
ABSTRACT Primary Health Care (PHC) has a prominent position in the Brazilian governmen-
tal agenda. This study focuses on the health system in the Federal District and the initiatives 
to reorganize PHC, with the analysis of expenditure behavior in order to identify aspects of 
continuity and change during the period from 2005 to 2014. To achieve this purpose, docu-
mental research was carried out focusing on data from the Public Budget Information System. 
Drawing on historical neo-institutionalism, the results reveal contradiction between the dis-
course in defense of PHC and the maintenance of high level of expenditure with hospital 
services, thus confirming path dependence characteristic. 
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RESUMO A Atenção Primária à Saúde (APS) ocupa lugar de destaque na agenda governamental. 
Os objetos do estudo são o sistema de saúde do Distrito Federal e as iniciativas para reorgani-
zação da APS, com objetivo de analisar o comportamento dos gastos em busca de elementos de 
continuidade e mudanças nessa política, no período de 2005 a 2014. Adotou-se a pesquisa docu-
mental com foco em dados do Sistema de Informações sobre Orçamentos Públicos. Partindo do 
neoinstitucionalismo histórico, os resultados apontam contradição entre o discurso em defesa da 
APS e a manutenção das elevadas despesas com assistência hospitalar, testemunhando a carac-
terística de path dependence.

PALAVRAS-CHAVE Atenção Primária à Saúde. Gastos em saúde. Sistemas de saúde. Políticas 
públicas.
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Introduction 

As from the 1970s, the debate on Primary 
Health Care (PHC) is internationally in-
tensified as a result of questionings about 
the organization of health care based on a 
specialized and interventionist hegemonic 
medical model, with the fragmentation of 
care and little impact on the improvement of 
the population’s health condition (gioVanella; 

MenDonÇa, 2008). Another factor that stimulat-
ed the debate was the existing gap between 
health organizational conditions in devel-
oped and developing countries, drawing 
attention to the disparity in the access to 
health services (caStro; MacHaDo, 2010).

In Brazil, an option was made in the 
1990s for the use of the term ‘basic care’. 
According to Heimann and Mendonça (2005), 
this denomination was adopted in defense 
of a model of care that would differ from the 
preventive proposition and would approach 
the logic of social determinants of diseases. 
More recently, the Ministry of Health’s pub-
lications have been using the terms ‘basic 
care’ and ‘primary care’ as synonyms.

The Brazilian Sanitary Reform introduced 
the notion of health as social right, i.e., it 
recognized health as a fundamental citizen-
ship right and as being the responsibility of 
the State to provide it by means of social and 
economic policies. This notion, expressed 
in article 196 of the 1988 Constitution of 
the Republic of Brazil (BraSil, 1988), parted 
with the previous model of social protection 
based on meritocracy and advanced toward 
a universalist model.

According to Gragnolati, Lindelow and 
Couttolenc (2013), the principle of univer-
sality features health as a citizenship right 
when defined by the Federal Constitution as 
a right of all citizens and a duty of the State. 
In this sense, when declaring that the State 
has the duty to deliver this care to the entire 
population, universality was a key principle 
for the creation of the Unified Health System 
(Sistema Único de Saúde – SUS) in Brazil.

Since its creation, which was formally 
instituted by the 1988 Constitution, PHC 
represents the ‘entrance door’ to the system, 
with emphasis on the delivery of health ser-
vices and the integrality of health actions 
(corDeiro, 2001). By means of the delivery of 
low and medium complexity services, i.e., 
by means of the prevention and promotion 
of health, it seeks to reduce the demand for 
high complexity services (specialized and 
more expensive) and to guarantee universal 
access to health (gUerra, 2013).

In Brazil, the 1990s was marked by impor-
tant changes in the national PHC policy and 
by large investments to broaden the access to 
it. It can be stated that this transformation is 
related to changes in the federative arrange-
ment instituted after the 1988 Constitution 
and the decentralization process as well as 
to the prominence given to PHC in the sec-
toral agenda (caStro; MacHaDo, 2010). The new 
federal arrangement in the health sector 
comprised advances in the movement of po-
litical-administrative decentralization, with 
emphasis on municipalization; in the cre-
ation of new health financing mechanisms; 
and in the progressive transfer of responsi-
bilities concerning health actions and ser-
vices to be carried out directly by states and 
especially by municipalities, with emphasis 
on outpatient services.

