Francisco Viacava'

DOI: 10.1590/1413-81232018236.06022018

SUS: supply, access to and use of health services

over the last 30 years

Ricardo Antunes Dantas de Oliveira'
Carolina de Campos Carvalho'

Josué Laguardia '

Jaime Gregério Bellido !

! Instituto de Comunicagao
e Informagao Cientifica

e Tecnoldgica em Satde,
Fiocruz. Av. Brasil 4365,
Manguinhos. 21040-360
Rio de Janeiro R] Brasil.
fviacava@gmail.com

Abstract  Significant changes have been wit-
nessed in the Brazilian health system over the last
30 years. This article outlines trends in outpatient
and hospital care, staffing, and health service use
during this period. There was a significant expan-
sion of the public health network, particularly of
primary care services, leading to improved access
to consultations and a reduction in hospital ad-
missions. However, there is a persistent shortage
of health professionals in Brazil’s public health
system, particularly dentists. Despite improve-
ments in coverage, the public system continues to
face serious challenges, particularly with respect
to funding, service provision, and its relationship
with the private sector.
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Introduction

Under the National Social Welfare Institute (In-
stituto Nacional de Previdéncia Social - INPS), the
design of Brazil’s health system was based around
a concentration of resources in the social welfare
system, a centralized model of funding and ad-
ministration, standardization of benefits, and
the expansion of the social coverage of medical
services to insured workers, favoring outsourcing
of services to the private sector’. Specialized indi-
vidual medical care was provided by the Ministry
of Welfare and Social Assistance (Ministério da
Previdéncia e Assisténcia Social), while the Min-
istry of Health’s role was limited primarily to
regulation and preventive actions. Through the
“group medicine” scheme, companies were able
to outsource employee medical services, making
them exempt from paying social security contri-
butions'.

The movimento sanitdrio (health movement)
that emerged in Brazil in the 1970s defended
health reform based on a shift from a primari-
ly biological approach to dealing with health
problems towards an historical-structural ap-
proach that took into account the socioeconom-
ic and political determinants of health"?. Those
who championed this approach argued that the
state should play a key role in health promotion,
health system regulation and service provision
and that the democratization of access to health
services and care system restructuring were an
imperative’.

With the promulgation of the Federal Con-
stitution in 1988, access to healthcare provided
through a unified system became a social right.
Law 8080/1990* went on to create the Unified
Health System (Sisterna Unico de Satide - SUS),
based on the following underlying principles:
universal access to health services across all lev-
els of care; equality of care, without prejudice
and privilege of any kind; comprehensiveness;
public participation; and political and admin-
istrative decentralization®. Also created in 1990,
Law 8142° enshrined the principle of public par-
ticipation in the SUS, providing for the creation
of health councils and the promotion of health
conferences.

While the Constitution provides that the pro-
vision of public health actions and services under
the SUS should integrated, regionalized and hier-
archical, it also states that health care is open to
private enterprise. Furthermore, it provides that
when SUS resources are not sufficient to guar-
antee full coverage in a particular area, the SUS

may resort to outsourcing services to the private
sector’.

Based on an analysis of trends in the supply
of health establishments and resources and the
use of health services in Brazil over the last three
decades, this article explores the effects of health
actions and policies and the role played by the
private sector providers in the provision of NHS
services.

Methodological aspects

To analyze structural changes in outpatient and
hospital care, we used data from the 1981, 1986,
1990 and 1992 editions of the Medical-health
Care Surveys (Pesquisa Assisténcia Médico-Sani-
taria - AMS), conducted by the Brazilian Insti-
tute of Geography and Statistics (IBGE, acronym
in Portuguese)®, and from the National Health
Establishments Registry (Cadastro Nacional de
Estabelecimentos de Satide - CNES/MS)° from
2006, 2010 and 2017. Using the variable “Admin-
istrative Sphere”, we estimated the number of
public and private establishments in each of the
following groups: 1 — Family health support Cen-
ters (Centro de Apoio a Satide da Familia - CASF),
health centers/primary care centers (Centro de
Satide/Unidade Bdsica de Saiide - UBS), health
posts (Posto de Saiide) and family care centers
(Unidade da Saiide da Familia); 2 — Specialized
clinics/specialized outpatient clinics, polyclinics
(Policlinica), and mixed care centers (Unidade
Mista); 3 - Hospitals; 4 — Urgent care, specialized
emergency care, and general emergency care cen-
ters; 5 - Diagnosis and therapy support service
units (Unidade de Servigo de Apoio de Diagnose e
Terapia - SADT).

