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Executive 
summary



Introduction  

This report uses the COVID-19 health emergency as the basis to evaluate the sustainability and 
resilience of the Brazilian health system according to seven key domains, in alignment with the 
Partnership for Health System Sustainability and Resilience (PHSSR): 

• Governance 

• Financing 

• Workforce 

• Medicines and technology 

• Service delivery 

• Population health and social determinants 

• Environmental sustainability 

We also include two case-studies – (1) Brazilian health system preparedness in the COVID-19 
pandemic, and (2) Social participation mechanisms and communication in Brazil: a national 
consortium to cover the federal government absence in the COVID-19 pandemic.  

This report is supported by data from governmental and non-governmental reports, interviews, 
focus groups and technical and scientific papers for each domain. Thirteen stakeholders – 
practitioners with recognised expertise in each domain – were interviewed to provide the team with 
first-hand field knowledge. The focus group (launch event) had participation of representatives from 
some of the most important organisations involved with the Sistema Único de Saúde (SUS).  

Findings: Key themes for sustainability and resilience 

The response to the COVID-19 pandemic has emphasised key strengths and underlying issues for 
the health care system in Brazil. Table 1 summarises key findings for the seven domains.  

3Sustainability and Resilience in the Brazilian Health System
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DOMAIN 1 GOVERNANCE

Strengths Sustainability 

 Provision of free-of-charge health 
services at all levels of complexity to the 
entire population. 

 Health system decentralisation to the 
three levels of government (federal, 
state and municipal) with inter-
federative committees allows a 
continuous and collaborative process 
for designing, planning and 
implementing health policies. 

 Health conferences and councils 
allowed social participation in 
formulating and monitoring the 
implementation of health policies at 
federal, state and municipal levels. 

 National health agencies linked to the 
Ministry of Health (MoH), National 
Agency of Supplementary Health (ANS) 
and the National Agency of Health 
Surveillance (ANVISA) improved the 
regulation of the private health care 
sector. 

 The response to COVID-19 increased 
the population’s trust in Sistema Único 
de Saúde (SUS).

Resilience 

 Maintenance of the health 
system response to COVID-19 in 
states and municipalities despite 
a confrontational political 
environment between federal and 
subnational governments. 

 The National Councils of Health 
Departments became a source of 
data to monitor the COVID-19 
situation in partnership with a 
press media consortium.  

 Public and private partnerships to 
support the SUS response to 
COVID-19 at the national/regional 
and local levels.  

 Federal legislation and national 
protocols for public health 
emergencies based on 
international health regulations 
and previous experiences with 
epidemics (e.g., dengue fever and 
chikungunya virus) created 
knowledge in preparedness and 
the design of response plans 
(emergency and contingency). 

Weaknesses Sustainability 

 Short-term vision for health care 
strategic planning. There is no clear 
SUS agenda for the next 10 years. 

 High turnover of health ministers and 
heads of health departments at the 
state and municipal government level. 

 Fragile regional health system 
organisation leads to highly fragmented 
management models that burden 
municipalities with different fiscal, 
administrative and technical capacities. 

 Low coordination between public and 
private sectors. 

 Low integration between the health 
surveillance system and health care 
services.

Resilience 

 The lack of federal government 
coordination places a burden on 
local governments. 

 Misinformation from political 
officials and the media is difficult 
to counter. 

 Lack of coordination between 
government tiers and public/ 
private sectors impaired an 
integrated response to COVID-19. 

 The government did not 
coordinate a national 
assessment of the COVID-19 
response and did not use the 
knowledge produced by previous 
and local research initiatives.

Table 1: Sustainability and resilience – summary of findings by key domain 
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DOMAIN 2 FINANCING

Strengths Sustainability 

 Federal law defines sources of funds 
to the SUS from all three levels of 
government. 

 Automatic and regular transfers 
from the federal government to 
states and municipalities (fund-to-
fund transfers) guarantee financial 
flow for health service provision at 
the local level. 

 Financing arrangements encourage 
the scaling-up of services provided 
by local governments (state and 
municipalities), such as the Family 
Health Strategy Programme. 

Resilience 

 The creation of an “extra budget” by 
the National Congress supports 
socioeconomic measures (e.g., 
emergency support to vulnerable 
people and companies) and the 
expansion of SUS services provision. 

 The fund-to-fund mechanism 
facilitates rapid financial flow to 
local governments. 

Weaknesses Sustainability 

 Since its implementation, the SUS 
has been underfunded (only 42% of 
total health expenditure is public) 
and the share of federal financing 
has declined, while funding from 
municipal governments has 
increased, amplifying inequalities. 

 Brazil spends 0.5% of GDP on tax 
exemptions for private health care, 
primarily to subsidise those who pay 
for private health insurance, without 
integration with public policies. 

 Out-of-pocket expenditure accounts 
for approximately 28% of total health 
expenditure, burdening mostly poor 
households. 

 Long-term fiscal austerity policies 
approved in 2016 decreased federal 
government health expenditure, 
increasing SUS underfinancing. 

 The increase of legislative 
amendments since 2016 has 
reduced resource allocation 
efficiency. 

 Health litigation negatively affects 
the health care budget.  

Resilience 

 A late federal government initiative 
to help finance states and 
municipalities tackle the impact of 
the COVID-19 pandemic on health 
services. 

 Efficiency has been used since 2016 
as a pretext to justify health 
expenditure budget cuts, 
undermining SUS resilience. 

 There is no planning/projection/ 
trigger structure to enact additional 
budget or financial support for the 
system.  

 The federal government did not take 
account of locoregional inequalities 
in its distribution of extraordinary 
resources in response to the COVID-
19 pandemic. 

Table 1 (continued): Sustainability and resilience – summary of findings by key domain 
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DOMAIN 3 WORKFORCE

Strengths Sustainability 

 An increase in the number per capita 
of healthcare professionals, 
including, including dentists, nurses, 
pharmacists, physiotherapists, 
medical residents, nursing 
assistants and medical doctors, 
among others. 

 The number of all health 
professional schools is growing, 
driven mainly by the opening of 
private institutions.  

 Successful initiatives/policies to deal 
with workforce vacancies and 
shortages, mainly in the most 
vulnerable regions. 

Resilience 

 Rapid increase in the number of 
health professionals during the 
COVID-19 pandemic. 

 Some “local” initiatives distributed 
the workforce, thus avoiding the 
need to increase.  

 In previous emergencies (i.e., natural 
disasters and Zika virus), the SUS 
national force and community health 
workers were used to provide 
support in affected territories.

Weaknesses Sustainability 

 Geographic distribution of doctors is 
highly skewed towards larger and 
wealthier cities, while the most 
vulnerable and remote areas are 
deprived. 

 Absence of a national policy or 
coordination to manage allocation, 
provision and working conditions of 
the health workforce.  

 Wages and some working conditions 
in the private sector are more 
attractive for health professionals, 
creating competition between the 
private and public sectors.  

 Faulty and weak control over the 
new health education schools has 
resulted in different outcomes. 

Resilience 

 High mental health burden caused 
by the pandemic on health 
professionals without the provision 
of psychosocial support. 

 All regions had difficulty hiring health 
care professionals during the 
pandemic. 

 There was no national/institutional 
policy to share protocols and/or 
successful initiatives related to 
health care workforce management. 

Table 1 (continued): Sustainability and resilience – summary of findings by key domain 
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DOMAIN 4 MEDICINES AND TECHNOLOGIES

Strengths Sustainability 

 Brazil has independent agencies with 
capacity to analyse and register new 
medicines and vaccines in a short 
period of time.  

 Brazil is internationally known as an 
attractive market for new medicines 
and technologies (large population, 
genetic diversity and high social 
inequalities). 

 Brazil is home to a large 
pharmaceutical industry. Several 
foreign and national companies are 
large drug/medicine producers.  

 The purchase of high-cost products 
(medicines and devices) is 
negotiated centrally by the federal 
government. 

 The DATASUS database contains a 
high number of health indicators with 
municipal, health region, state and 
federal data.

Resilience 

 Regulatory governance maintained 
high standard levels to approve 
vaccines for COVID-19 even within 
the political neglect of the 
pandemic. 

 A successful National Immunisation 
Programme, established before the 
COVID-19 pandemic, facilitated the 
vaccine roll-out across the country. 

 Even during the COVID-19 
pandemic, the pharmaceutical 
market continued to grow, 
demonstrating high resilience. 

 Some state and municipal initiatives 
use digital tools as real-time data to 
support decision-making. 

 An expansion of remote 
consultations during the pandemic 
helped to maintain some services.

Weaknesses Sustainability 

 A decrease in R&D investment in new 
medicines and technologies by both 
public and private sectors. 

 Low capacity for disruptive 
innovation in health technologies by 
both public and private sectors. Most 
innovations are incremental. 

 Absence of a strong and 
comprehensive industrial and 
technological park or of local clinical 
research capacity, owing to inefficient 
and short-term policies. 

 Lack of public investments and 
excessive regulatory bureaucracy. 

 Lack of resources and the National 
Institute of Intellectual Property‘s 
(INPI) extensive backlog hinder the 
improvement and innovation.

Resilience 

 There continue to be shortages of 
vital medical supplies and 
medicines. 

 Absence of national and 
coordinated stockpile emergency 
health supplies monitoring and of a 
strategic stockpile of disasters kits. 

 COVID-19 vaccine procurement by 
the federal government was slow 
and led Brazil to start the 
vaccination roll-out months later 
than adequate. 

Table 1 (continued): Sustainability and resilience – summary of findings by key domain 
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DOMAIN 5 SERVICE DELIVERY

Strengths Sustainability 

 Wide primary care coverage: Family 
Health Strategy (FHS) is a successful 
community-based model comprising 
multi-professional teams that provide 
comprehensive care to a population 
within a geographic area preventing 
unnecessary in-hospital care. 

 Public and private healthcare 
facilities available to provide medium 
and high-tech procedures by SUS.  

 The presence of a network of federal 
university hospitals in all states of 
Brazil, dedicated to serve the SUS. 

 An emergency care network 
composed of ambulances (SAMU - 
Brazilian 911), Emergency Units 
(UPAs), hospitals, and an emergency 
coordination centre. 

Resilience 

 Agility to quickly increase the 
number of temporary beds.  

 System of health surveillance with 
teams in states and municipalities.  

 Trained teams to act in the event of 
public health emergencies.  

 Network of public laboratories and 
the availability of private services. 

 Experience with telehealth, used for 
training and consulting among 
health professionals.

Weaknesses Sustainability 

 Unequal distribution of health 
services: there is a greater presence 
of FHS and primary care in the most 
vulnerable regions; while there is a 
greater presence of specialty care in 
high-income regions and in private 
sector facilities. 

 Heterogeneity of primary care quality, 
resolution, management capacity 
and infrastructure across regions. 

 Most SUS financed beds are provided 
by small hospitals, which have low 
resolving capacity when compared to 
larger hospitals.

Resilience 

 Insufficient number of intensive 
care unit (ICU) beds in the public 
sector.  

 Higher availability of ICU beds in the 
private sector, available for less 
than 25% of the population.  

 Low willingness of the private 
sector to make beds available to 
SUS.  

 Misallocation of public funds in the 
COVID-19 pandemic, by attempting 
to create temporary beds in 
hospitals that were not ready on 
time. 

Table 1 (continued): Sustainability and resilience – summary of findings by key domain 

DOMAIN 4 MEDICINES AND TECHNOLOGIES

Weaknesses Sustainability 

 Digital health is delayed and there is 
low health literacy among the general 
public and health professionals. 

 Low interoperability of health 
information systems across the 
country. 
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DOMAIN 6 POPULATION HEALTH AND SOCIAL DETERMINANTS

Strengths Sustainability 

 Social determinants improved in 
Brazil between 2000 and 2015/2016 
(life expectancy, child and maternal 
mortality, etc.). 

Resilience 

 Some past strategies (Bolsa Família) 
have been successful in improving 
social determinants in Brazil.

Weaknesses Sustainability 

 Brazil is a country with one of the 
highest income concentration rates 
globally, resulting in significant 
disparities in socioeconomic, 
educational, and health conditions. 

Resilience 

 Since 2015/2016, Brazil has seen 
stability in child and maternal 
mortality indicators. 

 In 2020/2021, there was a sharp 
increase in maternal mortality. 

Table 1 (continued): Sustainability and resilience – summary of findings by key domain 

DOMAIN 5 SERVICE DELIVERY

Weaknesses Sustainability 

 Persistent high inequality in access to 
medium and high complexity health 
services between different 
socioeconomic groups, including to 
public services via "private doors" 

 There is a “gap” in the coordination of 
care of different complexity (primary, 
secondary or tertiary), government 
tiers or public/private sectors. 

 Fragile SUS regional organization and 
inefficiencies in care coordination lead 
to high fragmentation among different 
levels of healthcare. 

 Reimbursement fees from the national 
list of SUS procedures (tabela SUS) are 
usually below costs.

 During the COVID-19 pandemic, 
Brazil suffered significative 
disruption to screenings, 
diagnostic procedures, physician 
appointments, low-medium-high 
surgeries, transplants, treatments 
and clinical procedures. 

 An unequal response to the 
different waves of COVID-19, due 
to unequal distribution of health 
infrastructure between regions 
and socioeconomic groups. 

 There was no national or 
institutional initiative to share 
acquired knowledge arising from 
the COVID-19 pandemic 
experience. 
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DOMAIN 7 ENVIRONMENTAL SUSTAINABILITY

Strengths Sustainability 

 Compared with European countries, 
Brazil has a “cleaner” energy matrix, 
and uses more renewable sources. 

 SUS plays an important role in 
environmental stewardship & 
education throughout its primary 
care multi-professional teams 
spread by all the Brazilian regions.  

Resilience 

 Some publicly held companies need 
to follow environmental conditions 
to remain environmental, social, 
governance (ESG) companies. To 
achieve this, they must begin to 
follow environmentally-friendly 
approaches, such as assessing the 
environmental costs and benefits of 
managing waste, emissions and 
resource consumption.

Weaknesses Sustainability 

 The absence of a national policy to 
address climate change in Brazil. 

Resilience 

 No national initiative to assess 
environmental costs and benefits of 
health system activities. 

Table 1 (continued): Sustainability and resilience – summary of findings by key domain 

Recommendations 

We make 42 recommendations across the seven domains, as shown in the table below. 

Table 2: Recommendations across the seven domains  

DOMAIN 1    GOVERNANCE 

       1A Improve regulation of the SUS principles – universality, comprehensiveness, 
decentralisation and social participation – to ensure sustainable and equitable 
progress towards universal health care access and coverage in Brazil. 

       1B Create regional health system governance with defined regional public health 
authority and public administrative structures for health care financing, planning and 
management to alleviate health inequalities at the municipal level. 

       1C Establish general indicators to monitor SUS quality and coverage, including 
geographical areas lacking assistance, regional imbalances and access and 
outcome indicators in health regions. 

       1D Create mechanisms for the federal government to support the allocation of 
resources (professionals, products and technologies) in regions of greater 
vulnerability and difficult access (e.g., the Amazon region and indigenous areas). 

       1E Improve transparency in the use of SUS resources by enhancing instruments for 
SUS accountability, auditing, social participation and social control. 

       1F Integrate available health information and databases from different public and 
private sources to improve health system resilience by permanently monitoring a 
wide range of public health threats. 



       1G Improve the regulation and coordination of private health insurance and services by 
strengthening the Ministry of Health’s role in coordinating the National Agencies for 
Supplementary Health (ANS) and Health Surveillance (ANVISA), in alignment with 
SUS policies. 

       1H Organise the chain of command for risk and crisis management, including in public 
and private sectors, and strengthen the network of Health Surveillance Strategic 
Information Centres (CIEVS). 

DOMAIN 2    FINANCING 

       2A Establish a progressive increase in financial resources from 4% to 6% of GDP in 10 
years to support SUS sustainability, including consideration of additional taxation on 
unhealthy products (e.g., tobacco, alcohol, sugar, etc.). 

       2B Redefine criteria for allocating financing and other resources according to population 
and epidemiological needs, health care infrastructure and expected outcomes in 
health system regions. 

       2C Expand financing for primary health care to support scaling up community-based 
family health teams, the diffusion of health promotion and prevention actions and 
integration with other health care levels within health regions. 

       2D Promote reforms in hospital and specialised care provider contracts and payment 
from fee-for-service to contracts based on capitation and performance to support 
integrated, equitable and cost-effective delivery models within health system 
regions. 

       2E Improve private insurance reimbursement mechanisms to the SUS when their 
beneficiaries receive care by the public sector. 

       2F Create a specific SUS reserve fund for use in the event of a public health emergency. 

DOMAIN 3    WORKFORCE 

       3A Integrate health and education policies to align technical training, graduation, 
residencies and postgraduation according to health system needs. 

       3B Establish career plans in priority areas of the SUS administration, surveillance and 
assistance. 

       3C Improve mechanisms for the federal provision of medical professionals in the most 
difficult to staff areas within health regions. 

       3D Improve the capacity for planning, managing, monitoring and evaluation of the SUS 
workforce. 

       3E Establish a health care workforce plan for health crises and natural disasters, 
including the provision of psychological support for health workers. 

       3F Improve digital health capability across the health workforce and expand digital 
technology in care settings. 
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DOMAIN 4    MEDICINES AND TECHNOLOGY 

       4A Strengthen health technology and productive development policies to ensure 
universal access and increase local production competitiveness, reducing external 
dependence and the high trade balance deficit in high-cost products.  

       4B Establish institutional and tributary reforms, and establish regulatory process 
improvements, such as reduction of red tape and refinement of Intellectual Property 
scheme, to create a competitive advantage over external markets. 

       4C Foster local research and development through increased investment in public and 
private sectors of the health economic and industrial complex in the country. 

       4D Prioritise the digital transformation of the health system to improve health system 
management, coordination and integration of levels of care. 

       4E Integrate health informational systems across different levels of care (primary, 
secondary and tertiary), government tiers (municipal, state and federal) and public 
and private sectors (SUS, supplementary and private).  

       4F Align the expansion of telehealth access with primary care expansion, to create a 
well-connected network. 

