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Fiscal austerity and the health sector: the cost of adjustments

Austeridade fiscal e o setor saúde: o preço do ajuste

Resumo  Políticas de austeridade fiscal têm sido 
utilizadas como respostas à crise econômica e de-
ficit fiscal tanto em países desenvolvidos como em 
desenvolvimento. Embora variem quanto ao con-
teúdo, intensidade e cronograma de implementa-
ção, tais modelos preconizam a redução do gasto 
público, promovendo também a diminuição do 
investimento social, a retração da máquina públi-
ca e a substituição do Estado pelo setor privado 
na provisão de determinados serviços vinculados 
a políticas sociais. Este artigo debate os principais 
efeitos da crise econômica recente sobre a saúde da 
população, tendo sido baseado em uma revisão 
atualizada, considerando-se três dimensões: ris-
cos à saúde, perfil epidemiológico das populações 
e políticas de saúde. A crise econômica no Brasil, 
combinada com a política de austeridade fiscal, 
pode produzir um contexto mais grave do que o vi-
venciado pelos países desenvolvidos. O país apre-
senta altos níveis históricos de desigualdade social, 
subfinanciamento do setor saúde, alta prevalência 
de doenças crônico-degenerativas e persistência de 
doenças infeciosas evitáveis. É imperativo que se 
construam alternativas para se mitigar os efeitos 
da crise econômica, levando-se em conta não ape-
nas a sustentabilidade das finanças públicas, mas 
também o bem-estar da população.
Palavras-chave  Recessão econômica, Política 
econômica, Política pública, Sistemas de saúde.

Abstract  Fiscal austerity policies have been used 
as responses to economic crises and fiscal deficits 
in both developed and developing countries. Whi-
le they vary in regard to their content, intensity 
and implementation, such models recommend 
reducing public expenses and social investments, 
retracting the public service and substituting the 
private sector in lieu of the State to provide certain 
services tied to social policies. The present article 
discusses the main effects of the recent economic 
crisis on public health based on an updated review 
with consideration for three dimensions: health 
risks, epidemiological profiles of different popula-
tions, and health policies. In Brazil, the combina-
tion of economic crisis and fiscal austerity policies 
is capable of producing a direr situation than tho-
se experienced in developed countries. The coun-
try is characterized by historically high levels of 
social inequality, an under-financed health sector, 
highly prevalent chronic degenerative diseases 
and persisting preventable infectious diseases. It is 
imperative to develop alternatives to mitigate the 
effects of the economic crisis taking into conside-
ration not only the sustainability of public finance 
but also public well-being.
Key words  Economic recession, economic policy, 
public policy, health systems, health care.
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Introduction

From the initial decades of the 20th century, the 
choice of strategy in how to face economic crises 
has pitted supporters of austerity against those in 
defense of economy stimulus. In its most classic 
format, opposing policies emerge either with an 
emphasis on reducing public expenses to reach 
fiscal balance or, on the other hand, on producing 
economic growth precisely through an increase 
in public spending. Such choices can have differ-
ent impacts on the economy at different times 
and various consequences on jobs and the supply 
of goods and public services. Of course, it should 
be taken into consideration that fiscal balance is 
a central part of the economic agendas both of 
those who push for austerity and those who con-
sider themselves in favor of stimulus policies.

The role of taxation in austerity or stimulus 
models is another story altogether. From a classic 
perspective, reduced public spending should be 
accompanied by an increased tax burden to reach 
fiscal balance quicker. However, increases in tax-
es have been used more sparingly within Latin 
America’s liberal circles1, which has meant that 
efforts to achieve fiscal sustainability have, more 
often than not, been attempted through reduced 
public spending.

Stuckler & Basu2 observe that a scenario does 
not exist in which an austerity - or develop-
ment-driven policy is imposed homogeneously 
as such choices vary according to a given gov-
ernment’s ideological profile. Opting for auster-
ity policies impacts significantly on the public’s 
immediate well-being and the desired outcomes 
of a given model are not always attained. In oth-
er words, austerity has not necessarily provid-
ed the countries and regions that adopted such 
strategies with greater fiscal balance. Likewise, 
economic stimulus measures have not always led 
to increased social well-being. The prevailing po-
litical and economic circumstances in which any 
given measures are implemented influence the 
chosen model’s chances of success.

