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Abstract Health policies in Brazil have sought to
expand healthcare access and mitigate inequities,
but recent revisions of their content have weakened the Brazilian Unified Health System. This
study estimates three healthcare indicators across
three national surveys conducted in 2008, 2013,
and 2019 to assess the impact of changes to the
National Primary Care Policy on racial inequities
in healthcare. Considering the survey design and
sampling weights, we estimated the prevalence of
each outcome among both whites and Blacks for
the whole country, and according to the Brazilian
regions. We test the following hypotheses: compared to whites, Blacks showed higher frequency
of coverage by the Family Health Strategy, lower frequency of health insurance coverage, and
higher frequency of perceived difficulty accessing
health services (H1); Racial inequities decreased
in the ten-year period but remained constant between 2013-2019 (H2); Racial gaps have widened
among regions with lower proportions of Blacks
(H3). Our findings fully support H1, but not H2
and H3. Racial inequities either remained constant or decreased in the 2013-2019 period. By
downplaying the importance of the universality
and equity principles, the latest revision of the
National Primary Care Policy has contributed to
the persistence of racial inequities in healthcare.
Key words Race factors, Healthcare disparities,
Brazil, Racism

Resumo As políticas de saúde no Brasil têm buscado expandir o acesso e mitigar as iniquidades,
mas recentes revisões de seu conteúdo enfraqueceram o Sistema Único de Saúde. Este estudo estima
três indicadores de saúde em três inquéritos nacionais, realizados em 2008, 2013 e 2019, para avaliar o impacto das mudanças na Política Nacional
de Atenção Básica sobre as iniquidades raciais na
saúde. Considerando o desenho da pesquisa e os
pesos amostrais, estimou-se a prevalência de cada
desfecho entre indivíduos brancos e negros para
todo o país e segundo suas macrorregiões. Testamos as hipóteses: comparados aos brancos, negros
apresentaram frequência maior de cobertura pela
Estratégia Saúde da Família, menor de cobertura
de plano de saúde e maior de dificuldade de acesso
aos serviços (H1); as iniquidades raciais diminuíram no período de dez anos, mas estagnaram entre
2013-2019 (H2); as iniquidades raciais aumentaram entre as regiões com menores proporções de
negros (H3). Os resultados apoiam integralmente
H1, mas não H2 e H3. As iniquidades raciais permaneceram estáveis ou diminuíram entre 20132019. Ao contrapor os princípios de universalidade
e equidade, a última revisão da Política Nacional
de Atenção Básica contribuiu para a persistência
das iniquidades raciais na saúde.
Palavras-chave Fatores raciais, Disparidades em
assistência à saúde, Brasil, Racismo
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The door is open, but not everyone may enter: racial inequities
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Introduction
Inequities in healthcare access represent a breach
of human rights, which result from unfair and
avoidable social processes1 that benefit some
groups at the expense of others. In order to reduce healthcare inequities, not only should we
target all dimensions of health services, but we
must also promote public policies aimed at constructing fairer societies where the risk of becoming ill or dying prematurely is low for everyone2.
In a global monitoring report to track access
to care, though, the World Health Organization
highlighted that half of the world’s population
lacks access to quality health services3. This report showed that inequities in healthcare access are an issue for both central and periphery
countries4-6, but especially among those with
no universal health systems7. In Brazil, universal healthcare is a constitutional right, since the
promulgation of the 1988 Constitution, although
it has been underappreciated in recent years, particularly under Michel Temer and Jair Bolsonaro’s administrations8,9. Undeniably, the Unified
Health System (Sistema Único de Saúde, hereafter
abbreviated as SUS, according to its official name
in Portuguese) is essential for promoting wellbeing, preventing and reducing the burden of
adverse health outcomes among a population of
around 210 million people, but especially among
the neediest. Equitable care is thus particularly
important for Black Brazilians and other socially marginalized groups (e.g., women, LGBTQ+
people, Indigenous populations etc.), who have
historically shown the worst health conditions
across the entire population.
Previous state-level efforts to address healthcare inequities have been fundamentally important to improve the health of all Brazilians10,11.
Little has been done, however, to counteract racism in the domain of health services12. As racially
minoritized individuals depend more heavily on
the healthcare system, broader strategies aimed
at reducing inequities, especially those exacerbated by racism, are needed. Such strategies should
aim at redressing the historical oppression that
places Black Brazilians at social-spatial locations
characterized by varying degrees of marginalization13-15. The comprehensive healthcare model
currently in practice in Brazil – through the Family Health Strategy (FHS) – has been on the back
burner of governmental priorities, though (see
Giovanella, Franco16) for a discussion on the current situation faced by Brazilians to achieve the
universal right to health). This model was prior-