Therefore, PHC received a prominent po-
sition in the federal agenda especially after 
the creation of the Family Health Program 
(FHP) in 1993/1994 – which was later trans-
formed in the Family Health Strategy (FHS) 
– whose proposed model of care was direct-
ed to the protection and promotion of health 
through integral and continuing care, focus-
ing on the family (caStro, 2015).

After the decentralization of SUS, there 
was the municipalization of PHC; this de-
termined the advances in the process of 
universalization of the service, which was 
previously constituted by different organiza-
tional accumulations in the public network 
of the country’s various regions (caStanHeira, 
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2014). According to Miclos, Calvo and Colussi 
(2015) the assessment of this level of care is 
strategic to identify the persistent fragilities 
that hinder the organization and operation-
alization in the direction of the desired re-
solubility of the service.

Having similar characteristics to those in 
the large metropolitan cities of the country, 
the Federal District health system is an im-
portant example for the analysis of the re-
percussions of those initiatives upon PHC 
reorganization.

In this context and considering the con-
tribution of historical institutionalism, the 
objective of this study is to analyze the be-
havior of the expenditure with primary care 
in the Federal District, aiming to identify el-
ements of continuity and change within this 
policy in the period from 2005 to 2014; and 
also to analyze the institutional characteris-
tics of the health policy correlating it with 
the behavior of expenditure.

Theoretical framework

Neo-institutionalism in the analysis 
of public policies

According to Matias-Pereira (2012), public 
policies may be seen as institutions, under-
stood as formal and informal rules that mold 
actors’ behavior because they produce re-
sources and establish incentives associated 
to specific behavior, affecting the intentions 
among actors of a given sector (PierSon, 2006; 

MatiaS-Pereira, 2012).
In this approach, public policy changes the 

way social actors are involved in the policy 
and, therefore, it should be seen beyond its 
formal institutions. Neo-institutionalism 
stresses the importance of the institutional 
factor to explain concrete political events, 
referring not only to the limitations of the 
decision-making process rationale (such as 
lack or excess of information) but also of the 

interference of general rules that in every 
society exert decisive influence upon indi-
viduals’ actions (PierSon, 2006; FreY, 2000; SoUSa, 

2014).
When taking the definition of institutions 

from Thelen and Steinmo (1992), these include 
formal rules, compliance procedures, stan-
dard operational practices that structure 
the relationship between individuals in the 
various unities of politics and economy, and 
also include formal rules and informal con-
straints related to behavioral codes and con-
ventions in general (MarQUeS, 1997; SoUSa, 2014).

This theory leads to the understanding 
that not only do individuals or groups have 
relevant strength to influence public policies 
and their agendas, but they also highlight 
the role of formal and informal rules that 
govern institutions in the determination of 
their implementation, with a stress on the 
struggle for power and resources between 
social groups and on the mediation exerted 
by political and economic institutions that 
conduct public policies in a given direction 
for the benefit of a specific group (SoUSa, 2014).

The answers to the investigation ques-
tions related to neo-institutionalism lie in 
the intermediate structures, i.e., in the in-
stitutions that shape the political and social 
processes and mediate the relationship 
between State and society, and between eco-
nomic structures and the behavior of indi-
viduals and groups (liMa; MacHaDo; geraSSi, 2011).

According to Thelen and Steinmo (1992), 

the historical neo-institutionalism seeks to 
understand the functioning of institutions 
with the purpose of deterring, retarding, 
consolidating, or accelerating social change 
processes, through the recuperation or re-
elaboration of historical-structural models. 
These authors consider institutions as car-
riers of legacies of socio-political and his-
torical forces that shape them, juxtaposing 
different logic of political order, each with its 
own temporal feature. Institutional arrange-
ments that compose a policy may emerge in 
different epochs.



SAúDE DEBATE   |  rio de Janeiro, v. 40, n. 111, p. 49-62, oUT-deZ 2016

KaSHiWaKUra, H. K.; GonÇaLveS, a. o.; SiLva, r. M. p.52

In this context, institutions should be 
understood according to their main func-
tions, i.e., agent and product of history, being 
at the same time responsible for shaping 
and restricting the performance of political 
actors and also for representing the result of 
strategies developed by these actors. In their 
theoretical approach, five levels of public 
policies analyses are determined: path de-
pendence, institutional arrangements, co-
alitions, discourse communities, and ideas; 
the analysis in this study uses the perspec-
tive of path dependence (SteinMo; tHelen; 

longStretH, 1992; MatiaS-Pereira, 2012). The term 
‘path dependence’ is understood as a succes-
sion of historical points that present critical 
conjunctures and increasing benefits (Hall; 

taYlor, 2003).