DOMAIN 5    SERVICE DELIVERY 

       5A Prioritise primary care as the main source of access for comprehensive care, 
encompassing preventive, diagnostic (e.g, early screening), treatment and palliative 
care in the SUS and its integration with other levels of care, including mental health 
care and emergency services. 

       5B Define national and regional lists of health services and products based on health 
technology assessments offered by the SUS to ensure efficient, effective and 
equitable use of resources to address health care needs. 

       5C Establish emergency actions to address unmet needs worsened by the COVID-19 
pandemic, prioritising cancer, cardiovascular and infectious diseases. 

       5D Establish national, state and municipal contingency plans for public health 
emergencies involving both public and private sectors. 

       5E Promote efficient models of public-private partnerships to expand specialised and 
hospital services delivery reach prioritising areas of care and regions of the country 
with greater needs. 

DOMAIN 6    POPULATION HEALTH AND SOCIAL DETERMINANTS 

       6A Increase preventive health policies for people of all ages and prioritise vulnerable 
groups – women, afro-descendants, quilombolas (descendants of Afro-Brazilian 
slaves who escaped from plantations), and rural and indigenous populations.  

       6B Implement emergency measures aimed at protecting the indigenous child 
population. 

       6C Strengthen the monitoring capacity of the SUS health surveillance for early detection 
the rise of infectious diseases with epidemic potential. 
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       6D Improve the quality of mortality registries to identify target regions where health 
interventions are needed.  

       6E Strengthen the indigenous health subsystem within the SUS, in partnership with 
National Indian Foundation (FUNAI) and indigenous communities, in order to 
improve preventive measures, healthcare services, and health surveillance for 
indigenous populations. 

       6F Improve regulation of commercial activities and practices that affect health, 
including tobacco, unhealthy foods and/or alcohol. 

       6G Promote Health in All Policies and intersectoral action capacities by addressing 
policies, such as those influencing transport, housing and urban planning, the 
environment, education, agriculture, finance, taxation and economic development. 

DOMAIN 7    ENVIRONMENTAL SUSTAINABILITY 

       7A Foster the participation of the health sector in environmental agendas, including 
strategies to strengthen SUS in the Amazon region enhancing the role of local 
communities. 

       7B Study strategies and commit to the transition to green energy sources within SUS. 

       7C Increase the severity of penalties for environmental crimes that cause damage to 
public health, such as the indiscriminate use of pesticides, illegal mining in 
indigenous areas and the logging industry. 
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Introduction



Brazil’s unified health system (Sistema Único de Saúde (SUS)) was created in the late 1980s, 
underpinned by constitutional principles of universality, comprehensiveness, decentralisation and 
social participation (Castro et al., 2019). Funded by tax revenues and contributions from the three 
levels of government, the provision of service delivery is under state and mainly municipal 
government responsibility. Considered one of the largest and most comprehensive public health 
care systems in the world, all residents and visitors, including undocumented individuals, can access 
free, comprehensive services, including primary, out-patient specialty, mental health and hospital 
care, as well as prescription drug coverage. No application process is necessary. There is no cost-
sharing for health care services at the point of care.  

However, nearly 25% of Brazilians, mostly middle- and higher-income residents, use private health 
care services through out-of-pocket payments and/or voluntary private health insurance to 
circumvent bottlenecks in accessing, for the most part, specialised and hospital care (Massuda at 
al., 2020). Private health insurance costs, as well as health-related purchases, qualify as tax 
deductions. Despite being a source of care for about a quarter of the population, the private sector is 
responsible for more than 55% of total health expenditure, thus generating broad inequality in the 
distribution of health resources in the country. 
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Health system 
sustainability

A health system’s ability to continually deliver the key health system functions of 
providing services, generating resources, financing and stewardship, incorporating 
principles of fair financing, equity in access and efficiency of care, in pursuit of its goals 
of improving population health and responsiveness to the needs of the populations it 
serves, and to learn and improve while doing so.

Health system 
resilience

A health system’s ability to absorb, adapt to, learn and recover from crises born of 
short-term shocks and accumulated stresses, to minimise their negative impact on 
population health and disruption caused to health services.

Table 3: Definitions of health system sustainability and governance

The report draws on a review of recent data, health policy and available evaluations in each of the 
domains. Interviews were held with 13 stakeholders (see Acknowledgements) relevant to the 
domains, to add to the analysis and emerging recommendations. 

The report includes a non-exhaustive set of focused recommendations which aim to be suitable for 
rapid implementation. It does not address more fundamental shifts in policy beyond the health 
system that may be required to address important and enduring issues, such as persistent health 
inequalities. Further work and mechanisms to ensure learning from the pandemic are paramount. 
Nonetheless, the recommendations contribute to the debate of which actions are necessary to 
ensure the sustainability and resilience of Brazil’s health and care system to future shocks. 



1. DOMAIN 1 

Governance



The health system governance domain is divided into sustainability and resilience subdomains. The 
sustainability subdomain explores governance structure and leadership, multilevel governance, 
accountability, integrity and trust, and the evaluation of programmes and policies. The resilience 
subdomain examines preparedness, response, recovery and learning. 

1.1 Sustainability 

1.1.1 Governance structure and leadership 

The Unified Health System (Sistema Único de Saúde (SUS)) was established by the 1988 Federal 
Constitution and regulated by Federal Laws, Decrees and Ministerial Ordinances (Brasil, 1990a, 
1990b, 2011, 2012, 2017). Underpinned by a political and social pact to restore democracy and 
political rights in Brazil, the Constitution expanded social rights and defined the rules of Brazilian 
federalism. Health was defined as a universal right and a governmental responsibility shared 
between the three tiers of government – federal, state and municipal – with political, financial and 
administrative autonomy. The Constitution also guarantees community participation and is open to 
private-sector initiatives in the health system. The key health system actors, inter-federative 
arrangements, negotiation instances, planning and accountability instruments, financial flows and 
service delivery roles and responsibilities are presented in Figure 1. 

Health system decentralisation to the municipal level is based on shared responsibilities and 
cooperation between the three tiers of government. The Federal Government, through the Ministry of 
Health (MoH), undertakes a stewardship role in SUS coordination at the national level. This includes 
formulating health policies, coordinating health system planning and co-financing states and 
municipalities for health care service delivery. It also provides direct health care services to 
approximately 755,000 indigenous people living in villages. At the local level, through the Municipal 
Health Secretariats (MHS), municipal governments (5,570 in total) are responsible for municipal 
health planning, co-financing the health system and coordinating the delivery of health care services 
to residents. While municipal governments have autonomy in how to provide health services, they 
must follow national guidelines to receive funding from the MoH. Through State Health Secretaries 
(SHS), the states governments (27 in total, including the Federal District) are responsible for state 
health planning, co-financing the health system, coordinating strategic programmes, delivering 
health services that have not been decentralised to municipalities and leading the organisation and 
planning of health regions. The Brazilian health regions (485 in total) are composed of municipalities 
in the same geographical area and aim to integrate the organisation, planning and provision of 
health services into networks. 

Linked to the MoH, the National Supplementary Health Agency (Agência Nacional de Saúde 
Suplementar (ANS)) regulates the operation of voluntary private health insurance (VPHI) while the 
Sanitary Surveillance Agency (Agência Nacional de Vigilância em Saúde (ANVISA)) regulates the 
quality of services and products, including the safety and efficacy of medicines, medical devices and 
vaccines. The MoH and ANVISA provide national public health leadership and serve as Brazil’s 
national contact points for the WHO on International Health Regulations matters.  

Inter-federative commissions, planning processes and financing arrangements have enabled the 
definition of shared responsibilities and intergovernmental cooperation in Brazil’s highly 
decentralised health system. National health policies need to be discussed and approved by the 
tripartite management committee (Comissão Intergestores Tripartite (CIT)) composed of 
representatives from the MoH, from the council of SHS (Conselho Nacional de Secretarias 
Estaduais de Saúde (CONASS)) and from the council of MHS (Conselho Nacional de Secretarias 
Municipais de Saúde (CONASEMS)). At the state and regional levels, the implementation of national 
health policies and the definition of state health policies should be agreed upon by bipartite and 
regional management committees (Comissão Intergestores Bipartite (CIB) and Comissão 
Intergestores Regional (CIR)) consisting of representatives from CONASS and CONASEMS. 
Municipal governments also have the autonomy to define and implement their own health policies. 
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Figure 1: Overview of the Brazilian health system

Source: Authors’ own work.

Primary health 
care

ANVISA 
National Agency for 
Health Surveillance 

CMED 
Drug Market 

Regulation Chamber

ANS 
National Agency for 

Supplementary Health 

List of procedures 
to be paid by private 

health insurances 

CONITEC 
National Committee 

for Health Technology 
Incorporation

CIEVS 
Health Surveillance 

Strategic Information 
Centre 

Bipartite and 
Regional Comissions 

SHS and MHS 
representatives 

MHS and SHS with 
public and private 

providers 

SUS national list of 
health services 

SUS national list of 
medicines

Mental health 
care

Emergency  
care

• National health plan 

• Annual national health 
program 

• Quarterly national 
accountability reports 

• Annual national 
management report

• Municipal health plan 

• Annual municipal health 
program 

• Quarterly municipal 
accountability reports 

• Annual municipal 
management report

• State health plan 

• Annual state health 
program 

• Quarterly state 
accountability reports 

• Annual State 
management report

Specialised and 
hospital care

Pharmaceutical 
care

Public health 
actions

National Health Council

FEDERAL GOVERNMENT

PROVIDERS

Tripartite Commission 
MoH, SHS and MHS 

representatives 

na
tio

na
l fi

na
nc

ia
l t

ra
ns

fe
rs

st
at

e 
fin

an
ci

al
 tr

an
sf

er
s

pa
ym

en
ts

 to
 p

ro
vid

er
s

pa
ym

en
ts

 to
 p

ro
vid

er
s

pa
ym

en
ts

 to
 p

ro
vid

er
s

in
fo

rm
at

io
n 

flo
w

in
fo

rm
at

io
n 

flo
w

MUNICIPAL GOVERNMENT

STATE GOVERNMENT

National negotiation

Regional negotiation

Local negotiation

Minister of Health

State Health CouncilState Health Secretary

Municipal Health Secretary Municipal Health Council



Health planning is mandatory at each government level. The planning process should be bottom-up 
from municipal to federal level, aiming to match (1) health needs (considering epidemiological, 
demographic and socioeconomic dimensions), (2) availability of resources (considering health 
infrastructure and historicalservice production) and (3) health policy commitments and goals. The 
SUS planning instruments are (1) Health Plans (HP) established every four years by the three levels 
of government, explaining health policies and policy commitments, (2) Annual Health Programmes 
(AHP) that define budget allocation and HP monitoring indicators (3) a Quarterly Accountability 
Report (QAR) that demonstrates HP budget execution and (4) an Annual Management Report (AMR) 
that presents AHP results achieved and redirections for the HP, if required.  

Although these SUS planning instruments are interconnected – seeking to create an integrated inter-
federative cyclical process – weaknesses in regional health system organisation, imbalances in the 
availability of financial resources to meet health needs and fragilities in mechanisms for the 
prioritisation of resource allocation hinder the effectiveness of the bottom-up planning process. In 
addition, the high turnover of health leadership at all levels of government (federal, state and 
municipal), with only a few completing their theoretical four-year term, further limits long-term 
planning for the SUS. 

Strengthening SUS regional governance is a major priority for addressing municipal disparities, 
health care fragmentation and conflicting roles in health system coordination between municipal 
and state governments. Decentralisation to the municipal level has expanded the delivery capacity 
for out-patient care and public health interventions by primary care services across the country, 
improving access and health outcomes. However, specialised out-patient and hospital facilities 
remain concentrated in urban centres with larger populations and are mostly available for private 
sector patients. Moreover, given the significant disparities, differences in municipal technical, 
administrative and fiscal capacities have created distinct patterns of service delivery and integration 
of health care networks in the SUS, increasing multiplication of lines to access services and waste 
of scarce resources. 

1.1.2 Multilevel governance 

Along with the universal right to health, the Constitution defines that federal, state and municipal 
governments are responsible for providing comprehensive health care at all levels of complexity. 
Several instruments set government roles and responsibilities regarding policy development, 
planning, funding and provision of services, as well as accountability. However, structural fragilities 
in health system organisation remain, resulting in high regional inequalities in resource allocation 
and service provision, increasing expenditure due to health litigation and low cooperation between 
public and private sub-systems.  

National policies, health plans (HP) and the Annual Health Programme (AHP) set responsibilities for 
financing and delivering SUS services according to level of health care complexity and negotiation 
between municipal and state governments. Health care services and medicines that the SUS should 
universally provide are defined by MoH. Relação Nacional de Serviços de Saúde (RENASES) 
comprises primary care, emergency care, mental health care, specialised out-patient and hospital 
care and public health actions (RENASES, 2012). At the same time, Relação Nacional de 
Medicamentos (RENAME) is composed of basic, strategic and specialised pharmaceutical 
components (RENAME, 2022).  

The allocation of SUS financial resources from the federal government to states and municipalities 
is calculated in three ways: (1) per capita, (2) based on historic data regarding service production 
and (3) incentives. Per capita calculations are used to finance primary health care, pharmaceutical 
care and public health actions. Historic data of the quantity of services provided are used to 
calculate the financing of, for the most part, specialised out-patient and hospital services. Incentives 
are used as a mechanism to encourage the adoption of national priority policies and certain types of 
services, such as ambulatory mental health facilities with psychosocial support centres (Centros de 
Apoio Psicossocial (CAPS)) and emergency care with Unidades de Pronto Atendimento (UPA).  
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According to HP and AHP definitions, the MoH reimburses state and municipal governments 
monthly using a fund-to-fund mechanism. About 70% of the MoH budget is decentralised to states 
and municipalities. Most of the remaining budget is spent on the purchase of strategic products, 
including specialised and high-cost medicines and vaccines. State or municipal governments pay for 
the provision of health services under their administration. Some states contribute to municipality 
financing. However, as the imbalance between federal transfers and cost-of-service operations 
grows, the financial burden falls on the states and mainly on municipal governments. It also 
contributes to exacerbating inequalities in resource allocation, especially with regard to the 
distribution of doctors. 

Municipal governments are ultimately responsible for organising the provision of publicly funded 
health services for their residents. The provision of primary care, mental health care and emergency 
services; the delivery of basic components of pharmaceutical care; and the rendering of several 
public health actions, including vaccination and epidemiological surveillance, are the responsibility 
of municipalities. For specialised and hospital care, the HP and AHP set the types, volumes and 
budget allocation for services provided in each health region and the municipalities that will deliver 
services for the residents of other municipalities in the region. State governments are responsible 
for the coordination of strategic programmes such as organ transplants and the provision of high-
cost medicines, as well as delivering health services that have not been decentralised to 
municipalities, such as specialised care, high complexity tests and hospital care. 

Aligning the training, allocation and provision of health care workers, as well as incorporating health 
technologies to address health system needs, is crucial to improving SUS sustainability. 
Professional regulation is shared between the MoH, the Ministry of Education and professional 
councils. The Ministry of Education is responsible for the authorisation of professional education 
courses. Licensure for working is delegated to health professional councils. Some medical specialty 
societies are given periodic accreditation. Half of all Brazilian physicians currently engage in dual 
practice – working in both the public and private sectors, while only one-fifth work exclusively in the 
public sector. Most litigation of the SUS by individuals claiming access to treatments not offered on 
the public system are procedures or medicines prescribed by doctors working in the private sector.  

Health technology assessment (HTA) organisations operate nationally to support the incorporation 
of new technologies into the Brazilian health system. First, to enter the Brazilian market, new 
medicines and health products and devices must register with ANVISA, which analyses evidence of 
efficacy and safety. For medicines, the Medicines Market Regulation Chamber (Câmara de 
regulação do mercado de medicamentos conselho de ministros (CMED)), linked to ANVISA, defines 
a cap price for selling in the Brazilian market based on evidence of efficacy, comparison of treatment 
costs and international prices. To be accepted by the SUS, after ANVISA approval, new technologies 
must be submitted to the Comissão Nacional para Incorporação de Tecnologias (CONITEC), linked 
to the MoH. CONITEC assists the MoH in formulating policies, guidelines and goals for 
incorporating, modifying or excluding health technologies within the SUS and updating RENASES 
and RENAME. 

Improving coordination between the SUS and Voluntary Private Health Insurance (VPHI) is another 
challenge to improving the sustainability of Brazil’s health system. The private health sector is 
subsidised through tax exemptions, with subsidies amounting to R$57.7bn (0.5% of GDP) in 2018. A 
significant proportion is used to subsidise the 49 million Brazilians (24% of the population in 2022) 
who pay for VPHI and who are concentrated in larger municipalities and wealthier regions, while 
smaller cities and poorer regions have less private coverage. The rules for VPHI operation are 
defined by federal law (Brasil, 1998), setting the types of health plans, the companies entitled to 
provide VPHI, types of contracts and the scope of health care provision by private providers. ANS 
oversees VPHI operations, such as price adjustments, the avoidance of adverse selection of patients 
and the list of medical procedures (Rol de Procedimentos e Eventos em Saúde) that should be 
covered by VPHI, as well as the rules for providing these procedures. The law also establishes that 
private insurance companies must reimburse the government for the utilisation of SUS services by 
its beneficiaries.  
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1.1.3 Accountability, integrity and trust 

SUS control and accountability mechanisms consist of instances of social participation and 
governmental bodies for internal and external control. For social participation, health councils 
(Conselhos de Saúde) are part of the organisational structure of the SUS at the three levels of 
government. They are responsible for debating and approving health policy priorities and 
supervising their implementation. They comprise 50% community members, 25% providers and 25% 
health system managers, including social movements, professional unions, the scientific community 
and private health facilities. In addition, the health councils are responsible for holding health 
conferences (Conferências de Saúde) every four years, in order to hear the demands of the 
population, to address them to the public authorities, to approve health policy priorities for the HP 
and to evaluate the accomplishment of previous health plan goals. 

