
4555

Financial crisis and healthcare: the case of the municipality 
of Rio de Janeiro, Brazil

Abstract  This study aimed to portray the effects 
of the Brazilian financial crisis, and especially 
in Rio de Janeiro in the 2013-18 period. We an-
alyzed revenues, expenditure, service provision, 
and health performance indicators from free ac-
cess and restricted data. We adopted the Giddens’ 
Structuration Theory. Revenues and expenditures 
shrunk, and this reduction was higher for invest-
ments and unlinked revenues. The provision of 
services declined, resulting in decreased primary 
care coverage, outpatient production, total hos-
pital admissions, number of beds, doctors, com-
munity health workers, surgeries performed, and 
hospital occupancy rate. An increase was observed 
in waiting times for ambulances, exams and out-
patient visits, as well as the number of pending 
requests in regulation. Health and performance 
indicators remained mostly unchanged, within 
previous parameters, corroborating the care ca-
pacity of PHC, despite financial and structural 
contingencies imposed by austerity. The current 
situation threatens the right to health, and gov-
ernmental response, such as unlinking revenues, 
point to an increased risk of this occurrence.
Key words  Public Policy, Primary Health Care, 
Healthcare, Healthcare Financing, Service Indi-
cators.
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Introduction

Although health is part of social security in Bra-
zil, assuming the condition of a universal right 
provided for in the 1988 Constitution, the coun-
try is at odds with others with universal systems, 
especially concerning government health expen-
diture and provision of services1.

Health policy analysts agree that the biggest 
challenges of the Unified Health System (SUS) 
are of a political nature. The guarantee of pub-
lic subsystem financing, the redefinition of the 
public-private articulation, which has favored 
the market through tax incentives and subsidies, 
and the reduction of income, power and health 
inequalities, are issues to be overcome2-5. While 
SUS expenses increased by 0.5% in real values 
from 2012 to 2016, gross revenue from health 
plans and insurance in the same period grew by 
27.0%1.

However, health equipment and services ex-
panded and diversified considerably over the 30 
years of its establishment, and the number of 
doctors, nurses, and dentists working in the sys-
tem5 increased.

Concerning Brazilian PHC, advances include 
expanding supply, facilitating access, greater 
availability of regular demand services with pos-
itive impacts on the health of the population6. 
Although it is not possible to isolate the effects of 
primary care, it is entirely plausible that the result 
of the 45% reduction in the standardized rates 
of hospitalization due to PHC-Sensitive Condi-
tions (ICSAPS) from 2001 to 2016 is linked to 
the advance of the Family Health Strategy (ESF) 
coverage in Brazil in synergy with social policies 
implemented by the federal management, which 
provided significant poverty reduction with 
proven health effects3,7. The national coverage of 
the ESF hiked from 4% in 1998 to 74% in 2018, 
incorporating more than 147 million people into 
the health system.

Although there is room for expansion and 
improvement of health actions and services, the 
SUS faces new challenges in the current con-
text of a financial crisis that imposes budgetary 
constraints on social spending. The difficulties 
increased in 2016, after the enactment of Con-
stitutional Amendment (EC) 95/20168, which 
imposes an austere agenda on the Social Security 
system, with a substantial impact on health. The 
new tax regime approved by most House and 
Senate parliamentarians freezes federal primary 
spending for the next 20 years, severely affect-
ing established social rights. EC 95 is estimat-

ed to decrease the proportion of federal health 
spending from 1.8% to 1.45% or 1.2% or 0.99%, 
depending on the GDP growth rate1. Brazilian 
fiscal austerity and the consequent prospect of 
reduced investment in social programs (Bolsa 
Família Program and the ESF) may affect child 
mortality, as poverty is one of the most critical 
social determinants of child health. Austerity will 
also contribute to the death of children due to 
preventable diseases and increased child hospi-
talization7.

Given this scenario of scaled-up economic 
and social constraints, it is timely to analyze their 
effects on the various regions. The state of Rio 
de Janeiro has been the epicenter of several crises 
in the country; it is an oil power state, a recent 
host of mega-events, such as the 2016 Olympic 
Games, source of several political scandals, and at 
the same time generating innovations, especially 
in health9.

Specifically, concerning Rio de Janeiro, we 
can observe that the crisis scenario has generated 
adverse effects on the management, organization, 
and access to health services. The consequences 
are worse off in Primary Health Care (PHC), 
whose structuring was late compared to oth-
er major capitals. The PHC gained centrality in 
the government agenda in 2009 with the project 
entitled Saúde Presente, through the partnership 
with Social Organizations in the management 
and provision of services. Besides expanding 
family health coverage to 70% by the end of 
2016, the project invested in the training of SUS 
workforce, with the creation of Family and Com-
munity Medicine and Nursing in Family Health 
residency programs, in the improvement of man-
agement skills and tools, such as the decentral-
ization of budget resources, and in the design of 
the financial incentive system with performance 
indicators of ESF teams9.

This study explored the effects of the financial 
crisis on revenues and expenditures, production, 
and performance of health services in Rio de Ja-
neiro from 2013 to 2018. The results are expected 
to support the formulation of new ways to ensure 
better health endpoints for the population.