As a response to unbalanced public accounts, 
the economic austerity programs practiced in 
several European countries have also been ap-
plied in Latin America. While they vary in regard 
to their content, intensity and implementation 
time line, such models recommend reducing 
public expenses and social investments, retract-
ing the public service and substituting the pri-
vate sector in lieu of the State to provide certain 
services tied to social policies. Obviously, each 
country’s political dynamics will determine the 

extent to which each of such components is ac-
tually fulfilled.

As for Brazil, the country’s Unified Health 
System (SUS for its initials in Portuguese) is 
based on the principle of universal access to com-
prehensive healthcare. Yet, implementing the SUS 
has, for several years, been difficult owing to a 
limited real capacity to adequately provide goods 
and healthcare services in a way that lives up to 
the principle of comprehensiveness and univer-
sality. While there is consensus regarding the de-
ficient quality of a great deal of its services, a po-
larized debate has taken place between academics, 
technicians and practitioners in the public health 
sector and related fields with respect to the causes 
of the crisis. And the controversy is not limited 
to the dichotomy between insufficient resources 
and poor management. It includes debate on the 
extent to which Brazil’s health sector reform was 
effectively carried out, the financial sustainability 
of a public system with the characteristics of the 
SUS and, of course, the healthcare-related goods 
and services that should be considered attribut-
able to the public or private sectors3.

The private sector is also facing the crisis in 
its own way. In the 1990s, the private sector ex-
panded rapidly, helped along by increased State 
intervention, and acquired more complex ser-
vices. Internal market growth followed in subse-
quent decades owing to increasing income levels 
in Brazil’s population4. However, this growth was 
achieved despite a model characterized by irra-
tionally scaled hospital services, lacking profes-
sionalization of management, inadequate geo-
graphic distribution and an inefficient pay model 
with either State intervention or direct remuner-
ation5. Both sectors ended up feeling the effects 
of the recent economic crisis, which worsened 
the existing problems. The public sector has been 
suffering longer given the stagnation of public 
funding, while the private sector was victim to 
increasing unemployment and the consequent 
retraction of corporate funding of health insur-
ance, which was its main source of funding.

In 2016, Constitutional Amendment 95 was 
approved, ushering in a severe fiscal austerity 
package that entailed reduced investments in 
health and a subsequent reduction in the supply 
of goods and services, the effects of which would 
tend to penalize especially the poorest popula-
tions in addition to compromising the quality of 
public health services6.

The present article discusses the main effects 
of the recent economic crisis on public health 
based on an updated review of a similar study 
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performed by the Fiocruz Centre for Strategic 
Studies (CEE)7. Studies on the impacts of the 
economic crisis and austerity policies on pub-
lic health were identified with consideration for 
three dimensions: health risks, epidemiological 
profiles of different populations, and health pol-
icies.

Generally speaking, studies on European 
countries and non-European countries of the 
OECD are most abundant in the scientific liter-
ature published between 2006 and 2019. There 
is a considerable number of studies on Greece, 
suggesting that the relevance of the economic 
crisis in this country and its potential spread to 
other countries of the European Union attracted 
the interest of researchers around the world. Our 
interest here is to assess possible scenarios that 
could develop in Brazil, naturally considering 
potential differences and particularities.

Relationships between the crisis, 

structural adjustment (austerity) policies 

and public health

The combined effects of the economic crisis 
and structural adjustment policies on health are, 
above all, those of greatest interest to countries in 
Latin America. After all, it is the region’s stron-
gest economies (Argentina, Brazil, Colombia and 
Mexico, until last year) which are implementing 
fiscal austerity policies8. When a country re-
sponds to the challenges of the global economic 
crisis with austerity policies entailing consider-
able shrinkage of social spending, the resulting 
contexts are considered as the crisis/austerity 
compound. In other words, the effects are consid-
ered as a whole in order to identify the interme-
diate determinants for variance of risks, health 
systems and services and public morbimortality9.

