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In 1978, representatives of the health and development sec-

tors met in Alma-Ata and issued an unprecedented declaration. 

Recognizing the accumulated experiences and the duty to respond 

to inequality, they called on the international community to make 

a commitment to urgent action: Health, they said, must become 

a condition for the well-being of all people, and no one should be 

excluded. As a result, it became a settled issue that health should 

be promoted as a guaranteed human right.}

Forty years later, the call to action has been sounded again and is 

equally relevant to this day. While commemorating the 70th an-

niversary of the Universal Declaration of Human Rights, the World 

Health Organization recalled the magnitude of the tasks still facing 

us. Despite notable advances, less than half the world’s population 

receives all the health services it needs; nearly 100 million people 

are pushed into extreme poverty because they have to pay out 

of their own pockets for health services; and it is estimated that a 

child dies every five seconds, most often from preventable causes.

Under the leadership of the Pan American Health Organization 

(PAHO), the Region of the Americas decided to hold deliberations 

and contribute to the lessons learned to guide further action, 

channeling this effort through a High-level Commission “Universal 

Health in the 21st Century: 40 years of Alma-Ata”.  I had the 

honor to participate in the process and to chair the working 

sessions of this group of valuable, varied, committed people. 

Universal health as 
a guaranteed right: 

continuing on an 
active path 40 Years 

after Alma-Ata
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Ambassador Néstor Méndez’s pro-

fessionalism and rigor was essential 

to reaching our destination and 

submitting this report to the Director 

of PAHO, Dr. Carissa F. Etienne.

The report’s recommendations are 

the result of years of field work, 

research, and national and local 

public policy-making, accurate-

ly reflecting the diversity of our 

Region, where ancestral wealth 

and innovation intersect with the 

most pressing challenges of our 

time, including epidemiological, 

environmental, social, economic, 

and political challenges. 

We believe that this report fulfills 

two purposes. First, it highlights 

contributions that our hemisphere 

can make to other regions of 

the world, which can enrich 

their national health policies with 

experiences that are often equiv-

alent in terms of obstacles and 

opportunities. Second, and more 

importantly, the report empha-

sizes that it is up to us to make 

a difference–to guarantee that 

all people enjoy the necessary 

conditions to fully exercise their 

right to health. In all regions of 

the world and at all times, this is 

an effort that must continue.
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This report offers a path for action 
on primary health care, understood 
as a comprehensive strategy to act 
on social determinants and create 
specific spaces for communities to 
take part in 21st century models 
of care.

There can be no doubt: States 
have an ineludible role, whether as 
provider or regulator, to guar-
antee the common good. They 
are responsible for long-term 
policy-making, financing, territorial 
coverage, inclusion, and protection. 
And they have primary responsibil-
ity in the defense of human rights, 
including the right to health.

Technological progress, phar-

maceutical developments, and 

increased health budgets are of no 

use if they are not at the service of 

human beings in all their diversity 

and wealth; in other words, if they 

do not guarantee people’s rights. 

Forty years after Alma-Ata, the 

premises remain the same, but 

our capabilities have increased, as 

has the conviction that we can do 

better. Let us, then, continue on the 

long and active path toward making 

health an irrefutable, unquestioned, 

and unrenounceable human right 

for everyone to see.

Michelle Bachelet Jeria

United Nations High  

Commissioner for Human  

Rights
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In the 20th century, one of the most revolutionary public health 

reports ever to be published was prepared in Canada and named 

after the country’s Minister of Health at the time, Marc Lalonde. 

The Lalonde Report affirmed that health and disease are not re-

lated only to biological factors and infectious agents; rather, most 

diseases have a socioeconomic basis or origin.

According to the report, 90% of health issues are related to life-

styles, environmental factors, and human biology, and only 10% 

to health systems. It also warned of an inverse relationship with 

health resources, 90% of which was allocated to health care and 

very little to other relevant factors.

A new perspective on health care began to evolve, summarized in 

the World Health Organization (WHO) definition:

«Health is a state of 
complete physical, mental 
and social well-being and 

not merely absence of 
disease or infirmity»

The first International Conference on Primary Health Care was 

held in 1978 in Alma-Ata, framed by this process of reformu-

lating the concepts of health and health care. The Declaration 

of Alma-Ata, adopted by the Conference, reaffirmed the right to 
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health as a fundamental human 

right of all people. Its definitions 

have led to an understanding 

of primary health care (PHC) 

as a political strategy by which 

governments and civil society can 

transform health systems and the 

processes of social determination 

of the population’s health. 

Today, we accept the chal-

lenge and the call by PAHO 

Director, Dr. Carissa F. Etienne, 

who convened the High-level 

Commission “Universal Health 

in the 21st Century: 40 years 

of Alma-Ata”, to reflect on this 

legacy, which is expressed in 

our collective vision.

In these 40 years, we have 

amassed knowledge and 

experience in health, 

but the agenda re-

mains unfinished: 

there are goals 

yet to be met 

and millions 

of people 

who lack access to the right to 

health.

We reaffirm that primary health 

care is a sustainable path to 

achieving universal health as a 

right of all people with quality, 

equity, and social justice, through 

State policies that guarantee 

these rights, respect diversity, 

and have sufficient and equitable 

economic resources, strengthen-

ing communities as a transforma-

tional factor, so that no one is left 

outside the health system.

PHC is a concept that forms 

part of a proposal for the social, 

political, and technical construc-

tion of the right to health for all, 

especially for those in condi-

tions of vulnerability and social 

exclusion. 

This vision and these premises 

guided the discussions and 

recommendations made by the 

Commission in this report.

One of the most important 

legacies of the Declaration of 

Alma-Ata––and of ancestral 

health care traditions––is the 

idea that the transformation of 
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health systems should stem from 

a new model of care focused on 

the health needs of the popu-

lation, guaranteeing equity and 

social justice. 

In our discussions, we noted the 

growing inequality in the world 

and the very high concentration 

of wealth, as well as a devel-

opment model that is harmful 

to the environment and public 

health, making the quest for 

universal access to health and 

universal health coverage still 

more necessary.

Another element very present in 

our discussions was the role that 

social determination processes 

play in health development. 

Hence the importance of dis-

cussing the health system and 

universal access and coverage 

in dialectic interaction with 

comprehensive social protection 

systems, including education, 

housing, and social security, 

among other components.

Social inequality is a historical 

and structural feature of societ-

ies in our Region, strongly asso-

ciated with productive structures 

and sociocultural conditions, 

and manifested in institutions, 

customs, and practices through-

out history. It is important to 

emphasize that inequalities in 

our societies refer not only to 

inequalities in income, access 

to productive and financial 

resources, and property, but to 

countless disparities that we 

have discussed and system-

atized, namely: socioeconomic; 

gender-based, ethno-racial; 

territorial and environmental 

impact; life-course-related; 

disability-related; those related 

to sexual orientation and gender 

identity; and disparities related 

to migratory processes.

These inequalities are intertwined, 

exacerbated and interconnect-

ed throughout the life course, 

thus creating a matrix of social 

inequality that must be addressed 

if we are to advance toward 

improvement.

In some countries of the Region, 

we see the persistence or 

reemergence of poverty-relat-

ed infectious diseases, social 



xii

exclusion, and changes to the 

physical and economic environ-

ment that reveal the limitations 

of health systems and other 

social policies. 

At the same time, as the result 

of progress with coverage and 

social protection in most of 

the countries of the Region, 

health processes have become 

focused on noncommunicable 

diseases (NCDs), which perhaps 

are better referred to as “socially 

transmitted diseases”.

This is occurring in the context 

of the emergence of new so-

cioeconomic, demographic, and 

environmental factors, such as 

the consolidation of an econom-

ic model based on globalization 

and private sector expansion, 

increasing commercialization of 

living conditions, greater urban 

growth, and irregular and forced 

migration of populations. 

A very important issue in our 

discussions was the use of 

comprehensive health public 

policies as a strategy to address 

the common risk factors for 

NCDs (tobacco and alcohol 

use, sedentary lifestyles, and 

unhealthy diets). In this context, 

we focused on three other 

key areas of health-disease 

processes: the emergence of 

mental disorders due to psy-

choactive substance use, road 

traffic injuries, and interpersonal 

violence, which are among the 

leading causes of disability.

Public health policies are not 

limited to prevention. It is also 

essential to initiate health pro-

motion plans aimed at develop-

ing activities and lifestyles that 

foster health through collective 

and individual action.

It is clear that the Region of the 

Americas continues to face sig-

nificant challenges as it strives 

to guarantee the right to health 

for all. In the 21st century, with 

our accumulated knowledge 

and experience, technological 

advances, and available resourc-

es, social exclusion and health 

inequities are unacceptable; 

but at the same, they can be 

overcome. In the Inter-American 

system, we cannot continue 
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predicating and promoting de-

mocracy, human rights, security, 

and comprehensive develop-

ment without also focusing on 

an issue as essential as the 

health of our peoples. In this 

report, the Commission presents 

proposals for action, some of 

which have already been heard 

in the Region and around the 

world, but which are imperative 

for the achievement of universal 

health.

We are convinced that through 

the political will of States and 

concrete actions to produce the 

necessary changes in health––

including fostering real, inclusive, 

accessible social participation 

and effective accountability 

mechanisms––we will achieve 

health for all and sustainable 

human development. 

The Commission is grateful for 

the leadership and contributions 

of Dr. Michelle Bachelet, who 

guided its work from the time 

it was formed until September 

2018, when she became United 

Nations High Commissioner for 

Human Rights. In this new posi-

tion, I am sure she will continue 

working actively with us toward 

making the right to health and 

other related human rights a 

reality for our peoples in the 

21st century.

Amb. Néstor Méndez
Assistant Secretary General, Organization 
of American States

President of the High-level Commission: 
“Universal Health in the 21st Century:  
40 Years of Alma-Ata”
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To mark the 40th anniversary of Alma-Ata, PAHO convened the 

Regional Forum “Universal Health in the 21st Century: 40 years 

of Alma-Ata” on December 11-12, 2017, in Quito, Ecuador.

As part of this regional movement, the PAHO Director Dr. Carissa 

F. Etienne convened a High-level Commission: Universal Health 

in the 21st Century: 40 Years of Alma-Ata, chaired by  

Dr. Michelle Bachelet and Ambassador Nestor Mendez, and 

made up of an interdisciplinary group of regional experts, with 

representatives from communities and academia, as well as 

political actors, including former health ministers, trade union 

leaders, and different social movements. 

The objective of the Commission was to develop recommen-

dations for the PAHO Director on how to give effect to the right 

to health as a fundamental human right, based on an analysis 

of the progress and challenges faced by health systems in the 

Region of the Americas. 

This document reflects the Commission’s position regarding 

primary health care (PHC), the search for solutions to ensure the 

right to health, and the approach taken in discussions, analysis, 

and recommendations on how to guarantee this right. It is based 

on reports prepared by the five thematic groups addressing:  

a) health care model, b) institutional model, c) financing model, 

d) health and social protection, and e) human resources for 

health (see annexes to the present report). 
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The thematic groups were led 

by members of the Commission, 

bringing together a great number 

of academic experts and social 

movements from different coun-

tries in the Region. In this report, 

the Commission presents ten 

recommendations for achieving 

health for all in the Region of the 

Americas in the 21st century. The 

Commission also participated 

actively in the processes that 

produced the new declaration on 

primary health care (Declaration 

of Astana), adopted by the Global 

Conference on Primary Health 

Care held in Astana (Kazakhstan) 

in October 2018.  This global 

and regional discussion forum 

was very timely, not only enabling 

the Commission to advocate for 

the values and principles of  

Alma-Ata, which remain valid to-

day, but also enriching this report 

by emphasizing key aspects that 

the Commission believes cannot 

be overlooked in order to achieve 

universal health.
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The International Conference 

on Primary Health Care held in 

Alma-Ata in 1978 remains at the 

heart of discussions on public 

health, health policy, and human 

development. The Declaration 

provided a visionary frame-

work for advocacy and action, 

asserting the right to health as a 

fundamental human right of all 

people. It meant that PHC could 

be interpreted as a political strat-

egy of States and civil society to 

transform health systems and in-

tervene in the processes of social 

determination of the population’s 

health.

One of the most important lega-

cies of this declaration is the idea 

that the transformation of health 

systems should be based on a 

new model of care focused on 

health needs. This model should 

be articulated with an integrated 

response from the State that 

incorporates intersectoral inter-

ventions and that impact on the 

processes of social determination 

of health.

In these 40 years, we have 

generated and accumulated 

knowledge and experience in 

health. At the same time, we 

have an unfinished agenda, 

targets to be met, and millions 

of people without access to the 

right to health.

In this new context, we reaffirm 

PHC as a necessary and sustain-

able path towards the achieve-

ment of universal health, which is 

a right of all people, with quality, 

equity, and social justice; with 

State policies that guarantee this 

right and respect diversity; and 

with economic resources that 

are sufficient and equitable; while 

strengthening communities as a 

means to transform realities so 

that no one (citizens and non-cit-

izens) remains outside the health 

system. For this reason, the 

slogan “health for all” constitutes 

an ongoing and fundamental 

imperative.

This proposal is based on the 

human rights framework, which 

recognizes human diversity as its 

In these 40 years, we have 

generated and accumulated 

knowledge and experience in 

health. At the same time, we 

have an unfinished agenda, 

targets to be met, and 

millions of people without 

access to the right to health.

 

VISION AND PREMISES OF THE COMMISSION
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foundation, and a key aspect for 

improving health care. Awareness 

and characterization of human 

diversity make it possible to for-

mulate and interpret the State’s 

responses to people’s differen-

tiated needs, as a key aspect of 

guaranteeing equity and dignity. 

This document embraces the 

concept of the social inequality 

matrix as a way of understanding 

how the confluence of multiple 

and simultaneous forms of dis-

crimination and exclusion lead to 

mutually reinforcing inequities in 

health and other areas of social 

development. We are challenged 

to consider people’s realities and 

experiences in a holistic manner, 

rather than compartmentalizing 

them, in order to create policies 

that more effectively address this 

complexity. This concept also 

focuses on how social relations 

and asymmetries of power affect 

the exercise of people’s rights, 

including the right to health.

Similarly, the ‘social determinants 

of health approach’ implies that 

health inequities are the result 

of the circumstances in which 

people are born, grow up, live, 

work, and age—circumstanc-

es that in turn are shaped by 

asymmetries in the distribution 

of money, power, and resourc-

es. We recognize the progress 

represented by the “social 

determinants” approach itself, 

and recognize the importance 

of incorporating the SDGs as a 

strategic instrument for global 

development, but we insist that 

the approach must be deepened 

by including critical scrutiny of the 

consequences of unsustainable 

economic development models. 

We find the “social determinants” 

approach insufficient in that it can 

be compartmentalized and even 

decontextualized without asking 

why—for whom and for what 

purpose— did such determi-

nants arise.

In this context, the present doc-

ument reflects a social deter-

mination approach that requires 

us to act on our societies’ social 

processes and power dynam-

ics, and that understands these 

processes and dynamics within 

the historical framework that 

replicates and perpetuates them, 

intensifying inequities. 

The social inequality matrix 

complements the social deter-

mination approach by recogniz-

ing inequality as a historic and 

structural characteristic of the 

societies in our Region, and by 

identifying elements that shape 

the circumstances of people’s 

lives (socioeconomic conditions, 

gender, race/ethnicity, place 

of residence, stage of the life 

course, and others, such as 

disability, migratory status, and 

sexual orientation or gender 

identity), which in turn underlie 

the asymmetrical distribution of 

money, power, and resources. 

Health, determined by social 

processes and power dynamics, 

is intrinsically related to other 

dimensions of well-being, such 

as access to housing, basic 

services, education, decent work, 

social protection, and political 

participation, among other things. 

The structural forces of inequality 

intersect and strengthen one oth-

er, and they manifest themselves 

in the violation of rights.
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Even though the Declaration 

of Alma-Ata is framed within 

the goal of health for all, and 

in the Region of the Americas 

has served as a reference point 

to guide the transformation of 

health systems, it also represents 

a milestone that allows us to 

examine pending challenges and 

redefine its message within the 

modern era. 

The Declaration of Alma-Ata has 

inspired a number of regional 

strategies and initiatives that have 

generated a wealth of experience, 

in implementation and advocacy, 

characterizing the evolution of 

PHC in the Region. The local 

health systems proposals of the 

1980s, the Declaration of Monte-

video in 2005, the Pan American 

Health Organization (PAHO) 

publications on the Renewal 

of PHC in the Americas and 

the Integrated Health Services 

Networks (IHSNs), are just a few 

examples of initiatives in line 

with Alma Ata. With the renewal 

process in the early 2000’s, PHC 

came to be seen as a potential 

strategy for the transformation 

of health systems and as an 

intervention on the processes of 

social determination of health.

Despite significant progress in 

recent decades––such as inno-

vations in insurance, and greater 

public spending on health––

conditions of health inequality 

and inequity are persistent and 

deepening in many countries of 

the Americas. 

The pending challenges are 

considerable. Eradication of 

poverty and extreme poverty, 

and reduction of inequality in all 

its dimensions continue to be 

central challenges for the coun-

tries of the Americas. Although 

the Region made important 

advances in this respect between 

the beginning of the last decade 

and the middle of the present 

decade, this progress has been 

eroding since 2015, particularly 

with respect to extreme poverty. 

Also, high levels of inequality 

are an obstacle to development, 

BACKGROUND AND CHALLENGES
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impeding poverty eradication, 

the expansion of citizenship, the 

exercise of the right to health 

and other rights, and democratic 

governance.

Inequalities include, but go be-

yond, income inequality, also af-

fecting equality in accessing and 

utilizing resources, in opportunity, 

capacities development, and 

recognition. The social inequality 

matrix in the Region is shaped by 

the production matrix (or struc-

ture) and by a culture of privilege, 

a historic feature of our societies. 

In addition to socioeconomic 

stratification, inequality in the 

Americas reflects other structural 

dimensions: gender, ethnicity 

and race, territory, life course, 

disability, migratory status, and 

sexual orientation and gender 

identity. The structural dimensions 

of the social inequality matrix in-

tersect, reinforce each other and 

solidify throughout the life course, 

generating a multiplicity of factors 

of inequality or discrimination 

that interact simultaneously 

and accumulate over time and 

generations.

Social protection systems and 

health systems in the countries of 

the Region have been unable to 

eliminate health inequities. One of 

the main shortcomings of health 

systems in serving the needs 

of the population is seen in the 

persistence of various access 

barriers. These constraints are 

due to the paucity of efforts to 

transform health systems on the 

basis of a new model of care, re-

flecting an approach that is pre-

dominantly hospital-based; health 

services consistently without 

sufficient human resources, and 

human resources insufficiently 

trained on the PHC strategy; 

limited social participation; lack of 

public resources; and inadequate 

infrastructure. 

Moreover, reform agendas 

exclusively focused on the health 

sector, centered on medical care 

services and the expansion of 

insurance coverage, has displaced 

public health and the processes of 

social determination of health as 

shaping dimensions of the State’s 

response to the population’s 

health needs. In some countries of 
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the Region, food security, drinking 

water, immunization programs, 

and communicable disease 

control have been increasingly 

endangered in recent years, with 

less value being placed on their 

fundamental contribution to health 

and wellbeing, and with decreased 

public investment. 

The persistence and re-emer-

gence of certain infectious 

diseases associated with poverty, 

social exclusion, and changes 

in environmental and economic 

conditions highlight the limita-

tions of health systems and other 

social policies. Inequitable health 

conditions are reflected today 

in a chronically high burden of 

communicable diseases in some 

countries for certain social groups 

and in the poorest regions, with 

a still high number of prevent-

able maternal and infant deaths, 

including those due to nutritional 

deficiencies, which is totally 

unacceptable and, in some cases, 

continuing to grow.

Finally, the unmet goals of the 

Declaration of Alma-Ata reflect 

political processes that have not 

managed to represent the interests 

and rights of the population in con-

ditions of vulnerability, or to sustain 

the important transformations in 

institutional rules that are necessary 

to eliminate the many barriers 

to access health. The role of the 

private sector is growing not only 

in health services delivery, health 

insurance, and the creation and 

production of medicines and health 

technologies, but also in national 

and global political power pro-

cesses that wield major influence 

on the “rules of the game”, and 

that determine which interests and 

values benefit from the institutional 

model of economic relationships, 

from the structure of the State, and 

from the health system. 

Our pending challenges need 

to be examined within a new 

context, with new problems de-
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manding innovative responses to 

the political, social, and economic 

factors that determine the health 

and health equity conditions 

of the population in the 21st 

century. Today, the social deter-

minants of health include new 

and interrelated socioeconomic, 

demographic, and environmental 

factors. The emergence and con-

solidation of an economic model 

based on globalization and an 

expansion of the private sector, 

with increasing commercialization 

of living conditions and great-

er demographic urbanization, 

has consequences that include 

environmental deterioration, 

environmentally unsustainable 

conditions, and climate change, 

along with the reproduction of 

economic and social exclusion, 

and the forced migration and 

displacement of populations.

Some of these conditions have 

led to an increase in noncom-

municable diseases, greater 

prevalence of mental health 

disorders, new barriers to access 

health for people with different 

types of disabilities, a rise in road 

traffic injuries, and an upsurge in 

violence in different areas, such 

as gender violence, violence 

associated with unlawful activities, 

and armed conflict. 

These new conditions pose 

challenges that call into question 

the status quo in terms of the 

type of State response needed 

to guarantee the right to health 

as a fundamental human right. 

Strengthened health systems 

integrated into social protection 

systems capable of influencing 

the social determination of health 

are a critical imperative. 

Several regional and global 

mandates express the commit-

ment of States to social rights as 

fundamental points of reference 

for interpreting challenges and 

opportunities. The 2030 Agenda 

for Sustainable Development, 

adopted in September 2015 

by the United Nations General 

Assembly, is a global capstone 

in this regard. The scope of the 

17 Sustainable Development 

Goals (SDGs) associated with 

this Agenda requires integrated 

and collaborative approaches 



9

to address the causes of health 

inequities in the Region, acknowl-

edging health as a human right in 

all its dimensions. The SDGs are 

an important tool for addressing 

social determinants with the 

support of Heads of State since 

they serve as a policy instrument 

of strategic political and global 

relevance, involving all State 

sectors, with strong international 

positioning and the commitment 

of the entire United Nations sys-

tem. Nevertheless, it is necessary 

to recognize the potential contra-

dictions generated by including 

objectives and recommenda-

tions that reflect a development 

model based on indefinite––and 

hence unsustainable––econom-

ic growth. In this context, it is 

essential, while valuing the global 

scope of this political agenda, 

to stress the need for a human 

development model that features 

social inclusion and natural and 

environmental sustainability.

With the same approach, in 

October 2014 PAHO Member 

States adopted the Strategy for 

Universal Access to Health and 

Universal Health Coverage. This 

Strategy is a response to ongoing 

challenges in health, especially 

inequities in the conditions of 

access to comprehensive health 

services. This strategy seeks to 

go beyond an understanding of 

universal coverage as being lim-

ited to coverage of the popula-

tion. Rather, it includes equitable 

access to health and to quality, 

comprehensive health services as 

key objectives of the transforma-

tion processes.
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The fundamental premise of this 

proposal is that the right to health 

is a fundamental right and that the 

State has the ineluctable responsi-

bility to make its exercise a reality. 

Pronounced health inequities 

and their determinants are a 

result of the State’s limited ability 

to strengthen social protection 

systems and health systems that 

guarantee the right to health, in a 

context where the private sector 

plays a more influential role, not 

only economically with an 

increasing con-

centration 

of 

wealth, but also politically with 

marked asymmetries of power 

on the global as well as national 

levels. In this context, a basic 

premise informing the Com-

mission’s work is the need to 

strengthen State responsibility 

and commitment to the right to 

health as a fundamental 

human right.

How to guarantee the effective exercise of the 
right to health as a fundamental human right 
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This premise articulates the 

following three linchpins: care 

models with intersectoral inter-

ventions, political and institutional 

processes, and key resources.

The first linchpin refers to 

care models with intersectoral 

interventions. Care models must 

be centered on people and com-

munities in their territories, and 

this implies recognizing diversity 

as an essential human character-

istic, incorporating intersectoral 

interventions that affect the social 

determinants of health.

The exercise of the right to health 

requires equitable conditions 

for effective access to interven-

tions by the health sector and 

other institutional sectors. The 

different access barriers to these 

interventions, heavily marked 

by the social inequality matrix 

in the Region, are an indication 

of pending challenges we face. 

Eliminating these barriers requires 

a people- and community-based 

care model with an intercultural 

approach that addresses the 

processes of social determination 

of health. 

From this perspective, a people- 

and community-centered model 

of care is an expression of the 

State’s response to people’s 

needs and to the diversity of 

people’s living conditions. It is 

also the result of the political and 

institutional processes advanced 

in the course of transforming 

health systems.

The second linchpin involves po-

litical and institutional processes 

that provide content and support 

for the transformation of health 

systems, and for social protection 

systems. The State’s responsi-

bility for guaranteeing the right 

to health depends on political 

processes that provide viability 

and legitimacy to the necessary 

institutional changes. These 

processes must seek to articulate 

entities and processes at the 

national level, and also regionally 

and globally. In this framework, 

accountability is a valuable 

mechanism to involve actors 

at the national, regional, and 

global levels. Political processes 

must be based on strengthening 

participatory democracy, with 

comprehensive public policies 

and institutional processes that 

involve relevant actors in the 

health sector and in the social 

protection system. Democratic 

processes give the States legiti-

macy, and the deeper and more 

participatory the democracy is, 

the more congruence can be 

expected between the actions of 

the State and the public interest.

Political processes also involve 

power relations between different 

actors (State and non-State, 

national and supranational) that 

influence the institutional frame-

work, promoting and supporting 

the processes of social determi-

nation of health. 

It is crucial and in the public in-

terest to strengthen the technical 

and political capacities of actors 

within governmental agencies 

as well as those of other actors 

committed to these values, in or-

der to provide leadership for the 

complex institutional processes 

needed to transform social poli-

cies. In particular, the empower-

ment and participation of actors 

in conditions of vulnerability is a 

necessary condition for defend-

ing and protecting their rights. 
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For this reason, it is necessary to 

forge broad partnerships with a 

variety of stakeholders that have 

varying viewpoints and strengths 

but that are guided by the same 

core values. 

Institutional processes conso-

nant with a commitment to the 

right to health involve structural 

changes in the State and in the 

social norms that underlie the 

social inequality matrix. These 

changes require innovation in 

the structures and functions of 

the State in different institutional 

sectors through a stronger social 

protection system and a stronger 

health system, with funding 

sources provided by progressive 

tax systems, and with solidarity 

based, equitable pooling mech-

anisms.

Finally, the ability of the State to 

respond to health needs requires 

key resources that strengthen 

health systems and social protec-

tion systems. These key resourc-

es are human, technological, and 

financial in nature, indispensable 

for institutional transformation. 

They include the availability, skills, 

and commitment of health work-

ers to develop people- and com-

munity-based models of care, the 

technological resources needed 

to address the population’s health 

needs, and the public resources 

needed to finance the develop-

ment of a care model based on 

conditions of equity. 

These key resources have two 

important characteristics: First, 

they are necessary conditions 

to meet the health needs of the 

population; and second, the 

availability and allocation of these 

resources depend on the nec-

essary political and institutional 

processes.
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SYNTHESIS

Ensure the establishment of an institutional model that enables the State to meet its 
ineluctable responsibility to guarantee the right to health within the broader human rights 
framework.

Develop people and community-centered PHC-based models of care that take into 
account human diversity, interculturalism, and ethnicity.

Create social participation mechanisms that are genuine, deep, inclusive, and accessible, 
and that embody a perspective of diversity (intercultural and functional) to guarantee full 
exercise of the right to health.

Create mechanisms to regulate and oversee the private sector that are consistent 
with the objective of ensuring the right to health.

Eliminate the barriers to universal access to health. 

1

2

3

4

5
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SYNTHESIS

Address the processes of social determination through intersectoral health interventions that 

promote substantive changes in the environmental, social, economic, housing, and basic 

infrastructure conditions of a population in a given territory.

Reposition public health as a linchpin of the State’s response to transform health 
systems.

Recognize human resources as protagonists of the construction and consolidation of 
PHC-based models of care.

Promote rational use and innovation in technological resources to serve the 
population’s health needs.

Develop a financing model that ensures sufficiency, quality, equity, efficiency, and 
sustainability.

6

7

8

9

10
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RECOMMENDATION
Actions

Develop legal and regulatory frameworks 
to guarantee the full exercise of the right 
to health for all.

Create institutional structures and pro-
cesses coherent with the responsibilities 
of the health authorities, including the 
stewardship and regulatory aspects of 
health systems, and generate capacity for 
intersectoral coordination to tackle pro-
cesses of social determination of health. 

Ensure that health-related competencies 
at the different levels of State de-concen-
tration and decentralization are clear and 
complementary, for an intercultural ap-
proach that is appropriate to the diversity 
of the population, while seeking to reduce 
inequities..

Implement mechanisms for accountability, 
including the production of timely, acces-
sible, quality information to guarantee the 
realization of the right to health.

Link national and supranational processes 
to build synergy and have greater impact 
on the key institutional arrangements in 
the health system.

1 Recommendation 1: Ensure the establishment 
of an institutional model that enables the 
State to meet its ineluctable responsibility 
to guarantee the right to health within the 
broader human rights framework.

This involves developing legal and regula-
tory frameworks that define institutional 
models, organizational structures, 
assignment of responsibility, and 
allocation of necessary resources, 
emphasizing those public institu-
tions with responsibilities for guaran-
teeing the right to health, with effective 
accountability mechanisms.

It is therefore indispensable that national pro-
cesses be coordinated with supranational processes to cre-
ate synergy and more effectively influence the institutional 
arrangements that facilitate the effective enjoyment of the 
right to health. In this context, it is necessary to strengthen 
the United Nations entities associated with the reports that 
the States Parties submit to the United Nations Human Rights 
Council and the United Nations human rights committees that 
function with the support of the Office of the United Nations 
High Commissioner on Human Rights. This approach will link 
the concept of health with a broader notion of sustainable 
development and with the well-being of all people of all ages, 
everywhere.

Without the political will and explicit responsibility on the part 
of governments to make the changes required to guarantee 
the population’s right to health, especially for people in sit-
uations of social exclusion, the right to health will remain a 
formal declaration with no effective response. 

It is governments that are responsible for establishing insti-
tutional mechanisms that respect and protect the full exer-
cise of the right to health. These mechanisms are political, 
regulatory, administrative, and judicial, with a complementary 
and coordinated approach. The right to health is guaran-
teed by strengthening the political and technical capacities 
of all State institutions, agencies, and entities to address the  
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economic, social, and cultural dimensions that shape and 
are expressed in health/disease processes.

There is a legitimate right to judicialize health in order to 
ensure access to health, but this should be a last resort, 
since the political and institutional complexity associated 
with this approach can reproduce inequities of access to 
health services. Although the judicial system has increas-
ingly been used in recent decades to ensure access to 
goods and services for which demand has not been met, 
it is important to realize that in many cases these process-
es increasingly reflect pressure from other private-sector 
stakeholders, using judicial action as a mechanism to in-
troduce new health technologies without adequately con-
sidering criteria such as equity, efficacy, safety, cost-ef-
fectiveness and ethical consideration associated with such 
interventions. When this occurs, the judicial decision im-
pacts other functions of the State, especially within institu-
tions that govern the health system, limiting their influence 
and impeding their capacity to act. This can fragment the 
State’s ability to address the political, institutional, and eco-
nomic challenges and ultimately limit the exercise of the 

right to health. These situations can put pressure on the 
workings of the health sector, especially when prioritizing 
resource allocation, and on strategies to enhance condi-
tions of access and coverage of health services for the 
population in greatest need. .

