase eﬃciency and reduce
inequalities, delivery of health care services remains extremely unequal across
the country. Utilization rates vary by type of service among income groups,
positions in the labor market, and level of education (64). The SUS is strongly
embedded in society, and the representation of the interests of the poor makes it
robust to interference by private interests. But further integration toward one
uniﬁed public system remains unrealistic (65).
In Nicaragua, the Sandinista revolution in 1979 created a Uniﬁed National
Health System in which the public system, social security, and a series of nongovernmental and municipal programs merged. Free ﬁrst-line health services
based on an integrated health concept were gradually extended (66). Mother
and child health received particular attention. Health promotion and prevention
programs were developed with a broad participatory approach and had—
together with important social measures, including nationwide land reform—a
signiﬁcant impact on the population’s health. Popular mobilization in mass
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vaccination campaigns was successful in eradicating polio and drastically
reduced other immuno-preventable diseases (67, 68).
From 1983 onward, the United States-funded “contra” war and the economic
embargo aggravated the economic situation. While the government’s public
policies were able to limit the damages of these adverse circumstances, popular
support for the Sandinista government was undermined step by step, leading to
profound political changes after the 1990 elections (69, 70). Structural adjustment policies imposed radical social policy shifts and health sector reform,
leading to a disintegration of the comprehensive health care model (71, 72).
Rampant inﬂation made health centers and posts quickly run out of supplies.
Utilization rates declined steadily, as more and more people had to purchase
medicines on the market after getting a prescription. Non-acute and preventive
activities—such as nutritional rehabilitation and child health promotion—declined. The budget for human resources was dramatically reduced to
pay higher salaries to fewer staﬀ and to ensure basic supplies (73). Consequently,
private practices boomed. In 1993, the social security system was separated
again from the national public health system, and the country went back to
the “classic” Latin American health care system with a private sector for the
rich, a social security system for the formally employed, and a public system for
the poor majorities (74). Social security health services are now organized
through dozens of private medical companies (75).
Since 1959, Cuba has developed its exclusively public health system in the
broader frame of a socialist reform process. The country has followed its own
path since 1959. Its national health system used many ideas of the Semashko
health system that was developed in the USSR, a national health system in
which health initiatives were in the ﬁrst place preventive and social. In this
approach, the policlinic played a central role. Nevertheless, the country
always had a strong public health academia (76) and over the years developed
a local model that emphasizes comprehensive and participatory community
care. Until the 1980s, the ﬁrst-line policlinics primarily oﬀered “ﬁrst-line
specialist care” in addition to multisectorial preventive and health promotion
activities. A critical review of this model, and the study of diverse, family doctorbased health care systems, led to a fundamental restructuring of Cuba’s ﬁrst-line
services, in which a dense network of family doctor cabinets became pivotal for
comprehensive and integrated family care. While in most of the world during the
1980s a “selective primary health care” approach led to the development of a
more vertical, disease-oriented approach, in Cuba the comprehensive approach
was reinforced through the introduction and development of family doctorbased, integrated ﬁrst-line health services. Since the 1990s, Cuba has been
under constant economic strain. Nevertheless, its national public health
system was not only able to survive, it could continue to ensure the right to
health care of the whole population, even in the most diﬃcult periods of
crisis (77).
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In 2008, the 30 years of Alma Ata were an occasion for worldwide discussions
on the continued relevance of the main messages and proposals of the
Declaration. In a context of overall economic and social crisis, the place and
role of public health systems and services were being reconsidered. WHO’s
World Health Report 2008 (78), the report of the Commission on Social
Determinants of Health (CSDH) (79), and the second Global Health Watch
report (80) are all testimonies to the ongoing evolution toward a more critical
approach to the liberalization paradigm. The CSDH even considered that “the
toxic combination of bad policies, economics, and politics is, in large measure,
responsible for the fact that a majority of people in the world do not enjoy the
good health that is biologically possible.”

“Health Systems Strengthening” in the
New Millennium
Neoliberal policies push toward a growing contradiction between increasing
health needs and the pursuit of private proﬁts. The market-oriented health
reform in Colombia proved to be unable to solve this contradiction. We underscored the direct link of these reform policies to critical trends in global economy
in which the saturation of rich countries’ markets leads to pressures toward
further liberalization, deregulation, and privatization.
When, during the 1990s, neoliberal policies led to a dramatic situation in
terms of social (under)development and (lack of) health care, social struggle
boosted all over the continent (81–83). In many countries over the last
decade, this popular opposition materialized in a broad array of progressive
governments. Today, Latin American political realities are changing in terms
of economic growth, but also in terms of regional integration and increasing
social participation in political processes (84–86). Strong economic development
and shifts in power relations throughout the continent create a possibility for
stronger public strategies toward equitable health (care).
WHO’s World Health Report 2008 critically assessed the way health care is
organized, ﬁnanced, and delivered in rich and poor countries. It ascertained
that “inequities in access to care and in health outcomes are usually greatest in
cases where health is treated as a commodity and care is driven by proﬁtability,
leading to unnecessary tests and procedures, more frequent and longer hospital
stays, higher overall costs, and exclusion of people who cannot pay” (87). The
report concluded that it is high time to go back to a holistic approach to
primary care. It added that health care systems would not naturally gravitate
toward greater fairness and eﬃciency, but that deliberate policy decisions are
needed (88).
Besides ensuring access to care, this right to health includes an adequate
strategy toward social determinants of health. The CSDH did its part to
ensure renewed attention to the importance of these social determinants and
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advocated for corresponding strategies to improve them. Its 2008 ﬁnal report
concludes that inequities of power, money, and resources have to be tackled
(79). The CSDH joined WHO in appealing for political action, insisting that
“community or civil society action on health inequities cannot be separated from
the responsibility of the state to guarantee a comprehensive set of rights and ensure
the fair distribution of essential material and social goods among population
groups” (89). The recent development of rights-based approaches to health
underscores this crucial role of the state in respecting, protecting, and fulﬁlling
the right to (the highest attainable state of) health (90).
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