
ABSTRACT This essay is aimed at producing a critical analysis on the contribution of hospitals to the 
fragmentation of the universal healthcare systems, considering them both cause and a consequence for 
such phenomenon. The misconnection between hospital and primary healthcare seems to be an important 
cause capable of perpetuating the phenomenon of fragmentation. The austerity agendas, quite common 
to less virtuous economic cycles, may also contribute to the worsening of such phenomenon. This essay 
might be able to contribute to the broadening of such debates as for possible resolutions regarding the 
future sustainability of universal health systems, in order to offer a different proposal than the ‘health 
system reform’ so concentrated on the acclaimed ‘universal coverage’ model of healthcare systems. 
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RESUMO Este ensaio propôs-se a produzir uma análise crítica sobre a contribuição dos hospitais para a 
fragmentação dos sistemas universais de saúde, considerando-os causa e consequência desse fenômeno. A 
desconexão entre a atenção primária à saúde e os hospitais parece ser importante elemento causal capaz de 
perpetuar o fenômeno da fragmentação. As agendas de austeridade, comuns aos ciclos econômicos menos 
virtuosos, podem agravar esse fenômeno. Este ensaio pode contribuir para ampliar as discussões quanto a 
possíveis soluções para a sustentabilidade futura dos sistemas universais de saúde, para além do lugar comum 
da proposta de ‘reforma dos sistemas de saúde’ centrada na transição para o modelo de ‘cobertura universal’.
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SAÚDE DEBATE   |  RIO DE JANEIRO, V. 43, N. ESPECIAL 5, P. 94-103, DEZ 2019

94

The fragmentation of the universal 
healthcare systems and the hospitals as its 
agents and outcomes
A fragmentação dos sistemas universais de saúde e os hospitais como 
seus agentes e produtos

Daniel Gomes Monteiro Beltrammi1, Ademar Arthur Chioro dos Reis1

DOI: 10.1590/0103-11042019S508

1 Universidade Federal de 
São Paulo (Unifesp) – São 
Paulo (SP), Brasil. 
daniel.beltrammi@gmail.
com

ESSAY  |  ENSAIO

This article is published in Open Access under the Creative Commons Attribution 
license, which allows use, distribution, and reproduction in any medium, without 
restrictions, as long as the original work is correctly cited.



SAÚDE DEBATE   |  RIO DE JANEIRO, V. 43, N. ESPECIAL 5, P. 94-103, DEZ 2019

The fragmentation of the universal healthcare systems and the hospitals as its agents and outcomes 95

Introduction

Hospitals play a complex role by acting as 
agents or as protagonists in the process of 
fragmentation of universal health systems. 
They are also products of this phenomenon, 
which, to a greater or lesser extent, affect even 
mature and consolidated health systems¹.

Fragmentation in universal health systems 
is an analytical element taken as a target of 
investigative efforts to understand its genesis 
and its relevant causal factors, especially re-
garding its repercussions on the perspectives, 
challenges and sustainability of the health 
system model under discussion.

Thus, this essay aims at producing a criti-
cal analysis on the contribution of hospitals 
to the phenomenon of fragmentation of 
universal health systems, considering ‘the 
hospital’ as the cause and consequence of 
this phenomenon.

Contemporary understanding of the role of 
hospitals in universal health systems, which 
is in line with reports of successful experi-
ences, points to the abandonment of the objec-
tive image of the hospital as ‘the last link in 
the chain’ of systems, for its full integration 
and synergy with services crucial to achiev-
ing better health outcomes, such as Primary 
Health Care (PHC)¹.

Universal Health Systems are the result of 
the political, social and economic contexts 
that originate them. Public policies were and 
still are the instruments of translation and 
formalization of the wishes of societies that 
have chosen and pursued the consolidation 
of social welfare principles translated by 
guarantees of social protection, including 
the right to health.