At the governmental level, internal control bodies are composed of the general Controller’s Office in 
each tier of government and a specific National Audit System (Sistema Nacional de Auditoria (SNA)) 
for the SUS. The SNA is coordinated by the National Audit Department of the SUS (Departamento 
Nacional de Auditoria do SUS (DENASUS)) which is linked to the MoH and which comprises audit 
offices in SHSs and MHSs. It evaluates the attainment of goals, execution of programmes and 
governmental budgets using monitoring indicators, evaluation of performance and audits. The audit 
reports issued by SNA bodies support members of health councils to supervise SUS manager 
activities. Among the most common problems identified are insufficient HP and AHP details, 
management reports that are incompatible with the AHP, deficiencies in quality of care and access 
to health services, failures in the application of resources defined by the SUS, non-execution of the 
budget, or use of own or received financial resources (Brasil, 2015). 

External control of the SUS monitors compliance in the implementation of health policies, the 
integrity of administrative acts, the regularity of public spending and budget execution. It is carried 
out at the federal level by the National Congress, supported by the Federal Court of Auditors, at the 
state level by the State Legislative Assemblies, supported by the State Court of Auditors, and at the 
municipal level by the Municipal Chambers of Councillors, with the assistance of the State Audit 
Court. The Federal and State Public Prosecutor’s Offices are also part of the external control body. 

Aiming to improve transparency and accountability, in addition to defining a minimum amount of 
health expenditure at the three levels of government, Law 141/2012 requires that SUS managers 
must make public health accounts widely available for population analysis and prepare a detailed 
management report with the following information: (1) amount and source of resources invested in 
health, (2) audits carried out or being executed and their recommendations or determinations and 
(3) production of health services in the care network that are government owned and contracted. 
Failure to comply with the provisions entails the suspension of financial transfers between the 
entities.  

1.1.4 Evaluation of programmes and policies 

Brazil has made important progress in the transparency of health data, with the development of 
information systems by the Departamento de Informática do SUS (DATASUS) linked to the MoH and 
fed by states, municipalities and directly by health facilities, as is the case of the National Register of 
Health Facilities System (Sistema de Cadastro Nacional de Estabelecimentos de Saúde (SCNES)) 
and the Information Systems for Out-patient Production (Sistema de Informação Ambulatorial (SIA)) 
and Hospital Production (Sistema de Informação Hospitalar (SIH)) and the Public Health Budget 
Information System (Sistema de Informações sobre Orçamento Público em Saúde (SIOPS)), among 
others. However, the low level of computerisation of the health care network, low use of electronic 
medical records, and problems with the integration and updating of databases, are barriers to the 
use of these data as accurate instruments for the evaluation of programmes and policies. 
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In addition, although Brazil has a relevant public health scientific community and some initiatives to 
evaluate the health system and health policies, the use of systematic policy evaluation to improve 
SUS performance needs to improve. In 2011, the federal government created the National 
Programme for Improvement of Access and Quality of Primary Care (Programa Nacional de 
Melhoria do Acesso e da Qualidade da Atenção Básica (PMAQ)) to evaluate performance of primary 
care teams using a matrix to score (1) municipal management for the development of primary care, 
(2) structure and operating conditions ofprimary care, (3) appraisal of workers, (4) access and 
quality of care and organisation of the work process and (5) access, utilisation, participation and 
population satisfaction. Participation in PMAQ was voluntary for municipalities. However, it has 
expanded rapidly, reaching 93.9% of teams by the end of 2018 (Fardousi et al., 2022). 

Other relevant initiatives for the evaluation of programmes and policies are linked to the Osvaldo 
Cruz Foundation (Fiocruz). The Centre for Integration of Data and Knowledge for Health (Centro de 
Integração de Dados e Conhecimentos para Saúde (CIDACS) has carried out interdisciplinary 
studies linking large volumes of data to support decision-making in public policies, such as the 
Cohort of 100 Million Brazilians, Zika Platform, Equity and Urban Sustainability and Bioinformatics 
and Genetic Epidemiology (Epigen), among others. The Health System Performance Assessment 
Project (Projeto de Avaliação de Desempenho do Sistema de Saúde (PROADESS)) integrates 
different health system indicators to support the planning of health policies and programmes for 
SUS managers at all administrative levels. 

1.2 Resilience 

1.2.1 Preparedness 

SUS arrangements for preparedness and response to public health emergencies in Brazil started to 
be set when federal funding for Epidemiology and Diseases Control (Teto Financeiro de 
Epidemiologia e Controle de Doenças (TFECD)) was established in 1996 and implemented in 1999 
(Silva Júnior et al., 2004). Along with the National Policy of Health Surveillance (Política Nacional de 
Vigilância em Saúde (PNVS)), attributions were defined for tiers of government that combined 
political autonomy and cooperation mechanisms. The surveillance and response system are 
composed of passive and active strategies. Passive surveillance is composed of epidemiological, 
sanitary and laboratory activities, as well as deaths, workers’ health and environmental surveillance. 
The Health Surveillance Strategical Information Centre (Centro de Informações Estratégicas em 
Vigilância em Saúde (CIEVS)) also conducts event-based surveillance.  

In the late 1990s, a response to an outbreak of nephritis in the state of Minas Gerais was supported 
by the US Centers for Disease Control and Prevention (Bailer et al., 2000). This event fostered a 
partnership between Brazilian and US governments for professional training, named the Field 
Epidemiology Training Program (EpiSUS in Portuguese). In the same year, the national health 
foundation created the Fast Responses in Epidemiological Emergencies Centre (Núcleo de 
Respostas Rápidas em Emergências Epidemiológicas (NUREP)) (FUNASA, 2000a, 2000b), with 
responsibility for planning, resource mobilisation and action coordination to reduce and eliminate 
public health risks. Later, in 2005, Brazil was the third country to sign the International Health 
Regulations (RSI) and to create a national focal point for the RSI, known as the Health Surveillance 
Strategical Information Centre, with responsibility for detecting health-related rumours and receiving 
public health events notifications (Brasil, 2005). 

In 2011, the Public Health Emergency of National Importance (Emergência em Saúde Pública de 
Importância Nacional (ESPIN)) declaration and SUS National Force (FN-SUS) were established. In 
this process, the MoH is responsible for coordinating the national response to avoid political and 
administrative differences and for equalising federal support to affected states (Brasil, 2011). In 
2018, Brazil established the National Policy for Health Surveillance (Política Nacional de Vigilância 
em Saúde (PNVS)). The PNVS defines a public health emergency (Emergência de Saúde Pública 
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(ESP)) as a “situation which demands urgent prevention, control and contention measures of public 
health risks”. Responses to public health emergencies require coordinated actions between 
governmental and non-governmental organisations in articulating and organising efforts.  

1.2.2 Response 

CIEVS investigated the first SARS-CoV2 rumours on 3 January 2020. These were acknowledged by 
the WHO on 5 January, after which the MoH began active monitoring, through weekly meetings of 
an Events Monitoring Committee (Comitê de Monitoramento de Eventos (CME)) and the sharing of 
epidemiological reports (SVS, 2020). On 30 January 2020, the WHO declared the spread of COVID-
19 a public health emergency of international importance. In Brazil, nine imported suspected cases 
were being investigated and, on the same day, the Inter-ministerial Executive Group of Public Health 
Emergency of National Importance (GEI-ESPIN) was created through Decree 10.211 (Brasil, 2020).  

On 3 February 2020, a Public Health Emergency of National Importance (ESPIN) was declared by 
health ministerial Ordinance 188. Public Health Emergency Operational Centre (COE-COVID-19) 
duties were defined as the national mechanism of coordinated management to respond to the 
national emergency. Later, on 16 March 2020, the Crisis Committee was instituted to supervise and 
monitor the impacts of COVID-19 as a redundant mechanism aimed at articulating government 
actions with the Brazilian president’s power. At this stage, there was an overlap between presidential 
acts and MoH guidance.  

On 20 March 2020, the MoH published an ordinance declaring community transmission in Brazil. 
This led to changes in MoH recommendations, to guide the Health Surveillance National System to 
deal simultaneously with the spread of COVID-19, influenza and other respiratory viruses during the 
ESPIN. The Operational Coordination Centre, within the Crisis Committee, was another redundant 
mechanism established by Decree 10,289 on 24 March 2020 to supervise and monitor the impacts 
of COVID-19, which also overlapped with MoH activities.  

The National Contingency Plan for Human Infection by the Coronavirus (Plano de Contingência 
Nacional para Infecção Humana pelo novo Coronavírus) (COVID-19) defined the response level and 
the command structure to respond to the COVID-19 emergency in Brazil. Each level was based on a 
risk evaluation of the effect of the novel coronavirus on Brazilian public health. Important questions 
were considered in this evaluation, including (1) disease transmissibility, (2) geographical 
propagation of the new coronavirus, including global distribution in affected areas, business volume 
and travel, (3) disease clinical gravity, as per serious complications, hospitalisations and deaths, (4) 
population vulnerability, including pre-existing immunity and subjects at greater risk, (5) access to 
preventive measures, such as vaccines and possible treatments and (6) WHO recommendations 
and scientific evidence. Based on the national plan, municipal and health secretaries, public and 
private health services, and agencies, as well as general companies, were all recommended to 
elaborate their own plans regarding COVID-19 response measures. Following this recommendation, 
state health secretaries created their own contingency plans and shared them with the MoH. 
However, the implementation of the national plan faced significant hurdles due to political instability. 
The country had four different ministers of health in one year from April 2020 to March 2021. 
Moreover, the lack of federal coordination and misinformation propagated by federal authorities 
further burdened regional and local governments. 

Despite the political challenges, in 2021, the CIEVS network, which promotes epidemiological 
intelligence unity in detection, verification, evaluation, monitoring and risk communication, 
maintained 164 operational units, one in each state health secretariat, 26 in state capitals, 14 in 
borders, 46 in strategic municipalities, 34 in indigenous health departments, 16 in state regionals, 
and one national unit.  
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1.2.3 Recovery and learning 

In response to the lack of federal support to manage the crisis, state and municipal governments 
assumed a leading role in response to the pandemic and implemented various initiatives to mitigate 
the impact of COVID-19 on their populations, including expanding testing capacity, increasing the 
number of hospital beds, implementing social distancing measures, and ensuring large-scale public 
health interventions in such a large and profoundly unequal country. In addition, even with problems 
related to coordination and communication between different levels of government and health care 
providers, there was an evolution of health care regionalisation in Brazil, with greater interconnection 
between states and municipalities into the health regions. 

To face the threat of data distortion by the federal government, a consortium composed of media, 
the National Council of State Health Secretaries (CONASS) and Brazilian researchers and 
universities became sources of information about the pandemic in the country. Following pressure 
from different areas of Brazilian society, including from legislative and judicial powers, the federal 
government launched a national COVID-19 vaccination campaign. This experience demonstrated 
the importance of SUS participation mechanisms in the public health governance dynamic.  

Therefore, the response to COVID-19 in Brazil has highlighted the need for investment in public 
health infrastructure and systems, as well as the importance of effective coordination and 
communication between different levels of government and health care providers. The pandemic 
has also exposed underlying health inequalities in the country, with marginalised communities and 
those living in poverty disproportionately affected by the virus (Rocha et al., 2021; Castro et al., 
2021). 

1.3 Recommendations 

RECOMMENDATION 1A 
Improve the regulation of the SUS principles – universality, comprehensiveness, decentralisation, 
and social participation – to ensure sustainable and equitable progress towards universal health 
access and coverage in Brazil.  

RECOMMENDATION 1B 
Create regional health system governance with defined regional public health authority and public 
administrative structures for health care financing, planning and management to alleviate health 
inequalities at the municipal level. 

RECOMMENDATION 1C 
Establish general indicators to monitor SUS quality and coverage, including geographical areas 
lacking assistance, regional imbalances and access and outcome indicators in health regions. 

RECOMMENDATION 1D 
Create mechanisms for federal governments to support the allocation of resources (professionals, 
products and technologies) in regions of greater vulnerability and difficult access (e.g., the Amazon 
region and indigenous areas). 

RECOMMENDATION 1E 
Improve transparency in the use of SUS resources by enhancing instruments for SUS accountability, 
auditing, social participation and social control. 

RECOMMENDATION 1F 
Integrate available health information and databases from different public and private sources to 
improve health system resilience by permanently monitoring a wide range of public health threats. 
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RECOMMENDATION 1G 
Improve the regulation and coordination of private health insurance and services by strengthening 
the Ministry of Health’s role in coordinating the National Agencies for Supplementary Health (ANS) 
and Health Surveillance (ANVISA), in alignment with SUS policies. 

RECOMMENDATION 1H 
Organise the chain of command for risk and crisis management, including in public and private 
sectors, and strengthen the network of Health Surveillance Strategic Information Centres (CIEVS). 
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2. DOMAIN 2 

Financing



2.1 Sustainability  

2.1.1 Revenue generation 

Public underfunding has been a major challenge for SUS sustainability since its inception and has 
worsened in the past 10 years. Despite an increase from 6.7% to 9.5% in total health expenditure as 
a proportion of GDP from 1990 to 2019, the pattern of health financing in Brazil has remained 
predominantly private. Unlike other countries with universal health systems, public spending in Brazil 
has always remained below 45% of total health expenditure. In 2019, 59.11% of total health 
expenditure in the country was private and 40.74% was public (Figure 2). 

Underfinancing of SUS results from a lack of sustainable and sufficient sources of funding. The 
1988 Constitution has defined that the three government tiers should finance the health system 
through tax revenues and social contributions. However, it was not until 2000 that Constitutional 
Amendment 29 (EC-29) approved a minimum amount for health funding by each government level: 
state governments had to spend at least 12% of their total revenue on health, municipalities had to 
apply a minimum of 15% of their total revenues and the federal government was expected to invest 
the amount spent in the previous year, adjusted for GDP variation. In 2012, Law 141 defined the 
scope of actions and public health services considered as health expenditure, endorsed the previous 
minimum values for states and municipalities and changed the formula for the federal government 
to reach 15% of current net revenue.  

However, in 2016, a federal government spending cap rule introduced by Constitutional Amendment 
95 again changed the calculation for minimum health expenditure, with the minimum to be 
calculated by updating the minimum of the previous year according to the inflation rate, imposing a 
strict limit on the growth of public expenditure until 2036. Between 2018 and 2022, it is estimated 
that SUS losses due to EC 95 reached almost R$60bn, discounting expenses related to COVID-19, 
which were not accounted for in the spending cap.  
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Figure 2: Health system expenditure

Source: World Bank (2022).



There was a change in the composition of private expenditure between 2000 and 2019, with a drop 
in out-of-pocket expenditure (from 36.6% to 27.5%) and an increase in VPHI expenditure (from 20.5% 
to 29.2%). The VPHI sector has developed to cover SUS bottlenecks in access to specialised and 
hospital care. In addition, individuals can offset private health care expenses on their tax returns. 
Personal health care tax exemptions are estimated to represent 0.5% of GDP. From 2000 to 2015, 
the number of people with private health plans grew from 30 million to 50 million, falling to 47 
million with the increase in unemployment from 2015. Approximately 70% of private health plans are 
collective, linked to formal employment. 

2.1.2 Resources coverage and allocation 

An important change in the composition of public health expenditure in Brazil has occurred which 
affects resource coverage and allocation. From 1990 to 2019, there was a decrease in federal 
government participation (from 75% to 42%) and an increase in state (from 15% to 26%) and 
municipality (from 12% to 32%) participation. In the last ten years, there has been a constant 
increase of state expenditure per capita, from R$319.36 to R$336.47 and in municipal spending per 
capita from R$336.46 to R$435.82, while federal expenditure per capita has stabilised since 
2014/2015 and decreased in 2016, 2018 and 2019 (Figure 3).  

Since 2016, health system financing through parliamentary amendments increased exponentially, 
causing a deterioration in the efficient allocation of resources (Vieira, 2020, 2022). Parliamentary 
amendments are not a stable or predictable source of funding, making it increasingly difficult for 
health administrators to plan long-term programmes. In addition, this mechanism of resource 
allocation is not subject to the same level of accountability as other forms of public spending, 
leading to potential misuse or misallocation of funds. The lack of transparency and accountability 
also creates opportunities for corruption. Overall, while parliamentary amendments can provide 
additional funding for the Brazilian health system, they may not be the most effective or sustainable 
way to finance the system.  
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Note: Municipal, state and federal expenditures per capita are mutually exclusive.  
Sources: PROADESS (2022) and World Bank (2022). 

Figure 3: Health expenditure per capita by administrative tier (R$)



Therefore, in the years leading up to the COVID-19 pandemic, municipalities and states struggled to 
increase their health expenditure due to decreased participation from the federal government, which 
is the tier with greatest financial capacity (Costa, 2022; Cruz et al., 2022).  

2.1.3 Financing policies and provider payments 

Despite limited SUS resources, the creation of mechanisms to transfer federal funding to states and 
municipalities reconfigured the governance of the health system. Before the SUS, payment for 
services provided was made directly by the federal government to health providers, most of which 
were private, through reimbursement per health service delivered. In addition, to transfer financial 
resources from the federal government to states and municipalities, it was necessary to establish 
fixed-term agreements. 

With the SUS, health system management responsibilities were progressively transferred to states 
and municipalities. To underpin this process, in 1994, Decree 1,232 established an innovative 
mechanism – the Fund-to-Fund – for the federal government to transfer from the National Health 
Fund to state and municipal funds, without the need for fixed-term agreements. As a result, federal 
transfers became regular and automatic, sustaining the SUS decentralisation process to the 
municipal level over time. 

In addition, the creation of funds directed towards strategic areas of the system increase the reach 
of public health actions nationwide. Among the most important is the Primary Care Floor (Piso da 
Atenção Básica (PAB)). Implemented in 1998, the PAB replaced fee-for-service reimbursement for 
walk-in procedures in primary care. Composed of a fixed per capita component (based on 
population) and a variable component (linked to national priorities), the PAB channelled monthly, 
regular and automatic federal resources directly to all municipalities in the country. 

In 2006, federal financial incentives were divided into six funding blocks – Primary Care, Medium 
and High Complexity Care, Pharmaceutical Assistance, Health Surveillance, SUS Management and 
Investments. As a result, federal resources transferred to states and municipalities began to be 
spent within the blocks, guiding local managers to invest in areas considered strategic for the SUS. 
However, in 2017, the blocks were merged in only two – one for the cost of services expenses and 
the other for investments in health infrastructure. 