The type of service provided by the establish-
ments was categorized as follows: “SUS” - estab-
lishments that provide services exclusively under
the SUS; “Private” - establishments that provide
exclusively private services via out-of-pocket
payment (private), private health insurance plans
(plan), or a combination of the two (plan/pri-
vate); and “Mixed” - establishments that provide
both public and private services (“SUS/private”,
“SUS/plan”, and “SUS/plan/private”).

Changes in the way the IBGE generated data
on outpatient establishments mean that the data
for 1999, 2005 and 2009 is not comparable to
previous periods.

Staffing trends were analyzed for the follow-
ing categories of health professionals: doctors,
dentists, and nurses. CNES data was used to cal-



culate the proportion of professionals working in
the SUS in the period 2007-2017, while the total
number of doctors in the country between 1980
and 2017 was calculated using data obtained
from the Federal Council of Medicine (CFM).
The number of doctors per capita was calculated
using annual population estimates produced by
the IBGE between 1980 and 1999 and, for subse-
quent years, population projections estimated by
the IBGE based on the results of the 2010 Demo-
graphic Census and information from birth and
death records.

Data on access to and use of healthcare ser-
vices in the 1980s was obtained from the 1981
and 1986 National Household Sample Surveys
(Pesquisas Nacionais por Amostra de Domicilios
- PNAD)™. For subsequent years, data was ob-
tained for successive five-year periods from the
PNADs conducted between 1998 and 2008,
which adopted sampling designs and question-
naires that were similar to those used in the 1981
PNAD, and from the 2013 National Health Sur-
vey (Pesquisa Nacional de Satide - PNS)'.

The results of certain questions contained
in the health survey questionnaires were used as
indicators of access to health services, including
the proportion of respondents that had visited
the doctor or dentist in the 12 months prior to
the survey. To analyze trends in the use of ser-
vices in more recent periods of time prior to
the questionnaire, we considered the following
variables: proportion of respondents who had
sought services in the period in question, type of
service sought, reason for seeking services, type
of care received, and type of payment. We also
considered the proportion of respondents who
had been admitted to hospital in the 12 months
prior to the survey, the type of hospital, and type
of payment.

Health service provision
Care network

Figure 1 shows the number of health estab-
lishments by group and broken down by type of
establishment (public/private) between 1981 and
2017, demonstrating that there was a significant
rise in the number of health establishments over
the period.

The total number of establishments increased
from 21,532 to 129,544 in the period under study.
Increases were particularly marked in the case of
UBSs, whose number rose over the entire period

levelling off in recent years, and clinics, especially
since the beginning of the 1990s. There was also
slight increase in the number of hospitals from
5,660 in 1981 to 6,794 in 2017. The number of
emergency care centers and SADT units was lim-
ited at the beginning of the period; however, the
number of SADT units grew in the 1990s.

The expansion of the primary care and ur-
gent and emergency care network in the 2000s
described by authors such as Paim et al.”and Bra-
ga Neto et al.”? is associated with the significant
increase in the number of UBSs and clinics. It is
interesting to note that while practically all UBSs
are public (99.2% in 2017), the large majority
of clinics are private (86.8% in 2017). In this re-
spect, the percentage of public clinics declined
significantly over the period, considering that it
was over 50% in 1981.

