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Early History 

 Napoleon invades Portugal; royal family 

flees to Brazil; Dom Pedro (son of King) 

stays in Brazil and proclaims 

independence 

 Monarchy overthrown and independent 

republic of Brazil proclaimed on 

November 15th, 1889 

 Oligarchic rule, power of landed elites 



Early economy 

 Export dominated; boom and bust cycles 

 Late 19th century = sugar 

 Early 20th century = rubber 

 Coffee – must plant 6 years in advance 

 Crash of 1929 in US prompts 

industrialization 



Estado Novo (1930-1945) 

 Populism (1930-1964) 

 Getúlio Vargas (1930-1945) takes power after 

“café com leite” pattern broken 

 Economic nationalism, state-guided 

modernization 

 Later termed “father of the poor” as he 

creates social security system and labor 

code, among others 

 Ushered out by military; later reelected in 1950 



Second Republic  (1946-1964) 

 Focus on industrialization 

 Petrobras founded 

 Kubitshek “fifty years of progress in five” 

 Investment in public works projects – universities, 
highways, etc. 

 Moves capital inward, “Brasilía” 

 Resigns abruptly, João Goulart in power 

 Created institutions for organizing workers; such 
a class-wide alliance threatens elites so military 
takes over 

 



Military dictatorship (1964-

1985) 

 Developmentalist approach, turn Brazil 

into “modern capitalist economy” 

 Combination of export led growth and 

industrialization 

 “Brazilian miracle” 1968-1973, followed by 

soaring debt and rampant hyperinflation 

in the 1980s 

 Human rights abuses highest under Médici 

(1969-1974) 

 



 1982, Brazil has the largest foreign debt in 

the world - $87 billion 

 

 

 

 

 

 

 

 Inflation at 2,398% in 1990 

 



Democracy and an 

uncontrollable economy 

 1988 – new Constitution passed guaranteeing 

civil liberties 

 Various stabilization efforts: 1953-54, 1955-56, 

1958-59, 1961, the Cruzado Plan of 1986, the 

Bresser Plan of 1987, the summer plan of 1989, 

the Collor Plans of 1991 and 1992  

 Finally Real Plan of 1994 (Cardoso) succeeds 

in stemming hyperinflation and regaining 

control of the economy 



Lula & Dilma 
 Lula (2003-2010) maintained Cardoso’s 

economic policies 

 Supplemented them with social policy (i.e 
Bolsa Família) 

 Lula’s government full of corruption yet widely 
popular 

 Dilma Rousseff is current president 
 5 ministers have resigned due to corruption 

scandals 

 Maintaining Lula’s approach 
 Will Brazil’s great potential finally be realized? 



Brazil  
Pragmatic Policy& 
Innovative Approaches 



 History of Favelas  

• “Subnormal Agglomerations”  
 
• “Advance Marginality” 

 
• Associação de Moradores 

 
• Stigma  

 



 Urbanization Policy  

• Eradication  
 
• Land Regularization 

 
• 1988 Constituição da República Federativa do 

Brasil 
 
• 2001Estatuto da Cidade 

 
 



Innovative Approaches 

• Programa Nacional de Apoio à Regularização 
Fundiária Sustentável 

 

• O Conselho Nacional das Cidades 

 

• Programa de Aceleração do Crescimento 

 



Growth Acceleration Program 
Phase 1 



Growth Acceleration Program 
Phase 2 





Health Care System in Brazil 

 



Statistics 

 
 Population: 203,429,773 

 Population Growth Rate: 1.134% 

 Birth Rate: 17.79 births/1000 population 

 Death Rate: 6.36 deaths/1000 population 

 Maternal Mortality Rate: 58 deaths/100,000 live births 

 Infant Mortality Rate: 21.17 deaths/ 1,000 live births 

 Life Expectancy at Birth:  

Total Population: 72.53 

Male: 68.97 years 

Female: 76.27 years 

 No information on people living with HIV/AIDS or those 
who have died from HIV/AIDS 
 



History of Health Care in Brazil 
 Brazil has universal health care that has been 

adopted since 1988 when the military regime 
had come to an end. In the 1988 constitution 
health was recognized as a citizen’s right and 
a duty of the state to provide it to it’s citizens. 
It also laid the foundations for the national 
health service known now as Sistema Unico 
de Saude (SUS) with the creation of the 
Sistema Unico e Decentralizado de Saude 
(SUDS) or unified and decentralized health 
system. 

