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ABSTRACT

OBJECTIVE

To assess the  perception among users served by an outreach project regarding SUS’s field of action.

METHODOLOGY

A cross-sectional study was conducted using a questionnaire that included socioeconomic determinants and services that are or are 
not part of SUS. A quartile method was subsequently applied to analyze levels of public knowledge. 

RESULTS

There is low public knowledge regarding health surveillance, which hinders its development and funding. There is greater understan-
ding of healthcare services across the three levels of complexity, with primary care being more prominent. Management is modera-
tely understood but faces regional and bureaucratic barriers. The National Health Education and Popular Education in Health policies 
are crucial to improving public knowledge and encouraging active participation in the management of their health. 

CONCLUSION

There is an unequal understanding of SUS services, with areas such as surveillance and management being less recognized, affec-
ting their development and funding, while the focus remains more on healthcare services. Strengthening health education policies 
could help increase public knowledge about their rights and available services.

DESCRIPTORS

Unified Health System, Health services, Perception, User.
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INTRODUCTION        

The Unified Health System (SUS) is one of the largest and 
most complex public health systems in the world, serving 
over 190 million people, of whom 80% rely exclusively on 
public services1. Following the promulgation of the Federal 
Constitution in 1988 and the establishment of Article 196, en-
suring universal health coverage for all Brazilians became a 
responsibility of the State2.

This initiative was implemented in 1990 with the law 8,080, 
known as the Organic Health Law, which regulated healthcare 
service actions nationwide, establishing  SUS's doctrinal and 
organizational principles3. The doctrinal principles include 
universality, equity, and comprehensiveness, while the orga-
nizational principles are regionalization and hierarchy, de-
centralization, and social participation4.

The Law 8,080, Chapter I, Article 5, defines three objecti-
ves: identifying and disseminating health determinants and 
conditioning factors; formulating policies aimed at reducing 
health risks and ensuring universal and equitable access to 
health actions and services2. Article 6 specifies the attribu-
tions, in other words, the actions that constitute SUS's scope 
of activities. Among these are implementing actions related 
to surveillance, management, and healthcare delivery2.

Surveillance in SUS is divided into areas such as sanitary, 
epidemiological, environmental, and occupational health 
surveillance. Sanitary surveillance aims to eliminate, redu-
ce, and prevent health risks through interventions addressing 
sanitary issues related to the environment, production, cir-
culation of goods, and provision of services that may impact 
collective and individual health, monitoring from production 
to final consumption. Epidemiological surveillance monitors 
health determinants and implements disease prevention and 
control measures. Environmental surveillance monitors and 
identifies changes in various environmental factors that may 
affect human health and environmental balance. Occupatio-
nal health surveillance focuses on promoting safe and healthy 
work environments2.

Following the parameters of the World Health Organization 
and to uphold SUS's principles, healthcare services have been 
organized into three levels of care: primary, secondary, and 
tertiary5. Primary care, capable of addressing most health 
problems, serves as the preferred entry point for SUS users. 
Secondary care provides medium-complexity services and 
medical specialties, such as in Emergency Care Units, Mobile 
Emergency Care Services, polyclinics, and smaller hospitals. 
Lastly, tertiary care involves high-complexity procedures car-
ried out by University Hospitals and research and teaching 
units5.

Health management encompasses practices aimed at 
planning, organizing, coordinating, and evaluating actions 
and services to ensure access to healthcare principles. It is 
responsible for integrating the different levels of care, coor-
dinating public policies, and efficiently allocating resources6,7. 
Furthermore, it has evolved through the adoption of parti-
cipatory models, such as communicative strategic planning, 
which promotes dialogue between professionals and the po-
pulation, resulting in more inclusive decisions centered on 
community needs6,8.