In the field of public policies, accord-
ing to North (1990), path dependence can be 
defined as the powerful influence of the past 
on current and future decisions. Pierson 
(2004) relates the concept to the idea that past 
events or a path may influence present po-
litical decisions (SoUSa, 2014).

Lima, Machado and Gerassi (2011) state 
that the present is a result of past decisions 
and their consequences, not only of contem-
porary conditions. In the sphere of public 
policies, according to these authors, when 
a path is adopted, political and economic 
costs to have it changed are very high, due 
to the creation of rules and structures in the 
mobilization of different types of resources 
and the involvement of social actors, raising 
the chances of continuity and decreasing the 
possibilities of radical course changes.

The path of Primary Health Care 
policy in the Federal District

According to the study conducted by 
Göttems et al. (2009), the health system of the 
Federal District, with similar characteristics 
to those in the large metropolitan cities of 
the country, constitutes a relevant example 
for the analysis of the repercussions of 

initiatives on PHC reorganization. 
The Federal District (DF) of Brazil is sur-

rounded by municipalities of the states of 
Goiás and Minas Gerais, which compose the 
Integrated Economic Development Region 
(Ride/DF); in 2010, the estimate popula-
tion of DF was 2.5 million inhabitants and 
the Ride-DF had 3.7 million inhabitants (iPea, 

2013). The health system of DF has its own 
health care network comprising all com-
plexity levels.

Public hospital beds belonging to the 
Secretariat of Health of DF (SES-DF) are 
equivalent to 83% of the total number of beds 
of SUS, which represent 70.4% of the total 
number available in DF (BraSil, 2014). Regarding 
PHC, there is an extensive regionalized 
physical network, with an average of one 
primary health unit per 25,000 inhabitants. 
However, within PHC coexist the traditional 
model, the Family Health Strategy (FHS), and 
the Program of Community Health Workers 
(PCHW); this hinders the proposed reorgani-
zation. Presently, the population coverage by 
FHS is 8.7%, and by PCHW is 15.4%, totalizing 
24.1% according to data provided by SES-DF 
(gÖtteMS et al., 2009).

Regarding the health policy, Göttems 
et al. (2009) carried out a study of the path 
of Primary Health Care policy in DF, in 
the period from 1960 to 2007, drawing on 
the theoretical framework of historical 
neo-institutionalism.

From 1999 to 2007 the SES-DF was 
headed by three secretaries of health, with 
an average length of stay of 2.6 years. In the 
two last periods the implementation of FHS 
underwent operational changes, such as: 
compensation of 20% over the salary for civil 
servants of SES-DF in FHS teams; construc-
tion of 30 health units in the urban area for 
those teams to work in; hiring of other pro-
fessionals in order to reach FHS full compo-
sition. PHC became the landmark of changes 
in the health policy; it was introduced in the 
agenda of debates; it became an object of 
political parties’ disputes; and it justified 
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public-private partnerships for the sec-
tor’s management; however, it was not able 
to alter the functioning of PHC traditional 
units (gÖtteMS et al., 2009). 

With financial and political resources, 
massive investments were made in the con-
struction of hospitals, followed by initiatives 
to strengthen PHC, which were discontin-
ued and disarticulated in the medium and 
high complexity services network, with 
reduced offer of professional training, justi-
fied by the need to guarantee hospital care 
rear. According to the authors, the contra-
diction between the discourse in defense of 
PHC and the maintenance of goals for the 
construction of new hospitals at every new 
administration confirmed the strong path 
dependence characteristic.

Regarding the services network organiza-
tion, despite innovations, SES-DF adminis-
tration had traditional characteristics, such 
as: investments in hospitals as central locus of 
the health system; centralization of financial 
and human resources management; use of 
cutting-edge technology; and reinforcement 
of medical residency centered in specialty, to 
the detriment of the other professionals. Even 
when it was part of the health policy agenda, 
PHC was considered as accessory to hospital 
care, aiming to ‘relieve’ it (gÖtteMS et al., 2009).