itized in the 2006 National Primary Care Policy
(hereafter abbreviated as PNAB, according to its
name in Portuguese), but such policy has been
revised in 2011 and 2017. It is, therefore, essential
to evaluate the impact of recent policy changes
on racial inequities in healthcare.
Building on a recent publication17 that documented racial inequities in difficulty accessing
health services in Brazil, the present study analyses racial inequities in healthcare over a period
of ten years. The study aimed to estimate racial
inequities in access to health services in three
different policy scenarios. More specifically, access to health services was evaluated through (1)
coverage by the FHS, (2) access to health insurance, and (3) perceived difficulty accessing health
services, based on nationally-representative data
available for 2008, 2013 and 2019. These years
were under the influence of the first, second, and
third versions of the PNAB – discussed at greater
length below –, as each was approved by the Brazilian Ministry of Health in 2006, 2011, and 2017,
respectively.
Racial inequities in Brazil
Black Brazilians are not only ill-represented
in politics18 and privileged social positions19 (such
as among medical20 and dental professionals21),
but are also more likely to be poor22 and live in
impoverished regions of the country23, compared
to their privileged white counterparts. Existing
evidence also points to prevailing healthcare inequities. Black Brazilians are less likely to have
visited the health services recently, have lower
health insurance coverage, and are more likely to
be mistreated by a health professional24-28. Moreover, Black Brazilians are largely concentrated in
Northern and Northeastern regions of the country, which are notoriously known for their lower
levels of healthcare availability29.
These inequities are not the result of chance,
as they reflect a system of structuring opportunity
and assigning value[,] based on the social interpretation of how one looks that unfairly disadvantages some individuals and communities, [while]
unfairly advantages others30. In other words, these
inequities are the result of racism in its multiple forms. It is racism, conceptualized as both a
structuring component of contemporary societies and as personally-mediated mistreatment31,
that operates to produce higher frequencies of
negative health statuses among Black Brazilians32,33, who will then depend more heavily on
healthcare34.
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National Primary Care Policy
The regionalization of healthcare in Brazil
has originally aimed to reduce financial barriers
and inequities among the country’s regions, as a
means to achieve universal and equitable care.
By implementing the Community Health Agents
Program (Programa de Agentes Comunitários de
Saúde, in Portuguese), and then the FHS, the

