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ABSTRACT

OBJECTIVE: To examine the financing of the Unified Health System (SUS) from 2010 to 2019 
and analyze the recent trends in the allocation of federal resources to large areas of operation 
of the system, as well as the possibility of achieving the Sustainable Development Goal (SDG) 
3 of the 2030 Agenda.

METHODS: Data from the budgetary and financial execution of the federation entities were 
obtained. Transfers from the Brazilian Ministry of Health (MH) to the municipal and state 
departments and their direct applications were identified according to large final areas of 
SUS and middle areas. Basic descriptive statistics, graphs and tables were used to analyze the 
execution of expenses by these areas.

RESULTS: Public spending per capita on health increased between 2010 and 2018. However, 
compared to 2014, it reduced 3% in 2018. There was a displacement of the allocation of federal 
resources to the detriment of transfers to the states (−21%). There are also losses of health 
surveillance in favor of primary care and pharmaceuticals. In the case of primary care, the 
increase in spending was tied to changes in policy and the expansion of resources allocated 
by parliamentary amendments. In the case of pharmaceuticals, the increase was due to the 
incorporation of new drugs, including vaccines, judicialization, increased spending on blood 
products and centralization, in the MH, of the purchase of items of high budgetary impact.

CONCLUSION: If there is no change in the current SUS financing framework, something 
unlikely under Constitutional Amendment No. 95, associated with the redefinition of health 
policy priorities, the risk of non-compliance with the SDG 3 of the Agenda 2030 is very high.
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INTRODUCTION

The 2030 Agenda is a declaration reflecting the commitment made by the 193 Member 
States of the United Nations (UN) in 2015 to achieve a set of 17 Sustainable Development 
Goals (SDG), which are based on 169 goals aimed at promoting prosperity and well-being 
of populations based on sustainability worldwide1.

For health, SDG 3 – Health and Well-being is composed of 13 global goals that were adapted 
to Brazilian reality and national priorities in 2018, especially because some of them had 
already been achieved by the country2. The adapted goals are a guide for the action of 
the Brazilian State, since they quantify specific objectives related to the reduction of 
infant mortality, universal access to health services, reduction of premature deaths from 
non-communicable diseases, among others, to be achieved by 2030.

Regarding financing, the 3c goal was adapted to “significantly increase health financing 
and the recruitment, development, training and retention of health personnel, especially 
in the most vulnerable territories.” The text of the overall goal regarding health financing 
was not changed, nor was an indicator defined to monitor the allocation of resources to 
the Unified Health System (SUS)2.

The contemporary political, economic and social context of the country should explain 
it. The economic crisis that began in 2014 strongly compromised the finances of federal 
entities, particularly the Union and states3, with impacts on the allocation of resources 
to health4. And, in the federal government, the response to the crisis came with the 
implementation of a fiscal austerity policy, resulting in a significant limitation to the 
expansion of SUS financing5,6 and spending cuts of other public policies, with consequences 
on constitutionally registered rights7.

Financial resources are essential for the supply of health goods and services and, in this sense, 
the State plays a fundamental role in ensuring social protection for the entire population, 
defending individuals against significant financial losses and impoverishment due to the 
out-of-pocket payment for health services8.

Regarding SDG 3, the achievement of the goals assumed by Brazil depends on the increase 
in public financing, not only for the SUS, to expand access to and quality of health services, 
but also on other social policies that impact factors related to the population’s living and 
working conditions – the social determinants of health.

Considering the still insufficient financing of SUS and the implementation of fiscal austerity 
measures3,9, uncertainties about advances in public health in the country in the next two 
decades increase. Thus, the objectives of this article are to examine the financing of the SUS 
from 2010 to 2019 and to analyze the recent trends in the allocation of federal resources to 
large areas of operation of the system, as well as the possibility of achieving the SDG 3 of 
the 2030 Agenda.

METHODS

A study was conducted on the recent trajectory of SUS financing from the analysis of 
expenditures of the three spheres of government between 2010 and 2019.

Initially, to contextualize Brazil from an international perspective, the indicator of public 
expenditure on health per capita in 2017 from selected countries (amounts in dollars per 
parity of purchasing power – PPP) was obtained from the website of the Organization 
for Economic Cooperation and Development (OECD), which consists of government 
expenditure and/or compulsory health schemes10. This year was chosen due to the 
availability of comparable information more recent for Brazil11. The indicator value in 
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current Reais (R$) was adjusted for PPP dollars by applying the correction index made 
available by the OECD for that year.