 



More on the History 
 Some of the Guiding Principles of the reform in the 

constitution: 
 health as a right of citizen 
 equal access 
 health as a component of social welfare 
 a single administration for the public system 

 Integrated and hierarchical health care 
 social control and social participation 
 Decentralization and regionalism 
 Decentralization has become one of the most important 

aspect of S.U.S. It transferred responsibilities and resources 
to local government, the municipalities. 

 





S.U.S. 
 It has 5,900 thousand registered hospitals. It also 

has an agreement with almost all public hospitals, 
private and university hospitals which guarantees 
all the citizens the right to care. 

 64,000 primary health care units. 

 28,000 family health care teams. 

 It also created the Mobile Emergency Health Care 
Service (SAMU) and National Policies for Women’s 
Integral Health Care. 

 The largest public organ and tissue transplant 
program. 

 



More on S.U.S. 

 It carries out 2.3 billion outpatient 
procedures. 

 It has 11.3 inpatient stays every year. 

 254 million medical consultations every 
year. 

 2.3 million babies delivered every year. 

 Their national immunization program 
applies about 130 million vaccinations 
every year. 

 



Family Health Programme 
 It’s based on multidisciplinary teams, 

comprised of a doctor, nurse, nurse auxillary 
and four to six community health workers that 
work in health units located in geographically 
defined areas each covering no more than 
5000 residents. 

 Community health workers is responsible for 
up to 120 families in a defined area and aims 
to provide home visits to every household at 
least once a month. 



HIV/AIDS History 
 The first case of AIDS in Brazil was in 1982. 

 The government set up the National AIDS 

Program(NAP) in association with different civil 

society groups in 1985. Around the same time the 

first HIV/AIDS NGO was created known as GAPA in 

Brazil or in english as the AIDS Prevention and 

Support Group and Grupo Pela Vida which was 

the first self-identified group for people living with 
HIV/AIDS. These groups constantly pressured 

politicians into improving the treatment and care 

of those living with this disease. 



HIV/AIDS Testing 
 It takes place either in public health facilities or 

through centres that provide voluntary counseling 

and testing. 

 The Brazilian government has also media 

campaigns to help promote universal HIV testing. 
One of the major initiative has the slogan “Fique 

Sabendo” or Be in the Know which has enlisted 

many celebrities. 



HIV/AIDS treatment 
 Most important and revolutionary treatment has 

been the antiretroviral drugs. 

 The mortality rate began to decline and by 2002, the 
Ministry of Health had determined that due to the 
availability of the drug it had prevented around 
358,000 HIV-related hospitalizations. 

 By 2008, it was estimated that almost 200,000 people 
living with HIV were receiving the antiretroviral drugs.  

 Brazil has also maintained a strong stance against 
pharmaceutical companies that were trying to make 
the drugs not accessible to the people. Brazil has 
been looking for cheaper ways to have access to 
the drugs in order for everyone to be able to have 
access to them. 



Financing the S.U.S 
 Health Expenditures: 9% of GDP 

 S.U.S.: 3% of GDP 

 Brazil’s federal, state and local governments 

all raise revenue to pay for health care. 

 The government  derives money from the 

social security budget, which is predominantly 

based on taxes and contributions from 

employee payroll and business profits. 

 

 



Criticisms of the System 
 Those with sufficient means to access a private 

system of health care have better quality and 
treatment on demand. 

  60% of all spending on health care is private. 

 The health system will not be up to meeting 
growing demand. 

 Too little is invested from GDP on healthcare, 
making the system underfinanced. 

 The health sector’s share in the federal budget has 
not grown resulting in constraints on health care 
infrastructure and human resources. 





More criticisms 

 There are challenges to the Family Health 
Programme in which there are  increasing  
difficulties in recruitment and retention of 
doctors who were trained appropriately in 
delivering primary health care and large 
variations in the quality of local care. 

 The slow adoption of the program in large 
urban centers where the middle classes 
are more accustomed to private health 
care.  

