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Abstract This study analyzed potential conflicts
of interest regarding the commercial private sector and health promotion policies, particularly
their interface with the food and nutrition field in
Brazil. The paper addresses the influence of international ideas in this process. The study analyzed
the two separate publications of the Brazilian
National Health Promotion Policy – of 2006, and
of 2014 – and the international agreements that
supported them. The method used was analysis of
documents, with a categorization into the following dimensions and categories: In the dimension
of the Ideas of health promotion, the focus items
were the principles and the strategies proposed;
In the dimension of conflicts of interest, these aspects were identified: the approach in the documents, relationships with the commercial private
sector, and proposals referred to as ‘public-private
partnerships’. It was concluded that these policies
still adopt a fragile approach in terms of conflict
of interest. The debate is de-politicized when the
asymmetries of power between the sectors involved in the public-private relationships are not
made explicit, or when the practices of the commercial private sector that harm objectives, principles and values of health promotion policies are
left out of account.
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Introduction
Analysis of policies of health and nutrition, both
in the international scenario1-7, and in the Brazilian context8-12, indicates how potential conflicts
of interest can affect the design and the course of
implementation of governmental actions.
These actions mobilize a significant volume
of public funds and involve large-scale economic
interests. Thus, conflicts arising in relation to the
appropriation of these funds can cut across the
whole political process. The very terms of policies are disputed: the concepts about the problems; the justifications for instituting certain
measures and not others; and other issues8-12.
The conflicts of interest that involve the interests of the commercial private sector deserve
attention, whether for the growing influence of
transnational corporations in the political process, or because practices (such as, for example,
market strategies for unrestricted stimulus to
buying and consumption) and products (e.g. ultra-processed food, and pesticides) of this sector
have been associated with increases in chronic
non-communicable diseases (CNCD) and their
risk factors5-7,10,13.
Among the group of health policies that can
be affected, health promotion strategies take on
particular importance because they can signal existence of pacts involving the commercial private
sector as a possible solution for health problems.
Analysis of potential conflicts of interest can expand understanding of the political disputes in
this field and indicate implications for achieving
health objectives.
Internationally, the inventory of ideas on
health promotion has been fostered by the World
Health Organization (WHO) since the 1970s,
and disseminated by a group of events and documents, such as the Global Conferences and the
Health Promotion Policy Letters, which have influenced governmental action in various countries14,15. In Brazil, the two instances of the National Health Promotion Policy (NHPP)16,17 enter
into a dialog with this inventory of ideas.
Although the conception of health promotion is not uniform14,18,19, the approach to health
in all the policies indicates that the relationships
between health, wellbeing and equality, and economic development need to be taken into account in the public agenda through new political
pacts between government and ‘non-governmental’ sectors20,21.
However, the political process underlying
the construction of these policies and pacts is

not exempt from conflicts of interest of various
types, especially when dealing with articulation
of health promotion actions with economic
growth/development. In this context, the interests of the governmental sectors, civil society and
the commercial private sector (which are, per se,
heterogeneous and marked by internal conflicts)
are in constant dispute, even though they may
converge in some specific situations.
In view of the importance of this debate, the
study analyzed the potential conflicts of interest that involve the commercial private sector in
the ambit of national health promotion policies
and international health promotion agreements,
highlighting a focus on the subjects of diet and
nutrition. The study sought to identify points of
focus, principles, values, strategies and the approach to conflict of interest in these policies.

Theoretical frame of reference,
and methods
The concept of conflict of interest (COI) has
been widely problematized in the international
literature, although the number of studies that
deal with this subject in relation to diet and nutrition is not large22. In Brazil, Law 12813 of May
16, 201323, and Interministerial Order 333 of September 19, 201324, characterize conflict of interest as ... the situation generated by a confrontation
between public and private interests, such as could
harm the collective interest or improperly influence
performance of the public function.