Figure 1 Depicts the framework used to as-
sess how the effects of the crisis/austerity tend to 
affect the public and household spheres as well 
as their impacts on health in the public and in-
dividual spheres. The following sections explain 
the foundation of our model based on the evi-
dence that was uncovered on this theme.

Impacts on society and health services

At the societal level, references were found 
regarding reduced spending on health by several 
actors. The health sector was affected in coun-
tries with: a national health system, such as the 
United Kingdom and Sweden; social insurance, 
such as Germany and Japan; and private insur-

ance, such as the United States and Australia10. 
Indeed, several ways of funding and organizing 
health services have been subject to large cuts 
in health spending. In countries where there is 
considerable private sector participation in ac-
cess to healthcare goods and services, such as in 
the United States, access was severely reduced for 
unemployed families. Also in the United States, 
the research discovered that donations to phil-
anthropic health services also dropped. For a 
country with a hybrid healthcare model such as 
Brazil, where the public and private sectors are 
both prominent with philanthropic medicine 
also occupying a significant place, reduced access 
to goods and services can unfold in several ways. 
The public sector has been subject to greater pres-
sure due to increased popular demand − by users 
who, up until the pre-crisis era, received service 
from the private or non-public sector − precisely 
in a period when investments in the public sector 
are being cut back.

In general, the literature review indicated im-
pacts of reduced investments on all areas of the 
health sector: promotion, prevention, treatment, 
rehabilitation and palliative care. Investments in 
science and technology as well as management 
were also affected. Indeed, the studies indicate 
contractions in networks of facilities in several 
countries associated with reductions in human 
resources and inputs11. The effects of such scar-
city, in turn, had repercussions on the quality of 
services provided, which also affected both ad-
ministrative and managerial capacity.

The effects on public health expenditure are 
obviously the most visible component of aus-
terity policies. Reeves et al.10 in an analysis of 27 
European and non-European OECD countries in 
the period 1995 to 2011 observed the following:

The budget for the health sector was not pre-
served during crises. In some cases, they were 
subject to greater cutbacks, especially when loan 
agreements were negotiated with the Interna-
tional Monetary Fund (IMF);

Cuts to health sector spending were not an 
inevitable consequence of recessions, annual 
change in GDP per capita or cumulative losses 
in GDP;

The ideology of governing parties was not as-
sociated with cuts to the health sector;

Increased public debt among the countries in 
question, regardless of the amount, was associat-
ed with increased cuts to the health sector;

Receipt of loans from the IMF was strongly 
associated with the decision to reduce healthcare 
budgets;
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Countries with social insurance systems were 
less susceptible to austerity policies, although 
they did appear to be more susceptible to de-
clines in GDP per capita.

In a systematic review of the economic crisis 
on Greece from 2009 to 2013, Simou & Kout-
sogeorgou11 observed the following effects on the 
country’s health system:

Reduced public spending on health, both in 
service provision and management;

Reduced health sector workforce, reduced 
hours and losses in salaries and pensions;

Reduced supply of healthcare services includ-
ing healthcare facilities and services provided by 
university hospitals;

Fluctuations in the pharmaceutical market, 
with increased consumption in the beginning of 
the period under observation − especially medi-
cation to treat psychological illnesses − followed 

by a decline in consumption, which led some 
drug manufacturing plants in the country to 
close;

Reduced funding for biomedical research.
Indeed, the quality of healthcare services in 

Greece was affected both by the constrained sup-
ply and willingness of professionals in the sector, 
whose performance was compromised by the 
prevailing stress in the private and professional 
spheres.

Grigorakis et al.12 highlight increased out-of-
pocket costs for the Greek public as a result of 
the difficulties in accessing public health services. 
This phenomenon was aggravated by reduced 
household incomes, a consequence of unemploy-
ment, reduced salaries, reduced income transfers 
to social welfare, and shrinking reimbursement 
of medical expenses by health insurers.