Although its importance is widely recognized, public per-
ception of SUS is not always positive, with complaints of long 
lines and waiting times being common9. In a 2014 survey con-
ducted by Datafolha in collaboration with the Federal Council 
of Medicine and the São Paulo Medical Association, 92% of 
respondents rated healthcare in Brazil between 0 and 7, with 
60% assigning scores between 0 and 4. For SUS specifically, 
87% rated it between 0 and 7, with 54% giving scores between 
0 and 4 on a scale of 0 to 107. Evaluating users perceptions 
of SUS is essential given its crucial role in public health and 
the satisfaction challenges reported. This study aims to as-
sess the perceptions of users served by an extension project 
regarding SUS's scope of action7.

METHODS

This cross-sectional study was conducted as part of the ac-
tivities of the extension project "Hospital a Céu Aberto" pro-
moted by the International Federation of Medical Students 

Association (IFMSA) Brazil, under the committee of the Santo 
Amaro Medical University (UNISA). The event took place at 
the Social Service of Commerce (SESC) Interlagos unit, with 
participation from various academic leagues. The study was 
approved by the Research Ethics Committee (CEP) under pro-
tocol number 6.754.133.

The study participants signed the Commitment and Confi-
dentiality Agreement as well as the Free and Informed Con-
sent Form, in compliance with the December 12, 2012 resolu-
tion of the National Health Council. Only individuals aged 18 
years or older were included. There were no direct benefits 
to the participants.

Data collection was performed using a printed question-
naire administered after the consultation. The following per-
sonal information was requested: age, gender, educational 
level, income range, residential neighborhood, and whether 
they used private healthcare, the public healthcare system, 
or both. Participants were also asked to indicate which heal-
thcare services they believed were part of SUS. These items 
were selected based on Article 6, Chapter I of Law 8,080, 
ensuring the inclusion of at least one activity related to sur-
veillance, healthcare, and health management in the ques-
tionnaire. Additionally, items not associated with SUS, such as 
filing a police report, cosmetic Botox applications, and dental 
veneer procedures, were included.

Following data collection, analysis was conducted using the 
Quartile Methodology, which categorized frequencies into 
four equally distributed intervals to identify patterns of clus-
tering. Initially, the data were organized in ascending order, 
with the least selected item accounting for 4.44% and the 
most selected item accounting for 86.67%. The 25th, 50th, 
and 75th percentiles were then calculated. The first quartile 
(Q1), with a value of 26.7%, indicates that 25% of the data fall 
below this point. The second quartile (Q2), at 44.15%, sepa-
rates the lower 50% from the upper 50%. The third quartile 
(Q3), at 69.275%, indicates that 75% of the data fall below 
this percentage.

From that, items were classified into four groups: Q1 as low 
knowledge level (4.44% - 26.7%), Q2 as medium-low know-
ledge level (26.7% - 44.15%), Q3 as medium-high knowledge 
level (44.15% - 69.27%), and Q4 as high knowledge level, with 
percentages ranging from 69.27% to 86.67%.

The other determinants were analyzed together for a bet-
ter understanding of the respondents' profile.

RESULTS AND DISCUSSION

A total of 167 valid responses were collected at the event. 
The items from the questionnaire (Table 1) were categorized 
into the areas of surveillance, healthcare attention, and ma-
nagement, and subsequently linked to variables related to 
socioeconomic profile. Finally, the population's perceptions 
described were associated with the public health education 
policies of SUS.
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Table 1 - Questionnaire Items by Category, Percentage, and Quartile.

Source: Prepared by authors (2024)

Surveillance

The analysis revealed that the public has a relatively low 
level of knowledge regarding health surveillance within SUS11. 
While 4 items were classified as Q1 and 8 as Q2, no items 
were rated as Q4, and only two (basic sanitation actions and 
medication quality control) were classified as Q3.