The expenditure by the three levels of government with public health actions and services 
were surveyed. These expenses are those considered for the purposes of analyzing the 
minimum application in health. They represent reserves of amounts made in the budget 
of each member of the Federation, in each fiscal year, to honor, later, actual expenses with 
the SUS.

Three public sources of data were used: i) the Siga Brasil system, for Union expenditure12; 
ii) the Sistema de Informações sobre Orçamentos Públicos em Saúde (Siops – Information 
System on Public Health Budgets), for the expenditures of states, the Federal District 
and municipalities, in addition to data from population13; and iii) the annual archives 
of transfer of resources from the National Health Fund (NHF) to state and municipal 
health funds14.

The per capita public expenditure on health was estimated for each level of government, 
based on the committed expenditure from 2010 to 2018, presenting it, in national currency, 
in 2018 values with monetary correction by the average Índice de Preços ao Consumidor 
Amplo (IPCA – Broad Consumer Price Index).

For the federal government, additionally, the expenses actually paid by application modality 
were identified to analyze its execution according to the levels of government, grouping 
these modalities into: i) transfers to the states and the Federal District; (ii) transfers to 
municipalities; iii) direct applications (from the Brazilian Ministry of Health – MH) and 
transfers abroad, and iv) other modalities. These amounts, which are actual disbursements 
made by the public administration, result from the sum of the expenses paid for the financial 
year and the remaining amount to be paid in that fiscal year. Remaining amount to be paid 
are expenses that were committed in previous years, but were not paid until December 31 
of the year in which they were committed, and can be entered and re-entered for payment 
in subsequent financial years.

The use of the variable “expenditure effectively paid” for the expenditure of the MH 
is important for the joint analysis of the amounts directly executed by the federal 
government and those passed on by the NHF to municipal and state health funds 
by SUS large final areas, namely: primary care, pharmaceuticals, medium and high 
complexity care (MHC) and health surveillance; and to finance expenses with middle 
areas: management and investments.

NHF transfers by area of activity were identified from 2010 to 2017 by the six financing 
blocks as designated in the annual transfer files. For 2018 and 2019, the information about 
the block is not sufficient due to changes in the allocation of resources of the Ministry of 
Health by MH Ordinance No. 3,992/2017, which organized the transfers in two financing 
blocks. In these two years, the values for investments come from the “investments” block, 
and the other expenses are obtained from the opening of the “costing” block per group.

The total of expenses paid in the modalities direct application and transfers abroad 
from the federal government was also classified by the areas of operation of the SUS 
and middle areas mentioned. For such purpose, the data obtained from Siga Brasil for 
these two modalities were opened: by group of expenditure nature (GEN), to identify 
costs and investment expenses; by subfunction, to discriminate the area of expenditure; 
and per budget action, to analyze the consistency of the classification by subfunction 
and to expense relocation, if necessary. In this article, expenses with the acquisition of 
vaccines, other immunobiological drugs and supplies were relocated from epidemiological 
surveillance to pharmaceuticals, since immunobiological drugs represent a significant 
part of the budget and are medicines (actions 6031 and 20YE). Spending on budget 
action 8670, which financed epidemiological surveillance actions and services and also 
supplies between 2010 and 2012, remained classified as health surveillance. Expenses 
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with indigenous health care were included in primary care, and expenses with research 
and technological development were classified into management.

After the necessary adjustments in the classification of expenses and the monetary 
update of the values by the application of the IPCA, correcting them to 2019 reais, basic 
descriptive statistics, graphs and tables were used to analyze the execution of expenses 
by large areas of SUS operation, according to its relationship with SDG 3 targets of the 
2030 Agenda.

RESULTS

Figure 1 shows the per capita public expenditure in 2017 of selected countries. The magnitude 
of the difference between Brazil’s spending and that of countries that also have a universal 
health system is significant, being greater for that of the United Kingdom (which is 5 times 
the Brazilian expenditure), that of Spain (3.8 times) and that of Portugal (3 times). Brazil’s 
spending is less than half of the expenditure of Chile, a country that has a limited public 
social protection system.

From the international comparison to a national federative view, the Table shows 
the evolution of expenditures committed per capita in Brazil by level of government 
between 2010 and 2018. Based on it, there is an increase in federal spending (8%), of the 
state – which includes that of the Federal District – (8%) and the municipal (23%) in 
the period analyzed. Considering the resources allocated by the three levels, per capita 
expenditure increased 13%, from R$ 1,165 in 2010 to R$ 1,311 in 2018, in constant values. 
However, in the most recent years, per capita expenditure reduced by 2% between 2014 
and 2018 in the federal government, 5% in the states, 4% in the municipalities and 3% 
for the consolidated of the three levels of government. In absolute terms, committed 
Union expenditure increased 19%, from R$ 99.5 billion to R$ 122.6 billion, in constant 
amounts, between 2010 and 2019.