Methods

This is an exploratory, descriptive study with em-
phasis on PHC. The trend of revenues, expenses, 
service provision parameters, and performance 
and health indicators were examined from docu-
mentary analysis and simple statistical analysis of 
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secondary data of open and restricted access. The 
analysis of health-related revenues and expenses 
in Rio de Janeiro covered the 2013-2018 period, 
due to the availability of data and the relevance of 
analyzing the trend of parameters in this period. 
The period of analysis of data related to the pro-
vision of health services and indicators was from 
2016 to 2018. A time selection was started in 2016 
due to the greater availability of all analyzed pa-
rameters and because it was the year of publica-
tion of EC 95/2016, and 2018 is the last year with 
full data available for comparison purposes.

Data collection was structured in five realms 
for the health system: financing, access, human 
resources, regulation and management, and care 
indicators. The parameters were chosen consid-
ering three aspects: the ability to measure the 
performance of the health system and its costs, 
availability in the official information systems or 
at the Municipal Health Secretariat of Rio de Ja-
neiro, and comparison with similar data.

Financing data for analysis of revenues 
(health revenues from the municipality; Federal 
Government transfers of SUS funds by financing 
block; revenues from taxes and constitutional 
and legal health-related transfers) and expendi-
ture (expenditure from municipal sources with 
Health Actions and Public Services (ASPS)), by 
type (investment and costing) were extracted 
from the Public Health Budget Information Sys-
tem (SIOPS), accessed from http://siops.datasus.
gov.br (consultation per year, last two months of 
the year). Data were deflated using the Extended 
National Consumer Price Index (IPCA), convert-
ed to December 2018 values. The expenditure 
stage considered in the consultation was settle-
ment since the service was provided in that fis-
cal year in this stage of budget implementation. 
This concept has been recommended in health 
account manuals10. The municipality’s Official 
Gazette was consulted to verify appointments in 
management positions during the study period.

The effects of the crisis were classified into 
four realms: access; human resources; regulation 
and management; and financing. The variables 
of access, human resources, and regulation and 
management realms were: e-Manager, Outpa-
tient Information System (SIA) and Hospital 
Information System (SIH), National Health Fa-
cilities Registry System (SCNES), National Reg-
ulation System (SISREG), Official Gazette of Rio 
de Janeiro and Management Contracts. Health 
and performance indicators were extracted from 
the Live Births Information System (SINASC), 
National System of the National Immunization 

Program (SI-PNI), Mortality Information Sys-
tem (SIM), and Notifiable Diseases Information 
System (SINAN).

Although the performance analysis included 
indicators related to the health care network as 
a whole, including PHC, regulation, and hospi-
tal care, the emphasis was given to the analysis 
of PHC indicators, since significant financial re-
ductions and, consequently, the most substantial 
contraction of services provided were applied at 
this level of care.

The two Municipal Health Plans (MHP) that 
encompassed the studied period were analyzed. 
For comparison purposes, the following criteria 
shown in the MHPs were observed: primary care; 
urgent care; mental health; pharmaceutical care; 
goal of indicators; and guidelines.

The analysis was based on Giddens’ Structur-
al Theory11, in which the structural properties of 
the social system are a means and result of social 
practices. The structure consists of rules and re-
sources. The rules are normative regarding rights 
and obligations, and semantic regarding the 
qualitative and procedural meaning of practices. 
Resources are allocative for material goods and 
authoritative regarding power. The institutional 
analysis, which examines structural properties 
through the analysis of the way rules (legisla-
tion, protocols) and resources (human, financial, 
physical structure) influence social actions11, was 
used in this study. A synthesis of data retrieved 
from the different sources was elaborated from 
the Giddens Structuring Theory, considering the 
structural realms.

The Research Ethics Committee of the Mu-
nicipal Health Secretariat approved this research.

Results and discussion

At this stage, financing data are presented, fol-
lowed by a balance of the effects of the financial 
crisis on the realms of management and provi-
sion of health services in Rio de Janeiro. Next, the 
care indicators are shown in the studied section. 
Finally, we show a commented comparison of 
the Municipal Health Plans in force in the period 
and an analysis of the institutional context in the 
light of the Structural Theory framework.

Table 1 shows that the health revenues of 
the municipality decreased continuously from 
2013 to 2017, reaching an accumulated decline 
of 16.3%, showing a 4.4% recovery only in 2018, 
compared to 2017.
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Also, Federal Government SUS resource 
transfers fluctuated with falls in 2014, 2015 and 
2017 of 4%, 16%, and 8%, respectively. The 
Federal Government transfers related to PHC 
and High and Medium Complexity fell in 2014, 
2015 and 2017, at a rate of 2%, 9% and 5% for 
PHC and 8%, 16% and 9% for High and Medi-
um Complexity, respectively. We can see a sharp 
shrinkage of funds when looking at the item 
“other transfers of SUS funds”, from almost 107 
million reais in 2013 to just under 19 million in 
2017, representing an 82% decline in four years. 
In 2018, these transfers began to increase, signal-
ing a partial recovery, but without returning to 
2013-14 levels.

Revenues from taxes and health-related con-
stitutional and legal transfers have continued 
to fall in all three spheres until 2017, except for 
2016 at the federal level. In 2018, these revenues 
resumed their upward trend, without recovering 
from 2013-14 levels.