Countries like Spain and Portugal, who also 

Cuts in corporate health 
financing

Reduced donations to 
philantropic medicine

Reduced public social 
expenditure. Shift in 
healthcare investiments 
between budget lines 
for health and reduced 
investiment in social 
protection

Reduced supply of 
services: closure of 
healthcare facilitires 
and center for primary 
care, reduced number of 
suppliers for medium-
and high-complexity 
healthcare, reduced 
hospital beds, non-renewal 
of equipment, reduced 
equipment maintenance

Loss in quality care:
Decrease: coordinaton, 
motivation, time, inputs, 
personnel, stafftraining
Increase: Worsening 
of job contracts for 
health professionals, 
staffturnover, breaking 
ties with patients

Reduced investiment in R&D 
and menagement: production 
and incorporation of new soft 
and hard technologies Reduced access:

promotion, prevention 
and careReduced surveillance measures: 

epidemiological, sanitary and 
environmental

Loss of individuals' and 
families' purchasing 
power: unemployement, 
reduced income and 
decreased public transfers; 
compromissed housing, 
lesser access to health 
insurance plans, increased 
personal expenditures 
healthcare

Increased Risks: nutrition (reduced/
modified consuption of nutrients), 
stress, abusive alcohol consuption 
by specific groups, smoking 
and environmental (changes in 
household habits entailing increased 
pollution within the household)

Increased 
Morbimortality
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Figure 1. Impacts of the crisis/austerity compound on health.
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pursued austerity policies, have faced similar 
problems. Meanwhile in Iceland, where austerity 
policies were rejected by popular vote, investments 
in the health sector grew with diverse results9.

Vieira13,14, who performed a broad review of 
the effects of the economic crisis and fiscal aus-
terity, indicates: 1) economic crises can aggravate 
social problems and increase social inequalities; 
2) economic crises can worsen public health; 3) 
fiscal austerity measures that aim to reduce costs 
at the expense of social protection programs ag-
gravate the effects of crisis on health, in particu-
lar, and more broadly on social conditions; and 
4) preserving social protection programs is an 
important measure to protect public health and 
to ensure a quicker upturn for economic growth.

In the USA, it was observed that insured 
workers deferred seeking medical help and were 
less apt to take preventive measures as a way of 
protecting themselves against possible job loss 
as less healthy individuals15. Such behavior could 
entail deteriorations in health and a worse state 
of health when individuals do finally seek assis-
tance from the health system.

The role of social protection policies is partic-
ularly highlighted in the scientific literature as a 
mitigating factor of the effects of unemployment 
and/or reduced income from work. Countries 
or provinces that maintained or reinforced their 
array of social welfare policies, including cash 
transfers to populations in poverty and extreme 
poverty, presented lower levels of mental illness 
and suicide9,12,16,17. In Italy, from 2000 to 2010, De 
Vogli18 observed that social protection policies 
function as protective measures against increases 
in unemployment-related suicide.

Impacts at the household 

and individual level

At the household and individual level, the 
combination of unemployment and reduced 
cash transfers to poor population has substan-
tially affected their habits and attitudes. Changes 
in diet and increased stress have been reported 
in many countries. Studies on alcohol abuse have 
produced contradictory results. At times it has 
reduced due to reduced purchasing power, while 
others it has increased as a response to increased 
tensions owing to worsening poverty within the 
household. The reduction or imminent reduc-
tion of purchasing power has affected how soon 
people will seek medical attention, either by de-
ferring or not seeking it out altogether. They do 
so in order to reduce household expenses or to 

avoid the stigma of being in poor health and, 
thus, being vulnerable to inclusion in the group 
of workers who should be first to lose their jobs.

Impacts on risk factors

The worsening of risk factors owing to aus-
terity policies is well documented in the litera-
ture. Such factors are, by definition, related to 
the emergence and worsening of illnesses and 
interact amongst themselves in a complex caus-
al chain. Social, environmental, community and 
individual factors are among those in interaction 
in such chains.