Figure 2 shows details of the federal execution regarding the expenses actually paid by 
application modality, from which it is possible to verify a reduction in transfers from the 
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Source: Own elaboration based on data from the Brazilian Institute of Geography and Statistics (IBGE)11, for 
the per capita expenditure of the government in Brazil, and Organization for Economic Cooperation and 
Development (OECD) for per capita government expenditure and/or compulsory health financing schemes in 
other countries. In the case of Brazil, the per capita value was converted into dollars by purchasing power parity 
by the conversion index made available by the OECD.

Figure 1. Public expenditure on health per capita of selected countries, in dollars for purchasing power 
parity (2017).
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Brazilian Ministry of Health to the state health departments (−21%), and an increase in direct 
applications plus transfers abroad (28%) and transfers to municipal health departments 
(33%) between 2010 and 2019. The amount of expenses actually paid increased 18%, from 
R$ 103.3 billion to R$ 122.4 billion in this period.

Figure 3 shows that the expenses actually paid by the Ministry of Health, which were 
executed in the modalities of transfer to the states (including the Federal District) and to 
the municipalities, added – called by the NHF of transfers – are presented by SUS final 
areas of operation and by middle areas. Between 2010 and 2019, there was: i) an increase 
in transfers to primary care financing, especially from 2017 (46%, from R$ 16.2 billion to 

Table. Public expenditure per capita on health in Brazil by level of government (2010–2018).

Year
In 2018 Reals

Federal State Municipal Brazil

2010 520 314 331 1,165

2011 566 327 362 1,255

2012 590 332 385 1,307

2013 558 351 403 1,312

2014 576 359 422 1,358

2015 571 345 412 1,328

2016 553 329 408 1,291

2017 573 342 412 1,327

2018 563 341 407 1,311

Source: Siga Brasil for expenditure committed data on public health actions and services (PHAS) from the 
federal level, and Sistema de Informações sobre Orçamentos Públicos em Saúde (Siops – Information System on 
Public Health Budgets) for data on expenditure committed to PHAS from the state and municipal levels and the 
population. The values were deflated by the Índice de Preços ao Consumidor Amplo (IPCA – Broad Consumer 
Price Index) for 2018.

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

Other modalities 0.4 0.6 1.0 0.8 1.0 1.5 1.3 1.5 1.2 1.3

Direct applications and 
transfers abroad 31.3 32.7 33.5 32.0 39.3 39.6 42.9 39.9 38.4 39.9

Transfers to municipalities 45.4 52.3 56.2 51.3 55.7 56.3 54.7 53.2 61.0 60.5

Transfers to states 26.2 22.3 24.9 21.6 23.2 20.6 19.5 19.9 20.6 20.6
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Source: Own elaboration based on data from Siga Brasil on expenses paid in each fiscal year, plus the remains 
payable in the year.
The values were deflated by the average Índice de Preços ao Consumidor Amplo (IPCA – Broad Consumer Price 
Index) for 2019.

Figure 2. Federal government expenditure by application modality in billions of reais in 2019 
(2010–2019).
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R$ 23.5 billion), MHC (13%, from R$ 48.7 billion to R$ 54.9 billion), health surveillance 
(4%, from R$ 2.6 billion to R$ 2.7 billion) and investments (116%, from R$ 0.8 billion to 
R$ 1.6 billion); and ii) reduction of transfers to pharmaceuticals (−59%, from R$ 4.4 billion 
to R$ 1.8 billion) and management (−91%, from R$ 499.2 million to R$ 43.5 million). A 
significant reduction in these transfers to MHC between 2014 and 2016 (−12%) and a peak 
in transfers to investments in 2018 (R$ 4.5 billion).
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Figure 3. Transfers from the federal government to states and municipalities by health expenditure group (2010–2019).
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Figure 4 shows the expenses paid in the modalities of direct application and transfer abroad 
by the MH, added together, by the same areas of operation of the SUS and period. There was 
a significant increase in spending on primary care (664%, from R$ 0.5 billion to R$ 3.7 billion) 
and on pharmaceuticals (170%, from R$ 6.5 billion to R$ 17.7 billion), in parallel with the 
reduction of MHC expenses (−13%, R$ 5.3 billion to R$ 4.7 billion), health surveillance (−84%, 
from R$ 1.7 billion to R$ 0.3 billion), investments (−31%, from R$ 1.6 billion to R$ 1.1 billion) 
and management (−20% from R$ 15.7 billion to R$ 12.6 billion). The large fall in surveillance 
spending between 2010 and 2011 (−61%) stands out.

