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INEQUITABLE DISTRIBUTION OF HEALTH RESOURCES IN 
BRAZIL: AN ANALYSIS OF NATIONAL PRIORITY SETTING
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Abstract: The purpose of this paper is to describe the national priority setting process for the public health system in Brazil, 
evaluating the process using the ethical framework Accountability for Reasonableness, and equity considerations highlighted in the 
2008 WHO Commission on Social Determinants of Health. We searched the Brazilian Ministry of Health website for documents 
that described priority setting within the Brazilian Universal Health Care System (SUS). The National Health Conference (CNS) 
has been defined by the Ministry of Health as the democratic priority setting forum for SUS. The most recent such conference 
(13th CNS, 2007) is the subject of this paper. 
Our analysis suggests that the process of priority setting within SUS has not yet achieved the ethical standards of legitimacy and 
fairness, and that inequitable distribution of decision making power under- represents users in poor areas. The unmet need for 
hospital care for children in Brazil, which reflects a remarkable inequality of opportunity for human development, may be a product 
of poor priority setting processes and inequity in representation. 
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DISTRIBUCIÓN INJUSTA DE LOS RECURSOS EN SALUD EN BRASIL: UN ANÁLISIS DEL 
ESTABLECIMIENTO DE PRIORIDADES NACIONALES

Resumen: Este artículo pretende describir el establecimiento de prioridades nacionales en el proceso de cuidado del sistema de 
salud en Brasil, evaluando el proceso con el empleo del marco ético de Administración Razonable, y de consideraciones de equidad 
destacadas por la Comisión sobre Determinantes Sociales de la Salud de la Organización Mundial de la Salud (OMS). Buscamos 
documentos que describieran el establecimiento de prioridades dentro del Sistema Único de Salud brasileño (SUS) en el sitio del 
Ministerio de Salud Brasileño. La Conferencia Nacional sobre Salud (CNS) ha sido definida por el Ministerio de Salud como el 
foro del SUS para el establecimiento de prioridades democráticas. La 13ª CNS, 2007 –la más reciente de dichas conferencias– 
constituye el tema de este artículo.
Nuestro análisis sugiere que el proceso de establecimiento de prioridades dentro del SUS no ha alcanzado aún los patrones éticos 
de legitimidad y justicia, y que la distribución injusta de las instancias de poder de decisión no representa realmente a las áreas 
más pobres. La meta aún no alcanzada de necesidad de hospitales para niños en Brasil significa una notable falta de igualdad en las 
oportunidades para el desarrollo humano y puede que sea producto de la mala definición del proceso de prioridades y de la falta 
de equidad en la representación.
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DISTRIBUIÇÃO INJUSTA DOS RECURSOS EM SAÚDE NO BRASIL: UMA ANÁLISE DA 
DEFINIÇÃO DE PRIORIDADES NACIONAIS

Resumo: Este artigo pretende descrever a definição de prioridades nacionais no processo de cuidado do sistema de saúde no Brasil, 
avaliando o processo com o emprego do marco ético de Administração Razoável e de considerações sobre a equidade, destacadas pela 
Comissão sobre Determinantes Sociais da Saúde da Organização Mundial da Saúde (OMS). Buscamos documentos que descreveram 
o estabelecimento de prioridades dentro do Sistema Único de Saúde brasileiro (SUS) no site do Ministério da Saúde brasileiro na 
web. A Conferência Nacional de Saúde (CNS) foi definida pelo Ministério da Saúde como o fórum do SUS para o estabelecimento 
de prioridades democráticas. A 13ª CNS, 2007 –a mais recente das citadas conferências– constitui o tema deste artigo.
Nossa análise sugere que o processo de estabelecimento de prioridades dentro do SUS não alcançou ainda os padrões éticos de 
legitimidade e justiça e que a distribuição injusta das instâncias do poder de decisão não alcança realmente as áreas mais pobres. A 
meta ainda não alcançada da necessidade de hospitais infantis no Brasil, o que significa uma notável falta de igualdade de oportuni-
dades para o desenvolvimento humano e pode ser produto de uma má definição do processo de prioridades e da falta de equidade 
na representação.