 



Possible Solutions 

 There was a constitutional amendment 

(EC-29) approved in 2000 which defined 

minimum contributions to healthcare for 

all levels of governments. 

 It might also be able to adopt more 

broadly public –private partnerships 

model.  



Bolsa Família 



What is it and why  

is it important? 

 Conditional cash transfer program aiming 

to reduce poverty; focus on human 

capital development 

 Illustrates Brazil’s pragmatism/”possibilism” 

 Combining strict fiscal policy with social 

spending to create social net for poor 



Poverty and Inequality in Brazil 
 Poverty rate is 21.4%(living below the national 

poverty line), down from 34% in 1998 

 GINI index is 0.539, down from 0.607 in 1998 

(measure of inequality) 

 

 



History and creation of Bolsa 

Família 

 Constitution of 1988 establishes “el derecho 

social” 

 Combines previous programs initiated under 

Cardoso; reduce inefficiency and overlap 

 Bolsa Escola 

 Bolsa Alimentação 

 Auxílio Gás 

 Cartão Alimentação 

 Began in October 2003 





Design and Functioning: 

Objectives 

 Reduce current poverty and inequality 

through direct monetary transfers 

 Reduce future poverty and inequality 

through human capital development 

 Break vicious cycle: kids leave school and start 

working at a young age to provide income for 

family, when they become adults, they are 

trapped in precarious and low-paying jobs due 
to their low education level 

 

 



Design and Functioning:  

Logic behind CCTs 

 Conditional cash transfers 

 Providing money directly to poor via “social 

contract” 

 As opposed to goods, can tailor money use 

to own needs; create future opportunities 

 Resolves time inconsistency problem 

 Beneficiaries are women head of 

households 



Design and Functioning:  

Requirements and Provisions 

 2 groups: extremely poor and moderately 

poor 

 Cash transfer a function of monthly 

income and number of kids 

 Poorest families receive base transfer 

independent of number of kids they have 

 Money for each kid that attends school; no 

additional bonus for health-related 

activities 





Cost 
 Total cost is 0.47% of GDP and around 2% 

of Brazil’s social spending 



Results 

 To reiterate, the program’s main objectives 

are: 
 “The reduction of poverty and inequality through direct 

monetary transfers to extremely poor families, and thus the 

rupture of the cycle of intergenerational transmission of poverty 

through the establishment of requirement related to the 

development of human capital as a necessary condition to be 

a beneficiary” 

 In 2010, 12.6 million poor families benefitting 

 Over 51 million people 

 26% of Brazil’s total population 



Results: 
Effects on poverty and inequality 

 Bolsa Família responsible for 21% of 

decrease in poverty since 1995 

 GINI index the lowest it has been since the 

1970s 

 Main benefit: reducing the severity of 

poverty 

 



GINI Index 



Results: 

Effects on health 

 73% of families interviewed reported increase 

in amount of food consumed; 70% reported 

increase in variety of foods consumed 

 However, shift toward foods with high caloric 

value and low nutritional value 

 Chronic malnutrition only reduced in 0-17 

month year olds 

 Little significant benefits in short term analysis; 

does not preclude long term benefits 



Results: 

Effects on education 

 High levels of attendance does not 

necessarily mean better grades 

Criticism: school attendance levels were 

already high for 7-14 year olds; should focus 

on 5-6 and 15-16 year olds 

 Education in health and hygiene may 

lead to positive long term effects in health 



How can results be  

improved? 

 93-95% of population know about conditions; 
information is not the issue 

 High levels of compliance found 

 Issue is quality of social services: 

 40% of women believe health services are 
“bad” or “very bad” 

 Imposition of conditions not effective unless 
accompanied by investments to ensure high 
quality 

 High attendance at low quality schools limits the 
benefits of education 



Criticisms of the program 

 Too selective 
 Focuses only on poorest of the poor; 

“humanitarian aid” rather that state policy 

 “Right to health and free from hunger” 
cannot be selectively applied 

 Cash transfer too small 

 Lack of transparency and social 
participation 

 Quotas 



Challenges for the future 

 Reducing dependency on cash transfers 

as there is no maximum time limit 

 Question of expansion; about to pass 

coverage goal 

 Improve transparency 

 Improve quality of services 