To avoid these problems, different sectors and branches 
of the State should operate in an integrated manner, with 
strengthened health authorities that are committed to the full 
exercise of the right to health, with mechanisms for account-

ability, and considering each national context.

Axis 1: The Model of Care with Intersectoral  
            Interventions

The first linchpin of the Commission’s recommendations in-
volves creating a people- and community-centered model 
of care as the best strategy for ensuring that the population’s 
diverse needs, conditions, and characteristics will be ad-
dressed. This linchpin emphasizes the organizational model 
of health services provision as the element that guides the 
State’s response to its population’s health needs.
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RECOMMENDATION 
Actions

Develop a comprehensive and integrated 
health model that “cares more and cures 
what is necessary”, promoting the health 
of ecosystems and Mother Earth on the 
path to Good Living, based on PHC and 
with a community, intercultural, territorial 
and intersectoral approach.

Promote integrated health services net-
works (IHSNs) with a responsive first level 
of care, supported by specialized services 
(including hospitals), in order to guarantee 
effective access to timely, quality and con-
tinuous health services to all. 

Allocate the necessary financial resources 
in order to guarantee proper access to 
health services, spending at least 30% on 
the first level of care.

2 Recommendation 2: Develop people- and 
community-centered PHC-based models of 
care that take into account human diversity, 
interculturalism, and ethnicity.

Primary health care is a strategy for transforming health 
systems through a comprehensive people- and communi-
ty-centered model of care. This approach depends on a re-
sponsive first level of care integrated within a comprehensive 
health service networks (IHSNs), including complementary 
and intercultural medicine. 

The integrated PHC model of care is in itself comprehensive, 
rights-based, territorially focused, family-oriented, communi-
ty-based, pluri-ethnic and intercultural, solution-oriented, and 
intersectoral. In the digital context of the 21st century, PHC 
provides the opportunity to drive mechanisms of democratic 
and truly community-based social participation by effectively 
utilizing technological advances in communication. Doing this 
requires eliminating barriers to real-time digital communication 
between health teams and communities (from health teams, 
to the, community, and back to the health teams) in order to 
construct the PHC approach on the foundation of a defined 
territory and a specific community. This PHC concept requires 
a platform that can drive health in all policies, and that can act 
on the social determination of health in the 21st century. 

The creation of integrated service networks requires the 
development and strengthening of functions such as gov-
ernance, as well as the organization, management, and 
allocation of adequate resources. In this context, the com-
prehensive health model should have at its disposal the nec-
essary resources to guarantee real and effective access for 
all people to quality, timely and continuous health services. 

This model should have as extensive a reach as possible 
within the health system, as a strategy to overcome the sys-
tem’s fragmentation and segmentation. A strengthened first 
level of care should foster social participation, functioning 
as a node connecting with other organizations (both public 
and private) and with institutions at different care levels, in-
cluding specialized levels (i.e. hospitals). In this framework, 
no less than 30% of the health system’s expenditure should 
be allocated to the first level of care in order to ensure its 
prioritization and promote its strengthening.

This model calls for health teams that employ a transdisci-
plinary approach which facilitates coordination between the 
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different levels. It centers on promoting healthy living in ev-
eryday life; the ecosystem; and a care system focused on 
health promotion, disease prevention, people’s recovery from 
illnesses and disease, rehabilitation, and palliative care, with 
nodes that provide support from specialists when required.

This proposal employs a health network concept that incor-
porates not only the formal institutional sector, but also com-
munity actors and intersectoral areas. Its approach to the 
organization and management of health services includes 
planning at the local level, with mechanisms to guarantee 
social participation, as well as comprehensive monitoring and 
evaluation of the health care provided to groups in conditions 
of vulnerability. Communities that are informed and educated 
on health promotion and primary disease prevention are fun-
damental in this regard. In addition to participating fully in de-
cisions on their own health care, they must be full participants 
in the system’s decision-making, helping to shape the design 
of policies and services. This proposal is further consolidated 
by a management model that is based on the establishment 
of trained health teams assigned to a given territory, that follow 
care guidelines formulated with a view to addressing the health 
problems of the population for which they are responsible.

Reorienting a biomedical care model toward a PHC-based 
model involves strategies that put people and communities 
at the center, and that incorporate ancestral traditional med-
icine, complementary medicine, and interculturalism. The 
health care model must take account of ethnic and cultural 
diversity, immigration status, gender, life course, sexual orien-
tation and gender identity, and disabilities.

We recommend a comprehensive health model that offers 
more care and only the necessary treatment, promoting the 
health of ecosystems and the health of Mother Earth, to-
wards the “Good Living” (Buen Vivir). Rather than a system 
focused on curative care–– indeed, one that neglects care 
and dehumanizes health care––we propose more care for 
patients, for caregivers, and for ecosystems affected by in-
dustrial ruin and pollution. 

The Region of the Americas has great cultural diversity 
and deep ancestral roots.  Its health systems should adopt 
measures that incorporate this cultural diversity in order to 
overcome cultural barriers through dialogue and points of 
connection between the diverse cultures of different so-
cial groups (such as indigenous populations and people of 
African descent), ensuring that historical and cultural roots 
are taken into account, as well as world views that shape 

approaches to health and disease. This implies respect for 
ancestral traditions, and consideration of human beings in a 
comprehensive way that goes beyond the bio/psycho/social 
realms and incorporates the spiritual dimension. 

This model protects the planet’s diverse ecosystems and 
makes it possible to advance toward non-polluting energy 
generation and responsible production and consumption, 
while ensuring access to the resources needed to sustain-
ably ensure life with dignity. In this context, we propose to 
preserve ancestral knowledge and traditions as a part of a 
territory which is at the service of caring for Mother Earth, 
her plants and animals, human beings, and the natural envi-
ronment itself. Our reference to Mother Earth points to Good 
Living as a paradigmatic change of the horizon within which 
life unfolds, as a search for harmony in which respect for the 
life of the creatures sharing our earth is a necessary condi-
tion for guaranteeing the right to health in a framework that 
sustains the natural world. .

Successful experiences with intercultural policies in indig-
enous populations in our hemisphere must be promoted 
and learned from, so as to further the complementarity and 
diversity of knowledge provided by conventional medicine, 
ancestral traditional medicine, and complementary medicine, 
and thus advance toward a broad approach to health that 
includes Mother Earth (who sustains our human community), 
while integrating the various healing practices in widespread 
use in our Region. Some major institutional advances have 
promoted such complementarity, with providers of ancestral 
healing services such as midwives, traditional healers, herbal 
healers, and spiritual guides, among others, playing an in-
tegral role as health workers who serve the population and 
collaborate with conventional medical services.integrante del 
personal de salud y su oferta de servicios a la población, 
trabajando en conjunto con la medicina convencional.

Axis 2:  Political and institutional processes 

Political processes that strengthen the State’s response re-
quire not only the legitimacy and support provided by so-
cial participation, but also the regulation of private interests 
whose position threatens the values associated with the right 
to health, solidarity, and equity. Institutional processes aimed 
at the health system transformation involve changes in the 
rules of the game that define the authorities and structures of 
the State as they relate to the exercise of the right to health.
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RECOMMENDATION 
Actions

Design and implement legal frameworks 
that define participation, representative-
ness, and community-based mechanisms 
to sustain effective participation, consid-
ering the diversity of communities and 
social organizations, and involving health 
workers in those processes.

Develop mechanisms to link recommen-
dations arising from social participation 
forums with health-related decision-mak-
ing processes. 

Provide State financing of participation 
processes, as an approach that is in the 
public interest.

Develop mechanisms for training and 
communicating with members of civil 
society organizations to strengthen their 
participation. 

3 Recommendation 3: Create social 
participation mechanisms that are genuine, 
deep, inclusive, and accessible, and 
that embody a perspective of diversity 
(intercultural and functional) to guarantee full 
exercise of the right to health.

Although the health sector has provided opportunities for 
participation with successful results in different initiatives 
(priority programs such as immunization and HIV), and has 
led social mobilization (health councils and the health move-
ment promoted by Brazil’s Unified Health System), there is 
a growing trend toward a culture that is based on the in-
dividual and is less committed to the values of equity and 
solidarity. 

An examination of social participation processes raises fun-
damental questions relating to the overarching objectives 
of such participation, definition of the agenda, and the 
channels and stakeholders involved in such processes. With 
respect to the objectives, social participation in the health 
sector represents an opportunity to deepen participatory 
democracy and empower the population to influence the 
processes that affect health in all areas. 

Health systems in countries seeking to universalize access 
are undergoing institutional transformations that involve on-
going tension over the distribution of resources and power. 
As part of democracy-building, this involves not only ensur-
ing basic health conditions for the poorest people, but also 
making the right to health a core element of human rights. 

As part of the agenda for social participation, this perspec-
tive incorporates interventions that address living and work-
ing conditions and strengthen public policy-making. In this 
context, we propose that participatory processes exert a real 
influence on identifying health problems and their causes, 
formulating policies, and implementing and evaluating them.

Social participation cannot be a decorative element limited 
to validating decisions already made in the halls of power. 
We speak here of impactful participation and the subse-
quent accountability of authorities with respect to the central 
issues that drive social transformation and the transforma-
tion of health systems.. 

Promoting channels of participation in the human rights 
framework requires going beyond participatory forums that 
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systematize the opinions, expectations, and needs of the cit-
izenry. Effective influence on health public policy decisions 
requires making the results of participatory processes binding.

Channels for participation should be protected by legal 
frameworks that define elective mechanisms and represen-
tativeness criteria to address the diversity and needs of the 
social groups that make up the community. Moreover, social 
participation processes can be used as oversight mecha-
nisms in relation to State employees and entities responsible 
for quality and equity in access to health services. 

Institutional models should generate mechanisms for the 
development of civil society (organized and unorganized), 
with popular education and communication, to strengthen 
their participation, facilitating their ability to recognize and 
interpret problems, and also facilitating the formulation of 
health policy solutions. These mechanisms should help to 
link the population’s demands, especially those of various 
social groups (organized and unorganized), with responses 
that enable the sustainability of health system strengthening 
and transformation processes. 

At the same time, the promotion of social participation 
should be a mechanism to promote cohesion and social 
justice. Accordingly, participatory channels should be iden-
tified that effectively serve to democratize health services 
while advancing institutional transformation processes that 
generate relevant institutional change.

Finally, it is essential to identify and empower stakeholders 
who should be included in social participation in order to en-
sure institutional transformations and protect the rights of the 
social groups living in the conditions of greatest vulnerability. 

The participation of society, and especially social movements, 
is a necessary condition for the democratic construction of 
the right to health in the framework of human rights. Social 
participation is part of the process of building partnerships. It 
alters existing power relationships and makes it possible to 
ensure the political sustainability of transformative processes 
in state policies and institutions that guarantee the right to 
health.

The identification of the stakeholders involved in the pro-
cess of social participation must take account of the diver-
sity of each country’s communities and social organizations, 
which goes beyond replicating representative criteria. Full 
participation by civil society requires guaranteeing access 
to participation without segregation, and making whatever 
reasonable adjustments are needed so that the relevant 
mechanisms work in the context of the people’s diverse 
conditions and capacities, allowing social participation to 
take place in accordance with the population’s needs, inter-
ests, and cultural conceptions. 

We must ensure that social groups in conditions of vulner-
ability are able to participate in ways that benefit their own 
conditions of accessibility, which includes access to the 
physical environment, transportation, information, communi-
cations, technology, processes, procedures, and goods and 
services, both in urban and rural areas. Health workers and 
health teams must play a leading role in social participation 
processes. Without active and committed actors in the pro-
duction of services and in interventions that address the so-
cial determination of health, it is impossible to sustain highly 
politically complex transformative processes. 
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RECOMMENDATION 
Actions

Strengthen the stewardship capacities of 
the national health authorities to regulate 
the private sector, based on the public 
interest and in line with the objectives and 
strategies of national health policies. 

Desarrollar mecanismos de evaluación y 
fiscalización del sector privado que incor-
poren el acceso equitativo a servicios de 
salud con calidad como una dimensión 
fundamental.

Develop mechanisms for private sector 
evaluation and oversight that incorporate 
the equitable access to quality health 
services as a fundamental dimension.

4 Recommendation 4: Create mechanisms to 
regulate and oversee the private sector that 
are consistent with the objective of ensuring 
the right to health.

During these four decades, both the influence and complex-
ity of the private sector have grown significantly in a number 
of critical areas of the health system: in the development and 
provision of technology, in the delivery of health services, in 
the management of financial resources, and in terms of its 
growing political influence on the institutional framework at 
the national and global levels. Outside the health sector, it 
should be emphasized that globalization and commercializa-
tion of living conditions and consumption mean that private 
markets for the mass consumption of goods and services 
have also become determinants of the population’s health 
status. 

Private sector strategies and expansion in health systems has 
brought different innovations, playing an ever more influential 
role in their operation. Given that the growing participation of 
the private sector can be attributed to the motive of profit, 
it is important to recognize the challenges that this poses in 
terms of working toward more equitable conditions of uni-
versal access. The private sector is also increasingly present 
through non-governmental organizations and in the form of 
donors and funders, with heavy influence on the agenda of 
international organizations and on the global health agenda. 
Accordingly, this influence must be guided so that it helps 
bolster the leadership capacity of health authorities in the 
implementation of national health policies.

In this context, there is a need for a broad agenda to 
strengthen and modernize State institutions and facilitate the 
private sector’s contribution to innovation to advance toward 
universal health. In this regard, it is indispensable to establish 
regulatory and oversight provisions that meet the standards 
set and take the population’s well-being as their goal, using 
mechanisms that provide transparency and accountability 
over governmental entities responsible for regulating the pri-
vate sector. Monitoring and evaluation of these mechanisms 
should include criteria of equity in access to quality health 
services as a fundamental aspect. 
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RECOMMENDATION 
Actions

Analyze the living conditions of the popu-
lation (including migrants) from a territorial 
perspective, considering the geographical, 
social, and cultural issues of the population 
in each territory, and the diversities and 
inequities within them. 

Implement initiatives to eliminate the vari-
ous access barriers to health services and 
to all interventions that impact the health of 
the population. 

5

Recommendation 5: Eliminate the barriers to 
universal access to health.

The analysis and formulation of initiatives to eliminate access 
barriers to health services and all interventions that impact 
the population’s health are indispensable components of the 
processes of formulating and implementing the necessary 
transformations.

This recommendation encompasses all the above proposals, 
since it is necessary to recognize organizational and institu-
tional factors related to barriers arising from the limited ca-
pacity of the model of care to respond to the population’s 
needs. 

In adapting the model of care and the organization of health 
services to the needs and characteristics of the population, 
both the epidemiological conditions of the population and 
the diversity of its social and economic conditions should be 
considered. 

Even when coverage for health services exists, effective ac-
cess can be limited by barriers that may act simultaneously, 
such as economic barriers, linguistic and cultural barriers, 
lack of physical or communicational accessibility to facilities 
as a result of disability, and attitudinal barriers (prejudice, 
discrimination, or stereotyping by health workers) that can 

limit access for indigenous, Afro-descendant, LGBTI, and 
disabled people, as well as migrants and persons living in 
conditions of social exclusion.

In addition, this approach requires a territorial analysis of the 
population’s living conditions (both citizens and migrants) 
that takes account of geographical, social, and cultural 
factors, as well as diversities and inequities. These factors 
include health needs, working conditions, cultural and tra-
ditional constructs, and everyday activities, among others.

This approach also implies analyzing the various responses 
of the State, its social initiatives and social policies, and the 
development and deployment of strategies to expand ser-
vices with a PHC approach. This analysis will make it possible 
to identify geographical barriers to access, related to avail-
ability of resources, and to explain existing gaps between 
resource allocation (financial, human, technological, and 
infrastructure-related) and population needs. A people- and 
community-centered care model with an intercultural focus 
and participation in decision-making on health services is 
indispensable for addressing cultural barriers. Out-of-pocket 
payment for services should be eliminated to reduce the 
economic barriers facing the population. 

There are other types of institutional barriers, such as peo-
ple’s lack of access to information on their rights and on the 
deployment and functioning of services. 

Social protection can be an important tool to overcome ac-
cess barriers to health services. The inclusion of comple-
mentary health provisions and interventions (i.e. conditional 
transfer programs) can stimulate the demand for health ser-
vices, often in remote rural areas or marginalized urban ar-
eas where services are nonexistent or of poor quality. These 
programs can facilitate access to health services, provided 
that sufficient resources are present and used in a frame-
work of transparency and accountability. It should be noted 
that field workers in social protection programs are especial-
ly well positioned to interact with populations in conditions of 
vulnerability, and can help health services overcome access 
barriers common to specific groups, using public policies to 
reduce unjustifiable disparities and discrimination, and thus 
help close gaps of access faced by indigenous and Afro-
descendant populations.
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RECOMMENDATION 
Actions

Develop and strengthen universal, inte-
grated social protection systems through-
out the life course in order to reduce 
inequities in health, taking specific actions 
to address multiple inequalities that char-
acterize the societies of the Americas. 

Implement intersectoral actions that rec-
ognize cultures and traditions, addressing 
inequalities and including policies on 
education, housing, habitat, employment, 
and regulation of wages and working 
conditions. 

Develop affirmative policies for social 
inclusion in the areas of education, decent 
work, participation, culture, and commu-
nication.

6 Recommendation 6: Address the processes 
of social determination through intersectoral 
health interventions that promote substantive 
changes in the environmental, social, 
economic, housing, and basic infrastructure 
conditions for a population in a given territory.

Addressing the processes of social determination of health 
requires identifying, analyzing, and working to address the 
environmental, social, economic, housing, and basic infra-
structure conditions of a territory’s population through differ-
ent types of intersectoral interventions.

The health sector leadership needed to carry out such in-
tersectoral interventions is not self-evident, and the mech-
anisms for coordination between different social sectors are 
not natural, conflict-free processes. Health authorities should 
strengthen their technical and policy-making capacities to 
build sustainable intersectoral partnerships that operate in 
different institutional sectors and spheres. Different actors 
and corporations with their own interests and ideas partic-
ipate in shaping the regulatory mechanisms that have the 
greatest impact, and they do so with great asymmetry in 
terms of power. For this reason, it is the responsibility of the 
State, with the involvement of communities and stakeholders, 
to guarantee the population’s right to health.

Intersectoral actions with impact on the social determinants 
of health involve different contexts for intervention. First of 
all, countries must build and strengthen systems of universal 
and comprehensive social protection covering the entire life 
course. There is growing consensus that social protection is 
a powerful tool for eradicating poverty, reducing vulnerability 
and inequality, and fostering inclusive growth, with concomi-
tant positive impacts on the population’s health.

Social protection is a direct buffer against the high costs 
associated with using health services and can prevent or 
mitigate the impact of other indirect costs (such as loss of 
income due to illness or disability, non-medical expenses 
such as transportation food, care, etc.), thereby preventing 
households from falling into poverty, or into greater poverty.

More specifically, social protection and primary health care 
are complementary, mutually reinforcing strategies. For ex-
ample, where social protection mechanisms focus on reduc-
ing risks in the child population (whether by targeting them 
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directly or by targeting families with children) through good 
nutrition and access to quality health and educational ser-
vices, they can promote the healthy cognitive, emotional, 
and social development of this population group, which can 
have positive health effects and reduce inequities over the 
long term. 

In short, social protection mechanisms act on a variety of 
fronts to strengthen primary health care and ensure a level 
of health that allows all people to lead socially and eco-
nomically productive lives. These mechanisms can also be 
a platform for intersectoral policies that advance people’s 
well-being through a multidimensional, comprehensive, 
rights-based approach.

Furthermore, growing urbanization, new lifestyles, and the 
levels and forms of consumption associated with commer-
cialization and economic globalization are increasingly im-
pacting the population’s health problems. These conditions 

require leadership from health authorities, who must be 
able to promote governance mechanisms and foster po-
litical and technical sustainability through coordination with 
other State sectors, including other agencies responsible 
for formulating and implementing public policies that im-
pact health, such as those responsible for education, safe-
ty, social development, economics, trade, environment, and 
agriculture, among others. 

Finally, a model of care based on PHC that responds to 
the population’s health needs will depend on interdisciplinary 
and intersectoral teams with complementary skills, and with 
responsibility for the health of the population in a defined 
territorial space. It is crucial for health workers to have the 
critical capacities needed to address the processes of social 
determination affecting a population and its territory, and to 
coordinate policies, interventions, services, and resources 
from different sectors and social policies.
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RECOMMENDATION 
Actions

Position the essential public health 
functions (EPHFs) as a key strategy of 
the agenda to strengthen and transform 
national health systems. 

Strengthen the planning of public health 
activities within health systems with an 
integrated approach in the framework the 
EPHFs. 

Develop comprehensive plans and 
policies that promote collaboration with 
communities and with agencies both 
within and beyond the health sector, thus 
reducing the current institutional fragmen-
tation. 

7 Recomendación 7: Position public 
health as a linchpin of the State’s 
response for the transformation of 
health systems

In order to guarantee the right to health, it is neces-
sary to revitalize and strengthen the essential public 
health functions (EPHFs). The process of transform-
ing health systems in the Americas has focused ex-
cessively on health insurance coverage, with little 
attention to the need to improve public health. 

The traditional conception of the health system is 
limited to the provision of health services. There is 
less recognition of the interaction that takes place, 
or should take place, between this area and other 
public health activities, and this is a pending chal-
lenge. This conception reflects the current structure 
of most health systems in the Americas, which sep-
arate the institutional structures that provide collec-
tive health services from those that deliver health 
care, thus contributing greatly to the fragmentation 
of health systems and to the deterioration or ne-
glect of public health. 

At present, public health actions and functions are 
generally managed by different government agen-
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cies operating under fragmented institutional structures, of-
ten carrying out a variety of public health interventions and 
programs isolated from individual health care services. At 
the same time, many public health policies remain vertical, 
focusing exclusively on specific diseases, so that they co-
ordinate poorly with other relevant social areas and have 
limited impact on the population’s health. These problems 
reflect the difficulties that prevent health authorities from 
acting in a way that is consistent with an integrated ap-
proach to their functions. 

EPHFs and health systems functions clearly overlap and they 
both benefit from an integrated and intersectoral approach 
in their response to the increasing complexity of current and 
emerging public health problems. An integrated approach to 
the planning of public health activities within health systems 
must be encouraged, and the EPHFs must be incorporated 
into processes to strengthen health systems. A fundamental 
task is to develop comprehensive plans and policies that 

encourage collaboration with the community and with the 
various agencies in and beyond the health sector so as 
to reduce today’s institutional fragmentation. Such an ap-
proach also requires health authorities to take responsibility 
for ensuring that health services fulfill their public health re-
sponsibilities, and for providing direction to health services 
providers and purchasers so that these actors are more ful-
ly involved in public health. It is also necessary to ensure 
access to health services that stress health promotion and 
disease prevention.

Axis 3: Key resources 

The third linchpin involves the key resources needed 
to strengthen health systems and provide a people- and 
community-based care model. These resources include 
recommendations on human resource policies, strategies, 
and regulations, as well as on technologies and financial 
resources. 
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RECOMMENDATION 
Actions

Develop and implement human resources 
policies aimed at ensuring the availability 
and competencies of health personnel 
to meet the health needs of the popula-
tion and facilitate their involvement in the 
processes of transformation of the health 
system based on a PHC model.

Strengthen the mechanisms to link the 
education sector with the health system, to 
develop training policies of human resourc-
es for health, with a PHC-based approach, 
including participation of universities and 
training centers.

Strengthen the stewardship of the health 
authorities to regulate the competencies 
and profile of professionals on health 
teams.

Integrate human resources issues in poli-
cies addressing research on health systems 
and services. 

8 Recommendation 8: Recognize human 
resources as protagonists of the construction 
and consolidation of PHC-based models of 
care.

One indispensable component for building a PHC-based 
health system is a workforce of comprehensive health teams 
in adequate quantity and quality, whose members are sensi-
tive and committed and who can become actors/subjects in 
the transformations required to meet the population’s health 
needs. 

Despite a history of major efforts with initiatives involving ac-
ademic and professional institutions and workers, structural 
problems persist. The Region’s health systems are charac-
terized by insufficient human resources whose skills are not 
aligned with PHC-based care models, inadequate territorial 
distribution, and a lack of strong regulatory mechanisms that 
would foster job markets offering contracts and incentives 
for decent work opportunities, commitment, and profession-
al performance. 

A necessary condition for addressing these challenges is to 
strengthen the capacity for leadership, planning, regulation, 
and negotiation on the part of national health authorities. 
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Human resources planning plays a crucial role in creating 
and strengthening mechanisms to coordinate the education 
sector and the health system in order to develop human 
resources training policies that are coherent with policies 
designed to transform health systems. 

The processes involved in transforming health systems are 
complex and time-consuming, requiring changes in the pro-
files of health workers and their skills, and in deep-rooted 
practices and ideas. For this reason, human resources train-
ing is a strategic pillar for the process of transforming health 
systems. Universities and teaching facilities are key institu-
tions and actors in these educational policies. Their participa-
tion brings important contributions both in terms of ensuring 
technical coherence in the academic sphere and supporting 
the legitimacy and sustainability of the processes involved in 
transforming health systems. Finally, it is important to devel-
op incentives, undergraduate and graduate education, and 
ongoing training in health services. PHC and interdisciplin-
arity should be established as pillars of undergraduate and 
graduate education in health. 

Secondly, to guarantee political and technical coherence 
and synergy, it is essential to strengthen health authorities’ 
capacity to regulate professional skills and profiles. Such 

regulations should reflect professional ethics that reflect so-
cial commitment and consider the right to health, solidarity, 
and equity to be core values. 

Thirdly, mechanisms that regulate the job market (wage 
levels and working conditions) can address the institutional 
fragmentation that keep the public sector, social securi-
ty, and the private sector isolated from each other. These 
mechanisms can generate incentives and commitments 
that promote the development of PHC-based models. At 
present, private sector market logic exerts tremendous 
influence on training contents and modalities, on the dy-
namics of the job market, and on professional obligations, 
skills, and profiles. 

Finally, it is important that policies on health systems and 
services research take the issue of human resources into 
account. The problems analyzed above, as well as the 
evaluation of initiatives designed to transform health pol-
icies, should include human resources as a fundamental 
component. To achieve this objective, it is essential to in-
volve health teams in knowledge production and manage-
ment. This is needed to foster the adequate appropriation 
of evidence for ongoing improvement of the teams’ work 
processes. 
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RECOMMENDATION 
Actions

Consider the public interest in policies on 
the use of health technologies, prioritizing 
those that have evidence of effectiveness 
but are often ignored by industry because 
they are not profitable.

Promote the adoption and use of new 
health technologies based on evidence 
and unmediated by commercial interests 
as a fundamental premise to guarantee 
the right to health. 

Innovation should be interpreted in 
relation to its value added for the health of 
the population and the effective exercise 
of the right to health. 

Promote digital health as an instrument 
to achieve the Sustainable Development 
Goals and the Strategy for Universal 
Health. Mobile technologies, smart de-
vices, and artificial intelligence should be 
used to close the existing gaps in access 
to health services.

9 Recommendation 9:Promote rational use and 
innovation in technological resources to serve 
the population’s health needs.

The adoption and use of new evidence-based health tech-
nologies independent of commercial interests is a funda-
mental premise for guaranteeing the right to health.

Innovation should be interpreted in relation to the value add-
ed for the population’s health and for the effective exercise 
of the right to health. In this context, new technologies do not 
always constitute innovation, nor should they be considered 
without regard to their utilization and impact. Innovations 
should be oriented to rebuilding and legitimizing a more ho-
listic approach to health that paves the way for a humanized 
and collective conception of the population’s health and dis-
ease processes, and that reinstates ethics as a core value in 
the decision-making aspect of health care activities.

These innovations can have diverse characteristics and need 
not be medical technologies. Although technological inno-
vations are necessary and essential resources for improving 
diagnosis, avoiding unnecessary referrals, and meeting peo-
ple’s health needs, there are also risks and harm associated 
with today’s burgeoning medicalization and an extremely 
technology consumption-oriented popular culture, which can 
generate inequities. 

Strengthening the stewardship role of health authorities is 
a prerequisite for exploiting technological potential with a 
perspective that guarantees the right to health. Ensuring an 
adequate supply of medicines and other health technologies 
requires the ability to interpret information on how market 

prices are set and to exert greater influence over 
negotiation processes. To face the challenges 

of confidentiality, privacy, and manipulation of 
public opinion, recent innovations in infor-

mation and communications, such as big 
data, should be used to strengthen the 

public health intelligence capacity of 
health authorities. 

Digital health should be used 
to help achieve the Sustainable 

Development Goals and the ob-
jectives of the Universal Health 

strategy. Mobile technologies, intelli-
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gent devices, and artificial intelligence can help close gaps in 
access to health services if the technologies are available to 
all. Otherwise, they can widen the gaps. These technologies 
are tools that should be valued for the potential contribution 
to greater and better knowledge of the needs, demands, and 
behavior of social groups in conditions of vulnerability. Living 
conditions, disabilities, consumption habits, and domestic 
and international migratory flows, provides inputs that must 

be interpreted in order to grasp the diverse needs of the 
population and the determinants that shape people’s lives. 

Finally, the development of these capabilities also provides 
an opportunity to promote social, organizational, and institu-
tional innovations that can increase the effectiveness, quality, 
and equity of access to health services. These efforts call for 
intersectoral interventions and coordination with sectors such 
as communications and telecommunications.
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RECOMMENDATION 
Actions

Develop a financing model that promotes 
equity, efficiency, and sufficient resources 
within a framework of increased taxation 
of wealth and capital (financial, produc-
tive, real estate), as well of the intensive 
exploitation of natural resources. 

Achieve and maintain a public health 
expenditure of at least 6% of GDP as a 
minimum benchmark to reduce inequities 
and increase financial protection within the 
framework of universal access to health 
and universal health coverage. 

Fight the processes of tax evasion and 
avoidance, to obtain the additional re-
sources necessary to guarantee universal 
health.

10 Recommendation 10: Develop a financing 
model that ensures sufficiency, quality, equity, 
efficiency, and sustainability. 

Insufficient, inequitable, and inefficient funding is a persistent 
problem in the Region’s health systems and constitutes a 
structural barrier to progress toward universal health. 

A financing model is needed that promotes equity, efficiency, 
and sufficient resources in a framework of increased taxes 
on wealth and capital (financial capital, productive capital, 
and real estate) and that taxes intensive exploitation of natu-
ral resources. A financing model with these attributes is a key 
component that should be included in processes aimed at 
transforming health systems. 

The design of a financing model must be adapted to the 
economic, social, institutional, and political contexts in each 
country, and to the needs and social and demographic con-
ditions of the population (aging, poverty, epidemiological 
profile).

While considering the countries’ individual realities, public 
health spending equivalent to 6% of gross domestic product 
(GDP) is a minimum benchmark for reducing inequities and 
increasing financial protection in the framework of universal 
access to health and universal health coverage.

Equitable financing is achieved through systems that have 
pooling mechanisms, that are public and universal, with fi-
nancing from mandatory contributions and/or taxes based 
on the ability to pay. The scale of such systems must be 
sufficiently large and they must be made up of institutions 
that function as the health system’s single payer. This mod-
el should tend to the elimination of out-of-pocket payment, 
which is considered one of the barriers that impedes access 
to health services.

Efficient financing is promoted by refocusing spending so as 
to territorially prioritize care for the populations most affected 
by barriers that impede access to health services, allocating 
budget lines and making the necessary adjustments based 
on people’s needs. This model should prioritize the first level 
of care, with attention to salary levels of human resources 
and to incentives that promote people- and communi-
ty-based health services networks. 

As a complement, mechanisms for the procurement and 
evaluation of technologies and drugs that enhance the public 
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system’s ability to negotiate prices can produce innovations 
that are more cost-effective and responsive to the popula-
tion’s needs. As a component of efficiency, the availability 
of transparent information and accountability mechanisms 
that combat corruption is a public strategy that takes aim 
at these structural problems and enhances the legitimacy 
of the processes of institutional transformation designed to 
guarantee the right to health as a fundamental human right. 