Own resources invested in Health Actions 
and Public Services (ASPS) exceeded the man-
datory 15% for the municipal level in the entire 
period, reaching 25.7% in 2017. However, after 
a fluctuation with increases of 7% in the 2013-
14 period, and 22% in the 2015-16 period, sig-
nificant reductions of about 800 million in the 
accumulated total were observed in the last two 
years. Although there was no loss of revenue, the 
municipality reduced the percentage of its health 
resources in 2018, down from 25.7% to 21.1%. In-
vestment expenses, which increased significantly 
by 50%, 237% and 71% in 2014, 2015 and 2016, 
respectively, fell sharply in 2017 from just over 154 
million reais for 2016 to 2.4 million in 2017, a re-
duction of 98%. In 2018, this expense matched the 
2014 level with R$ 29.6 million invested. Costing 
expenditure that suffers reductions between 2013 
and 2017, except for 2016, fall another 424 million 
in 2018.

The data shown in Box 1 seek to provide a 
broad overview of the impact of the fiscal crisis 
on the health sector in the city of Rio de Janeiro.

In the Access realm, we observed that although 
the population coverage by PHC between 2016 
and 2017 still showed an increase of 3.3%, in the 
2017-2018 period, it ends up falling 8.4%. Consid-
ering that an ESF coverage of more than 70%, if 
sustained for four years, can reduce child mortal-
ity, which in the case of Rio de Janeiro has already 
reached a reduction of 22%12, the fall of ESF cov-
erage to a level less than 70% was a setback.

Oral Health coverage suffered the most sig-
nificant impact, with systematic reductions of 

4.5% and 11.5% in the period observed. Total 
outpatient production, which affects all points of 
care, fell by 6.8% in the 2016-17 period, with a 
partial recovery of 3.7% in the 2017-18 period. 
Total hospitalizations, a parameter that reflects 
the production volume of hospital care, hiked 
6% in 2016-17; however, it decreased by 5.2% in 
2017-18.

The Human Resources realm evidenced a sys-
tematic decline in the number of doctors, both 
those working in PHC and involved with high 
and medium complexity care. The contingent of 
Community Health Workers (ACS) also shrunk. 
In the 2016-2017 period, reductions were less in-
tense, with a decrease of 1.2%, 1.8% and 2.4% in 
the number of PHC doctors, non-PHC doctors, 
and ACS, respectively. However, the reductions 
were 11.1%, 9.4%, and 10.4%, respectively, be-
tween 2017 and 2018.

The provision and settlement of doctors in 
socially deprived areas affect especially PHC, 
where only 23.5% of Brazilian doctors work13. 
In 2012, Rio de Janeiro started to invest heavily 
in the qualification and fixation of family doc-
tors through the various family and community 
health residency programs. The threats of team 
downsizing that began in 2018, generating strikes 
in Rio de Janeiro’s PHC, generated insecurity for 
the successful project of training of medical spe-
cialists for the ESF, reducing the demand and fill-
ing of vacancies of the SMS Rio Family Medicine 
Residency Program.

Even in a country whose health care system 
is not universal and PHC is not a care regulator, 
such as in the U.S., recent studies have shown an 
association between increased numbers of pri-
mary care physicians and reduced mortality from 
cardiovascular disease, cancer, and respiratory 
disease, and increased life expectancy14.

The falling number of ACS shows an alignment 
with the 2017 PNAB, which provides fewer profes-
sionals per team, allowing the local manager to cut 
jobs to reduce costs. A systematic review on the 
performance of community workers in low- and 
middle-income countries showed the increased 
quality of interventions, such as behavioral chang-
es in patients, better use of services, adherence to 
protocols and treatments, and technical compe-
tence of the agents15. A systematic review of Bra-
zilian studies has shown that ACS carry out ben-
eficial interventions in various fields, especially in 
maternal and childcare. Several factors explain the 
potential benefit of ACS: as they are residents, they 
establish strong commitment and trust with the 
population they serve; they know local resources, 
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Table 1. Income and Expenses related to Public Health Actions and Services in Rio de Janeiro Municipality, 2013-
20181 (in thousands of reais).

Year 2013 2014 2015 2016 2017 2018

Revenues2 18,562,442 17,901,773 16,876,377 16,275,144 15,544,370 16,221,947

SUS funds transfers from the Federal 
Government

1,826,875 1,746,881 1,465,522 1,541,717 1,417,807 1,539,006

       Primary Care 410,701 404,410 367,087 413,372 392,548 411,132

       Medium- and High-Complexity 1,295,753 1,198,424 1,003,005 1,003,802 916,912 963,339

       Health Surveillance 70,575 75,754 56,517 70,543 67,024 69,632

       Pharmaceutical Care 40,108 41,043 34,055 40,512 35,102 33,242

       SUS management 1,927 324 0 189 104 100

       Investments in the Health Services 
Network

7,001 23,252 4,282 13,299 6,118 0

       Other Federal Government transfers 809 3,675 576 0 0 61,561

Other SUS funds transfers3 106,986 106,342 42,035 32,193 18,890 50,686

Health-related constitutional and legal taxes 
and transfers4

16,628,582 16,048,550 15,368,820 14,701,235 14,107,672 14,632,255

       Municipal 12,420,874 11,970,429 11,510,686 11,061,656 10,578,248 10,921,325

       State 3,866,991 3,740,556 3,577,326 3,340,007 3,246,768 3,421,155

       Federal Government 340,717 337,565 280,807 299,572 282,656 289,776

Total Expenditures on Public Health Services 
and Actions (ASPS)