Methodology

In this study the theoretical framework 
used was the historical institutionalism for 
it seeks to analyze politics by studying insti-
tutions as well as interests and actors. This 
theory considers that other factors influence 
political life, not only institutions. Adepts 
of this theory defend a social causality de-
pendent on the path that has been followed, 
according to which the same active forces 
produce different results, because they are 
modified by properties inherited from the 
past in every local context (Hall; taYlor, 2003). 

In order to analyze the institutional 

characteristics of the health policy relating 
it to the behavior of expenditure, this study 
adopted as strategy a qualitative approach 
and documental research. Data for the anal-
ysis were retrieved from the Public Health 
Budget Information System (Sistema de 
Informações sobre Orçamentos Públicos em 
Saúde – Siops). This system is a reference for 
the monitoring, inspection, and control of 
the application of resources related to public 
health actions and services.

The analysis took into consideration the 
path referring to the temporal sequence 
of political processes and their impacts 
on current results, as well as institutional 
characteristics and the political path, which 
constitute categories that reflect the set of 
rules and agreements guiding health policy 
in various moments, thus contributing to the 
understanding of its present configuration.

Results and discussion

Data presented here were retrieved from 
Siops, research module – Data Informed 
by Federal Government, States and Federal 
District, and Municipalities, under option 
‘History of expenditure by sub-function, 
consolidated by institution, stage of expen-
diture’, with the following search criteria: 
expenditure by sub-function, consolidated 
by stage of expenditure; Federal District; 
committed allocation.

Data in Siops are available from 2002 to 
2014; but when searching by sub-function, 
by State, and by committed expenditure, 
only data in the period from 2004 to 2015 
are generated.

Participation of sub-function Primary 
Health Care in the Federal District in 
relation to Brazil

Table 1 shows the evolution of expenditure 
with the sub-function PHC and with the 
Function Health, in the Federal District, 
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from 2005 to 2014, searched by committed 
expenditure. 

Two sets of calculations were produced: 1 
– percentage of expenditure with PHC in re-
lation to the total amount of expenditure with 
health; and 2 – percentage of expenditure in 
relation to the previous year, with increase 
for values higher than 100% and decrease for 
values lower than 100%. The objective was 
to verify PHC participation within Function 
Health and its evolution over time. 

From the analysis of expenditure with 
PHC it was possible to identify relevant 
seasonality, without there being an annual 
spending pattern. While in 2005 almost 
5% of the total amount of health expendi-
ture was spent with PHC, in the years 2007 
and 2008 less than 1% was spent in the DF. 
Thus, the average of values spent with PHC 
was only 2.33% in the period under analysis 
(2005 to 2014).

Table 1. Comparative of expenditure with PHC in relation to total expenditure with health, in DF, from 2005 to 2014 (in 
million Reais)

Source: Siops/datasus, adapted by the authors.

* % pHC – percentage of primary Health Care in relation to total expenditure.

2005 2006 2007 2008 2009 % PHC*

Committed expenditure with pHC 48,80 47,16 13,28 6,92 43,89

expenditure with pHC as percentage of total 
expenditure with health

4,71% 3,68% 0,81% 0,41% 2,75%

expenditure with pHC as percentage of pre-
vious year 

96,64% 28,16% 52,10% 634,14%

paid expenditure with pHC 48,80 44,91 10,79 5,86 32,63

Total committed expenditure with health 1.036,82 1.281,31 1.648,14 1.675,95 1.596,60

Total expenditure with health as percentage of 
previous year

123,58% 128,63% 101,69% 95,27%

2010 2011 2012 2013 2014 % PHC*

Committed expenditure with pHC 87,40 45,29 40,70 38,48 43,24

expenditure with pHC as percentage of total 
expenditure with health

4,84% 2,08% 1,62% 1,02% 1,36% 2,33

expenditure with pHC as percentage of pre-
vious year

199,2% 51,8% 89,9% 94,5% 112,4%

paid expenditure with pHC 37,91 33,44 18,88 25,55 32,25

Total committed expenditure with health 1.806,21 2.180,15 2.515,92 3.768,07 3.186,49

Total expenditure with health as percentage of 
previous year

113,1% 120,7% 115,4% 149,8% 84,6%
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Table 2 shows the evolution of expen-
diture with sub-function PHC and with 
Function Health, for all the country’s states, 
searched by committed expenditure. Two 
sets of calculations were produced: 1 – per-
centage of expenditure with PHC in rela-
tion to the total amount of expenditure; and 
2 – percentage of expenditure in relation to 

the previous year, with increase for values 
higher than 100% and decrease for values 
lower than 100%. The objective was to verify 
PHC participation within Function Health 
and its evolution over time. From the analy-
sis it was possible to verify that the average 
of expenditure with PHC in the analyzed 
period was 5.24%.

