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ABSTRACT 

Created in 1988 together with the Federal Constitution of Brazil, and after a long and intense 

national sanitary movement, the SUS is a health system inspired by the models of European 

countries, especially the NHS (National Health Service) of the United Kingdom. Such health 

systems are the result of relevant long-term public policies, and their characteristics, statistics, 

outcomes, and public opinions are presented with a cultural background, which has been 

composed since the formation of countries. People directly depend on these systems to survive, 

especially those who are limited to public health policies and cannot afford private health care. 

The objective of this work was to evaluate metric attributes of the SUS and the NHS in terms of 

public policy, access to health, women's health, epidemiology, and culture. Databases from 

DATASUS, NHS DATASETS Digital and Hofstede Insights were used. In terms of culture, 2 

new attributes were proposed for comparison between countries: medical elitism and street level 

bureaucrats. The results show that SUS is behind NHS in medical/hospital capacity, close to NHS 

in access, women's health, and chronic disease control, and behind in the control of contagious 

diseases. In the cultural sphere, the English profile is pictured by an individual who is more long-

term oriented, challenging, focused on science, while the Brazilian individual is more 

subordinate, immediate, and demands more assistance and paternalism. 

mailto:edson.kubo@online.uscs.edu.br
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RESUMO 

Criado em 1988 juntamente com a Constituição Federal do Brasil, e após um longo e intenso 

movimento sanitário nacional, o SUS é um sistema de saúde inspirado nos modelos dos países 

europeus, especialmente o NHS (Serviço Nacional de Saúde) do Reino Unido. Tais sistemas de 

saúde são o resultado de políticas públicas relevantes a longo prazo, e suas características, 

estatísticas, resultados e opiniões públicas são apresentadas com um fundo cultural, que tem sido 

composto desde a formação dos países. As pessoas dependem diretamente desses sistemas para 

sobreviver, especialmente aquelas que estão limitadas às políticas públicas de saúde e não podem 

arcar com os custos de cuidados de saúde privados. O objetivo deste trabalho foi avaliar os 

atributos métricos do SUS e do NHS em termos de políticas públicas, acesso à saúde, saúde da 

mulher, epidemiologia e cultura. Foram utilizados os bancos de dados do DATASUS, NHS 

DATASETS Digital e Hofstede Insights. Em termos de cultura, 2 novos atributos foram 

propostos para comparação entre países: elitismo médico e burocratas de rua. Os resultados 

mostram que o SUS está por trás do NHS na capacidade médica/hospitalar, próximo ao NHS no 

acesso, na saúde da mulher e no controle de doenças crônicas, e por trás no controle de doenças 

contagiosas. Na esfera cultural, o perfil inglês é retratado por um indivíduo que é mais orientado 

a longo prazo, desafiador, focado na ciência, enquanto o indivíduo brasileiro é mais subordinado, 

imediato e exige mais assistência e paternalismo. 

 

Palavras-chave: saúde pública, cultura, sistema de saúde, saúde nacional, NHS, SUS. 

 

 

1 INTRODUCTION 

Organizational culture is a subject of study, which according to Schein (1984) consists 

of a dynamic model of learning, transmission, and modification. Although a company culture 

undergoes changes throughout the organization's existence, from an individual's point of view, it 

is able to exert much more influence than being influenced, since culture results from the sum of 

the behaviors and beliefs of all individuals comprising this organization. 

Culture is power, as culture and power walked together throughout history, as Hall (1997) 

exemplifies by mentioning the British past and its matrix influence on colonies in different 

continents of the planet. In the same manner that the colonies followed the matrix culture in the 

period of the great discoveries, in a large company, the affiliates hardly differ in essence in 

relation to the headquarters. 

Bittner (1965) defines organization as associations of people engaged in activities 

organized targeting a known and specific goal. A decisive characteristic of organizations is to be 

deliberately instituted in relation to this specific objective, although in many situations, in case 
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of private companies, organizations reflect the interests of an individual/agent with great 

economic power. 

From a governmental and public perspective, organizations are better defined as 

institutions. Institutions with political action and modern, as we know today, also refer to ancient 

Greece according to Searle (2005) and are characterized as organizations with an additional 

attribute: a social approach. The other attributes of an organization are present, as they are 

composed of people engaged in pursuit of a known and specific objective, however, they differ 

from a simple organization (such as a company) since institutions transcend the ambition of a 

single individual. 

Addressing the culture from an institutional point of view is even more difficult. Meyers 

(2004) comments on the need to attribute social responsibility to each of the individuals 

composing the institution. The culture to which an individual is submitted may generate positive 

attitudes towards society or even corrupt the individual in a systemic manner, turning previously 

well-intentioned individuals into parts of an unethical institution. 