Spending by level of care was concentrated according to tier of government. Municipalities are the 
government entities responsible for 61% of primary care expenditure, which represents 14.5% of 
total SUS expenditure. At the other end, state governments as responsible for 50% of hospital care 
expenses, which represents 21.1% of expenses. Meanwhile, the federal government is responsible 
for 50% of specialised care funding, which represents 13.7% of public spending on health. 

Thus, even though the PAB has benefitted the poorest regions, which did not have the infrastructure 
to receive federal funds via reimbursement, as well as having induced the adoption of the FHS 
model, the municipalities assumed responsibility for providing primary care services under highly 
unequal technical, administrative and fiscal conditions. Poorer municipalities and rural areas had 
greater difficulty attracting and retaining health professionals, especially physicians, limiting the 
expansion of the ESF. 

In 2019, a new capitation model called Brazil Prevent (Previne Brasil) was introduced to incentivise 
municipalities to increase registration and to extend access to primary care and coverage. Based on 
the new rules, instead of total population of the municipality, intergovernmental transfers are 
calculated based on the number of people registered to primary care services. The new federal 
primary care funding policy is based on three pillars of weighted capitation, payment-for-
performance and incentives for implementing strategic actions.  

State and municipal governments are responsible for most out-patient specialised care and hospital 
contracting and payment. There are two basic mechanisms to finance in-patient and out-patient 
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care: (1) the federal government estimates the quantity and type of admission for each state or 
municipality, according to population, infrastructure and trends, and then transfers the funds to the 
government tier responsible for provider payments and (2) high complexity procedures are 
reimbursed directly and not projected (Machado et al., 2015). Other federal financial incentives for 
state and municipal governments encourage providers to adopt national guidelines, such as the 
integration of healthcare networks. 

The private sector follows different provider reimbursement models, which vary according to health 
insurance plan and facilities.  

2.2 Resilience 

2.2.1 Preparedness 

SUS’s financial preparedness to face a public health emergency is based on past experiences, such 
as HIV (Greco, 2016), Dengue fever, Zika virus and Chikungunya virus. The MoH Health Surveillance 
Secretariat document, Response Plan to Public Health Emergencies (Ministério da Saúde, Health 
Surveillance Secretariat, 2014), establishes a “financial leader” in the public health emergency team, 
responsible for management and provision of all needed financial resources to the health system 
(Ministério da Saúde, Health Surveillance Secretariat, 2014). Past epidemics have, however, created 
some “internal” knowledge among municipal, state and federal practitioners, including with regard to 
finances, to improve allocation during exceptional times (Greco, 2016). 

Nevertheless, SUS financing was far from prepared to fight a global pandemic such as COVID-19 
(Servo et al., 2020). The experienced SUS financing experts interviewed in this acknowledged they 
did not know risk projections or “budget triggers” that would detect a public health emergency; nor 
were they aware of risk management financial plans to create additional funds or reserves to cope 
with a sanitary crisis.  

2.2.2 Response 

The absence of the federal government, represented by the MoH, in the financial response to the 
COVID-19 pandemic is common knowledge among researchers and public health practitioners 
(Faleiros & Pereira, 2021; Servo et al., 2020). Financial support for the health system came from 
additional funds provided by the Brazilian National Congress through a legislative decree (Brazilian 
National Congress, 2020), which also enabled the federal government to promulgate law 
13,982/2020 which provided financial support to the most vulnerable families. After funding was 
secured, it was distributed equally among governmental tiers according to geographical 
specifications, but not taking into consideration that financially vulnerable regions might be in 
greater need (Bigoni et al., 2022). 

Variations in national health fund (Fundo Nacional de Saúde (FNS)) transfers to states and 
municipalities during the first year of the COVID-19 pandemic are presented in Figure 4. Financial 
resources for the health system increased from 10% to 15 or 20% for municipalities, and from to 5% 
to 10% for states (Faleiros & Pereira, 2021). The same pattern is confirmed by Servo et al., (2020), 
who added that MoH direct applications evolved from close to 0% in April 2020 to 4.7% in October 
2020. 

Finally, previous COVID-19 pandemic studies have already pointed out the problem of fiscal austerity 
discourse, disguised as the search for efficiency in the health system, which supports a reduction in 
financial investment and a reduction in federal participation in health expenditure (Castro et al., 
2019; Massuda et al., 2018; Servo et al., 2020).  
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2.2.3 Recovery and learning 

Given the lack of coordination from the federal government in the response to COVID-19, (Abrucio et 
al., 2020), there was no central or organised initiative to create/improve a financial contingency plan 
for the crisis. Some state and local initiatives shared financial knowledge acquired in the health 
system and there were some research/think tank actions that contributed methodological 
knowledge (IEPS, 2022). 

However, the continuous defunding and breaching of SUS collaborative management have had a 
significant impact on the functionality of Brazil’s health system and have weakened the country’s 
resilience. Despite an increase in federal funding to states and municipalities, the lack of proper 
distribution and support for the health system's response to those with higher needs has resulted in 
poorer outcomes. State and municipal governments did what they could with their own resources, 
but their efforts had limitations. This led to a sharp decrease in health care procedures and 
increased already existing health disparities in the country (Bigoni et al., 2022). 

The experience of financing the health system response to COVID-19 in Brazil has emphasised the 
need for increased public funding for the SUS, better coordination between federal, state and local 
governments, transparency in the allocation of resources, targeted funding for specific programmes 
and projects and international cooperation. By addressing these key lessons, Brazil can better 
prepare for future health emergencies and ensure that its health system is equipped to provide high-
quality care. 

Figure 4: Balances of national health fund (FNS) transfers – SUS (R$ billion)

* Trend lines are from January 2019 to March 2020. 
Source: Faleiros and Pereira (2021) 



2.3 Recommendations 

RECOMMENDATION 2A  
Establish a progressive increase in financial resources from 4% to 6% of GDP in 10 years to support 
SUS sustainability, including consideration of additional taxation on unhealthy products (e.g., 
tobacco, alcohol, sugar, etc.). 

RECOMMENDATION 2B 
Redefine criteria for allocating financing and other resources according to population and 
epidemiological needs, health care infrastructure and expected outcomes in health system regions. 

RECOMMENDATION 2C  
Expand financing for primary health care to support scaling up community-based family health 
teams, the diffusion of health promotion and prevention actions and integration with other health 
care levels within health regions. 

RECOMMENDATION 2D  
Promote reforms in hospital and specialised care provider contracts and payment from fee-for-
service to contracts based on capitation and performance to support integrated, equitable and 
cost-effective delivery models within health system regions. 

RECOMMENDATION 2E I 
mprove private insurance reimbursement mechanisms to the SUS when their beneficiaries receive 
care by the public sector. 

RECOMMENDATION 2F  
Create a specific SUS reserve fund for use in the event of a public health emergency. 
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3. DOMAIN 3 

Workforce



3.1 Sustainability 

Since SUS implementation, training of health professionals has expanded rapidly, albeit without 
appropriate human resource planning and regulation. Figure 5 shows the total number of health 
workforce professionals per 1,000 inhabitants in Brazil. At first glance, the increase in the number of 
all health professional between 2008 and 2022 is clear. An analysis by category shows that (1) the 
number of dentists constantly increased until 2019, with some stabilisation in recent years; (2) the 
number of nurses constantly increase in all years, with a boost in 2020 and 2021; (3) the number of 
pharmacists remained stable until 2013, when there was a notable decrease, followed by an 
evolution in the following years; (4) the number of physiotherapists constantly increased in all years, 
with a boost in 2020 and 2021; (5) the number of resident doctors constantly increased until 2017, 
stabilised to 2019 and then increased in 2020 and 2021; (6) the number of nursing assistants 
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Figure 5: Health workforce professionals per 1,000 inhabitants

Source: PROADESS (2022).

constantly increased in all years, with a boost in 2020 and 2021 and (7) the number of medical 
doctors constantly increased in all years, with a boost in 2020 and 2021. 

The increase in the number of health education schools across the country, both in public and 
private sectors (Machado & Ximenes Neto, 2018), but mostly in the private sector, explain these data 
(Poz et al., 2022; Scheffer & Dal Poz, 2015). Some studies address a decrease in quality among 
recently graduated health workforce professionals, including medical doctors (Novato et al., 2022), 
nurses and nursing assistants (da Silva & Machado, 2020).  

Despite health workforce increases in recent years, inequality remains the primary problem in the 
distribution of the workforce, mostly affecting the most vulnerable regions in Brazil (Massuda et al., 



2018) and creating a market dispute between public and private sectors for the labour force 
(Campoy et al., 2020). Studies have shown a higher number of health care professionals in the less 
vulnerable, such as the South and Southeast regions, and lower numbers in the most vulnerable, 
such as the North and Northeast regions (Paschoalotto et al., 2022; Machado et al., 2022). There 
has been a shift in the health workforce from the public to the private sector, due to the higher 
capacity for payment, creating problems in human resources allocation (Bahia & Scheffer, 2018; 
Campoy et al., 2020). The distribution of medical specialists or generalists follows the same 
workforce distribution trend, concentrated in the richer South and Southeast regions of the country 
(Scheffer et al., 2020). Forty percent of medical doctors are not specialists, most work in both the 
public and private sectors, and only 21.5% work exclusively in the SUS with most located in 
metropolitan regions, leaving demographic deserts elsewhere (Scheffer et al., 2020). 

In the primary care workforce, the Family Health Strategy (FHS), designed in 1994, was adopted in 
1998 as a national model to expand health services across the country. Between 1998 and 2020, the 
number of FHS teams grew from 2,054 to 43,286, reaching an estimated 133.7 million people 
(63.6% of Brazilians). FHS teams are composed of up to 12 community health works, one nurse 
assistant, one nurse and one medical doctor. Each FHS team should cover up to 4,000 people. 
Based on regional/local needs, FHS teams can have the support of health professional specialists 
based in the NASF (Nucleo de Apoio ao Saúde da Família), such as nutritionists, pharmacists, 
psychologist, social workers, and others, and medical specialists, including paediatrician, 
gynaecologist, psychiatrist, and others. In addition, oral teams of one dentist and dental assistant 
are provided to the population. Following the same community health strategy, the mental health 
strategy leaves behind the hospital-based approach, with multi-professional teams of psychologists, 
social workers and therapists assigned to provide care through clinical and psychosocial 
rehabilitation. 

Innovative public policies addressed the SUS workforce fragilities. In 2013, the Mais Me ́dicos (More 
Doctors) programme was implemented to address imbalances in the distribution of primary care 
doctors. The ‘Mais Me ́dicos’ was instrumental in increasing the supply of doctors in distant or 
unattractive areas – reducing healthcare gaps and increasing primary care coverage and delivery of 
care for many municipalities, especially the smallest and poorest ones (Massuda et al, 2022). Some 
results achieved by the More Doctors Programme include (1) a reduction of almost 50% in the 
shortage of medical doctors in the most vulnerable municipalities (Girardi et al., 2016), (2) a negative 
association between the programme and hospitalisation due to hypertension and cerebrovascular 
disease (Özçelik et al., 2020) and (3) the allocation of most medical doctors within the programme in 
vulnerable municipalities (Özçelik et al., 2021).  

Another innovative public policy for the SUS workforce is the National Permanent Health Education 
Policy (PNEPS) (Brasil, 2018) Implemented in 2004, the PNEPS aims to provide a continuous training 
to improve health professionals capacities through an integrated and decentralised approach 
(Gonçalves et al., 2019). The results achieved by PNEPS are the creation of a training culture in the 
SUS, encouraging teamwork organisation, interdisciplinarity and the active participation of 
professionals in the management and development of health policies. Despite the progress 
promoted by the PNEPS, the municipal initiatives are not integrated (Rocha et al., 2021), with few 
opportunities for benchmarking of training experiences among the SUS workforce (Johnson et al., 
2013).  

Therefore, health workforce sustainability in Brazil has been developed with an increase in the 
number of professionals, health schools, and innovative strategies (FHS, More Doctors Programme 
and PNEPS). However, some obstacles remain, including (1) the absence of national plan to better 
aligning health workers' training, allocation, and provision, (2) quality control and regulation in private 
health schools,(3) inequality in the distribution of the health workforce between the regions of Brazil 
and (4) “unequal competition” between the private and public sectors to attract health professionals 
leaving a gap in the health care of the most vulnerable (ANAHP, 2022; CONASS, 2022; IEPS, 2022).  
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3.2 Resilience 

3.2.1 Preparedness 

As a consequence of the lack of national coordination in responding to the COVID-19 pandemic, 
Brazil’s workforce preparedness to Covid-19 relied on existing contingency and emergency plans. In 
2011, the Decree 2,952/2011 established the SUS national force to work in the case of national 
public health emergencies (Ministério da Saúde, 2011). In 2014, the Ministry of Health enhanced the 
2011 legal framework by implementing a response plan for public health emergencies. Additionally, 
Brazil has had prior experiences with epidemics, such as HIV, Dengue fever, and the Chikungunya 
virus. These previous outbreaks have contributed to the accumulation of knowledge among health 
professionals regarding crisis response strategies. 

3.2.2 Response 

The lack of national coordination exacerbated disparities in health workforce response to the COVID-
19 pandemic. Regions with higher vulnerability in terms of socioeconomic factors, and limited 
human resource capacity, were disproportionately affected compared to less vulnerable regions. 
The latter had the advantage of being able to quickly increase their health workforce to respond to 
the crisis (Rocha et al., 2021). Moreover, state government responses employed different strategies 
in varied conditions: (1) in Espírito Santo, there has been an improvement in the capacity of the 
health workforce inside and outside hospitals since 2019, allowing for a more structured response; 
(2) São Paulo, the richest state in the country, faced fewer challenges in hiring health professionals 
to expand the capacity of human resources in health; (3) Amazonas faced a shortage of doctors and 
nurses, particularly in hospitals, due to limited financial resources. On the other hand, the response 
in the public sector was characterised by a faster and more substantial increase in the hiring of 
doctors, nurses and physiotherapists compared to the private sector (Paschoalotto et al., 2022). 

SUS frontline workers also suffered and adapted differently during the COVID-19 pandemic. Nurses 
had greater autonomy to create new roles and changes in response to the crisis, while community 
health workers were not in demand in primary care during the first moments of the pandemic (Lotta 
et al., 2021). The health workforce was also pushed to provide telehealth services owing to social 
distancing measures, thus improving the technological knowledge and skills of health professionals 
(da Silva et al., 2021).  

A study comparing the feelings of medical doctors, nurses and community health workers and their 
preparedness for the COVID-19 pandemic also revealed differences. A common feature was that all 
professionals felt insufficiently resourced, experienced mental health issues and were untrained 
(Lotta, Fernandez, et al., 2021). Mental health issues in the SUS workforce were due to a decrease of 
income, risk exposure and exposure to more information about contamination and deaths (Duarte et 
al., 2020). It is common knowledge that the lack of a national strategy to address exposure to risk or 
care of health workers led to increased physical and mental health issues in Brazil (Lotta, Coelho, et 
al., 2021; Lotta, Fernandez, et al., 2021). 

3.2.3 Recovery and learning 

The COVID-19 pandemic was a learning opportunity for the SUS health workforce, even in the 
absence of a national policy initiative to share this knowledge. Some of the knowledge that health 
care professionals acquired included (1) the use of telehealth and the increase of technological skills 
to provide health services delivery (da Silva et al., 2021), (2) a new “skill mix” between health care 
professionals and (3) new techniques to address an unknown disease with the potential of new 
pandemics emerging in the future.  
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The COVID-19 pandemic has highlighted the critical role that health care workers play in responding 
to public health emergencies and the need to ensure their protection and well-being. In Brazil, health 
care workers were not adequately protected, leading to a high incidence of infections and death. As 
such, it is important for health care systems to prioritise the provision of adequate PPE, training in 
infection prevention and control and other measures to protect health care workers. In addition, 
health care systems need to invest in human resources to ensure that they have enough staff to 
effectively respond to emergencies. This can be achieved by improving working conditions, 
increasing the number of health care workers and investing in education and training. 

3.3 Recommendations 

RECOMMENDATION 3A  
Integrate health and education policies to align technical training, graduation, residencies and 
postgraduation according to health system needs. 

RECOMMENDATION 3B  
Establish career plans in priority areas of the SUS administration, surveillance and assistance. 

RECOMMENDATION 3C  
Improve mechanisms for the federal provision of medical professionals in the most difficult areas to 
supply within health regions. 

RECOMMENDATION 3D  
Improve the capacity for planning, managing, monitoring and evaluation of the SUS workforce. 

RECOMMENDATION 3E  
Establish a health care workforce plan for health crises and natural disasters, including the provision 
of psychological support for health workers. 

RECOMMENDATION 3F  
Improve digital health capability across the health workforce and expand digital technology in care 
settings. 
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4. DOMAIN 4 

Medicines 
and 
technology



4.1 Sustainability 

4.1.1 Technology adoption 

SUS provides free health care services at the point of care and free access to some medicines, 
procedures and technologies. Regulation of medicines and health products is a federal 
responsibility, but responsibility for pharmaceutical assistance policy is shared between the 
government tiers and organised by component specification (basic, strategic and specialised). The 
component specification list can be found in the Relação Nacional de Medicamentos (RENAME) 
(RENAME, 2022). 

In recent years, progress has been made in improving access to innovative therapies and vaccines. 
For instance, between 2012 and 2018, SUS introduced a range of new medicines and technologies 
to treat cancer, including eleven drugs, four procedures, one vaccine, six therapeutical protocols and 
three examinations (Observatório de Oncologia, 2018). 2017 saw the introduction of novel direct-
acting antiviral drugs (DAAs) to treat hepatitis C, covering patients in need (Fonseca et al., NEJM). 
However, the health system faces several barriers that make it difficult to ensure timely access to 
these treatments for all patients, including socioeconomic disparities, limited health care resources 
and complex regulatory processes. In addition, Brazil's large geographic size and diverse population 
create challenges of distribution of and access to new treatments and vaccines. 

Which medicines and technologies are available through SUS is based on a list of approved drugs 
and procedures. This list is periodically updated and includes medicines and technologies that are 
deemed essential and cost-effective. 