Palavras-chave: definição de prioridades, saúde pública, distribuição injusta.
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Introduction 

The 2008 World Health Organization (WHO) Com-
mission on Social Determinants of Health recommend-
ed promoting health equity through actions on the 
social determinants of health(1). Brazil was a partner 
on that commission, and the federal government has 
been proactive to address social inequities. National 
policies such as Bolsa Familia, the largest conditional 
cash transfer program in the world, received special 
recognition for equalizing income distribution(2). 
Bolsa Familia was meant to improve access to primary 
education and health care for the poorest families. In 
addition, the Family Health Program (PSF) developed 
by the federal government, during the last 18 years, has 
led to remarkable improvements on health indicators 
across the emerging Brazilian nation(1). 

Despite improvements in primary health care, the Bra-
zilian Universal Health Care System (SUS) currently 
faces challenges in delivering universal and equitable 
health care to 190 million Brazilians(3). Allocation 
decisions and planning occur at National Health 
Conferences held every four years in accordance with 
federal law 8.142. The most recent one (13th CNS, 
2007) is the subject of this paper.

The ethics framework Accountability for Reasonable-
ness (A4R)(4) outlines the conditions that decision 
makers must fulfil to ensure legitimate and fair prior-
ity setting. A4R has been recognized as a significant 
advance in studying priority setting in health services 
research(5). Developed in the context of managed care 
reform in the United States, the framework has been 
validated in the Canadian [public] health system(6) 
and in several other countries(4).

The purpose of this paper is to describe the priority 
setting process for the public health system in Brazil, 
and evaluate it using the conditions of A4R and the 
equity considerations highlighted in the 2008 WHO 
Commission. 

Methods We have searched the Brazilian Ministry of 
Health website www.saude.gov.br for documents that 
described priority setting within SUS. The CNS has 
been defined, by the Ministry of Health, as the demo-
cratic priority setting forum for SUS. The 13th CNS 
was held in 2007 with the following objectives: 

Evaluate the status quo of health in Brazil according 
to the SUS framework; 

Define the guidelines to ensure health as a fundamental 
human right and State policy; 

Define the guidelines to enable strengthened social 
participation to ensure full  implementation of  SUS. 

Shortly after the 13th CNS the Ministry of Health 
published the four-year plan for allocating R$ 89.4 
billion for 73 measures and 165 goals for SUS. The legal 
document that has set the rules for the 13th CNS, as 
well as the document Mais Saude: Direito de  Todos, the 
four-year (2008-2011) priority setting plan for SUS, 
were analyzed using the four conditions of A4R (see 
Box 1)(7). Equity concerns were addressed by consid-
ering decision making power of users of the system as 
recommended by the 2008 WHO commission(1). 

Box 1: The Four Conditions of A4R(7)

1. Relevance: Priority setting decisions must rest on rationa-
les (evidence and principles) which fair-minded parties (ma-
nagers, clinicians, patients) can agree are relevant to deciding 
how to meet the diverse needs of a covered population under 
required resource constrains. 
2. Publicity: Limit setting decisions and their rationales 
must be publicly accessible. 
3. Appeals: There is a mechanism for challenge and dispute 
resolution regarding limit-setting decisions, including the 
opportunity for revising decisions in light of further evidence 
or arguments. 
4. Enforcement: There is either voluntary or public regula-
tion of the process to ensure that the first three conditions 
are met.

Results 

The priority setting context 

The 13th CNS occurred in all jurisdictional levels in 
three distinct phases: Municipal, State and Federal, 
through the following process: each jurisdictional 
health council was required to elect an ad hoc com-
mittee and produce a priority setting report for health 
policies concerning a core subject pre-determined by 
the CNS committee. In 2007 the theme was “Health 
and Quality of Life: State Policies and Development”, 
which was broken down in 3 sub-themes: 

Challenges to ensure health as a human right in 1. 
the XXI century: State, Society and Development 
Patterns. 
Public health policies and quality of life: (the role 2. 
of ) SUS in Social Security and the “Pacto pela 
Saude” (Pact for Health).
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of Health website (www.saude.gov.br). This document 
does not describe the rationales for the specific alloca-
tion of resources, nor were the rationales the subject of 
active public debate. Therefore, the publicity condition 
of Accountability for Reasonableness was not met. 

Appeals 

There is no appeal mechanism described in the prior-
ity setting process of the 13th CNS. Although there is 
a clearly structured leadership, that did not in itself 
guarantee the participants an opportunity to appeal 
decisions. 

Enforcement 

There was no explicit mechanism to ensure that the 
above three conditions were met. Therefore, the en-
forcement condition of Accountability for Reasonable-
ness was not met. 