Brazilian health system began to move from a
technical model to a comprehensive one, based
on the principles of the primary care model,40 in
the early 1990s. This was possible by encouraging
the decentralization of the system through the
Basic Operational Standard (Norma Operacional Básica, in Portuguese) in 1996, and, later, the
establishment of the PNAB, in 2006. In its first
edition, the PNAB was considered to be groundbreaking. The policy guided the organization
of the system, consolidating the composition
of health teams by acknowledging community
health agents as a professional category, and their
fundamental importance in increasing healthcare access among peripheric communities, especially through monitoring of specific groups
and public health issues.
In 2011 and 2017, the PNAB was revised, but
within two very different political and economic
scenarios (see the policy timeline by C Gomes41).
In the first revision, the focus was on expanding the universality principle, while improving
the quality of primary care. The Primary Care
Baseline (Piso da Atenção Básica, in Portuguese),
which allocated resources for the FHS based on
the size of the population and the need to promote targeted policies, started to be based on social vulnerability indicators at the municipal level
and the performance of health teams42. Meanwhile, the country went through a tremendous
economic and political crisis, which resulted in a
parliamentary coup in 2016. During this period,
though concerns were raised by the time of its
publication43, a second revision of the PNAB was
published with significant consequences for the
health of the population. To summarize the consequences of the 2017 PNAB revision, EA Melo44
underline that the words “democratic” and “humanization” of care were removed from the policy text. The current PNAB changed the structure
of FHS by reducing the number of community
health agents per health team, constraining social
policies, and expanding the participation of the
private sector through low-budget health plans45.
Right after PNAB’s first publication in 2006,
the Brazilian Government launched a policy entitled “National Policy for the Integral Health of the
Black Population” (Política Nacional de Saúde Integral da População Negra, in Portuguese) which,
all limitations considered12, is still in force46. According to this policy, the actions and services
aimed at the Black population should adhere
to PNAB’s core propositions. Because PNSIPN
is a specific policy that not only recognizes the
health needs of racially minoritized groups but
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The higher demand for care by the Black population is tangled with the equity principle of the
SUS: the neediest should be prioritized. The current model of care has been active in the country
since the 1988 Constitution, and it is responsible
for regulating, supervising, controlling, and executing actions and services that promote health
and prevent disease among the population. The
proposition of universal and equitable healthcare is necessary, as these two specific issues (i.e.,
adequate provision of services and reduction of
healthcare inequities) are generally seen as the
change from a technical model – a model of care
centered on medical doctors and hospital assistance – to a model of comprehensive care, the
primary care model.
More broadly employed in the United States
of America, the hospitalocentric model is focused
on improving results at the individual patient
level, as well as the use of costly technological
resources. In contrast, the primary care model
focuses on intersectoral actions and community
participation to not only address the burden of
diseases, but also promote health at the individual and population levels6, 35 36. In 1995, the Family Health Program (later called Family Health
Strategy – FHS) was implemented to reorient
primary care in Brazil towards a more interdisciplinary and integral model of care, which would
be closer to the primary care model37. According
to FHS, a basic health team is composed of a physician, a nurse, a nurse assistant, and four to six
community health agents.
Throughout the past three decades, there was
an expressive increase in the FHS coverage: the
proportion of the population covered by health
teams has grown from just over 4% in 1998 to
about 70% in 2017. Of note, such an increase has
been associated with a 45% decline in admissions
to hospitals due to ambulatory care sensitive
conditions38. Related to the racial inequities in
healthcare later assessed in this study, increasing
coverage levels by the FHS has been associated
with a reduction of 15% in the mortality gap between Blacks and whites39.
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also aims at promoting equity, PNAB’s ensuing
revisions may have had a substantial impact on
racial inequities in healthcare. In particular, discontinuity and underfunding of services, as well
as the lack of more decisive actions to eliminate
inequities among marginalized groups all impede the SUS to truly reach its universality and
equity principles40,47.
Hypotheses
We seek to evaluate health policies in Brazil,
particularly their impacts on the achievement of
two principles of the SUS: universality and equity.
This study thus takes into consideration the most
recent PNAB review to assess whether changes to
its framing and content resulted in the worsening
of racial healthcare inequities. Given that data are
available for three specific years, it is possible to
compare changes between each one of them, as
well as analyze changes over a ten-year period.
Of note, racism, a wide-ranging social process
underlying racialized minorities’ lower access to
health services and lower quality of care48, is assessed here with its corresponding social marker:
race49. Based on the above, we test three hypotheses: First, compared to whites, Blacks presented
higher frequency of coverage by the FHS, lower frequency of health insurance coverage, and
higher frequency of perceived difficulty accessing
health services (H1); Second, racial inequities decreased over the ten-year period, but remained
constant between 2013 and 2019 (H2); And,
third, racial gaps have widened among regions
with lower proportions of Blacks (H3).

Method
Data used in this study come from three household surveys whose interviews took place in
2008, 2013, and 2019. The first survey is the 2008
National Household Sample Survey (PNAD, according to its name in Portuguese), which comprised 271,677 respondents 18 years of age and
over. The second and third surveys are part of
the National Health Survey (2013 PNS and 2019
PNS), which included 145,580 and 207,845 respondents 18 years of age and over, respectively.
In all surveys, sample selection was carried out
in three stages using a cluster sampling procedure with probability proportional to size. The
municipalities were chosen first, followed by the
selection of census tracts, and households. Further details on each survey and their sampling