To be registered for use in Brazil, analysis of clinical evidence of efficacy and safety is carried out by 
the National Health Surveillance Agency (Agência Nacional de Vigilância Sanitária (ANVISA), an 
independent regulatory agency affiliated to the MoH. In the case of medicines, this is followed by 
pricing determination by the Medicines Market Regulation Chamber (CMED).The economic benefits 
are assessed by the National Committee for Health Technology Incorporation (Comissão Nacional 
de Incorporação de Tecnologias no SUS (CONITEC)). The final stage are the negotiations to 
purchase and make the product available.  

ANVISA is responsible for regulating the production, marketing and use of those products and 
services that are subject to health regulation (e.g., medicines, cosmetics, food). This includes related 
environments, processes, ingredients and technologies, as well as control at ports, airports and 
borders.  

CMED, linked to ANVISA, is required to establish a price ceiling for marketing each medicine in both 
public and private markets. This is based on evidence of efficacy, comparison of treatment costs 
and consideration of international prices. It is important to note that while medicines are available 
for use in the private sector after determination of a price ceiling, they are not available for use in the 
public sector (SUS) until after incorporation (standard procedure) or the litigation process in the 
judiciary system (non-standard procedure).  

CONITEC advises the MoH on the incorporation of medicines or technologies in SUS list. Although 
inspired by the British National Institute for Health and Care Excellence (NICE), it does not have the 
same administrative independence. Its activites include budget impact analyses and health 
technology assessments (Brasil, 2015). The health technology assessment (Avaliação de 
Tecnologia em Saúde (ATS)) process includes (1) studies of efficacy, effectiveness and safety and 
(2) cost evaluations, including health economics, cost-benefits, cost-effectiveness, cost-utility and 
cost-minimisation. Once a medicine or technology is incorporated into SUS’s pharmaceutical 
programme, it becomes eligible for delivery by SUS.  

Price negotiations between the Brazilian MoH and the supplier are the last step before medicines 
reach patients. These depend on the volume of purchases, discounts and other factors. 
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This regulatory design attempts to rationalise medicine and health product acquisition in Brazil, 
defining criteria and minimum standards for products, and more transparent parameters for price 
setting. 

The official deadlines for the time taken for each phase of the process are shown in Table 4 for 
medicines and in Table 5 for health products 
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Table 4. Official deadlines for medicines appraisal

Phase Organisation Medicine type Deadline

Registration – analyses of 
efficacy and safety evidence

ANVISA Priority 120 days

Non-priority 365 days

Determination of price ceiling – 
based on efficacy, and 
comparisons of treatment costs 
and international prices

CMED Categories III, IV, V and VI 60 days

Categories I, II, non-new biologicals 
and non-typical cases

90 days

Incorporation – formulation of 
guidelines for use and availability 
in SUS

CONITEC 270 days (180 days with possible 
extension for another 90 days)

Source: Elaborated by the authors based on Anvisa (2017), CMED (2004) and Brasil (2011).

Table 5. Official deadlines for health products appraisal

Phase Organisation Medicine type Deadline

Health Surveillance Register 
analysis

ANVISA 90 days

Health Technology Assessment 
(for inclusion in SUS)

CONITEC 270 days (180 days with possible 
extension for another 90 days)

Source: Elaborated by the authors based on Anvisa (2017), CMED (2004) and Brasil (2011).

The actual timelines are different from the official ones. In 2019, ANVISA took an average of 276 
days to approve the registration of new active substances and 188 days for generics and branded 
generics, while CONITEC took an average of 243 days for oncological and 266 days for other high-
cost medicine (Capucho et al., 2022; BBC News, 2019). 

The average times taken for regulatory approval do not differ much from the main international 
reference countries and markets – while longer than in the US, Brazil is quicker than Japan, Canada, 
Australia and the European Union (Figure 6). However, compared to other Latin American countries, 
Brazil has the second longest time for oncology treatments, taking on average over 1,000 days for 
these to receive regulatory approval (IQVIA, 2022).  
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During the pandemic ANVISA operated with the smallest workforce in 20 years (AMB, 2022). To 
tackle the lack of human resources, for some time ANVISA has been investigating measures to 
optimise analysis. These include regulatory reliance, which provides for the use of analysis carried 
out by an Equivalent Foreign Regulatory Authority (AREE). With this approach, ANVISA's technicians 
will be able to make use of studies carried out and approved by partner international regulatory 
agencies, such as the United States (FDA), European Union (EMA), United Kingdom (MHRA) and 
Health Canada, in their analyses (JOTA, 2022). The adoption of this mechanism could increase 
agility in analysis of registration and post-registration requests for drugs, biological products and 
active substances, without compromising safety, efficacy and quality. 

The medicines market in Brasil is well established and resilient and, due to the size of population, is 
one of the largest markets in the world. It has grown at a high rate in recent years and this is likely to 
continue (IQVIA, 2022). According to official CMED data, in 2019, the medicines industry generated 
revenue of US$21.7bn with a volume of almost 5.3 billion packages (Figure 7). Revenue has been 
impacted in recent years by the effect of the value of the US dollar on the exchange rate 

Figure 6: International comparison of average time for new medicine appraisal (2017/2018)

Source: Adaptd from BBC News (2019).

Figure 7: Medicine revenue and volume (US$ billion)

Source: Elaborated by the authors based on CMED (2020).



Drugs account for approximately 18.5% of health expenditure in Brazil (IBGE, 2019). The generics 
market (including similar drugs) has the highest market share at one-third of revenue and 70% of 
volume (Figures 8 and 9).  
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Figure 8: Pharmaceutical industry evolution by product type – revenue (US$ billion)

Note: Specifics refer to products with no product interchangeability.  
Source: Elaborated by the authors based on CMED (2020).

Figure 9: Pharmaceutical industry evolution by product type – volume (packages billion)

Note: Specifics refer to products with no product interchangeability.  
Source: Elaborated by the authors based on CMED (2020).



4.1.2. Research and development  

Since 2008, Brazil has experienced a decrease in its main innovation indicators and this is also the 
case in the health sector, with a steady reduction in innovation activities expenditures as a 
percentage of net income between 2008 and 2017 in both manufacturing and health sectors, as 
shown in Figure 10.   

R&D expenditure showed more resilience over the same period. Manufacturing industry showing 
little change, while the pharmaceutical industry saw continued year-on-year growth (Figure 11). R&D 
expenditure accounts for two-thirds of all innovation investments in the pharmaceutical industry.  
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Figure 10: Innovation activities expenditure as percentage of net income

Figure 11: R&D expenditure as percentage of net income

Source: Elaborated by the authors based on PINTEC (2008, 2011, 2014, 2017).

Note: Innovation activities include all developmental, financial and commercial activities that are intended to result in an innovation 
(OECD/Eurostat, 2018).  
Source: Elaborated by the authors based on PINTEC (2008, 2011, 2014, 2017).



Government incentives for R&D and innovation in industries and process technologies in Brazil are 
financed through the Brazilian Development Bank (Banco Nacional de Desenvolvimento Econômico 
e Social (BNDES)), using different types of funds, including the Development Programme to Support 
the Pharmaceutical Productive Chain (Programa de Apoio ao Desenvolvimento da Cadeia Produtiva 
Farmacêutica (PROFARMA)) and the Technological Development Fund (Fundo de Desenvolvimento 
Tecnológico (FUNTEC)). Both initiatives aim to foster the development of Health Industrial-
Economic Complex (Complexo Econômico-Industrial da Saúde (CEIS) in Brazil. However, the lack of 
public investments and excessive regulation (red tape) and the lack of resources and the National 
Institute of Intellectual Property‘s extensive backlog hinder the possibility of improving and 
innovating barriers to advance R&D agenda in the country. 

4.1.3. Digital health  

A Digital Health Strategy for Brazil – 2020 to 2028 (Estratégia de Saúde Digital para o Brasil – 2020 
a 2028) is a document that presents seven digital health priorities for the Brazilian health system up 
to 2028: (1) governance and leadership; (2) informatisation of the three health care levels; (3) 
support health care improvement; (4) set users as protagonists; (5) training and formation of human 
resources for digital health (HRDH); (6) interconnectivity environment and (7) innovative ecosystem 
(Ministério da Saúde, Secretaria-Executiva, Departamento de Informática do SUS, 2020).  

Since the expansion and evolution of the SUS, informatic and decision-making systems have spread 
across Brazilian territories, but not in an integrated fashion (Coelho Neto et al., 2021). Until 2018, 
Brazil had 54 national health information systems, divided into seven decentralised centres and with 
autonomy from the Brazilian Health Informatics Department (DATASUS) (Coelho Neto & Chioro, 
2021). The country created one of the world’s largest centralised health databases with the Brazilian 
Health Informatics Department (DATASUS) which includes 5570 municipalities, 485 health regions, 
26 states, one federal district, and the national tier, with indicators relating to health care, morbidity 
and epidemiology, health infrastructure and networks, vital statistics, sociodemographics and 
finances. Despite advances in the first 30 years of the SUS, some challenges to the health informatic 
and decision-making systems in Brazil remain, including (1) improving the connection between 
levels of care, government tiers and private and public systems and (2) boosting business 
intelligence tools to support decision-making at different governance levels (ANAHP, Associação 
Nacional de Hospitais Privados, 2022; IEPS, 2022).  

Despite some federal initiatives, such as a national telehealth programme (Prado et al., 2013), 
development is non-integrated and fragmented, influenced by the socioeconomic conditions of each 
state, region or municipality. Before the COVID-19 pandemic, there were some initiatives in the most 
remote areas, mainly in the Northeast region, to facilitate access to health care services, such as 
basic care (Oliviera et al., 2015). Telehealth has been successful in permanently educating the SUS 
workforce, sharing knowledge and initiatives and improving health consultation between 
government tiers and departments (Dolny et al., 2019). 

There still a long road ahead in this field. Despite the spread of democratic spaces in the 
municipalities, such as municipal health councils, access and understanding of the health indicators 
remain problems for health literacy in Brazil (Krüger & Serapioni, 2020). 

4.2 Resilience 

4.2.1 Supply security 

Brazil has a diversified productive system in the area health care. In the pharmaceutical industry (1) 
large multinationals provide the national market with innovative products, (2) large private national 
industries provide the national market with generic and biosimilar products and (3) public 
laboratories are the main suppliers of vaccines and biological and synthetic products. In the area of 
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health products, the national market supply of equipment, materials and systems, used in 
prevention, diagnosis, treatment, rehabilitation or contraception, is a combined effort between small- 
and medium-sized private national companies and medium and large multinationals. However, 
considerable commercial dependence causes a continuous increase in the trade balance deficit. 
This dependence is higher in the pharmaceutical inputs sector. According to Conta Satélite health 
data (IBGE, 2019), in 2019, Brazil imported approximately 88.1% of the pharma chemical products it 
consumed. This includes 26.8% of ready for market medicines, 23.7% of health equipment and 
31.2% of medical and dental materials.  

This dependence increased during the COVID-19 pandemic. There were disruptions to global 
production chains due to an increase in demand and shortages to medicines and health products; 
this also occurred in the Brazilian market. During the COVID-19 pandemic, product shortages were 
critical. The government responded with (1) national directives to treat and prevent COVID-19, (2) 
COVID-19 clinical protocols, (3) a national plan to operationalise vaccination, (4) presidential decrees 
determining priority technologies, (5) MoH ordinances and (6) ANVISA resolutions. Resolutions from 
CMED increased pricing regulation flexibility for products with shortage risks, while the Brazilian 
Foreign Trade Chamber (Câmara de Comércio Exterior (Camex)) and Administration Executive 
Committee (Comitê Executivo de Gestão (Gecex)) documented a temporary reduction of tax on 
imports and temporary laws were enacted to prohibit the export of medical, hospital and essential 
hygiene products. 

Despite these measures, the challenge of product shortages persisted in Brazil until 2022. 
Municipalities, states and the federal government had difficulties acquiring a range of products and, 
at the national level, there is no practice of regulatory stockpiling to guarantee the supply of these 
products.  

4.2.2 Vaccine implementation 

Brazil has a well-known national vaccination plan (National immunisation plan, Programa Nacional 
de Imunizações (PNI)), with 45 different immunobiological immunisations available to the Brazilian 
population through annual and regular vaccination campaigns. The system is supplied by public 
laboratories that produce almost 75% of all vaccinations consumed in Brazil. The two largest public 
laboratories are the Oswaldo Cruz Foundation and the Butantan Institute. The remaining 25% of 
vaccines are imported.  

These two laboratories played an important role in the production and supply of the COVID-19 
vaccine in Brazil, through partnerships with foreign companies. Both public laboratories had 
experience with technology transfer to supply the SUS. The Butantan Institute engaged in a 
partnership with a Chinese private laboratory, Sinovac, and the Oswaldo Cruz Foundation had a 
technology transfer agreement with AstraZeneca for producing COVID-19 vaccines in Brazil. The 
combination of the local production of COVID-19 vaccines and Brazil’s history of annually promoting 
mass vaccination campaigns resulted in high COVID-19 vaccination uptake, despite political 
controversies regarding the Brazilian response to the pandemic. By November 2022, 84% of 
individuals had received at least one course of vaccination, 79% had received both and 49% had 
opted for a booster.  

4.2.3 Digital health 

The COVID-19 pandemic has affected the digital health in the Brazilian health system. The federal 
government was inactive during important periods of the pandemic, impairing communication and 
transparency regarding the actual situation (Villela & Gomes, 2022). To overcome this situation, an 
initiative by CONASS in partnership with a national press consortium sought to monitor and 
communicate the COVID-19 situation across the states in Brazil, showing an alignment to solve the 
communication problem (Souto & Silva, 2021).  
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The COVID-19 pandemic boosted the advance of health informatics and decision-making systems. 
Immediately after the outbreak of the COVID-19 pandemic, some states and municipalities designed 
business intelligence panels to support operational control centres and web platforms were 
implemented to improve communication with the population and support government decision-
making processes. This technological evolution also generated a digital closeness between society 
and the SUS, enabling the improvement in reading and understanding epidemiological, morbidity 
and structural health indicators.  

There was a huge expansion in Brazil’s telehealth infrastructure to maintain some essential services 
(Silva et al., 2021). Initiatives addressing telehealth services spanned different areas, such as (1) 
basic attention through community health agents (Maciel et al., 2020), (2) mental health through 
digital consultation with psychologists (Depolli et al., 2021) and (3) health education and updating 
(Massucato et al., 2021). This movement occurred in an unequal way and despite a lack of federal 
coordination.  

It is necessary to share these successful digital health initiatives and adapt the next strategic steps 
to absorb this new knowledge, to develop an equal digital health environment across all Brazilian 
municipalities, regions and states, and to avoid the generation of further inequalities in the SUS. 

4.2.4 Recovery and learning 

The COVID-19 pandemic presented significant challenges to Brazil’s pharmaceutical assistance 
programme, including the need to rapidly scale up the use of new medicines and technologies to 
respond to the crisis. While there have been some setbacks and challenges, there have also been 
important opportunities for recovery and learning in this area. The COVID-19 pandemic has led to 
the widespread adoption of telemedicine in Brazil, to provide care while minimising the risk of 
infection transmission. This has created an opportunity for recovery and learning, as health care 
providers have gained experience with this technology and identified its potential benefits and 
limitations. 

The pandemic also highlighted the importance of supply chain management in ensuring the 
availability of vaccines, essential medicines and technologies. This has created an opportunity for 
recovery and learning, as health care providers have identified areas for improvement and have 
developed strategies to strengthen the supply chain. Meanwhile, the pandemic has led to an 
increased focus on research and development in Brazil, including the development of new medicines 
and technologies to address the crisis. 

Regarding vaccination, Brazil had the capacity to locally produce COVID-19 vaccines. Fiocruz 
concluded the COVID-19 vaccine transfer in 10 months, as it was able to supply the SUS during the 
most critical time of the pandemic. In this sense, it was an achievement and a lesson learned in how 
to absorb an innovative health technology in a short period of time, and with possible improvements 
for new variants or new health products in the long-term (Fonseca et al., 2023). In addition, ANVISA 
updated its clinical trials protocols quickly and created an “emergency use” procedure to accelerate 
the entrance of vaccines into the market (Fonseca et al., 2023).  

4.3 Recommendations 

RECOMMENDATION 4A  
Strengthen health technology and productive development policies to ensure universal access and 
increase local production competitiveness, reducing the external dependence and the high trade 
balance deficit in high-cost products.  
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RECOMMENDATION 4B  
Establish institutional and tributary reforms, and regulatory process improvements, such as 
reduction of red tape and refinement of Intellectual Property scheme, to create a competitive 
advantage with external markets. 

RECOMMENDATION 4C  
Foster local research and development through increased investment in public and private sectors 
of the health economic and industrial complex in the country. 

RECOMMENDATION 4D  
Prioritise the digital transformation of the health system to improve health system management, 
coordination and integration of levels of care.  

RECOMMENDATION 4E  
Integrate health informational systems across different levels of care (primary, secondary and 
tertiary), government tiers (municipal, state and federal) and public and private sectors (SUS, 
supplementary and private).  

RECOMMENDATION 4F  
Align the expansion of telehealth access with primary care expansion, to create a well-connected 
network. 
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5. DOMAIN 5 

Service 
delivery 



5.1 Sustainability 

The SUS has shifted the model of care in Brazil through rapid expansion of a comprehensive 
approach to primary care, followed by the development of health networks for mental health 
services, emergency care and specialised out-patient services. In addition, it offers comprehensive 
hospital services, including complex treatments. However, hospitals in the SUS face structural and 
organisational challenges, such as lack of autonomy and accountability, inefficient financing and 
payment systems, inefficient use of resources, variable quality of care, lack of integration within 
health networks and suboptimal use of managerial information (Castro et al., 2019). In addition, 
access to specialist care remains a major bottleneck in the SUS, resulting in unmet demand, queues, 
long waiting times and delays in diagnoses. In addition, supplier induced demand, overuse and over 
prescription of diagnosis methods are also current challenges (Castro et al., 2019). These problems 
increased due to the COVID-19 impact, threatening the sustainability of the SUS. 