The paths taken by the unification of the 
German State and the consequent spread 
of the logic of ‘social insurance’ through-
out continental Europe in the late XIX 
century; the organization of the first uni-
versal health system by Lenin, after the 
Russian Revolution (1917); the proposition 
of a universal health protection policy by the 

‘Dawson report’, in the early XX century, 
which resulted in the ‘Beveridge report’, 
the foundation for the post-WWII British 
National Health Service (NHS),  after the 
Second World War (1948), demonstrate 
the path of maturation of universal health 
systems as a bet and provoke discussion as 
to their viability and sustainability1.

Such models of health systems under 
analysis originate in times of great social 
distress, marked by the lack of resources 
and the lack of State policies dedicated to 
guaranteeing minimum priority efforts and 
protecting these societies undergoing rapid 
transformation.

Universal health systems have experi-
enced successive decades of recession in 
global capitalism, especially in the first half 
of the twentieth century. They also went 
through further recessive cycles, which, al-
though shorter, were also marked by impor-
tant economic debacles, followed by cycles 
of recovery and stability.

In Latin America, it is important to high-
light the expansion and impact of health 
actions triggered by universal systems from 
the revolutionary experience in Cuba (1959) 
and the construction of the largest universal 
health system in the world, in Brazil (1988), 
the Unified Health System (SUS). In the 
early 2000s, when progressive governments 
prospered a virtuous set of state policies on 
the American continent, there was a sig-
nificant strengthening of universal health 
systems, as one of the stakes to overcome 
the serious regional socioeconomic prob-
lems stemming from brutal inequalities in 
distribution’s income2.

Countercyclical economic moments, 
marked by the structural crises of global 
capitalism, affect nations that experience 
the application of the most distinguished 
frameworks of economic thought and devel-
opment. This context has posed complemen-
tary risks to the sustainability of universal 
health systems, whose main threat lies in the 
measures resulting from austerity policies, 
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commonly applied in economic development 
environments that aim to meet the expecta-
tions of the main market players3.

A major contemporary threat to universal 
health systems, potentially inducing frag-
mentation, arises from the context presented. 
‘Universal coverage’ has as basis a reformist 
agenda of the founding principles and guide-
lines of universal systems, such as the SUS, 
placing on the table a proposal to reduce the 
scope of its most relevant civilizing premises, 
purposes and commitments, such as universal-
ity, integrality of care and equity3.

Hospitals made up this path of develop-
ment of universal health systems, but they 
precede them as a human initiative in favor 
of health, since the first records of these ser-
vices are from ancient Egypt, although not 
similar to the hospital stereotype prevailing 
in modern societies4.

The enlightenment period marked the 
transition from health care based on religious 
benevolence to the beginning of the predomi-
nance of technical and scientific contribu-
tions, with the gradual conversion of focus 
from the suffering of the underprivileged to 
the production of a human practice commit-
ted to the application of acquired scientific 
knowledge. The emergence of the modern 
hospital induced changes in the means to 
provide health, which made these establish-
ments the preferred places of care. The pro-
tagonists of care were also transformed or 
replaced by scientific knowledge, an inducing 
element of the delimitation of the field of 
knowledge and practices and, consequently, 
of the draft of precursor health professions, 
such as medicine and nursing4.

The beginning of the XX century delimit-
ed what would be a milestone in the process 
of health professionalization as an area of 
knowledge, the result of scientific develop-
ment, as seen in the ‘Flexner report’ (1910). 
This process was greatly influenced by the 
ongoing Industrial Revolution, which ac-
celerated the demarcation of professions and 
even the heyday of medical specializations 

as areas of private professional knowledge5.
Hospitals have always been fertile ground 

for sowing any and all new human techno-
logical device applied to health and ended 
up materializing within themselves the ex-
pectations and desires that capitalist societ-
ies have also been able to weave for health 
services and systems.