The sphere of public action goes beyond the
frontiers of the various components of apparatus
of the state and of government policies, and there
are multiple policies networks and interests that
connect the commercial private sector with organizations of society and governments. Thus the
debate on conflict of interest opens a wide range
of questions on definition of the public and private interest; on the (im)possibilities of these
sectors being treated in such a distinct and dual
way (given the privatization of the public and the
different types of interests that cut across governments); the distinctions of the private sector
(profit or non-profit; philanthropic; commercial) and, consequently, what precisely is to be
called a conflict of interest11,22. To avoid analytical
reductionisms arising from these categorizations,
policy collectives suggest that analysis of conflict
of interest should consider whether the products,
practices and institutional policies of the sectors
injure interests, objectives and principles that
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Results and discussion
Different areas of focus
for health promotion
An approach to health promotion that is initially identified refers to the proposals that emphasized changes in individual behavior, such
as the Lalonde Report of 1974, which marks the
early beginnings of proposals for healthcare in
Canada30. This point of view presupposes that
individuals should assume responsibilities in
relation to the deleterious effects of their habits
and lifestyles14.
Another focus, already present in the first international health promotion conference in Ottawa, 198632 and in the Alma Ata Declaration31,
emphasizes actions directed toward: transforming the ‘social determinants of the health-illness
process’; creation of healthy environments; and
reorientation of health services. These elements
characterize the approach referred to as the ‘socioenvironmental approach’ to health promotion, which enters into a dialog with the widened
concept of health as resulting from a group of
social, economic, and political factors, including
diet and nutrition15,32. Consequently, the strategies proposed go beyond the indications of individualized change in behavior. However, even in
the ambit of this widened approach, it is possible
to identify two perspectives with distinct emphases: one, which comes close to the logic of prevention, sustained on the epidemiological models of
risk factors and prevention of specific diseases;
another, based on positive action for health and
the construction of healthier life contexts18,19. The
texts of the Brazilian National Health Promotion
Policies (NHPPs) are an example of how these
two logics coexist, because they refer to specific
illnesses or problems and provide a wider focus
of the health-illness process – especially the 2014
NHPP17.
Polarization between these different points of
view depoliticizes the debate, since health promotion, although it is not restricted to the sphere of
the individual, cannot ignore the importance of
this perspective19. Thus, it is not a case of reiterating the classic dichotomies between individualized and socio-environmental approaches, but of
recognizing how the different proposals contribute to understanding of conflict of interest.
The idea-inventory of health promotion, and
the politics arising from it, have given rise to different and even antagonistic opinions in the academic debate between those who consider them
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orient the public actions and policies constructed
in each geopolitical territorial context22,25.
Based on these frames of reference, the study
used as it basic structure the method of analysis of documents26, and the conception of documents as discursive practices (constructed in a
given situation, time and space) and strategies
of power that indicate possible agreements in a
given context of disputes of interests and conceptions. The discourse formalized in them is a
social practice, because it not only presents ideas
or representations about reality, but institutes
processes and categorizes reality itself, through
the production of meanings27,28. Considering the
indissociability between discourse and practice,
Griggs and Howarth29 propose that studies in this
field should problematize the regimes of practices in a given context, the different forms in which
a question is approached and how these regimes
make possible the inclusion and exclusion of given political subjects and questions. Further, they
highlight that the analysis should consider the
conditions of production and the logics of the
discourse, including the identification of narratives that mask and ‘naturalize’ the relationships
of power, by treating questions that are socially
constructed as if they were ‘natural’ or ‘given’29.
Based on these conceptions as reference, the
analysis of documents was organized based on
the following dimensions and categories: (1) in
the dimension of the inventory of health promotion ideas, the following points of focus in health
promotion were problematized: principles, values, directives/guidelines and strategies proposed
in the policies; (2) in the dimension of conflict
of interest, the approach given to the subject was
considered through analysis of the relationships
with the commercial private sector and proposals
referred to as ‘public-private partnerships’ (PPPs).