5,205,984 5,091,907 4,897,081 5,396,085 5,000,751 3,381,462

      Investment expenses 17,841 26,729 90,176 154,147 2,483 29,653

      Costing expenses 5,188,142 5,065,178 4,806,905 5,241,938 4,998,267 3,351,809

Own Resource Expenditures 3,230,169 3,339,564 3,216,437 3,746,410 3,627,571 3,086,726

      Percentage of own resources applied to 
ASPS

19.4% 20.8% 20.9% 25.5% 25.7% 21.1%

Notes: 1. The stage of expenditure considered in the consultation was settlement, since at this stage of budget implementation, the service 
was provided in the said fiscal year. This concept has been recommended in health account manuals (Vieira and Piola10). 2. Other Federal 
Government transfers include the following detailed SIOPS items: Other Fund-to-Fund transfers, Covenants, Other Federal Government 
transfers. 3. Other SUS funds transfers include the following SIOPS detailed items: Revenues from the service provided to the State, other 
Municipalities and Private Institutions, Remuneration of bank deposits and Revenue from other health services. 4. Includes the health-related 
constitutional and legal taxes and transfers: Municipal - Rural Territorial Property Tax (ITR), Urban Land and Property Tax (IPTU), Income 
Tax (IRRF), Real Estate Property Transfer Tax (ITBI), Tax on Services of Any Kind (ISS), besides fines, default interest and active debt; Federal 
Government – Share of the Municipalities Participation Fund (FPM) and the ITR, and the Kandir Law funds; State – Share of the Tax on 
Transactions on Circulation of Goods and Services (ICMS), Motor Vehicle Property Tax (IPVA) and Tax on Industrialized Products (IPI 
Exportação).
Source: Own elaboration. SIOPS - Public Health Budget Information System - 2018 Values - IPCA (IBGE). The original values were divided by 
one thousand.

favoring social mobilization; and are adept at pro-
ducing cultural skills, a crucial attribute for PHC16.

In a financial crisis scenario, the contract-based 
management model with a social organization is 
more susceptible to adjustments and contingency 
due to the flexibility of the contracts, than linked 
municipal expenses, such as the statutory civil ser-
vant’s payroll, and may aggravate budgetary issues 
as a whole, especially the provision of health pro-
fessionals.

In the Regulation and Management realm, the 
emergency response time of ambulances in PHC 
increased significantly over the entire period stud-
ied, increasing by 48.4% between 2016 and 2017, 
and subsequently by 60.2% between 2017 and 
2018. This increase is of concern because of the 

potential damage to the patient’s clinical condition 
and survival.

Municipal beds registered in SCNES decreased 
by 3.6% between 2016 and 2017, and by 5.8% be-
tween 2017 and 2018. The supply of beds to the 
regulatory system fell by 18.4% in the 2016-17 pe-
riod, and 15.8% in the 2017-18 period. This sce-
nario of lower bed availability for the regulatory 
system exacerbates the difficulty of access to the 
hospital bed in the municipal Urgent Care Net-
work17.

Vacancies for exams and visits with specialists 
decreased by 9.9% in the 2016-17 period and by 
5.6% in the 2017-18 period. The monthly average 
of pending requests in the regulatory system in-
creased by 58% between 2017 and 2018.



4560
O

’D
w

ye
r 

G
 e

t a
l.

C
h

ar
t 1

. E
ff

ec
ts

 o
f 

th
e 

h
ea

lt
h

 c
ri

si
s 

in
 t

h
e 

ci
ty

 o
f 

R
io

 d
e 

Ja
n

ei
ro

, f
ro

m
 2

01
6 

to
 2

01
8.