Globalization processes and competition between countries 
for foreign investment have very significantly increased tax 
exemptions, encouraging tax evasion. The processes of tax 
avoidance and evasion must be combatted as part of the 
effort to obtain additional resources.

Finally, to obtain sufficient resources and institute an equita-
ble and efficient model is a political challenge involving the 
participation of strategic actors, especially those in condi-
tions of vulnerability. 
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Forty years after the Declaration of Alma-Ata, which is em-
blematic in the Region of the Americas, we can affirm that, 
despite advances in health, we did not achieve the goal of 
health for all by the year 2000. 

Despite improvements in the population’s health and in 
health coverage, progress in terms of equity in health has 
been limited. Today’s regional and global context confronts 
us with new epidemiological, environmental, social, eco-
nomic, and political challenges.

Based on an analysis of this new scenario, the present doc-
ument offers recommendations for the Director of PAHO. 
The intention is to help focus the Organization’s work on 
providing leadership in regional processes aimed at ensur-
ing the right to health as a fundamental human right, while 
supporting the countries in this effort.

These proposals are based on collective work by the mem-
bers of the Commission, with collaboration from a large 
number of experts and stakeholders committed to the right 
to health.

This report presents the conception of PHC as a necessary 
and sustainable path to achieve universal health as a right 
of all, with quality, equity, and social justice. Our premise is 
that the State has an ineluctable responsibility to make the 
enjoyment of the right to health effective, and three analytical 
linchpins have been constructed to give meaning and coher-
ence to our set of recommendations.

The first linchpin, people- and community-based models 
of care that include intersectoral interventions, refers to the 
capacity of State policies to address the population’s needs 
and diversity. The recommendations refer to care models 
that are sensitive to the population’s diverse needs, capaci-
ties, cultural identities, ethics, sexual orientation and gender 
identity, ages, and social and economic conditions.

This strategic approach, with a PHC perspective, defines the 
specific and differentiated health needs of populations and 
communities as the starting point for the processes involved 
in transforming health systems. There is no single recipe, nor 
any single replicable technical approach: each country must 
create and employ care models that meet the context-spe-
cific needs of its population.

The second linchpin includes the political and institutional 
processes involving the factors that drive change in health 
systems and that strengthen social protection systems. 
The recommendations in this area address the processes 
and actors that should be involved in the changes needed. 
These processes should overcome constraints associated 
with the time frames and complexity of political economy—
constraints that explain some of the impediments to signif-
icant progress.

Political instability in governments leading these change 
processes constitutes a constraint that must be addressed 
through advocacy, if the policies designed to guarantee 
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the right to health as State policies are to be consolidated. 
Another constraint is that, although many health system re-
forms have included new regulatory standards, developing 
governmental capacities to enforce compliance remains a 
challenge, especially in the private sector. Similarly, there is 
limited scope to influence national policies in a global con-
text where multidimensional private actors and organizations 
wield growing influence. For that reason, policies for change 
need to be strengthened though integration with suprana-
tional processes and entities (multilateral organizations, re-
gional and subregional integration entities, and South-South 
cooperation mechanisms). In this context, PAHO/WHO 
should continue to lead a regional agenda that guarantees 
technical consistency and contributes to meeting present 
and future political challenges.

The third linchpin addresses key resources—human and 
economic resources, and health technologies—and the 
institutional arrangements that shape the availability of re-
sources considered necessary to facilitate these transforma-
tion processes. Without sufficient human, technological, and 
financial resources, policies to transform health systems and 
social protection systems are merely words. Similarly, the 
allocation of these resources is the concrete manifestation of 
the State’s political will and capacity to guarantee the enjoy-
ment of the right to health as a fundamental right.

Finally, it is of crucial importance to strengthen or create 
national and supranational accountability and transparency 
mechanisms for effective social participation, in order to fa-
cilitate the quest for solutions and innovations to make the 
right to health a reality.
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ANNEX 1:
Toward a Comprehensive 

Health Care Model



This document has been coordinated and prepared by the members 

of the Commission Vivian Camacho, Mauricio Bustamante, Myrna Kay 

Cunningham Kain and Hernando Viveros Cabezas. For its elaboration, 

consultations were organized with experts and social actors who 

made different contributions to the document 1. 

			   Our “love is not the love of  
			   one person only, but the soul of everything,  
			   which must be healed.”

					     Lyrics from the song 
					     Por quien merece amor

					     Silvio Rodríguez 2

1  A full list of contributors is available in a web version of this document  
2  Silvio Rodríguez (1982). Por quien merece amor. Álbum Unicornio. Cuba. EGREM.
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In response to the mandate of the High-level Commission to 
Theme Group 1, the health care model approach has been 
centered around several structuring components discussed 
during an in person meeting. The responsible commission-
ers later invited a wide-ranging group of experts and social 
stakeholders to prepare a document to stimulate the discus-
sion. Broadly and inclusively distributed for consultation, this 
document summarizes the proposed rounds of discussion 
with the object of advancing toward the formulation of rec-
ommendations.

After several work sessions, the Commission’s report was pre-
pared, based on the discussions on the model of care. This 
document contains three main points to consider: 

1.	 A comprehensive health care model that “provides more 
care and cures what needs to be cured,” promoting the 
health of ecosystems and Mother Earth to foster good living. 

2.	 A comprehensive health care model centered on the right 
to health and integrated health service delivery networks 
(IHSDN) based on primary health care (PHC). 

3.	 A comprehensive health care model that has the nec-
essary resources to guarantee all people real access to 
comprehensive, quality health care and health services in 
a timely manner and with continuity. 

This document was conceived as a proposal, and its proposals 
are open to broad and ongoing debate. 

Toward a Comprehensive Health Care Model

To achieve “Good Living”3, prevent premature death, and de-
velop our full potential in harmony with nature, we must em-
brace a new, comprehensive health care model. Thus, when 
considering how to coordinate activities to protect our health, 
we must do so from an anticipatory preventive perspective that 
begins by improving health and well-being while also consid-
ering disease. We must assume that health is the product of 
the intercare4 that we provide to each other fully and on a daily 
basis while creating the conditions for a decent life 

3	  “Buen Vivir” in Spanish
4	  Intercare: Each work team has its own knowledge and care strategies. The intercare approach places value on what already exists in the day-to-day work of each team and attempts 

to mitigate the incursion of external interventions. Unlike the self care approach, it values the relational and collective perspective of the group work of the teams (1, 2).

When considering health systems and defining the model (that 
is, the ideal way to organize ourselves), we must begin by rec-
ognizing that health is the product of life in society. Health is 
determined to a large extent by the way in which we inhabit the 
territory, how we live, how we eat, how we move about, how 
we work, how we interact, the quality of our relationships, how 
we love, and our shared customs and beliefs. It is important 
to rethink health with all its implications from the standpoint of 
different paradigms, seeking its integration and coordination in 
the construction of a model that enables us to live in a healthier 
manner while taking caring of our common home.

The original models of care focused on the response to disease. 
They then shifted from hospital centered models to forward-look-
ing models that sought to anticipate harm. More recently, health 
care models (clearly centered on individuals, families, and com-
munities) have begun organizing not only the different aspects of 
health service delivery but all functions of the system, including 
financing, leadership, governance, and intersectoral action. In es-
sence, the stated objective of these models of care has been to 
make possible the exercise of the right to health, buttressing the 
State’s role as guarantor of that right. 

The legacy of Alma-Ata is the effort to move beyond designs 
based on curative models of care toward a comprehensive 
health care model. Our proposal is to contribute to that legacy 
with models of care aimed at ensuring that the entire health 
system is organized in a way that makes it possible to exercise 
the right to health.

It should be underscored that this implies the real empower-
ment of individuals and communities, not merely as passive 
objects of intervention but as active participants. Furthermore, 
caring for each other is not someone else’s job, but a shared 
daily exercise. Communities live in a territory that is organized 
for living a healthy life and protecting nature–one in which all 
people, in concert with the State, have a role in achieving good 
living. 

When talking about care we evoke something profoundly hu-
man that occurs within relationships and throughout the life 

Introduction
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cycle. In this concept, we are not referring simply to self-care,  
5because people do not care for themselves entirely on their 
own. We are talking about “intercare” in support networks that 
today are not considered part of health systems but without 
which there is no operative health system. The comprehensive 
health care model stresses prevention and health promotion 
and includes clinical services for the treatment of disease, 
working hand-in-hand with public health to address the social 
determination of health. 

Structuring components 

1. Put people, communities, and nature at the center of 
health systems and services 

This structuring component promotes a way of understanding 
and delivering health care that consciously adopts the per-
spective of individuals, caregivers, families, and communities in 
relation to their environment as participants and co-managers 
of health systems. 

Putting nature at the center also implies a commitment by all 
levels of the system to achieving the Sustainable Development 
Goals (SDGs), protecting the planet’s different ecosystems, ad-
vancing toward the use of non-polluting energy sources, and 
responsible production and consumption, guaranteeing access 
to the resources necessary for decent and sustainable living. 

When people and communities are put at the center of health 
systems and services:

•	 Efforts are made to ensure that health systems respect differenc-

es and social contexts and are organized less around disease 

than the comprehensive needs that arise within the territories 

where communities live, thus obtaining better health outcomes 

and greater equity. People’s health depends on the health of the 

planet; thus, protecting nature is also protecting human health. 

•	 A social empowerment process is needed to replace the current 

vertical and asymmetrical power relationship. It must also facili-

tate the flow of information between health systems and services 

and communities, transferring power to the latter to create a 

respectful horizontal relationship. 

•	 Both formal and informal caregivers are valued and in a position to 

provide adequate and appropriate care in a positive work setting. 

5	  Self-care: when a person is capable of taking care of him- or herself, following certain instructions (3).

•	 Social production mechanisms are in place that guarantee on-

going community engagement and comprehensive monitoring 

and evaluation of health care for populations living in conditions of 

exclusion and vulnerability, including Afro-descendant and indige-

nous populations (they represent more than 200 million people in 

the Americas) (4), to give them access to equitable opportunities 

in the different sectors and break the cycles of exclusion, structural 

inequity, poverty, gender inequity, and racial discrimination. 

2. Develop a coordinating node for the comprehensive care 
system that coordinates the work of the various elements 
that make a healthy life possible

We propose moving beyond the concept of levels of care and 
delving deeper into the concept of networks from the promo-
tion, prevention, and territorial standpoint. The proposal is to vi-
sualize the current first level of care as the coordinating node of 
integrated networks that, through transdisciplinary teams, facili-
tate coordination between: a) the intercare system centered on 
improving healthy living, which has a strong local component; 
b) the local ecosystem and social protection system, which are 
addressed in the intersectoral approach; c) the components of 
public health and national health priorities, and d) the system of 
care, centered on the recovery of people with ailments or dis-
eases who visit nodes with focal specialists serving as support. 

It also is necessary to move beyond the concept of “gateway,” 
because health is not something outside the community, and 
it is unnecessary to enter any part of the system to partici-
pate in it. Another reason why the concept of “gateway” should 
be discarded is that the coordinating node is called on to be 
much more than the point of access, but a highly effective en-
tity that coordinates intersectoral, community, and therapeutic 
responses in achieving a healthier population.

The coordinating node is comprised of a trained health team 
that implements all aspects of the primary health care strategy 
(coordination, continuity/longitudinality, access, and compre-
hensive care) in a first-rate manner and provides its community 
with lifelong care, developing high response capacity under the 
comprehensive health care model. Focusing on the coordi-
nating node and its teams brings the health system closer to 
the people, and the balance shifts toward the territory where a 
healthy life is generated. 
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This emphasis on the coordinating node is not exclusive, nor 
does it rule out specialization, because a good system must 
have reliable quality facilities (hubs) specializing in focus areas. 
The difference lies in understanding that these specialized fa-
cilities exist basically to provide support in all situations that, 
due to their complexity and infrequency, must be evaluated 
and managed in settings with a specialization focused on that 
particular type of problem. They are indispensable support but 
neither the center of the system nor the top of the pyramid.

3. Fomenting work in integrated health service delivery 

networks

In this structuring component, it is especially important to em-
phasize the need to remedy the segmentation and fragmenta-
tion found in health systems and services. The objective is to 
move toward the delivery of health services organized under 
integrated networks6 that guarantee quality and equity to indi-
viduals and communities, ensuring that no one is left behind, 
and toward the implementation of a comprehensive health care 
model. 

This IHSDN proposal is based on PHC with an approach which 
is intersectoral, intercultural, multiethnic, territorial, participatory 
(health in all policies), problem-solving, equitable, democratic, 
family and community-centered and with a three flows path-
way (health worker-community-health worker), as the founda-
tion of the health system, considering human diversity. To build 
effective networks, the countries have agreed to address 14 
attributes (5). This design assumes that those who improve 
the outcomes for the population are all the providers work-
ing together. It likewise conceives the network as being much 
broader than the formal institutional network, recognizing that 
there are community and intersectoral actors with whom the 
network should connect. This implies institutional arrangements 
between different actors and institutions to meet common 
goals and targets for health and a decent life.

6	  An IHSDN is understood a “a network of organizations that provides, or makes arrangements to provide equitable, comprehensive […] health services to a defined population 
and is willing to be held accountable for its clinical and economic outcomes and the health status of the population served.” (6).

4.  Policies on access to drugs and health technologies

For positive health outcomes in the population, it is necessary 
to have adequate access to health technologies (this includes 
drugs and health interventions) and take advantage of their 
potential, with due quality assurance. Introducing technologies 
and drugs on the basis of scientific evidence requires stronger 
leadership and governance unmediated by conflicts of interest. 
Advocacy is also needed to promote the accessibility, availabil-
ity, and rational use of drugs. 

It is especially necessary to explore the potential of the new di-
agnostic, therapeutic, organizational, and information and com-
munication technologies to improve the access of excluded 
populations and health team response capacity in promotion, 
prevention, and prognosis. It is important to keep these new 
technologies from becoming a source of new inequities. 

These technologies offer a real opportunity to increase the ef-
fectiveness, quality, and equity of the comprehensive health 
care model’s PHC-based coordinating node. 

5. Strategies for improving intersectoral interventions to 
promote the comprehensive health care model

A good primary health care (PHC) strategy considers the struc-
tural components of the social determination of health. Thus, 
it evaluates intersectoral interventions that should stem from 
comprehensive integrated public policies geared to good living. 

The Declaration of Alma-Ata (7) calls for basic sanitation and 
access to drinking water as an essential part of the prima-
ry health care strategy. An intersectoral approach and social 
participation are also essential. Today, new elements must be 
included, given the complex issues we are facing in the new 
century, among them the health impact of climate change, 
human and natural ecosystems, disasters, food security, the 
viability of development, and migration. 

The intersectoral approach is employed in all spaces, beginning 
with the local space and taking a territorial approach. Health 
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teams must have a good understanding of local ecosystems 
for there to be negotiation and dialogue in the joint intersectoral 
work with institutions and civil society.

6. Traditional ancestral medicine, complementary integrative 
medicine, and the intercultural approach

The Region of the Americas is notable for its rich multiethnic 
and multicultural diversity, wide range of ancestral languages, 
and unique world view of its indigenous and Afro descendant 
populations. This implies recognizing other incontestable reali-
ties in the countries. Some of the major challenges are to close 
the equity and equality gaps, confront structural racism and its 
contemporary forms of racial discrimination and exclusion, and 
promote the enforcement of civil and political rights to guaran-
tee full citizenship. We understand health as a basic right that all 
States must guarantee to ensure that all people have access to 
health services as part of the comprehensive health care model. 

Given the Region’s vast cultural diversity and deep-rooted 
ancestral traditions, it is essential to make an epistemological 
break and move beyond monoculturalism to reach points of 
intercultural dialogue and complementary knowledge between 
conventional medicine and traditional ancestral medicine. We 
have already witnessed a number of successful experiences 
with intercultural health policies and institutional advances in the 
Region involving traditional ancestral and integrative medicine 
as part of health systems. These experiences show that it is not 
only possible but urgent that they be replicated to eliminate 
the social exclusion in access and health care for historically 
marginalized peoples. We can delve deeper into the comple-
mentarity of knowledge and move beyond the biopsychosocial 
sphere to incorporate the spiritual dimension, tapping into the 
beliefs and understanding of the diverse human groups that are 
part of the system.

We must ensure the visibility of intercultural policy experiences 
related to the health of the indigenous populations of our Hemi-
sphere and learn from them. We can learn to delve deeper 
into the complementarity of knowledge between conventional 
medicine, traditional ancestral medicine, and complementary 
integrative medicine to develop a comprehensive approach to 
health that involves the health of Mother Earth, who sustains 
the human community. Coordination among these different 
concepts of medicine, widely employed in the Region’s pop-
ulations, facilitates their incorporation into health systems as a 
necessary resource for PHC-based IHSDN in the march to-
ward universal health.

7. The responsibility of the State in guaranteeing universal 
health through a comprehensive health care model

To guarantee the universal right to health with equity and quality, 
the State must exercise stewardship. This stewardship is also 
necessary for directing and managing the social production of 
health, which involves national and local governmental, non-
governmental, private, and civil society institutions. This implies 
that health must be a consideration in all policies and the in-
tersectoral approach in actions, given the social determination 
of health. It is also important to confront and eliminate access 
barriers and structural, economic, social, cultural, political, and 
health inequities and encourage the active social engagement 
of empowered social stakeholders. 

The State’s responsibility is expressed in both national and lo-
cal spaces; in macro-, meso-, and micromanagement settings; 
and through the strengthening of leadership and governance 
mechanisms at each level of national policy management and 
administration. These mechanisms must be aligned with exist-
ing legal and administrative frameworks and the characteristics 
of the centralization, decentralization, or deconcentration of 
power and resources that give varying degrees of autonomy to 
the comprehensive health care model but by no means limit or 
reduce the public responsibility of the national and subnational 
State and respective health authorities, guaranteeing the uni-
versal right to health where no one is left behind.

This must be expressed in the strengthening of concrete 
governance mechanisms for the comprehensive health care 
model in the territories where individuals, families, and commu-
nities empowered to take charge of their socially determined 
health live, study, work, and participate actively in society and 
to whom health institutions and other entities are accountable 
as part of the social oversight of health. 

Democratic sustainability of the comprehensive health care 
model’s performance implies this empowerment of social 
stakeholders, as well as the commitment of the State in the 
form of adequate public financing (at least 6 % of public health 
expenditure as a proportion of GDP). It also implies the allo-
cation of at least 30% of health expenditure to the develop-
ment of the comprehensive health care model’s coordinating 
node. Moreover, out-of-pocket individual and family health 
expenditure should be limited to less than 20% of the total 
national health expenditure, and it is necessary to guarantee an 
adequate supply (number), distribution, and quality of human 
resources essential for the operation of the comprehensive 
health care model. 
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Current human resources education is based on the mechanis-
tic biomedical model and aligned with the interests of the med-
ical industrial complex. The regional human resources strategy 
and plan of action have a demanding agenda for changing the 
civil service hiring and career development systems and the 
placement and stability of well-trained health professionals and 
workers in disadvantaged areas. These new human resources 
need to become the heart of the coordinating node of integrat-
ed networks with a comprehensive approach to health care. 
Family health and advanced nursing practice are essential to 
the viability of this new model. 

For the proposed model to be sustainable, an incentives policy 
for health workers is required. Worker well being, respectful 
and decent hiring systems, the intercare system, and continu-
ous worker encouragement and motivation should be of par-
ticular concern. 

As an expression of the State’s responsibility and commitment 
and of the leadership and governance of the comprehensive 
health care model, accountability from three groups must be 
demanded and received: institutions, their representatives, and 
organized civil society. Not only a democratic expression of 
social empowerment, oversight, and legitimacy, it is an expres-
sion of the ethical commitment to the defense of the right to 
health at all levels of institutions and civil society. 

The responsibility of the State, the stewardship role of the na-
tional and subnational authorities, and the governance of in-
tegrated health service delivery networks, both individual and 
collective, are also expressed in the efforts to reduce the seg-
mentation and fragmentation of health systems and services 
and increase the degree of linkage, coordination, and integra-
tion in health networks.

7	 Gabriel García Márquez (2007). Love in the Time of Cholera. New York: Alfred A. Knopf.

Conclusions

This proposal is for a comprehensive health care model based 
on a PHC strategy that promotes the health of ecosystems and 
Mother Earth for good living, increasing the influence and en-
gagement of communities, civil society, and organized peoples; 
and it is a call to join forces and focus our will, resources, and 
actions on guaranteeing universal health as a human right, thus 
reaffirming the values of the Declaration of Alma-Ata.

“In the meantime: play music for her, 

fill the house with flowers, have the birds sing, 

take her to the ocean to see the sunsets, 

give her everything that can make her happy”. 

“No medicine cures what happiness cannot”.

“Love in the Time of Cholera” 
Gabriel García Márquez 7
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The attainment of the right to health for all requires social and 
political construction, based on building awareness of the right 
to health as a fundamental human right, and on a political un-
derstanding of the process of change that this implies. The 
State has an essential role to play in constructing the right to 
health for all and its responsibility cannot be delegated. To en-
sure that the right to health is effectively ensured, institutional 
models that act consistently on multiple linchpins or axes must 
be implemented. Furthermore, several concrete living and 
working conditions are necessary to make the attainment of 
this right possible.

Since health is understood as both a public good and a hu-
man right, and since the factors that affect it are strongly in-
fluenced by commercial, economic, and political interests, it 
is crucial that governments exercise stewardship, planning, 
regulation, coordination, funding, control, and management of 
health systems in the best interests of the public and from 
within the health sector. Likewise, it is essential that they lead 
an approach based on the ‘social determination of health’, in 
coordination with other sectors. In addition, states must en-
sure social, popular, and community involvement, taking into 
account the diversity of the population, the power dynamics 
expressed within it, and the resulting inequities as an essential 
mechanism for the development of public policies that respond 
to the needs and aspirations of society as a whole. 

On the 40th anniversary of the Declaration of Alma-Ata, this 
is a timely moment to consider the progress made toward 
universal health and the challenges that still stand in its way, 
and, particularly, to analyze the role of the State and its various 
institutional models in supporting the aspirations of Alma-Ata.

This report does not provide an exhaustive description of these 
elements, but rather analyzes those we regard as essential, 
considering the current situation and the main issues faced by 
the health sector on the 40th anniversary of the Declaration 
of Alma-Ata. We hope to contribute elements of analysis to 
strengthen those institutional models which enable the effective 
achievement of the right to health for the entire population. 

MAIN ISSUES

Achieving universal health in a comprehensive and sustainable 
manner will require profound transformations in our societies. 

These changes will only be possible through participation based 
on an analysis of the power structures that engender inequity. 
Faced with the expansion of an individualistic, hegemonic cul-
ture, we must rescue and strengthen the original world views 
of our own Region that are based on harmony among body, 
spirit, community, and nature in an integrated manner (such 
as the concept of “good living” or “buen vivir”), which can be 
regarded as a guideline for social organization. Proposing and 
mainstreaming alternatives to the prevailing, hegemonic model 
is only possible through the empowerment of the population. 
For example, worrying about processes with grim foreseeable 
consequences—such as climate change—without proposing 
a different model of development is to swim against the current 
of an increasingly rough sea. 

These transformations require everyone to participate, but it is 
essential that the various actors be distinguished by their roles 
and legitimacy. The main obstacles to achieving the right to 
health remain the same as 40 years ago: the profound asym-
metry of power and the interests of those who hold it. What 
we propose is a management of power in the public interest, 
based on the aspirations of the people and the principles of 
equity and social justice, in which the State, as a representative 
of the interests of the population, plays a predominant role. 
This role is made legitimate by the democratic process; thus, 
the more entrenched and participative a democracy, the more 
agreement can be expected between the actions of the State 
and the public interest, including the right to health. 

It should be noted that, throughout this document, the use of 
the term “governance” does not intend to equate the level of 
responsibility of different actors—a notion that has become 
increasingly popular worldwide. Conversely, our approach is to 
highlight the tensions and issues that the State faces as the 
leading instrument of change, based on popular will and the 
public interest, in relation to other actors and within its own 
structure. Our aspiration is to shed light on that which cannot 
be ignored when seeking the goal of universal health. 

First, we must briefly address the incorporation into this doc-
ument of the concept of “social determination”. It would be 
impossible to provide an accurate summary of the extensive 
output on the concept of “social determination” (a concept, 
in fact, which arose in our Region) in contrast to that of “so-

Introduction
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cial determinants”. However, in brief, the approach on which 
this document is based deems it essential to act on the so-
cial processes and power dynamics that exist within our so-
cieties and understand them within the historical framework 
in which they are replicated and perpetuated, accentuating 
inequalities and affecting access to health. This analysis also 
suggests that the “social determinants” approach is insufficient, 
as it can occur in a compartmentalized and even decontextu-
alized manner, without asking “why” these determinants arise, 
whom they affect, and to what effect. We acknowledge that 
the “social determinants” approach represents progress, and 
admit the importance of its incorporation to the Sustainable 
Development Goals (SDG) as a globally recognized strategic 
instrument. Nevertheless, there is a need to go deeper, casting 
a critical gaze upon unsustainable development models. 

Analysis of the present historical context has revealed four key 
issues that the State must face and which have an impact on the 
State’s ability to ensure achievement of the right to health. These 
issues highlight the need for technically capable, robust, agile, 
transparent, and inclusive institutional models to allow States to 
effectively ensure the right to health of their populations. 

First, at a moment in history in which the social determinants 
approach is recognized as essential to improving the health 
status of the population, effective intersectoral governance is 
key. Second, it is essential to have a governance model that 
modulates the relationship and tensions between the public 
and private spheres in such a way that the ultimate goal of 
collective welfare prevails in all societies. The third issue is that 
of central versus local governance, especially given the variety 
of institutional arrangements in our Region, ranging from highly 
centralized to highly decentralized. Finally, global governance is 
becoming increasingly important, and poses new challenges to 
achieving health for all. 

We propose that these issues be taken into account when an-
alyzing the linchpins of the institutional models described in 
further detail below.

1. Intersectoral governance

By considering the processes of social determination of health, 
we acknowledge that health is just one of several sectors that 
influence the exercise of the right to health. However, this sector 
is responsible for guiding efforts to achieve the greatest possible 
impact on these processes. Its leadership is neither self-evident 
nor unanimously accepted by the other sectors. The power to 
influence policymaking in sectors that, in turn, have an impact 

on the social determination of health is in constant dispute, and 
the marked asymmetries in the ability of each sector to influence 
within the State must be taken into account. The health sector 
has traditionally been somewhat weak (for example, in relation to 
trade, finance, industry, and agriculture).

The State has an essential role to play from the standpoint of 
governance. Its structure and interventions must ensure coordi-
nation between the different sectors, based on effective intersec-
toral actions. It is crucial to address how the health sector can 
have a greater impact on budgeting with the goal of improving 
the health of the population, without limiting them merely to the 
delivery of health services, in order to achieve the highest attain-
able level of well-being in terms of health. It is advisable to estab-
lish a linkage between the State—which, to be efficient, requires 
integral coordination of its various sectors and policies—with a 
key element of inclusion. In this regard, and based on the so-
cial determinants of health approach, health governance can be 
linked to SDG 3 of the 2030 Agenda and some of its targets 
and indicators. However, it transcends this goal and is also linked 
to other 2030 Agenda goals that rely on other sectors playing a 
leading role. We must ask ourselves which institutional architec-
ture of the State best addresses this need—a point we will return 
to later, when discussing the roles of the health authority.

2. Public-private governance

The road to universal health must include strengthening of the 
public system to ensure that it meets quality standards, with a 
positive impact on outcomes. In addition, due to the divergent 
logics of the public and private sectors, it is imperative to devel-
op efficient mechanisms for regulation, management, and for 
addressing conflicts of interest. Within the health system, the 
private sector must abide by the rules of the democratic rule 
of law and by regulations to ensure the population’s access to 
health and the sustainability of the system itself. This requires 
a strong government that exercises its role as health authority 
and in steering the health system.

For instance, an important part of the delivery of health services 
is funded by contributions managed by private organizations 
and by private providers. It is essential to find ways to protect 
the population as a whole so that this reality does not become a 
barrier to access. Likewise, there must be mechanisms in place 
to restrict the structuring of systems based on demand-side 
subsidies, due to their negative impact on system sustainability 
and to the fact that they encourage irrational, inefficient use of 
systems; this, in turn, will inevitably worsen inequities.
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3. Central-local governance

The objective of implementing decentralized models has been 
to create or devolve decision-making power to local govern-
ments, achieve greater social participation, and fund systems 
with local taxes. These objectives have been partially achieved, 
but new issues have also arisen. Heterogeneity in implementing 
policies and strategies, in quality, in system response capacity, 
and even in the possibilities of control gives rise to greater op-
portunities and advantages for certain groups, and to barriers 
or negative impacts for others. Sectoral governance must seek 
the principle of universality, providing equitable access to all, 
complying with standards of quality and availability, which, in 
turn, should address the particular needs of different groups. 
Another issue associated with decentralization processes is 
that they have not been followed by a greater allocation of 
resources to the local level, compared to the volume of re-
sources that major cities have historically received. 

4. Global governance 

In the current global context, in which both States and multina-
tional corporations take strong stances in defense of their com-
mercial and economic interests, achieving shared positions 
from shared perspectives has become an effective means of 
defending the health interests of the population. Venues such 
as the World Health Assembly and coordinated strategies to 
address industry interference with the design and implemen-
tation of public policies show that joining forces in the support 
of causes that promote universal health provides greater coun-
terweight than carrying out isolated, disjointed actions. Efforts 
to promote the public interest usually face highly coordinated 
backlash from industry and commercial interests, as has been 
abundantly documented by the cases of the tobacco industry, 
breast milk substitutes, and other sectors.

In this context, the 2030 SDGs provide an opportunity within 
the framework of a highly consensus-driven international agen-
da that not only tackles health objectives directly, but focuses 
on social determinants of health that should be addressed in an 
intersectoral manner and with a degree of State responsibility 
that is not limited to the health sector. This is an opportunity to 
strengthen intersectoral action and establish and institutionalize 
intersectoral relations in which the health sector acts as a cata-
lyst for policies that affect health indicators. It is also an oppor-
tunity to configure a new institutional architecture for the State 
and a new institutional model to guarantee the right to health.

LINCHPINS

Having identified the key issues discussed above, we will now 
highlight what we consider to be the linchpins of system gov-
ernance and stewardship, with emphasis on the factors that 
are most common in the current scenario. It is essential that 
these be analyzed both within the specific contexts of each 
country and from a regional perspective. An approach to health 
governance is needed that includes analysis of the formal and 
informal “rules” which influence both actors operating in the 
health system and the system’s core resources (human re-
sources, technology, funding). These “rules” can be based on 
the linchpins of the system’s architecture. 

We propose the following seven linchpins or axes: 

1.	 Health system stewardship and regulation.

2.	 Timely and transparent information.

3.	 Coordination between levels of government.

4.	 Social participation.

5.	 Health as a universal right and accommodating for diversity.

6.	 Prioritization of intersectoral management.

7.	 Integration processes for the benefit of the population.

1. Capacity for governance, stewardship, and regulation of 
health systems, based on their structure and operation

Despite major advances in recent decades in terms of in-
creasing the regulatory capacity of the State, this process has 
occurred heterogeneously across the Region, and there have 
also been periodic setbacks. We acknowledge the structural 
changes made by several States that have achieved greater 
complexity for their regulatory agencies and strengthened their 
capacity to regulate a market that has greater economic weight 
and influence in manifold areas (e.g., supplies, medicinal prod-
ucts, and technology) for the delivery and funding of health 
services. These are indicators of a strengthened stewardship 
function, with greater capacity to rule over the system. 