The SUS (Unified Health System) consists of the sum of many institutions related to the 

Brazilian Ministry of Health. Mendes and Bittar (2014) mention several factors that make the 

health ecosystem in Brazil very complex, among which the fact that the SUS covers a country of 

continental dimension, with more than 200 million inhabitants, with very different realities 

among the regions and needs varying according to the profiles of the places is highlighted. The 

SUS is a health system that is about 30 years old, and that was conceived in an era of technology 

and information in full expansion. 

According to Coronel et al (2016), the SUS was created from social and political 

movements in which the population demanded greater organization in social actions related to 

health, in an environment of little rationalization and low care capacity. The inspirations for the 

conception of the SUS were the European public health systems with a long history, among 

which, the NHS (National Health Service) of the United Kingdom, with greater emphasis. 

As this is a health system across Brazil (the 5th largest national territory globally), there 

is, according to Campos (2018), the tripartite, in which federative entities contribute to more 

specific levels with the implementation of the central actions proposed by the SUS and to 

establish an inclusive governance. Strelec and Fonseca (2012) mention that since 2005 there 



  

1338 Contribuciones a Las Ciencias Sociales, São José dos Pinhais, v.16, n.3, p.1335-1361, 2023 

 

 jan. 2021 

has been a new factor able to unify the efforts of some federative entities such as states or 

municipalities with lower tax collection capacity: the Consortium Law 11,107/05. 

If the SUS, when created about 30 years ago, took the British NHS as one of its main 

benchmarks, it is worth revisiting the theme. 

The NHS, benchmark of the SUS, was created in 1948 in the post-World War II reforms, 

within the window of opportunity for national reconstruction, according to Sheard (2011). The 

British, Welsh, Irish, and Scots have since had an emotional attachment to this idea of a universal 

and free health system. Such a link has prevented the NHS from any erosion of its functionality 

for more than half a century (even in times of low government budgets). 

Costa and Scheffer (2013) highlight the fact that the NHS is such a source of pride for 

its population, and an example of patriotism. This fact, according to the authors, this can be 

confirmed in the documentary Sicko, in which Michael Moore asks British interviewees what 

would happen if there were a hypothetical end of the NHS, and the answers converge: 

“revolution”. 

The SUS, on the other hand, according to Coelho (2007), despite ensuring the universal 

service proposed in the 1988 Constitution, has limitations known by its population, as they touch 

on simple and commonplace themes: access to drugs on an equal basis throughout the country, a 

long waiting time for carrying out procedures of low and moderate complexity, a long waiting 

time for undergoing exams and closing diagnoses in consultations with professionals from 

specialized areas. It should be noted that in the context of highly complex treatment (such as 

cancer, transplants) the SUS is an international reference.  

Such basic factors show dissatisfaction with the SUS, which Santos and Lacerda (1999) 

exemplify in their research: medical service, delays, hospital nutrition, nursing quality, 

environment. Of note is that a hypothesis that the SUS still does not have the financial, 

managerial, and cultural conditions to demonstrate an orientation in the pursuit of customer 

satisfaction as other health systems in Europe and Canada already have. 

It is impossible to analyze two large national institutions without taking as a starting point 

the culture in which they are inserted. Each and every development or atrophy of the institution 

derives from this culture, according to Sporn (1996). 

The comparative factors, however, are not limited to culture, and according to Wolman 

(2008), the national demographic/geographical formation, management models, the organization 
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branches in the territory of coverage, economic situations, and level of awareness of the 

institutions' customers should be analyzed to obtain a realistic diagnosis. 

The purpose of this work is to carry out a comparative analysis between the SUS and the 

NHS, carrying out exploratory research on both health systems, under the organization and use 

of pre-defined parameters according to the most relevant precursor literature.  

The main hypothesis of the study is that Brazil, which took the NHS as a benchmark in 

1988, has the SUS slightly outdated regarding the British health system in aspects such as 

coverage and quality of service, in addition to the speed of response to crises. 

 

2 THEORETICAL BACKGROUND 

This chapter will address the main themes involving the creation of the SUS and the NHS 

with the creation historical support of the countries in which they are inserted. The theoretical 

content was prepared from the composition of demography, geography, culture of countries, with 

the intention of establishing benchmarks for health systems. 