International documents were analyzed that
historically disseminated the idea-inventory of
health promotion since the 1970s and Brazilian
policies that formalized proposals for the Brazilian scenario: The Lalonde Report30, the Alma
Ata Declaration31, the statements of the Global Health Promotion Conferences – the Ottawa
Charter, the Adelaide Recommendations, the
Sundsvall Statement, the Jakarta Declaration,
the Mexico Ministerial Statement32, the Bangkok Charter33, the Nairobi Call to Action34 and
the Helsinki Statement35, the regional declarations – of Santafé de Bogota36 and the Caribbean
Charter37 – and the two instances of the Brazilian
National Health Promotion Policy16-17.
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to be transforming factors or conservers of the
health status quo (marked by inequities of different types, including of power). This antagonism
can indicate the ambiguous character of certain
assumptions, the de-politicization of certain debates, or the non-deepening of subjects such as
the relationship between capitalism and health14.
The 2014 NHPP17 seems to make progress in this
aspect when, for example, it analyzes themes such
as manner of consumption and production from
the point of view of sustainable development.
Principle strategies, values
and principles of the policies
The actions proposed in the Brazilian health
promotion policies16,17 are based on epidemiological data used in the analysis of the ‘social determinants of health’. The prevalence of CNCDs is correlated with: The present profile of diet and physical activity; the use of alcohol and tobacco, and
the conditions of being overweight, and obesity.
In the 2006 NHPP16, the specific actions highlighted for achieving promotion of health directly related to CNCDs are: healthy diet; practice
of physical activity; prevention and control of
smoking; and reduction of morbimortality arising from abusive use of alcohol and other drugs.
Distinctions can be identified in the NHPP of
2014, such as: adoption of a logic of ‘priority subjects’; inclusion of the subject of permanent education; and, further, re-characterization of terms.
While the 2006 NHPP used the term ‘prevention’ with a focus on illness, the 2014 NHPP uses
terms such as: promoting health habits; articulating; and mobilizing. Further to this, it makes explicit the fundamental values of the policy, which
are: solidarity, happiness, ethics, humanization,
respect for diversity, co-responsibility, social justice, and social inclusion/empowerment17.
The 2014 NHPP enunciates the adequate and
health food (AHF) as a priority theme, a conception that originated in the ambit of the debates
on Food and Nutrition Security (FNS) and that
was described in the National Food and Nutrition Security Policy (NFNSP). This refers to adequacy of diet in an amplified perspective, not
only biological, but cultural, social, economic
and environmental38. The adoption of this new
terminology, to the detriment of simply ‘healthy
diet’ used in the 2006 NHPP, consolidates a focus
that was already present in the first version of the
NHPP, linking actions for promotion of healthy
diet to FNS and to the Human Right to Adequate
Food (RtoAF). Further, it conceptually brings the

2014 NHPP closer to other policies such as the
NFNSP38, the National Food and Nutrition Policy (NFNP)39, and, further, the Dietary Guidelines
for the Brazilian population, of 201440.
The 2014 NHPP17, and also the NFNP39 and
the NFNSP38, propose actions for widening of
the supply and access to AHF, regulation of advertising and of supply of foods in schools, workplaces, among others, and educational strategies.
The different emphasizes given to the conditional
factors relate to various types of measure. If the
emphasis falls on the ‘socioenvironmental’ dimension, the actions proposed aim to alter it; at
the same time, if it is concentrated on individual
choices, the outlook is to modify practices, in particular through access to information. Although
they are equally important, these different angles
of focus have differentiated implications for the
debate on conflict of interest. The emphasis on
individual decisions on consumption profiles
can, for example, leave out of account the analysis of the strong influence that market practices
(including the various forms of advertising and
marketing of food products) and commercial
strategies exercise on consumption. At the same
time, it is not possible to promote FNS, reduce
poverty, and guarantee RtoAF, in harmony with
the principles and values that guide the respective
policies, without bringing into evidence the effects of those strategies, from production to consumption of foods, and without regulating them.