However, the reforms promoted by demand-side subsidies 
helped further segment, fragment, and weaken health systems, 
limiting the capacity of ministries of health to ensure the right to 
health of the population. Some consequences of this process 
warrant special emphasis. The mandates of these ministries 
have been altered to weaken their stewardship capacity. This 
shift has driven ministries of health away from the management 
and funding of health services. 
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How can we make sure that ministries implement policies that 
are robust, sustainable (i.e., capable of surviving changes in 
the economic or political environment), based on scientific ev-
idence and impact assessment, on the best interests of the 
public and on the health needs of the population, when faced 
with internal and external influences that have other interests 
in mind? To do so, we can take advantage of existing experi-
ence in the Region by developing representative case studies 
to analyze the factors that underpin such sustainability. Some 
examples that could be analyzed in depth are the Programa 
de Saúde da Família component of the Brazilian Unified Health 
System, the Misión Barrio Adentro in Venezuela, the National 
Health System of Cuba, and the experiences of El Salvador, 
Nicaragua and Uruguay, among other countries that have 
changed and adapted their systems across different govern-
ments without, however, abandoning their core features.

States need structures, technical skills, tools, and political ca-
pacity to form broad coalitions and produce social and political 
legitimacy in order to achieve the necessary changes. Although 
constitutional and legal frameworks grant the health authority 
responsibility for stewardship and governance of health sys-
tems, this is not a “natural right”. This capacity is instead built 
through a set of conditions. Structures must take into account 
the essential functions of public health, including the capacity 
for intersectoral articulation at all levels, from the highest au-
thorities to the most local ones. Likewise, social legitimacy is 
not achieved merely through “tacit approval”, but also by facil-
itating the real, enriching participation of diverse communities. 

Developing the technical competence necessary to exercise 
stewardship and governance should not be limited to those 
of high academic rank. Technical competence must provide 
for high-quality teams at all levels, pooling together knowledge 
from several disciplines, supported by leadership and by a col-
lective, permanent discussion of whichever policies are to be 
implemented. A relatively small group with great capacity for 
discussion, clear processes, and continuous improvement can 
be more effective than a large group of people lacking clear 
structure.

It is vitally important to recognize the value of personnel. This 
includes fulfilling all obligations towards them; implementing 
training and awareness-building processes; and continuous 
assessment at all levels. Furthermore, a broad, deep level of 
social participation should be sought in this regard to ensure 
that personnel training corresponds to the needs and aspira-
tions of society.

Structural conditions are related to Policy (…with 
a capital “P”)

The health systems of countries that seek to universalize ac-
cess to health are generally more conducive to equality than 
their societies as a whole, within which power relations are 
more palpable. However, in both cases, there is a permanent 
tension between the distribution of resources and power. There 
is a need for conjunctures to which the interests of society can 
be added. This will allow pushback against the most econom-
ically powerful sectors, which may oppose policies or regula-
tions which run counter to their particular interests. 

Major efforts have been made to establish organizational struc-
tures that provide for strengthening the role of health authorities 
in addressing the health problems of the population. A com-
prehensive guide to the core functions of public health has an 
essential contribution to strengthening the role of the State. In 
parallel, the full, effective participation of the various sectors of 
the population, especially the most vulnerable ones, is likewise 
essential. Strengthening social participation processes, includ-
ing through improvement of participation channels and em-
powerment of the aforementioned sectors of the population, 
will be crucial to enhancing institutional capacities and ensuring 
their sustainability. It is critical to ensure that any advances tran-
scend current political scenarios.

Improving participation channels is not limited to what, in rep-
resentative terms, we would recognize as rallying the various 
actors of civil society around a particular decision or the eval-
uation of a particular health outcome. Promoting participation 
also involves exercising governance and promoting social co-
hesion and social justice. Participation involves power relations, 
and, for communities to exercise real influence, they must be 
empowered to fight hegemony, and must recognize that they 
are so empowered. Thus, community and citizen participation 
should be promoted as ways of ensuring that the best attain-
able health status will be achieved under the principle of eq-
uity itself, which demands prioritization of distributive justice in 
health care and facilitation of all mechanisms that make such 
an approach possible.

Making health a universal right is part of a democracy-building 
process; it is not limited to providing minimum health condi-
tions to the poorest sectors of the population. Furthermore, it 
is essential that health systems be made a constituent part of 
citizenship itself. It is very important to stress that health, as an 
economic, social, and cultural right, has equity as a substrate. 
Thus, applying the principle of progressive realization of these 
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rights does not mean applying heterogeneous standards to the 
population (e.g., simplified services for the poor), nor does it 
mean halting improvements which have already by achieved 
by arguing a lack of public resources. 

Nevertheless, a good way to integrate social participation into 
the decision-making processes has yet to be found. In addi-
tion, the novel role of social networks, which can be a mecha-
nism for disseminating knowledge and promoting participation, 
must also now be taken into account. These networks are 
also susceptible to misinformation or manipulation by powerful 
structures—usually, by the highest bidder. The media can con-
tribute to the system’s ability to operate, but it can also make 
progress invisible and even hinder and destroy it. Therefore, 
effective, direct communication with society is vital. Political will 
can easily yield; therefore, civil society must also participate in 
protecting the interests of the population. 

Capacity for intersectoral governance that acts on 
the processes of social determination of health

With a growing awareness of the ineffectiveness of treating 
health problems without addressing their determinants, minis-
tries of health have been pushed to leave their comfort zone 
of hospitals and health care delivery. In doing so, they have 
advocated for health in broader policy fields (healthy eating, ur-
ban violence, road safety, sedentary lifestyle, smoking, chronic 
noncommunicable diseases, disease prevention, access to ba-
sic services such as drinking water, decent housing, education, 
etc.) that require systemic action traditionally under the purview 
of other ministries.

Addressing the social determination of health and influenc-
ing the structures that generate inequality is contingent upon 
policies implemented by other sectors. In order to coordinate 
these policies and measure their impact, the mandate of minis-
tries of health cannot be limited to the provision or regulation of 
health services. There is often resistance to the role of health as 
a primary objective in all policies, either for political reasons or 
because it is perceived as running counter to prevailing inter-
ests. For example, financial authorities are often wary of “health 
expenditures” because they threaten financial equilibrium (in 
many countries, ministries of health receive direct funding from 
the nation’s treasury).

In any government, there will be tension between development 
models and their implications for health. The tobacco industry, 
processed food industry, automobile industry, and pesticide in-
dustry all have ties to the ministries of industry, commerce, and 

agriculture, among others. These ties mean that such sectors 
can be led considering economic arguments alone, without 
taking into account their impact on health. Discussions which 
propose an enhanced mission for the ministry of health and 
“health in all policies” are not always easy. On the other hand, 
it is increasingly common for some ministries or departments 
to become natural allies in this bid for priority treatment with-
in the government. Social development, education, women’s 
rights, and human rights are often added to these efforts, and 
are often on the same side in discussions about health-related 
public policies. These new actors are allies in inclusive health 
policies, but they also challenge the sector to leave its medical-
ized environments and find new modes of action that are more 
inclusive of human and environmental diversity, in the context 
of “good living”.

It is important to develop State structures that facilitate inter-
sectoral coordination and mitigate tensions, taking the above 
aspects into account. It is essential to establish a flow of infor-
mation with the government entities in charge of areas such 
as education, industry, and manufacturing, among others, that 
highlights the relationship between their scope of action and 
the field of health. Other initiatives have also yielded positive 
results, such as the creation of vice-presidencies or coordi-
nating agencies to oversee the actions of sectoral ministries 
such as health, education, sports, agriculture, and economic 
and social inclusion. This ensures consistency between poli-
cies and actions and articulation between the different levels of 
government, from the highest authorities through professionals 
to community workers.

The 2030 Agenda has enormous importance as an instrument 
for addressing social determinants, despite its shortcomings. 
It has the support and endorsement of the heads of State—
something that involves all State sectors, not only the health 
sector. It is a novel element which has tremendous value and 
potential in this scenario. The international stance toward and 
commitment to compliance with the SDGs is widespread (al-
though there must be follow-up on the specific actions taken, 
as well as permanent analysis of their impact), and the entire 
United Nations system is involved. It bears stressing that the 
SDGs are a time-sensitive instrument, which constitutes an 
essential additional incentive to achieving the goals and their 
targets—both those directly related to health and others which 
also require strengthening of State stewardship and gover-
nance capacities.
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Funding

An essential element to ensure that institutional arrangements 
are effective is sufficient, sustainable funding that responds to 
any needs that may arise in the health sector (e.g., disasters, 
emerging epidemics, etc.). One strategy that many health min-
istries in the Region have already implemented is to establish 
dedicated units to carry out economic analyses of the impacts 
of health policies. In addition, they also evaluate the cost-bene-
fit of strategies both within and without the health sector (con-
sidering that these also influence the process of social deter-
mination of health). Finally, they identify strategies to improve 
the efficiency of the system. Generating and managing such 
information is essential in order to influence decisions and the 
budget allocated to the health sector. 

To expand the right to health for all, the State must obtain 
resources—essentially, through tax collection. There is strong 
evidence that this increase in investment in health results in 
medium-term economic growth (1). However, in the short 
term, movements aimed at expanding access to health with 
public funds are met by resistance in economically powerful 
sectors opposed to losing part of their profits to the full real-
ization of the right to health. In addition, the population may 
be wary of the State’s ability to use these resources efficiently 
and transparently. Therefore, it is essential to continue the pro-
cesses of continuous service quality improvement, eliminating 
access barriers and implementing mechanisms for the trans-
parent use of resources.

The importance of a redistributive, non-regressive tax collection 
structure, based on fiscal justice and on creating the necessary 
fiscal space for health and social investments, cannot be over-
stated. There must be fiscal space to allow allocation of enough 
resources to achieve universal access to health. This requires 
collection of data and statistics, followed by measurement of indi-
cators that identify the needs of the population and quantify them 
for national-level budget proposals. Likewise, this entails fighting 
corruption and tax evasion, as well as preventing the diversion 
of resources to tax havens. The Economic Commission for Latin 
America and the Caribbean (ECLAC) estimates that the countries 
of Latin America and the Caribbean lose US$340 billion to tax 
evasion each year (approximately 20% more than total annual 
health expenditures). This is one particular field of battle between 
the interests of the majority of the population, which could benefit 
from a reliable health system, and those of the remaining 1% (2), 
who include the greatest tax evaders—who can afford to pay for 
health care anywhere in the world.

Another portion of funding, especially in low-income coun-
tries, comes from multidimensional and multidirectional in-
ternational cooperation, particularly for health care in tradi-
tionally marginalized sectors. While these support sources 
may be relevant to countries’ efforts, it is essential that these 
processes take place within a framework of respect for the 
priorities established by each State at their various levels and 
that they do not undermine efforts to strengthen States’ lead-
ership and governance through their health authorities. It is 
common four countries to receive sporadic funding entirely 
divorced from the macro processes they may be implement-
ing. There are also many examples of the creation of parallel 
structures to receive and manage funds from international 
cooperation. These weaken the state structure and act out-
side the institutional framework, which should be designed to 
strengthen state stewardship.

Regarding the contribution of private companies to the health 
sector, above all, compliance with the United Nations Guid-
ing Principles on Business and Human Rights (2011) must 
be ensured. In addition, any conflicts of interest that may exist 
should be taken into account. One example concerns possible 
contributions from private providers of health services or from 
the pharmaceutical industry. Contributions from these private 
concerns may be contingent on promoting some interest that 
benefits the industry, but is not in the best interest of the public. 
WHO has issued a rule on relations with third parties to prevent 
private companies from interfering with the design and imple-
mentation of effective health-related public policies. 

The mechanisms employed by the industry to defend its in-
terests above those of the population can be subtle, and it is 
easy to overlook the fact that they are a violation of human 
rights. One example is the processed-food and sugar-sweet-
ened beverage industry investing in the promotion of physical 
activity by children. These industries hinder the implementation 
of policies such as front-of-package labeling, although there 
is evidence that focusing only on promoting physical activity, 
without changing patterns of processed food consumption, is 
not an effective measure. Such actions may not be interpreted 
as a violation of human rights, but the fact of the matter is 
that the right of the population to the highest attainable stan-
dard of health and well-being is under attack. There are myriad 
well-documented cases of industry interference, starting with 
the tobacco industry. Considering all of the above, it is vital that 
industry involvement be regulated.
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2. Timely and transparent information that captures targeted 
elements of the system 

One indicator of stewardship capacity is the availability of rel-
evant, timely, high-quality information, obtained in accordance 
with the strategic framework of the proposed changes. To 
achieve substantive equity, it is essential that asymmetries be 
highlighted through the use of tools that tend to equalize unfair 
and avoidable differences. Special emphasis must be placed on 
the importance of the intelligence capacity of the ministries of 
health. This includes their capacity to analyze health problems, 
the process of social determination of health, the limitations that 
health systems may have, and the recognition of policy options 
to strengthen intervention. Valuable contributions from the field 
of collective health, which insist on the need to address “social 
determination” rather than a mere sum of social determinants, 
are particularly noteworthy. These contributions highlight the 
need to transform production and consumption systems, as well 
as the development model itself, and have generated evidence 
of their negative impacts on health. These notions are also con-
nected with the field of critical epidemiology, a uniquely Latin 
American concept that gave rise to a conceptual framework to 
address the processes that have the greatest impact on health.

National or regional averages are less and less useful. Howev-
er, caution is warranted because, when asymmetries are first 
detected and measured, problems that were hidden suddenly 
become apparent; this may reflect a true deterioration of con-
ditions or may simply give the appearance that the situation 
has worsened because previously undetected issues have 
been revealed. Such information should be translated into a 
more equitable distribution of resources and greater specificity 
in the implementation of policies and strategies that take local 
factors into account. It could also be used to argue for changes 
in primary care-based models of health care delivery. 

At the same time, there is a need for systemic heuristics that 
escape single-cause and cause-effect relationships. From the 
standpoint of view of political communication, proposing single 
solutions is very tempting and may even be necessary. How-
ever, transformations must be systemic, even if some “flag-
ship” programs are used to make changes visible. At the same 
time, it is important to raise awareness of the fact that systemic 
changes must abide by processes of reflection and participa-
tion that confer legitimacy in the eyes of society at large, so 
that they are not affected by changes of government. Policies 
must be designed as State policies and not simply government 
policies if they are to be long-lasting.

Societal participation is not enough to implement processes; 
the bureaucratic apparatus of the State must be involved. 
Achieving balance between changes and permanent process-
es is an art that requires leadership, tightly knit teams, and 
internal communication within the aforementioned apparatus. 
Internal leadership (“institutional change teams”), intersectoral 
coordination, and the involvement of distinct communities are 
also necessary.

Information about and analysis of the actors that 
impact health and health systems

Information systems must generate inputs for political analy-
sis. A map of sociotechnical systems and feedback loops that 
incorporates drivers and inhibitors of change is particularly 
valuable. This is an important tool because actors such as the 
pharmaceutical and insurance industries, as well as high-tech 
specialty groups, can be mapped to identify their connections 
with the political machine. Many of these tend to create oli-
gopolies or patent mechanisms which, through collusion with 
regulatory authorities (so-called “regulatory capture”), have 
negative impacts on people’s lives and health.

Due to these connections, transparency and surveillance aimed 
at preventing undue practices is not merely a moral or ethical 
issue, it is also a highly effective way of preventing economical-
ly powerful sectors from interfering with public policies, which 
almost always translates into political influence. Those seeking 
to advance the cause of universal health never have unani-
mous support, even when they enjoy strong support from the 
executive branch. Hence, the importance of identifying allies for 
each issue and at each step.

Traditional management is not very helpful in this respect. A 
common talking point from those who oppose universal health 
is that “health already has enough funding; it’s just misman-
aged”. There is always room for improvement in management, 
especially within complex and changing professional systems. 
However, it is an illusion to think that, in Latin America and 
the Caribbean––where (in relative terms) public spending on 
health is half that of any country with a universal health system 
in any other region––this objective can be achieved by blind 
extraction of maximum productivity through purely quantitative 
goals (e.g., fewer inpatient days or more patients seen per 
hour). Goodhart’s law, which notes that a quantitative target 
tends to lose its value as an indicator or measure of the phe-
nomenon of interest when the target is used to reward perfor-
mance, is worth remembering here.
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Public provision of health services is generally more efficient 
and less burdensome than its private counterpart, although 
significant efforts are made by the media to discredit this 
evidence. All global health indicators have found that nation-
al health systems achieve better results at a lower cost than 
systems governed by market mechanisms (3). Spain is a good 
example, recognized worldwide for its robust public services. 
However, health care systems themselves all have private and 
public components, which operate under different and not nec-
essarily homogeneous logics. When setting public policies, can 
private providers be asked to abandon or restrain the profit 
motive? Is this reasonable to ask? Legal tools are available for 
this purpose. In fact, several health systems worldwide have 
accepted the challenge of including private providers while 
placing constraints on the logic of profits, including the theory 
of permanently failing organizations. Systems such as France’s 
or Canada’s include private providers that are always close 
to market disequilibrium. Understanding this balance better 
means ensuring that the cost structures of private providers 
are transparent. This is a particularly valuable input when the 
public system acquires private services, since the setting and 
implementation of fees based on reasonable costs is essential 
in this context. 

Different strategies for managing the contradictions between 
the logic of commodification and the logic of the right to health 
must be considered. How to manage these contradictions that 
are expressed in different spheres is a question that assumes 
that the private sector not only exists, but modulates a large 
portion of the logics in dispute. Simultaneously, the private 
sector has many ways of evading the logic of public interest 
(including, but not limited to, corruption). The most frequent 
arguments in its favor refer to a purported greater efficiency, 
although they have been shown to be erroneous based on the 
evidence from evaluations. 

3. Clear organization and coordination between levels of 
government, taking into account the different degrees of 
deconcentration or decentralization in the system

The systems of each country feature different models and 
levels of decentralization (transfer of competencies such as 
planning, coordination, control, and management; provision of 
health services to local governments with different degrees of 
autonomy in relation to the central government) or deconcen-
tration (presence of central-government representatives within 
each territory, with different competencies and roles assigned 
to each level, but all reporting to the authority of the central 

government). It bears stressing that decentralization poses a 
challenge to the achievement of comprehensive and integrated 
care networks. Within this framework, regionalization must be 
analyzed to leverage economies of scale and ensure the com-
prehensiveness of the system.

In any event, it is imperative to ensure that the right to health is 
realized. This entails seeking a balance between universal ac-
cess and the need to adapt benefits to local characteristics or 
particular social groups. Thus, health systems and policies can-
not to be homogeneous, as the prevailing logic is to structure 
systems designed for those who hold the more power (e.g., 
white men living in major urban centers). There is a need for a 
system in which concepts and actions are at once integrated 
and diverse. The many examples of this include are intercultural 
health (traditionally focusing on indigenous populations), health 
for women, girls, children, elderly people, people with disabil-
ities, migrants, people living in rural areas, island territories, or 
far from major urban centers, and people affected by natural 
disasters and humanitarian emergencies. To quote Boaventura 
de Sousa Santos: “We have the right to be equal when our 
difference makes us inferior, and the right to be different when 
equality jeopardizes our identity.”

Centralized, decentralized, and deconcentrated models alike 
must all include characteristics that supplement the principles 
set forth in the Declaration of Alma-Ata, such as greater pos-
sibilities for social participation, adaptation of public policies to 
local realities, and greater representation of people from the 
areas where policies will be implemented. Some character-
istics stray from the principles of Alma-Ata, such as inequity. 
Positive and negative characteristics do not simply come about 
naturally; they are the result of the specific arrangements that 
are implemented and can, therefore, be regulated by means of 
concrete measures. 

Coordination among the different spheres and levels of the 
State contributes to the construction of coherent policies and 
strategies that promote the health and wellbeing of the pop-
ulation, considering different regional, national, and local real-
ities, and with equity. Likewise, there is a need to coordinate 
the different types of providers (public, social security, military 
social security, police, private sector, etc.). Fragmentation and 
segmentation run counter to the principles of the Declaration 
of Alma-Ata on primary health care, they divide families and 
communities, and they turn systems into labyrinthic barriers to 
access. Also, some models of decentralization depend largely 
on health services provided by private entities. This can con-
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tribute to further segmentation of the population and differen-
tiated access to services, something that should be avoided. It 
is feasible and necessary to ensure that systems are not based 
on privilege and that they promote equity in access, regardless 
of their degree of decentralization or deconcentration. 

4.Social participation: empowerment to achieve change

We believe it is important to define social participation, an es-
sential factor for achieving transformations in the processes of 
social determination of health and in influencing the operation, 
design, evaluation, and control of health systems. A mecha-
nism whereby people and communities merely rubber-stamp 
the proposals of those in power cannot be considered true 
social participation. Social participation processes must be 
ensured in the identification of problems and in the design, 
implementation, and evaluation of policies. In addition, partic-
ipation processes must consider the diversity of people and 
their freedom of association, without losing sight of the fact 
that they can reflect the asymmetric power dynamics of our 
societies. This means providing the necessary support so that 
all communities can express their opinions, their will, and their 
preferences. No person can be deemed “unfit to participate”. 

Participation in health is traditionally called upon by the state 
health sector. At the local level, health workers are not always 
those best trained for this purpose. If social participation in 
health is to be promoted, this aspect has to be addressed. 
In this line, experts in social sciences could play an important 
role as part of health teams. Having an empowered commu-
nity and ensuring that workers and providers are also part of 
these processes, all within participatory spaces, can lead to a 
virtuous cycle. 

It is worth noting that there is an (apparently growing) trend to 
create social or civil-society organizations funded by large mul-
tinationals that do not defend the public interests, but rather the 
private interests of their funders. How can we ensure that social 
participation defends the public interest? By way of example, a 
recent study (4) analyzed 104 patient advocacy organizations 
and found that 83% of those who disclosed the identity of their 
funding sources were supported by the pharmaceutical or bio-
technology industry, while 12% did not declare their sources 
of funding at all. More than 40% of them had current or former 
pharmaceutical or biotechnology industry executives on their 
boards. Only 10% had a defined policy on conflicts of interest 
with the industry. Evidently, this also demonstrates that State 
institutional support to social organizations that defend the right 

to health is low (including, but not only, in the financial aspect). 
The industry is only too eager to fill this gap, and patients and 
family members must helplessly accept this result.

On the other hand, some community or civil society organiza-
tions are enormously resource-poor and thus unable to carry 
out their management and operations, and are supported only 
by their members’ and partners’ commitment to the public in-
terest. This is often the case, for instance, of grassroots organi-
zations for people with disabilities or older adults, both in urban 
and rural environments. Some organizations for people with 
mental disabilities (as well as other segments) have constantly 
complained of their inability to access more expensive new 
drugs that might be more effective, and feel that they must rely 
on drugs supplied by the public system, which they consider 
less effective. This is a huge challenge because achieving uni-
versal access to medicines while ensuring their rational use 
means curbing the enormous pressure of the pharmaceutical 
industry to incorporate “new” drugs that are not necessarily 
more effective or safe but are always more expensive.

This reality underlines the need to implement health technol-
ogy assessment processes that identify the most cost-effec-
tive medicines, based on the principle of the right to health, 
while protecting citizens and the State itself from pharmaceu-
tical-industry strategies seeking to introduce to the market 
(both public and private) products that are not truly innova-
tive or more efficacious, but simply represent higher profits 
because their prices are higher. It also highlights the need 
for the State to carry out transparent evaluation processes 
for new technologies and inform and educate the population 
about the utility of these technologies, which should be based 
on the public interest to protect the health of the population 
and achieve system sustainability. The industry strategies de-
scribed here are not only intended to deceive consumers, but 
also to create the perception of a limitation to access, even 
when equally (or more) effective therapeutic alternatives are 
available at a lower price. Clearly, identifying this problem is 
not enough; proactive actions must be undertaken to achieve 
a better understanding of it.

Institutional models must be capable of detecting the demands 
of the population and reacting in a relevant and timely manner. 
Returning to the example of advocacy organizations for people 
with mental (psychosocial) disabilities, their demands include 
the need to permanently push back against various regula-
tions that allow involuntary institutionalization of these persons, 
violate their personal integrity through invasive and irreversible 
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psychosurgical procedures, and even sterilize them without 
free and informed consent. Organizations for older adults, in 
turn, must perennially fight for several distinct aspects of health 
care, including the denial or insufficiency of palliative care. This 
includes, for example, restrictive laws preventing the use of 
opioids even in clear-cut cases of painful terminal illness. 

Once again, civil society organizations are faced with the chal-
lenge of securing funding that allows them to operate bet-
ter, independently, and attending to the actual needs of their 
members. These organizations call for State economic support 
for public participation in the grassroots movement to be en-
shrined in law and regulated. Just as political parties receive 
financial support from the State for their activities, so should 
social organizations.

Creating venues for dialogue is not enough. Proactive initiatives 
are needed to establish spaces for training and educating the 
population on issues related to health, the public interest, the 
social determination of health, active citizenship, and the con-
ditions that threaten the full realization of the right to health. 
How can we overcome the limitations of meeting population 
demands other than through the availability of doctors, med-
icines, health centers, ambulances, and hospitals without un-
derestimating their importance? The field of health is extremely 
complex and is becoming ever more complicated as a result 
of the strong commercial and private interests that operate 
within it. To address this reality, training processes must be 
established which incorporate methods such as popular ed-
ucation, whereby a process of mutual learning takes place 
based on recognition of the value of the diversity of human ex-
periences. These processes must also establish links between 
the integrating aspects of the right to health and the strategies 
and policies that allow these aspects to be available with high 
quality and in an equitable, timely manner across all territories 
(including funding, governance, personnel training, care model, 
etc.). Furthermore, these venues for learning and active partic-
ipation must involve health workers and providers, who are an 
integral part of their communities and can generate valuable 
joint construction processes.

Merely complying with existing, formal participation systems is 
not enough. We must constantly seek to create settings for par-
ticipation in a fluid, dynamic manner, especially thinking about 
those who do not usually occupy these settings. Usually, the 
most excluded people are not represented in these participa-
tory settings, and they are those whose right to health is most 
violated. It is important to consider the dynamics of power that 

exist in our societies. These lead to inequities related to gender, 
ethnicity and race, culture, age, immigration status, sexual ori-
entation, gender identity, socioeconomic status, and disability, 
among others. Participation processes may replicate this dy-
namic. Therefore, it is essential to look for effective mechanisms 
that allow the inclusive and equitable participation of all.

5. Ensuring the right to health, with particular attention to 
the institutional conditions that generate universal access, 
and providing for reasonable accommodations that consider 
human diversity

The existence of care models that ascribe excess value to spe-
cialized services is an aspect that the Declaration of Alma-Ata 
sought to overcome; yet, it is still the reality. We must also 
highlight the importance of adapting care models that have 
not been designed for cities, which are ever more densely 
populated. Application of the primary care-based model to the 
different territories must be adapted to the characteristics of the 
population served, including location, mobility, activities, cultur-
al practices, and social structures. 

There are large gaps in access caused by insufficient numbers 
of health personnel to meet the needs of the population. This 
demonstrates the need for institutional models for adequate 
planning of human talent and capacities. Comprehensive pol-
icies that affect health personnel must be consistent with the 
overarching health care model and with the health needs of the 
population. To ensure this, they must articulate with the higher 
education system; existing gaps must be determined accord-
ing to the model of economic, social, and cultural rights, as well 
as according to the prevailing model of care and the national 
health system; and primary-care based models for the training 
of health professionals should be prioritized, from the university 
syllabus (with a focus on the community, based on primary 
health care, and taking into account the leading health issues of 
the population) through to community practice scenarios. Im-
plementation of a career track for health care providers can be 
a way of generating incentives for the most-needed specialties, 
as well as to enhance the availability of trained and motivated 
professionals in remote rural areas. Equity in wage policies for 
health personnel must also be guaranteed. 

Ensuring that working conditions for health professionals are 
not precarious is an essential condition for realization of the 
right to health. This entails implementation of fair, safe, and 
healthy employment arrangements for workers in the health 
sector—precisely those forms of work which do not prevail 
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in the world today. Likewise, the role of health workers them-
selves is irreplaceable. There is an imperative need to strength-
en human talent policies that recognize this fact and the par-
ticular nature of working in health care, and that address, for 
example, the burden involved in working in highly demanding 
areas, such as mental health or palliative care. We must also 
emphasize the importance of developing permanent, contin-
ued training policies so that health personnel are sensitive to 
and aware of the needs of the population from the perspec-
tives of inclusion, interculturality, the life cycle, disabilities, etc. 
This also entails a greater capacity to create clinical protocols 
and guidelines that target specific conditions and population 
groups with particular needs.

Another barrier to access is caused by gaps in material resourc-
es, such as health facilities and equipment, where and at the 
time they are needed, according to technical criteria. This can 
be a complex issue to address due to political and economic 
factors, especially since the health system has suffered decades 
of neglect in many countries. Therefore, institutional models and 
authorities capable of finding solutions are required. 

Access to medicines is another necessary condition for the 
achievement of universal health. Addressing this extremely 
complex need requires a national medicines policy that cov-
ers several aspects. These include defining a basic formulary 
of essential medicines, availability (taking not only price into 
account), price fixing, negotiation capacity (which may include 
regional joint negotiation mechanisms), promotion of ratio-
nal drug use, and the use of traditional medicines. Likewise, 
it should be stressed that capacity for health technology as-
sessment is an essential condition. Otherwise, even policies 
to regulate access to medicines and other health technolo-
gies can be subverted into a strategy of the health industry to 
allocate resources toward expensive treatments with dubious 
benefit—resources that should instead be invested in primary 
care for the greater benefit of the people, as proposed in the 
Declaration of Alma-Ata.

With respect to facilitating access to medicines, various co-
alitions have participated in processes related to the supply 
of medicines for at least the last 20 years. In theory, these 
coalitions advocate for improving the health conditions of a 
country or region. Their activities include initiatives to support 
the promotion, prevention, control, and treatment of diseases 
based on the creation of support networks between different 
agents of the health and manufacturing sectors, such as in-
dustry, academia, civil society, charitable organizations and, in 

some cases, governments. On the other hand, relations be-
tween industry and the State are considered coalitions in which 
a certain degree of codependence and cooperation develops 
to ensure results that will benefit both parties, since companies 
need the State to ensure their profits and the State can use 
these profits to fund its activities and implement various poli-
cies (5). While these coalitions can achieve a favorable balance 
to support the supply of specific drugs, they do not always 
represent the best intervention in health from a therapeutic and 
financial point of view. 

Finally, another barrier that must be addressed as a priority 
is the lack of citizen access to information on the delivery of 
services, organization of the system, prevailing service model, 
etc. In this regard, implementation of technologies that facilitate 
access and communication (mobile apps, telephone appoint-
ments, SMS, etc.) can be effective. Information is a potently 
empowering resource, and must therefore be democratized.

Reasonable accommodation

Accessibility is an essential factor for the realization of the right 
to health. In this context, accessibility is understood as the set 
of conditions that must be met by physical spaces, transpor-
tation, information, communications, technologies, services, 
products, processes, and procedures so that everyone can use 
them in the safest and most comfortable way possible, as well 
as financial accessibility (affordability). Accessibility is an obliga-
tion based on human rights. It is the result of universal design, 
which entails that all people can use a certain environment 
without the need for adaptations or special design adjustments. 
For example, accessible spaces or transportation modalities 
can be used by people with disabilities, older adults, pregnant 
women, and infants in strollers, among others.