Hospitals and SADT units are also predomi-
nantly private. Despite skewed regional concen-
tration and closure of private facilities leading to
an increase in the percentage of public hospitals
(reaching 35.8% in 2017), hospitals in Brazil re-
main predominantly private. Braga Neto et al.*
point out that the creation of small and medi-
um-sized hospitals and federal and state incen-
tives for the creation of beds in large hospitals ac-
count for majority of growth in public hospitals,
while private hospitals, including those which are
outsourced by the SUS, tend to be concentrated
in areas where the possibility of sustainability and
profit is greater'*

SADT units were predominantly private
throughout the period, with a slight increase in
the proportion of public facilities, reaching 6.3%
in 2017.

The private sector has continued to play a
major role in healthcare since the middle of the
twentieth century, despite the institution of the
SUS at the end of the 1980s"* not only dominat-
ing specific areas such as SA]jT, but also benefit-
ting from government support for the creation of
private facilities'. Despite the creation of a uni-
versal public health system, public service pro-
vision therefore continues to be imbricated with
the private sector.

Establishments and types of care

Private sector participation in healthcare pro-
vision in Brazil dates back to the middle of the
twentieth century’ and has continued through-
out the 30 years since the creation of the SUS.
To explore public-private interdependence and
how this relationship evolved during the period
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Figure 1. Number of health establishments by group and broken down by type of establishment (public/private)

between 1981 and 2017.

Source: AMS/IBGE (1981, 1986, 1992) e CNES/MS (2006, 2010 e 2017).

under study, we analyzed the type of care pro-
vided (SUS, private or mixed) in four categories
of private establishments in 2006, 2010 and 2017,
as shown in Figure 2. UBSs and health posts
were excluded from the analysis because they are
largely public.

The results show that the majority of the
clinics are exclusively private and that service use
occurs via private health insurance plans or out-
of-pocket payments. The percentage of exclusive-
ly private establishments increased from 84.2%
in 2006 to 88.5% in 2017, with a corresponding
reduction in the percentage of establishments
providing services exclusively through the SUS.

Although the majority of hospitals in this
country are private, Figure 3 shows that the ma-
jority of private hospitals provide services exclu-
sively to SUS patients or mixed services. The per-
centage of private hospitals that provide services

exclusively to SUS patients decreased between
2006 and 2017, although they still accounted
for almost 50% of all private hospitals in 2017.
There was also a decrease in the percentage of ex-
clusively private hospitals, with a corresponding
increase in the percentage of establishments that
provide mixed services, reinforcing the interde-
pendence between the public and private sectors.

In contrast, SADT units are predominantly
private, with the large majority providing ex-
clusively private or mixed services. The trend in
this type of establishment was similar to that of
hospitals, with a reduction in the percentage of
facilities that provide services exclusively to SUS
patients and exclusively private facilities and an
increase in the percentage of mixed facilities.
However, in contrast to hospitals, SADT units
were predominantly mixed service facilities, cor-
roborating the findings of Martins".
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Figure 2. Private establishments according to type of service.

Source: CNES/MS.

Although emergency centers in Brazil are
predominantly public, several private facilities
also provide services to SUS patients. Trends
were similar to those witnessed for SADT units,
with an overwhelming predominance of mixed
service facilities.

These findings show a significant degree of
interdependence between the public and pri-
vate sectors in relation to the provision of health
services. While on the one hand the SUS needs
private services to guarantee the right to health-
care, the majority of private establishments also
depend on public resources, either because they
provide services exclusively to SUS patients or are
mixed facilities, particularly in the case of hospi-
tals and SADT units.

Human Resources

The evolution of the SUS over the last 30
years is also associated with changes in human
resources. The availability of staff in the health
sector as a whole and, more specifically, in pri-
mary care, provides a basis for assessing increases
in the provision of these services and the effects
of specific policies such as the National Primary
Care Policy and Programa Mais Médicos (more
doctors program).

Figure 3 shows the total number of doctors
and number of doctors per 1000 population, per-
centage of doctors, nurses and dentists working in
the SUS, and their participation in primary care.

The number of doctors in the country in-
creased from around 111,000 in 1980 to 447,000
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Figure 3. Evolution of Human Resources.



in 2017, while the number of nurses and den-
tists increased from around 90,000 and 78,000,
respectively, in 2007 to 230,000 and 127,000, re-
spectively, in 2017.