The practices of the commercial private sector refer both to ‘end’ activities (selling of products and stimulation of their consumption) and
also to policy practices, such as the block on government measures that directly harm their interest. Due to the political and economic power
that it has, this sector has been capable of holding
back progress, especially in measures of a regulatory nature, and of impeding approval of legislation, delaying its implementation or rolling back
measures already implemented. Some examples
of these embargoes have been: the defeat of the
public power, in 2010, in its initiative to regulate
advertising of unhealthy foods and beverages12;
the threat of retrograde steps in the labelling of
GM foods, arising from Draft Law 34/2015, which
aims to exempt food producers from informing
the consumer about the presence of GM components when they are present in a percentage of
less than 1% of the total composition of the food
product41; and the timidity of the public power in
the regulation of abusive use of pesticides, as in
the case of the National Program for Reduction
of Use of Pesticides, one of the main objectives of
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The approach to conflicts of interest
and the relationships with the commercial
private sector
By analyzing the construction of the concept
of promotion of health in a historic perspective,
Lopes et al.45 indicate how the international forums and organizations that deal with the subject, including those connected to the United
Nations (UN), such as the WHO, have influenced
the terms of national health policies in Brazil.
In a UN document that orients its relationship with other sectors (made explicit by the term
‘partnerships’), the private sector is defined as ‘all

individuals, associations, companies and businesses with aims for profit; and philanthropic
associations, coalitions, corporations and foundations’46. This definition does not distinguish
within the private sector entities that are for profit, commercial or ‘non-profit’, a distinction found
in subsequent documents of specific instances
of the UN, such as the Standing Committee on
Nutrition which, in 2006, established its policy
in relation to engagement of the private sector47.
The document recognizes that the private sector
presents opportunities and risks for the objectives
of the committee itself and presents a protocol of
measures to be taken so that conflicts of interest
with this sector are adequately administered. In
this document, the private sector is defined as the
sector that aims for profit, independently of the
scale of the companies or the type of ownership
(private, collective, by employees or by the state),
whether such companies are formally legalized or
not. Organizations which, although denominated
‘non-profit’ in their legal basis, are financed by,
provide services to or argue the cases of for-profit organizations are also considered to be part of
the private sector. The document makes explicit
that there is conflict of interest when a secondary
interest, and/or the purposes of organizations or
individuals, influence the scope of the primary
interests of the committee itself, or of the terms of
its mandate, or, further, of its institutional vision
which consists in achieving a world free of hunger
and of malnutrition47. The committee dedicated
a special edition of its magazine to dealing with
possible forms of engagement by governments
with the commercial private sector48.
In the ambit of prevention of CNCDs, documents of the UN and the WHO differentiate the
action of the sector referred to as ‘civil society’ (in
the provision of services and political mobilization) from the participation of the commercial
private sector (industrial and other companies)
which takes place, for example, through reformulation of food products (reduction of the level of
trans fat, salt, sugar), health promotion actions,
production of medications and guarantee of ‘responsible’ marketing49-51.
In a UN hearing on CNCDs held in 2011, the
need for involvement of all the sectors in the process was emphasized. At the same time, there was
insistence on the importance of clarifying the role
of each one, to ensure that potential conflicts of
interest are administered appropriately, including the development, by the signatory countries,
of protocols that can facilitate this analysis49. The
political statement of that meeting explicitly in-
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which is to expand and strengthen the production of organic products and an agro-ecological
base and reduce the use of poison in plantations
– formulation of this policy was concluded in
2014, but it has so far not been launched42. These
situations signal the difficulty of regulating and
modifying the ‘socioenvironmental conditioning
factors’ of food practices.
Governmental documents highlight the importance of regulatory measures for dealing with
CNCDs and for promotion of FNS43,44. However,
the barriers to making this a reality are innumerable, since they have repercussions in the political
and economic interests of institutions inside and
outside the government, which superimpose financial interests on the objectives and priorities
considered as the basis for the government’s policies themselves.