5.1.1 Efficiency and quality measures 

The MoH is part of the WHO Patient Safety Protocol, and initiatives for hospital accreditation began 
in Brazil in 2000. In 2022, of almost 6,500 existing hospitals, approximately 8% were accredited by 
agencies. The Brazilian Sanitary Surveillance Agency (ANVISA) is responsible for defining quality 
protocols for health services and a National Patient Safety Programme was launched in 2013. 
However, the implementation and control of those measures vary widely across the country. All 
other initiatives are voluntary. Private association initiatives to improve care quality in Brazil have low 
participation and representativity. In general, outcomes and/or quality of care have no influence on 
payments, either by public or by private organisations. In addition, there are no official incentives for 
health care improvement. 

5.1.2 Role of primary health care 

Primary care is the most important entry point to the SUS. The Family Health Strategy (FHS), the 
national policy for the expansion of primary care, comprises multi-professional teams to provide 
acute care services, health promotion, prevention, chronic disease management and maternal and 
child services for a community in a geographical area. This became the core of primary care in the 
SUS, with major expansion since 1998 when a federal financing mechanism for primary care was 
established. Evidence demonstrates that the expansion of the FHS improved population health, with 
reductions in morbidity and mortality levels. FHS and primary care expansion have impacted (1) a 
reduction in racial inequalities in mortality (Hone et al., 2017), (2) a reduction in general mortality and 
some diseases, such as hypertension, diabetes, cerebrovascular disease, asthma and others (Diaz 
et al., 2022) and (3) a positive association with life expectancy (Rasella et al., 2013).  

However, disparities in FHS coverage remain across income and geographic groups. As 
municipalities assumed regular payments for primary care services, without adequate support from 
state governments, imbalances in resource allocation were exacerbated, especially in the 
distribution of medical doctors, limiting further increases in primary care coverage and quality. In 
addition, despite its importance, primary care financing has decreased in recent years (Vieira et al., 
2022). The evolution of primary care and FHS coverage is presented in Figure 12. To ensure 
equitable access to healthcare services and further expand primary care coverage, it is crucial to 
address these imbalances and establish a more coordinated approach between municipalities, 
states, and federal governments in resource allocation (Massuda et al., 2022).  
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Figure 12. Primary care coverage (% population)

Source: E-Gestor (2022).

5.1.3 Coordination and new models of care 

Other changes in health care delivery in the SUS include the implementation of specialised reference 
centres. As part of the psychiatric reform, there have been pioneering organisational innovations in 
health policies for mental health care with the design of community-based Centres for Psychosocial 
Support (Centro de Atenção Psicossocial (CAPS)). For Sexually Transmitted Diseases and HIV-AIDS, 
the SUS established an innovative model of Reference Centres, composed of multidisciplinary and 
multi-professional teams, combining counselling and rapid testing, provision of antiretroviral 
treatment (ART), prevention strategies, continuous care and long-term follow-up, integration with 
other medical specialties, aiming to address not only the biomedical aspects but also the 
psychosocial needs of patients. In emergency care, a network of services has been established 
aiming to integrate ambulance services (Serviço de Atendimento Movel de Urgência (SAMU)), 
centres to coordinate emergency response with hospitals (by monitoring occupancy levels in 
hospitals) and pre-hospital emergency services (Unidade de Pronto Atendimento (UPA)). 

Despite the significant expansion of healthcare services in Brazil through the implementation of 
SUS, access to specialist and hospital care in the public sector continues to be a significant 
challenge. This leads to unmet need, long waiting times, queues, and delays in diagnoses (Castro et 
al, 2019). The issue is particularly pronounced for populations living in remote and low-income 
regions, exacerbating health disparities. The COVID-19 pandemic further exposed the unequal 
distribution of specialised services and hospital infrastructure, characterised by shortages in 
equipment, specialised beds, and qualified healthcare professionals (Rache et al., 2020). 

In addition, there has been a lack of effective and sustainable strategies to improve coordination 
among different levels of care. Ministerial policies implemented since 2011 aimed to integrate 
healthcare services through health networks, such as mental health, emergency, maternal health, 
disabilities, and chronic diseases. However, insufficient financial incentives and a regional 
managerial structure have hindered the efforts to overcome fragmentation (Massuda et al, 2022). 
Ineffective coordination leaves users feeling lost when navigating the healthcare system after 
accessing specialised care. While the presence of social workers in some health facilities helps to 
address this issue, its impact is limited. 

The constraints on accessing specialist care within the SUS have resulted in the growth of a private 
market for outpatient specialist and hospital care, which are predominantly concentrated in 



wealthier regions of the country. However, the existence of a private health sector, in parallel to the 
public, adds further complexity to coordinate the healthcare system. For conditions that require 
high-cost treatment, such as cancer and renal dialysis, patients initially diagnosed in private facilities 
often needs to seek care within the SUS. Furthermore, the lack of integration between different 
electronic record systems in the public and private sectors also leads to duplication of services and 
increased costs. This reality imposes challenges to better coordinate the public and private sectors 
in the Brazilian health system.  

5.1.4 Distribution and access to services 

The evolution of health care services in Brazil is presented in the following three tables. Table 6 
shows an increase in pre-natal care consultations until 2015, achieving a rate of 130.23 per 1,000 
population. Ambulatory out-patient (SIA) and hospital in-patient (SIH) care also show an increase 
until 2015, with SIA reaching 20,228.82 procedures per 1,000 population. However, by 2019, SIA 
numbers had decreased by over 11%, to 17,897.56. A different trend is seen in SIH procedures, 
where procedures remained relatively stable, varying between 56.20 and 60.16 per 1,000 population, 
until 2020 and 2021 when the system recorded its lowest values since its implementation in 2008. 
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Table 6: Total number of procedures per 1,000 population

Years
Pre-natal care  
consultations

Ambulatory out-patient (SIA) 
procedures

Hospital in-patient (SIH) 
procedures

2008 94.84 15257.31 58.15

2009 104.15 16822.59 59.65

2010 102.22 17259.73 60.16

2011 99.91 18200.03 59.22

2012 104.71 18578.50 57.69

2013 127.83 18989.19 57.60

2014 138.49 20268.19 57.57

2015 130.23 20228.82 57.20

2016 89.39 19429.50 56.19

2017 89.45 19237.54 56.46

2018 50.43 17544.98 57.56

2019 29.61 17897.46 58.80

2020 25.43 14895.83 50.47

2021 21.71 16370.65 54.50

Source: Elaborated by the authors based on SIH and SIA (2022).

Table 7 shows an increase in elective ambulatory procedures over the years; an increase in urgent 
ambulatory procedures of over 200% after 2016; a steady decrease in elective hospital procedures 
until 2016 followed by an increase until 2019; and an overall reduction in urgent hospital procedures.  

Table 8 presents data on ambulatory and hospital chemotherapies and hospital haemodialysis. In all 
procedures, there has been a constant increase until 2021.  
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Table 7: Total number of procedures by urgency per 1,000 population

Years Ambulatory out-patient (SIA) procedures Hospital in-patient (SIH) procedures

Elective Urgent Elective Urgent

2008 2,705.31 80.11 14.51 47.99

2009 3,062.68 71.97 11.76 46.70

2010 2,900.98 60.36 12.17 47.09

2011 3,210.56 49.12 11.96 46.12

2012 4,249.84 66.09 11.28 45.41

2013 4,579.01 50.43 11.50 45.11

2014 5,030.25 62.43 11.80 44.99

2015 5,151.49 73.35 11.41 44.56

2016 5,389.54 86.48 10.98 44.15

2017 5,931.37 133.42 11.22 44.66

2018 6,214.49 202.95 12.08 44.90

2019 6,453.24 273.14 12.56 45.59

2020 6,518.23 262.17 7.96 41.83

2021 7,083.07 356.33 8.83 45.40

Source: Elaborated by the authors based on SIH and SIA (2022).

Table 8: Total number of procedures by procedure group per 1,000 population

Years
Ambulatory out-patient (SIA) 

chemotherapy
Hospital in-patient (SIH) 

chemotherapy
Hospital in-patient (SIH) 

haemodialysis

2008 3.37 0.20 52.47

2009 3.70 0.21 54.71

2010 3.96 0.23 56.74

2011 4.16 0.27 58.85

2012 4.45 0.28 61.14

2013 4.78 0.30 62.82

2014 5.13 0.31 64.97

2015 5.23 0.32 66.51

2016 5.35 0.32 67.69

2017 5.68 0.35 69.00

2018 5.96 0.37 71.39

2019 6.25 0.38 74.16

2020 6.47 0.38 75.86

2021 6.82 0.40 75.12

Source: Elaborated by the authors based on SIH and SIA (2022).



5.1.5 Chronic disease prevention 

The health system in Brazil is facing an increasing burden of chronic diseases, with cardiovascular 
diseases, complications of obesity, and type 2 diabetes becoming major causes of mortality. 
Strategies to raise awareness of the risk of hypertension and diabetes is a target to health care 
providers. Screening for hypertension and type 2 diabetes are incorporated into the daily practices of 
primary health care. However, only 65% of patients with hypertension were aware of their condition 
(Macinko et al., 2018). In addition, health promotion strategies also have had to improve. The 
healthcare community has acknowledged that industrialisation has resulted in the increased 
availability of calorie-dense foods on Brazilian family tables, often lacking essential nutrients. In 
response, there has been a movement to revive food culture and promote healthier dietary habits. 
The Dietary Guidelines for the Brazilian Population have been developed as one of the most 
comprehensive sets of dietary guidelines worldwide. These guidelines serve as a valuable resource 
to educate and guide individuals towards making healthier food choices. 

Following cardiovascular disease, cancer is the second biggest killer in Brazil. In 10% of the Brazilian 
municipalities, cancer is the main cause of death (Observatório de Oncologia, 2022). Cancer 
mortality showed great variation among residents of capitals and the interior of the country's major 
regions. Clear decrease in mortality was seen for the main types in the Southeast and South 
regions. The North and Northeast regions have patterns compatible with cancers associated with 
poverty, while the large increase of the cancers related to sedentary lifestyle stand out (Silva, et al., 
2020). Brazil has successfully implemented campaigns to reduce smoking rates through 
comprehensive campaigns, involving a wide range of media, from pamphlets available at primary 
health care units, to warning labels on cigar boxes and messaging in soap operas. Similar strategies 
were used for other conditions, using different media formats to provide information regarding 
mammograms, skin cancer and prostate cancer.  

A recent study proposes recommendations to improve efficiency, equity, and effectiveness of cancer 
care in Brazil (ICCI-LA, 2021). Among the recommendations are: (a) improving coordination of 
cancer care and establishing a national registry to reduce fragmentation and enhance data 
collection, (b) creating an innovation hub, restructuring service delivery for consistent and high-
quality care, and implementing digital care pathways, (c) strengthening prevention efforts, 
enhancing healthcare provider training, and (d) restructuring payment models to incentivise 
improved outcomes.  

5.2 Resilience 

5.2.1 Services in crisis 

One of the main aspects of health system resilience is the ability to sustain resource utilisation even 
after a shock. This capacity usually relies on historical efforts to build a system where resources can 
be relocated and increased with flexibility through the use of administrative and financial 
mechanisms. In the case of Brazil, from 2008 to 2015, the country increased hospital beds in both 
the public and private sectors. However, from 2015 onwards, the number of private hospital beds 
remained more or less static while the number of hospital beds available to the SUS diminished. 
However, the number of pieces of equipment, such as ventilators, increased steadily over the years 
(Figure 13). 
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The Brazilian health system was already impaired by austerity policies that deprived it of resources 
necessary to maintain its capacity five years before the first case of COVID-1. Figure 14 shows the 
impact of the COVID-19 pandemic in all regions of the country, quarter. The boxplots represent the 
distribution of changes in health care production rates compared to previous years. We grouped 
these into nine different catagories of procedures to show the impact on different types of care.  
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Figure 13: Physical resources per thousand inhabitants

Source: Elaborated by the authors based on CNES (2022)

Figure 14: Changes in procedures rates by major health region,  2020–2021

Source: Elaborated by the authors based on SIA and SIH data and using Bigoni et al.’s (2022) methodology. *Significant at the 5% level.



The first boxplot shows the baseline, the pre-pandemic quarter, and the mean is very close to zero, 
showing, on average, almost no change relative to the previous year. This was followed by a sharp 
drop in nearly all groups and in almost all regions in the first quarter of the pandemic. It is important 
to note that the amplitude of the boxplot also reduced in relation to the baseline, showing that 
disparities in the country have decreased. The entire country was hit in the same way and virtually at 
the same time. The recovery of each procedure group and each region paints a more heterogeneous 
picture. Diagnostic procedures, screenings, low and medium-complexity surgeries and clinical 
appointments with physicians were the most affected. By the end of 2021, diagnostic and screening 
procedures returned to almost normal levels, while surgeries of low and medium complexity and 
clinical appointments with physicians did not. Disparities in the country increased substantially in all 
regions, but especially in those with fewer resources, such as the North, Northeast and Center-West. 
This will have huge implications for the future of health in the country given that these procedures 
are essential to early diagnosis and treatment patterns. 

The pandemic also led to a substantial reduction in diagnostic procedures, transplants and highly 
complex surgeries. The procedures group is comprised of chemotherapies, radiotherapies and 
haemodialysis. This group showed unusual behaviour in the first quarter due to a change in how the 
procedures were registered at the beginning of 2019. Stability in the subsequent quarters highlight 
the resilience of the SUS in preserving non-elective procedures. A slight reduction in childbirths and 
treatment of injuries from external causes were a consequence of changes in psychosocial 
behaviours during the pandemic. 

When looking at health care production in the country, the COVID-19 pandemic was marked by a 
reduction in production and increased disparities across and within regions. It is unclear if or when 
the healthcare utilisation pattern will return to pre-pandemic levels. A backlog of procedures not 
performed during the pandemic is an unavoidable consequence. The impact of long-COVID is also a 
concern, but its magnitude remains unknown. The Brazilian health system needs to be protected 
and strengthened to deal with the backlog in demand that will come in the near future. 

5.2.2 Coordination of care in crisis 

The coordination of care during the COVID-19 pandemic was mismanaged by the federal 
government, represented in this case by the MoH, and led to an unequal response in the different 
regions of the country (Bigoni et al., 2022; Massuda et al., 2022). The most affected areas were the 
most vulnerable socioeconomic regions (Rocha et al., 2021). In past epidemics, the MoH was an 
important player in the organisation and management of the response, through adequate 
governance between the tiers (Greco, 2016; Teixeira et al., 2018). Therefore, states and 
municipalities gained more responsibilities to manage the COVID-19 crisis (Barberia & Gómez, 2020; 
The Lancet, 2020).  

The SUS underwent important changes to coordinate the COVID-19 pandemic crisis. First, 
movement to increase human and physical resources coming from the public sector was evident, 
with some stability and movement in the private health sector as the months went by and new 
waves of the virus arrived (Paschoalotto et al., 2022). Second, CONASS and CONASEMS, public 
health participation instruments, partially substituted for the federal government’s absence in 
coordinating COVID-19 surveillance and response actions (Vieira & Servo, 2020). Third, states 
responded differently to the COVID-19 crisis, coordinating their actions more closely to their own 
municipalities. Some states (e.g., Espirito Santo) improved care regionalisation and did not expand 
the services structure, others (e.g., São Paulo) used their economic power to quickly expand service 
delivery, while still others decentralised their response to the municipalities. Fourth, there were some 
initiatives to share facilities, mainly hospitals, between the private and public sectors to improve 
resource management (Massuda et al., 2020).  

The COVID-19 response of the different levels of complexity of care (primary, secondary and tertiary) 
showed some changes. An increase of telehealth services in PHC was forced by COVID-19 
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pandemic social distancing measures while, in specialist care, some UPAs, and outside hospitals, 
were adapted to receive and treat COVID-19 cases, and private and public partnerships shared 
facilities. Brazil experienced unequal responses regarding the use of technology for coordinate care 
mechanisms, such as the construction of “temporary hospitals”, changes to the UPA structure and 
private and public relations.  

5.2.3 Recovery and learning 

The COVID-19 pandemic has required health care providers to be flexible and to adapt their service 
delivery models to respond to changing needs and conditions. This has created an opportunity for 
recovery and learning, as health care providers have gained experience with alternative service 
delivery models, such as virtual consultations and home-based care, and have identified best 
practices for their use. The telehealth structure implemented during the COVID-19 pandemic will 
remain in the SUS structure and will change the way health services are delivered, with an increase 
in remote consultations. This developed in an unequal way, so that these advances are in different 
stages of implementation. There is no national policy initiative to share the knowledge acquired 
during the pandemic or to improve health system resilience in the delivery of health care.  

The COVID-19 pandemic has exposed existing gaps in health care and emphasised the importance 
of primary health care services in Brazil, particularly in underserved communities. The pandemic has 
also highlighted the impact on mental health for both patients and health care providers, creating an 
opportunity for recovery and learning in this area. Moreover, the pandemic has disproportionately 
affected vulnerable populations in Brazil, including those on low-income, those with limited access 
to healthcare and those with pre-existing health conditions. This has emphasised the need for a 
more equitable and inclusive health care system and created an opportunity for health care 
providers to identify strategies to improve access to care for marginalised populations. 

5.3 Recommendations 

RECOMMENDATION 5A  
Prioritise primary care as the main source of access for comprehensive care, encompassing 
preventive, diagnostic (e.g, early screening), treatment and palliative care in the SUS and its 
integration with other levels of care, including mental health care and emergency services. 

RECOMMENDATION 5B  
Define national and regional lists of health services and products based on health technology 
assessments offered by the SUS to ensure efficient, effective and equitable use of resources to 
address health needs. 

RECOMMENDATION 5C  
Establish emergency actions to address unmet needs worsened by the pandemic, prioritising 
cancer, cardiovascular and infectious diseases. 

RECOMMENDATION 5D  
Establish national, state and municipal contingency plans for public health emergencies involving 
both public and private sectors. 

RECOMMENDATION 5E  
Promote efficient models of public-private partnerships to expand specialised and hospital services 
delivery reach prioritising areas of care and regions of the country with greater needs.
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6. DOMAIN 6 

Population 
health and 
social 
determinants 



Brazil is a continental country, covering 8.5 mi km² (47% of South America), with 215 million 
inhabitants (IBGE, 2022a), and more than four million of its nationals living abroad (Brasil, 2020). The 
country is divided into five geographical regions – North, Northeast, Midwest, Southeast and South 
– comprising 26 states and a federal district (Brasília), and 5,570 municipalities (70% with fewer 
than 20,000 inhabitants). The regions have large demographic differences and socioeconomic 
inequalities. The Northeast and North regions (where most of the Amazon Forest is located) are 
historically the areas with the highest poverty levels. The South and Southeast (with 11% of the 
territory and 43% of the population), on the other hand, are the wealthiest regions.  