On the other hand, “reasonable accommodations” are defined 
as necessary and appropriate modifications and adaptations 
that do not impose a disproportionate or undue burden when 
they are required in a particular instance. Their purpose is to 
ensure that people with disabilities can fully realize or exercise 
all of their human rights and fundamental freedoms on equal 
terms with everyone else. The denial of reasonable accommo-
dations constitutes a form of discrimination within the frame-
work of human rights. As a result, accessibility is a permanent 
requirement in hospitals and other health facilities, both in 
terms of physical space, equipment, and personnel training. In 
contrast, reasonable accommodations are applied in individual 
cases according to their specific needs. 
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Some people need extra support so that they can express their 
wishes, for instance. This is vitally important when obtaining 
informed consent for surgery and other procedures. It implies 
that all personnel must offer information to the user in simple, 
direct language, and devote as much time to this step as is 
needed. The different forms of support needed for the person 
to express their wishes must also be identified.

Implementation of full accessibility requires legislation, budget, 
social participation, training, and oversight. The provision of 
reasonable accommodations and support in particular cases 
also requires a keen awareness of the environment of the per-
son who needs them and, obviously, of the health services. 
If these conditions are not met, millions of people will not be 
able to exercise their right to health—understood not only as 
access to care services, but also to the various aspects of the 
content of this right.

Judicialization of health

The judicialization of health, defined as the use of legal mech-
anisms to secure rights or induce the State to take compulsory 
action to meet certain health needs, has historically been used 
to realize and advance rights. As such, it is a legitimate mech-
anism that must be available to the public. International treaties 
on collective rights set forth that citizens should be able to 
resort to legal remedies to protect their rights; in this line, we 
reaffirm the fundamental value of this mechanism.

However, it is important to note that these mechanisms are 
sometimes used to favor third parties such as the phar-
maceutical, tobacco, processed food, and other industries. 
Some countries in the Region have faced legal proceedings 
whose consequence is to force States to acquire medicines 
and other high-cost technologies that have not necessarily 
shown evidence of their efficacy and, in some cases, even of 
their safety. A recent study (6) conducted in the state of São 
Paulo, Brazil, found that 77% of drugs whose purchase was 
mandated by the courts did not comply with the established 
protocols of the Brazilian Ministry of Health. In addition, a 
statistically significant concentration of doctors and lawyers 
was found among the beneficiaries of these legal actions. 
This strongly suggests that the outcomes of such legal action 
benefit patients with better access to the legal system and 
medical advice.

Funding for these drugs and technologies comes from the 
health sector itself, and can affect the budget earmarked for 
interventions aimed at population-wide or collective health. 

Therefore, this trend must be identified and analyzed in great-
er detail, so that strategies can be developed to address it. 
Since it is the health authorities that define which medicines 
and health technologies can be used and acquired with public 
funds in a given country, the outcome of these legal proceed-
ings should be understood as an element that, in some cases, 
undermines their stewardship role. 

As it involves the judicial branch, this problem requires specific 
training and awareness strategies aimed at different sectors of 
health, since these issues are highly complex and require a 
high level of technical knowledge on the subject. Ministries of 
Health must also have the capacity to mount strong legal de-
fenses based on the right to health, and that take into account 
technical both health aspects and legal aspects. 

The right to health, as other economic, social and cultural rights, 
is progressive. Thus, one can acknowledge the importance of 
its realization through the judicial system, but in a manner com-
patible with more general interests (e.g., legal remedies against 
discrimination in health care).

6. Prioritization of sectoral management with oversight and 
control capacity 

Institutional mechanisms to ensure transparency in the use of 
resources are essential. Examples include the use of public 
procurement processes for the purchase of goods or services 
with the possibility of citizen oversight and social control. In 
the event that the national model provides for the purchase of 
services from the private sector (which, as noted above, may 
run counter to the objective of achieving universal health), it is 
essential that such procurement be done at set prices that take 
into account cost structures consistent with the local reality and 
the rational use of State resources. To this end, information 
on the cost structures of public and private services must be 
made available. Often, this information is difficult to access be-
cause it reveals unjustifiable inefficiencies in the use of public 
resources. 

The issue of transparency warrants more systematic analyses 
to ascertain the reach of strategies designed to contain cor-
ruption, a phenomenon that affects not only the health sector. 
If there is no clear meaning of what corruption is and how it 
operates structurally, tackling it decisively will be impossible. 
In other words, corruption cannot be regarded only (or even 
mainly) as an individual matter. It is an organic issue, with firmly 
established structures and processes that must be clearly rec-
ognized in order to be destroyed. 
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Within the context of countries with historically underfunded 
health sectors, there is a permanent need for renewal of infra-
structure or equipment. It is imperative to ensure transparent 
procurement processes that comply with quality standards, but 
at the same time are subject to rigorous cost-benefit analysis, 
especially in virtue of the multi-million-dollar amounts allocated 
to these purchases. Furthermore, oversight and control can-
not be limited to the moment of defining the need or even to 
the procurement process itself. Adequate maintenance must 
be ensured to prevent early deterioration with loss of service 
life and subsequent expenditures for replacement of the pur-
chased good. The same applies to the procurement of medi-
cines and medical devices, among other goods. 

The importance of transparency in personnel hiring also cannot 
be overstated, as part of the appreciation process mentioned 
above. Meritocratic systems that promote the greater repre-
sentation of the diversity of society in the health professions 
strengthen the capacity of services to reach out to the popula-
tion, by ensuring cultural and linguistic relevance, and therefore, 
enhancing the quality of care.

Other elements that must be considered, depending on the 
structure of the system, are medical auditing processes (to as-
certain the relevance of purchased services and the appropri-
ate and timely use thereof), citizen oversight of management, 
as well as the planning, management, and evaluation of results 
at all levels of management, with measurable indicators.

Focusing efforts on responding to the health needs of the pop-
ulation requires nominal information systems. Examples include 
electronic health records and epidemiological and health sur-
veillance systems, which must interface with different surveil-
lance systems, different levels of care, and different public and 
private providers. It is essential to establish follow-up processes 
to verify the degree of agreement between resources used, 
interventions carried out, and health outcomes achieved. Ade-
quate funding must be permanently available for this purpose. 
In addition, qualified human resources should be available to 
carry out oversight and control tasks. Otherwise, the steward-
ship function will be powerless.

7. Regional integration as a mechanism to strengthen health 
policies in the Americas

In the current global context, many major actors—states, mul-
tinational corporations, and even individuals—have achieved 
levels of economic power unprecedented in the history of hu-
manity, which allows them to forcefully assert their interests. An 

effective response to this scenario is to reach common, shared 
positions among States, since, in a democracy, the State is 
the legitimate representative of the population in defending 
the bests interests of its health from a shared perspective. 
The strategy of sharing positions at venues such as the World 
Health Assembly has proven effective to place on the agenda 
issues such as universal access to medicines and the incorpo-
ration of control mechanisms against potential conflicts of in-
terest in the relationship between third parties and WHO. Other 
examples include cooperative strategies to push back against 
industry interference in the design and implementation of pub-
lic tobacco control policies, labeling of processed foods, regu-
lation of advertising of breast milk substitutes, etc. The gradual 
weakening of regional health references—such as universal 
access to health and universal health coverage—due to their 
subordination to economic and financial constraints requires 
the establishment of regional alliances and venues to allow 
negotiation in a manner that favors the health of the Region.

Joint, coordinated stances at the global level continue to 
drive common-interest approaches, such as health as a right, 
PHC-based health care delivery models, control of third-party 
participation, ensuring transparency when conflicts of interest 
are presence, sovereignty in the process of strengthening sur-
veillance (e.g., in implementation of the International Health 
Regulations), using horizontal international cooperation and the 
exchange of technical experiences as tools. 

Integration processes, which imply the existence of mutual sup-
port in the pursuit of common health goals, are fundamental for 
equitable development among countries and for the optimiza-
tion of the use of resources, and to accelerate the achievement 
of targets. Regional integration processes have created venues 
for the identification and exchange of best practices, policies, 
strategies, regulations, protocols, and technical instruments. 
This can be achieved through bilateral cooperation or through 
multilateral strategies to speed implementation of effective pol-
icies or prevent re-implementation of processes that did not 
have the expected impact.

There are many noteworthy experiences in the Region, such as 
the work done by the health authorities of the Caribbean Com-
munity (CARICOM) and its public health agency, CARPHA; the 
Andean Health Agency; and UNASUR, which includes univer-
sal health systems among its objectives. A concrete example 
of the valuable contribution of UNASUR to regional health is 
its drug pricing database, launched in 2016, which revealed 
massive asymmetries in drug procurement conditions be-
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tween countries. It also stands out for its focus on social issues 
(something excluded from integration mechanisms established 
for trade purposes) and for the establishment of its Institute of 
Government in Health, which focuses on strengthening State 
capacity for stewardship and governance. The Southern Com-
mon Market (MERCOSUR), meanwhile, has jointly negotiated 
drug prices and made important advances in improving the 
negotiating capacity of its Member States. 

As processes such as forced displacement and the many im-
pacts of climate change become more acute, it becomes even 
more important to strengthen diplomacy, international relations, 
and integration for health. These mechanisms are clearly be-
coming weaker in the current scenario, making it essential to 
make their contributions more visible, since, at least in the field 
of health, these contributions have been invaluable.

CONCLUSION

This document has sought to highlight the issues that chal-
lenge institutional models today and going forward, as well as 
the linchpins in the process of strengthening the stewardship 
and governance capacity of the State as an effective guarantor 
of the right to health. 

Forty years after the Declaration of Alma-Ata, advances and 
challenges in health in the Region highlight the need for robust 
institutional models to exercise stewardship and governance 
over health systems. These models must also be able to ad-
dress the social determination of health through intersectoral 
relations and inclusive, comprehensive, and effective participa-
tion mechanisms..
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The subject area of health financing models comprises the 
following key elements:

1.	 Financing models.

2.	 Appropriate public financing.

3.	 Fiscal space to ensure universal health.

4.	 Political viability of fiscal space.

5.	 Financing alternatives and sustainability of health  
expenditure.

6.	 The need to invest in health and the costs of not doing so.

7.	 Conflicts of interest in health financing.

These key elements reflect overarching concern with the pool-
ing of resources and with public financing sufficient to ensure 
the development of a comprehensive health model based on 
primary health care and guided by the Universal Health strategy, 
taking into account the need to create fiscal space to increase 
resources for this purpose. 

This fiscal space should derive from changes in fiscal policy that 
do more to raise revenues progressively, that is, from sectors 
with greater economic capacity, together with medium- and 
long-term mechanisms that guarantee the sustainability of fi-
nancing, given the need to effectively contend with future health 
and demographic challenges. 

Good health is a factor in economic growth and development, 
and this means there is an opportunity cost associated with 
failure to invest in health. This in turn points to the need to 
ensure that health systems have adequate regulatory capability 
to address conflicts of interest and their consequences, which 
is crucial in order to avoid waste of resources.

The following sections address each of the seven key topics in 
more detail.

FINANCING MODELS

The financing of health systems gives expression to the con-
cepts of universality, social justice, and equity in the access to 
health. 

Therefore, beyond the necessary technical discussions to de-
fine a direction of a model, the choices to be made basically 
concern political economy. How to finance the system and how 

to allocate resources are two key decisions that relate to the 
political economy of health.

Some models prioritize the social and solidary nature of health 
financing, in the sense of accessibility, and therefore dissociate 
access to care from people’s ability to pay. These financing 
models are based on public resources (1). Other systems rely 
on private financing, making use of mechanisms such as pre-
payment, copayments, or direct payment of the total cost of 
care at the time of utilization, or requiring prepayment of private 
insurance premiums.

In models based on social-public financing, the central objec-
tive is to achieve universality, with egalitarian access and with no 
financial burden on households. State intervention is strategic 
and defines the health regulation model desired. 

In models based on private financing, universality is seen as a 
function of the market’s capacity to offer more efficient services. 
State intervention is subsidiary, intended to correct market fail-
ures and provide access to excluded sectors.

It is obvious that for health to be accessible and universal, there 
is no alternative other than a model based on public financing.

1. Financing structure of health systems

Within this option there exist two main theoretical models, known 
as Bismarck and Beveridge. In terms of their financing sources, 
the Bismarck model is based on social security contributions, 
whose level is pegged to the income of contributors. The Beve-
ridge model is basically financed through general taxes that are 
not specifically for health, but in that the tax contributions can 
be seen as a proportion of the income. (2, 3).

In both cases, the exercise of the right to health is indepen-
dent of the individual’s economic contribution. Furthermore, the 
quantity and quality of health care is the same for everyone, and 
its financing is predominantly public. 

A full exploration of the differences between these two mod-
els and their background is beyond the scope of this paper. 
Instead, the models may be seen as two systemic alternatives 
to the private financing of health, a system notorious for its 
exclusionary tendencies. But it is important to point out that the 
political economy of health systems and the decision to adopt 
one or the other of these two models, or a mixed model, also 

Introduction
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depends on the situation of each country, and in particular, on 
its distribution of wealth and the level of formality or informality 
of its labor market. 

It should also be noted that the debate about the consequenc-
es of applying these models refers to the models in their “pure” 
forms. However, the reality is more complex and multifaceted, and 
therefore these conclusions should be kept in perspective (3, 4).

Once these adjustments have been made, it can be seen that in 
the most advanced cases of application of these models, health 
financing funds are pooled1 so that they cover the probable or 
expected costs of care for the population, ensuring that the 
financial risk of health care is socialized.

Some studies differentiate cases involving national health in-
surance from the Bismarckian social security-based models of 
health. The former models feature varied sources of financing 
(contributions or general taxes), pooling of resources, and a sin-
gle-payer structure, together with a diverse health care model in 
which both public and private entities participate in the provision 
of services, subject to public regulation. (5, 6).

As outlined above, the pooled resources constitute a public, 
universal fund, connected with a national health service, if the 
Beveridge model is adopted, or a health social security fund 
if the Bismarck model is adopted; but in both cases, the core 
element is the establishment of a single fund.

It should be noted that the Bismarckian models did not initially 
feature a single fund, but rather funds attached to the economic 
branches or sectors that employed the workers who were ben-
eficiaries of these funds. This was the pattern for decades. How-
ever, as these models have developed further, proposals have 
been made in the most advanced cases for changes aimed 
at achieving equity in financing. These proposals involve a re-
quirement to create a single fund, through a mechanism based 
on redistribution of income and risk-adjusted payments, usually 
capitated, to the health or sickness funds (7). This current vision 
will be discussed further below.

2. Characteristics of health funds

Some key characteristics of these funds are:

•	 Contributions or taxes are set in proportion to the individual’s 
ability to pay, and those who lack the capability to make 
contributions are afforded similar coverage and access.

1	 The Bismarckian models do not always feature a centralized and complete pooling of resources that allocates resources to sickness funds or insurance funds. This has been 
the tendency since the 1990s in countries as Germany, Belgium, the Netherlands, and Switzerland, to name a few of the clearest cases (Van de Ven et al., 2003).

•	 Enrollment in the fund is compulsory.

•	 The administrative organ of the fund serves as the single 
payer for comprehensive coverage of mandatory services 
through the health system.

•	 The mechanism of payments to health providers for care 
is based on the expected cost of the health risk.

•	 The large scale of these funds leads to gains in efficien-
cy and makes it possible to avoid the effects of external 
shocks.

In sum, it is clear that financing models should be articulated 
with models of expenditure. Otherwise, one risks setting out a 
more or less exhaustive catalog of models, options, structures, 
instruments, and objectives, both qualitative and quantitative, 
that may or may not be compatible with desirable levels of ex-
penditure. 

In other words, financing has, on the one hand, its own objec-
tives of universality and social justice. But at the same time, it 
has to serve as a means of achieving the objectives of health 
spending in terms of health and social efficiency. Among these, 
it is particularly important that health coverage offer certain ben-
efits and a consistent quality of services.

Another important issue in the debate on financing is the need 
to minimize, and eventually eliminate, out-of-pocket expendi-
tures, so that they neither create barriers of access to the health 
system nor impose catastrophic or impoverishing expenditures 
when people face health problems (8, 9).

APPROPRIATE PUBLIC FINANCING

1. Sufficient financing

A second linchpin is appropriate and sufficient financing. These 
qualifiers are related to each other, since the condition of “suf-
ficient” raises the question of “sufficient, for what?” This then 
points to the concept of “appropriate.”

For example, in the short run, fragmented, curative models of 
health care probably require fewer resources to implement than 
comprehensive, prevention-based models. But in the long run, 
the former models clearly are not sustainable financially. They 
do not ensure health, but merely provide “benefits.”

By contrast, with respect to what is “appropriate,” the process 
that was initiated in response to the Declaration of Alma-Ata 
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defined a comprehensive model based on the strategy of pri-
mary health care (PHC), with emphasis on addressing the social 
determinants of health.

2. Financing for universal health

In its annual Directing Council of 2014, the Pan American 
Health Organization (PAHO) set the goal that public expenditure 
on health should be equivalent to 6% of gross domestic prod-
uct (GDP). The document proposed that, taking into account 
the particular circumstances of countries, public health expendi-
ture equal to 6% of GDP is a useful benchmark for reducing in-
equities and increasing financial protection within the framework 
of universal access to health and universal health coverage (9).

The PAHO resolution reaffirms the proposal for public health 
expenditure equivalent to 6% of GDP. It also emphasizes that 
allocation of these resources should give priority to the first level 
of care in order to expand the supply of quality services and 
rapidly address unmet health needs (9). Some countries and 
authors even maintain that the percentage allocated to PHC 
should not be lower than 30% of total expenditure (10).

An increase in public health expenditure is a necessary though 
not sufficient condition to achieve universal access and uni-
versal health coverage (9). The literature shows that those 
countries that present better indicators with regard to access to 
health services and financial protection surpass this threshold 
(8, 11). This, then, is an indispensable central element of a 
strategy for strengthening health systems with an emphasis on 
primary care.

Studies presented to this group by the PAHO health economics 
and financing team show that few countries of the Region have 
achieved this level of health spending. In some cases, they are 
a significant distance away from the goal (12). This reality points 
to the importance of the next core element, fiscal space.

FISCAL SPACE TO ENSURE UNIVERSAL HEALTH

The various studies carried out by PAHO teams define fiscal 
space for health as the decision by governments to allocate 
additional resources to health. Such allocation should not alter 
the general fiscal sustainability of the government, nor reduce 
expenditure in other areas of fiscal and macroeconomic priority 
(13-15). 

2	  PAHO’s analytic framework recognizes the following sources of fiscal space: a) economic growth, b) reprioritization of health in total public expenditure, c) taxes, d) reduction 
of informality, e) specific taxes, f) reduction of tax expenditures, g) external financing, and h) increased efficiency (PAHO, 2018).

Accordingly, fiscal space rests on the following pillars:

•	 Justification of the need for an increase (why and for what 
purpose more resources are needed).

•	 The political will of governments to grant the increase, giv-
ing priority to general social spending and to health spend-
ing in particular.

•	 The generation of sustainable additional resources.

•	 The utilization of these additional resources in a manner 
that reflects health priorities.

•	 The overall sustainability of the expenditure.

1. Sources of additional resources

It is clear that there are different ways to raise additional re-
sources, depending on the nature of a country’s health system 
and the system of public funding adopted as a means to fi-
nance it.2

An ‘inertial’ source of additional resources for increased expen-
diture are resources obtained through economic growth. 

Obviously, with respect to an inclusive political economy, eco-
nomic growth in itself guarantees nothing—neither distribution 
of wealth nor access to social goods. The link between growth 
and development (including comprehensive and inclusive 
health systems) depends on the nature of the growth model 
(16). In the neoliberal models, which are externally oriented, 
reproduce inequality, and feature a deeply deregulated “health 
marketplace,” growth of GDP may not result in additional re-
sources for health. Indeed, such growth may even trigger price 
increases in the sector, resulting in higher health expenditures 
without any impact on health. 

Accordingly, an initial debate concerns the adoption of a for-
mula that specifies an increase in general social spending and 
health spending in particular as a proportion of the increase 
in general revenues, creating a first source of fiscal space for 
health. That is, greater fiscal space depends not only on an 
increase in overall revenues, but also on a decision to direct a 
greater share of those revenues to health expenditure.

A second key source of additional resources consists of man-
datory, wage-based contributions by both users and employers 
(who, as will be seen below, benefit when their workers are in 
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good health). At the same time, in some countries of the Region 
such as Chile, only personal contributions are required, and not 
employer contributions. But the size of these contributions 
depends on the degree of formality of the economy and on 
average wage levels, and thus their viability is often influenced 
first and foremost by a comprehensive policy of labor market 
formalization (14).

The third source of resources is, without question, the com-
prehensive overhaul of taxation schemes throughout the Re-
gion. This involves an increase in general taxes, especially in 
countries where tax rates are low, and especially with regard to 
taxes levied on wealth and capital (financial capital, productive 
capital, and real estate) or on intensive exploitation of natural 
resources (14).

A fourth source of financing consists of the specific taxation 
of products that are harmful to health. The underlying ratio-
nale for using such taxes to help finance health expenditure 
is to improve the health of the population. Examples include 
tobacco and alcoholic beverages, among others. It should be 
emphasized that the benefits of such taxes do not depend 
entirely on their collection (tax revenues should come main-
ly from the direct taxes mentioned previously). Rather, the 
taxation of risky products is in itself a public policy aimed at 
discouraging their consumption and thus reducing damage to 
health (14, 17).

A fifth source of resources comes from making countries’ 
tax-collection processes more efficient. This implies taking ac-
tion to curb tax evasion and tax avoidance. It also entails policies 
to reduce the high rates of labor market informality that charac-
terize the countries of the Region (14).

The efficiency of health expenditures can also be a source of 
fiscal space, a point that will be discussed below.

The advance of globalization and competition between coun-
tries for foreign investment has significantly increased tax con-
cessions (or ‘tax expenditures’) granted by countries of the 
Region. The results should be evaluated and further discussed 
in light of the revenue losses they generate. The reduction of 
these tax expenditures becomes a sixth source of additional 
resources (18).

Finally, the size of health expenditure as a share of total public 
expenditure needs to be addressed. Enlarging this share may 
serve as a source of new resources for health, although strictly 
speaking these are not new resources in terms of overall public 
expenditure. Increasing the fiscal priority to health in national 

budgets is an option that should be seriously considered in a 
Region where public health expenditure represents, on average, 
scarcely 12% of total public expenditure (12).

2. Efficiency of health expenditure

It is clear that an increase in expenditures should be accompa-
nied by improvements in their efficiency. Some authors describe 
efficiency gains as a source of fiscal space, because resources 
previously spent ineffectively are freed up for better uses (14). 
Accordingly, together with indicators of health expenditure and 
its distribution by level of care, factors related to production 
or territory, should be included in an analysis that incorporates 
efficiency indicators. In this case, redistribution of expenditure 
and the key elements of efficiency analyses are included. And it 
is evident that this fiscal and macroeconomic priority should not 
depend on business cycles but should constitute a permanent 
source of resources for health. This requires political will on the 
part of governments, along with organized social participation.

a. Redistribution of expenditures

Another way to create additional resources is to redirect health 
expenditures within the system, something that has both imme-
diate and medium-term effects.

Based on the Declaration of Alma-Ata, and in line with the 
orientation of PAHO, the additional resources should be used 
to help transform the highly inefficient model of care that is 
prevalent in the Region, centered on hospitals, curative care, 
and specialized medicine; that is, to enhance efficiency, the ad-
ditional resources should be used to strengthen the first level of 
care, in accordance with a PHC strategy, increasing the resolu-
tion capacity of primary care within integrated health networks 
(10, 19).

Use of health technologies, in terms of their access, evaluation, 
and optimized supply, is another aspect of the efficient use of 
resources. It is essential to carry out technology assessments, 
focusing on both quantity and quality, within the framework of 
a model that gives priority to the primary health care strategy.

Another factor affecting the distribution of expenditures is the 
unequal wage structure that predominates in our health sys-
tems. This inequality should be reduced by making improve-
ments at the base of the pyramid, especially for nonmedical 
health personnel. Beyond addressing the political and ethical 
aspects of wage inequality, such improvements have an im-
pact on efficiency. This is because, generally speaking, unequal 
wages disadvantage primary care professionals and favor spe-
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cialists, a pattern incompatible with the model and strategy set 
forth in the Declaration of Alma-Ata.

It should be kept in mind that the production of health services 
is labor-intensive. Therefore, it is in this segment of the health 
sector where expenditures are concentrated, with an impact 
that goes beyond wage levels. 

Also relevant are the models for contracting human resources, 
which vary widely among the different countries. Processes of 
salarization coexist with the deregulation of specialist personnel 
and with the role of medical companies that sell services. It is 
time to think about the need for homogenizing these systems.

A final aspect of distribution has to do with territory. Inequal-
ities in per capita resources between different regions are 
significant, and should be reduced. A related problem is the 
provision of resources to less-developed territories, for both 
personnel and infrastructure. There is a critical need for policies 
that promote decentralized or deconcentrated investments, as 
well as decentralized or deconcentrated provision of human 
resources. 

b. Efficiency in health

Although efficiency is a concept applied to the economy and 
its sectors, with respect to health it acquires specific meanings, 
based on definitions such as the following:

Technical efficiency: In general, technical efficiency implies ob-
taining the best possible results from a given level of resources, 
or rather, minimizing the utilization of resources for a given level 
of health services delivery (20). 

Allocative efficiency: Allocative efficiency generally implies do-
ing the right thing, at the right place and time, allocating re-
sources in a manner that reflects social priorities in health. That 
is, allocative efficiency includes technical efficiency and implies 
taking the correct actions and executing them well (19).

Dynamic efficiency: This refers to the flexibility of the health sys-
tem in terms of its ability to innovate and to introduce new tech-
nologies (e.g., new drugs or procedures), new programs, and 
new forms of organization, in order to better meet the needs of 
the population and of health system users, with the same level 
of resources or less, and with sustainability (19).

It is clear, as was discussed above, that technological innovation 
should be evaluated not only in light of financing capacity, but 
also in relation to the health system model and access to the 
system. As regards access, when it comes to high-cost tech-
nologies, government support is key.

Applying these concepts to health, we can say that an efficient 
allocation is one that distributes resources among health pro-
viders and services, that seeks to optimize the function and 
production of each care network, and that achieves the greatest 
possible reduction of morbidity and mortality, equitably and with 
financial protection. An equitable allocation of resources is one 
that helps bridge the gaps in access to health care and that links 
distribution to the sociodemographic characteristics of the pop-
ulation, taking into account the social determinants of health. 

The allocation of resources should help narrow the gap be-
tween per-person health expenditure based on critical health 
factors and the demand for services. Furthermore, it should 
support health actions aimed at promotion, prevention, and 
control of diseases at the territorial level.

3. Expenditure on Primary Health Care

The first level of care is the catalyst for the system of health 
services delivery. As such, it is the central element to be devel-
oped as part of a strategy to strengthen health systems, such as 
the strategy of universal health. The aim should be to reinforce 
the first level of care to improve its capacity for articulation of 
service networks as well as its resolution capacity. 

In turn, the first level of care should promote the primary health 
care strategy, which relates to promotion, prevention, treatment, 
and recuperation. The focus should be on people and commu-
nities, on work with interdisciplinary teams, and on addressing 
the social determinants of health. 

Measuring expenditure on primary care is a complex task. Fi-
nancial information systems, usually budgetary, are not struc-
tured by level of care, and they register expenditures without 
necessarily linking them to these levels. Even when national 
health accounts are expertly prepared, essential information is 
lacking. There is a need to define and establish the scope of the 
first level of care and of PHC.

However, a review underway at PAHO finds that average spend-
ing on the first level of care as a share of total public health 
expenditure is between 20% and 25%. Toward the high end 
of the scale, El Salvador and Bolivia spend 44.2% and 38%, 
respectively, on the first level of care, but with low per capita 
health spending. By contrast, the most developed countries of 
the Region spend smaller percentages on the first level of care 
– such as the United States, with a minimum of 12.5%, and 
Canada, with 19% – but have much higher per capita expen-
diture (easily 15 times greater). Cuba has high expenditure on 
PHC, at 42% of total health spending, the highest per capita in 
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Latin America and the Caribbean, equivalent to almost 2,500 
international dollars (13).

All these percentages appear low, however, when one consid-
ers that the first level of care should be able to respond to 70% 
of the burden of disease, as is often stated (21), and that it 
probably handles more than 80% of patient consultations (22). 
It is important to set goals in this regard in order to motivate the 
countries to place greater emphasis on PHC spending.

4. Health and social policies

Although this issue is addressed in another strategic line of ac-
tion, the efficiency of health systems depends to a great extent 
on the larger set of social policies adopted by a country. Here, 
therefore, we will consider the integration and articulation of 
health policies with social policies from a multisectoral perspec-
tive, taking into account the social determinants of health.

The point is that health systems are enmeshed in the broader sys-
tem of social protection, with respect to both universal coverage 
and the support of populations with greater social vulnerability.

In this context, the formalization of the workforce is a central pub-
lic policy because of its implications for health insurance (23).

POLITICAL VIABILITY OF FISCAL SPACE

It is obvious that the debate on fiscal space for health includes 
a political economy component that we cannot ignore (14). In 
particular, there is a need for social and political coalitions that 
can lead the effort to promote creation of this fiscal space within 
the framework of a socially inclusive model. Toward this end, 
steps should be taken to launch initiatives involving actors who 
should take part in the broad social dialogue that lends political 
viability to fiscal space for health. 

Proposals for the reform of taxation should outline the purpose 
of the new spending that these economic changes would sup-
port. In other words, it should be clearly explained what the new 
expenditures on health will consist of and how they will benefit 
citizens. For example, health reform in Uruguay, where the first 
step was to include children and adolescents in the health sys-
tem, enjoyed wide acceptance because there was transparency 
about how the new resources would be used (24).

At the same time, increased health spending should give rise 
to new institutional frameworks that support the building of sys-
tems of universal coverage and universal access, and that guar-
antee citizens and health providers a stable social consensus 
around health.

Furthermore, the capture of new resources for health should 
stem from changes in fiscal, tax-related, and social security 
policies with a view to raising more revenues from sectors with 
greater contributory capacities. These changes should aim at a 
progressive financing structure, so that the tax burden is pro-
portionately greater on high-income and upper-middle-income 
sectors than on low-income sectors (25). Contributions pegged 
to income, such as social security contributions or income tax-
es, are more favorable to equity than indirect taxes tied to con-
sumption.

This brings us back to the political economy of health. Changes 
to the structure of taxation that give priority to raising revenues 
from high-income sectors, and from patrimonial capital and in-
herited wealth, are a central pillar of a socially inclusive model 
and, therefore, of the transformation of health systems in the 
Region. 

FINANCING ALTERNATIVES AND SUSTAINABILITY 
OF HEALTH EXPENDITURE

Sustainability in a context of efficiency and equity comes from 
the continuous application of the concepts outlined above. To-
ward this end, the system should have the capacity to incor-
porate the necessary innovations and withstand external pres-
sures, such as those due to economic crises. 

1. Pressures that threaten sustainability

Some pressures come from the demand side. These are linked 
to rapid epidemiological change, with a growing predominance 
of chronic diseases, and to the health needs of aging popula-
tions. They also reflect the steadily increasing expectations of 
citizens. 

On the supply side, pressures arise from the complexity of the 
system itself, from the drive to incorporate increasingly complex 
technologies used in treatments, and from the fragmentation 
that characterizes segmented health systems. 

Furthermore, despite disparities, countries in general are expe-
riencing a slow economic recovery after a massive crisis and 
severe indebtedness that has led to structural adjustment and 
fiscal austerity policies.

2. Measures to promote sustainability

There are several policies that can contribute to the sustainabil-
ity of expenditure when applied in tandem with appropriate and 
sufficient financing. One with potentially the greatest impact, 
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according to studies, is a change in payment systems that mo-
tivates health care providers to collaborate and to participate in 
people- and community-centered activities. Another approach 
is to carry out intersectoral actions to achieve synergies to 
address the social determinants of health. These are valuable 
policies that can be implemented or strengthened to support 
sustainability.