structures can be found elsewhere50-52. The microdata is publicly available through the following website: https://www.ibge.gov.br/estatisticas/
downloads-estatisticas.html.
In order to assess racial inequities in healthcare, three self-reported outcomes were used: 1)
Coverage by the FHS, measured through the question “Is your household registered in the family
health unit?”; 2) Health insurance coverage was
assessed by asking whether or not respondents
had any private health insurance, medical or
dental, from a private company or public body;
and 3) Difficulty accessing health services, evaluated by combining answers to two questions (i)
“The first time you sought health care in the past
two weeks, did you get assistance?”; (ii) “Why
have you not sought health care in the last two
weeks?” Respondents who answered “No” to the
first question and reported any reason other than
“did not need (care)” for the second were classified as perceiving difficulty accessing healthcare.
Self-reported color/race (as it is officially
named in Brazil, but here referred to as “race”)
was determined according to the categories adopted by the Brazilian Institute of Geography and
Statistics: 1) white; 2) Black; 3) Yellow; 4) Brown;
and 5) Indigenous. Since this study aims to examine inequities between whites and Blacks, with the
latter including Blacks and Browns dure to their
shared history of slavery, economic exploitation,
social stigmatization and political marginalization in Brazil15, Yellows and Indigenous peoples
were excluded from the analysis. Additionally,
inequities were also explored according to geographical location divided into North, Northeast,
Southeast, Centre-West, and South.
The relative frequencies of the race variable
as well as each indicator of healthcare access were
presented along with their 95% confidence intervals (95% CIs), based on data from each of the
surveys mentioned. Racial inequities in healthcare access were then determined by estimating
the prevalence of each outcome among both
whites and Blacks for the country as a whole,
as well as according to the five Brazilian regions
described above. Data from the 2008 PNAD, the
2013 PNS and the 2019 PNS were also used in
this case. All analyses took the complex survey
design and the sampling weights into account,
using Stata, v. 16.0. The do-file with the Stata commands used in this study is available at
https://github.com/lenaconstante/2021-CSCpublication. The survey protocol of each survey
was approved by the Brazilian National Committee on Ethics in Human Research, and, at the
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Results
The distribution of the sample, according to race
and healthcare access indicators, is presented in
Table 1. There was an increasing proportion of
Blacks throughout the years: from less than half
of the sample in 2008 (49.6%) to more than half
in 2019 (56.0%). Coverage by the FHS increased
significantly from 2008 to 2019, with less than
half of the sample being covered in the first survey year (48.9%) to more than two thirds in the
last one (68.8%). Around 30% of the sample had
private health insurance in the three investigated surveys. Perceived difficulty accessing health
services was fairly constant across the three study
years: around 3% of the sample reported this
outcome in 2008, 2013, and 2019.
Coverage by the FHS increased over the
ten years of observation (Table 2) among both
whites and Blacks, but the increase was higher
in the first than in the second period analyzed.
Blacks had higher levels of coverage by the FHS
over the years: while 55.6% and 73.0% of Blacks
were covered in 2009 and 2019, respectively, the
corresponding figures for whites were 42.5% and
63.4%. Blacks, on the other hand, were less likely
to be covered by health insurance, when compared to whites. Health insurance coverage was
overall the same across the surveys, being always
higher among whites compared to Blacks. Difficulty accessing health services remained fairly
constant over time for both racialized groups;
Blacks showed, nevertheless, higher frequencies
throughout the entire period.
Racial inequities in coverage by the FHS were
constant for all geographic regions between 2008

and 2019 (Table 3). In every region, though,
Blacks showed higher coverage by the FHS than
whites. Racial inequities in health insurance
coverage remained stable throughout the years
among each region. Racial inequities in difficulty
accessing health services remained the same over
the entire period of observation across all geographic regions, with Blacks consistently facing
higher difficulty accessing health services.

Discussion
Drawing from a larger body of research on health
services assessment38,39,53, as well as the broader
literature on racial inequities in health54,55, we
tested three different hypotheses in this study:
compared to whites, Blacks showed a higher frequency of coverage by the FHS, lower frequency
of health insurance coverage, and higher frequency of perceived difficulty accessing health
services (H1); Racial inequities decreased in the
ten-year period, but remained constant between
2013 and 2019 (H2); And, racial gaps have widened among regions with lower proportions of
Blacks (H3). Following the estimation of a number of healthcare access indicators among both
Brazilian whites and Blacks, our findings provide
strong support for H1, but not H2 and H3.
That Blacks are more likely to be covered by
the FHS is an empirical confirmation that the equity principle has been, to some degree, followed
in the daily struggles of the SUS construction,
supporting our H1. Given the various forms of
oppression to which Black Brazilians are systematically subjected in the country56, higher demand
for care is to be expected among this population
subgroup32. And, to a large extent, our results
indicate that Blacks’ higher demand for care has
been met with higher coverage by the FHS. To-

Table 1. Distribution of the sample according to race and indicators of healthcare access. National Household
Sample Survey (2008 PNAD), and Brazilian National Health Survey (2013 and 2019 PNS).
Race and indicators of healthcare access
Race
Whites
Blacks
Coverage by the FHS
Coverage by health insurance
Difficulty accessing health services in the last two weeks

2008 PNAD
%
95%CI
50.4
49.6
48.9
28.1
3.1

49.6;51.2
48.8;50.4
47.7;50.1
27.5;28.8
2.9;3.3

95% CI – 95% Confidence Interval; FHS – Family Health Strategy.
Source: Estimates calculated by the authors based on the survey data analysed.