R
ea

lm
s

P
ar

am
et

er
s

R
ef

er
en

ce
 

p
oi

n
ts

 o
f 

ca
re

M
ea

su
re

m
en

t u
n

it
20

16
20

17
20

18

A
cc

es
s

Po
pu

la
ti

on
 C

ov
er

ag
e 

of
 F

am
ily

 H
ea

lt
h

 T
ea

m
s

P
H

C
Pe

rc
en

ta
ge

68
.6

%
70

.9
%

64
.9

%

Po
pu

la
ti

on
 C

ov
er

ag
e 

of
 O

ra
l H

ea
lt

h
 T

ea
m

s
P

H
C

Pe
rc

en
ta

ge
32

.0
%

30
.6

%
27

.1
%

To
ta

l o
u

tp
at

ie
n

t 
pr

od
u

ct
io

n
A

ll
Q

u
an

ti
ty

 a
pp

ro
ve

d
60

,0
64

,2
97

55
,9

64
,4

58
58

,0
61

,9
88

To
ta

l h
os

pi
ta

liz
at

io
n

s
H

C
Q

u
an

ti
ty

 a
pp

ro
ve

d
15

0,
81

4
15

9,
82

9
15

1,
47

3

H
u

m
an

 
R

es
ou

rc
es

Fa
m

ily
 H

ea
lt

h
 T

ea
m

s 
w

it
h

ou
t 

do
ct

or
s

P
H

C
Pe

rc
en

ta
ge

5.
9%

3.
6%

8.
0%

To
ta

l D
oc

to
rs

 T
ot

al
1

A
ll

N
º 

pr
of

es
si

on
al

s
9,

90
6

9,
74

2
8,

77
8

P
H

C
 D

oc
to

rs
1

P
H

C
N

º 
pr

of
es

si
on

al
s

2,
77

4
2,

74
0

2,
43

5

C
om

m
u

n
it

y 
H

ea
lt

h
 W

or
ke

rs
1

P
H

C
N

º 
pr

of
es

si
on

al
s

6,
80

3
6,

64
2

5,
93

5

R
eg

u
la

ti
on

 a
n

d 
M

an
ag

em
en

t
A

m
bu

la
n

ce
 r

es
po

n
se

 t
im

e 
to

 p
ri

m
ar

y 
ca

re
 e

m
er

ge
n

ci
es

1
A

ll
H

ou
rs

1:
18

:1
3

1:
56

:0
6

3:
06

:0
0

SC
N

E
S-

re
gi

st
er

ed
 m

u
n

ic
ip

al
 b

ed
s1

H
C

U
n

it
4,

74
2

4,
61

7
4,

35
1

Su
pp

ly
 o

f 
be

ds
 to

 t
h

e 
re

gu
la

ti
on

 s
ys

te
m

H
C

U
n

it
20

,0
03

16
,3

29
13

,7
54

V
ac

an
ci

es
 fo

r 
ex

am
s 

an
d 

sp
ec

ia
lis

t 
vi

si
ts

SC
U

n
it

1,
42

5,
10

1
1,

28
3,

64
2

1,
21

1,
75

2

T
im

el
y 

sc
h

ed
u

lin
g 

of
 v

is
it

s 
an

d 
ex

am
in

at
io

n
s 

in
 t

h
e 

re
gu

la
ti

on
 s

ys
te

m
 

(≤
90

 d
ay

s)
SC

U
n

it
1,

42
5,

10
1

1,
15

0,
49

9
1,

04
5,

43
6

M
ea

n
 w

ai
ti

n
g 

ti
m

e 
fo

r 
el

ec
ti

ve
 v

is
it

s 
in

 S
p

ec
ia

liz
ed

 C
ar

e
SC

D
ay

s
47

85
88

M
ea

n
 p

en
di

n
g 

re
qu

es
ts

 fo
r 

vi
si

ts
 a

n
d 

ex
am

s 
w

it
h

 m
or

e 
th

an
 9

0 
da

ys
 o

f 
in

co
rp

or
at

io
n

 in
to

 t
h

e 
re

gu
la

to
ry

 s
ys

te
m

SC
U

n
it

11
5,

96
7

93
,6

90
14

8,
64

9

O
cc

u
pa

n
cy

 r
at

e 
of

 m
u

n
ic

ip
al

 h
os

pi
ta

ls
2

H
C

Pe
rc

en
ta

ge
70

.7
%

71
.6

%
68

.4
%

Pe
rf

or
m

ed
 s

u
rg

er
ie

s3
SC

 a
n

d 
H

C
Q

u
an

ti
ty

 a
pp

ro
ve

d
62

2,
50

1
55

8,
53

9
51

9,
50

0

P
H

C
 M

u
n

ic
ip

al
 L

is
t 

of
 E

ss
en

ti
al

 M
ed

ic
in

es
 Z

er
oe

d
P

H
C

Pe
rc

en
ta

ge
27

.5
%

43
.2

%
25

.5
%

Fi
n

an
ci

n
g

E
xp

en
di

tu
re

 s
et

tl
ed

 w
it

h
 P

u
bl

ic
 H

ea
lt

h
 S

er
vi

ce
s 

an
d 

A
ct

io
n

s 
p

er
 y

ea
r4 

A
ll

R
ea

is
R

$ 
5,

39
6,

08
4.

96
R

$ 
5,

00
0,

75
0.

79
R

$ 
3,

38
1,

46
2.

22

O
w

n
 r

ev
en

u
e 

fo
r 

P
u

bl
ic

 H
ea

lt
h

 A
ct

io
n

s 
an

d 
Se

rv
ic

es
A

ll
Pe

rc
en

ta
ge

25
.5

%
25

.8
%

21
.1

%

In
ce

n
ti

ve
 s

ys
te

m
 /

 1
4t

h
 s

al
ar

y
A

ll
Fi

n
an

ci
al

 in
ce

n
ti

ve
 

sy
st

em
 li

n
ke

d 
to

 m
ee

ti
n

g 
p

er
fo

rm
an

ce
 t

ar
ge

ts
 o

n
 

se
le

ct
ed

 in
di

ca
to

rs

E
xc

lu
si

on
 o

f 
th

e 
In

ce
n

ti
ve

 
Sy

st
em

E
xc

lu
si

on
 o

f 
th

e 
In

ce
n

ti
ve

 
Sy

st
em

N
ot

es
: 1

 -
 D

at
a 

re
fe

rr
in

g 
to

 t
h

e 
la

st
 m

on
th

 o
f 

th
e 

ye
ar

 (
D

ec
em

be
r)

. 2
 -

 T
h

e 
oc

cu
pa

n
cy

 r
at

e 
to

ok
 in

to
 c

on
si

de
ra

ti
on

 t
h

e 
da

ily
 r

at
es

 s
h

ow
ed

 b
y 

th
e 

m
u

n
ic

ip
al

 h
os

pi
ta

l u
n

it
s 

p
er

 y
ea

r 
an

d 
th

e 
be

ds
 r

eg
is

te
re

d 
at

 C
N

E
S.