Table 2. Comparative of expenditure with PHC in relation to total expenditure with health, for all states of Brazil, from 
2005 to 2014 (in million Reais)

Source: Siops/datasus, adapted by the authors.

* % pHC – percentage of primary Health Care in relation to total expenditure.

2005 2006 2007 2008 2009 % APS*

Committed expenditure with pHC 2.044,21 1.790,99 2.703,94 2.993,01 3.099,33

percentage of expenditure with pHC in 
relation to total expenditure with health

6,98% 5,29% 7,13% 6,66% 6,20%

expenditure with pHC as percentage of 
previous year

87,61% 150,97% 110,69% 103,55%

Total committed expenditure with health 29.289,84 33.853,92 37.912,78 44.945,94 49.983,57

percentage of total expenditure with 
health in relation to previous year 

115,58% 111,99% 118,55% 111,21%

2010 2011 2012 2013 2014 % APS*

Committed expenditure with pHC 3.633,50 3.725,98 1.993,16 2.331,44 2.381,67

percentage of expenditure with pHC in 
relation to total expenditure with health

6,48% 6,29% 3,12% 3,39% 2,89% 5,44

percentage of expenditure with pHC in 
relation to previous year

117,24% 102,55% 53,49% 116,97% 102,15%

Total committed expenditure with health 56.056,72 59.215,66 63.812,41 68.799,75 82.293,72

percentage of expenditure with health in 
relation to previous year

112,15% 105,64% 107,76% 107,82% 119,61%

When comparing the average percent-
age of PHC participation in the expendi-
ture with health in DF (2.33%) in relation 
to the national average – average participa-
tion of States when analyzed as a whole – it 
was verified that the country’s capital (DF) 
spending was less than half of the average; 

from this fact it was possible to verify the 
low values allocated to PHC. In some years, 
e.g. 2007 and 2008, the percentage was 
lower than 20% of the national average, 
demonstrating inconstancy in the planning 
and permanence of policies, with such sea-
sonality in the spending of resources.
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Table 3. Comparative of committed expenditure in the sub-functions of health, in DF, from 2005 to 2014 DF (in million Reais)

Evolution of spending in sub-func-
tions related to health

Table 3 shows the evolution of expendi-
ture of DF with the sub-functions belong-
ing to Function Health, from 2005 to 2014, 
searched by committed expenditure. Again, 
two sets of calculations were produced: 1 – 
percentage of participation of expenditure 
in the sub-functions in relation to the total 

with Function Health, and 2 – percentage 
of expenditure with PHC and Hospital and 
Outpatient Care in relation to the previous 
year. Values higher than 100% were consid-
ered as increase and values lower than 100% 
were considered as decrease. The objective 
was to verify PHC participation in compari-
son to Hospital and Outpatient Care within 
Function Health. 

Code Sub-
function

Name of Sub-function 2005 2006 2007 2008 2009 Average / 
Total

1 adMiniSTraTive SUB-FUnCTionS 624,35 794,56 965,77 966,07 872,45  

 percentage of administrative sub-functions in 
relation to total expenditure with health 

0,6022 0,6201 0,586 0,5764 0,5464 53,78%

122 General administration 607,21 777,92 929,51 920,31 806,73  

126 information Technology 0,00 0,00 14,58 23,59 43,86  

128 Human resources (Hr) education 17,15 16,65 21,68 22,13 21,81  

 expenditure with Hr education as percentage
of total expenditure with health

0,0165 0,013 0,0132 0,0132 0,0137 1,42%

131 Social Communication 0 0 0 0,04 0,05  

2 reLaTed SUB-FUnCTionS 406,69 464,01 607,37 642,89 721,96  

301 primary Health Care (pHC) 48,80 47,16 13,28 6,92 43,89  

 percentage of pHC in relation to total of related 
actions

0,12 0,12 0,12 0,12 0,0608 5,39%

 percentage of pHC in relation to total 
expenditure with health

0,0471 0,0368 0,0081 0,0041 0,0275 2,33%

 expenditure with pHC as percentage of  previous 
year

 96,64% 28,16% 52,10% 634,1%  

302 Hospital and outpatient Care 351,54 404,85 580,08 611,46 659,89  

 percentage of Hospital and outpatient Care in 
relation to total of related actions

