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Resumo Este artigo discute a questdo do acesso avg@ede saude brasileiros, com énfase
na universalidade da assisténcia. Discorre sobreooseitos de justica e salde; faz breve reflexao
sobre os sistemas de salde nos Estados Udalodmérica do Norte, nBranca,Inglaterra e
Canadg; realiza uma apreciagdo do sistemssadele brasileiro, em suas vertentes pubdica
privada, e historia o papel dos conselhos de amedie das entidades médicas na garantia do
acesso aos servicos de salde.
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Health and bieothical concept of justice

Justice is first virtue of the social institutiofsst as truth

is for the Thought systems. A theory must be refiteot
shown as true as well as laws and institutions niest
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Today, the principle of justice is discussed atomplete physical, mental and social well

a front where arms of a utilitarian justice®€ing and not merely the absence of disease

. . S or infirmity 5. This concept, built after World
with collective maximization of res.ultsWar Il, points toward more a utopia to be

overlaying to individual interests, and aprsyed to than a achievable real possibility
equal justice proposing distribution Ofhat for some bioethicists would attempt
opportunities to all in accordance to theﬁgainst personality’s own characteristics
needs. This is one of the current health ca{§|,enced by theDeclaration of Alma-Atg
dilemmas, whose demands are high agghich privileged basic and universal care,
growing and scarce resources, many timgguntries such as Brazénd Canadawere
badly employed. In addition, the populationynihysiastically engaged, decreeing in their
health professionals, and managers are foygdpective constitutions, in the end, that health

amidst this contention. It is in this contexg j right of all and a duty of the State
that the most diverse types of health services

are generated, managed, and used. The truth is that this definition is ever more
_ _ criticized, under the most diverse
Biotherics and health concept justifications, from epidemiological issugs

going throughepistemological doubts up to

Health concept reflects a social, economig,e advocacy from a psychoanalytical point
political, and cultural conjuncture. That iSgf views.

health does not represent the same for all

people. It will depend on the age, place angeaith services in the United States of

of the social class. It will depend ommerica, France, Canada and England
individual values, scientific conceptions,

religious and philosophical belieétsEqually,

the concept f illness underwent strontUnited States of America (USA)

changes with time and medical knowledgél€alth, in the USA, has very interesting
Initially, the gods were the cause to get ilféatures: the largest expenditures, the
Hippocrates of Cos (460-377 A.C.), th@reatest worldwide technological progress
father of Medicine, was the first to consideind the most advanced and influent medicine
sickness as a natural phenomenon. Hfs terms of scientific progress, but where
reference to epilepsy in the tekhe Sacred a@bout 30 million of people are marginal to
Diseaseis a chant to rationality and, perhap&ny real medical care.

the emancipation letter for medicine from
superstitions and absurd beliefs Expenditures running around U$ 2.5 trillion

yearly in the health sector are extremely
The United Nations Organization (UNFOMPplex, getting to the point of been
states, in its charter of principles of April 7wasting. It is badly target, inefficient and
1948, that health is the state of most unfair. Its medicine is of renown quality, but
the
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system through which these care are financEde reform assures a health plan for 32

presents lots of difficulties. Within a periogyjjion  Americans who are currently
of two years, one out of three American

elders remains without health insuranddnassisted, expands the health federal
during some time, majority of them for over program for the poor, imposes new taxes for