It is interesting to note how the health 
itineraries of the bourgeois classes of the late 
XIX century and first half of the XX century 
took place. Usually, they were more focused 
on moving doctors to their families, assisted 
in their homes. These itineraries have under-
gone drastic reformulation, since, predomi-
nantly and in spite of the existence of offers, as 
foreseen in PHC and related models, families 
continue to move in search of the place that 
they recognize as capable of caring for their 
health par excellence, the hospital6.

The elements presented so far are relevant 
for the semantic and situational understanding 
of the contexts in which the phenomenon of 
the fragmentation of universal health systems 
is inserted. They are also fundamental for the 
delimitation of problems and the understand-
ing of their relationships, as well as for the 
formulation of hypotheses and questions per-
tinent to addressing the challenges, perspec-
tives and sustainability aspects of the universal 
systems addressed in this essay.

By aiming to produce a critical analysis of 
the contribution of hospitals to the phenom-
enon of fragmentation of universal health 
systems considering ‘the hospital’ as the cause 
and consequence of this phenomenon, this 
article, produced in the form of an essay, 
makes use of a dialogical effort to promote 
connections and cognitions between impor-
tant theoretical references in the literature 
(scientific and gray) and experience reports, 
which have been offered by authors, man-
agers and national authorities of universal 
health systems, as well as transnational health 
institutions and/or agencies.

However, it is not intended to exhaust this 
objective, but merely to induce the sequence 
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of this investigation, with a view to contribut-
ing to this discussion, which seems decisive 
for the sustainability and future prosperity of 
universal health systems.

The challenge agenda of 
universal health systems 
in the face of hospital 
fragmentation forces

Everyday elements create pressure and op-
erational threat to universal health systems 
in all countries of the world. Therefore, they 
are challenges with characteristics of inde-
pendent variables and a certain externality, 
which cannot be intervened, besides planning 
how to best organize the production and care 
management of individuals and populations.

The more it develops and the more dignified 
the living conditions of the human species 
become, the greater its longevity, an expecta-
tion that has always been longed for, but which 
exponentially feeds back the magnitude of the 
challenges of global health systems7. Half of 
human beings who have had the opportunity 
to live 60 years or more enjoy their existence 
today. To live even more and better, they will 
need health conditions that preserve their 
cognitive and motor autonomy, to maintain 
the possibility of performing their daily life 
activities, important sources of well-being, 
motivation and happiness7.

Human development also offers another 
major challenge to universal health systems: 
the consistent and accelerated epidemio-
logical transition, manifested by a growing 
global burden of chronic conditions and non-
communicable diseases, to the detriment of 
the previously prevalent infectious disease 
burden. This challenge imposes the necessary 
remodeling of health care strategies, actions, 
practices, monitoring and evaluation, since 
the predominant care models continue to 
reflect health needs that are very focused on 
acute conditions8.

The major issue is that care models de-
signed for predominantly acute conditions 
remain very focused on care practices that are 
no more comprehensive than the colloquial 
‘complaint and conduct’, quite unsuitable for 
health conditions that will require a long-term 
longitudinal standard of care of time – almost 
always for life, beyond the production of rel-
evant autonomy for self-care9.

Over and above these two great challenges 
offered by the celebrated human development, 
effect of great learning promoted by the dis-
semination of tested practices in universal 
health systems, those undeniably intrinsic 
to these systems, chronically affected by the 
phenomenon of fragmentation can be found, 
to a greater or lesser extent.

The already commented and unsophismable 
over-specialization of health professions, with 
special emphasis on medicine, has assumed an 
inertial pattern, and at the same time affects 
other health professions in a similar way. It is 
itself an asset capable of producing an undesir-
able segmentation of the caring individuals, so 
that it may be a rare event to find the health 
professional (individual or collective) who 
has a full view of the history of a given health 
condition, which determines, in a way, the 
modus operandi of health systems10.