The number of doctors per 1000 population
also showed a marked increase, as the rate of in-
crease in the number of doctors outstripped the
population growth rate. The rate increased from
under one doctor per 1000 population (0.94) in
1980 to 2.15 in 2017. This increase was propor-
tionately greater between 2005 and 2015, when
the rate increased from 1.6 to 2.15, which is
slightly greater than the increase seen over the 25
years prior to this period.

The participation of the professionals that
attend the SUS in the three highest profession-
al categories (doctors, nurses and dentists)'* also
reveals interesting aspects of human resources.
The percentage of nurses and doctors working in
the SUS remained over 80% and 70%, respective-
ly over the period under study. The percentage of
nurses working in the SUS gradually decreased
over the period, standing at 88% in 2017, while
the percentage of doctors remained relatively sta-
ble at around 75%.

The percentage of dentists working in the
SUS was lower than that of doctors and nurses
and showed a significant reduction over the pe-
riod from 62.8% in 2007 to 46.3% in 2017. Oral
health has proven to be a major challenge for the
SUS throughout its history’, despite the exis-
tence of various programs in the area'®, and this
is reflected in the low percentage of professionals
working in the SUS.

The staffing of primary care centers un-
derwent significant changes during the period.
There was a notable increase in the number of
professionals, especially nurses and doctors
working in the Family Health Program. It is im-
portant to note here that, despite being registered
in the CNES, these doctors do not necessarily
have training in this area.

The number of nurses working in primary
care outstripped the number doctors for the first
time in 2008 and grew steadily throughout the
rest of the period. The overall number of doc-
tors decreased between 2005 and 2008, despite
an increase in the number of doctors working in
family health. There was a slight rise in the num-
ber of doctors between 2009 and 2012, followed
by more substantial growth throughout the rest
of the period especially due to an increase in
the number of doctors working in family health
through the Programa Mais Médicos implement-
ed in 2013". There was a decrease in the number

of dentists working in the SUS despite an overall
increase in numbers throughout the period.

Carvalho et al.’® highlight that there was an
increase in the proportion of other profession-
als resulting from the creation of the teams that
make up the Family Health Support Centers (Nii-
cleo de Apoio a Saiide da Familia). These authors
emphasize the importance of this diversification
in enhancing the quality and diversity of care and
moving towards comprehensiveness.

Machado" points out that the increase in the
number of health professionals is a reflection of
the expansion of care and is distinct from other
industries where the incorporation of technology
has led to a reduction in the demand for human
labor. Unlike these industries, there has been a
significant increase in the number of workers in
the health sector despite the introduction of vari-
ous new technologies over recent decades.

One of the main challenges in this respect is
the multitude of different types of contractual
relationships within the SUS due to the lack of
a standardized human resources policy, which
often results in precarious contractual arrange-
ments and difficulties in hiring and maintaining
staff in many localities'® In this respect, it is im-
portant to highlight the striking regional dispar-
ities in the availability of professionals'®'¥, which
is just one of a wide range of persistent socioeco-
nomic and spatial inequalities across the sector.

Access to health services

Access to health services has improved over
the last three decades. Commonly used indica-
tors such as the percentage of respondents who
had visited a doctor or dentist in the past 12
months show that there was an increase in the
percentage of the population seeking and obtain-
ing health services.

The results of the PNAD and PNS show that
the percentage of respondents who had visited
a doctor in the past 12 months increased from
54.7% to 71.2% between 1998 and 2013", with
increases being registered in all of the major re-
gions. In 2013, 72.8% of people aged between 18
and 59 years with at least 11 years of schooling
had visited a doctor, compared to 63.7% of peo-
ple with zero to three years of schooling. The dif-
ference between these two groups was greatest in
the North Region, where the ratio was 1,3%.