Source: Own elaboration based on data from Siga Brasil on expenses paid in each fiscal year, plus the remains payable in the year.
The values were deflated by the average Índice de Preços ao Consumidor Amplo (IPCA – Broad Consumer Price Index) for 2019.

Figure 4. Direct applications and transfers abroad from the federal government by health expenditure group (2010–2019).
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DISCUSSION

Since the promulgation of the 1988 Federal Constitution, SUS financing has been a 
constant concern for researchers and public managers committed to ensuring access to 
health goods and services in a universal, equal and integral way. The apprehension with 
the present and the future of the system is amplified in the face of the decisions of public 
agents, especially within the federal government, in a sense different from that expressed 
in the Constitution5,15–17.

Constitutional Amendment No. 95/2016 (EC 95) imposes an important restriction on 
SUS financing. Until recently, this measure was considered the great attack against the 
realization of the right to health in Brazil, and the threats became more serious with a 
possible elimination of the mandatory minimum expenditure on health by the levels of 

government4 and with the Proposed Amendment to Constitution No. 188, whose objective 
is that the additional expenditure on health or education beyond the floor of each area can 
be discounted from the other, to verify the minimum applications18.

Figure 1 shows that Brazil’s per capita public health expenditure has been reduced in 
recent years and is very low compared to that of countries with a universal health system. 
And the prospects are not good, because the Brazilian position in the international 
context tends to worsen under EC 95. There is already an increase in the participation 
of households in spending on health goods and services, from 53.5% in 2010 to 56.8% in 
201711. Although the exact figures for Brazil are not available so far, a significant part of 
these expenses is out-of-pocket, especially for the purchase of medicines, and that the 
growth of this type of disbursement is one of the main factors of worsening equity in the 
financing of health systems19.

Considering the expenses paid by the Ministry of Health by modality of application, direct 
execution by the federal government and transfers to municipalities have been prioritized 
in recent years. Since the amount of these expenses executed increased by 19% between 
2010 and 2019 and the applications in the aforementioned modalities increased 28% and 
33%, respectively, there was a displacement of the allocation of resources to the detriment 
of transfers to the states, which decreased 21%. There are also losses in health surveillance 
in favor of primary care and pharmaceuticals.

Initiatives such as the SUS Legal, a proposal agreed in the Tripartite Intermanagers 
Commission so that the transfers by the Ministry of Health were totally delimited from 
specific applications20, and decisions such as increasing the participation of parliamentary 
amendments in the allocation of federal resources and centralizing some actions in the 
federal government help explain this displacement. Regarding the SUS Legal, under the 
strong influence of the municipalist agenda, greater financial flexibility was approved 
for the execution of the transfers from MH, but not the total disconnection intended20. 
Regarding parliamentary amendments, there was an increase in its participation in SUS 
costing, with an increase in transfers to the increase of the Primary Care Floor (PCF) and 
the MHC Ceiling21. These and other initiatives of the federal government in response to 
the economic crisis are pointed out as causes of the weakening of regional governance 
in the SUS, which has the states as important actors22, and may damage the integrality 
of health care.

Important issues emerge when the execution of the MH expenses by area of activity 
(Figures 3 and 4) in parallel to the SFG 3 targets of the 2030 Agenda is analyzed. Regarding 
primary care, there is an expansion of resources executed directly by the Ministry of 
Health or by transfer abroad, particularly to the Pan American Health Organization – 
with a reduction in the amount in the last two years – and an expansion of transfers to 
the municipalities. In direct application, the initial increase occurred, especially since 
2013, with the federal participation in the provision of professionals under the Programa 
Mais Médicos (More Doctors Program), and its fall is probably related to the departure 
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of Cuban physicians in 2018 and the replacement of that program by Médicos pelo Brasil 
(Doctor throughout Brazil) in 2019. In transfers to municipalities, there was an increase 
in the resources passed on to increase the PCF and the MHC Ceiling in recent years by 
parliamentary amendments21.