0,86 0,87 0,96 0,95 0,91 165,3%

303 prophylactic and Therapeutic Support  5,51 6,62 9,32 11,36 10,43  

304 Sanitary Surveillance 0,68 3,09 2,86 5,39 3,90  

305 epidemiologic Surveillance 0,15 2,29 1,82 7,76 3,85  

3 CoMpLeMenTarY inForMaTion 5,78 22,74 75,00 66,98 2,19  

xxx other 5,62 22,50 74,69 66,98 2,19  

Total expenditure with health 1.036,82 1.281,31 1.648,14 1.675,95 1.596,60

percentage of expenditure in relation to previous 
year

123,58% 128,63% 101,6% 95,27%
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Table 3. (cont.)

Tables 4A and 4B show the evolution of 
expenditure with the sub-functions belong-
ing to Function Health for all the country’s 
states, searched by committed expenditure. 
Two sets of calculations were produced: 
1 – percentage of participation of expendi-
ture in the sub-functions in relation to the 
total amount of expenditure with Function 

Health, and 2 – percentage of expenditure 
with PHC in relation to the previous year. 
Increases and decreases were considered 
in the same previous bases. The objective 
was to verify the participation of PHC and 
Hospital and Outpatient Care within the 
Function Health in the sphere of the coun-
try’s states.

Source: Siops/datasus, adapted by the authors.

Code Sub-
function

Name of Sub-function 2010 2011 2012 2013 2014 Average / 
Total

1 adMiniSTraTive SUB-FUnCTionS 898,43 1.301,59 1.475,91 2.669,98 2.157,17

percentage of administrative sub-functions in 
relation to total expenditure with health

0,4974 0,597 0,5866 0,7086 0,677 53,78%

122 General administration 843,65 1.230,72 1.395,90 2.620,66 2.078,48

126 information Technology 30,27 40,34 45,57 3,88 18,10

128 Human resources (Hr) education 24,44 30,53 34,44 45,44 60,29

 expenditure with Hr education as percentage 
of total expenditure with health

0,0135 0,014 0,0137 0,0121 0,0189 1,42%

131 Social Communication 0,07 0,00 0,00 0,00 0,30  

2 reLaTed SUB-FUnCTionS 905,05 868,95 1.031,31 1.079,97 962,33  

301 primary Health Care (pHC) 87,40 45,29 40,70 38,48 43,24  

 percentage of pHC in relation to total of related 
actions

0,0966 0,0521 0,0395 0,0356 0,0449 5,39%

 percentage of pHC in relation to total 
expenditure with health

0,0484 0,0208 0,0162 0,0102 0,0136 2,33%

 expenditure with pHC as percentage of previous 
year

199,16% 51,82% 89,86% 94,54% 112,3% 88,59% 

302 Hospital and outpatient Care 797,82 661,03 631,16 664,29 581,41  

 percentage of Hospital and outpatient Care in 
relation to total of related actions

0,88 0,76 0,61 0,62 0,6 80,31%

303 prophylactic and Therapeutic Support  12,65 143,51 211,90 202,55 155,83  

304 Sanitary Surveillance 4,12 8,01 5,31 10,32 18,02  

305 epidemiologic Surveillance 3,02 5,11 21,94 37,46 27,83  

306 Food and nutrition 0,05 6,01 120,30 126,87 136,00  

3 CoMpLeMenTarY inForMaTion 2,73 9,61 8,70 18,12 66,99  

xxx other 2,59 9,32 8,70 18,12 66,99  

Total expenditure with health 1.806,21 2.180,15 2.515,92 3.768,07 3.186,49

percentage of expenditure in relation to previous 
year

113,13% 120,70% 115,40% 149,7% 84,57% 307%
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Code Name 2005 2006 2007 2008 2009 Average / 
Total

1 adMiniSTraTive SUB-FUnCTionS 6.408,32 7.749,22 8.321,77 10.462,36 12.021,87  

 percentage of administrative sub-functions in 
relation to total expenditure with health