Like many Latin American countries, Brazil implemented social reforms to alleviate high levels of 
poverty and reduce socioeconomic inequalities (Atun et al., 2015). Since its implementation, the SUS 
has had a significant impact on health outcomes in Brazil. Life expectancy at birth in Brazil 
increased from 66.9 years in 1990 to 75.5 years in 2016, while child mortality decreased from 69.7 
per 1,000 live births in 1990 to 14.9 per 1,000 live births in 2017. In addition, the SUS has played a 
key role in the fight against infectious diseases such as HIV/AIDS, tuberculosis and malaria. 
However, challenges persist in the SUS, including the quality and availability of health care services 
and the equitable distribution of resources across different regions of the country. These problems 
have worsened since the federal government’s adoption of long-term austerity measures in 2016, in 
response to an economic crisis, with a disproportionate impact on low-income individuals and 
marginalised communities, exacerbating existing inequalities and widening of the gap between 
Brazil’s rich and poor. 

6.1 Indicators of population health 

The Brazilian Institute of Geography and Statistics (IBGE) estimated in 2019 that life expectancy in 
the country was 76.6 years (IBGE, 2019). This number is still heavily weighted by high levels of infant 
and child mortality (França et al., 2017) and deaths due to external causes, such as violence and 
accidents, which take a toll on the young adult population (Malta et al., 2017). It is expected, 
however, that Brazilians reaching 60 years of age will live, on average, a further 22.7 years (IBGE, 
2022b). The reliability of these estimates improved considerably in the last three decades, with the 
improvement in the quality of vital registration (Lima et al., 2014). Death registration quality remains 
a significant concern in the country. However, strategies have been implemented to improve 
registration quality (Marinho et al., 2019), thus reducing the number of deaths registered with ill-
defined causes and incorrect or non-existent codes. 

In 2019, child mortality was 12.4 deaths per 1,000 live births (Table 9), having decreased for the past 
four decades; this is a direct effect of an increase in education levels (Rebouças et al., 2022) and 
political representation (Hessel et al., 2020) among women. Increasing primary health care coverage 
(Vieira-Meyer et al., 2019) and specific health policies (Ramos et al., 2021) have also been 
responsible for reducing child mortality. Brazil has also experienced a significant reduction in child 
malnutrition (de Cássia Ribeiro-Silva et al., 2022), with programmes such as the Programa Nacional 
de Alimentação Escolar (PNAE) providing meals for more than 70% of all public schools since 1998 
(Silva, 2019). The PNAE programme, together with the Bolsa Familia programme, have not only 
helped to increase education levels (Kroth et al., 2020), but have reduced stunting and wasting rates 
in low-income areas (Kitaoka, 2018).  

There is still work to be done to strengthen child mortality policies. An increase in child mortality due 
to Zika virus in 2016 and persistent ethnic inequalities affecting child mortality expose gaps in the 
resilience and strength of Brazilian infant and child health policies (Leal et al., 2018). Unlike other 
countries, Brazil’s child health policies are not managed solely by the MoH, as strategies such as 
PNAE are managed by the Ministry of Education. This can make child health a secondary policy 
objective (Kroth et al., 2020). However, the country requires proof of vaccination for children to 
attend public schools; a decision that helped to maintain high vaccination rates until 2022 (Sato, 
2020). During the pandemic, levels of vaccination uptake were undermined by political movements 
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and misinformation (Neves & Massarani, 2022). Brazil could benefit from SUS oversight in policies 
that have major health consequences while implementing strategies to shield itself from extremist 
and non-scientific positions on health.  

Brazilians are living longer and having fewer children than ever (World Bank, 2020). Among the 
reasons is the increase in women’s access to education and family planning policies (Lopes et al., 
2022) which reduce fertility rates (Leal, 2018). These demographic changes bring with them major 
epidemiological shifts (Marinho et al., 2013). Most of the population is now at lower risk of dying 
from infectious diseases and malnutrition but more likely to be diagnosed with at least one non-
communicable disease in their lifetime (Malta et al., 2020). The picture at the subnational level is 
more heterogenous, showing a country marked by extreme inequalities in sanitation (Diep et al., 
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Table 9: Population health and demographic characteristics, per 100,000 population

1998 2000 2003 2008 2013 2019 2020

Life expectancy 69.8 71.2 73.2 74.8 76.6

Child mortality 21.3 18.9 15.0 13.4 12.4 11.5

Acute diarrheic diseases < 5 years old 4.5 4.3 2.8 1.9 1.2 1.0

Standardized rates of deaths by:

Diseases of the circulatory system 186.7 177.4 175.3 158.0 138.3 131.3

Ischemic heart diseases 56.4 54.0 52.8 49.7 44.8 40.4

Cerebrovascular diseases 60.8 57.7 54.6 46.5 38.2 36.1

Cervical cancer 5.4 5.2 5.2 5.0 5.2 5.1

Breast cancer 11.6 11.8 12.7 13.1 14.0 13.4

Prostate cancer 10.9 11.9 13.7 13.0 12.1 11.0

External causes 71.1 72.2 71.8 74.6 65.6 66.4

Land transport accidents 17.7 19.0 20.3 20.8 14.6 14.8

Suicide 4.3 4.7 5.0 5.2 6.1 6.2

Proportion of the population that reports:

Not being able to perform daily activities 6.5 6.4 6.9 4.9 6.9

Not being able to perform daily activities due to health 6.3 6.9 8.3 7.0 8.1

Diagnosis of hypertension 17.1 18.5 20.1 22.1 24.0

Diabetes 3.1 3.9 5.1 7.0

Health status as being poor or very poor 3.6 3.4 3.8 5.6 5.8

Smoking 17.3 14.7 12.8

Source: Elaborated by the authors using PROADESS (2022), PNS (2003, 2008, 2013, 2019) and IBGE (2019).



2021), health access and infrastructure (Rocha et al., 2021). The North and Northeast regions are at 
a different moment in their epidemiological transition than the southern regions (Borges, 2017). 
Policies that do not account for these differences often widen them (Bigoni et al., 2022). This is not 
the case for many of the large policies implemented today. The decentralisation of SUS, the Family 
Health Strategy and Bolsa Familia have helped reduce disparities between the country's regions and 
even within states and municipalities (Castro et al., 2019). 

In parallel with other LMICs undergoing similar demographic and epidemiological transitions, Brazil 
is starting to see the increased burden of non-communicable diseases (NCDs) in its population 
(Malta et al., 2017). Although they represent an improvement in sanitation and access to health care 
in critical stages of life, the increase in NCDs exposes a need for strengthening primary health care 
policies (Tasca et al., 2020). Since NCDs are usually chronic or may require specialised care for 
treatment and management, they burden local health systems (Malta et al., 2017). Although death 
rates by malignant neoplasms are stable, the incidence is increasing. The total number of smokers 
has decreased, mostly due to a reduction in the habit among men, while the numbers of women 
who smoke has increased (Bigoni et al., 2019).  

Notably, strategic public health policies have led to a subsequent reduction in tobacco consumption 
in Brazil. Smoking is acknowledgeable to be the main risk factor for lung cancer. However, as in 
most countries, lung cancer is the major cause of cancer mortality in Brazil and 80% of lung cancer 
patients are smokers. Lung cancer is the second most incident cancer among and the fourth most 
incident cancer among women. 70% of lung cancer patients are diagnosed in late stages, therefore 
delay in early diagnosis of lung cancer is one of the major challenges (Araújo, et al., 2018). 

The rise in the number of people who are obese and overweight is a cause for concern (Ferrari et al., 
2022). Cardiovascular diseases such as ischemic heart disease are responsible for 44.8 deaths per 
100,000 inhabitants (Table 17). Nutritional policies and guidelines were put in place to educate the 
population about healthy choices (de Castro Almeida et al., 2018). Brazil’s Dietary Guidelines for the 
Brazilian population are considered an example worldwide, and they have changed how foods are 
classified, reaching the population through policies (Monteiro & Jaime, 2020). Alongside obesity, the 
burden of diabetes is a growing concern (Duncan et al., 2020). Although the prevalence of people 
living with diabetes is attributed to increasing access to health care (Neves et al., 2014), type 2 
diabetes imposes a growing economic burden on the health system (Bahia et al., 2019). It is 
expected that, by 2040, type 2 diabetes will be the third leading cause of death (Duncan et al., 2020). 

Gender dynamics play an essential role in the health of the Brazilian population (Caldwell, 2017). 
Men are more likely to die from accidents and violence (Moura et al., 2016), but the motives behind 
this violence are multiple. Women are more likely to experience violence in the form of intimate 
partner violence, and femicide is still the primary cause of death for most women who die from 
violence in Brazil (Martins-Filho, et al., 2018). Women in many parts of the country still lack access 
to affordable feminine hygiene products (Soeiro et al., 2021) and birth control (Lopes et al., 2022). In 
addition, abortion laws are being pushed back by a new conservative and religious movement in the 
country, depriving women of free and safe abortions and disproportionately affecting women in 
marginalised communities (Galli, 2020). 

6.2 Structural determinants of health and population health inequalities 

The rapid decline of Brazil’s health situation is a major concern. In addition to surpassing 690,000 
deaths caused by COVID-19 (11% of global deaths), the pandemic seriously affected the SUS's 
provision of non-COVID-19 procedures, which dropped 25% in 2020 compared to the previous year, 
mainly in the most vulnerable regions of the country (Bigoni et al., 2022). Moreover, in 2021 and 
2022, SUS out-patient and hospital production were below pre-pandemic levels. As a result, unmet 
health needs are accumulating and health outcomes are deteriorating rapidly. 
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The impacts on SUS functionality and health outcomes have been rapid. Although primary care 
coverage has stagnated at 63% of population since 2016, there has been a sharp drop in the rate of 
those who report using primary care services as a regular source to access the health system (from 
53.7% in 2013 to 35.9% in 2019). Since 2016, vaccination coverage has been decreasing; less than 
70% of the target population was vaccinated against Poliomyelitis in 2022, the lowest rate since 
1994. Lastly, infant mortality stopped falling in the country, and an unprecedented increase was 
recorded in 2016, while the maternal mortality rate jumped 94.3% in 2021, compared to 2019. 

Certain population groups, such as Blacks and Indigenous peoples, have been disproportionally 
affected. The catastrophic impact of environmental policies by 2019-2022 government has resulted 
in deforestation rates not seen in decades, severe forest fires and a rapid expansion of illegal gold 
mining in the Amazon region. This has affected the local population of the Amazon in different ways, 
including an increase in violence, worsening health conditions and disruption of the culture and 
ways of life of local indigenous groups. 

6.3 Recommendations 

RECOMMENDATION 6A  
Increase preventive health policies for people of all ages and prioritise vulnerable groups – women, 
afro-descendants, quilombolas (descendants of Afro-Brazilian slaves who escaped from 
plantations), and rural and indigenous populations. 

RECOMMENDATION 6B  
Implement emergency measures aimed at protecting the indigenous child population. 

RECOMMENDATION 6C  
Strengthen the monitoring capacity of the SUS health surveillance for early detection the rise of 
infectious diseases with epidemic potential. 

RECOMMENDATION 6D  
Improve good-quality mortality registries to identify target regions where health interventions are 
needed.  

RECOMMENDATION 6E  
Strengthen the indigenous health subsystem within the SUS, in partnership with National Indian 
Foundation (FUNAI) and indigenous communities, in order to improve preventive measures, 
healthcare services, and health surveillance for indigenous populations. 

RECOMMENDATION 6F  
Improve the regulation of commercial activities and practices that affect health, including tobacco, 
unhealthy foods and/or alcohol. 

RECOMMENDATION 6G  
Promote Health in All Policies and intersectoral action capacities by addressing policies, such as 
those influencing transport, housing and urban planning, the environment, education, agriculture, 
finance, taxation and economic development. 
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7. DOMAIN 7 

Environmental 
sustainability



Brazil is an important territory with regard to the green economy, biodiversity, water resources, the 
carbon cycle and emissions, a diversified population and geographic space, and is an important 
actor concerning global environmental governance actions, groups and associations (Viola & 
Franchini, 2018), with power to influence and innovate in global environmental sustainability 
initiatives and green economy dynamics (Viola & Gonçalves, 2019). More specifically, Brazil’s global 
environmental governance image has, in the past, been linked as a major player in the global carbon 
market, the United Nations Framework Convention on Climate Change (UNFCCC) and other policies 
that aim to tackle environmental problems with other major world economies (Viola et al., 2012). 

Brazil’s environmental sustainability can be better understood through three different perspectives: 
government actions, market actions and SUS initiatives. The first topic explores Brazilian 
government environmental strategies to create a sustainable society, the second explores market 
perspectives and programmes to improve sustainable enterprise policies and the third explores the 
role of the SUS in environmental sustainability. 

7.1 Government 

Until 2016, the main achievements of the federal government in the environmental area involved:  
(1) funding and investment management to facilitate sustainable development in the Amazon 
through environmental agencies and participation mechanisms, (2) actively combating 
deforestation, (3) increasing renewable resources, such as hydroelectric power, in the Brazilian 
energy matrix and (4) investing in non-polluting fuels, such as alcohol as a substitute for petrol or oil. 
However, some problems persist, such as: (1) fossil fuel subsidies; (2) substantial loans to large 
enterprises to explore the Brazilian territory and (3) strong and culturally illegal mining and logging 
activities. Despite these, Brazil was admired globally for its pro-active initiatives and its attempt to 
create a more environmental country (Viola & Gonçalves, 2019). 

This situation changed in 2019, with the election of a new federal government. The government 
continued to neglect the Brazilian environment, threatening the protection of forests, indigenous 
people and agricultural sustainability. (Dutra da Silva & Fearnside, 2022). Some of its actions, or 
inactions, include: (1) weakening administrative structures, by replacing environmental bureaucrats 
or reducing staff funding, in institutions linked to environmental sustainability, such as National 
Indian Foundation (FUNAI) and the Brazilian Institute of Environment and Renewable Natural 
Resources (IBAMA) (Ruaro et al., 2021) and (2) advancing the rural agenda, associated with large 
farmers and extensive agriculture, with legislation changes to facilitate entrance into “conservation 
areas” and funding to support agribusiness, mining and logging (Ferrante & Fearnside, 2021).  

President Lula da Silva, inaugurated January 2023, now faces the task of addressing these setbacks 
and ultimately reconstructing the environmental and health sectors. The return of the environmental 
agenda and strengthening of the SUS were defined as government priorities, and Marina Silva was 
appointed as Minister of Environment and Climate Change (MMA). In the first 100 days of Lula's 
government, fines for deforestation and other infractions against the flora of the Amazon increased 
by 219% compared to the average for the same period of the previous four years, according to data 
from the IBAMA (Agência Brasil, 2023). In April 2023, the Amazon deforestation decreased by 68% 
compared to the same month in 2022, according to the National Institute for Space Research (INPE, 
2023). 

7.2 Market 

From a market perspective, environmental, social and governance (ESG) practices have gained 
relevance in recent years due to their utilisation in Brazil’s publicly traded “big companies” (Molnar, 
2022). ESG practices emphasise that stock-exchange enterprises should address those activities 
that create environmental (climate change and risks), social (health, education and social care) and 
governance (board and accountable structure) problems, due to their responsibilities to their 
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shareholders and stakeholders (Boffo & Patalano, 2020). In Brazil, there has been an increase in ESG 
practices due to the current obligation of “open-market” companies to participate on the stock 
exchange, which does not necessarily mean they already had impact on environmental issues 
(Miralles-Quirós & Miralles-Quirós, 2018). It is important to point out that some group owners of 
private hospitals and health insurers have joined this movement, which also could impact private 
health care activities. 

Beyond stock exchange companies, other market initiatives also affect Brazil’s environmental 
sustainability. First, the use of the ISO 14001 certification process by some organisations has 
increased, generating some environmental benefits, as the reduction of the environmental fines due 
to he activities of ISO 14001 certification (Rino & Salvador, 2017). Second, an increase in the 
consumption of organic products in Brazil has impacted some companies in their production and 
market strategies to fit with this new type of consumer, thus reducing environmental impact 
(Candiotto, 2018). Third, Brazil’s circular supply chain, supported by the recycle movement, has 
affected both environment and social issues, due for the most part to recycling collection organised 
by cooperatives of socially vulnerable people (Batista et al., 2019). Fourth, local and regional 
initiatives coordinated by non-governmental organisations (NGOs) have traditionally been important 
in Brazil’s environmental movement, providing alternative solutions in the absence of the federal 
government (Hochstetler, 2021). 

7.3 SUS 

The SUS was founded and developed at a time when basic sanitation was a big problem in Brazil, 
and was part of the sanitary movement (Farias et al., 2020). The right to treated water and waste, to 
housing and to optimum living conditions went hand-in-hand with SUS expansion, and both were 
established in the 1988 Brazilian Federal Constitution (Castro et al., 2019). As a unified health 
system and with a strong primary health care network spread across the Brazilian municipalities, 
SUS plays an important role in environmental sustainability through its intersectoral capacity (Barros 
et al., 2020). FHS teams in the field have contact with families and territories and are responsible for 
informing and communicating with social work teams about the sanitary and other environmental 
problems they encounter in the area (Farias et al., 2020).  

By 2018, following 30 years of SUS, Brazil has developed numerous public participation spaces, 
together with policies and institutions to better integrate SUS actions with environmental issues, 
creating a more ecological approach (Freitas et al., 2018). One of the main SUS activities linked to a 
more sustainable environment is sanitary surveillance. Municipal sanitary surveillance agents 
supervise and guarantee that all consumed foods meet certain standards, and they intervene in 
cases of environmental, foods circulation or service problems related to public health (Ferreira, 
2021). In this sense, SUS protects the Brazilian population and manages environment problems 
related to sanitation.  

7.4 Recommendations 

RECOMMENDATION 7A  
Foster the participation of the health sector in environmental agendas, including strategies to 
strengthen the SUS in the Amazon region, enhancing the role of local communities. 