nine months. the rich and prohibits insurance companies of
practices like rejecting coverage to clients
However, growing costs became a threat ewgith preexisting diseases. It is the greatest
more serious not only for family’s financiakchange in social policies during the last
security but also for American economyecades in the country.
itself. The US spends with health care, in
terms of its gross national product, more tharFrance
any other nation. Despite that, they were n@nalysis of the French health system based
able still to buy the only thing that healtlon a text by Jean d€ervasdoué, is available
insurance are supposedly capable to provide:the Internet homepage of the Embassy of
an efficient health. France in Brazil.In it, the author analyzes
that country health system pointing its
In the US, access to health is mostly througiharacteristics, its strong and weak points.
health insurance, existing subsidiarily three
state systems:Medicare,Medicaid and the We stress as synthesis the text that follows:
Veteran's System. Health insurance worke terms of health, Frenchmen have
according to market laws and organized bgnumerous rights and, at times exceptional,
the HMO (Health Maintenance Organizatign due to their diversity and importance of the
and PPO (Preferred ProviderOrganization) In guarantees granted by themin that
an analogy to the Brazilian supplementagountry, all legal residents have health
health system, HMO would correspond to tHeasurance coverage. For ové&6% of
health plans and PPO to health insurance,Amenchmen medical treatments may be
which, in the first case, a network of servicmtally free or reimbursed in 100%nd, what
renderers would be contracted and, in tlieeeven morexceptional,Frenchman may have total
second case, the choice of the professionfabedom of choice, independently of their income
or service would be free by means dével. They may go directly, in the same day,
previously agreed reimbursement. to several general practicioners or
specialistschoose a public or private hospitajo
President Obama, to face this situation, giot a University hospital or a general hospital.
approved in the American Congress Bhere is not a waiting list for surgical
reforming Bill aiming at expandinginterventions, or rationing, except in certain
coverage of the system. cities, concerning heavy equipment for
production of medical imag&s
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The exams and appointments are not Euros, 55.3 billion in hospital treatment.
necessarily free because a patient mag.9 billion in outpatient treatment and 25.9
consult with a physician whose fees are nbillion in medicine¥.
reimbursed by his mandatory or
supplementary health insurance — in these€Canada
cases, he does it knowingly. nancethere Canada has a medical care system financed
is solidarity among sick and healthy peopl@redominantly by the public sector and
as well as among rich and poor, througbrovided by the private sector. It may better
health insurance, one of Social Securiggescribe as an intertwined set of ten
branches. Its financing comes fronprovincial health insurance plans and three
contributions on wages (60% of totalerritorial ones. Known by Canadians as
revenue), of indirect taxes (taxes levied dvedicare (do not mistake with the
tobacco and alcoholic beverages) andmerican homonym), the system provides
above all, from direct contribution— theAccess to universal and broad coverage of
generalized social contribution (CSG) edical-hospital, internal and external,
paid by all levels of income, proportionallyservices that are clinically needed. This
inclusively from retirements and income ovestructure results from the constitutional
capital. Apparently, reimbursement fomandate of jurisdiction over the majority of
treatment through health insurance treasurynedical care components at provincial
weaker in France than in other Europeayovernment level.
countries (75%).

The system nominated as a national health
Nonetheless, over 80% of Frenchmen hairesurance set, given that all provincial and
supplementary insurance, paid by themselviesritorial medical-hospital insurances are
or by their firms. It should add to these theolligated by adhesion to national principles
10% poorer, for whom insurance is free. lisstablished at federal level. Health services
the universal disease coverage (CMU, management and rendering is in charge
French), financed by taxes. Fnally, for 6% aff each province or territory. Provinces
the population reached by lang lasting and territories plan, finance, and evaluate
affection (ALD), treatments also aremedical care rendering as well as other
totally reimbursed. Health insuranceorrelated service, as well as certain
chronic and recurrent deficit is topic offeatures of providing medicines and public
jokes. Frenchmen continue demanding féwealth. The role of the federal government in
more services although they abominate tineedical care involves set and managing
idea to take more charges or to have highsational principles or Standards of the
mandatory wage discountBr 2000, health medical care systemC@nada Health Agt
expenditures amounted to 140.6 billion of
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providing financial assistance to provinciafration, accused of attempting to privatize the

medical care services, through fisca|Hs —although Tony Blairs Labor

transfers and to exercise functions which are, . . . . . .
constitutionally of its competence. administration has stirred hospital services

One of these functions is direct medical caR¥/tSoUrcing®.

rendering to specific groups, inclusively

veterans and military personnel, indigenolésers’ opinion on health
people living in reserves, prisoners in federgfF'vice N these countries

penitentiaries and the personnel of the Royal " ith
Mounted Police of Canada. Among otheAr‘ recent survey undertaken by thidealt

functions of the federal government relategonSlmeIr Powerhouseshowed that the best

to health is health protection, prevention Aealth se;v:lce fgrbEulgopesn L:jserﬁ IS ;he
diseases and health promotion ustrian, followed by Dutch and, then, by