 

2.1 NATIONAL FORMATION 

The United Kingdom has a long history and formation, being that Taylor (1824) 

comments the discovery of human fossils in Norfolk and Suffolk dating back more than 700,000 

years. The modern man, in turn, would be in British territory much later, 35,000 years ago, but 

due to the ending impacts of the ice age, the man preferred to settle in warmer areas in southern 

Europe. The Celts would then actually be the first civilization to populate and settle in British 

territory. During iron smelting and weapons production for war with Nordic civilizations, the 

Celts would exterminate about 20 different tribes that occupied the British territory, starting the 

British social formation as we know it, strong in trade with the Romans. 

Creps and Moir (2000) bring religiosity as a factor that would strengthen Celtic and 

British culture throughout the Middle Ages. Alexander et al (2010) reinforce the idea that the 

Catholic and Protestant reforms created a Christian society, under which the United Kingdom 

would come to settle. The fragmentation of the kingdoms (Sussex, Essex, Kent, Wessex, 

Nortumbia) would come to an end, forming a political England in the mid-10th century. 

According to Lewis (2015), England would fight many wars to maintain its territorial 

hegemony, one of the most important being the 100-year war against France between 1337 and 

1443, a fact that added to the Black Death of 1348 would wipe out half of the British people. 
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Only, it is possible then to contemporize the history of England and Brazil, as early as 

1500. 

Much younger from the point of view of historical and cultural formation, Brazil would 

have housed its first humans around 60,000 years ago. Barreto (1999) explains that prehistoric 

Brazil was populated by tribes, which would grow until 1500 (year of Portuguese discovery) in 

which the country was inhabited by about 2 to 3 million indigenous people, distributed in 

approximately 1000 different ethnic groups or tribes. 

Most of this indigenous predecessor culture would be replaced with the Iberian culture 

brought by colonizers from the Portuguese kingdom. As a subsidiary of Portugal, as per Erthal 

(2000), Brazil was catechized, and Christianity was implemented in society. Much of the 

indigenous people did not resist colonization, diseases, and forced labor in mineral extraction 

and farming, a fact that would incur in the entry of another culture, the African, through the slaves 

who produced on farms throughout the country, as per Moraes (1933). 

This is a crucial time in the formation of the Brazilian culture. The weakening of the 

indigenous background, broad Portuguese domination over the economies of colonial Brazil, and 

the birth of a new dichotomy commonly noted at that time: the big house and the slave quarters, 

exposed by Teixeira (1997). On the same land, colonial farmers (in their farmhouses, called 

“casa-grande”) and African slaves (who lived in the slave quarters, precarious dwellings often 

similar to those that housed animals) coexisted. According to Souza (2020), the separation 

between pure European culture oriented towards exploration and wealth generation was 

characterized, and African culture seen as a factor that corrupted Moorish blood and diluted 

Christian belief. 

The manner of governing the slaves was very characteristic: the “cordial man”. According 

to an analysis by Sergio Buarque de Holanda, portrayed in Jacino (2017), the farmer wanted to 

maintain the appearance of a provider even to slaves, governing his land with a false cordiality. 

When necessary, he exemplarily punished rebellious slaves with punishments that often reached 

the point of killing men, but never by his hand, but by the hands of a foreman or overseer who 

fulfilled the role of executioner. The farmer's image remained paternalistic. 

While Brazil followed its trajectory of extensive agricultural production based on slavery 

until 1888, when there was abolition, England expanded its colonies to all continents, and went 

through the industrial revolution in the 18th century, according to Wrigley (2013). Only in the 
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20th century would Brazil experience the beginning of a late industrialization, while England 

faced the First and Second World War. 

It was during World War II that demand for public health policies increased in England. 

Devastated by hunger and with many fighters with sequelae, the country would come in 1948, in 

Beveridge's reforms, to enact the creation of the NHS as a background for the nation's recovery, 

according to Musgrove (2000). In addition to health support, Beveridge also proposed fighting 

hunger and ignorance in long-term plans. 

According to Botas and Koury (2014), at that time, Brazil was going through the 

industrial expansion of Vargas government, still with little sanitary regulation, and superficial 

health policies aiming only at establishing patterns of agricultural production. Carvalho (1993) 

explains that Brazil would finally guide the discussion of a unified health system at the end of 

the 20th century, and when the NHS was already 40 years old, the SUS was created in 1988 along 

with the Federal Constitution of Brazil.  

 

2.2 DEMOGRAPHIC CHARACTERISTICS - BRAZIL AND UNITED KINGDOM 

The discussion (comparative between two national health systems) demands an analysis 

of demographic factors that directly influence the creation, financing, operation, and quality of 

this proposed public policy. Forgas and O’Driscoll (1984) define demography as a key 

benchmark between nations, being able to reveal their taxonomies originated by regionality, 

territorial dimension, population volume, income, educational level, life expectancy, among 

other attributes. Lynn Fuerst and Kirkegaard (2018) would come to complement the 

importance of demographic data by statistically proving that the levels of intelligence and 

interactions in a society can be explained through demographic variables such as education, 

income, and mainly access to health. 