0,2188 0,2289 0,2195 0,2328 0,2405 22,6%

121 planning and Budgeting 5,29 1,52 314,15 3,43 43,22

122 General administration 6.176,30 7.495,56 7.722,01 9.311,21 10.479,70  

124 internal Control 0,73 0,39 0,24 0,66 0,15

126 information Technology 54,50 63,33 70,98 851,77 1.125,40  

128 Human resources (Hr) education 166,81 178,86 200,33 203,00 250,50  

 expenditure with Hr education as percentage of 
total expenditure with health

0,0057 0,0053 0,0053 0,0045 0,005 0,49%

131 Social Communication 4,70 9,57 14,06 41,58 42,39  

2 reLaTed SUB-FUnCTionS 19.135,44 22.674,94 25.129,79 29.533,80 33.473,79  

301 primary Health Care (pHC) 2.044,21 1.790,99 2.703,94 2.993,01 3.099,33  

 percentage of pHC in relation to total of related 
actions

0,1068 0,079 0,1076 0,1013 0,0926 7,79%

 percentage of pHC in relation to total expenditu-
re with health

0,0698 0,0529 0,0713 0,0666 0,062 5,44%

 expenditure with pHC as percentage of previous 
year

 87,61% 150,97% 110,69% 103,55%  

302 Hospital and outpatient Care 15.065,82 18.585,32 19.719,46 23.332,07 27.044,72  

 percentage of Hospital and outpatient Care in 
relation to total of related actions

0,79 0,82 0,78 0,79 0,81 81,5%

303 prophylactic and Therapeutic Support  1.207,57 1.457,07 1.919,99 2.236,17 2.378,21  

304 Sanitary Surveillance 136,29 150,51 134,09 152,23 117,83  

305 epidemiologic Surveillance 227,52 252,96 255,83 376,21 450,90  

306 Food and nutrition 454,03 438,09 396,48 444,11 382,79

3 CoMpLeMenTarY inForMaTion 3.746,08 3.429,76 4.461,23 4.949,79 4.487,91  

xxx other 3.171,76 2.812,95 3.867,59 4.366,51 3.786,74  

Total of expenditure with health 29.289,84 33.853,92 37.912,78 44.945,94 49.983,57

percentage of expenditure with health in relation 
to previous year

115,58% 111,99% 118,55% 111,21%

Table 4A. Comparative of committed expenditure in the sub-functions of health for all states, from 2005 to 2014 (in million Reais)

Source: Siops/datasus, adapted by the authors.
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It was verified that the absolute increase 
of the global health expenditure in the states 
was 180%, and the increase in DF was quite 
near this value (207%). In relation to PHC, 
though, there was a decrease in the expendi-
ture: in 2014 the expenditure corresponded 
to 88.58% of expenditure in 2005.

Contrary to political priorities, the expen-
diture with Hospital and Outpatient Care 
showed an increase of 65.38% in the period 
2005 to 2014, with a percentage of 80% 
of participation in the total amount of the 
Related Sub-functions – which is contrary 
to the decrease verified in PHC. This aspect 

Code Name 2010 2011 2012 2013 2014 Average / 
Total

1 adMiniSTraTive SUB-FUnCTionS 13.925,75 15.858,92 17.983,70 20.822,75 20.306,88  

 percentage of administrative sub-functions in 
relation to total expenditure with health

0,2484 0,2678 0,2818 0,3027 0,2468 22,59%

121 planning and Budgeting 48,38 140,83 761,02 63,35 51,98

122 General administration 12.084,26 13.716,43 16.667,38 20.348,69 19.721,51  

123 Financial administration 87,30 1,42 0,00 20,59 22,54

124 internal Control 0,24 31,83 0,61 0,73 9,36

126 information Technology 1.392,10 1.593,69 128,94 90,79 191,48  

128 Human resources (Hr) education 265,99 331,76 375,99 241,31 258,57  

 expenditure with Hr education as percentage of 
total expenditure with health

0,0047 0,0056 0,0059 0,0035 0,0031 0,49%

131 Social Communication 47,48 42,97 49,78 57,29 51,45  

2 reLaTed SUB-FUnCTionS 37.077,44 38.361,66 43.112,22 46.400,30 58.416,77  

301 primary Health Care (pHC) 3.633,50 3.725,98 1.993,16 2.331,44 2.381,67  

 percentage of pHC in relation to total of related 
actions

0,098 0,0971 0,0462 0,0502 0,0408 7,79%

 percentage of pHC in relation to total of expen-
diture with health

0,0648 0,0629 0,0312 0,0339 0,0289 5,44%

 expenditure with pHC as percentage of previous 
year

117,24% 102,55% 53,49% 116,97% 102,15%  

302 Hospital and outpatient Care 29.882,14 31.158,84 36.114,25 39.197,80 50.097,14  

 percentage of Hospital and outpatient Care in 
relation to total of related actions