French that lost the leadership gotten in
« England 2006. In 2007France scored a total of 786
The English health systerNational Health F’O'r:sd out 11,300 possible, ‘Vr\:hl!e Ensgzlgalnd
Service(NHS, in English), was created ino 66 n position with just
1948 in the post-war administration opoints”

Clement Atllee as a great solidarity project

among citizens. Its financing — complicated1 the USA, the feeling of having the most

since the beginning, when its impIementatio‘i’]evempe(j medicine in the world is nat

was only possible with assistance of th%nough to make citizen at ease. There are

Marshall Plan — is public, as well as itground 45 million people without any kind

management. NHS has a varied struc;tur%f health coverage and, despite the large

comprising the following departments: 15nve]<:=,f'Fn.1ent n the ?fggtor; the fee(;mg: 'Skthathf
basic care; 2) ambulance service; 3) genep&?u Iciency, Inetliciency, —an ack o

care; 4) hospital; 5) mental health. effectiveness.

The system bases in the figure of gemeral In Canada, deslpl.te mtelgralcllty o;.f(;.::trel,_there
practitioner (GP), responsible for a set numbeP'® strong comp alnts., related to difficulties to
access to certain procedures and

of people from a certain geographic aréhe T ‘ le wh
access to specialists and specialized servié@%atmem' e percentage of people who

takes place from his guidance and referen(%ated that the health system worked very

Due to growing expenditures with the systenwe” and that ‘]lfJSt sma;ll .changes wege
which associated to health technologiceﬂeecjeaI dropped from 56% in 1988 to 20%

demandsNHS went through several reformd” 1998°.

and the most intense during Margaretho evaluate the performance of such

Thatcher’s conservative adminis- complex service such as health care is not an
easy task, although extremely neces8ary
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Even the World Health Organizatioran autarchy of the Ministry of Social
(WHO), a significantly respected agency, iSecurity and Assistance undertook public
not exempt of critics when such task isector major activity in this area. INPS

undertakert. resulted from merger of the Institutes of
Retirement and Pensions (the so-called
IAPs) of different organized professional
categories (banks, commerce and industry

Before the establishment of the Uniﬁegmploye.gsl.,tam;)ng gthgrs).h In;’::rr:]ps h?d _'f[he
Health System (SUS), the Ministry m{espopﬂ ||yo. rer? er.lr.19 calih care 0,'5

: %ssouates, which justified the construction
Health, with the support of states an

. f large outpatient units and hospitals, as
municipalities, developed almosf) 9 P P '

X . . well as contracting private services in the
exclusively health promotion and disease

prevention activities, highlighted byIarge urban centers where lived the majority

. . ?f its associates.
vaccine campaigns and control o

endemies. Al these activities had a i
. . . Health care developed by Inampsnefited
universal feature, that is, without any )
. S only workers in formal economy, who had
kind of discrimination related to". i
. . signed contract bookletand their dependents
beneficiary populatiot T _
that is, it did not have a universal feature that

gecomes one of the basic principles of SUS.

Brazil — Health Sector before the
Unified Health System

Regarding health care, the MH worke

only through a few specialized hospitals i-rll-hus’ Inamps allocated in states, by means of

o . Its regional rintenden fun for
psychiatric and tuberculosis areas, fs regional superintendences, funds fo

i :
addition to the activity developed by thgeﬁltn:] car? rr;)or: f(_)r_ Ire_:ss pr?]p;ortlor:flllﬁ :;)
Public Special Health Services Foundatio\ﬁ0 ume 0 eneficiaries — a coflecte

(Fseg) in specific regions, mainly in theresources. Therefore, the more developed the

interior of the Northern and NortheasterﬁConomy of a state, with larger presence of

regions formal work relations, greater the number
' of beneficiaries and, consequently, higher
This activity, also called medical and need of funds to ensure assistance to this

hospital care, was rendered to part of théopulation. Thus, Inamps invested more
population designated as poverty-stricken byesources in the states of the South and

some municipalities and states and, mostly, : - -
by philanthropic institutions. This population Southeast regions, the richest ones, and in

did not have any rights and the care receivetese and other regions, in higher proportion
was as favor, as charity. The National Sociain larger cities. Three categories divided

Security  Institute  (INPS),  previously o . ; .
denominated as the National Institute ofBrazmans, at that time, regarding health care:

Medical Care of Social Security (Inamps),
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those who could afford to pay for the seryicevould that actually happens? This is the
those who had the right to care rendered lyestion that we will try to
Inamps, and those who did not have ar@swer next.
rights, denominated as poverty-stricken.
Is it a really unified and

SUS institutional model universal systen?