For example, Gallus et al.19 observed differ-
ences in the prevalence of smokers in the USA in 
the period before the economic crisis (2005-2007) 
and thereafter (2009-2010). After correcting for 
several factors such as demographic growth and 
historical fluctuations in smoking patterns, the 
authors identified that the crisis was responsible 
for 2.4 million of new smokers in the unemployed 
population. In this way, they confirmed that un-
employed individuals are more vulnerable to 
smoking in times of crisis.

Regarding alcohol consumption, one study 
used data from 2008 to 2009 from the National 
Alcohol Survey, a nation-wide study encompass-
ing the USA, significant economic losses (unem-
ployment or lost housing) were associated with 
the general increase of alcohol consumption and 
monthly drunkenness. Meanwhile, more moder-
ate economic losses (late rent payments, reduced 
working hours) were not associated with alcohol 
consumption20. Other studies have observed in-
creased alcohol consumption for specific groups2 
and worse nutrition among the poorest house-
holds21. Moreover, regarding Europe, a longitu-
dinal study was carried out in 11 countries on 
persons aged 50 to 64 comparing their alcohol 
consumption habits in 2006 and 2012. The study 
concluded that loss of employment during the 
recession was an important risk factor for in-
creased abusive alcohol consumption22.

Crisis/Austerity and their impacts 

on mortality

Studies on mortality related to economic 
recession have demonstrated that the historical 
trend of mortality reduction can, for diverse rea-
sons, be subject to changes in speed, stagnation 
or even increases to the detriment of historical 
gains. The effects of economic crisis on mortal-
ity disproportionately affect different socio-eco-
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nomic groups, impacting particularly on the 
most vulnerable groups23.

In an extensive review undertaken by Karani-
kolos et al.24 on the effects of the economic crisis 
in 2018 on general mortality, it was found that 
the shrinking tendency was maintained in Euro-
pean countries including Greece, which was the 
most affected country. The only exception to this 
observation was for infant deaths.

Phillips & Nugent25 used data from 50 North 
American states to assess the effects of economic 
factors on increasing suicide rates. These authors 
found that, after decades of decline, suicide rates 
started to increase in 2005, especially among 
people aged 45 to 65. Moreover, the authors 
identified a significant association between un-
employment and suicide rates in several states. 
These associations were strongest in states with a 
greater female workforce, suggesting that the re-
cession was at the root of a kind of anomie. The 
effects of unemployment on suicide rates did not 
appear to differ significantly with regard to the 
individual’s sex.

Reeves et al.26 used multivariate statistical 
models to analyze changes in suicide rates in 
20 European countries between 1981 and 2011. 
According to the findings, the recession was a 
critical determinant in changing suicide rates for 
males in different periods in Europe. Notably, 
spending on active labor market programs and 
higher levels of social capital appeared to miti-
gate the risk of suicide.

Regarding loss of housing, Fowler et al.27 used 
data from 16 states of the USA to show that this 
was a significant risk factor for suicide in times of 
economic crisis.

Crisis/Austerity and their impacts 

on morbidity

In a review of studies on Europe, Quaglio et 
al.28 observed the effects of economic crisis and 
austerity measures on Europeans. The authors 
found increases in the following illnesses, groups 
of illnesses or perceptions: anxiety, depression 
and alcoholism; communicable diseases; neg-
ative perceptions of health status. In a review 
focusing on Greece in the period 2009-2013, Si-
mou & Koutsogeorgou11 found studies indicating 
a correlation between the economic crisis and the 
following group of illnesses: mental illnesses, in-
fectious diseases, hearing disorders and negative 
perceptions of health status. The studies con-
verge in the finding that the largest impact was 
related to mental disorders.

Mental Disorders 

The relationship between economic crisis and 
mental disorders is abundantly documented in 
the literature. Job loss, indebtedness, difficulties 
related to housing and other financial problems 
are stressful situations that worsen even more 
when coupled with government measures that 
reduce budgets and spending in healthcare. Most 
studies that investigate the impact of economic 
recessions on mental health focus on describing 
the changes in frequency of suicide attempts and 
the incidence of depression. The relationship be-
tween recession and mental health can be even 
more complex when its impacts are transferred 
to members of the family and spouses. Several 
studies have pointed out the greater relevance 
of recession, unemployment and financial hard-
ship as social determinants of suicide attempts, 
followed by job loss and, in almost one in five 
attempts, ties to the loss of or reduced access to 
referral psychiatric services24,29-31.