Access to dental services, based on the per-
centage of respondents who had visited a dentist
in the last 12 months, increased steadily over the
period from 17.3% in 1981 to 33.1% and 44.4%
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in 1998 and 2013, respectively'>"*. However, ma-
jor disparities between the North/South and
Southeast Regions persisted in 2013, where only
one-third and a half of respondents, respectively,
had visited a dentist in the last 12 months". In-
equality in access to oral health care is associated
with income and level of education'®, whereby
the higher the income and level of education
the lower the likelihood of never having visited
a dentist. Furthermore, access to dental care re-
mains largely dependent on ability to pay, as the
percentage of patients paying for dental treat-
ment remains high, varying between 66% in
1981 and 59% in 2013'>".

According to the PNAD, the percentage of re-
spondents who had sought some kind of health
service or professional in the 30 days prior to the
survey increased from 7.7% in 1981 to 11% in
1986. This percentage increased from 12.7% in
1998 to 15.3% in 2013. According to Paim et al.’,
inequality in the use of services reduced between
1981 and 2008, although major disparities re-
mained in the use of dental services. The results
of the 2013 PNS show that people aged 18 years
and over with less than three years of school-
ing were more likely to seek services than other
groups and that there was no statistically signif-
icant difference between groups with four to 10
years of schooling and 11 years and over.

The type of health service sought by patients
changed between 1981 and 2013, with a move-
ment from ambulatory care (44.8% and 36.8%,
respectively) towards primary care units (22.8%
and 38.7%, respectively). The percentage of peo-
ple who used a health post or health center on
a regular basis increased from 41.8% in 1998 to
53.7% in 2013 and was higher among people
with a low level of schooling®.

Another interesting aspect of the use of health
services is the reason for seeking healthcare ser-
vices (Table 1). Although the surveys differ in
terms of the categories used, the results show that
despite “illness” being the most frequent reason
throughout the period under study, there was a
significant increase in the use of health preven-
tion and control services beginning in 1998.

In 1981, publicly funded services accounted
for almost 70% of consultations made in the 15
days prior to the survey (6.3 million), including
those provided under the social welfare system,
which were largely federal (14.2%). In 2013, the
SUS network or outsourced services accounted
for 61.7% of consultations, which is equivalent
to 17.6 million consultations. The percentage
of consultations provided via health insurance

plans increased from 9.3% in 1981 to 29.6%,
peaking at 30.4% in 1998, while the percent-
age provided through direct payment decreased
from 21% in 1981, to 13.5% in 1998 and to 8.7%
in 2013 (Table 2).

Between 1995 and 2016, the annual number
of hospital admissions in the SUS was around
11 million, 53% of which were in the South and
Southeast®'. According to health survey data, the
proportion of respondents who had been admit-
ted to hospital in the 12 months prior to the sur-
vey remained stable at around 7% and there was
increase in annual public and private admissions
from 8.6 million to 12.1 million. With respect
to inequalities, the analysis shows that in recent
years people with a low level of schooling were
more likely to be admitted to hospital than those
with higher levels®.

With respect to the reasons for hospital ad-
missions (Figure 4), the percentage of admissions
for childbirth decreased from 27.2% in 1981 to
12.7% in 2013, while the percentage of admis-
sions for surgery increased from 18.3% to 29.9%.

According to survey data, the majority of ad-
missions were paid by the public system, which
accounted for 67% of admissions in 2013. How-
ever, the percentage of admissions covered by
health insurance plans increased from 6.4% in
1981 to 27.6% in 2013, due to the expansion of
coverage of plans, especially among higher socio-
economic status groups.

The increase in the number of public health
posts and centers, changes in the point of entry
to the health system, and the use of public facil-
ities for the first entry to the system may be due
to the expansion of the Family Health Strategy
(Estratégia de Satide da Familia - ESF). The re-
duction in the percentage of hospitalizations due
to ambulatory care sensitive conditions may also
be credited to the expansion of the ESF, due both
to improvements in the effectiveness of primary
care and a reduction in the risk of patient expo-
sure to unnecessary care.

The coverage of the ESF and primary care
teams started to increase in 2000, reaching 59.9%
and 63% of the population, respectively, in 2015.
The ESF is particularly prominent in the North-
east, with 76% coverage, and also grew in the
Southeast, where coverage was 49.2%?% in 2015.
The expansion of coverage has improved access
to health services, particularly among low eco-
nomic status groups.