The definition in the Federal Constitutiofilthough the Brazilian judicial ordainment,
(FC) regarding the health sector was the firét the Carta Magna, points to a unified,
and major conquest of the Sanitary Refordniversal system under State tutelage, at a
Movement in 1988. The Article 196 of the&ingle glance it can be verified that is not
FC states thahealth is a right of all and atrue. Then, let us see: when the former social
duty of the Staté?. Here is clearly definedsecurity system was still in force, an
the Unified Health System universafiternative health care system took shape
coverage. In Article 198, First ParagrapWithin an adequacy process of the productive
establishes that thenified health system will forces in interests of production, better saying,
be financed, according to Article 195, witlf workers’ health. It meant implementation of
funds from social security budget, from th@oup medicine and a system managed by
Union, States and Federal District, and¢ompanies, aiming at keeping the worker in
Municipalities, in addition to other sources good sanitary conditions so the productive
This is an extremely important issue since Rfocess continuously benefited by its working
all debates on SUS financing, it is stressé@fce and did not undergo any type of

the participation of the Union as if it Wa§0ntinuity solution in the pl’OdUCtiOﬂ line. This
responsible solely. model, because of its dependence in strong

economic capacity and union power initiated,

Law no. 8,080/99, an infra-constitutional Not without reason, began in the large
regulatory norm of the system, defined Suigdustries of greater Sao Paulo.

as the sole command in each sphere of

government and set the Ministry of Health d3eacting to the growing power of group
the manager within the scope of the Uniofedicine, physicians constituted a
The legislation establishes, in Art. VIl ofcooperative system of work— the Unimeds —
Chapter 1l —On Principles and Guidelines- through which they tried to control sale of
among SUS principles theiniversality of the physicians’ work to companies interested
access to health services in all levels of car®@ providing supplementary care to their
Such statement constitutes a major changeWarkers. With this market in great expansion,
the situation in force until thedrazil began other economic agents directly linked to the
to count on a unified and universal publifinancial sector began to have interest in the

health system. This is the official speech, but
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business ofelling health plansreating exploitation by group medicine(Unimed);
their own products: health platrictu sensus and 3) to take advantage of emerging
and health insurance, in an analogy to tleeonomic niche(financial groups). If at the
American HMO and PPO. Al of this withstart motivations were diverse, today, all want
SUS in force. Today, around 42 milliorto exploit economically the market, equalizing
citizens look for care in a supplementartheir objectives.
medicine for their health. This one of the
major paradoxes of the Brazilian healti target is profit, even if in cooperatives
system. It universal inclusion proposal seemgstem there is the Idea of internal
ever more to have a strong exclusion aspelistributive justice, there is no escaping from
when it expels the middle class and thbe fact that it links to maximization of
working class from its mid&t outcomes and minimization of costs, an
imitation of utilitarian justice.  Despite
Currently, to have a health plan is one of treector regulation with Law no. 9,656
objects of desire for a Brazilian citizen. AHealth Plans Legislatior?), it is extremely
job, nowadays, is valuated not just for thexcluding when it creates the preexisting
value of the wage, but also by the offer afisease feature, as well as the period of
this kind of protectiofi. What would have Grace and procedures roll as regulating
induced such feeling since unarguably SUSements to access services. These situations,
brought in a huge load of equity for theresented as mechanism of contractualist
Brazilian population by including thejustice, actually work as dikes to prevent
poverty-stricken as citizens? Patof the answgatient in accessing needed health care.
relies in the fact that proposed universality
invariably falls in the trap of servicesSUS and supplementary health care are equal
rationing and loss of quality, at leasin this aspect: the first because it promises
perceived as such by users, what stirs that does not fulfill the promise due to lack of
search for other ways of card. SUS finance resources and ineffective
difficulties are the better media thamanagement; the second also promises and
supplementary health care system#as does not comply, because by doing it would
see its profiting objective jeopardized.
Would the supplementary health care
system be better than SUS? How do people evaluate SUS?