At first, the focus on primary care is considered a crucial measure for the effectiveness of 
universal health systems. However, studies showing its effectiveness in Brazil evaluated 
the Family Health Strategy (FHS) model23. No robust studies were identified on the effects 
of the “traditional” model on the health of the population, in which care is done strictly in 
the basic health unit by the professionals available. The FHS began to compete for resources 
with the traditional model in consequence of recent measures of flexibilization of the 
models of teams financed by federal resources24,25. This situation can result in unintended 
consequences for the effectiveness of primary care in the country. A possible reduction in 
FHS coverage could increase the mortality rate due to primary care-sensitive conditions 
in 5.8% by 2030, and in 8.6% in case of closure of Mais Médicos26.

Transfers to MHC in the analyzed series had a smaller increase than that observed for 
primary care. Moreover, these transfers were most affected by the economic crisis and 
the contingencies of payment of expenses of the MH between 2014 and 2016. In MH direct 
application, the decrease in execution since 2014 can be partially explained by the decrease in 
resources passed on to university hospitals under the Programa Nacional de Reestruturação 
dos Hospitais Universitários Federais (National Program for Restructuring Federal University 
Hospitals), which was around R$ 630.3 million in 2014, in constant amounts, and without 
any transfer in 2019 for the payment of current expenses. MHC actions and services are 
fundamental to ensure comprehensive care in SUS, and these two levels of complexity are 
often pointed out as system bottlenecks. Thus, the low priority they have had in recent 
years is worrisome.

The reduction of transfers for pharmaceuticals is associated with the decision to centralize 
the purchase of drugs of the Specialized Component of Pharmaceutical Assistance in the 
Ministry of Health, previously under the responsibility of the states. This decision, together 
with the incorporation of new drugs under federal financing, including vaccines, and the 
expansion of spending on blood products and judicialization explain the significant growth 
of MH direct application27. Moreover, in the last three years, the drugs of the Strategic 
Component of Pharmaceutical Assistance (immunobiological, antiretroviral and blood 
products) have been gaining space in the federal expenditure on pharmaceutical products, 
to the detriment of the items offered in primary care.

Regarding health surveillance expenditure, the higher direct application of the Ministry 
of Health in 2010 than in 2011 resulted from the implementation of actions and services 
to stop the pandemic by the influenza virus. In 2011, the execution level was already low 
and reduced 59% compared to 2019. There was also a reduction in management expenses 
by direct application of the MH and transfers to projects related to this area. Concerning 
MH, the diminution occurred due to a decrease in expenses with active personnel, which 
should be associated with a reduction in the number of professionals, which may generate 
greater worsening of the labor force in the agency.

The situation of SUS financing in recent years and changes in structuring policies create 
uncertainties about the future of health in the country. Fiscal austerity policies implemented 
in response to economic crises have been pointed out as a determining factor in the 
worsening of the health situation of the population worldwide, especially among the most 
socioeconomically vulnerable groups28,29. In Brazil, the impact of these policies on SUS 
has generated concern about the possibility of setbacks in the supply of health goods and 
services30 and the achievement: of the goals related to the control of non-communicable 
chronic diseases31; of the SDG, in general32;and of the SDG 3 related to tuberculosis33. The 
fact that the Federal Government is the Federation authority with the highest fiscal capacity 
makes it possible to expect greater effort by the federal government to finance SUS, since 
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states and municipalities are already at the limit of their financial possibilities4. Thus, greater 
allocation of federal resources is necessary to Brazil achieve SDG 3.

Although the achievement of these goals depends on a set of actions and services offered 
within the entire health system, and also on other public policies that act on social 
determinants of health, it can be said that, in what depends on the SUS, these purposes 
are more associated with one or another finalistic area of the system. The following 
SDGs 3 goals are closely related to primary care, MHC and health surveillance: 3.1 – 
reduction of maternal mortality; 3.2 – reduction of neonatal mortality; 3.3 – an end to 
aids, tuberculosis, malaria and tropical disease epidemics; 3.4 – reduction of premature 
mortality from non-communicable diseases, with the promotion of mental health, 
workers’ health and suicide prevention; 3.5 – strengthening prevention and treatment 
due to the use of substances (narcotic drugs and alcohol abuse); 3.6 – reduction of deaths 
and injuries from traffic accidents, and 3.9 – substantial reduction of deaths and diseases 
from hazardous chemicals. 