It is important to keep in mind that fragmented interventions, 
isolated from financing, will not solve the problem of sustainabil-
ity of health systems. A holistic view of these systems is neces-
sary, along with an institutionalized belief that the health system 
plays a necessary and vital role in a country’s economic and 
social development. From this perspective, sustainability can be 
addressed through four strategic lines of action:

1.	 Improve the sources of resources for health.

2.	 Promote efficiency with solidarity through the pooling of 
resources. 

3.	 Efficiently allocate and manage these resources to achieve 
health objectives.

4.	 Strengthen planning in general and with respect to the 
public budget in particular.

With regard to financing sources, the problem of the low fiscal 
priority given to health, discussed above, must be addressed if 
the health strategy of the countries is to be sustainable. Pooling 
of resources should be promoted and institutionalized with a 
view to extending it to the maximum possible. Health systems 
benefit from economies of scale achieved through resource 
pooling, as well as from the associated improvements in effi-
ciency and sustainability. 

With regard to resource allocation and the competent and ef-
ficient management of expenditures, it is important to deep-
en the implementation of integrated health services networks 
based on strengthened primary care, with a financing system 
that promotes such networks. Steps should be taken to bolster 
information systems, strengthen the basic functions of the or-
ganization, and promote the use of protocols in order to reduce 
variation in clinical practice that increases costs, among other 
consequences. Within this context of work in integrated net-
works, there is a need to reform the budgetary structure, which 
should reflect the new patterns of service delivery.

Finally, sustainability should be underpinned by regulatory 
mechanisms (which are analyzed in depth in other sections of 
this paper), as well as by strong information systems. This in-
cludes regulation of medicines through policies for joint or cen-

tralized procurement, use of explicit lists of medicines subject to 
universal coverage, promotion of the use of generic medicines, 
development of protocols to support rational use, and direct 
regulation of prices to ensure sustainable access.

THE NEED TO INVEST IN HEALTH AND THE COSTS 
OF NOT DOING SO

The need for greater health resources is not only a matter of 
access and coverage. It is also important to evaluate the likely 
consequences of ceasing to invest in health. This is one of the 
key points in the debate on economy and health.

1. General investments in health

Various studies carried out by PAHO show the costs associated 
with failing to invest in health systems and in comprehensive 
social protection mechanisms. These studies focus on specific 
pathologies and social determinants. For example, the effects of 
tobacco, sedentary lifestyles, and obesity, and the absence of 
prevention policies aimed at these risk factors, drive up health 
expenditures and jeopardize the sustainability of the health sys-
tem as a whole.

Health investment also has an impact on labor productivity, 
and by extension on economic growth. Various authors agree 
that better health together with better education results in 
higher-quality work. This implies greater productivity and, thus, 
greater economic growth. Other studies point to the positive 
effects of better health on the individual’s capacity for learning, 
flexibility, and ability to adapt to change. All this gives rise to a 
virtuous circle: as more resources are generated, they make 
possible a higher level of expenditure (26-30).

In only a few decades, health has gone from being a residual fac-
tor in analyses of economic growth to occupying a central space. 
Economic theory has recognized health as one of the principal 
explanatory factors in productivity, growth, and poverty reduction. 

The report of the WHO Commission on Macroeconomics and 
Health, known as the Sachs Commission (31), was decisive in 
establishing the relationship between health and growth, calling 
for investment in health as a means to promote economic de-
velopment of the poorest countries. The justifications set forth 
by the international agencies that supported formulation of the 
Millennium Development Goals in the year 2000, and more 
recently the Sustainable Development Goals, are grounded in 
this same logic.

The Global Health 2035 report, produced in 2013 by the Lan-
cet Commission on Investing in Health, again highlighted this 



ANNEX 3: Financing Model72

connection. In 2016, a WHO/UN report on investment in hu-
man resources for health, jointly led by the director of WHO and 
the presidents of France and South Africa, also based its anal-
ysis on the relationship between health and growth (32, 33).

History offers us various examples of countries – the United 
Kingdom and Canada, among others – that accelerated their 
development in large part thanks to the good health of their 
populations (31). Moreover, a number of studies suggest that 
countries with high rates of disease experience little or no eco-
nomic growth.

In the Region of the Americas we find a correlation between 
greater public expenditure on health and better outcomes (12). 
The relationship between life expectancy at birth and public 
health expenditure as a percentage of GDP in the countries of 
the Americas shows that increased public health expenditure is 
strongly associated with higher life expectancy and with lower 
mortality from diabetes mellitus, heart disease, and cancer. The 
same holds true of the infant mortality rate. This relationship has 
been confirmed in other regions and countries of world (34, 35).

2. Investment in PHC

Countries that have achieved better levels of health have health 
systems oriented toward primary care, with a more equitable 
allocation of resources for this area. In these countries, the gov-
ernment provides health services or health insurance, with limit-
ed participation by private health insurance, and there are no co-
payments (or very low copayments) for health services (36, 37).

In England, each additional primary care physician per 10,000 
population (an increase of approximately 15% to 20%) is as-
sociated with a nearly 6% reduction in mortality, after controlling 
for limiting long-term illness and for demographic and socio-
economic characteristics. Another study that monitored adults 
age 25 and older for five years, carried out in the United States, 
showed that both spending on health care and the mortality rate 
are lower when an individual’s personal physician is a primary 
care physician, rather than a specialist. Those in the subgroup 
with a primary care physician had 33% lower costs of care and 
were 19% less likely to die (38).

Many other studies conducted in industrialized and developing 
countries show that areas with more robust primary care pres-
ent better health outcomes with respect to the overall mortality 
rate as well as heart disease, infant mortality, and early detec-
tion of cancers such as colorectal, breast, cervical, and uterine 
cancers and melanoma. In areas where highly specialized care 
predominates, a contrasting picture is seen, as this tendency is 
associated with worse results (37).

CONFLICTS OF INTEREST IN HEALTH FINANCING

Transparency and regulation against conflicts of interest in 
health financing is crucial. Marked conflicts of interest can arise 
because of the market structure in models where the private 
sector plays an important role. These models are conducive to 
collusion, which in turn has an impact on prices, on the quantity 
and quality of benefits, and, less visibly but just as harmfully, 
on selection processes. This may result in a lack of necessary 
services, with negative effects on equity, or, conversely, in an 
excess of services or their unnecessary use, because of the 
effect of moral hazard on supply and demand. 

Some of these problems also occur in public models, for ex-
ample, as a reflection of underfinancing, which encourages the 
exclusion of groups that present greater costs to the health 
care system.

Without a doubt, corruption also appears in deregulated models 
at several levels of the health system, for example, in procure-
ment of medicines (9). This represents an important loss of re-
sources for the system and for society that should be avoided. 

Private industry, such as pharmaceutical interests and makers 
of other health technologies, should be regulated so that nec-
essary medicines and technologies can be incorporated into 
health benefits appropriately and acquired at the lowest pos-
sible cost, not at prices influenced by monopoly or collusion.

The strengthening of capacities for regulation, leadership, and 
steering of the health system and its institutions is fundamental. 
Also vital are intersectoral relations with the agencies that are 
concerned with these types of problems in the economy as a 
whole.
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Equality is an ethical imperative. However, in a region character-
ized by profound structural gaps expressed in various contexts, 
including health, it also has direct implications for increasing 
productivity and accelerating economic growth. 

Reducing inequality is a necessary condition for development of 
the Region. The social disparities that affect populations in the 
Americas are a key obstacle to the population’s effective en-
joyment of their economic, social, and cultural rights. Inequality 
also has a negative impact on productivity, fiscal policy, envi-
ronmental sustainability, and the spread of the society of knowl-
edge (1). In addition to being unjust, inequality is inefficient and 
constitutes a barrier for growth, development, and sustainability. 
Therefore, equality should also be seen as an impetus for effi-
ciency (meaning the full utilization of capacities and resources) 
and for the sustainability of the economic system. 

Guaranteeing the right to health is the cornerstone for the erad-
ication of poverty, the reduction of inequality, and for sustainable 
economic growth and development. Infringement of this basic 
right, as expressed in unequal access and the resulting health 
outcomes, reduces capacity and hence opportunities, thus 
compromising innovation and increased productivity. Healthy, 
well-nourished people have greater physical and mental capac-
ity for work and lower rates of absenteeism. Their state of health 
also indirectly affects productivity by aiding cognitive develop-
ment, learning capacity, and educational performance, as well 
as their ability to learn and acquire new skills (1).

In the Americas, the Heads of State and Government have rec-
ognized that health is a fundamental right of the entire popu-
lation, an essential condition for the integral and sustainable 
development of peoples, and a necessity for economic growth 
with equity. At the last Summit of the Americas, held in Pana-
ma in 2015, the countries of the Americas proposed to move 
forward on various fronts. These included universal access to 
health and universal, quality, comprehensive, and timely health 
coverage without discrimination and access to safe, affordable, 
effective, quality essential medications as essential elements 
in achieving equity and social inclusion.2 Universal access to 
health and universal health coverage mean access by all people 
and communities, without any form of discrimination, to ap-

2	  See follow-up and implementation up of the health-related mandates emanating from the Summit of the Americas at http://www.summit-americas.org/sisca/health_sp.html 
[Internet].

propriate, timely, and quality integral health services. The World 
Health Organization (WHO) has recognized that enjoyment of 
the highest attainable level of health is one of the fundamental 
rights of all human beings, regardless of race, religion, political 
ideology, or social or economic status. 

At the Inter-American level, recognition of the right to health 
and universal health coverage is also established in a number 
of legal instruments, including the Additional Protocol of the 
American Convention on Human Rights in the Area of Econom-
ic, Social, and Cultural Rights, better known as the Protocol of 
San Salvador, adopted in 1999. This binding legal instrument 
enshrines the right to health and refers to the fulfillment of this 
right. Within the context of development of a health system it 
states that, however basic, such health system should guaran-
tee access to primary health care (PHC) and the progressive 
and continued development offering coverage to the country’s 
entire population. The Social Charter of the Americas, sub-
scribed within the framework of the Organization of American 
States (OAS), affirms the fundamental international principle 
that “the enjoyment of the highest attainable standard of health 
is a fundamental right of all persons without discrimination” for 
race, religion, political ideaology, or social or economic status, 
and recognizes that “health is an essential condition for social 
inclusion and cohesion, integral development, and economic 
growth with equity”. In this context, the Member States have 
reaffirmed their responsibility and commitment to improve the 
availability, access, and quality of health care services geared 
towards advancing towards fulfilling the enjoyment of the right 
to health 

The concept of health has gone through a long history of redef-
initions, from the notion of the absence of disease to “a state of 
complete physical, mental, and social well-being,” established 
in the Constitution of the World Health Organization (2). Today, 
health is seen as a multidimensional phenomenon that looks at 
the individual interacting with his or her sociocultural and envi-
ronmental context. This approach has made it possible to open 
up a debate on the relationship between health, the policies and 
programs that seek to promote it, and other areas of well-be-
ing. From this broad view of health, poverty and inequality are 

Introduction
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powerful obstacles to the full enjoyment of health. Poverty, es-
pecially in childhood, can trigger scenarios that are harmful to 
health, while also aggravating inequalities in this area and others 
as well. Therefore, as various social protection tools are enlisted 
to ensure a basic level of socioeconomic well-being and guar-
antee access to social services, including health, they can be 
more powerful for reducing inequalities in health. 

In addition to their central role in reducing health inequalities, 
social protection tools can strengthen PHC as a strategy for 
guaranteeing the right to health. As stated in the Declaration 
of Alma-Ata, the role of PHC goes beyond being the first level 
at which the national health system has contact with individ-
uals, families, and the community. Within the health systems 
framework, PHC is geared towards providing the services of 
health promotion, disease prevention, treatment, and rehabil-
itation. Thus, it encompasses a series of actions that can be 
strengthened through such social protection mechanisms such 
as: actions for providing information and education on health 
problems and their prevention; promotion of food supply and 
proper, healthy nutrition; maternal and child health care, includ-
ing family planning; and immunization against the main infec-
tious diseases, among other activities.

This document offers four perspectives from which to consider 
the connection between health and social protection: 

1.	 The social inequity matrix and its relationship to the social 
determinants of health;

2.	 The cost of not addressing inequalities in health;

3.	 Social protection as a means for reducing inequalities in 
health and strengthening primary health care;

4.	 How this discussion fits within the context of the 2030 
Agenda for Sustainable Development. 

The social inequity matrix and its relationship to 
the social determinants of health

Inequality is a historical and structural characteristic of societies 
in the Americas. It involves economic inequality or inequality 
of means (income, property, and financial and productive as-
sets), as well as inequality of rights, capacity, autonomy, and 
reciprocal recognition. Despite recent progress, high levels of 
inequality continue to pose a challenge for the Region, under-
mine sustainable development, and serve as a powerful barrier 
against the full exercise of rights, including the right to health. 

3	  Declaration of Alma-Ata. International Conference on Primary Health Care, Alma-Ata, USSR, 6-12 September 1978. Available at: https://www.paho.org/hq/index.php?op-
tion=com_content&view=article&id=13774:declaration-of-alma-ata&Itemid=2080&lang=en .

The legal basis for the right to health is found in a number 
of obligations that States are required to fulfill under interna-
tional instruments that they have ratified. Still, there is a gap 
between formal entitlement to the rights and the effective im-
plementation of public policies. In Latin America, inequality in 
access to basic human rights is among the most important 
causes of health inequalities. This affects the lives of people, 
replicating and often deepening their situation of vulnerability. 
This concern is not new. In fact, inequalities in health were 
among the main drivers leading to the Declaration of Alma-Ata: 
“The existing gross inequality in the health status of the people, 
particularly between developed and developing countries, as 
well as within countries, is politically, socially, and economi-
cally unacceptable and is therefore of common concern to 
all countries.”3 The persistence of these inequalities between 
and within countries calls for new approaches and, above all, 
revitalized efforts to combat them. 

The social inequality matrix is the result of the productive struc-
ture and culture of privilege passed down through the history 
of our societies (3, 4). The labor market is the link that ties a 
heterogeneous productive structure (with its inherent inequality 
in terms of productivity, access, and quality of employment) to 
stark inequality in household income. This productive structure 
is marked by a concentration of employment in poor-quality, 
low-income informal jobs and little or no access to social pro-
tection mechanisms. This situation has resulted in a stratified 
access to social security, a high degree of social vulnerability, 
and levels of wellbeing that are often unacceptable. Thus, the 
first and most basic axis of inequality is the socioeconomic stra-
tum. The central elements of this axis are the structure of own-
ership and the distribution of productive and financial resources 
and assets. One of its clearest and most evident manifestations 
is income inequality, which is both the cause and effect of other 
disparities in such areas as health, access to basic services, and 
education (3).

In addition to the socioeconomic stratum, inequalities in the 
Americas are also structured by other factors: gender, ethnicity 
and race, area of residence, life stage, disability, migration sta-
tus, and sexual orientation and gender identity (Table 1). Each 
of these factors has an impact on the configuration of social 
inequalities, measured by its constitutive and determinative 
weight in the production and reproduction of social relation-
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ships and the subjective experience of individuals, or in other words, its impact on the magnitude and reproduction of inequalities 
in the various spheres of development and the exercise of rights (3)4.

The axes of the social inequality matrix intersect, are amplified, and interlinked throughout the life course. This leads to a multiplicity 
of inequality factors or discrimination that interact and accumulate over time and generations. The confluence of discrimination and 
multiple inequalities makes for the “hard-core” of poverty, vulnerability, and social exclusion, and ensures that they persist and repli-
cate. Furthermore, there are direct correlations between ongoing exposure to discrimination and exclusion, and a long list of mental 
disorders and physical conditions. These correlations have been observed in both cross-sectional and longitudinal studies and they 
even persisted after adjustment of the control variables (5). Discrimination and exclusion are damaging to health for several reasons. 
For example, they can trigger a stress response that leads to behaviors that are harmful to health. 

One of the main contributions of the concept of the social inequality matrix is that it helps us understand how the multiple and simul-
taneous confluence of forms of discrimination and exclusion leads to inequalities in health and other areas of social development, 
and how these inequalities are self-reinforcing. The approach challenges us to consider the people affected and their realities from a 
holistic, rather than a compartmentalized perspective, and to create policies that respond more effectively to this complex situation. 

Certain sociocultural patterns that are strongly rooted in our societies can be identified. These patterns work together forming 
the foundations of the inequality matrix. These are: a violent patriarchal culture, racism, Euro-centrism, hetero-normativity, and 
stereotypes based on age, disability, place of residence or origin, and a culture of privilege. This latter concept alludes to a pattern 
inherited from the colonial times that normalizes social hierarchies and marked asymmetries in access to the fruits of progress, 
political discussion, and productive assets. This culture is implicitly accepted by the groups that benefit from it, and by those who are 
excluded (1). There are three basic characteristics of the culture of privilege: a) normalizing inequality as difference; b) establishing 
and perpetuating group hierarchies by biased groups that are the same that take all the benefits; and c) this hierarchy disseminates 
through the social structures and institutions (1). A key aspect in perpetuating the culture of privilege is the concentration of power in 
decision-making. In our societies, a person’s socioeconomic level is directly associated with his level of influence on decision-mak-

4	  As a formative historical process, social inequality is the result of power relationships in which dominant sectors appropriate/expropriate the property of or dispossess subor-
dinate sectors. While these processes are individual events, they are materialized simultaneously in varying experiences of exclusion and social marginalization, and they are 
interpreted, acted upon, or resisted individually or collectively in different ways. Taken together, they form a process of simultaneous inequalities in the creation of subjective life 
opportunities and trajectories. Within this framework, social inequality should be seen as a process of both social and subjective construction that involves a complex web of 
social exchange based on relationships of power and social regulation which lead to stigmatization and social discrimination against subordinate groups within a framework of 
multiple forms of violence.

Table 1. The social inequality matrix

Theoretical approaches
Social inequality matrix

Formative axes Rights affected

•  Structural heterogeneity (productive  
     matrix) 

•  Culture of privilege

•  Concept of equality:  
     -  Equality of means (income and  
         productive resources) 
     -  Equal rights 
     -  Equal capacities 
     -  Autonomy and reciprocal recognition

•  Socioeconomic level
•  Gender 
•  Race and ethnicity 
•  Life stage
•  Area of residence 
•  Disability 
•  Migration status 
•  Sexual orientation and gender identity

•  Income
•  Labor and employment
•  Social protection and care
•  Education
•  Health and nutrition
•  Basic services (water, sanitation, electric  
    power, housing, information and 
    communication technology)
•  Citizen safety and a violence-free life 

•  Participation and decision-making 

Source: Own preparation.
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ing. This concept is also reflected at the global level, where 
the imbalance of economic power between countries, organi-
zations, and corporations is increasing as a result of their impact 
on policies and health interventions.

Furthermore, the ‘social determinants of health’ approach 
considers that inequalities in health are the result of the cir-
cumstances in which people are born, grow up, live, work, and 
grow old, which in turn are configured by asymmetries in the 
distribution of money, power, and resources (6). In this line of 
reasoning, the social inequality matrix complements and deep-
ens the analysis of the social determinants of health by pro-
posing other elements that affect the circumstances in which 
people develop––beyond money, power, and resources. These 
elements are gender, ethnicity and race, place of residence, life 
stage, and other aspects such as disability, migration status, so-
cial orientation, and gender identity, which also, in turn, underlie 
the asymmetric distribution of money, power, and resources. 

At another point of congruence, both approaches recognize 
that health is intrinsically related to other dimensions of well-be-
ing, such as access to housing and basic services, education, 
decent work, social protection, and policy engagement, among 
others. Just as the axes that configure inequality intersect and 
are mutually reinforcing, there are also connections between 
the rights being violated that need to be examined. Low levels 
of schooling, poor health, unemployment and the lack of de-
cent work opportunities, social vulnerability, inadequate housing, 
poverty, and political invisibility are situations that also intersect 
and reinforce one another (4). Therefore, guaranteeing the right 
to health is not only an ethical imperative but also a condition 
that will lead to the enjoyment of other rights, and vice versa. 

While there is no doubt that health indicators have improved 
both in terms of access and outcomes, the Region still fac-
es major challenges for the population as a whole, and some 
groups continue to experience acute disadvantages. The in-
equality scenario that characterizes the Region is seen espe-
cially in indigenous and afro-descendant children and youth, 
for whom serious health inequalities represent a grievous in-
fringement of their rights and have consequences for the later 
stages of their lives (4). Infant mortality (in the first year of life) 
and childhood mortality (up to 5 years of age) are indicators 
that clearly express the inequalities that affect indigenous and 
Afro-descendant children in Latin America starting from birth 
(Figures 1 and 2). In the United States, the infant mortality rate 
in the Afro-American population is twice as high as for white 
non-Hispanic infants (7) and this gap persists even when the 
mother has higher levels of education and income (8). In Can-
ada, infant mortality rates for the First Nations and Inuit people 
are 1.7 to more than 5 times higher than in the country’s non-
indigenous population. These inequalities are especially pro-
nounced in the post-neonatal period (9). 

The inequalities in health that affect indigenous and Afro-de-
scendant populations need to be addressed by health and 
social protection systems from an intercultural perspective. 
Furthermore, participatory mechanisms should be revitalized 
and the spaces to influence on decision-making need to be 
created, especially at the local level. To address these inequal-
ities, new approaches for the intervention and participation of 
communities in decision-making processes and the guiding of 
health and social protection systemsl. 
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Figure 1. Mortality in infants under 1 year of age in indigenous and nonindigenous populations in 11 
countries of Latin America, circa 2010 (number of deaths per 1,000 live births)

Source: ECLAC (10). 
a Simple average of the figures for each country.

Figure 2. Maternal mortality by ethnic and racial status, Brazil, Colombia, and Ecuador, circa 2011  
(number of deaths per 100,000 live births)a 

Source: CEPAL (10).
a The total corresponds to the white population, not the national total.

Gráfico 2. Brasil, Colombia y Ecuador: razón de mortalidad materna, por 
condición étnico racial, alrededor de 2011
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There are also sizable gaps in the indicators for access to basic water and sanitation services, which are key to health (Figures 3 and 4), as well 

as affiliation with a health system (Figure 5) or pension program. In all these cases, the multiple dimensions of the social inequality matrix in the 

Americas discussed earlier are evident.

Figure 3. Households with access to potable water, by area of residence, 16 countries of Latin America, 
circa 2014 (percentages)

Source: ECLAC (3).

Figure 4. Households with access to sanitation, by area of residence, 16 countries of Latin America, circa 
2014 (percentages)

National Area of residence

Gráfico 3. América Latina (16 países): hogares con acceso a agua potable 
por territorio, alrededor de 2014
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Figure 5. Pension system affiliation among employed persons aged 15 years or over, by income decile, 
national totals, 13 countries of Latin America, 2002-2013a (percentages)

Source: ECLAC (11). 
a Weighted average of figures for each country.

These health inequalities are avoidable. A population’s health is the result of political, economic, and social decisions. Thus, the 
fight against inequalities in health should be part of the legal framework that defines and regulates the national health systems and 
services. An important pathway toward reducing inequalities in health is to promote the creation and strengthening of universal social 
protection systems that are integrated to provide service throughout the course of life.

The cost of not addressing inequalities in health

In addition to being unjust, inequalities in health handicap the future of individuals, families, and societies and result in significant in-
terrelated costs at each of these levels. As mentioned above, health inequalities in society undermine the capacities and opportunities 
of individuals, thus limiting innovation and productivity. 

Another aspect to consider is the short- and long-term costs of failing to invest in health and reduce inequalities. For example, 
the social and economic costs of malnutrition (undernutrition, and overweight and obesity), which increasingly affect economically 
vulnerable populations, have been documented. These costs have repercussions on the health system, the educational system, and 
the economic system as a whole due to the loss of potential productivity (12). For example, it is estimated that the combined impact 
of the double burden of malnutrition results in a net annual loss of 4.3% and 2.3% of the gross domestic product (GDP) in Ecuador 
and Mexico, respectively. In contrast, in Chile, where undernutrition has been eradicated, this cost represented only 0.2% of the GDP 
(12). In the United States, it was estimated that eliminating health inequalities that affect ethic and racial minorities in 2003-2006 
would have reduced direct medical care expenditures by about US$ 230 billion (in 2008 inflation-adjusted dollars), not including 
the indirect costs associated with illness and death premature (13).

Adolescent motherhood is an example that illustrates the high personal and family cost of health inequalities and the resulting chain 
of inequalities throughout the life span and across generations, which also cross-cut the other axes of inequality. Despite a dramatic 
reduction in fertility in Latin America and the Caribbean, the rate still remains high among adolescents. It is a worrying situation be-
cause the consequences of motherhood during adolescence are profound and usually negative, especially when it occurs in early 
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adolescence. The adverse impacts of early motherhood also extend to the children born to adolescent mothers and their families. 
At the level of society, early motherhood has been identified as a key factor in the intergenerational transmission of poverty in the 
Region (3). 

Adolescent motherhood affects the population unequally, with concentration in rural areas, indigenous groups, Afro-descendants, and 
girls living in poverty. In addition, it perpetuates social inequalities because it affects the educational level achieved by these mothers 
and, therefore, their present and future options to find work and have access to social protection. For example, women in the Region 
aged 20 to 24 years who were adolescent mothers had an average of 3.2 fewer years of schooling than women of the same age 
who were not adolescent mothers (Figure 6), and they also had less access to health insurance (Figure 7).

Figure 6. Median years of schooling, women 20 to 24 years of age, 6 countries of Latin America and the 
Caribbean, circa 2011 (years)

Source: ECLAC (3). 

Figure 7. Women 20 to 24 years of age, who have health insurance, 4 countries of Latin America and the 
Caribbean, circa 2011 (percentages)

Source: ECLAC (3).

Gráfico 6. América Latina (6 países): duración media de los estudios para las mujeres de 20 a 
24 años, alrededor de 2011
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Connections between social protection and health: social protection as a means of reducing inequalities 
in health and strengthening primary health care

There is growing consensus that social protection is a very effective tool for eradicating poverty, reducing vulnerability and inequality, 
and fostering inclusive growth, with positive impacts on the health of the population. Social protection policies and programs (includ-
ing the provision of care services) are especially critical for dealing with the challenges posed by the demographic changes taking 
place in the Region. As the proportion of older people continues to increase, the need to ensure their well-being and income security 
becomes increasingly urgent. At the same time, it is essential to strengthen the social protection of families with children, since they 
are overrepresented in the population living in poverty, extreme poverty, and vulnerability to poverty, conditions that have enduring 
effects on the healthy development of children and adolescents. 

Social protection focuses on three main concepts: guaranteed basic wellbeing, insurance against risks in the surrounding environ-
ment or inherent to the life course, and mitigation or repair of social damage caused by social problems or risks. Accordingly, social 
protection is aimed at responding not only to the risks faced by the entire population (for example, disability or old age), but also 
to structural problems such as poverty and inequality (14). Thus, it is proposed that social protection be understood from a broad 
and integrated perspective that encompasses both contributory and noncontributory policies and programs, including measures for 
regulating the labor market as well as systems for providing care (15). 

Figure 8. Components of social protection

Source: Cecchini (15), p. 134).

Diagrama 2. Componentes de la protección social

Social protection

Care delivery system

Noncontributory
Transfers in cash or in kind, subject to 
co-responsibility or otherwise (conditional 
transfer programs, social pensiones, etc.)
Consumer subsidies
Workfare
Promotion and access to exiting social 
services

Labor market regulation
Regulation and oversight of labor 
standards for promoting and protecting 
decent work, including formalization of 
contracts, collective bargaining, 
occupational safety, minimum wage, 
elimination of child labor, and 
nondiscrimination policies

Contributory
Contributory pension schemes 
(old-age, disability, survivors’ pensions)
Health insurance
Unemployment
Maternity/paternity leave, sick leave
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In the Inter-American context, social protection has been officially defined as “an integral approach consisting of a diverse set of 
universal and targeted policies and programs that seek to support people against the various risks that they face during the course 
of their lives, its specific design to depend on the conditions, needs and decisions of each State” (Declaration of Asunción. Second 
Meeting of Ministers and High Authorities of Social Development). In the Social Charter of the Americas, the countries of the Region 
recognized that they have “a responsibility to develop and implement comprehensive social protection policies and programs, based 
on the principles of universality, solidarity, equality, nondiscrimination, and equity that give priority to persons living in conditions of 
poverty and vulnerability, taking into account their national circumstances” (Chapter III, Article 14). The Social Charter’s correspond-
ing Plan of Action implements its principles by establishing targets and strategic lines of action. One of the priority strategic lines is 
social protection, with the objective to “create or strengthen comprehensive social protection systems based on respect for human 
rights and on the principles of universality, sustainability, equality, inclusion, shared responsibility, solidarity and equity that include the 
generation of opportunities needed for families and individuals in vulnerable circumstances to enhance their well-being and quality of 
life.” Another strategic line in the Plan of Action is health, where the objective is to “progress toward universal access to health care 
and universal coverage of comprehensive and quality health care, with equity, accompanied by social protection models in health 
care for populations in situations of vulnerability.”5

In this broad sense, various social protection mechanisms can help directly by offsetting the high costs associated with seeking 
health services, and they can also prevent or reduce the impact of indirect costs such as lost income due to illness or disability, as 
well as nonmedical expenditures associated with using health services such as transportation, meals, caregiving, etc. Support of this 
kind can help households from falling into poverty or prevent their poverty from getting worse. At the same time, field workers in 
social protection programs have the opportunity to interact with people living in vulnerable situations. Social protection can also be 
used to support health service users to overcome a common access barrier for specific groups by using public policies to reduce 
discrimination and unjustified differential treatment. All these measures will contribute toward closing access gaps for Afrodescendant 
and indigenous populations and other groups living in rural areas. 

More specifically, social protection and PHC are complementary mutually reinforcing strategies for advancing toward the full enjoy-
ment of rights, including the right to health (Table 2). For example, to the extent that social protection mechanisms focus on reducing 
the risks that threaten the child population (whether through strategies aimed exclusively at children or at families with children), 
guaranteeing adequate nutrition and access to health services and quality education can contribute to the healthy cognitive, affective, 
and social development of this population. These initiatives can not only have positive effects on health but also reduce current 
inequalities in health and other areas over the long term. 

In addition, conditional transfer programs seek to expand access and reach out to family participants in local health services, as well 
as to promote adequate nutrition and provide guidance and advice on health matters through counseling and informal talks. Finally, 
there are a number of social protection tools that can help to promote the universalization of health and the reduction of inequalities 
(16). Some of these points will be explored next page.6

5	  See Plan of Action of the Social Charter of the Americas at http://www.oas.org/en/sedi/dsi/equity/social-charter.asp  [Internet].
6	  It is also well to remember that health is one of the key components of the Basic Social Protection Floor (17) and especially ILO Recommendation 202 on social protection 

floors.
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Table 2. Examples of social protection mechanisms that can strengthen primary health care  

Social protection  
component

Social protection interventions and their connection to  
elements of primary health care

Noncontributory pillar Conditional cash transfers:

•	 Expand access to health services, especially those connected with maternal and child health and 

populations living in poverty or extreme poverty

•	 Share information on health promotion and disease prevention with participating families

•  Foster intersectoral coordination.

In-kind transfers (e.g., feeding programs. nutritional supplementation: 

Meet the nutritional needs of children, especially those living in poverty and extreme pover-
ty. Integrated care programs for children in early infancy:

•	 Articulate measures in the areas of health, nutrition, education, and care for children in their early 

infancy aimed at fostering their full development

•	 Foster intersectoral coordination

Programs for promotion and access to housing:

•  Expand access to housing with basic services and reduce exposure to health risks in the  

environment

Contributory pillar Health insurance: 
•  Expand coverage and access to health services 

•  Provide financial protection for households 

Leave (maternity/paternity):  
•  Facilitate latching and breastfeeding 

Source: Own preparation.