Before analyzing details of Brazil and the United Kingdom, it is necessary to anchor the 

comparison in the fact that these countries are known to differ greatly in demographic terms. 

According to the World Bank (2020) report, the United Kingdom has a territorial 

extension of approximately 242 thousand km², comprising in this field England, Scotland, Wales, 

and Northern Ireland. Within this area, approximately 67 million people live, of which 9 million 

(13.5% of the total) are concentrated in the city of London. 

The Word Climate (2021) website reveals that the average annual temperature in the 

United Kingdom is around 12 ºC, fluctuating throughout the year from negative temperatures of 
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-10 ºC to positive temperatures of up to 30 ºC. Over a normal year, the prevailing climate is 

cloudy skies and frequent rain. 

In the case of Brazil, the IBGE (2020) report points out that the territorial extension has 

about 8.5 million km² (capable of covering the United Kingdom 35 times) and the Brazilian 

population is around 211 million inhabitants, of which about 12 million (about 5%) live in the 

city of São Paulo, the largest in the country. 

As for the climate, the differences indicate that Brazil, the World Climate (2021) has an 

average temperature of around 21 ºC. It is noteworthy that Brazil has a region very close to the 

equatorial line, which often reaches temperatures of over 40 ºC, while in the winter period in 

Santa Catarina mountain range (south of the country) temperatures reach -5 ºC. Due to such 

amplitude, the predominant climate varies a lot in each region, and in the Northeast and North 

winter characteristics are rarely recorded. 

Despite territorially fitting the dimensions of the state of São Paulo (only the 12th state in 

Brazil in terms of territorial extension), the United Kingdom is far superior in terms of income 

generation and economic capacity. 

According to data from Statista (2020), the United Kingdom had a GDP of US$ 2.6 

trillion, while Brazil had a GDP of US$ 1.45 trillion (55% of the British GDP). As a result, in 

2020, the United Kingdom occupied the position of the 5th largest economy in the world, and 

Brazil, the 12th position. These data make the GDP per capita between the countries to have a 

great disparity: while in the United Kingdom it reaches US$ 39 thousand a year, in Brazil it is 

below US$ 7 thousand. 

Although GDP per capita does not mean equal division in practice, it is noticeable that 

such a difference in this statistic between countries is translated into quality of life. World Bank 

(2021) data reveal that the level of optimized sanitation and access to clean water in the United 

Kingdom already reaches 99.2% of the population. In Brazil, according to SNIS (2020), about 

53% of the population has access to sewage networks, of which 70% are treated. This means that 

in Brazil, more than 60% of sewage does not have any treatment. Another surprising fact is that 

Brazil, the country with the largest amount of drinking water in nature (5.6 billion m³), has 16% 

of its population (more than 33 million people, half of the United Kingdom) without access to 

drinking water or water treated in their houses. 
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World Bank (2021) data reveal that the life expectancy of a Brazilian is 76 years of age, 

while that of a British is 82 years of age. While in the United Kingdom, for every 1000 births, 

3.6 children die from precarious conditions, in Brazil this number jumps to 12.5 children. In the 

United Kingdom, the expectation of exceeding 65 years of age reaches 87% of the population, 

while in Brazil, 73% of people will break this barrier. Sad statistics reveal that in Brazil 28% of 

children will depend on hydration/food through public policies to avoid premature death, while 

in the United Kingdom, this index has been zero for years. 

The complexity of the Brazilian territorial extension, its different climates, inequality in 

access to sanitation and income make the country an environment of difficult application of 

national public policies, increasingly demanding regionalization. On the other hand, the United 

Kingdom has a smaller territory, higher per capita income, and better life quality index, which 

reveals less intense inequality in relation to Brazil. 

 

2.3 CULTURAL ATTRIBUTES OF SUS AND NHS 

Precursor works have already provided reports on the institutional culture of the SUS and 

the NHS, and when comparing the approaches and attributes considered in the health systems in 

Brazil and the United Kingdom, it is possible to note dominant cultural characteristics in each 

one. The SUS, according to Confalonieri (1978), has culturally wide-ranging characteristics, as 

it encompasses indigenous peoples, poor populations in the periphery and countryside and even 

the smallest portion of the higher-income population that chooses not to have private 

supplementary health plans. 