2013 PNS
%
95%CI
48.2
51.8
60.8
30.2
2.9

47.4;49.0
51.0;52.6
59.5;62.0
29.3;31.1
2.7;3.2

2019 PNS
%
95%CI
44.0
56.0
68.8
29.6
3.2

43.2;44.6
55.3;56.7
67.7;69.9
28.8;30.4
3.0;3.4
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time of the interview, respondents were provided
a written consent to participate.
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Table 2. Estimates of healthcare access according to race. National Household Sample Survey (2008 PNAD), and
Brazilian National Health Survey (2013 and 2019 PNS).
Indicators of healthcare access according to race
Coverage by the FHS
Whites
Blacks
Coverage by health insurance
Whites
Blacks
Difficulty accessing health services in the last two weeks
Whites
Blacks

2008 PNAD
%
95%CI

2013 PNS
%
95%CI

2019 PNS
%
95%CI

42.5 41.1;43.9 54.7 52.9;56.5 63.4 61.6;65.1
55.6 54.3;56.9 66.4 65.1;67.7 73.0 71.9;74.1
36.9 36.2;37.7 39.8 38.4;41.2 39.9 38.7;41.1
18.9 18.3;19.5 21.1 20.2;21.9 21.6 20.9;22.3
2.2
4.0

2.0;2.3
3.8;4.3

2.1
3.7

1.8;2.4
3.4;4.1

2.5
3.8

2.2;2.8
3.5;4.1

95% CI – 95% Confidence Interval; FHS – Family Health Strategy.
Source: Estimates calculated by the authors based on the survey data analysed.

gether with the finding that Blacks have lower
levels of health insurance coverage (supporting
our H1), this finding also reveals that racialized
minorities rely more heavily on the SUS to address their healthcare needs. The SUS should be
thus prepared to counterbalance the wider social
injustices that underlie Black Brazilians’ patterns
of health, disease, and wellbeing across the country by way of providing services that are compatible with the demand for care46.
The higher coverage by the FHS among
Blacks has not been followed by lower perceived
difficulty accessing health services, though,
which also confirms our H1. Mirroring previous
research findings [HM Constante and JL Bastos17,
who further adjusted the analysis for a range of
covariates, such as level of education and gender],
our results consistently show that perceived difficulty accessing health services was higher among
Blacks than whites across the entire period of observation and in all Brazilian geographic regions.
This subjective indicator of healthcare access
may not be grounded on lived experiences within
the health system, but can certainly affect healthcare seeking behaviors and the overall satisfaction with care, which will then influence future
experiences with service provision. More importantly, racial inequities in perceived difficulty
accessing health services cannot be explained by
factors other than social processes that unfairly
distribute resources, expectations, and experiences across racially dominant and minoritized
groups in Brazil. As such, perceived difficulty accessing health services should also be targeted by
broader health policies and healthcare systems.
In fact, this needs to be viewed not as an indica-

tor of structure or process, but a useful indicator of outcome in health services research, more
broadly57.
Our H2 was premised on the idea the latest
revisions to the PNAB41-44,58 would decrease the
pace of reduction in healthcare inequities over
time. Our findings, however, indicate that this
was not the case, even after PNAB’s revision in
2017. It is very likely, though, that the effects
of the latest PNAB revision will take longer to
manifest, as they are part of an unprecedented
political and economic crisis that took place in
Brazil in 2016. One of the most concerning consequences of this crisis was the impoverishment
of the Brazilian population, and disinvestment in
a range of public policies, including the FHS and
the conditional cash transfer program named
Bolsa Família59.
The inverse equity hypothesis60 was the conceptual base for our H3. Following the notion
that health-promoting interventions are adopted
by more powerful regions and population groups
first, we expected that Blacks living in Southern
and Southeastern Brazil – characterized by higher proportions of whites – would be promptly
affected by the PNAB’s revisions. Such a chain of
events would then contribute to increasing racial
gaps in healthcare access within the wealthiest regions of the country. The results at which we arrived did not indicate that this has been the case,
however, with racial inequities either remaining
constant or decreasing in the 2013-2019 period,
regardless of the proportion of Blacks observed
in each Brazilian region. Again, the few time
points that were available to analyze time trends
in racial inequities in healthcare access limit our

Source: Estimates calculated by the authors based on the survey data analysed.