 3
 -

 
C

on
ce

rn
in

g 
th

e 
n

u
m

be
r 

of
 s

u
rg

er
ie

s 
p

er
fo

rm
ed

, d
el

iv
er

ie
s 

w
er

e 
ex

cl
u

de
d,

 s
in

ce
 t

h
ei

r 
ex

ec
u

ti
on

 is
 li

n
ke

d 
to

 t
h

e 
in

ci
de

n
ce

 o
f 

liv
e 

bi
rt

h
s 

in
 t

h
e 

re
fe

re
n

ce
 y

ea
r, 

an
d 

n
ot

 to
 n

et
w

or
k 

p
er

fo
rm

an
ce

. 4
 -

 V
al

u
es

 o
f 

20
18

 –
 I

P
C

A
 

(I
B

G
E

).
 C

ap
ti

on
s:

 P
H

C
 –

 P
ri

m
ar

y 
H

ea
lt

h
 C

ar
e;

 H
C

 –
 H

os
pi

ta
l C

ar
e;

 S
C

 –
 S

p
ec

ia
liz

ed
 C

ar
e;

 A
ll 

– 
A

ll 
po

in
ts

 o
f 

ca
re

.
So

u
rc

e:
 O

w
n

 e
la

bo
ra

ti
on

. P
la

tf
or

m
 o

f 
th

e 
U

n
de

rs
ec

re
ta

ri
at

 fo
r 

P
ri

m
ar

y 
C

ar
e,

 S
u

rv
ei

lla
n

ce
, a

n
d 

H
ea

lt
h

 P
ro

m
ot

io
n

 (
SU

B
PA

V
);

 S
IO

P
S,

 S
C

N
E

S;
 S

IA
; S

IH
.



4561
C

iên
cia &

 Saú
de C

oletiva, 24(12):4555-4567, 2019

The occupancy rate of municipal hospital 
units fell by 4.6% between 2017 and 2018. The 
surgeries performed decreased by 10.3% in the 
2016-17 period, and by 7.0% in the 2017-18 pe-
riod, totaling 16.5% for the period.

The occupancy rate of municipal hospitals 
remains outside the ideal range recommended 
by the international literature, between 75 and 
85%18, with a downward trend between 2017 and 
2018. The lower surgical production in municipal 
units will have repercussions on the current long 
elective surgery waiting lists. Fewer supply of ex-
ams and visits with specialists combined with the 
increased monthly mean of pending requests for 
exams and visits in the regulatory system reflect 
a restricted supply, with ensuing reduced access.

Regarding drug dispensation in PHC, the 
mean percentage of essential drugs dispensed 
whose stock was cleared arrived at 27.5%, 43.2% 
and 25.5% in 2016, 2017 and 2018, respectively. 
In 2016, the number of drugs with zero monthly 
stock ranged from 13 to 94, out of 175. In 2017, it 
ranged from 9 to 125, and from 26 to 63 in 2018.

Concerning health and performance indi-
cators in PHC (Box 2), favorable results were 
maintained, as in ICSAPS, in the proportion of 
HIV-positive users with undetectable viral load 
and the cure rate of new pulmonary tuberculosis 
cases with laboratory confirmation. The propor-
tion of ICSAPS is one of the results that unde-
niably illustrates the benefit of PHC investment 
in the municipality in recent years, which has 
evidenced a lower hospitalization rate, particu-
larly for cardiovascular disease and asthma, in-
cluding vaccine-preventable diseases, cardiovas-
cular disease, diabetes, nutritional deficiencies, 
and chronic lung diseases19. The result remains 
stable since the decline presented after the first 
years of the implementation of the ESF in Rio de 
Janeiro19, remaining below the Brazilian average. 
Concerning new cases of congenital syphilis in 
children under one year, a reduction of 488 cases 
was recorded in the 2016-18 period.

In the field of infectious diseases, the cure 
rate of pulmonary tuberculosis, a challenge faced 
by Rio de Janeiro for decades, increased in 2018. 
The increase in the PHC service portfolio, which 
has incorporated the management of most cases 
of people living with HIV in recent years, shows 
good results in the control of the disease, with a 
tendency to increase the proportion of users with 
undetectable viral load.