This limited public knowledge negatively impacts the de-
velopment and financing of the sector. Although health sur-
veillance has expanded its scope and enhanced its forecasting 
and intervention capabilities, this expansion has not been 
accompanied by a corresponding public understanding. As a 
result, this lack of awareness has led to the undervaluation 
of the sector, the creation of inequalities in the incorpora-
tion and decentralization of technologies between healthcare 
services and surveillance, and the development of a gap in 

strengthening the SUS's capacities in key areas such as health 
promotion, disease control, and responses to public health 
emergencies12.

The increasing demand for medium and high-complexity 
services disproportionately redirects resources, undermining 
surveillance efforts and perpetuating the cycle of underfun-
ding and structural fragility12.

Healthcare Attention

Among the 53 items in the questionnaire, 29 pertain to 
healthcare attention across the three levels of complexity. Of 
these, 14 were classified as Q4, 9 as Q3, 2 as Q2, and 4 as Q1. 
It is noteworthy that 79.3% of the items were rated as Q3 and 
Q4, while only 13.7% were categorized as Q1, indicating that 
this sector represents an area of the SUS with a high level of 
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public knowledge among the population surveyed13.
Among the analyzed items (Table 2), 21 pertain to primary healthcare, two to secondary healthcare, and six to tertiary heal-

thcare. This distribution suggests that knowledge was relatively homogeneous across the three levels of healthcare attention 
within the SUS, with no significant factor found to influence knowledge about the availability of public health services13.

It is essential that users have adequate knowledge of the services offered in order to utilize them comprehensively and appro-
priately, based on individual needs18.

Table 2 - Healthcare Attention Items Classified by Level of Care and Quartile.

Source: Prepared by authors (2024)

Management

The questionnaire includes two items related to manage-
ment: the provision of high-cost medications and the promo-
tion of scientific development.

The first item received a Q3 classification, primarily due to 
the more developed regions, such as the South and Southeast, 
having greater access to these medications, whereas less ad-
vantaged areas face more significant challenges19. Despite 
the guaranteed access provided by law, bureaucratic barriers 
and regional inequalities contribute to this outcome20. The 
second item was classified as Q2 and highlights the role of 
programs such as the Research Program for SUS, which fun-
ded more than 3,700 scientific studies with an investment of 
R$343 million, thereby strengthening scientific research and 
combating misinformation21,22,23.

Socioeconomic Profile

The study has a limitation related to the target population 
and the data collection site, as the findings indicate that most 
participants have low to moderate income, likely influenced 
by the free nature of services and the location in a socioeco-
nomically disadvantaged neighborhood. A predominance of a 
young population is also observed, with 85.9% of participants 
aged between 18 and 49 years.

An analysis of educational background and gender showed 
a predominance of female participants. There were no illite-
rate respondents. Only women reported being able to read 
and write. Among those with completed primary education, 
there were 39 women and 16 men, and with incomplete pri-
mary education, 11 women and 4 men. The majority of par-
ticipants had completed higher education (40 women and 21 
men), while 25 women and 13 men had incomplete higher 
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education. These data indicate greater female participation 
in higher educational levels.

National Health Education Policies

Two national policies may play a significant role in impro-
ving the understanding of these findings in Brazil. Ordinan-
ce GM/MS No. 1,996, dated August 20, 2007, established the 
National Policy on Health Education, aimed at integrating 
education, healthcare, and management within the SUS, pro-
moting improvements in the quality and humanization of the 
system24. The 2013 National Policy on Popular Education in 
Health, within the framework SUS, aims to enhance popular 
participation and strengthen participatory management, fos-
tering closer connections between managers, healthcare pro-
fessionals, and the population, based on shared knowledge 
and the construction of a democratic and popular project25.

These policies are directly related to the study's results, 
which revealed that many participants did not correctly iden-
tify the services offered by SUS. For instance, animal castra-
tion was frequently mentioned, despite it not being a service 
provided by SUS, highlighting the need for a broader public 
understanding of the system18.