95% CI – 95% Confidence Interval; FHS – Family Health Strategy.
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Table 3. Estimates of healthcare access according to race and Brazilian geographic regions. National Household Sample Survey (2008 PNAD), and
Brazilian National Health Survey (2013 and 2019 PNS).
2008 PNAD
2013 PNS
2019 PNS
Indicators of healthcare
access according to
whites
Blacks
whites
Blacks
whites
Blacks
Brazilian geographic regions
%
95%CI
%
95%CI
%
95%CI
%
95%CI
%
95%CI
%
95%CI
Coverage by the FHS
North
48.8 44.9;52.6 53.3 49.1;57.4 55.3 51.3;59.1 61.2 58.4;64.0 63.9 60.7;66.9 69.7
67.5;71.7
Northeast
63.6 61.0;66.1 67.2 65.1;69.2 69.3 66.8;71.6 75.7 74.3;77.0 76.2 74.3;78.0 80.9
79.8;81.9
Southeast
31.3 29.3;33.3 45.1 43.0;47.1 47.1 44.0;50.2 59.4 56.5;62.2 54.1 51.0;57.2 66.1
63.6;68.6
South
50.7 47.9;53.5 56.4 52.6;60.1 61.3 57.9;64.6 68.7 62.9;73.9 74.4 72.6;76.6 80.3
77.3;83.0
Center-West
47.2 44.0;50.4 50.7 47.7;53.6 56.9 53.9;59.8 61.5 58.9;64.1 64.0 60.9;67.0 69.4
66.9;71.8
Coverage by health insurance
North
21.0 19.0;23.2 12.9 11.8;14.1 21.9 19.3;24.6 13.3 11.9;14.8 24.1 21.4;26.9 14.8
13.5;16.1
Northeast
21.5 20.1;23.0 12.1 11.3;12.9 24.7 22.4;27.0 14.2 13.1;15.3 24.7 22.9;26.6 14.7
13.8;15.5
Southeast
44.2 43.0;45.3 27.0 26.1;28.0 46.2 43.9;48.5 28.7 26.9;30.5 46.7 44.6;48.8 29.0
27.4;30.6
South
34.6 32.9;36.3 20.6 18.9;22.3 37.9 35.4;40.4 23.9 20.2;28.0 37.4 35.6;39.2 22.9
20.6;25.4
Center-West
33.7 31.7;35.7 21.1 19.6;22.5 40.4 37.9;42.8 26.7 24.7;28.8 39.1 36.5;41.7 25.8
24.1;27.7
Difficulty accessing health services in the last two weeks
North
3.9
3.2;4.7
5.4
4.6;6.3
3.2
2.1;4.9
4.7
3.8;5.8
4.4
3.0;6.4
4.1
3.5;4.7
Northeast
4.0
3.4;4.6
5.2
4.6;5.8
3.8
3.1;4.6
4.5
4.0;5.1
4.1
3.4;4.9
4.9
4.4;5.4
Southeast
1.7
1.5;1.8
2.6
2.4;2.9
1.6
1.2;2.1
2.5
2.0;3.1
2.2
1.8;2.7
3.2
2.7;3.7
South
1.7
1.5;1.9
2.8
2.3;3.4
1.7
1.3;2.3
2.8
1.7;4.6
1.5
1.2;1.9
1.9
1.3;2.8
Center-West
2.6
2.2;3.0
4.0
3.5;4.5
2.9
2.2;3.8
4.5
3.7;5.6
3.5
2.5;4.9
2.8
2.3;3.6

3987

Constante HM et al.

3988

ability to determine whether PNAB’s revisions
will eventually worsen unfair patterns of access
to health services. This issue should be continuously monitored, though, if the universality and
equity principles are to be effectively achieved
within the context of the SUS.
One major limitation of our study refers to
the need to analyze public policy effects using
multivariate models, as has previously been done
in the wider medical literature59,61. This would allow us to consider the effects of other important
social processes underlying patterns of racial inequities in healthcare access, and more precisely
estimate the impacts of the PNAB’s revisions on
population health. The lack of observable effects

(through lack of support for both H2 and H3),
however, suggests that negative results do not
stem from the need to use more sophisticated analytical techniques. Rather, our findings suggest
that policy impacts may have longer induction
and latency periods, which would justify continuous monitoring of the indicators outlined above.
Above all, our study suggests that racial inequities
in healthcare access will persist if public policies
downplay the importance of the universality and
equity principles – such is the case of perceived
difficulty accessing health services. We know that
the SUS’s doors are wide open; healthier public
policies are needed, though, so that everyone may
enter when demand for care is an issue.
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