PHC services were responsible for the in-
sertion of 10,242 intrauterine devices (IUDs) in 
the three-year period evaluated. Providing long-

term contraceptive methods, such as the IUD, is 
a strategic action for reproductive planning, as it 
has the best birth control results, with high ad-
herence and low complication and failure rates. 
When targeted at the group of women at the 
highest reproductive risk, it has the potential to 
reduce morbidity and mortality directly associat-
ed with pregnancy. Also related to the puerperal 
pregnancy cycle and its care in PHC, improved 
indicators related to the incidence of congenital 
syphilis and pregnancy in adolescents were re-
corded.

Other indicators show a still unsatisfactory 
performance in the period considered, as in the 
case of the proportion of pregnant women with 
six or more prenatal visits and pentavalent vac-
cination coverage, with a steeper fall from 2017. 
The reason for collecting cervical cytopatholog-
ical exams also persists to a very low and falling 
proportion.

For the indicator of vaccination coverage, 
which shows a significant decrease in 2018, a 
measurement bias resulting from the change of 
information system recommended by the Minis-
try of Health is observed. In that year, the munic-
ipality of Rio de Janeiro adhered to the National 
Immunization Program Information System 
(SI-PNI), and registration in this new system is 
responsible for the significant drop in the value 
of immunization coverage recorded.

Parameters such as the coverage of cervical 
cytopathological exams and the proportion of 
people with diabetes with adequate metabolic 
control, strategic actions of PHC services, both 
underperforming, indicate the need for step-up 
and qualification of care actions at these points 
of care. These results do not allow us to evalu-
ate the cost-effectiveness of the investment in 
PHC unfavorably, but only realize that it must 
be maintained, monitoring its quality and effec-
tiveness, in order to achieve the expected per-
formance. These are hard-to-reach goals that 
require sustained long-term public policies, with 
unsatisfactory results even in rich countries with 
well-structured health systems and strong PHC20.

Outcome indicators, such as child and mater-
nal mortality, have often been used as an argu-
ment to minimize the impact of ESF expansion 
and to justify PHC reform in Rio de Janeiro, as 
they have not fallen significantly. These indica-
tors, however, are multifactorial, and are signifi-
cantly influenced by social determinants and the 
performance of other points in the network, and 
take more time to reflect changes implemented 
in health systems21.
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Chart 2. Selected PHC care indicators in the municipality of Rio de Janeiro, 2016-2018.

Indicators Parameters 2016 2017 2018

Pregnant women with ≥ 6 prenatal visits1 76.5% 81.5 66.5 66,5

Pentavalent Vaccine Coverage (3rd Dose) in One-Year-Olds2 98.0% 92.0% 78.6% 78,6%

Number of new cases of Congenital Syphilis in children under 
one year of age

1,582 1,437 1,094 1.094

Rate of cure of new cases of laboratory-confirmed pulmonary 
tuberculosis

70.8% 66.1% 78.3% 78,3%

Ratio of cervical cytopathological exams3 0.43 0.36 0.35 0,35

Number of intrauterine devices inserted 2,722 3,937 3,583 3.583

Glycemic control rate in registered diabetics4 - 26.6% 26.2% 26,2%

Proportion of users with undetectable viral load / total number 
of users who underwent viral load in the period

77.0% 76.0% 80.4% 80,4%

Proportion of teenage pregnancy between 10 and 19 years 14.9% 14.1% 13.2% 13,2%

Admissions for PHC-sensitive conditions 24.4% 22.9% 23.4% 23,4%

Child mortality 12.8 11.2 11.5 11,5

Maternal mortality 74.6 82.9 61.2 61,2
Caption: 1 - Until 2016, this parameter was computed as the proportion of live births of mothers with seven or more prenatal 
visits. 2 - Coverage referring to 2018 computed only until September. 3 - Calculation: (Number of cervical cytopathological exams 
in women aged 25 to 64 years / Number of women aged 25 to 64 years, residing in the respective place and year) / 3. 4 - This 
parameter was computed only as of 2018.
Source: Own Elaboration. Secretariat for Primary Care, Surveillance, and Health Promotion (SUBPAV); SISCEL; SINASC; SINAN; 
SISCOLO; SIM; SIA; SI-PNI.

Box 3 shows a commented comparison of 
the 2014-2017 and 2018-2021 Municipal Health 
Plans (MHP) periods. We opted for the analysis 
MHPs considering that they represent the in-
tentionality of the government agreed with the 
Municipal Health Council, giving visibility to the 
point of dialogue of the manager with social con-
trol. Two MHPs encompassed the 2016-2018 pe-
riod and had two different party administrations.

The main differences identified were found in 
the proposed PHC and urgent care. As analyzed 
in the Box 3, the background included a prom-
ise of expanded ESF and NASF. Concerning ur-
gencies, the focus shifts from UPA to hospitals. 
Changes were observed in the organization chart 
planning, with the creation of new under-secre-
tariats in both governments. In the foreground, 
guidelines were more operational and did not 
address funding and scientific and technological 
development. In the background, noteworthy are 
the PHC guidelines and discrete proposal for ex-
pansion. The other guidelines are more concep-
tual than operational. The proposed PHC of the 
2018-2021 Municipal Health Plan was not pre-
ferred, considering that 2018 is the onset of the 
validity of the Plan.

The analysis of health and performance in-
dicators is consistent with the speech of Mayor 
Crivella in the opening speech of the 3rd Session 

of the 10th Legislature, Rio de Janeiro, February 
15, 2019.