Social protection tools for supporting health and nutrition across the life course: childhood,  
adolescence, and youth

The first stages of the life course are critical for preventing health inequalities and interrupting the intergenerational transmission 
of poverty and inequality. It is during these stages that the foundations are set for future cognitive, affective, and social develop-
ment. To begin with, this is the risk period when conditions that undermine health and nutrition, early stimulation, learning and 
socialization, and growth and development in the family and community environment can have a long-term impact on biological, 
psychological, and social development (18). At the same time, the infringement of rights during these stages can have profound 
and irreversible effects for the current and future wellbeing of children and youth. In the Region, concern over this situation has 
led to the adoption of various social protection tools for addressing and preventing infringement of the right to health during 
these stages of the life course. 

From the perspective of prevention, nutrition is key. Adequate and healthy nutrition starting early in life and the adoption of proper 
eating habits can play an important role in avoiding health problems over the long term. There are various social protection strategies 
in the area of nutrition mainly designed to target pregnant and breastfeeding women, preschoolers, and children in primary and 
secondary school. These include supplementary feeding, meals provided in schools, the encouragement of breastfeeding, food 
banks, and supplementation and fortification with micronutrients. Some examples are the Social Milk Program in Mexico, the National 
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School Feeding Program in Brazil, the Qali Warma National School Feeding Program in Peru, and the Women, Infants, and Children 
Program in the United States. 

Other initiatives that have recently gained ground in the Region include policies to promote integral care and integral protection 
systems for early infancy.7 The concept of integral protection encompasses a set of actions, policies, plans, and programs that can 
be implemented by a State, organizations within a State, and other actors, especially civil society. The objective of these programs 
is to ensure that the human rights of all children are fulfilled effectively and without discrimination, while at the same time attention 
is given to special situations (19). 

These policies are integrative, in the first place, because the associated programs address different aspects of child development, 
bringing together interventions in health, nutrition, early education, and other aspects of care. Beyond that, interventions by the 
State that seek to promote and protect the rights of children are also articulated with the provision of services, goods, transfers, and 
protective regulations (for example, parental leave). Without this integrative approach, isolated programs can generate competition 
between sectors instead of creating a shared vision for development during these stages (18). Articulation and coordination of 
these measures needs to occur at different levels. It should occur between institutions, between different levels of administration, 
and across all stages of child development. Integrated care programs in early infancy can serve as a platform for intersectoral 
integration and articulation.

Other policies on sexual and reproductive health aimed at adolescents and youth include policies on sex education (e.g., the Na-
tional Integrated Sex Education Program in Argentina and the Sex Education Program with Emphasis on Gender and Sexual Rights 
in Cuba). They also include policies on pregnancy prevention and the transmission of sexually transmitted infections,8 as well as 
regulations on the interruption of pregnancy and emergency contraception (20). At the regional level, the Montevideo Consensus 
emanating from the Regional Conference on Population and Development emphasizes comprehensive, timely, good-quality sexual 
health and reproductive health programs for adolescents and young people, including youth-friendly sexual health and reproductive 
health services with a gender, human rights, intergenerational and intercultural perspective.

Although sexual health and reproductive health are very important for the adolescent and youth population, there are also other 
health issues, such as mental health, violence, tobacco use, alcohol and illegal substance abuse, and, increasingly, nutritional issues 
and non-communicable diseases, which have important consequences for the rest of their life (21). In these areas, there is a con-
cerning paucity of policies and programs that target these health issues of great importance for the adolescent and youth population 
in the Region. This, in turn, reflects the lack of opportunity for youth to participate in the design, implementation, and follow-up of 
health policies and programs, resulting in vertical care systems that predetermine what are considered the priority “problems” for this 
population, pigeonholing the youth generation, oversimplifying their challenges, and failing to get them to use the services.

Conditional transfer programs

Since the mid-1990s, most of the countries of the Region have implemented conditional transfer programs (CTPs). These noncon-
tributory social protection tools have had a positive impact on a number of health and nutrition indicators. They are for families living 
in poverty and extreme poverty. Currently, the Region has 30 CTPs in 20 countries, reflecting the central role of these programs in 
public policies aimed at combating poverty in Latin America and the Caribbean. Although they are widely used, the programs are 
quite heterogeneous in terms of the characteristics of their components, coverage, amounts transferred, function, and application of 
the conditions, among others.9  

The objective of CTPs is to increase the resources available to low-income households for purposes of consumption, with the goal 
of meeting basic needs. At the same time, they are intended to foster human development with a view to interrupting the inter-

7	  Examples of policies of the kind that are already being implemented include Brasil Carinhoso [Brazil Nurtures] in Brazil, Crece Contigo [Grow With You] in Chile, Crece Contigo 
in Urugay, De Cero a Siempre [From Zero to Always] in Colombia, and Educa a Tu Hijo [Educate Your Child] in Cuba. Other countries that have made substantial progress in 
programs for infants are Ecuador, Panama, Peru, and the Dominican Republic. 

8	  Policies for distributing contraceptive devices and condoms are being implemented by the National Sexual Health and Responsible Procreation Program in Argentina and the 
National Integrated Health Program for Adolescents and Youth in Chile, which aims to offer health services of equal quality to all youth in the country, responding to their particular 
needs with regard to gender and cultural affiliation.

9	  See a description of the objectives and types of CTPs in Cecchini and Martínez (2011) and information on recent trends in coverage and investment in Cecchini and Atuesta 
(2017).
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generational transmission of poverty. Both cash and in-kind resources are provided through these programs. They facilitate access 
to a broad range of social services, in exchange for which families living in poverty and extreme poverty agree to assume certain 
commitments in the areas of education, health, and nutrition. 

Because of the conditions that relate to health and complementary health interventions, CTPs stimulate the demand for health 
services, often in remote rural areas or on the urban fringe, where they are not available or the quality is poor. As a result, these 
programs have had a positive effect by facilitating access to health services for traditionally excluded population groups (Table 3). 
In addition, when there are sufficient services, health and nutrition outcomes have improved in both numbers and quality (23). The 
CTPs promote equity by focusing on and addressing the greatest differential needs of people living in poverty. They can also con-
tribute to universal health coverage as services adapt to the needs of those who have been socially excluded and by introducing an 
equitable approach in universal programs (23).

Table 3. Required health commitments in conditional cash transfer programs, Latin America, 2013a

Country Program
Medical  

checkups
(children)

Medical 
checkups
(pregnant 
women)

Medical  
checkups

 (older adults 
and the  

disabled)

Vaccinations 
(children)

Vaccinations 
(pregnant 
women)

Health 
counseling

Argentina Universal allocation per child 
for social protection

0-18 years X 0-18 years X X

Bolivia (Plur. 
State of)

Juana Azurduy mother-child 
voucher

0-2 years X 0-2 years X

Brazil Family Grant 
(Bolsa Família ) 0-6 years X 0-6 years

Chile Ethical Family Income  
(Ingreso Ético Familiar) 0-18 years

Colombia More Families in Action (Más 
Familias en Acción) 0-6 years X

Costa Rica Let’s Move forward!  
(Avancemos!) 12-25 years b

Dominican 
Republic

Solidarity (Solidaridad) 0-5 years X

Ecuador Human Development Grant  
(Bono de Desarrollo Humano) 0-5 years X

El Salvador Communities in Solidarity 
(Comunidades Solidarias) 0-5 years 0-5 years

Guatemala My Safety Grant  
(Mi Bono Seguro) 0-5 years X

Honduras 10,000 Grant (Bono 10.000) 0-5 years X

Mexico Opportunities (Oportunidades) 0-19 years X X X

Panama Opportunity Network 
(Red de Oportunidades) 0-5 years X

Paraguay Tepokorâ Program 0-18 years X X 0-18 years

Peru Together! (Juntos!) 0-5 years X

Uruguay Family Allocations/Equity 
Plan (Asignaciones  
Familiares/Plan de Equidad)

0-18 years X

Latin 
America

Number of programs 
conditioned on health 
commitments

16 10 3 5 2 4

Source: Cecchini (23).
a  X in a cell means that the category is part of the CTP conditional commitment; an empty cell indicates that the category is not one of the conditions of the program.
b The Costa Rica Social Security Fund (CCSS) covers a complete medical evaluation for students enrolled in a secondary public school during the school year in question..
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As for health-related outcomes from these programs, there is evidence that health service access has increased for children and ad-
olescents of participating families. Also, improved outcomes in health and nutritional status have been observed (24). Despite these 
gains, however, some studies of CTP participation point to uneven health indicator outcomes according to area of residence, sex, 
age, and duration of participation in the program (23). At the macro level, a favorable effect of these programs has been an increased 
demand for services, which has helped to reduce access barriers and increase the availability of services. Thus, the State and the 
wide array of social promotion policies and programs have managed to reach populations heretofore living in social exclusion.

As with integral health care programs for infants in early childhood, CTPs have the potential to articulate actions across sectors, thus 
creating a multidimensional perspective on well-being. Still, at this time, concerning reductions in the population coverage of these 
programs in some countries pose a challenge that needs to be addressed. 

The universalization of health care

The debate on the universalization of health care has made progress in the Region, at least in terms of basic aspects. However, there 
continue be fundamental issues (for example, in the distinction between universal coverage and universal access) as well as practical 
and operational challenges for achieving it (25). Over the last decade and a half, health systems in Latin America have undergone 
various reforms, supported by increases in health expenditure (which rose from 2.4% of GDP at the end of the 1990s to 3.6% in 
2014) that have made it possible to expand coverage and improve equity in access (26).10 However, the characteristics of the health 
systems in terms of investment, out-of-pocket expenditure, integration of the public health and social security systems, coverage of 
the services, and health outcome indicators differ widely between the countries (Table 4). These differences are associated with the 
historic evolution of the welfare state, which in turn is influenced each country’s particular economic, social, demographic, demo-
graphic, and political variables (27). These differences need to be taken into account in the development of policy recommendations, 
which will inevitably have varying degrees of relevance depending on the prevailing health system model in each of the countries. 

In the Region, Brazil with its Unified Health System, and Cuba with its National Health System, guarantee free universal access to 
health financed by general taxes.  Costa Rica, for its part, has achieved universalization through social security, which since the 
1980s has included informal workers and families living in poverty (27). From the perspective of equality, it is worrisome that the 
Region continues to see sharp fragmentation and overlapping benefits and coverage, as evidenced in the significant differences that 
exist in the quality of services provided to different groups of the population. Generally speaking, the health systems in Latin America 
are organized around the services provided by the public sector for people living in poverty, social security services for informal 
workers, and private services for those who can pay for them (28). In this way, the health systems continue to remain segregated, 
offering different types and quality of services to different population groups, which prevents them from being really universal and 
equitable (29).

Even in countries where the law guarantees universal coverage, there are economic, geographic, cultural, linguistics, attitudinal, 
and other barriers that limit effective access to health services, even when access is considered a legal right. Given the multiple 
inequalities that characterize the Latin American and Caribbean societies, it is helpful to think in terms of policies that seek to achieve 
universal coverage sensitive to the differences. By this we mean policies with a rights-based approach that can also use specific, 
selective, or positive action mechanisms to break down the barriers that are preventing access to health services in order to address 
“individuals living in conditions of poverty or vulnerability, women, Afro-descendants, indigenous peoples, persons living in deprived 
areas, persons with disabilities, and migrants, as well as children, young people, and older adults” (3, p. 81).

10	 In the case of the United States, approximately 13% of adults between 18 and 64 years of age were without health insurance, and this figure was as high as 27% in the Hispanic 
population (NCHS, 2016). Even among those who have insurance, the system for financing medical care in the United States is regressive, which exacerbates inequalities and 
discourages use of the services by the poorest population (30).
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Table 4. Health system indicators in 11 countries of Latin America

Country
Public health 
expenditure 
(% of GDP)

Public health 
expenditure 
per capita 

 (2010 USD)

Out-of-
pocket 
health 

expenditure 
(%of total 
household 

expenditure)

Integra-
tion of 

public health 
systems 

and social 
security

Population health coverage  
by sub-systems

Maternal 
mortality 

ratio (deaths 
per 100,000 live 

births)

1998 2014 1998 2014 Public (%)
Social 

Security 
(%)

Private 
(%)

Other 
(%)

2000 2015

Argentina 3,8 5,0 349 535 5,0 Segmented Universal 51,0 7,9 3,2 60 52

Brazil 3,7 5,2 327 622 5,0 Integrated

Universal 
(Unified 
Health 

System)

0,0 19,6 0,0 66 44

Chile 2,4 3,9 226 569 4,3 Integrated

Universal 
(Explicit 
Health 

Guaranteed)

73,5 16,3 6,7 31 22

Colombia 2,0a 2,1 95a,d 146d 1,9
Integration 

under imple-
mentation

Universal 
(Basic 

Health Care 
Plan)

91,1 … 3,9 97 64

Costa Rica 4,7 6,5 263 560 2,1 Integrated Universal 0,0 0,0 0,0 38 25

Cuba 5,1 10,4 159 650 … Integrated 0,0 100,0 0,0 0,0 43 39

Honduras 1,8 3,4 30 70 11,2 Segmented 60,0 18,0 2,9 … 133 129

Mexico 2,0 2,7 156 251 4,7 Segmented
4,7 (Seguro 

Popular)
42,9 4,5 4,5 77 38

Peru 1,5a 2,4 48a 128 7,0 Segmented 37,0 24,0 5,5 … 140 68

Uruguay 2,9 5,9 259 736 2,8 Integrated 45,3 45,0 1,8 7,6 31 15

Venezuela 2,0 3,9 159 343 3,1 Segmented
Universal 
(Barrio 

Adentro)
17,5 11,7 … 90 95

Latin 
America

2,4b 3,6b 131b 292b 4,7c … … … … … 91b 60b

Source: Acosta (27).

The gaps in access and quality of the services pose a challenge for effective social protection to reduce inequality and leave no one 
behind. It is necessary to strengthen the countries’ commitments to coverage and universal access to health, which is a crucial step 
for constructing social protection systems from a rights-based perspective. Also, progress is needed in improving the quality of health 
services and promoting an integral and holistic approach to health, with a view towards creating positive and synergistic links with 
other dimensions of wellbeing. Indeed, there is abundant evidence that coherent policies in education, labor, and social protection, 
among other contributing areas, can be useful in improving the health status of the population. And that this can have an important 
impact on children, women, and older adults. In other words, the initiatives articulated with social policies can reinforce the campaign 
against inequalities in numerous areas.



ANNEX 4: Health and Social Protection: Elements for Discussion92

In synthesis, the tools of social protection can act on various fronts to reinforce PHC and provide all people a level of health that 
allows them to lead a socially and economically productive life, as established in the Declaration of Alma-Ata. In its principles, this 
visionary declaration presents PHC as a space for the construction of health as a right centered on the people and their communi-
ties. Through the expansion of coverage and universal access, the promotion of health and nutrition and the prevention of disease, 
coherence in policies and, most fundamentally, the continued fight against poverty, inequality, and exclusion (which are at the root 
of health problems), social protection plays an indispensable role in progress toward guaranteeing the right to health in the Region. 

Health, social protection, and the 2030 Agenda for Sustainable Development 

The 2030 Agenda for Sustainable Development reflects a consensus on the need to move toward more egalitarian, cohesive, and 
solidarity-based societies. It is also people-centered, promoting a sustainable development model and calling for “no one to be left 
behind” on the road to development, with emphasis on those for whom the gaps are greatest (3). Therefore, inequality, considered 
from a comprehensive and multidimensional perspective, is at the heart of the 2030 Agenda, not only in Goal 10 (which specifically 
addressed the need to reduce inequality within and between countries), but in the other Sustainable Development Goals (SDGs) that 
emphasize access and the inclusion of all people in the development process. 

With regard to identifying disadvantaged groups, Target 17.18 proposes, by 2020, “[...] to increase significantly the availability of 
high-quality, timely, and reliable data disaggregated by income, gender, age, race, ethnicity, migratory status, disability, geographic 
location and other characteristics relevant in national contexts.” To meet this target, it will be necessary to improve available sources 
of information in order to have regularly updated, high-quality, and disaggregated statistics in order to move beyond national averag-
es and identify and address the health needs of those who in fact are being left behind. Analyzing health inequalities from the social 
inequality perspective helps, precisely, to identify the populations that are farthest behind so that they can receive priority attention. 

The SDGs are universal, integrated, and indivisible, bringing together the three dimensions of sustainable development: economic, 
social, and environmental. In the 2030 Agenda the social dimension includes not only the diverse list of subjects and aspects that 
the subject includes, but also its deeply intertwined relationship with the economic and environmental dimensions. Thus, the social 
dimension is not only reflected in the 10 SDGs that specifically mention social targets;11 the “extended” social pillar also relates to a 
number of the targets under the other seven SDGs, where any strides forward or reversals have a direct impact on progress in the 
social area in terms of the fulfillment of rights, beyond their economic, environmental, or institutional content (18).

With regard to SDG 3, the 2030 Agenda for Sustainable Development makes clear the interrelated nature of human health and 
wellbeing on one hand, and economic growth and environmental sustainability, on the other. Progress toward Goal 3 will not only 
promote enjoyment of the right to health for all, but also support progress toward the attainment of other SDGs, and vice versa. 
Given this interrelationship, efforts should be made to consider the cross-cutting role of health in public policies (as in the emphasis 
on Health in All Policies) in order to seek synergies and avoid harmful health impacts and thus to improve the health of populations 
and achieve greater equity in health (31). 

The 2030 Agenda for Sustainable Development also underscores the importance of social protection in combating poverty, as in 
Target 1.3, “Implement nationally appropriate social protection systems and measures for all, including floors, and, by 2030, achieve 
substantial coverage of the poor and the vulnerable,” and for the reduction of inequalities, as in Target 10.4, “Adopt policies, espe-
cially fiscal, wage, and social protection policies, and progressively achieve greater equality.” As indicated in the most recent progress 
report of the United Nations Secretary-General, social protection systems are essential for preventing and reducing poverty and 
inequality at all stages of the life course, especially through support and benefits especially for children, mothers with small children, 
people with disabilities, older adults, and those living in poverty or without access to work (18). Social protection is also fundamental 
for achieving other SDGs, including Goals 2 through 5, and Goal 8. 

11	 Goal 1 focuses on ending poverty; Goal 2, on hunger and malnutrition; Goal 3, on health and well-being; Goal 4, on quality education; Goal 5, on gender equality; Goal 6, on 
water and sanitation; Goal 8, on decent work and economic growth; Goal 10, on the reduction of inequality; Goal 11, on making cities sustainable and inclusive; Goal 16, on 
peace, justice, and inclusive institutions.
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Conclusions and recommendations

Maintaining a broad and integrated view of health and social protection, bearing in mind the matrix of social inequality, is key to 
leaving no one behind on the road to development in the Americas. As has been pointed out in the sections above, social protection 
and PHC are complementary and mutually reinforcing strategies for progressing toward the full enjoyment of the rights by all citizens, 
including the right to health. There are various social protection tools that contributing to promoting the universalization of health 
and the reduction of health inequalities. Reducing these gaps should be a priority for all countries in the hemisphere. Rather than a 
luxury that only high-income countries in the Region can afford, correcting inequality is a necessary precondition for assisting those 
countries that lag behind in order to attain the productivity levels enjoyed by the former (1). One way to move forward in this direction 
is to promote the creation and strengthening of universal, integrated social protection systems throughout the life course to support 
the health of the population and reduce inequalities in health.

For this to happen, progress needs to be made in universal access to quality health services. Even in countries where the law guar-
antees universal coverage, there are economic, geographic, cultural, linguistic, attitudinal, and other barriers, not always evident, that 
effectively limit access to health services. Therefore, health policies should explicitly identify the fight against inequality and consider 
specific measures for addressing the multiple inequalities that characterize American societies. To achieve this end, it is useful to have 
policies with a universal view that are also sensitive to the differences. 

On the other hand, it is important to recognize that significant progress has been made in access to health and health outcomes 
in recent decades within a favorable economic context. Emphasis has been placed on policies designed to reduce poverty and 
inequality and on proactive policies in the labor market. These health-related advances are commendable, but the danger is that they 
may lead to complacency when in fact they are easily reversible. In the current, more complex and uncertain context, a key message 
is to not lose any ground in policies that promote equality and the fulfillment of rights, because any backsliding could undermine 
achievements in key health indicators and the reduction of health disparities, in detriment to the progress of our societies. 

One element that can offset and potentially prevent relapses is an empowered and participatory civil society. This participation, in 
addition to being a right, can ensure that health systems, and PHC in particular, will continue to respond to the needs of the popula-
tions they serve, and in a more adequate and relevant manner. 

Health care and positive health outcomes cannot be an exclusive dimension of the culture of privilege. The hard contrast in the quality 
of care between the public and the private systems feeds into a perception of privilege and discrimination. Currently, the right to 
health continues to live on as a hierarchy of first- and second-class citizens (1). Access to health care can reduce gaps as long as 
the services are of good quality. The segmented health systems that continue to exist in our Region solidify and perpetuate inequal-
ities in health. Therefore, concrete measures are needed to equalize the quality of services—for example, by taking advantage of 
technologies—with a view to achieving equality and full enjoyment of the right to health. 

Bibliography
1.	 Economic Commission for Latin America and the Caribbean 

(ECLAC) (2018). The Inefficiency of Inequality.  Santiago, 2018. 

(LC/SES.37/3-P)

2.	 World Health Organization (WHO) (1948). Constitution of the 

World Health Organization. 

3.	 Economic Commission for Latin America and the Caribbean 

(ECLAC) (2016a). The Social Inequality Matrix in Latin America.

4.	 Economic Commission for Latin America and the Caribbean 

(ECLAC) (2017a). Social Panorama of Latin America 2016.

5.	 Lewis, T. (2017), Self-reported experiences of discrimination 

and health: scientific advances, ongoing controversies, and 

emerging issues, Annu Rev Clin Psychol, 11: 407–440.

6.	 World Health Organization (WHO) (2008). Closing the gap in 

a generation: Health equity through action on the social deter-

minants of health. Final Report of the Commission on Social 

Determinants of Health. 

7.	 United States National Center for Health Statistics. United 

States, 2015: With Special Feature on Racial and Ethnic Health 

Disparities. Hyattsville, MD. 2016.



ANNEX 4: Health and Social Protection: Elements for Discussion94

8.	 Brookings Institution (2016). Time for justice: Tackling race in-

equalities in health and housing. Disponible en línea: https://

www.brookings.edu/research/time-for-justice-tackling-race-in-

equalities-in-health-and-housing.

9.	 Public Health Agency of Canada (2018). Key Health Inequalities 

in Canada: A National Portrait. Available at: https://www.canada.

ca/content/dam/phac-aspc/documents/services/publications/

science-research/hir-full-report-eng_Original_version.pdf. 

10.	 Comisión Económica para América Latina y el Caribe (CEPAL) 

(2017b). Situación de las personas afrodescendientes en 

América Latina y desafíos de políticas para la garantía de sus 

derechos.

11.	 Economic Commission for Latin America and the Caribbean 

(ECLAC) (2016b). Social Panorama of Latin America 2015.

12.	 Fernández A., Martínez R., Carrasco I., Palma A. (2017). Im-

pacto social y económico de la malnutrición: modelo de análisis 

y estudio piloto en Chile, el Ecuador y México. Project docu-

ments (LC/TS.2017/32), CEPAL, November 2017.

13.	 LaVeist T.A., Gaskin D., Richard P. (2011). The Economic Bur-

den of Health Inequalities in the United States. International 
Journal of Health Services, 41(2):231-238. 

14.	 Cecchini S., Filgueira F., Martínez R., Rossel C. (2015). Towards 

universal social protection: Latin American pathways and policy 

tools. Santiago, ECLAC.

15.	 Cecchini S., Martínez R. (2011). Inclusive social protection 

in Latin America: a comprehensive, rights-based approach, 

ECLAC.

16.	 Pan American Health Organization/World Health Organization 

(PAHO/WHO) (2014a). Strategy for Universal Access to Health 

and Universal Health Coverage.

17.	 International Labour Organization (ILO) (2011). Social protec-

tion floor for a fair and inclusive globalization. Report of the 

Advisory Group chaired by Michelle Bachelet. Convened by the 

ILO with collaboration by WHO.

18.	 Comisión Económica para América Latina y el Caribe (CEPAL) 

(2017c). Brechas, ejes y desafíos en el vínculo entre lo social y 

lo productivo. 

19.	 Morlachetti A. (2013). Sistemas nacionales de protección in-

tegral de la infancia: fundamentos jurídicos y estado de apli-

cación en América Latina y el Caribe, Documentos de Proyec-

tos (LC/W.515), Santiago, CEPAL.

20.	 Rossel, C. Filgueira F. (2015). Adolescence and youth. In: 

Cecchini S. et al. (eds.). Towards universal social protection: 

Latin American pathways and policy tools. Santiago. Sangiago, 

ECLAC.

21.	 Ullmann, H. (2015). Health and young people in Latin America 

and the Caribbean. In: Trucco D., Ullmann H. (eds). Youth: Re-

alities and challenges for achieving development with equality. 

ECLAC. 

22.	 Cecchini, S. y B. Atuesta (2017). Programas de transferencias 

condicionadas en América Latina y el Caribe: tendencias de 

cobertura e inversión. Serie Políticas Sociales, n.o 224 (LC/

TS.2017/40), Santiago, CEPAL. 

23.	 Cecchini S., Veras Soares F. (2014). Conditional cash transfers 

and health in Latin America. Lancet, 385(9975): e32–e34.

24.	 Owusu-Addo E., Cross R. (2014). The impact of conditional 

cash transfers on child health in low- and middle-income coun-

tries: a systematic review, International Journal of Public Health, 
vol. 59, n.o 4.

25.	 Horton R., Das P. (2015). Cobertura universal en salud: no por 

qué, qué, ni cuándo, sino ¿cómo?, MEDICC Rev. 2015, 17, 

Suppl:S3-4.

26.	 Atun R., Monteiro de Andrade LO, Almeida G, Cotlear D, Dm-

ytraczenko T y Frenz P (2014). Health-system reform and 

universal health coverage in Latin America. Lancet, Series 

on Universal Health Coverage in Latin America, 385(9971): 

1230-1247.

27.	 Acosta O.L. y S. Cecchini (2016). Latin American pathways to 

achieve universal health coverage, en Health policy in emerging 

economies: innovations and challenges. Policy in Focus, Vol. 3, 

n.o 1, IPC-IG.

28.	 Titelman D., Cetrángolo O., Acosta O.L. (2015). Universal health 

coverage in Latin American countries: how to improve solidari-

ty-based schemes. Lancet, 2015 Apr 4;385(9975):1359-63.

29.	 Hernández-Lozada, D.F. y J.E. Bejarano-Daza (2017). Aporte 

de la universalización al logro de la equidad en salud, Rev Salud 
Pública, 19 (2): 199-203. 

30.	 Dickman S.L., Himmelstein D.U., Woolhandler S. (2017). In-

equality and the health-care system in the USA. Lancet, 389: 

1431-1441.

31.	 Pan American Health Organization/World Health Organization 

(PAHO/WHO) (2014). Plan of Action on Health in All Policies. 



ANNEX 5:
Human Resources as 

Protagonists of Health Systems 
Based on Primary Health Care



ANNEX 5: Human Resources 96

This document has been coordinated and elaborated by 
the commissioner María Isabel Rodríguez. The expert 
group members coordinated by Dra. Rodríguez were: Dr. 
Mario R. Rovere, Director of the Master of Public Health 
of the National University of Rosario (Argentina); Dr. Laura 
Nervi Professor-researcher in systems, services and health 
policies at the School of Population Health of the University 
of New Mexico (United States); Dr. Pedro Brito, Professor 
of the Andalusian School of Public Health (Spain) and Dr. 
Francisco Campos, Specialist in Scientific and Technological 
Development Policies of the Oswaldo Cruz Foundation 
(FIOCRUZ) (Brazil). Dr. Guillermo J. Argueta M. MD. MPH, 
Administrative Technical Assistant of the Health and 
Education advisory group of the Republic of El Salvador was 
the secretary of the group of experts.



97ANNEX 5: Human Resources 

El Human resources for health (HRH) is an extremely import-
ant, and highly complex technical and policy area. It involves 
developing human resources and integrating them in the work-
place, and is closely linked to health, labor, and educational 
policies, and to scientific and technological development.

Latin America and rest of the world have long recognized the 
importance of human resources (HR) to achieving health tar-
gets, despite some bumps along the way in terms of govern-
ment and multilateral action. In the decades prior to the Dec-
laration of Alma-Ata (1978) some authorities in the Region of 
the Americas acknowledged the crucial importance of training 
professionals; for example, in the 1961 Punta del Este Charter. 
During the 1970s, the relationship between medical training 
and social structures came to the fore, with a recognition of the 
role of the job market and the conditions that determine medi-
cal practice. The Ten-Year Health Plan for the Americas (1972) 
recommended that each country integrate comprehensive HR 
planning into its health plans (1). The main goal was to expand 
coverage to disadvantaged populations, especially in rural ar-
eas. The Ten-Year Health Plan proposed specific recommen-
dations for the geographic distribution of personnel. Other sig-
nificant experiences in HR development within the framework 
of subregional integration include the Health Training Program 
for Central America and Panama (PASCAP), operating from 
1982 to 1997, and the Latin American Centers for Health 
Education Technology (CLATES Brazil and CLATES Mexico) in 
the 1970s and 1980s. 

The actions launched by the World Health Organization (WHO) 
based on the Declaration of Alma-Ata are widely documented. 
Marking its tenth anniversary, document no. 9 of the Health 
for All series presented a package of decisive actions in which 
WHO and the Pan American Health Organization (PAHO) 
played a role, and which led in 1979 to the definition of strat-
egies aimed at aligning the work of training institutions with 
commitment to the objectives of Alma-Ata. In 1980, WHO 
called on countries to step up their efforts to achieve a critical 
mass of health leaders (2). And in 1984, the World Health 
Assembly and the PAHO Directing Council adopted a set of 
resolutions to promote the analysis of universities’ role in this 
area, and promote their integration into a common multidis-
ciplinary effort. 

Latin American universities responded differently to this call, at 
a time marked by major political change, economic and social 
crises, and underfinanced academic institutions in a state of 
upheaval. Several projects strove to fulfill academia’s mission 
of contributing to a more just and democratic society, and its 
need to assume leadership in the defense of human life and 
citizens’ fundamental rights, including health (3).

The results of these efforts were uneven; however, over time, 
the idea prevailed that they did not have a major impact on any 
of these areas: criteria for organizing health services, redefi-
nition of the rules of the job market for health professionals, 
the orientation of training, and the production of knowledge 
relevant to improving population health. Ultimately, the HRH 
field is subject to the same political and economic processes 
as health systems.

1. Human resource policies in health systems 
based on primary care

Health systems and determinants of HRH development 

It is important to bear in mind the international situation when 
the primary health care (PHC) strategy was launched, with the 
goal of achieving Health for All by the year 2000 (4). The In-
ternational Conference on Primary Health Care was held in Al-
maty (formerly Alma-Ata), Kazakhstan (then in the USSR) in the 
midst of the Cold War, in a clearly bipolar world (5). The leaders 
of the Conference recognized the unacceptable nature of ma-
jor socioeconomic inequalities among and within countries, as 
well as the poor state of health of millions of people, particularly 
in developing countries. Therefore, Alma-Ata proclaimed that 
PHC should be accompanied by the establishment of a more 
just “New International Economic Order”.

However, events since then have moved in the opposite direc-
tion from these aspirations. The Americas, and the rest of the 
world, have witnessed the consolidation of a neoliberal eco-
nomic model that has widened inequities between and within 
countries. Furthermore, recent years are seeing the resurgence 
of authoritarian governments, and setbacks that affect citizens’ 
rights and democratic principles (however imperfect). There is 
now less space for diplomacy, and debate on the possibility of 
a more just international order has been shut down. At most, 
the idea is being promoted that countries should be responsi-

Introduction
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ble for their own wealth and poverty, even though their margins 
of autonomy and sovereignty are increasingly narrower (6).