Over-specialization finds its usual locus 
in health services with higher technological 
concentration and supposedly knowing, which 
would be enough to solve a significant part 
of health problems. Thus, in this context, it 
can be inferred that hospitals would act as 
inducers of the phenomenon of fragmentation 
of universal health systems11.

This hypothesis is currently reinforced, 
since there are vectors of development of 
medical practices pointing to concepts such 
as ‘scientific-technological medicine’, in which 
the face-to-face care of patients begins to give 
way to ‘telecare’ practices, in the form con-
sultations and even remote (praxis) surgical 
procedures. As a reinforcement of this as-
sumption, it is worth mentioning that, due to 
economies of scale and better use of available 
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resources, the ‘telecare’ offered is based on 
hospital teams whenever possible12.

It is perceived, with that, a relative hos-
pital self-sufficiency, a construct that has 
prevailed as a common sense of the health 
professionals of these services and those 
who need it, or they exclusively think need 
it. The practical result is a deep and almost 
insurmountable disconnect between the 
hospital and other health strategies as fun-
damental as PHC, for example. This can be 
verified by the infrequent accomplishment 
of safe transfers of hospital services, for con-
tinuity of care in PHC, after health events 
that have passed through the hospital door 
due to some real need or not12.

Here there is one more contribution to the 
role of hospitals in the phenomenon of frag-
mentation of universal health systems. By not 
recognizing that care production and man-
agement is necessary before the user arrives 
at the hospital and after hospital discharge, 
hospital staff and managers are not encouraged 
to know, implement and improve technologies 
that allow these connections with other health 
network care offering points12.

There is no more emblematic example of 
the fragmentation that hospitals are capable 
of producing within themselves than the phe-
nomenon of overcrowding. Prevalent in units 
that have Hospital Emergency Services (HES), 
it is precisely the fragmentation of care that 
makes the guarantees of connection between 
the various hospital services, necessary to 
produce effective care in a timely manner. 
This ends up storing a large volume of patients, 
beyond what would be necessary and desir-
able in HES, for too long, under observation 
without clear purpose13.

Of course one cannot ignore that hospital 
organization is complex in nature. Its orga-
nizational model is still able to challenge the 
greatest thinkers of the theme. Their gover-
nance is daily stressed by a kaleidoscope of 
power relations, which seek non-static and 
asymmetric points of balance throughout a 
routine working day14.

The hospital is an organization of multiple 
personalities, in which the instituted may 
vary at the taste of the clock. Those who have 
already ventured into this work know that 
hospital services have unique characteristics 
depending on their work shifts, whether day, 
night, weekly or on weekends. Many hospitals 
seem to cohabit each hospital, regardless of 
their size or legal and assistance nature. They 
eventually respond to the need for network in-
tegration invariably in the same way, with the 
same regularity. The question remains: how 
to overcome this size reduction machines15?

Understanding the 
possibilities of stress 
reduction of critical nodes 
of the fragmentation of 
universal systems from 
hospitals

As already pointed out, hospitals not only play 
a leading role in the process of fragmenta-
tion in universal health systems, but are also 
products of this phenomenon.

The paradigms of ‘social medicine’ elabo-
rated in the XVIII century, whose central focus 
was on health promotion and disease preven-
tion, which greatly influenced the canons of 
universal health systems, since its inception, a 
priori did not offer a clear strategy for dialogue 
and integration with another developing chain, 
that of ‘scientific medicine’16.

As the cradles of the latter, in a certain 
way, hospitals as instruments in the service 
of ‘scientific medicine’ have just been sepa-
rated from the commitment to support a 
comprehensive health vision present in 
everyday aspects of society16.