The growing trend of depression and anxiety 
disorders after periods of economic turbulence 
has been observed in young adults − particular-
ly a first episode of depression − while cases of 
recurring depression are observed in older indi-
viduals. Increased rates of depression in young 
adults appear to be a significant factor for in-
creased prescriptions and consumption of med-
ication. Barceló et al.32 performed a retrospective 
cohort study (between 2005 and 2012) analyzing 
the consumption of psychotropic drugs by resi-
dents of the northeast region of Catalonia, Spain. 
The authors identified an increase in consump-
tion of such medication in the period following 
the crisis (after 2009), especially among unem-
ployed individuals and those who had previous-
ly used medication for mental disorders. The 
amount of medication ingested was identified 
as the factor having increased most, while that 
which grew least was the number of daily doses. 
Therefore, the authors concluded that the crisis 
contributed more significantly to increasing the 
severity of mental disorders − rather than their 
intensity − among individuals who already had 
such disorders previous to the crisis.

Infectious Diseases

Infectious diseases represent one of the great-
est risk factors of economic growth in countries, 
regions and, indeed, the entire world. There is a 
certain consensus in the literature that economic 
crises can not only worsen the transmission of 
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infectious diseases but can also limit the ability 
to control them. Such diseases, particularly in 
pandemic-like situations, can be responsible for 
mortality levels comparable to those associated 
with times of war, and can aggravate economic 
crises during periods of recession.

Europe has seen increases in HIV infections, 
the reappearance of malaria for the first time in 
40 years, Nile fever and the reemergence of tuber-
culosis in Greece. Such change in the epidemio-
logical landscape was related to the deteriorating 
economic situation in European countries24.

Kentikelenis et al.33 conclude that migrants 
are especially vulnerable to infectious diseases 
during periods of crisis given their greater vul-
nerability to unemployment and poverty.

One systematic literature review sought to 
assess changes in the infectious disease burden 
following periods of crisis34. That study found 
evidence of worse infectious disease outcomes 
during recession, often resulting from higher 
rates of infectious contact between individuals in 
poorer living circumstances, worsened access to 
therapy or poorer retention in treatment. Groups 
at greater risk were the elderly, children, mi-
grants, street dwellers and prisoner populations.

Reeves et al.35 analyzed 21 European countries 
in an attempt to assess the impacts of economic 
recession on the control of tuberculosis. The au-
thors concluded that reductions in spending on 
public health services led to reduced tuberculosis 
case detection and increased long term risk of a 
resurgence in the disease. The European Centre 
for Disease Prevention and Control has estimat-
ed that untreated patients with tuberculosis in-
fect close to 10-15 people annually. Therefore, re-
duced budgets for tuberculosis control programs 
entail diminished detection of cases and increas-
es in treatment costs in the long term.

Chronic Non-Communicable Diseases

Karanikolos et al.24 identified an increase in 
the following clinical events, which are usually 
related to stress: hypertensive crises, acute myo-
cardial infarction, diabetes and vertigo.

Andrikopoulos et al.36 studied health inequal-
ities in cardiovascular disease outcomes follow-
ing hospital discharge in 37 hospitals in Greece. 
For the authors, low income was a predictor of 
poor out-of-hospital outcome during periods of 
financial crisis.

Noelke & Avendano37 performed a longitudi-
nal study with national representativeness for the 
North American population aged older than 50. 

Following 8,837 individuals between 1992 and 
2010, the authors concluded that during periods 
of recession, the risk of mortality from cardiovas-
cular diseases reduced for individuals who kept 
their jobs and increased for those who lost their 
jobs.