The practices of the private sector that supposedly have convergence with public policies relate, among other things, to: provision of services
to governments; voluntary agreements (which in
general establish very flexible targets or targets
that have already been achieved); and partnerships for educative campaigns. These types of
relationships are not always recognized as an interference by the commercial private sector that
diverges from or creates obstacles to the interests
and missions of governments. Thus, it is in this
group of practices that conflicts of interest occur
in a more evident form, because the commercial
private sector has an interest in limiting actions
of governments to measures of this type, and by
doing so position itself as a ‘partner’ of the public power. In this case, the group of institutional
practices, products and policies of that sector are
overlooked – those that harm the principles and
objectives of the public policies and which could
compromise the collective interest or improperly
influence the performance of the public function.
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dicated that the fundamental conflict of interest
between the tobacco industry and public health
should be recognized, and also argued that public health policies should be protected from the
influence of that industry. However, it did not
mention the conflict of interest with the food and
beverage products industry50.
In the global health promotion documents,
the direct mention of the role of the ‘private sector’ appeared for the first time in the Jakarta Declaration (1997), prepared at the fourth Global
Health Promotion Conference, the first one that
was hosted in a developing country. This event
marked the start of the officialized participation
of the private sector in these forums, and also
had its own separate space for preparation of a
statement about that sector’s interests (the Jakarta Declaration on the Private Sector)52. Previous
conferences had emphasized issues more related
to the public sector – such as that of Adelaide,
Australia, in 1988, the main subject of which
was healthy public policies32; that of Sundsvall
in Sweden, in 1991, which dealt with subjects
such as environments favorable to health and
strengthening of social action32; and the Caribbean Charter, of 1993, which highlighted alliances
with the media, a commercial sector considered
important due to the influence that it exercises
on political processes37.
As from Jakarta, the private sector has participated systematically in global conferences on
health promotion and been active in preparation of the reports and strategies. The Bangkok
Conference (2005) already explicitly recognized
the penetration of the private sector in public
health. The most recent conference, held in Helsinki (2013) evidences the relationships between
all the sectors for achieving positive results in
health, including the private sector. However,
for the first time governments are called upon
to establish measures for dealing with conflict
of interest to protect policies from commercial
distortions, interests and influences. Part of the
challenges indicated refers to the political power
of companies and the possibility of their affecting governmental capacity to protect and promote the population’s health. Specifically highlighted are the interests of powerful economic
forces that resist regulation. In the document, the
approach to health in all the policies is a concrete
response to these challenges, with the potential
it represents for providing parameters for regulation and practical tools that combine social
targets, health targets and equality targets, with
economic development, and which approach

conflict of interest with transparency – which
is of course not sufficient, but is essential. It is
considered that this point of view can facilitate
dealing with the relationships between the sectors involved, including the private sector, in the
sense of protecting policies, missions and values
against divergences that would separate them
from the public interest, contributing positively
to health outcomes35.
In the ambit of Brazilian policies, the 2014
NHPP recommends mechanisms that give visibility to the conflicts of interest already foreseen in the 2006 NHPP, such as the constitution
of its Management Committee. It is sitting and
substitute members must declare non-existence
of conflict of interest with their activities in the
debate on the subjects relating to this space and,
if a conflict of interest exists, they must abstain
from debating and deciding about the subject53.
The subject of conflict of interest is also dealt
within the specific objectives of the NHPP, under
the following statement: To foster discussions on
modes of consumption or production that are in
conflict of interest with the principles and values
of promotion of health, and which increase vulnerabilities and risks to health. This statement suggests, on the other hand, a conceptual distortion
in relation to the frames of reference of conflict
of interest and, on the other hand, a lacuna of
more explicit criteria for characterizing situations of conflict of interest, especially in the case
of commercial sectors that could compromise
the principles and values specified in the policy.