As previously discussed, healthA sunvey by the Brazilian Institute of Public
supplementary system arises with very cle&pinion and Statistics (IBOPE), undertaken
targets: 1) to serve production means needifiol998 under request of the National Council
keep workers in action (group medicine); Qf Health Secretaries (Conass) and the
counterbalance medical labor hand National Health Foundatio(FNS) of the
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Ministry of Health®, shows that SUS actual Certainly, something is occurring that
coverage could be smaller than the estimatedkes people to directly (own expenses) or
99 million of Brazilians. The survey revealsndirectly (job) look for supplementary
that: health care. This situation is partially similar

_ to France where, despite existence of health
= 38% of population stated to use publig,piic service, citizens also look for

services or under agreement with pUbliguppIementary health care.
sector exclusively;

* 20% stated using SUS frequently (MOSye question imposed is why this happens. Been
of the timg, but not exclusively; a huge problem, it shall certainly have several

* 22% stated using private services most gf;ses concurring to its occurrence. However,
the time, using both public servicege outcome is only one: whoever looks for
(eventually) and the supplementary nnlementary health care does not feel

segment; suitably sheltered by the system feeling the

= 15% of people declared as non-users Qfqq tg search for security somewhere else.
SUS, either for being part of the segment

that uses private services exclusively (vif,lhe medical category and accesethealth
health insurance of any kind or via direct

d'|sburseme'nt) or bgcause NEVer using aBYazilian physicians, through their class
kind of medical service. representations Federal Council  of

Medicine - CFM, Brazilian Medical
The Ministry of Health contracted, in 2006, Association — AMB and the National

survey from the University of Brasilia (UnB)rageration of Physicians Fenam), had a
to evaluate satisfaction level of SUS USefajor role in creation of SUS and in

The. aim of this study was to b_U”d %health plans regulation in BraziTheir
replicable methodology for later use in othef,icipation in national health conferences
members of the federation as a means 484 i the National Congress was basic

provide capacity building in evaluationsages in building the system. After this
policy to managefs The survey outcomejnisia| phase, efforts were made in building

was not available to authors of present wWorkyial  control by participating in health

even after exhaustive search in the Interngh ncils at federal and state levels, in system
particularly in the sites of Ministry of Healthfinancing in adequate remuneration of

and UnB. medical work and in expanding health care.

If we consider information of a 1999 StUdtoncerning
and set it for now, we see that those 15%
yesterday declared non-users
SUS, currently they are 20"%.

supplementary health care,
Hedical participation has been to make the
0dystem more equalitarian.
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At the beginning, there was not any kind of forth considerable progress in terms of equity to
sector regulation and everything was allowethe system, permanence of partial coverage
that is, it was allowed everything and to all tregulated by a roll of procedures and
set difficulties in the accessto health care. Thmitations in caring for some diseases, such as,
first national legislation aiming at ensuring for example, outpatient chemotherapeutic
fair and needed access to supplementargatment, it mobilized physician to search for a
health care services was established by ththical parameter for treatment offered to
Federal Council of Medicine withpatients®.
Resolution no. 1,409 in which is stated:

The Brazilian Hierarchical Classification of
Art. 1 — Health insurance companiesyledical Procedures (CBHPMpundedin
group medicine firms, medical workEvidence Based MedicingVIBE) methodology,
cooperatives, or any other working irand it tried to adequate all scientific progress
direct rendering or intermediation ofduly proved and considered as ethical in Brazil
medical-hospital services, must ensutigto the Brazilian medical practiceDespite
serving all illnesses related in thepraised collaboration, CBHPM has met many
International Classification of Diseases afbstacles for its full implementation,
the World Health Organization, not beemcluding in the Unimeds. However, the
allowed to impose quantitative restrictions anajor constraint derives from the lukewarm

of any other nature. attitude by the National Supplementary

Health Care Agency (ANS) that stubbornly
Art. 2 — Principles thatcompanies mustcontinues to use a roll of excluding
comply stated in Art. | are: procedures for scientific progress

opportunities and to favor a policy that
a) broad and total freedom of choice dfenefits companies that are not forced to care
physician by patient; b) fair and dignifiedor their patients in plenitude. This policy is
remuneration for physician’s work; c) broadbeneficial” to the government itself,
and total freedom of choice of diagnosis anhich, by facilitating the financial life
therapeutic means by the physician, alwagé health plan companies, enables them
in patient's benefit; d) total freedom oto continue keeping out of the SUS
choice of hospital establishmentssystem a larger number of users, working
laboratories and other complementaff public demand even if at expenses of
services by patient and physician. indirect incentives and fiscal waiving.