The following goals strongly involve the areas of primary care, MHC and pharmaceuticals: 
3.7 – ensuring universal access to sexual and reproductive health services and supplies; and 
3.8 – ensuring access to quality essential health services at all levels of care, and medicines 
and vaccines incorporated into the SUS. These goals are associated with health surveillance 
and system management: 3a – strengthening the implementation of the Convenção-Quadro 
para o Controle do Tabaco no Brasil (Framework Convention on Tobacco Control in Brazil), 
and 3d – capacity building for early warning, reduction and management of national and 
global health emergencies and risks. Goal 3b – support for research and development 
of health technologies and innovations –, in turn, is associated with management and 
investments in the SUS, whereas target 3c – a substantial increase in health financing and 
human resources development – involves fiscal policy decision that depends heavily on 
the heads of the executive branch in the three levels of government, in the first case, and 
actions within the management of the SUS, in the second.

In conclusion, in the case of financing, there has been a decrease in per capita spending in 
recent years, and the prospects are for a reduction of this indicator under the validity of EC 
95, by freezing the federal minimum application in the SUS and by the delay that it causes 
in economy recovery, with consequences for the collection of states and municipalities and, 
therefore, for the allocation of resources by these entities to health5,6. Without sufficient 
funds for SUS financing and for other policies that act on social determinants of health, 
associated with the redefinition of health policy priorities, the achievement of SDG 3 goals 
is compromised, since it depends on the expansion of access to health goods and services 
and on improving the quality of the provision of these services. If there is no change in the 
current framework, the risk of non-compliance with these targets is very high.

REFERENCES

1.	 Organização das Nações Unidas. Transformando nosso mundo: a Agenda 2030 para o 
desenvolvimento sustentável. Rio de Janeiro: ONU; 2015 [cited 2020 21]. Available from: 
https://nacoesunidas.org/wp-content/uploads/2015/10/agenda2030-pt-br.pdf

2.	 Sá EB, Benevides RPS. ODS 3 Assegurar uma vida saudável e promover o bem estar para todas e 
todos em todas as idades. O que mostra o retrato do Brasil? Brasília, DF: IPEA; 2019 [cited 2020 
Feb 21]. (Cadernos ODS, 3). Available from: http://www.ipea.gov.br/portal/images/stories/PDFs/
livros/livros/190829_cadernos_ODS_objetivo_3.pdf  

3.	 Mendonça, MAA. Finanças públicas. Carta Conjuntura. 2016;(32):1-21. [cited 2020 Feb 24]. 
Available from: http://repositorio.ipea.gov.br/bitstream/11058/6911/5/cc32_financas_publicas.pdf

4.	 Vieira FS, Piola SF, Benevides RPS. Vinculação orçamentária do gasto em saúde  
no Brasil: resultados e argumentos a seu favor. Brasília, DF: Ipea;  
2019 [cited 2020 Feb 24]. (Texto para Discussão, 2516). Available from:  
http://repositorio.ipea.gov.br/bitstream/11058/9428/1/td_2516.pdf

http://www.ipea.gov.br/portal/images/stories/PDFs/livros/livros/190829_cadernos_ODS_objetivo_3.pdf
http://www.ipea.gov.br/portal/images/stories/PDFs/livros/livros/190829_cadernos_ODS_objetivo_3.pdf


11

Health financing and the 2030 Agenda Vieira FS

https://doi.org/10.11606/s1518-8787.2020054002414

5.	 Vieira FS, Benevides RPS. Os impactos do novo regime fiscal para o financiamento  
do Sistema Único de Saúde e para a efetivação do direito à saúde no Brasil. Brasília, DF:  
Ipea; 2016 [cited 2020 Feb 21]. (Nota Técnica, 28). Available from: http://repositorio.ipea.gov.br/
bitstream/11058/7270/1/NT_n28_Disoc.pdf

6.	 Funcia FR, Ocke-Reis CO. Efeitos da política de austeridade fiscal sobre o gasto  
público federal em saúde. In: Rossi P, Dweck E, Oliveira ALM, organizadores.  
Economia para poucos: impactos sociais da austeridade e alternativas para o Brasil.  
São Paulo: Autonomia Literária; 2018. p.83-97.