Relationships between the public
and private sectors referred
to as ‘partnerships’
The notion of integrated activity of various
sectors (governmental, society, commercial private) and multiple accountability, whether for
problems or for solutions, has been present in
the inventory of ideas of health promotion since
Alma Ata, even though the focus may have fallen
on actions of governments32. The term ‘partnership’ appears for the first time in the Alma Ata
Declaration, referring to mutual support between countries for primary care and healthcare
in general31. The Ottawa Charter32 does not use
the term, but indicates the same idea through
the notion of ‘intersectoral actions’. As from that
time, intersectoral actions and partnerships have
become a fundamental prerequisite for characterization of an action as promoting health. The
Adelaide Recommendations state that cooper-
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country17. The possibility of articulation with
the commercial private sector appears in a more
explicit way in the priority subject of promotion
of sustainable development17. This theme constitutes a particularly complex space, considering
the divergences of conceptions and focus on the
relationship between development and health55.
The interdependence between health and
socioeconomic development is highlighted as
a prerequisite for health promotion, and has
been a central theme in documents such as the
regional declarations of Bogota36 and the Caribbean37, which implies considering that economic
processes should carry out a positive conditioning influence on conditions of life in such a way
as to favor health and not illness. The terms of
these proposals indicate that, if on the one side
the bases of development/economic growth can
interfere positively or negatively in the population’s health, this situation of health, in turn, can
contribute, in a two-way-street, to growth or to
stagnation of the economy56.
In the ambit of this study it is appropriate
to problematize the use, itself, of these terms in
the documents analyzed, in the light of the reflections on conflict of interest, to consider the
group of companies that comprise the commercial private sector and analyze to what extent they
are guided by the same principles, values and objectives of a State policy such as the NHPP22,25.
The accountability shared with the private
sector reiterates the establishment of ‘partnerships’ in the construction of solutions. However, such partnerships are treated as relationships
between entities which in principle would have
common objectives, and shared principles and
values. Further, they presuppose horizontal relationships between political subjects with strong
asymmetry of power.
In the analysis of the conditions of possibility and of the context in which this discourse was
constructed, the influence of the proposals for retraction of action by the State, present in the international scenario in the 1990s, is highlighted.
It is in this context that the discussion on PPPs
gains importance in the UN, strongly influenced
by the World Bank, this term coming to be defined as the relationship between state and nonstate participants that agree to work together to
achieve common objectives. When analyzing the
PPPs proposed by the UN in the ambit of global
public health, Velaskes57 indicates that they have
not been put into effect and that conflicts of interest are present in the political spaces and consultative committees that define them.
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ation should occur between the various sectors,
but also within a single area32. Sometimes the
term ‘sector’ refers to fields of activity (health,
environment, etc.), but, up to the Jakarta Conference (1997), these ‘sectors’ refer fundamentally
to governments. It is at this moment that there
is an important inflection in terms of suggesting
the commercial private sector as a partnership in
health promotion strategies. The Bangkok Charter refers to the formation of alliances between
public, private, non-governmental and international organizations, and also with civil society,
to create sustainable health promotion actions33.
Reiterating this analysis, Lopes et al.45 identified that the need for mediation of health with
other sectors, including the constitution of ‘partnerships’ and ‘alliances’ of governments with civil society and the private sector, contributed to
shaping of the concept of health promotion. In
the inventory of ideas of health promotion, the
scope of the objectives of health requires a coordinated action by all those implicated (sectors of
government, as well as health, communications
media, society organizations and the commercial
sector) and, similarly, demands an integrated approach to the processes of social and economic
development with health.