Analyzing the above, it is possible to under-
stand that different health strategies occupied 
the territories of care and ended up dissociated 
in an impervious way. Just as hospitals did not 
produce connections with other health ser-
vices, other systemic organizational strategies 
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such as PHC and similar did not develop ef-
fective measures to connect with hospitals. 
The goal, however, would be to ensure the 
necessary continuum of care, and, in this sense, 
the teams that daily accompany and know 
more about people in hospital care, suppos-
edly, should participate in the formatting of 
care plans decisively assisting the production 
of effective care. This integration, however, 
seems increasingly distant17.

Until the present time, hospitals in the 
most diverse systemic arrangements have, 
with few exceptions, been able to act as major 
units of procedures, without considering, 
with the necessary emphasis, that their 
mission should be focused on producing the 
health outcomes that matter most to them 
the people they care for18.

The problems and challenges enunci-
ated, as well as their interrelationships, can 
contribute to the testing of perspectives and 
analyzes regarding the sustainability of uni-
versal health systems.

Contemporary bets for the production of 
some connection between PHC and hospi-
tals in the universal health systems of mixed 
paying source (public and private), preva-
lent in those where there is clear asymmetry 
between such sources, with the preponder-
ance of the private component, reopen already 
established practices tested by care models, 
such as the north-american managed care19.

The attempt to position the PHC as an 
access manager to the most complex and 
expensive levels of systems (gatekeeper) is 
emphasized, seeking an agenda of greater effi-
ciency, induced by economic guidelines for the 
appropriate use of resources. It seems natural 
in ‘times of austerity’. An access control per 
se is not capable of producing better health 
results, because it obscures bets that should 
be considered a priori19.

An analysis regarding the opportunity 
to consolidate universal health systems fits 
here, whose PHC has not been formatted as a 
strategy to help the underprivileged through 
minimum offers20.

The English system makes clear the results 
of each pound invested mostly by the public 
paying source in structuring a multipurpose 
systemic model. Its PHC operates in a leading 
manner, present, producer of bonds, markedly 
multiprofessional, which has even allowed a 
consistent reduction of beds installed in the 
country, due to an effective replacement of 
health offerings and territorial integration 
for the necessary care in co-responsibility 
with the hospitals21.

It should be emphasized that meeting 
health needs, through less hospital infra-
structure, produced by the interventions and 
bets mentioned above, is a decisive contribu-
tory element to the sustainability of universal 
health systems, such as the English21 one.

On the other hand, simply access control 
to higher levels of health system complexity 
did not guarantee a sustained reduction in 
beds, not even the resources needed to fund 
health care in the United States of America. 
This country is a world record holder in health 
spending in proportion to Gross Domestic 
Product (GDP), without achieving health 
outcomes, not even similar to those member 
countries of the Organization for Economic 
Cooperation and Development (OECD)22.

The new ‘value-based health care’ paradigm 
looms on the horizon announcing itself as 
a perspective for lato sensu health systems. 
‘Value’ is presented as the health outcomes ob-
tained from the financial resources employed 
for its production. On the one hand, it puts the 
importance of achieving health outcomes at 
the expense of the exclusive production of 
procedures understood mostly as a result to 
be achieved. On the other hand, it does not 
clearly propose how to reverse the inertia of 
health systems in the face of challenges such 
as the phenomenon of fragmentation23.

As a contribution to these ‘how’, there are 
experiences produced within universal health 
systems that may inspire some answers, or 
good questions that induce innovations or 
improvement of solutions or technologies 
already applied.
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Betting, more than ever, on a powerful PHC, 
present and synergistic with the different mo-
dalities of systems services is fundamental for 
their sustainability19.

There are structural challenges of PHC 
to be overcome, such as expanding the im-
portance and participation of PHC in health 
worker training strategies and organizing 
health careers in order to recognize PHC as 
a non-exclusive but structuring axis. In ad-
dition, expand the autonomy of other health 
professionals, especially nurses, as a tool to 
expand PHC coverage and increase the ef-
fectiveness of health care19.