Loerbroks et al.38 analyzed the association 
between job insecurity and asthma in Germany 
during the period of recession between 2009 and 
2011 with a cohort of seven thousand individu-
als. The authors showed that a probability of los-
ing one’s job above 50% (measured in 2009) was 
associated with a 60% risk of developing asthma 
(measured in 2011).

Creating hypotheses on the effects of crisis/

austerity on health in Brazil

In Brazil, the combination of economic cri-
sis and fiscal austerity policies is capable of pro-
ducing a direr situation than those experienced 
in developed countries. Recent signs suggest that 
several determinants of increased morbimortal-
ity are in the process of returning reduced in-
vestment in social protection, increasing poverty 
and the reemergence of communicable diseases 
via airborne vectors39. Indeed, the effects of the 
crisis and of austerity policies on the SUS could 
be devastating.

Between 2015 and 2017, the ECLAC (Eco-
nomic Commission for Latin America and the 
Caribbean)40,41 estimated that poverty and ex-
treme poverty had grown in Brazil by, respective-
ly, 16.4% and 17.1%. Accordingly, in 2017, 19.9% 
of the country’s population was living in poverty 
while 5.5% lived in extreme poverty. This is de-
monstrative of a rapid deterioration in the coun-
try’s socio-economic indicators. The country’s 
continuously modest economic growth associ-
ated with reduced public investment means that 
poverty and extreme poverty can be expected to 
intensify in the coming years.

Rasella et al.42, using econometric models, 
performed an estimate of changes in morbimor-
tality in under-fives from 2017 to 2030. Their 
study indicates that possible cutbacks in funding 
to the Bolsa Família (Family Subsidy) and Saúde 
da Família (Family Health) programs will lead to 
20,000 more deaths and 120,000 more hospital-
izations owing to poverty-related diseases.

The negative effects of chronic degenerative 
diseases also deserve consideration. After all, the 
study “Disease Burden in Brazil” indicated a high 
burden of mental disorders, with depression be-
ing of a particularly larger magnitude within this 
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group43. It is important to consider the repercus-
sions of limited access to health services against 
the backdrop of an aging population with a high 
prevalence of chronic diseases − almost 77% of 
the country’s total disease burden43 − and, con-
sequently, an increase in comorbid populations. 
Such repercussions could be particularly grave 
given the limitations imposed upon the SUS with 
respect to limited access to medium and highly 
complex care, which are essential to treat patients 
with chronic diseases. In such circumstances, in-
creases can be expected in morbidity, complica-
tions and secondary effects. Reduced detection 
rates − a possible result of lacking access − would 
impact on a number of diseases. For example, 
in cases of cancer such a scenario can entail late 
diagnosis and, in several cases, the impossibility 
of providing effective therapy. This could reduce 
survival rates in Brazil, which are already con-
sidered inferior to those of developed countries, 
even more.

Mckee et al.44 point out that, in several Euro-
pean countries, the adoption of measures aimed 
at reducing public expenditure had different im-
pacts depending on the strength of their health 
systems and the socio-economic conditions 
of their populations. In countries with weaker 

health systems and a higher proportion of pop-
ulations in situations of vulnerability, such strat-
egies had disastrous effects and nearly collapsed 
the health system, such as the case of Spain. Al-
ready under-financed systems become very com-
promised by austerity measures, as Labonté & 
Stuckler17 have pointed out in the case of Europe. 
When health systems are fragmented, greater im-
balance is observed in forming a corps of health 
professionals in regard to both the structure of 
specialty services and regional allocations45.

The singularities of Latin America and the 
relevance of the impacts observed in developed 
countries behooves Brazil’s scientific communi-
ty to take the responsibility of incorporating this 
topic into its research agenda. Changes in health 
sector investments have taken place with little or 
no participation from academy, users and even 
sub-national governments. Considering the evi-
dence observed from developed countries, it ap-
pears vital to us that evidence also be produced 
in developing countries. Additionally, alternative 
options should be created to mitigate the effects 
of the economic crisis taking into consideration 
not only the sustainability of public finance but 
also public well-being and potential risks of a re-
gressive health trend in several countries.
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review, writing and editing.
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