Among advocates of neoliberal policies, there has been a 
widespread effort to prove that universal and equitable health 
systems are economically inviable and unsustainable. There-
fore, the most common prescriptions aim, implicitly or explicitly, 
to privatize health care, promote a fragmented insurance mar-
ket, and increase out-of-pocket expenditure.

History shows us that the achievement of universal access 
requires health systems based on a solid majority of public 
financing (7). Therefore, it is important to recognize that tax 
reform remains a pending issue in our countries—because 
in almost all of them, the existing tax systems are regressive 
and insufficient, failing to exact a fair contribution to overall tax 
revenue from each social stratum (8). If there is no room in tax 
policy to increase public resources, how can health systems be 
financed and maintained?

Clearly, in many countries Universal Health Coverage (UHC) 
is viewed as an aggregate of population coverage segments 
having different qualities and costs, differentiated by socio-eco-
nomic strata—not to mention that in this current formulation, 
UHC leaves the door open for the public sector to subsidize 
the for-profit private sector through contracting private service 
delivery or intermediate services. In theory, the entire for-profit 
private provider system could operate at the expense of pub-
lic-sector financing or through deductible premiums, copay-
ments, and coinsurance paid directly by citizens.

Also important to remember is that a cooptation and denatur-
ation of the PHC concept began almost immediately after the 
goal of “Health for All by the year 2000” (World Health As-
sembly, 1977) was launched, followed by the Primary Health 
Care Strategy (Alma-Ata, 1978. A group of international actors 
with economic interests came up with so-called selective or 
simplified PHC, comprising a set of low-cost (“cost-effective”) 
actions targeting poor populations (9). This was the first neolib-
eral health proposal that combined basic benefits and targeting 
the poorest populations. Many countries adopted this limited, 
cost-cutting view, widely promoted by international financial 
institutions and some bilateral agencies through a bare-bones 
social policy for the poor that focused on providing a basic 
package of services.

1	  World Bank. World Development Report 1993: Investing in Health. Washington DC, 1993.

Although some countries (or regions or municipalities within 
countries) tried to implement the comprehensive Alma-Ata 
PHC proposal, in most cases, it was abandoned or barely im-
plemented. The reality was that the majority of countries im-
plemented a combination of both visions; however, their health 
systems provided deficient coverage, and very limited access 
to insufficient services in areas far from the large cities. The 
health systems in countries of Latin America and the Caribbean 
(LAC) have long been characterized by problems of social seg-
mentation and institutional fragmentation. These realities have 
severely limited—and continue to limit—the access, compre-
hensiveness, continuity, and quality of services.

The boom in neoliberal reforms based on the proposal of 
the World Development Report 1993: Investing in Health1 
published by the World Bank, and its implementation in Latin  
America following the proposal of so-called structured plural-
ism, not only strengthened the mercantile rationale underpin-
ning health systems (i.e., health care is not a right; rather, it is a 
good that has a price on the markets where citizens should ac-
quire it), but also focused almost exclusively on curing disease. 
Thus, health promotion, prevention, and public health actions 
were relegated to the back burner, both in terms of political 
priorities and financing. 

The successive waves of neoliberal reforms since the early 
1990s have maintained the same essential ideas, while taking 
new and different forms. At present, most of the countries in 
Latin America have followed a structured pluralism approach 
to reforming their systems (10), opting for a financial model 
of segmented insurance to achieve the goal of UHC. There 
have been—and continue to be—exceptions, but they are in-
creasingly uncommon (11-13). One condition for profit-based 
models of care to gain strength is the weakness PHC-based 
health systems. If the business of health is at the center of 
health systems, this is incompatible with the values of the Dec-
laration of Alma-Ata.

Historical experience around the world shows that only health 
systems featuring strong, comprehensive PHC can ensure 
UHC, universal access to services, and an effective quality 
health system. Only health systems with solid, majority public 
financing can guarantee the right to health (14). It is a serious 
omission to discuss UHC and not mention the right to health 
as a central element in public policies that support UHC, as is 
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denying the crucial contribution that health workers make to 
health systems, of which they are the essential component.

In this general context, both HR development and recognition 
of the leading role that health workers play in health systems 
were largely overlooked. It should be noted that, in neoliberal 
reforms, the workforce is an adjustment variable subject to pol-
icies aimed at dismantling the civil service and its institutional 
capabilities (i.e., downsizing), deregulating labor (more flexible 
work, lack of job security), decentralization, privatization of so-
cial security and pension systems, and privatization of the edu-
cational system—especially with regard to health professions 
and to higher education and technical training.

Human resources as the cornerstone of health systems and 
of public health care

An indispensable component of a strong PHC is a health work-
force comprising comprehensive health teams, having suffi-
cient quantity and quality to guarantee universal quality access 
to health. It should be a competent, sensitive workforce with 
the capacity to serve the needs of the community. Forty years 
after Alma-Ata, this workforce strength does not exist in the 
majority of Latin American countries. The shortage of PHC 
health personnel is the principal problem of HRH in the Region 
of the Americas.

In what systems do health workers serve? Existing health sys-
tems are characterized by their authoritarian management, and 
by little or no worker representation. Labor relations have de-
teriorated at both the individual and collective levels. Health 
workers experience increasingly precarious employment con-
ditions. The process of dehumanizing health workers has in-
tensified—which can be seen in approaches to performance 
analysis. 

This vision hinders understanding of health personnel’s role 
in facilitating or obstructing the transformations that are car-
ried out (or in maintaining the status quo), and as architects 
of health systems. But above all, it denies them ownership of 
their work and enjoyment of their rights, both in terms of policy 
as well as in labor relations (15). It is curious that, in general, 
attempts to incorporate social participation into health systems 
almost always bypass health workers.

Weaknesses of policies on health and health workers 

The macro-level problem of the shortage of PHC health per-
sonnel in health systems is, essentially, a political problem 

stemming from the weakness, insufficiency, and/or absence 
of HR policies aimed at meeting the health needs of the pop-
ulation (16).

The old problems of absolute and relative scarcity of health 
workers at the basic levels of care and in the poorer areas far-
ther away from capitals and large cities have yet to be resolved. 
In many cases, they not only persist, but have worsened (17).

The policies implemented in some countries have not had the 
expected success—or they have simply failed. In many coun-
tries there have never been policies to step up the presence of 
health teams in the poorer, more remote areas (18).

Given this situation, it is important to try to answer the follow-
ing questions. What policy windows do governments have for 
developing HR policies? What strategies could be developed 
within the government? (For example, how should national 
governments lead the creation of policies and financing for 
health systems?) How could treasury departments stop de-
ciding what categories of the health budget are eliminated or 
are cut in the event of a fiscal crisis, and how can they respect 
the priorities marked by health leaders to control the budget? 
Who regulates the actions of agents and stakeholders in the 
health field, and how? And with regard to national and inter-
national private actors and interests, we can ask ourselves, for 
example, how can countries’ decision-making power regarding 
cooperation resources be increased? How can private actors 
be regulated, and how can health workers be included, in the 
development of health policies? Who are the social actors able 
to help increase policy opportunities?

Ensuring funding for primary health care workers

One of the main problems underlying all of these issues is that 
of insufficient funding to provide health services and service 
networks with the staffing levels required if PHC is to have a 
high response capability. Traditionally, PHC approaches have 
not been a budget priority, leading to budgets that have nearly 
always been—and continue to be—insufficient. When eco-
nomic crises or natural disasters strike, or austerity policies are 
implemented, or funds are scarce, budget cuts tend to target 
PHC.

To achieve universal health, it is important that every health 
system define PHC as a strategic priority. Based on this policy 
priority, actions are then designed to ensure that the required 
resources are available for teams at the different levels of care, 
to serve all populations, everywhere. This is not only a matter of 
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ensuring resources for physicians, but for all health teams and 
for comprehensive health actions, including the public health 
actions that are inherent to any health system.

Too often, when resources are scarce, health authorities have 
to make a choice between gateway services to the system 
and hospitals, which are more complex; this is especially true 
in the absence of integrated health services networks (IHSNs). 
Usually, political and media pressure lead authorities to decide 
to support hospitals, because of the clout and mobilization ca-
pacity of trade unions and professional associations.  

It is also necessary to highlight the serious current problems in 
nearly every country in the Region: multiple jobholding, grow-
ing lack of job security, and even health workers employed in 
the informal sector, among other related subjects that are a key 
part of any health planning process (19).

Planning and management of public health care personnel 

In the absence of health policy priorities to strengthen PHC, it 
is very difficult to plan for health personnel needs. Data sys-
tems generally are unprepared to support the definition of such 
needs, so health personnel data systems must be strength-
ened, considering not only basic care units, but the IHSN, 
which comprises the essential levels and settings for strength-
ening the PHC strategy.

Unequal distribution of health workers in the large cities—to 
the detriment of areas that are more remote, less developed 
economically, and suffering greater poverty—is one of the 
most serious problems that must be resolved. It is not only 
a consequence of deficient personnel policies or lack of re-
sources. Training processes that are concentrated in hospitals 
and, especially, in the most complex, create conditions for a 
professional practice that tends towards specialization, techno-
logical dependency, and creates expectations regarding liberal 
professional practice.

Thus, in addition to staffing strength, other complex and defi-
cient areas must be considered. The most critical is retention 
of health workers in the more remote and poorer areas of a 
country. To address this problem, some ministries of health 
have implemented monetary incentive schemes to retain per-
sonnel, following the recommendations of development banks. 
There is no evidence confirming that such interventions have 
led to large-scale sustained successes.

Comprehensive public health care teams

When health policy strongly and continuously favors PHC-
based systems, this strategy leads to comprehensive, contin-
uous care that responds to community needs and is sensitive 
to the local culture. Like all health interventions, it should be 
effective and efficient, focused on teamwork, and cover pro-
motion, prevention, recovery, and rehabilitation. Furthermore, 
it should be carried out in a democratic relationship with the 
population that it serves.

To achieve this, it is necessary to have a set of essential, spe-
cific, and complementary skills. Together, these should ensure 
quality care meeting the above criteria. PHC requires a com-
petent, integrated health team.

The Region has a great deal of experience regarding this is-
sue. Nearly every country has tried to build and maintain health 
teams to ensure implementation of different approaches to a 
PHC strategy.  Likewise, there is a string of successes and 
failures in this area. 

The general consensus is that, for a harmonious division of 
knowledge and responsibility, teams should have skills regard-
ing:

•	 Instrumental and technical mastery and management of 
health technologies, as well as the information and com-
munication skills pertaining to each discipline.

•	 Public health, including skills for analyzing the health situa-
tion and social determinants of health, health surveillance, 
and service management.

•	 Comprehensive population care, which involves the mas-
tery of skills regarding promotion, prevention, treatment, 
and rehabilitation.

•	 Capacity to work in IHSN, ensuring the comprehensive-
ness and continuity of care.

•	 Participatory management and relations with the commu-
nity, civil society, and local government.

Many of these skills are not acquired in professional or techni-
cal studies. Educational models and programs at most health 
science schools do not train students in the skills necessary for 
working within the context of a PHC strategy. A clearly defined 
policy is necessary to promote special postgraduate programs 
and continuing education to keep health professionals abreast 
of new developments, and for them to learn new skills. 
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Service fragmentation and weaknesses of integrated health 
services networks

Institutional and organizational fragmentation is the other major 
structural problem of health systems in LAC countries. This re-
fers to the coexistence of health organizations belonging to the 
different institutions that form a health system, but having little 
or no coordination, complementarization, or collaboration (e.g. 
public services from ministries of health; social security, wheth-
er public or privatized; private services having different levels of 
capital concentration; and services associated with faith-based, 
community, or philanthropic groups, or with the armed forces). 
This lack of coordination is exacerbated by services presenting 
different levels of management capabilities and installed ca-
pacities—not to mention the alternative medical models and 
services that are cobbled together in different ways with official 
models and services.

Fragmentation is one of the factors affecting the lack of con-
tinuity and comprehensiveness of care, which in turn contrib-
utes to the poor quality of care and the extraordinary waste of 
resources. After three decades of attempts to strengthen PHC, 
the Region has been forced to consider the IHSN model to 
overcome this fragmentation. IHSNs undertake to organize the 
health system at every level, while forging collaboration and 
coordination relationships among the different organizations 
providing care in a given population or territory (20).

To this end, PAHO/WHO generated theories and methodol-
ogies that were made available to countries; however, broad 
experience with IHSNs is still unavailable, and there are no 
evaluated projects that are comparable to each other. Some 
countries have had limited local or regional experiences, but 
these are still very far from having a sustained epidemiological 
impact. Above all, interest in IHSNs has focused almost exclu-
sively on ministries of health, while the social security sector 
and, especially, the private sector (both nonprofit and for-profit) 
have not been integrated, since this poses challenges related 
not only related to health systems’ fragmentation, but also to 
their segmentation.

These difficulties mean that most health personnel at local 
levels in a PHC setting continue to work in isolation, separat-
ed from the levels of higher complexity, without referral and 
cross-referral systems, and without effective communication 
between the teams themselves, and between teams and hos-
pitals.

Gender and the workforce

Historically, the health workforce has been marked by a ma-
jority presence of women. The notable increase over the last 
several decades in the proportion of women physicians has 
helped increase the visibility of this phenomenon in the med-
ical profession. The consequences of these changes are far 
from being solely demographic, and they highlight how in many 
countries, HR policies and management—including incentives 
for taking a post in underprivileged areas—have been based 
on working condition and contracts basically designed for men. 
Analyses of gender and the health workforce must be stepped 
up substantially to define more just policies in all technical and 
professional categories (21).

Migration of health workers

It is also important to address the issue of health worker mi-
gration. If countries are incapable of retaining their technical 
personnel and other health professionals, they will be unable 
to maintain a stable, well-trained workforce. When wealthy 
countries absorb health workers from poorer ones, a grow-
ing number of these workers ultimately do not join the health 
workforce of the receiving country, but rather find employment 
in other, less skilled positions. Adequate study and evaluation of 
current experiences regarding the mass movement of profes-
sionals are essential, as well as bilateral agreements (within the 
framework of South-South cooperation or not) on personnel 
movement to strengthen PHC in receiving countries that are 
trying to solve their staff shortages.

2. Human resources training and primary health 
care: The challenge of universal health

As already noted, 40 years after the Declaration of Alma-Ata, 
shortage of PHC health workers remains the principal HR prob-
lem in the Region. This deficit not only results from the lack of 
resources for hiring staff to work in PHC settings. The problem 
goes beyond the health system and involves the educational 
system—especially higher and technical education, which is 
mainly responsible for training health workers.

It is a commonplace in public health circles to refer to the 
“divorce” between staff training and the performance require-
ments for the same staff in health services. This is an old prob-
lem, older than Alma-Ata, but one that until now has had no 
effective, structural, and sustainable solution.
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Beyond health policies, or despite them, or due to them, or 
in their absence, hospitals (which is where health profession-
als are trained) in LAC countries have, since the mid-20th 
century, increasingly adopted a model of specialization, with 
ever greater dependence on technology and medical devices. 
These settings focused on disease not only tend to develop a 
recovery-oriented model of care revolving around the figure 
of the specialized physician, but also a training model leaning 
towards specialization and overspecialization. 

However, Alma-Ata defined PHC as a force for transforming 
this dominant model in health care and staff training. Forty 
years later, we know that structural change did not take place, 
but we also know that some progress was made.

University education

In its strategic dimension, PHC represents a reform agenda for 
the health sector aimed at developing the conditions to make 
the right to health for all a reality, and guaranteeing it. In the 
majority of experiences it has acquired its maximum visibility in 
the substantial expansion, in terms of quality and quantity, of 
first-level care, as well as in the recognition of health practic-
es that are undertaken in the same setting where people live, 
study, work, and have leisure activities.

With PHC, hundreds of thousands of community workers, 
nurses, midwives, general practitioners, family physicians, and 
physicians with basic specialties worldwide have expanded the 
frontiers of health services. These professionals have interacted 
with communities whose identities and cultures had remained 
hitherto nearly invisible, and have learned from them.

PHC poses enormous challenges to professional health train-
ing. The necessary skills are so many and so complex that it 
has become necessary to create a new figure, on which rests 
the expectations of reaching underserved communities. That 
figure is the health team: a multidisciplinary health team using 
a combination of knowledge and training levels that can cover 
everything from promoting health and preventing disease to 
discovering or adapting context-appropriate technologies, or 
learning the local native languages.

However, university education systems have remained rigid and 
powerless in the face of these challenges. There are not many 
inter-professional experiences in undergraduate education, nor 
has the role of community health workers been standardized 
and professionalized adequately. Furthermore, in some situa-
tions, the professional skill sets needed to work in the first level 
of health care are taught in postgraduate programs that include 

a certain amount of un-learning of what students learned as 
undergraduates.

In most countries, the health and education sectors have differ-
ent mentalities. The health sector still finds itself forced to pro-
vide very short-term responses, whereas the education sector 
is subject to a much slower dynamic, and faces the difficult task 
of surmounting the educational models of the past. This situa-
tion is even more problematic in countries where the dynamics 
of governing coalitions often mean that the authorities in one 
sector are from a different party than those in the other, hin-
dering intersectoral dialogue and possible synergies between 
health and education policies.

There have also been serious attempts at change, as well as suc-
cess stories, in the more than five decades of education reforms 
launched before the Alma-Ata Conference. These attempts all 
questioned training models based on scientificism, and, to differ-
ent degrees, offered community-oriented learning experiences. 
Outstanding among them were initiatives introducing community 
medicine in the United States, Canada, and some Latin American 
countries. Other highlights include the Mexican and Canadian re-
forms of medical education in the late 1970s, the widespread 
introduction of social and preventive medicine in Latin American 
medical schools, and the integration of training into care settings, 
which eventually led to the integration of teaching and research 
in community services.  Also noteworthy were the attempt to 
promote multidisciplinary training, involving the Latin American 
associations of medicine, nursing, dentistry, public health, and 
social medicine; and events such as the Medical Education Con-
ference hosted in 1994 in Punta del Este by the Pan American 
Federation of Associations of Medical Schools (FEPAFEM) and 
the Latin American Association of Medical Schools (ALAFEM).

In the early 1990s, a project with an international scope was 
created, called “University and Health for All”. It was a remark-
able experience in its conceptual development, but had limited 
impact on ordinary activities, whether at ministries of health or 
at individual medical schools. Intersectoral health and educa-
tion commissions have been proposed, but it is difficult to enlist 
support from ministries of health, which are subject to different 
technical and political agendas.

Even when political commitment is present on both sides, the 
ethos of these areas has held back major progress. Thus, the 
spirit of Alma-Ata and its message have been reduced to a 
topic on the syllabus, or part of a master class on social or 
preventive medicine. Only in very few cases has it been main-
streamed across the curriculum.
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The multilateral level has seen a reaffirmation of the importance 
of achieving common policies for health and education. An ex-
ample is the 2005 Toronto Call to Action, and the Strategy on 
Human Resources approved at the 29th Pan American San-
itary Conference in September 2017, which reaffirmed that 
course, and renewed the commitment of governments in the 
Region. This can be seen in the Strategy’s line of action 3: 
“Partner with the education sector to respond to the needs of 
health systems in transformation toward universal access to 
health and universal health coverage” (22). 

The role that PAHO/WHO has played in technical coopera-
tion to develop medical education and the health professions 
is widely acknowledged (23). An example of such initiatives 
is the project on University and Population Health, developed 
between the Union of Universities of Latin America and the Ca-
ribbean (UDUAL) and PAHO/WHO between 1987 and 1993, 
which tried to establish a university support program for health 
development. This initiative was preceded by a long reflection 
which recognized that a mono-professional approach would 
not be able to achieve the basic principles of a comprehen-
sive health approach, and that health services and universities 
were travelling on parallel paths that rarely coincided. Another 
example was the journal Educación Médica y Salud (Medical 
Education and Health), published between 1966 and 1995, 
which became a key vehicle for scientific communication. In 
the mid-1990s, an initiative of the Kellogg Foundation and 
PAHO/WHO led to a series of projects based on close co-
operation among universities, health services, and communi-
ties (known as UNI projects) that carried out innovative work 
in several countries. In conjunction with this initiative, in 1997 
the PAHO/WHO Textbook Program published the influential 
Educación médica (Medical Education)2  which sparked the 
next wave in curriculum reform that embraced problem-based 
learning and a community approach. In the 2000s, the se-
ries La Renovación de la Atención Primaria de la Salud en las 
Américas (The Renewal of Primary Health Care in the Ameri-
cas) promoted new reforms and put a reinvigorated PHC at the 
heart of study programs for health careers.

Continuing health education

Continuing health education (CHE) constitutes a similar con-
cern and presents notable shortcomings, given its absence at 

2	  Venturelli J. Educación médica: Nuevos enfoques, metas y métodos. Series PALTEX Salud y Sociedad 2000, Washington DC, 1997.

the university level and the limited interest of health ministries. 
Existing CHE is limited, discontinuous, and often mono-disci-
plinary or oriented towards special programs that try to incorpo-
rate first-level services into the scope of their objectives. This is 
no simple task, since it has to address a great deal of territorial 
dispersion, isolation, travel costs, the risk of losing participants’ 
attention, and low access to basic communication services 
(electricity, land lines or mobile phones, and internet services). 
These factors tend to be used as arguments for delaying or 
postponing CHE mechanisms for health teams, despite being 
nearly as vital to their work as supplies or equipment.

PAHO/WHO technical cooperation in CHE has been intense, 
producing publications, educational materials, and direct co-
operation to define, implement, and evaluate CHE policies and 
programs (24-32).

Technological innovations in communications are making 
it possible to combine continuing education with distance 
learning and telemedicine, while reducing the limitations and 
costs of maintaining an interactive education process that not 
only reaches first-level teams but also involves more complex 
levels in local conditions, thereby enriching the responses of 
an IHSN.

Dramatic changes in morbidity constitute another challenge 
for health teams’ continuing education and training, which to 
date have remained relatively rigid despite substantial chang-
es. There are many examples of these transformations, includ-
ing changes in communicable diseases as a consequence 
of the explosive combination of globalization, climate change 
(especially in the vector diseases), and growing resistance to 
antimicrobial drugs; a notable increase in chronic diseases 
(communicable and noncommunicable) in all the stages of 
life; and increased longevity. There are many other chang-
es, as well, including those affecting adolescent health, which 
have led to intersectoral actions aimed at reducing accidents, 
self- or hetero-aggression, and early pregnancies; the conse-
quences of addictive substance abuse; large-scale migration, 
which compels health services in different countries to share 
knowledge and experience; and natural and man-made di-
sasters, which demand a higher level of first-aid training from 
health teams (33).
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New demands on training institutions and continuing  
education for health teams

There is a recognized need for health services to play a 
high-profile role in the coordination of teaching, research, and 
community services, given that they are the prime learning set-
ting. At the same time, this requires diversifying beyond the 
university hospital, transforming the entire service network into 
a training ground.

Although health services consider this coordination of settings 
and learning experiences as a “donation” to universities, these 
same universities will not easily take on any responsibility in 
CHE for health workers, since they see this as a task that “nat-
urally” corresponds solely to the services, as their “employers”. 
However, establishing mutually beneficial agreements that in-
tegrate universities into CHE has obvious strategic potential.

Moreover, today’s training programs enjoy fresh opportunities, 
thanks to important advances in learning methods, using infor-
mation and communication technology that not only expand 
possibilities for formal education, but actually transform it. Dif-
ferent media, pragmatic tool combinations, and techniques are 
forcing us to rethink how we create and circulate knowledge, 
as well as methods of evaluation and documentation. This is 
leading to an expansion of technical and professional training 
and CHE into new settings, and creating new instruments or 
revamping traditional ones, such as 

such as supervised training sessions, consultations, telemed-
icine, and properly documented in-person or online referrals.

Immediate challenges

To meet the demand for an expansion of first-level care as 
one of the conditions for universal access and coverage, new 
clinical and service management skills will be required. These 
will include enhanced intercultural and environmental skills, 
better values training (especially with regard to gender, ethnic, 
and generational equity), and a higher capacity for working in 
multidisciplinary teams that include community health workers.

Accordingly, it is very important to move forward in the con-
solidation and redefinition of health teams as key players in 
achieving greater access, coverage, and social protection, 
substantially expanding their training in family and community 
health, public health and population health, and service man-
agement, as well as to promote inter-professional teams within 

3	  World Health Organization‎. World Report on Knowledge for Better Health: Strengthening Health Systems. Geneva: World Health Organization, 2004. http://www.who.int/iris/
handle/10665/43058

IHSNs to ensure access to more complex levels of care when 
necessary.

The institutional, technical, and political foundations for this de-
sirable result will involve an intersectoral strategic partnership 
between education and health—a partnership able to expand, 
sustain, and consolidate comprehensive health teams that are 
well-trained, motivated, and committed to the right to health at 
all times, everywhere (34).

3. A PHC approach to research on health systems 
and services 

Health research

Since the early 2000s, there has been a focus on the vital 
importance of health research (across the board) for strength-
ening health systems and services. Three WHO milestones in 
this area are the World Report on Knowledge for Better Health 
(2004)3, the 2005 Ministerial Summit on Health Research in 
Mexico City, and the 2008 Bamako Summit.

All available studies and diagnoses recognize that, in LAC: a) 
the production of knowledge offering responses to the Re-
gion’s health needs is insufficient; b) knowledge organization 
and knowledge are inadequate; c) most research findings are 
discarded; and d) research lacks the necessary rigor (35).

In 2009, the PAHO Member States approved a regional health 
research policy for the Americas. Since then, the majority of 
them have developed national health research policies. By De-
cember 2017, 16 countries reported having established such 
a policy, and 18 Caribbean Community (CARICOM) countries 
endorsed a common policy (36). 

Major differences remain between countries in their ability to 
produce, use, organize, and monitor health research. More-
over, research organization and management are sometimes 
nonexistent. Unfortunately, in LAC health research remains a 
weak public health function, and there is a consensus that this 
must change (37).

With regard to health research, it is important to highlight 
that we must never assume that there is a common situation 
prevailing throughout the Region of the Americas, due to the 
enormous disparities in health research between the United 
States and Canada, on the one hand, and LAC, on the other. 
The health research field reflects, like almost no other, the huge 
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gap between North and South—which does not mean that 
the North does not have its own shortcomings, inequities, and 
challenges. The North not only determines scientific and tech-
nological developments, mainly in equipment and drugs; it also 
determines the models of care that have taken root in much of 
LAC, especially in the service and insurance models targeting 
the middle classes (38).

Even though research capacity in LAC remains low, there have 
been some improvements. The first is that in the last 15 years, 
spending on research and development grew from 0.57% to 
0.8% of GDP (although this is still below the expenditure of 
OECD countries, which ranges from 2.5% to 2.8% of GDP). 
Moreover, in the same period, the number of scientific publica-
tions in the health field tripled (39).

It is important to take into account that an increasing propor-
tion of the biomedical research carried out in LAC universi-
ties, research centers, and health services consists of clinical 
trials and population studies financed by the pharmaceutical 
industry or philanthropic groups from the United States. This 
issue has not been sufficiently addressed or examined, and 
has consequences for the ethical—and many other—aspects 
of research (40-41).

Contributions of research in the area of human resources for 
health

A significant part of research on health systems and services 
has to do with the labor component; i.e., with health workers. 
Until the late 1980s, the health sector was analyzed basically 
in terms of services and training. The health workforce was 
considered part of the service area, and perceptions regarding 
their working conditions were associated with available skills, 
training, and inputs. Progress was made thanks to a broader 
understanding of HR that incorporated into health services not 
only the training dimension, but also the labor dimension (job 
markets, work processes, labor relations).

HRH research shows that the health workforce is characterized 
by a wide variety of hiring and employment practices (many 
different hiring arrangements, workdays with variable hours, 
and statutes that change from the national to the provincial 
and municipal levels). Moreover, officials often do not know 
the number and positions of their staff, and there are no reli-
able statistics on wages and salaries. Several countries began 
studying working conditions and hiring systems as a part of 
designing, implementing, and evaluating their policies. These 
studies showed that in the 1990s, the health sector was one 

of the hardest hit by the introduction of flexibility into the labor 
market. They also showed that in the first decade of the 2000s, 
the situation tended to be reversed in some countries, and that 
at present, new employment models are once again having 
an impact on the sector. Many of the programs for expanding 
coverage in LAC were based on precarious employment and 
hiring models. Furthermore, these studies indicated that health 
workers (together with those in education) were and contin-
ue to be the groups with a highest number of labor conflicts 
and work stoppages in many LAC countries. In addition, the 
sector has a significant level of overemployment (due to long 
workdays) and multiple jobholding (having two, three, or even 
more positions at once) in medicine, and to a lesser extent in 
nursing. There are also major differences among geographic 
areas within the same country, as well as between different 
countries (42).

Based on this evidence and with a view to promoting the defi-
nition of staff development policies, PAHO/WHO spearheaded 
the creation of a Human Resources for Health Observatory, 
aimed at dynamically monitoring these issues. This led to ad-
vances in the consideration of HR management as a critical 
resource for meeting health policies’ goals.

Another area of research in this field is the sociology of health 
professions. The health professions are considered models for 
studying the transformation of occupations throughout a com-
plex process involving knowledge, power, and standards within 
specialized institutions, which differentiates them from other 
economic activities. LAC is characterized by having weak in-
stitutions and strong professional associations—among them, 
those for health workers (43).

Despite nearly three decades of research on the health work-
force and its importance as a critical factor in sectoral, techno-
logical, and organizational changes in health systems, this does 
not seem to have contributed to the development of policies 
improving the objective situation of the workers in the sector.

Lack of research on health systems and services with a 
public health care approach

As early as the 1980s, Halfdan Mahler had already identified 
the unfortunate worldwide shortage of researchers specialized 
in health systems. Moreover, he pointed out that this type of 
research had not gained respectability among biomedical sci-
entists (44). Indeed, research on health systems and services 
(and especially on health systems with a PHC approach) is 
the least developed kind of health research in the Americas, 
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having less funding in both absolute and relative terms, and 
is conceptually weakest in terms of its epistemology, theory, 
and methods. It is widely recognized that, in LAC, decisions 
concerning the orientation of health policies are not generally 
based on knowledge production or scientific evidence. This is 
partly because health policy decisions are subject to restric-
tions and pressures from outside of the field (usually financial, 
but also ideological when models of care are concerned). To a 
lesser extent, this can also be explained by the lack of a solid 
corpus of research that addresses health services’ needs and 
potential in each context.

Furthermore, it should be emphasized that the scientific evi-
dence produced in the North and in the South concerning ma-
jor programs for primary and secondary prevention (prevention 
of cervical cancer, prevention and treatment of diabetes at the 
PHC level, screening for colorectal cancer, and prevention of 
lung cancer, among many others) is either not followed or is 
impossible to introduce in countries that have adopted, at least 
partly, a PHC-based health systems approach.

Using this evidence would save lives and money in the medium 
and long term; however, lack of political commitment is the 
most commonly reported obstacle. Furthermore, operations 

research in health services carried out by the heath workers 
themselves is practically nonexistent. When it does exist, the 
challenges to implementing the results of such research are 
huge, because the settings where this knowledge is produced 
are resistant to change. However, there have been and are 
initiatives to step up research in this field, although there have 
also been obstacles to disseminating its results in the very set-
tings where they could be most advantageous.

Although imperfect and with many shortcomings, depending 
on national situations and historical timing, LAC countries’ in-
formation systems hold a wealth of data that could be used 
to promote this type of research. Likewise, the data available 
in health services, at all levels, could contribute to high-quality 
observational studies, while the process research itself could 
identify inconsistencies, gaps, and opportunities to improve in-
formation systems.

Lack of trained research personnel and allocated financial re-
sources, an absence of effective research policies in this field, 
and barriers to the dissemination of results are the problems 
most commonly reported, both by researchers at universities 
and by the leaders of health systems.
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