Broaden the scope of the hospitals in 
order to make them responsible for the care 
in the gaps between them and the PHC, 
clearly regarding the outpatient specialized 
care, through the production of connections 
powered by care management technologies 
such as ‘matrix support’. Meetings mediated by 
information technologies, or not, in which spe-
cialized hospital teams become co-responsible 
for the construction of therapeutic projects 
shared with PHC more horizontally. In this 
context, there is a clear transfer of specific 
knowledge and consequent expansion of care 
autonomy in PHC, with future less need for 
sharing therapeutic projects, due to the learn-
ing promoted by these knowledge exchanges24.

Still referring to the expansion of the scope 
of the hospitals, it is crucial to share with PHC 
the construction of knowledge and practices 
to enhance hospital exit routes for those who 
require home care support due to loss of au-
tonomy. Home care can and should be shared 
between hospital and PHC referral teams, 
always under the supervision of the consistent 
supply chain and logistics, that are so natural 
for hospital organizations24.

It is necessary, furthermore, to promote 
the organization of hospital referral teams, 
committed to daily care processes that are ab-
solutely centered on patients and their needs, 
and not on health corporations. This bet allows 
to expand the integration capabilities with the 
PHC teams through several possible strategies, 

such as matrix support in health network. It 
also allows the improvement of care practices 
by strengthening them through the construc-
tion of care lines, clinical protocols, the adop-
tion of hospital internal regulation practices, 
formulation of hospital therapeutic projects 
in co-responsibility with PHC and guarantee 
of safe transfer for continuity of care25.

Finally, producing a new way of thinking 
and operating territories, in favor of new 
geographic arrangements for health regions, 
seems to be important, especially with regard 
to the production and effective management 
of care in universal health systems. This bet 
allow hospital resources of the territories to be 
used at the most favorable scales of economy 
and effectiveness, as well as ensuring physical 
proximity to the service network responsible 
for a given population, which would favor the 
strategies previously presented26.

Conclusions

In the path taken so far, it was possible to un-
derstand that hospitals play a very complex 
role in universal health systems. The way in 
which strategies, devices and/or technological 
arrangements have been organized, or not, to 
at least produce connections between these, 
PHC and other points of care of health net-
works, supposedly influences the performance 
of hospitals as agents or protagonists of the 
process of fragmentation of universal systems. 
Consequently, hospitals are also products of 
this phenomenon, since the universal health 
systems, for the most part, have tended to 
consolidate themselves from the separate de-
velopment of at least two major components, 
namely: strategic actions of lower technical-
operational complexity predominate and stra-
tegic actions of greater technical-operational 
complexity predominate.

Unfavorable economic cycles often inspire 
public budget expenditure containment strat-
egies and invariably reach universal health 
systems through austerity measures. These 
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end up not only compromising the daily op-
erations of universal systems, but ultimately 
abolishing the chances of prosperity of any 
essay that reduces the negative force of the 
phenomenon of fragmentation27.

It is essential to highlight that universal 
systems are even more resilient the greater 
the understanding of their social roles in the 
form of structuring public policies. This can 
be seen by the greater participation of public 
budgets in their financing and their smaller 
fragmentation28.

In this context and under austere financial 
conditions, more resilient universal systems 
are less affected when compared to less re-
silient universal systems. The analysis of his-
torical series of systemic indicators, such as 
life expectancy and infant mortality, helps to 
understand the above28.

Contemporary periods of austerity have led 
to debates in favor of the ‘reform of universal 
health systems’, proposing as a discussion the 
contrast between these and the ‘universal cov-
erage’ model; which is marked by an agenda 
of measures devoted to reducing the scope of 
universal health systems, by limiting universal 

access to the social protection offerings from 
which they were designed. The premise is 
that this agenda is capable of increasing the 
sustainability of health systems that make 
it a priority, which has not been verified by 
ongoing studies29.