In order for the population to actively engage and benefit 
from SUS, it is essential that they understand the available 
services as well as their rights and responsibilities within the 
public health system. The National Policy on Health Educa-
tion plays a crucial role by training community agents to dis-
seminate accurate information tailored to the population's 
needs, thus strengthening individuals' autonomy in making 
health-related decisions.

The Popular Education in Health policy, in turn, fosters an 
exchange of knowledge between professionals and the com-
munity, valuing local cultural practices, which encourages 
more active community involvement in managing their heal-
th26,27.

Additionally, the guidelines of the National Policy on Per-
manent Health Education could promote the creation of pro-
jects that bridge the management of health services with the 
population’s needs, disseminating lesser-known services such 
as yoga and meditation, which were classified as Q1 in the 
study, and implemented through the National Policy on Inte-
grative and Complementary Practices28.

CONCLUSION

This study revealed an unequal understanding among the 
population regarding the services offered by SUS. Although 
there is a good understanding of healthcare, particularly con-
cerning the three levels of care complexity, areas such as 
sanitary and epidemiological surveillance remain poorly un-
derstood, which compromises the development and funding 
of these activities. Limited knowledge about these services 
and their management can contribute to the perpetuation 
of regional inequalities and difficulties in accessing high-cost 
technologies and medications.

Moreover, the study highlighted socioeconomic and regio-
nal disparities in accessing healthcare services, with greater 
female participation and a predominance of individuals with 
varying levels of education. To address these gaps and pro-
mote more active public participation in SUS, strengthening 
health education policies is essential. Initiatives such as the 
National Policy on Popular Health Education aim to empower 
citizens, raise awareness of their rights and available servi-
ces, and consequently improve system management and ac-
cess.

REFERENCES

1. Ministério da Saúde. Maior sistema público de saúde do 
mundo, SUS completa 31 anos. 2021. Disponível em: https://
www.gov.br/saude/pt-br/assuntos/noticias/2021-1/setem-
bro/maior-sistema-publico-de-saude-do-mundo-sus-comple-
ta-31-anos. Acesso em: 20 mai. 2023.
2. Brasil. Constituição da República Federativa do Brasil. 
1988. Disponível em: https://www.planalto.gov.br/ccivil_03/
constituicao/constituicao.htm. Acesso em: 20 mai. 2023