Improved access to dental care may also be
associated with the incorporation of oral health
teams into the Family Health program, although



Table 1. Reasons for seeking health services in the two weeks leading up to the questionnaire.

PNAD % PNAD % PNAD % PNAD % PNAD %  PNS %
1981+ 1986++* 1998 2003 2008 2013

Accident

incjfllrye? ot 629,716 6.9 930232 6.1 891,244 43 1,342,050 52 1,652,639 6.0 1,449213 4.7
Tliness 6,456,517 70.4 11,148,296 73.1 6,875,894 33.5 13,340,635 52.0 13,776,825 50.0 16,232,521 52.8
Dental

enta - - 739,999 4.8 2243129 109 2,183,506 8.5 3,855,713 14.0 1,203,012 3.9
problem

Vaccination 173,351 1.9 - - 578,186 2.8 482,061 19 485287 1.8 382,067 1.2
Control

OO T 1459797 159 1,890,571 124 7,630,182 37.2 7,493,237 29.2 6,172,280 22.4 7,093,310 23.1
preVenthn

Sick not

1K note ot 138251 1.5 57,746 0.4 91,699 0.4 138955 0.5 484,876 1.8 193,797 0.6
health card

Other 316,367 3.4 490,894 32 2,227,617 108 696,055 2.7 1,121,034 4.1 4,180,449 13.6
Total 9,173,999 100 15,257,738 100 20,537,951 100 25.676,499 100 27,548,654 100 30,734,369 100

Source: PNAD 1981, PNAD 1986, PNAD 2003, PNAD 2008, and PNS 2013.

*In 1981, the category was “Accident” and in 2013 “Accident or injury. ** Includes “routine examinations” and “ante-natal”. *** Considering the 30

days prior to the questionnaire. **** Considering the 3 months prior to the questionnaire.

Table 2. Number of people and percentage who had had a consultation in the 15 days* prior to the
questionnaire by payment source.

PNAD % PNAD % PNAD % PNAD % PNS %

1981 1998 2003 2008 2013
Public 6,267,651 69.8 9,825,712 56.1 14,260,670 61.3 14,952,129 58.6 17,566,980 61.7
Plan 835,038 9.3 5,323,997 30.4 6,465,404 27.8 6,877,038 27.0 8,414,597 29.6
Private 1,875,438 20.9 2,364,815 13.5 2,525,200 10.9 3,683,842 14.4 2,475,345 8.7
Total 8,978,127 100 17,514,524 100 23,251,274 100 25,513,009 100 28,456,921 100

Source: PNAD 1981, PNAD 1986, PNAD 2003, PNAD 2008, and PNS 2013.
*In 1981, the period considered was 30 days.

Type of last hospitalization Payment source of hospitalization
100% 100% —s - = -
90% 3 90%
80% — 54 4 - - 80%
70% D 60,1 s74-  70%
60% - 60%
50% 3 50%
40% 40%
0, 0,
30% 30% o 699 6.6
20% 20%
10% 16,3 140 12 10%
0% 0%
1981 1998 2003 2008 2013 1981 1998 2003 2008 2013
B Childbirth  H Surgery Other M Public M Plan or insurance Private

Figure 4. Types and sources of payment of the last hospitalizations referred to in the health surveys (in the 12
months which preceded the interviews).

Source: PNAD 1981, PNAD 1998, PNAD 2003, PNAD 2008 e PNS 2013.
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turnover is high due to the fact that the major-
ity of staff are hired on temporary contracts®.
The relatively low percentage of dentists working
in the SUS also influences access to dental care,
reducing the availability of services, especially
among low-income groups. As Farias & Sam-
paio* highlight, the lack of meaningful partici-
pation of oral health professionals in the health
reform process has hampered their inclusion in
the system and continues to be a barrier to the
effective integration of dental healthcare into the
ESE

Final considerations

The path taken by the SUS over the 30 years
since its creation has been marked by important
changes in healthcare. The main changes include
an increase in the supply of health services and
professionals working in the SUS, coupled with
improved access and changing patterns of ser-
vice use. However, it is important to underline
the age-old challenges facing the Brazilian health
system, such as public-private interdependence
in health service provision, striking regional in-
equalities, and underfunding. Recent challenges
include changes in the health status of the pop-
ulation, which has implications for the use of
health services, and a 20-year social spending
freeze approved in 2016%*.