Investigative efforts of comparative analysis 
of health systems, widely used until then, seem 
to outline movements to try to understand 
more deeply the phenomenon of fragmenta-
tion in universal systems30. However, based on 
the reflections offered by this essay, it seems 
pertinent to focus more on understanding the 
causal relationships and the repercussions 
of interventions dedicated to alleviating or 
remedying the phenomenon of fragmentation 
in universal health systems.

Collaborators

Beltrammi DGM (0000-0003-3964-3700)* 
and Reis AAC (0000-0001-7184-2342)*: 
design and planning; and critical review of 
the content. s

*Orcid (Open Researcher 
and Contributor ID).



SAÚDE DEBATE   |  RIO DE JANEIRO, V. 43, N. ESPECIAL 5, P. 94-103, DEZ 2019

Beltrammi DGM, Reis AAC102

References

1. Levcovtiz E, Couto MHC. Sistemas de saúde na Amé-

rica Latina no século XXI. Observatório Internacional 

de Capacidades Humanas, Desenvolvimento e Polí-

ticas Públicas (OICH), 2019. [acesso em 2019 abr 8]. 

Disponível em: http://capacidadeshumanas.org/oi-

chsitev3/wp-content/uploads/2019/02/4-Sistemas-

-de-saúde-na-América-Latina-no-século-XXI.pdf.

2. Health in the Americas. Policies and Health Systems 

and Services. Washington DC: PAHO/WHO; 2007. 

(Scientific and Technical Publication v. 1 n. 622).

3. Liang LL, Tussing AD. The cyclicality of government 

health expenditure and its effects on population he-

alth. Health policy. 2018; 123(11):1021-1134.

4. Ribeiro HP. O Hospital: história e crise. São Paulo: 

Cortez Editora; 1993.

5. Organização Pan-Americana da Saúde. Informe Da-

wson sobre el futuro de los servicios médicos y afi-

nes. Publicacion cientifica 93. Washington, DC: OPS/

OMS; 1962.

6. Rivett G. National Health Service History [internet]. 

Londres; 2017. [acesso em 2018 set 24]. Disponível 

em: http://www.nhshistory.net.

7. World Health Statistics 2017: research for universal 

health coverage. WHO Library Cataloguing-in-Pu-

blication Data [internet]. 2017. [acesso em 2018 set 

24]. Disponível em: https://www.who.int/healthin-

fo/universal_health_coverage/report/2017/en/.

8. World Health Organization. Global Burden Disease 

Brazil Profile [internet]. 2019. [acesso em 2019 fev 2]. 

Disponível em: http://www.healthdata.org/brazil.

9. Malta DC, Merhy EE. O Percurso da Linha de Cuida-

do sobre a Perspectiva das Doenças Crônicas e Não 

Transmissíveis. Interface - Comunic. Saude, Educ. 

2010; 14(34):593-605.

10. Schraiber LB. Educação Médica e Capitalismo: Um 

Estudo das Relações Educação e Prática Médica na 

Ordem Social Capitalista, São Paulo: Hucitec; 1989.

11. Coelho IB, Campos GWS. Os hospitais na reforma 

sanitária brasileira. [tese]. Campinas: Universidade 

Estadual de Campinas; 2013. p.122.

12. Stange KC. The Problem of Fragmentation and the 

Need for Integrative Solutions. Annals of family me-

dicine [internet]. 2009. [acesso em 2019 out 1]; 7(2). 

Disponível em: www.annfammed.org.

13. Beltrammi DGM. Efetividade das intervenções para 

redução da superlotação nos serviços de emergên-

cia hospitalar. [dissertação]. São Paulo: Instituto Sí-

rio Libanês de Ensino e Pesquisa; 2015. 83 p.

14. Foucault M. Microfísica do poder. 24. ed. São Paulo: 

Edições Graal; 2007.

15. Carapinheiro G. Saberes e poderes no hospital: uma 

sociologia dos serviços hospitalares. 3. ed. Porto: 

Afrontamento; 1998.