3. Brasil. Lei nº8.080. 19 de setembro de 1990. Disponível 
em: https://www.planalto.gov.br/ccivil_03/leis/l8080.htm. 
Acesso em: 20 mai. 2023.
4. Giovanella L, Escorel S, Vasconcelos LC, Carvalho JN, Car-
valho AI. Política e sistema de saúde no Brasil. 2nd ed. rev. 
and enl. Rio de Janeiro: Editora Fiocruz, 2012, 1097 p. ISBN: 
978-85-7541-349-4.https://doi.org/10.7476/9788575413494.  
Acesso em: 20 mai. 2023.
5. Ministério da Saúde. Atenção Primária e Atenção Especia-
lizada: conheça os níveis de assistência do maior sistema pú-
blico de saúde do mundo. 2022. Disponível em: https://www.
gov.br/saude/pt-br/assuntos/noticias/2022/marco/aten-
cao-primaria-e-atencao-especializada-conheca-os-niveis-de-
-assistencia-do-maior-sistema-publico-de-saude-do-mundo. 
Acesso em: 15 jun. 2023.
6. Rivera FJ, Artmann E. Planejamento e gestão em saúde: 
histórico e tendências com base numa visão comunicativa. 
Ciênc. saúde colet., v. 15, p. 2265–2274, 1 ago. 2010. ht-
tps://doi.org/10.1590/S1413-81232010000500002. Acesso 
em: 07 set. 2024.
7. Pinafo E, Almeida EF, Carvalho BG, Mendonça FF, Domin-
gos CM, Silva CR. Problemas e estratégias de gestão do SUS: 
a vulnerabilidade dos municípios de pequeno porte. Ciênc. 
saúde colet., v. 25, n. 5, p. 1619–1628, maio 2020. https://
doi.org/10.1590/1413-81232020255.34332019. Acesso em: 07 
set. 2024.
8. Emília A, Reis RS. Gestão pública em saúde: monitoramen-
to e avaliação no planejamento do SUS. 1. ed. Un. XIII. São 
Luís. 2016. Disponível em: https://ares.unasus.gov.br/acer-
vo/html/ARES/7408/1/GP5U1.pdf.  Acesso em: 7 set. 2024.
9. Campos GW. Reforma sanitária e o Sistema Único de Saúde 
(SUS). Ciênc. saúde colet., v.27, n.7, p.2516, 2022. https://
doi.org/10.1590/1413-81232027277.07692022. Acesso em: 22 
mai. 2023.
10. Conselho Federal de Medicina (CFM), Datafolha, Associa-
ção Paulista de Medicina (APM). Opinião dos brasileiros sobre o 
atendimento na área de saúde. 2014. Disponível em: https://
portal.cfm.org.br/images/PDF/apresentao-integra-datafo-
lha203.pdf. Acesso em 22 mai. 2023.
11. Agência Nacional de Vigilância Sanitária (Anvisa). Vigilância 
Sanitária no SUS: Curso Básico em Vigilância Sanitária. Brasí-
lia. 2015. Disponível em: https://www.gov.br/anvisa/pt-br/
centraisdeconteudo/publicacoes/educacao-e-pesquisa/publi-
cacoes-elaboradas-para-cursos-de-pos-graduacao/curso-basi-
co-em-vigilancia-sanitaria-2015/unidade_01-vigilancia-sanita-
ria-no-sus.pdf. Acesso em: 29 ago. 2024.
12. Teixeira MG, Costa MC, Carmo EH, De Oliveira WK, Penna 
GO. Health surveillance at the SUS: development, effects and 
perspectives.Ciênc. saúde colet. 23 (6). jun. 2018. https://
doi.org/10.1590/1413-81232018236.09032018. Acesso em: 30 
ago. 2024.
13. Silva AM, Cordeiro CG, Costa GC, Caetano DA, Alves MS, 
Sanches VS et al. O Conhecimento da População Sobre o Siste-
ma Único de Saúde e o seu Funcionamento. Cadern de Educ, 
Saúde e Fisiot. v. 1, n. 1, 2014. Disponível em: http://revista.
redeunida.org.br/ojs/index.php/cadernos-educacao-saude-fi-
sioter/article/view/125. Acesso em: 26 de set. 2024.
14. Brasil. Portaria nº 3.149 de 28 de dezembro de 2012. Bra-
sília. dez. 2012. Disponível em:  https://bvsms.saude.gov.br/
bvs/saudelegis/gm/2012/prt3149_28_12_2012.html. Acesso 
em: 07 set. 2024.
15. Brasil. Portaria nº 971 de 03 de maio de 2006. Disponível 
em: https://bvsms.saude.gov.br/bvs/saudelegis/gm/2006/
prt0971_03_05_2006.html. Acesso em: 07 set. 2024.
16. Brasil. Portaria nº 2.803 de 19 de novembro de 2013. Dis-
ponível em: https://bvsms.saude.gov.br/bvs/saudelegis/
gm/2013/prt2803_19_11_2013.html. Acesso em: 07 set 2024.
17. Brasil. Portaria nº 127 de 13 de fevereiro de 2023. Dis-
ponível em: https://bvsms.saude.gov.br/bvs/saudelegis/
gm/2023/prt0127_14_02_2023.html#:~:text=Institui%20estra-
t%C3%A9gia%20excepcional%20de%20amplia%C3%A7%C3%A3o,-
Sistema%20%C3%9Anico%20de%20Sa%C3%BAde%20%2D%20SUS. 
Acesso em: 07 set. 2024.
18. Hamada RK, Almeida VO, Brasil IC, Souza SG, Luzia RA, 
Campos EM. et al. Conhecendo o Sistema Único de Saúde: 
um olhar da população. Rev. Atenção Prim. a Saúde. v.21, 
n.4. 24 jan. 2020. https://doi.org/10.34019/1809-8363.2018.
v21.16459. Acesso em: 26 de set. 2024.
19. Acurcio FA, Brandão CM, Guerra AA Júnior, Cherchiglia 