0,81 0,81 0,84 0,84 0,86 81,48%

303 prophylactic and Therapeutic Support  2.457,95 2.665,53 4.172,43 3.900,06 4.931,24  

304 Sanitary Surveillance 195,30 146,38 82,54 118,66 112,39  

305 epidemiologic Surveillance 507,08 426,86 448,26 597,97 667,32  

306 Food and nutrition 401,47 238,07 301,58 254,36 227,01

3 CoMpLeMenTarY inForMaTion 5.053,52 4.995,08 2.716,49 1.576,70 3.570,07  

xxx other 4.610,81 4.560,68 2.349,11 1.159,26 3.072,79  

Total of expenditure with health 56.056,72 59.215,66 63.812,41 68.799,75 82.293,72

percentage of expenditure with health in relation 
to previous year

112,15% 105,64% 107,76% 107,82% 119,61% 280,96%

Table 4B. Comparative of committed expenditure in the sub-functions of health for all states, from 2010 to 2014 (in million Reais)

Source: Siops/datasus, adapted by the authors.
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confirms what was verified in the study by 
Göttems et al. (2009), that there was contra-
diction between the discourse in defense of 
PHC and the maintenance of high expen-
diture with the sub-function Hospital and 
Outpatient Care, thus verifying the strong 
path dependence characteristic.

From the analysis of spending it is pos-
sible to infer, regarding the services network 
organization, and despite innovations, that 
SES-DF administration made an option for 
traditional paths, such as the investment in 
hospitals.

Conclusions

The health system in DF, with similar char-
acteristics to the large metropolitan cities, 
constitutes an important example for the 
analysis of the repercussions of initiatives 
concerning the reorganization of PHC. 
Regarding health management, relevant 
investments of financial and political re-
sources were verified in the construction of 
hospitals.

It was also verified that initiatives to 
strengthen PHC were discontinued and dis-
articulated from the medium and high com-
plexity services network, with reduced offer 
of professional training, justified by the need 
to guarantee hospital care rear.

The contradiction between the discourse 
in defense of PHC and the maintenance of 
goals for the construction of new hospi-
tals presented to every new administra-
tion testifies the strong path dependence 
characteristic. Regarding the services 
network organization, despite innovations, 
the health management in the DF has 

followed traditional paths, such as: invest-
ments in hospitals as central locus of the 
health system; centralization of financial 
and human resources management; use of 
cutting-edge technology; and reinforcement 
of medical residency centered in specialty in 
detriment of other professionals.

The percentage of PHC participation in 
the expenditure with health in DF (2.33%) is 
lower than half the average participation of 
the states when analyzed as a whole (5.44%), 
reaching levels that represent the disconti-
nuity of expenditure in PHC participation, 
as in the years 2007 and 2008 (0.81% and 
0.41%), drastically decreasing in relation to 
the historic average.

It was also verified that the absolute in-
crease of the global health expenditure in DF 
(207%) presented growth above the national 
average (180%); in relation to PHC, though, 
there was a decrease in the expenditure: in 
2014 the application corresponded to 88.58% 
of spending in 2005. Contrary to political 
priorities, expenditure with Hospital and 
Outpatient Care presented an increase of 
65.38% in the analyzed decennia, with 80% 
participation in the total amount of Related 
Sub-functions – contrary to the decrease 
verified in PHC. 

Therefore, from the analysis of the infor-
mation presented in the study it is possible to 
verify that there was contradiction between 
the discourse in defense of PHC and the 
maintenance of high spending with the 
sub-function Hospital and Outpatient Care, 
confirming the strong path dependence 
characteristics, by maintaining similar char-
acteristics as those from the 1970s and 1980s, 
that is, hospital-centered natured. s
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