7.	 Santos IS, Vieira FS. Direito à saúde e austeridade fiscal: o caso brasileiro 
em perspectiva internacional. Cienc Saude Coletiva. 2018;23(7):2303-14. 
https://doi.org/10.1590/1413-81232018237.09192018

8.	 Xu K, Evans DB, Carrin G, Aguilar-Rivera AM, Musgrove P, Evans T. Protecting households 
from catastrophic health spending. Health Aff (Millwood). 2007;26(4):972-83. 
https://doi.org/10.1377/hlthaff.26.4.972

9.	 Marques RM, Mendes A. A problemática do financiamento da saúde pública brasileira: de 1985 
a 2008. Econ Soc. 2012;21(2),345-62. https://doi.org/10.1590/S0104-06182012000200005

10.	 Organisation for Economic Co-operation and Development. OECD Statistics. Paris;  
2010 [cited 2020 Feb 21]. Available from: https://stats.oecd.org/#.

11.	 Instituto Brasileiro de Geografia e Estatística (BR). CSS - Conta-satélite de saúde: 2010 – 2017. 
Rio de Janeiro: IBGE; 2019.

12.	 Siga Brasil. Brasília, DF: Senado Federal; 2001 [cited 2020 Feb 21]. Available from:  
https://www12.senado.leg.br/orcamento/sigabrasil

13.	 Ministério da Saúde (BR). Sistema de Informações sobre Orçamentos Públicos em Saúde – 
SIOPS. Brasília, DF; 2000 [cited 2020 Feb 21]. Available from: http://siops.datasus.gov.br/

14.	 Ministério da Saúde (BR), Fundo Nacional de Saúde. Arquivos de Repasse Anual Fundo a Fundo. 
Brasília, DF; 2000 – 2019 [cited 2020 Feb 21]. Available from: http://portalfns.saude.gov.br/
arquivos-de-repasse-anual-fundo-a-fundo

15.	 Vieira FS. Implicações de decisões e discussões recentes para o financiamento  
do Sistema Único de Saúde. Saude Debate. 2016;40(109):187-99. 
https://doi.org/10.1590/0103-1104201610915

16.	 Santos NR. SUS 30 anos: o início, a caminhada e o rumo. Cienc Saude Coletiva. 
2018;23(6):1729-36. https://doi.org/10.1590/1413-81232018236.06092018

17.	 Pinto EG. Erosão orçamentário-financeira dos direitos sociais na  
Constituição de 1988. Cienc Saude Coletiva. 2019;24(12):4473-8. 
https://doi.org/10.1590/1413-812320182412.25092019

18.	 Senado Federal (BR). Proposta de Emenda à Constituição N° 188, de 2019.  
Altera arts. 6º, 18, 20, 29-A, 37, 39, 48, 62, 68, 71, 74, 84, 163, 165, 166, 167,  
168, 169, 184, 198, 208, 212, 213 e 239 da Constituição Federal e os arts. 35, 107, 
109 e 111do Ato das Disposições Constitucionais Transitórias; acrescenta à Constituição  
Federal os arts. 135-A, 163-A, 164-A, 167-A, 167-B, 168-A e 245-A; acrescenta ao  
Ato das Disposições Constitucionais Transitórias os arts. 91-A, 115, 116 e 117;  
revoga dispositivos constitucionais e legais e dá outras providências. Brasília, DF;  
2019 [cited 2020 Feb 24]. Available from: https://legis.senado.leg.br/sdleg-getter/documento?dm
=8035580&ts=1582036854418&disposition=inline

19.	 Rostampour M, Nosratnejad S. A systematic review of equity in healthcare financing 
in low- and middle-income countries. Value Health Reg Issues. 2020;21:133-40. 
https://doi.org/10.1016/j.vhri.2019.10.001

20.	 Jaccoud L, Vieira FS. Federalismo, integralidade e autonomia no SUS: desvinculação da 
aplicação de recursos federais e os desafios da coordenação. Rio de Janeiro: Ipea; 2018.  
(Texto para Discussão, 2399). [cited 2020 Feb 24]. Available from: http://repositorio.ipea.gov.br/
bitstream/11058/8523/1/TD_2399.pdf

21.	 Piola SF, Vieira FS. As emendas parlamentares e a alocação de recursos federais no Sistema 
Único de Saúde. Rio de Janeiro: Ipea; 2019 [cited 2020 Feb 24]. (Texto para Discussão, 2497). 
Available from: http://repositorio.ipea.gov.br/handle/11058/9354

22.	 Padilha A, Oliveira DC, Alves TA, Campos GWS. Crise no Brasil e impactos na frágil governança 
regional e federativa da política de saúde. Cienc Saude Coletiva. 2019;24(12):4509-18. 
https://doi.org/10.1590/1413-812320182412.25392019