Equity Considerations 

The number of participants per State was proportional 
to the State population. From the poorer Northeast-
ern States there were 358 SUS users representing 51 
million people (1 per 142,000), as compared to 546 
participants from the most prosperous Southeastern 
States representing 79 million people (1 per 145,000). 
In the Northeast 97% of people rely exclusively on 
SUS for an effective representation of 1 per 137,000 
users; whereas in the Southeast only 50% of people 
rely exclusively on SUS for an effective representation 
of 1 per 73,000 users. 

Discussion

Health care is important in human development 
and societal welfare(2). In Brazil, two health care 
systems co-exist: the public system (Unified Health 
System-SUS) and the private system (Supplemen-
tary Health System-SHS). The report by the World 
Bank on SUS(3) highlights the lack of accountability 
and evidence-based planning for health policies and 
interventions in all jurisdiction levels. The priority 
setting process in the states and municipalities was 
considered compromised by the “lack of capacity to 
develop evidence-based plans to guide their [states and 
municipalities] health policies and interventions”(3). 
Those findings, in agreement with our analysis using 
the ethical framework Accountability for Reasonable-

Societal participation in the accomplishment of 3. 
health as a human right. 

Each sub-theme was to be discussed, according to 
pre-determined scripts, in a round table format. The 
municipal reports were sent to the State committee 
and the State reports, along with the Federal District 
report, were sent to the ad hoc national committee. 
Ten discussion groups during the last five days of the 
National Health Conference debated and voted for 
the health policies proposed by the State jurisdictions. 
Proposed policies receiving 70% of votes and approval 
by 6 of 10 discussion groups became policy. Proposals 
receiving 30% to 69% of votes could become policy 
upon receiving 50% plus one vote in a final voting 
round. The policies were gathered in a final report 
and sent to the National Health Council and to the 
Ministry of Health. This final document is meant to 
provide the basis for four years of priority setting for 
the Universal Health Care system in Brazil. 

The participants 

The participants of the 13th CNS included: 
50% users of SUS (i.e. members of the public); •	
25% elected representatives of health profes-•	
sionals; 
25% elected representatives of managers and •	
providers of public health services. 

Analysis using Accountability for 
Reasonableness 

Relevance 

The rationales for the themes and sub-themes of the 
13th CNS and the decision making process to formu-
late those rationales were not stated in the document 
that set the rules for the CNS. The reports from the 
Municipal and State levels with the proposed health 
policies and the rationales for the policies were sent 
exclusively to the ad hoc national committee. Because 
the rationales were not publicly accessible it was not 
possible to determine whether the relevance condition 
had been met. 

Publicity 

The comprehensive document Mais Saude: Direito de 
Todos, describing the allocation of resources for SUS 
from 2008 to 2011, was made available in the Ministry 
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ness, suggest that the process of priority setting within 
SUS has not yet achieved the ethical standards of 
legitimacy and fairness. 

The percentage of the population relying exclusively on 
SUS varies according to the geographic region  from 
a low of 50% to a high of 97%(8). This means that 
proportional representation by population under repre-
sents users in poor areas, the reverse of what would be 
appropriate where equity concerns guide representation 
as suggested by WHO. Furthermore, the vast majority 
of children from 0 to 19 years of age do not have access 
to the Supplementary Health System(8), and there is 
clear evidence of unmet need of hospital care for this 
age group(3,9,10) as well as in other countries(11,12), 
representing a generational equity challenge and a chal-
lenge to the notion of equality of opportunities.

The priority setting process we have described and 
evaluated concerns exclusively the public health care 
system (SUS). This is an important limitation of our 
study. The (private) Supplementary Health System 
(SHS) accounts for more than 50% of health care 
expenditure in Brazil, although it serves less than 
30% of the population(8). Evidence suggests the two 
systems compete unfairly for resources and, therefore, 
priority setting in either system will have an impact on 
the other(13,14). Specifically, the private system will 
draw human resources from the public system and will 

not necessarily allocate according to considerations of 
medical need, legitimate process, or health equity(15). 
Accordingly, the public health system in Brazil faces an 
even larger challenge to meet these ethical goals. 

Conclusions 

According to the documents analyzed: 
The priority setting process for SUS does not meet 1. 
the ethical standards set by the four conditions of 
Accountability for Reasonableness; 
People in poorer regions  have less voting power in 2. 
the priority setting process within the public sys-
tem, as well as less access to private insurance; 
The unmet need for hospital care for children, 3. 
which reflects a remarkable inequality of opportu-
nities for human development, may be a product 
of poor priority setting processes and inequity in 
representation. 
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