Brazilian Journal of Global Health 2024; v4 n15 25

LM, Andrade IG, Almeida AM. et al. Perfil demográfico e epi-
demiológico dos usuários de medicamentos de alto custo no 
Sistema Único de Saúde. Rev. bras. estud. popul., v. 26, n. 
2, p. 263–282, dez. 2009. https://doi.org/10.1590/S0102-
30982009000200007. Acesso em: 26 de set. 2024.
20. Oliveira LC, Nascimento MA, Lima IM. O acesso a medi-
camentos em sistemas universais de saúde – perspectivas e 
desafios. Saúde em Debate, v. 43, n. spe5, p. 286–298, 2019. 
https://doi.org/10.1590/0103-11042019S523. Acesso em: 26 
de set. 2024.
21. Ministério da Saúde. Programa Pesquisa Para o SUS - PPSUS. 
Disponível em: https://www.gov.br/saude/pt-br/acesso-a-in-
formacao/acoes-e-programas/ppsus. Acesso em: 26 set. 2024.
22. Ministério da Saúde. Programa de Pesquisa para o SUS é 
instituído oficialmente no Brasil. 2019. Disponível em: https://
www.gov.br/saude/pt-br/assuntos/noticias/2019/dezembro/
programa-de-pesquisa-para-o-sus-e-instituido-oficialmente-
-no-brasil. Acesso em: 26 set. 2024.
23. Ministério da Saúde. Ministério da Saúde investe R$ 234 
milhões para pesquisas em saúde. jul. 2024. Disponível em: 
https://www.gov.br/saude/pt-br/assuntos/noticias/2024/ju-
lho/ministerio-da-saude-investe-r-234-milhoes-em-nove-cha-
madas-publicas-para-pesquisa-em-saude.  Acesso em: 26 set. 
2024.
24. Brasil. Portaria nº 1.996, de 20 de agosto de 2007. Brasília, 
DF, ago. de 2007. Disponível em: https://bvsms.saude.gov.br/
bvs/saudelegis/gm/2007/prt1996_20_08_2007.html. Acesso 
em: 06 set. 2024.
25. Brasil. Ministério da Saúde. Portaria nº 2.761, de 19 de 
novembro de 2013. Disponível em: https://bvsms.saude.gov.
br/bvs/saudelegis/gm/2013/prt2761_19_11_2013.html. Aces-
so em: 06 set. 2024.
26. Brito, PN, Santana EL, Moraes OA, Silva JC, Cruz PJ. O 
que se tem discutido sobre Educação Popular em Saúde nos 
últimos anos: uma revisão narrativa da literatura. Ciênc. saú-
de coletiva 29 (06), jun. 2024. https://doi.org/10.1590/1413-
81232024296.12542023. Acesso em: 7 set. 2024.
27. Silva-Arioli IG, Schneider DR, Schneider DR, Barbosa TM, 
Ros MA. Promoção e Educação em saúde: uma análise episte-
mológica. Psicol. cienc. prof., v. 33, p. 672–687, 2013. https://
doi.org/10.1590/S1414-98932013000300012. Acesso em: 7 set. 
2024.
28. Docusse P. Ioga na Atenção Básica: uma intervenção inte-
grativa e complementar para promoção da saúde. Florianópo-
lis, SC, abril de 2017 Disponível em: https://ares.unasus.gov.
br/acervo/html/ARES/12915/1/Pedro_Docusse_Junior.pdf.  
Acesso em: 06 set. 2024.