12

Health financing and the 2030 Agenda Vieira FS

https://doi.org/10.11606/s1518-8787.2020054002414

23.	 Macinko J, Mendonça CS. Estratégia Saúde da Família, um forte modelo de Atenção 
Primária à Saúde que traz resultados. Saude Debate. 2018;42 (Nº Epec 1):18-37. 
https://doi.org/10.1590/0103-11042018S102

24.	 Martins H. Política Nacional de Atenção Básica expressará realidades locais. Rev Conasems. 
2017 [cited 2020 Mar 27];70:13-32. Available from: https://www.conasems.org.br/wp-content/
uploads/2017/12/revista_conasems_edicao70_Tela.pdf content/uploads/2017/12/revista_
conasems_edicao70_Tela.pdf

25.	 Ministério da Saúde (BR). Portaria Nº.979, de 12 de novembro de 2019. Institui o Programa 
Previne Brasil, que estabelece novo modelo de financiamento de custeio da Atenção Primária 
à Saúde no âmbito do Sistema Único de Saúde, por meio da alteração da Portaria de 
Consolidação nº 6/GM/MS, de 28 de setembro de 2017. Diario Oficial da União. 13 nov 2019 
[cited 2020 Mar 27]; Seção 1:97. Available from: https://www.in.gov.br/en/web/dou/-/portaria-n-
2.979-de-12-de-novembro-de-2019-227652180

26.	 Rasella D, Hone T, Souza LE, Tasca R, Basu S, Millet C. Mortality associated with alternative 
primary healthcare policies: a nationwide microsimulation modelling study in Brazil. BMC Med. 
2019:17:82. https://doi.org/10.1186/s12916-019-1316-7

27.	 Vieira FS. Evolução do gasto com medicamentos do Sistema Único de Saúde no período de 
2010 a 2016. Rio de Janeiro: Ipea; 2018 [cited 2020 Feb 25]. (Texto para Discussão, 2356). 
Available from: http://repositorio.ipea.gov.br/bitstream/11058/8250/1/TD_2356.pdf

28.	 Vieira, FS. Crise econômica, austeridade fiscal e saúde: que lições podem ser aprendidas? 
Brasília, DF: Ipea; 2016 [cited 2020 Feb 25]. (Nota Técnica, 26). Available from:  
http://repositorio.ipea.gov.br/bitstream/11058/7266/1/NT_n26_Disoc.pdf

29.	 Schramm JMA, Paes-Sousa R, Mendes LVP. Políticas de austeridade e seus impactos  
na saúde. Rio de Janeiro: Centro de Estudos Estratégicos da Fiocruz; 2018 [cited 2020 Feb 25]. 
(Textos para Debate, 1) Available from: https://www.arca.fiocruz.br/bitstream/icict/28240/2/
Joyce_Mendes_et_al_politicas_de_austeridade.pdf

30.	 Massuda A, Hone T, Leles FAG, Castro MC, Atun R. The Brazilian health system at 
crossroads: progress, crisis and resilience. BMJ Glob Health. 2018;3(4):e000829. 
https://doi.org/10.1136%2Fbmjgh-2018-000829

31.	 Malta DC, Duncan BB, Barros MBA, Katikireddi SV, Souza FM, Silva AG, et al. 
Medidas de austeridade fiscal comprometem metas de controle de doenças 
não transmissíveis no Brasil. Cienc Saude Coletiva. 2018;23(10):3115-22. 
https://doi.org/10.1590/1413-812320182310.25222018

32.	 Souza LEPF, Barros RD, Barreto ML, Katikireddi SV, Hone TV, Sousa RP, et al. The potential 
impact of austerity on attainment of the Sustainable Development Goals in Brazil. BMJ Glob 
Health. 2019;4(5):e0011661. https://doi.org/10.1136/bmjgh-2019-001661

33.	 Trajman A, Saraceni V, Durovni B. Os Objetivos do Desenvolvimento Sustentável e a 
tuberculose no Brasil: desafios e potencialidades. Cad Saude Publica. 2018;34(6):e00030318. 
https://doi.org/10.1590/0102-311X00030318

Authors’ Contribution: The author FSV conceived, planned, collected and analyzed the data, as well as 
elaborated and reviewed the manuscript.

Conflict of Interest: The author declare no conflict of interest.

https://www.conasems.org.br/wp-content/uploads/2017/12/revista_conasems_edicao70_Tela.pdf
https://www.conasems.org.br/wp-content/uploads/2017/12/revista_conasems_edicao70_Tela.pdf
https://doi.org/10.1136/bmjgh-2019-001661
https://doi.org/10.1590/0102-311X00030318