RECOMMENDATION 7B  
Study strategies and commit to the transition to green energy sources within the SUS. 

RECOMMENDATION 7C  
Increase the severity of penalties for environmental crimes that cause damage to public health, such 
as the indiscriminate use of pesticides, illegal mining in Indigenous areas and the logging industry.

64Sustainability and Resilience in the Brazilian Health System
The Partnership for Health System Sustainability and Resilience 



8. CASE STUDY 1 

Preparedness 
for the 
COVID-19 
pandemic



Context 

Brazil has a long history of combatting epidemics since the beginning of the 20th century, producing 
prominent epidemiologists such as Oswaldo Cruz, Carlos Chagas, and other health experts 
(Waldman, 2012). Nonetheless, few epidemics have been as complex and challenging as the 2019 
Coronavirus Disease Pandemic (COVID-19). The COVID-19 pandemic required an unprecedented 
and well-coordinated management process from health systems around the world. In Brazil, 
however, the political context posed a major challenge to the response. The federal government 
rejected technical recommendations based on scientific evidence, including restrictions on physical 
distancing and use of face masks, affecting the initial spread of COVID-19 in the country. Existing 
socioeconomic inequalities, rather than age, health status, and other risk factors for COVID-19, 
defined the course of the epidemic, with a disproportionate adverse burden on states and 
municipalities with high socioeconomic vulnerability (Rocha et al., 2021).  

In this context, the capacity of the Unified Health System (SUS – Sistema Único de Saúde) to 
respond to the Covid-19 pandemic was tested immediately after the declaration of a National Public 
Health Emergency (ESPIN – Emergência em Saúde Pública de Importância Nacional). On January 
11–12 2020, China informed the World Health Organization (WHO) that the etiological agent 
responsible for the outbreak was a coronavirus (WHO, 2020a). Rapid efforts were made to develop 
resources for laboratory detection using molecular techniques. However, when the WHO declared a 
Public Health Emergency of International Concern (ESPII – Emergência em Saúde Pública de 
Importância Nacional e Internacional), there was an inadequate supply of resources, technical 
capacity, and infrastructure in Brazilian Public Health Laboratories (Lacen – Laboratórios Centrais de 
Saúde Pública). Five out of the 27 Lacen did not have the equipment to perform the tests, and 
consequently, did not train teams to conduct RT-PCR testing. 

Goal 

Prepare the Brazilian health system to respond to the introduction of SARS-CoV2 by i) expanding 
laboratory capacity and ii) training health care professionals in primary, medium and high 
complexity, epidemiological, sanitary and laboratory surveillance, over the collection, storage, 
transport and processing of suspected Covid-19 samples led by the Ministry of Health technical 
teams in a challenging political context in Brazil. 

Relevant domains 

Domain 1: Governance 

Domain 3: Workforce 

Domain 4: Medicines and technology 

The Case 

n Expanding laboratory capacity 
The use of laboratory diagnostic testing for detecting positive cases of COVID-19 was one of the 
main strategies for coping with the initial spread of the virus, however poor availability of supplies 
hindered its adoption on a global scale (Sachs, 2022). In Brazil, the first case suspect was identified 
in Minas Gerais in late January 2020, but molecular tests were not yet available at that time. Given 
the absence of molecular tests, metagenomic analysis was adopted as the immediate approach to 
understanding virus spread. Meanwhile, the Ministry of Health issued a public call to national 
manufacturers to produce molecular tests in Brazil. In response, the Oswaldo Cruz Foundation 
(FIOCRUZ), the Molecular Biology Institute of Paraná, and the Oswaldo Cruz Institute led research to 
develop these tests. 

66Sustainability and Resilience in the Brazilian Health System
The Partnership for Health System Sustainability and Resilience 



By mid-April 2020, the World Health Organization (WHO) had not validated any serological test for 
COVID-19. However, on April 8, 2020, the WHO recommended the use of rapid serological tests only 
for research, and not for diagnosis in public and private laboratories (WHO, 2022). Thus, the gold 
standard for COVID-19 detection remained the Reverse Transcriptase Polymerase Chain Reaction 
with real-time amplification (RT-PCR in real-time or RT-qPCR). In addition to suspected cases, only 
molecular tests (rRT-PCR) for asymptomatic cases or those with mild symptoms could be 
considered for individuals who have had contact with a COVID-19 case, generating the need for 
screening protocols adapted to the local situation (with suspected cases, confirmed cases, etc.) and 
increasing the demand for tests. 

In Brazil, any test purchase of medical supplies, by the SUS or the private sector, must be registered 
by the National Health Surveillance Agency (Agência Nacional de Vigilância Sanitária (ANVISA)). 
However, by April 2020, only 17 tests were registered, with no guarantee of providing the tests given 
the high demand for their resources globally. 

In parallel, the preparation of specialized health professionals for rapid collection of samples from 
patients with susception of Covid-19 was defined as priority by the Ministry of Health technical team 
for clinical management and outbreak control. The entire process of conducting laboratory tests had 
to follow the Technical Regulation for the operation of Clinical Laboratories (Brasil, 2005), which 
defines the requirements for the operation of clinical laboratories and laboratory collection points. 

In a conference held March 16, 2020, the WHO recommended the escalation of social distancing 
and measures, such as closing schools and canceling sporting events and other meetings but did 
not consider the need to scale-up testing, isolation, and contact tracing (WHO, 2020b). At that time, 
the Brazilian Ministry of Health was following the recommendation to test suspected cases 
regardless of severity. However, given the change in the WHO recommendation, the international 
demand for inputs for the production of tests increased rapidly. Newspapers reported the 
international supply shortages, prompted in part by the WHO announcement and the spread of the 
virus in Brazil (Figure 15). 
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Figure 15: News published during the period in which the WHO guides the expansion of tests



A March 21 2020 article published in the Folha de São Paulo newspaper, titled “Without inputs, 
private laboratories have to limit tests to detect the coronavirus”, reported the bottleneck was in the 
limited amount of inputs available for the test production, which were purchased mainly from the 
United States, Europe, and China. Home tests were suspended, and new medical orders were 
accepted only from accredited hospitals. According to the news, the representatives from 
laboratories reported that: “The previous protocol [of testing everyone suspected] overloaded the 
system as a whole”. The protocol change was a way to “guarantee the care of critical patients", 
explained vice president for Rede Dasa, the largest diagnostic medicine company in Latin America. 

The Director of the Brazilian Association of Diagnostic Medicine (Abramed – Associação Brasileira 
de Medicina Diagnóstica) stated that the country was working at the “limit of test capacity” and had 
“consumed many inputs testing those who did not need it”, agreeing that the Ministry of Health 
needed to change the protocol to avoid having no remaining tests whatsoever (Folha de São Paulo, 
2020).  

To address the increased demand with scarce recourses, the Public Health Emergency Operational 
Center (COE-COVID19) established the preparation and response strategies, following WHO 
recommendations, which included: engagement of private laboratory services and the academic 
sector, and implementing mobile laboratories with automated molecular test systems for remote 
geographical regions. 

n Training health care professionals  
With the announcement of the WHO Public Health Emergency of International Concern (PHEIC) and 
the increasing availability of tests, suppliers, and resources, the Ministry of Health (MoH) developed 
a series of actions to implement and expand the COVID-19 laboratory diagnosis in Brazil. On 
January 31, 2020, the Pan American Health Organization (PAHO) trained national reference 
laboratories at Fiocruz, the Adolfo Lutz Institute, and the Evandro Chagas Institute (Fiocruz, 2020).  

In February 2020, Fiocruz and the Ministry of Health's Surveillance Secretariat (SVS/MS) carried out 
528 tests, acquired 124 multiplex kits for the diagnosis of 21 different viruses in real-time, and 
purchased personal protective equipment. However, resource prices drastically increased in 
February, and WHO was only able to send 250,000 tests to 70 reference laboratories worldwide.  

On February 7, 2020, Fiocruz, Ministry of Health, and PAHO provided laboratory diagnosis training for 
specialists from Argentina, Bolivia, Chile, Colombia, Ecuador, Panama, Paraguay, Peru, and Uruguay 
(PAHO, 2020). Participants developed a practical exercise in 2019-nCoV molecular detection and 
received diagnostic materials (primers and positive controls), to review and discuss the main tests 
and protocols available.  

On February 14, 2020, Fiocruz received the first batch of 2 kits and 48 tests. By February 20, 2020, 
they commenced the first batches of their own production, with 528 tests. Private laboratories also 
offered tests for detection. The first confirmed case was detected in Brazil on February 26, 2020, in 
the city of São Paulo. 

By the end of March 2020, even with limited supplies and infrastructure across the country, Brazil 
had conducted 45,240 RT-PCR tests acquired by Fiocruz and 500,000 rapid serological tests 
acquired by private companies and donated to the Ministry of Health. Public-private partnerships 
were also established with private laboratories and other government agencies, in the agriculture, 
security, and research fields, allowing them to use their structures to support resources distribution 
by the Ministry of Health's Surveillance Secretariat. Petrobras donated 600,000 RT-PCR tests, and 
Fiocruz began the import of 2 million tests from China to complement their capabilities. 

By April 8, 2020, 344,852 RT-PCR tests had been distributed throughout the Brazilian territory. 
However, at this point, Brazil faced a political crisis with the replacement of two Health Ministers in 
less than 30 days. 
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Analysis 

The ability of the Unified Health System and civil society to organize themselves in solidarity to face 
the challenges was exemplary. However, the political crisis and denial of scientific evidence 
opposing technical recommendations posed unprecedented operational challenges. Health care 
teams became demotivated, hindering the initiatives of public-private collaboration. The 
consequence was a rapid increase in the case curve after a slight reduction between April and June 
2020 (Brasil, 2023a). Mistrust in national reporting arose when the Ministry of Health threatened to 
change the way information was disclosed, leading to an unprecedented partnership process 
between the media and the National Council of Health Secretaries (Conass – Conselho Nacional de 
Secretários de Saúde) to monitor cases and deaths from July 2020 (Souto & Silva, 2021). On the 
other hand, the Unified Health System demonstrated its capacity for solidarity: training neighbouring 
countries, even while developing its own response structures. 

Key findings 

The resilience of the SUS to deal with Covid-19, in its initial stages, was influenced by the prior 
experience of the technical teams at the Ministry of Health, even in the absence of fulsome 
government support. Brazil has been expanding capacities to prepare and respond to public health 
emergencies since 2005, based on the International Health Regulations. However, the federal 
government can significantly obstruct the ability of the SUS to respond to emergencies. In this 
sense, the SUS sustainability could use this experience as a learning process, to (a) be better 
prepared for the next public health emergencies and (b) address other health concerns to the 
systems, such as NCDs and cancer.  

In addition, the COVID-19 pandemic demonstrated the need of a profound revision of the 
International Health Regulations to improve Annex II, which concerns the "Core Surveillance and 
Response Capacities."  

Preparation and response to public health emergencies lack specific instruments, trained and 
dedicated professionals, financial resources, and appropriate structures to confront them.  

Decision-makers must: 

(1) invest in the development of emergency plans, contingency plans, protocols, and standard 
operating procedures, as well as equipment, training, and qualified personnel to diagnose the local 
situation;  

(2) recognize the common emergencies in local and regional areas to participate collaboratively with 
other units of the federation through the SUS National Force strategy, through multiprofessional 
teams of doctors, nurses, pharmacists, biomedical scientists, epidemiologists, communicators, and 
other necessary professionals; and  

(3) enhance the ability and capacity of SUS, private sector and civil society to join efforts, based on 
this case study experience, to improve early detection and diagnosis of other diseases in Brazil, such 
as cancer. 
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9. CASE STUDY 2  

Social 
participation 
mechanisms 
and 
communication 



A National Consortium to Cover the Federal Government Absence in the 
Covid-19 Pandemic 

Context 

The Brazilian Unified Health System (SUS) is a decentralized health system with shared 
responsibilities between the federal, state, and municipal government tiers. SUS has inter-federative 
commissions (tripartite management committees at national level; and bipartite management 
committees at state level) to guarantee the consideration and approval of national policies by 
representatives of State Health Secretaries (CONASS – Conselho Nacional de Secretários de Saúde) 
and Municipal Health Secretaries (CONASEMS – Conselho Nacional de Secretários Municipal de 
Saúde). Both national councils represent each of the governmental tiers’ health secretaries, state 
and municipal respectively, and to give technical and management support. 

During health crises, clear and accurate communication is essential for providing strategic and 
accountable information to aid public understanding, to mitigate fear and panic, and to guide people 
towards taking necessary precautions, based on technical information provided by the health 
authorities. During the Covid-19 pandemic in Brazil, the political context posed a major challenge for 
effective communication (Rocha et al., 2021). In the beginning, the Ministry of Health published daily 
bulletins with COVID-19 information and situation reporting, supporting the media and press in the 
communication (Brasil, 2023b). However, this prominent role for the Ministry of Health was 
disagreeable to the President of the Republic, who himself opposed the scientific-based guidelines 
provided by the national health authority (Knaul et al., 2021)). As a result, the Health Minister was 
removed by the President in April 2020, and a successor resigned less than a month later (Reis et al., 
2023). A political appointee (non-technical) Minister was placed in charge in June 2020, and 
problems arose with the technical reporting and information around COVID-19, obstructing national 
coordination (Souto & Silva, 2021).  

To address the inadequate and absent government COVID-19 data, a unique partnership was 
established: a national press consortium – comprising the Brazilian press, CONASS, and Brazilian 
researchers and universities (Souto & Silva, 2021). The strategy was to require all State Health 
Secretaries, through the leadership of CONASS, to provide official and daily COVID-19 data, based on 
researchers and universities knowledge, and provide trustworthy information to the press. Therefore, 
the social participation mechanisms of the SUS (i.e. CONASS) mitigated the lack of the main 
national health coordination structure, the Ministry of Health, helping the press and media in the 
COVID-19 communication (Santos et al., 2022).  

Goal 

The main purpose of this case study is to present and explore the national press consortium 
established in Brazil to provide trustworthy and accurate information about the COVID-19 pandemic, 
due to the absence and misinformation of the federal government system at the time. The described 
national press consortium can collaborate with other health systems in the world regarding 
participation mechanisms and social communication as a feature of public health emergency 
response. 

Domains 

Domain 1: Governance 

Domain 4: Medicines and Technology 
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The case 

Formal federal government communication at the start of the COVID-19 pandemic was presented 
every day at 5pm, Brasilia time, by the Ministry of Health and specific national health secretaries 
through a national and televised interview, with information about COVID-19 cases and deaths 
(Idrovo et al., 2020) . These interviews were supported by the data emitted from the epidemiological 
bulletins provided by the Public Health Emergency Operational Center (COE-COVID-19 – Centro de 
Operações de Emergências em Saúde Pública), Health Surveillance Secretary (SVS – Secretaria de 
Vigilância em Saúde) and Ministry of Health (Brasil, 2023b). In this sense, public communication had 
scientific and technical support and was accepted by the press, generating community engagement 
in the process. 

But, after two changes in the Ministry of Health and in the leadership of a Minister of Health without 
technical expertise (Souto & Silva, 2021), on June 3, 2020, when Brazil was registering a new record 
in COVID-19 deaths, the government reneged on transparency by publishing the information at 
9:45pm. The Ministry of Health continued to share information inadequately. The following day, with 
a new record in COVID-19 deaths, the Ministry did not give the national and televised interview, and 
published the COVID-19 information on their webpage only at 10pm (Idrovo et al., 2020). In addition, 
in the next days and months, the Ministry of Health webpage changed its format for data 
publication, with i) hidden information about the accumulated COVID-19 cases and deaths, and ii) 
registering “recovery” cases, without international protocol for that. With the inaccurate and 
unreliable official information, public trust in the COVID-19 pandemic data started to decrease, 
generating doubts about the applied non-pharmaceutical interventions (Santos et al., 2022). 

Seeking official, reliable, and consistent COVID-19 reporting, CONASS and the press launched the 
national press consortium on June 8, 2020 (Reis et al., 2023). The initiative, provided daily at 8pm, 
offered information about COVID-19 status over all Brazilian states, and from January 2021,  
COVID-19 vaccination coverage (Conass, 2023a). The COVID-19 status information comprised  
(1) COVID-19 cases and deaths tables, by day, week, 15-day epidemiological week, and month, and 
from all the Brazilian states; (2) graphs with the COVID-19 cases and deaths by epidemiological 
week; and (3) maps showing COVID-19’sgeographical distribution (Conass, 2023a). 

CONASS had the role of leading and supporting the state health secretaries to provide the correct 
COVID-19 information, following scientific methods (e.g. epidemiological week). The press 
consortium, comprising different Brazilian press organizations, had the role of communicating this 
credible and dependable information to the Brazilian public. For CONASS, the initiative generated the 
continuous CONASS COVID-19 Panel (Painel Conass Covid-19), with a transparent and available 
webpage (Conass, 2023b). The press consortium operated for 965 days of the pandemic.  

Analysis 

A health system is a complex organisation, and public trust in health systems is dynamic and highly 
responsive to media, politics, and public discourse (Gille, Smith & Mays, 2017). With a public health 
emergency (e.g. COVID-19 pandemic), the health system needs to be resilient and new elements 
gain force in the dynamic: community engagement (Haldane et al., 2021) and communication and 
social participation. In this sense, the Brazilian national press consortium case is an example of this 
relationship and phenomenon. 

With the failure of one important element of the Brazilian health system governance in the COVID-19 
pandemic response, the Ministry of Health (Santos et al., 2022), two other sources of authority 
shared the responsibility and provided resilience to generate community engagement: CONASS, 
representing the social participation dimension, and the press, representing the communication 
dimension.  
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Key Findings 

With the case presented, we can see that even with the absence of information, or misleading 
information, presented by one important part of the health system, the federal government, other 
components (social participation – CONASS; and social communication – the press) created a new 
structure to address this problem, showing a resilient capacity. Therefore, the SUS structures are 
strong enough to work together to address disease outbreaks even where there is not support from 
federal government. The press national consortium is an example to other decentralized health 
systems of (1) a health system’s capacity to adapt, (2) the importance of social participation 
mechanisms, and (3) social communication to provide accountability to society.  
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