By 2019, SMS has programmed adjustments to 
its planning to balance the proposed budget. This 
will meet the challenge of maintaining a large and 
complex Hospital Network, redesigning Primary 
Care coverage, further qualifying care, and stream-
lining costs.

What has been called “redesigning Primary 
Care coverage” has resulted in the suppression of 
family health, oral health, and NASF teams. The 
option of municipal management to decrease 
health revenues followed the federal trend, but it 
was an option of management that even contra-
dicted the Municipal Health Plan, which indicat-
ed a slight increase in ESF and NASF coverage.

Box 4 shows the Institutional Analysis of Gid-
dens Structuring Theory, based on the rules and 
resources that underpin the structure, the scenar-
io found, and the resulting actions.

According to Giddens11, there is no dualism 
between social object and human action. Social 
change may or may not occur, depending on how 
actors use the rules and resources available for 
their actions. In the case of the administration 
of Rio de Janeiro, any emancipatory action was 
constrained by the structural restrictions. Pri-
mary good performance in recent years has not 
been a sufficient condition for a political option 
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Chart 4. Institutional analysis from Giddens Structuring Theory.

Structural 
dimension

Characteristic found Resulting action

Structural property Neoliberalism and economic crisis since 2008 Unfavorable 
international contextGlobal Austerity Agenda

Structural reforms in European Union health systems 
(Germany, Spain and England)

Normative and 
semantic rules

2017 PNAB Unfavorable national 
and local contextElection in 2018 with replacement of management in Federal 

Executive Branch with political perspective aligned with the 
neoliberal paradigm

Election in 2016 with change of management in the 
Municipal Executive Branch in 2017

Authoritative 
Resources

Multiple changes of Secretary of Health from 2017: (1) 
Carlos Eduardo de Mattos / Cardiologist / Municipal Public 
Servant / City Councilor affiliated to the Social Democratic 
Party / Management January to May 2017; (2) – Marco 
Antônio de Mattos / Cardiologist / Municipal Public Servant 
Management May/2017 to July/2018; (3) – Ana Beatriz Busch 
Araújo / Anesthesiologist / Management since July 2018

Political instability 
in central health 
management in Rio de 
Janeiro and technical 
instability in Primary 
Health Care

Change of Undersecretary of Health Promotion, Primary 
Care and Health Surveillance (SUBPAV) on 03 occasions

Undersecretary of Hospital, Urgency and Emergency Care 
(SUBHUE) stay even with the replacement of municipal 
management

Allocative Resources 12% reduction in revenues due to health-related 
constitutional and legal taxes for actions and public health 
services in the municipality of Rio de Janeiro in the last five 
years

Low priority given 
by municipal health 
management

16% decrease in Federal Government funds transfers over the 
last five years

Decreased percentage of own resources invested in public 
health actions and services in the municipality of Rio de 
Janeiro.

Captions: SUBPAV: Undersecretariat for Health Promotion, Primary Care, and Health Surveillance; SUBHUE: Undersecretariat of 
Hospital, Urgency and Emergency Care.
Source: Own elaboration. Official Gazette of the Municipality of Rio de Janeiro.

to maintain investment despite the crisis. By sys-
tematizing the conceptual elements of the Struc-
turing Theory, we found that the circumstances 
of the municipality’s management actions were 
supported by different rules and resources that 
affected health care. However, it is essential to 
consider that institutional analysis transcends 
the municipal level action.

Well-implemented social and economic pol-
icies improve health and reduce inequalities22. 
Austerity and the neoliberal reform landscape 
in Europe are threatening the sustainability and 
universality of universal systems23,24.

In the national scenario, the EC 95/2016 and 
the new National Primary Care Policy (PNAB)25 

were identified as conditioning factors in the di-
rections adopted in the health policy of the mu-
nicipality of Rio de Janeiro during the analyzed 
period. EC 95/2016 is the result of a contested 
diagnosis of fiscal imbalance, represents what 
has been understood as a rationalizing economic 
measure. The freezing of the federal health and 
education budget may cause an estimated with-
drawal of about US$ 200 billion from the SUS 
budget26 over the next 20 years. The latest version 
of the PNAB puts at risk the advances made by 
the ESF, such as care universality, integrality, and 
equality27. Besides enhancing the lack of care, it 
enables policy choices that prioritize resources 
for medium and high complexity over PHC27.
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Final considerations

The financial crisis announced by the municipal 
manager in Rio de Janeiro is a political and social 
crisis. Austerity implied a reduction in health sys-
tem performance and elected to disrupt the cen-
trality of the primary care consolidation agenda 
with a realignment of emphasis on hospital care.

The representativeness of the municipality 
before the country increases the risk of a consti-
tutional right to health lability, deteriorating the 
meaning of the outcomes presented.

Among the study limitations is the restricted 
time interval of analysis, assuming a setback in 
the health benefits from the newly implemented 
ESF if the current divestment persists.

The SUS at risk is an invaluable loss, and the 
panorama recently experienced in Rio de Janeiro 
is a threat to a population living with all the so-
cial and environmental ills of the large metropo-
lises. The possible proposal to unlink the health 
budget is an extensive deterioration of the cur-
rent scenario.
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