The supply of establishments also increased
and has become considerably more diversified
since the beginning of the 1980s>. The num-
ber of all types of establishments has grown sig-
nificantly, with a particularly sharp rise in the
number of public health posts and private SADT
units and clinics. The country has also witnessed
a steady increase in the number of health profes-
sionals'®, with the large majority of doctors and
nurses working in the SUS. There has also been
a notable increase in the number of professionals
working in primary care' in recent years.

There was a significant improvement in ac-
cess to healthcare services”® over the period un-
der study, possibly related to the increased supply
of health services and human resources coupled
with the diversification of the workforce. The in-
crease in the number of primary care establish-
ments and professionals has had an impact on
the patterns of use of health services, leading to
a reduction in demand for primary care services
associated with illnesses and an increase in de-
mand for preventive care services. Public funding
(SUS after its creation at the end of the 1980s)

continued to play a major role, accounting for
over 60% in consultations and admissions ac-
cording to recent surveys.

It is important to stress, however, that any
analysis of access, supply and use of services
should be complemented by an evaluation of the
quality of care. This requires a different approach
that is able to assess the various dimensions of
health system performance, such as adequacy,
continuity, acceptability, effectiveness, efficiency,
safety and respecting patient rights?'.

The complex and enduring public-private
relationship for the provision of health services
has been a major challenge throughout the evo-
lution of the SUS. This interdependent relation-
ship stems from a history of government support
for the expansion of private health services* and
affirms itself in the structure of the SUS’. Howev-
er, while guaranteeing access to health services to
all citizens via the SUS requires private services,
many of these services rely heavily on public re-
sources for both their maintenance and expan-
sion.

Deep regional inequalities are one of the
main features of Brazilian reality and the coun-
try’s healthcare system clearly expresses these dis-
parities. The supply of services and professionals
and the various aspects of access and patterns of
service use constitute challenges in this context,
particularly bearing in mind the persistent na-
ture of these inequalities®! and the reproduction
of the underlying elements that sustain them?'*'c.

Underfunding is another structural chal-
lenge facing the SUS*®. The effective implemen-
tation of the system, which depends on funding
in order to increase the supply of services and
professionals, incorporate technologies and de-
mocratize access to resources, has always been in
dispute because of the varying interests that ex-
ist across the different spheres of government?®.
Guaranteeing improved access and gains in effec-
tiveness depend on the availability of resources
and, considering the role played by the SUS in
healthcare provision, it is essential improve the
funding situation.

The general health status of Brazil’s popula-
tion has changed in recent years’ due to popu-
lation aging, an increase in morbidity and mor-
tality due to external causes, and the emergence /
reemergence of infectious and parasitic diseases.
Throughout its history, the SUS has had to adapt
to the resulting changed in healthcare demands.
Tackling noncommunicable diseases and pro-
viding continuing healthcare constitutes a major
challenge, while escalating urban and traffic vio-



lence and diseases such as Dengue and Zika virus
impose a significant burden on health services.

This overview of developments in the SUS
over the last three decades focused on the supply
of establishments and professionals and access
to services. The diversity of the sources used in
this analysis, which hampers comparison of data
over time, and an incomplete times series, which
results in data gaps for certain periods, are the
main limitations of this study. However, the re-
sults clearly show the essential role played by the
SUS in the provision of healthcare to the Brazil-
ian population.

Constitutional Amendment 95/2016%, which
restricts public spending over the next 20 years
is the ultimate challenge facing the SUS. A host
of questions therefore remains, such as how will
the health system be able to guarantee and ex-
pand healthcare given that an already challeng-
ing funding situation has become even more
restrictive and how will it be able to ensure con-
tinuity and build on the achievements of the last
30 years? These questions suggest that the day-
to-day challenges facing the SUS and policy and
program planning may get worse.
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