16. Beveridge W. Social and Insurance Allied Services. 

London: H. M. Stationery Office; 1942.

17. Enthoven AC. Integrated delivery systems: the 

cure for fragmentation Am J Manag Care. 2009; 

15(supl10):S284-90.

18. Mendes EV. Os Modelos de Atenção à Saúde. In: Men-

des EV. As Redes de Atenção à Saúde [internet]. Bra-

sília, DF: Organização Panamericana de Saúde; 2011. 

[acesso em 2018 dez 2]. p. 209-218. Disponível em: 

http://www.saude.sp.gov.br/resources/ses/perfil/

gestor/documentos-de-planejamento-em-saude/

elaboracao-do-plano-estadual-de-saude-2010-2015/

textos-de-apoios/redes_de_atencao_mendes_2.pdf>.

19. World Health Organization, United Nations Children’s 

Fund. A vision for Primary health care in the 21st cen-

tury goals. Towards universal health coverage and the 

sustainable development goals [internet]. 2018 [aces-

so em 2019 abr 1]. Disponível em: https://www.who.

int/docs/default-source/primary-health/vision.pdf.



SAÚDE DEBATE   |  RIO DE JANEIRO, V. 43, N. ESPECIAL 5, P. 94-103, DEZ 2019

The fragmentation of the universal healthcare systems and the hospitals as its agents and outcomes 103

20. South American Institute of Government in Heal-

th. Health Systems in South America: Challenges to 

the universality, integrality and equity. Rio de Janei-

ro: ISAGS; 2012.

21. Rivett G. National Health Service History. 2017. [acesso 

em 2018 set 24]. Disponível em: http://www.nhshis-

tory.net. 

22. Organização Pan-Americana da Saúde. Situação de 

Saúde nas Américas. Indicadores Básicos – 2017. Wa-

shington DC: PAHO/WHO; 2017.

23. Porter ME, Teisberg EO. Redefining Health Care: 

Creating Value-Based Competition on Results. Bos-

ton: Harvard Business School Press; 2006.

24. Beltrammi DGM, Camargo VM, organizadores. Prá-

ticas e Saberes no Hospital Contemporâneo: O Novo 

Normal. São Paulo: Hucitec; 2017.

25. Bertussi DC. O apoio matricial rizomático e a pro-

dução de coletivos na gestão municipal em saúde. 

[tese]. Rio de Janeiro: Universidade Federal do Rio 

de Janeiro; 2010. 234p

26. Fedeli S, Leonida L, Santoni M. Bureaucratic institu-

tional design: the case of the Italian NHS. Springer 

2018; 177(3-4):265-285.

27. Banco Mundial. Propostas de reformas do Sistema 

Único de Saúde brasileiro. 2019. [acesso em 2019 dez 

3]. Disponível em: http://pubdocs.worldbank.org/

en/545231536093524589/Propostas-de-Reformas-

-do-SUS.pdf.

28. Kruk ME, Gage AT, Joseph NT, et al. Mortality due 

to low-quality health systems in the universal heal-

th coverage era: a systematic analysis of amenable 

deaths in 137 countries. The Lancet [internet]. 2018 

[acesso em 2018 dez 2]. Disponível em: http://dx.doi.

org/10.1016/S0140-6736(18)31668-4.

29. Giovanella L, Ruiz AM, Pilar ACA, et al. Sistemas uni-

versais de saúde e cobertura universal: desvendando 

pressupostos e estratégias. Ciênc. Saúde Colet. 2018; 

23(6):1763-1776.

30. Carinci F, Van Gool K, Mainz J, et al. Towards actio-

nable international comparisons of health system per-

formance: expert revision of the OECD framework 

and quality indicators. International Journal for Qua-

lity in Health Care. 2015; 27(2):137-146.

Received on 04/30/2019 
Approved on 10/22/2019 
Conflict of interests: non-existent 
Financial support: non-existent