, o . Perspectives of improvement
Notwithstanding its validity been upheld by

court decision, the issuance of the Law dil koW the facts now reported and in face
Health Plans, two years later, is based in tH?gSUCh situation a few measures have

resolution. Despite this regulation bringing
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beendeveloped searching to slow down the  The absurd is greater when the government
picture. The National Humanization Policytself a supplementary health plan for its
for Caring and Management in SUSvorkers, tacitly acknowledges SUS incapacity
(HumanizaSuUSj is the most — not the imaginary but the realte provide
interesting proposal and that withhealth care with quality, at least, that workers
the highest potential of successyant. Thus, we can conclude that the Brazilian
which aims at making effective thehealth system, despite stated in the Federal
principles of the Unified Health System irConstitution, in not single or integral or
the daily care and management practicagjiversal as it divides, consensually, space
and to promote solidarity exchangewith a supplementary health care system. It
between managers, workers and users rastricts the access to treatment notoriously
producing health and subject production. valid and it presents an excluding universality
when it sees 40 million of Brazilian migrate to
This proposal tries to realize a reduction isupplementary health care because they are
queues and waiting time, with expansion dfadly care by the public system
the access; in warming and resolute attention
based in risk criteria; in implementing arCertainly, it may be discussed that operational
accountability and binding care; in assurancifficulties, associated to notorious lack of
of users’ rights; in valuation of work inresources, are the cause for not achieving
health and management of participative wanted universality. = However, these

services. justifications are not supported in face of a
public policy that boosts supplementary
Final considerations health care with fiscal incentives and a

control system that is not submitted
The Brazilian health system is includingto SUS principles.
generous and utopist in its imaginary. In its
purposes, it searches to do a distributis@ays to improve quality of service offered by
justice, equalizing people and trying t&US, with potential of attracting through
provide a dignified and quality care to allgaining the trust of citizens who are within
However, in practice, it remains favoring #he supplementary health care system, needs
neoliberal policy of a minimum state sincéo be looked for. Projects such as
around 20% of people look forHumanizaSUS are important and needed. It
complementary health care, foshould be stressed that it is full of good objestiv
understanding that SUS has difficult accessit there are not information capable to change
and low quality. The universality proposed bthis reality yet.
SUS, to be real, must contemplate not only
intent, but also mainly affectivity.

Trabalho realizadono doutoradoem BioéticaddJniversidadedoPorto ena UniversidadeFederaldo Amazonas
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Resumen

El SUSy el derecho a la salud del brasilefo: lecturawdepsincipios, confa
sis en la universalidad de la cobertura

Este articulo aborda la cuestion del accesmsasérvicios de salud en Brasil con énfasisan |
universalidad de la atencion. Describe los cotosepde justiciay salud; proporciona una breve
reflexion sobre los sistemas de salud en lsmdds Unidos de Améric&rancia, Inglaterray
Canadd; lleva a cabo una evaluacion Sistema Unico de Saude - S(¢8tema de salud) en sus
aspectos publicog privadosy describe la histérig el papel de los consejos médicos brasilefios (i
instituciones médicas para garantizar el accekss aervicios de salud.

Palabras-clave: Equidad. Justicia social. Sistema de salud. Biagétic

Abstract

The SUSand the Brazilian's right to health: a readirfgt® foundations, with
emphasis in the universality of coverage

This article discusses theisaue of accesdo health servicesin Brazil, with emphasis onthe uriversality

of the asstarce. It disausses the conceptsf justice andhedth. It provides abrief disaussonon
health systems in the United States of Amerigance, England and Canada; conducts an
assessment of th8razilian Unified Health System SUSin their public and pvate aspects,
and it desciibes the rde of medical courcils and medical institutions in ensuring access to
health services.

Key words - Equity. Social justice. Health systems. Bioethics.
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