Coordinated actions and integrated approaches are intimately associated with the principle of intersectoriality, the operationalization of
which takes place, according to the terms used in
the Brazilian documents, through new ‘partnerships’ and ‘alliances’ with unions, segments of
commerce, industry, academic associations, and
media – among others43. The concept that guides
the debate on health promotion is that the intersectoriality refers to the process of articulation of
knowledge, potential and experiences of subjects,
groups and sectors in the construction of shared interventions, establishing links, co-responsibility and
co-management for common objectives17. Thus,
a strategy of convergence is proposed which includes the commercial private sector54. And in
consequence, intersectoral activity is a central
question for the debate on conflict of interest,
but in the ambit of health promotion, the subject
has not been problematized under this focus. As
has been seen, this discussion appears for the first
time only in the Helsinki Statement in 201335.
The 2014 NHPP presupposes that it is a role
of all the levels of government to make possible
partnerships with international organizations,
government and non-government organizations,
including the private sector and civil society, for
the strengthening of promotion of health in the
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The outlook for achieving common objectives in health and nutrition through PPPs needs
to be problematized in the light of the effects of
sale/marketing of ultra-processed products, and
pesticides, on the increase of CNCDs in Brazil
and worldwide6,13,58. Such companies have been
contributing to a profile of food practices and situations of food insecurities that the NHPP aims
to revert.
Thus, it is questioned whether there are
common objectives between the ‘partners’, and
it is worth signaling the contradictory element
expressed in the documents which, on the other hand, recognize that practices of the private
sector have been contributing negatively to the
situation of health (and, thus, are part of the
problem), but do not indicate actions capable of
restraining the activity of these sectors. Paradoxically, they propose relationships of partnership
without considering the asymmetries of power,
of values and of practices, and ignore the fact that
effective measures to reserve this situation are irreconcilable with market logic and interests.

Conclusions
The documents analyzed do not present specific proposals for dealing with conflict of interest
and do not go deeply into the subject. However,
the various approaches to health promotion that
have been identified (individualized, socioenvironmental, health prevention and positive health)
can sustain different strategies of action that have
differentiated implications for the debate on conflict of interest. Depending on the way in which
the actions and practices of the commercial private sector are considered in these proposals,
conflicts of interest may be more or less in evidence and, consequently, treated in a more or less
politicized way. In the documents analyzed, this
de-politicization was identified in narratives that
mask the existing relationships of power and omit
asymmetries and antagonistic interests.
By recognizing the importance of broad political pacts and partnerships that articulate a heterogeneous range of political institutions and subjects, the strategies of health promotion could give
rise to political compositions between institutions
with different power of influence in the decision
process and, principally, with vocations, principles, values, objectives and interests that are sometimes opposed and irreconcilable. The debate on
conflict of interest suffers from a de-politicization
when such asymmetries and oppositions between

those who are parts of the so-called PPPs are not
made explicit, or when practices of the commercial private sector that injure objectives, principles
and values of the very health promotion policies
themselves are left out of account.
The approach to health promotion associated with guarantee of Food and Nutrition Security, Adequate and Healthy Food and the Human
Right to Adequate Food, present in the Brazilian National Health Promotion Policy, and the
principles, values and strategies that have been
constructed in Brazil in these respective environments of political action, are incompatible with
the products and market practices of the commercial private sector. From the point of view
of conflict of interest, there is a need to reflect
on the (im)possibility of sharing of power with
this sector, due to the principles and values established by the policy itself. Public-Private Partnerships are only possible when the values and
objectives that underlie the policies and the objects of the partnerships converge with the primary mission of the parties. If this is not so, they
become inconceivable as such, whatever name
may be given to them, and establish themselves
as relationships with appearance of partnership,
but which are asymmetric and permeated by
conflicts of interest.
The policies analyzed do not have concrete
criteria and procedures for dealing with situations of conflicts of interest in the process of formulation and implementation of actions. When
the conflicts of interest themselves are not recognized in a transparent manner, as proposed
in the Helsinki Statement, the relationships with
sectors whose practices and products injure the
principles that the very policy itself establishes
for health promotion and promotion of AHF will
always be de-politicized and ‘naturalized’.
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