Siqueira et al (2006) emphasize the existence of a popular culture focused on natural 

treatments that was created since the arrival of apothecaries with Portuguese colonization in the 

16th century. Even today, there is a significant portion of the population seeking the use of plants 

and homemade mixtures as an initial treatment for disease symptoms. The doctor and science are 

a second resource and are used when the situation worsens. These are the characteristics found 

in primary care. 

In the setting of public health management found in Brazil, there is a known plastering of 

the management characteristic of the patrimonialist, authoritarian, bureaucratic history, and 

colonized by private interests that are often external to the country, according to Paim and 

Teixeira (2007). To overcome this identity formed throughout the history preceding the SUS, it 
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would be necessary to professionalize management and invest in better training of professionals 

in this portion of the public initiative. 

The SUS has a history of social focus, primary care, and concerns about improving the 

time expectancy and quality of life of Brazilian citizens, shaken by economic inequalities in 

Brazil. Teixeira (2011) reinforces the idea that the SUS is a symbol of democracy, the result of 

a health reform with expansion of public policies covering the entire national territory, even the 

most inhospitable locations, and that contributes to fight inequality. 

The NHS, on the other hand, is in another phase, after a long existence (about 80 years), 

it seeks to align the organizational culture, encouraging its managers to seek better training and 

the inclusion of different types of professionals, according to Davies and Nutley (2000). The 

cultural value of the institution is aimed at the development of constant learning, reaching the 

level of the “learning organization”, very common in technology companies in the private sector. 

The NHS is at a moment of benchmarking with large organizations that have been successful in 

innovation, whether in the public or private sector. 

The current internal scientific abundance causes other cultural problems. According to a 

study by Withers and Snowball (2003), around 70% of foreign healthcare professionals who 

come to the NHS conglomerate of hospitals and healthcare units believe they are dissatisfied or 

resigned by the rest of the organization, which is still not very inclusive for immigrants. Reports 

reach cases of discrimination of patients and local members towards these healthcare 

professionals. 

A factor of hope for this problem is reported by Mannion et al (2009). The NHS senior 

managers would be responsible for thinking of manner to welcome professionals of different 

ethnicities in an equitable way. Trends point to an improvement in the culture of rationality in 

hospitals and a reduction in the predominant English “clan” factor. 

Ling et al (2012) emphasize that the NHS SDU (sustainable development unit) was 

created to provide training and awareness of leadership in the pursuit of achieving the institution's 

goals and creating an inclusive and modern social environment capable of receiving the same 

proposals diversity found in large multinationals and that are needed in the public sector. 

Opposite to the SUS, instead of prioritizing assistance, paternalistic medical treatment, 

and a humanitarian focus, in the NHS healthcare professionals find their professional satisfaction 
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in scientific recognition, according to Merali (2005). English rationalism in health, which 

promotes many clinical discoveries, is often criticized by patients for coldness in dealing. 

This humanitarian attribute is highlighted by Kapur (2019), through the concept of 

FACE (fairness, accountability, compassion, and excellence). The concept would have been 

created to help doctors and nurses to develop a culture of concern for the well-being of patients 

throughout their care, hospitalization, or surgeries. FACE is nothing more than an acronym 

capable of imprinting certain values in the NHS professionals’ minds and is present through 

posters in areas in which these professionals work. 

Still in the field of welcoming patients who demand care from British public health, 

Smith and Malcolm (2010) propose 3 attributes that are fundamental to achieving satisfaction 

and a good experience in environments that generally lead to bad experiences: physical, mental, 

and spiritual. The physical would be achieved through processes and science, while the mental 

and spiritual attributes lack understanding by the professionals involved in the services. It is 

worth remembering that the United Kingdom has a historically religious and traditional 

population. 

As per West, Dawson and Kaur (2015) highlight, the task of framing the goals of a 

public health program (often measured through numbers and statistics) along with values, 

visions, people management and humanitarian care is not an easy one, making the institutional 

culture often more complex in relation to organizational culture. 

The scientific production about culture in the NHS and SUS highlights counterpoints 

(strong and weak) in the institutions. While Brazil is recognized worldwide for humanitarian 

assistance and its ability to support different cultures in a vast national territory, the NHS lacks 

programs for the development of a culture of greater proximity and empathy with patients.  

The NHS is moving towards sophistication and excellence in the program to attract, retain 

and train professional talent, leaders in public health management, with concepts very similar to 

large multinational private corporations, while Brazil stands out in its capacity to include 

different cultures in its professional base, being already an example of institutional diversity, 

which is a modern priority. 

 

3 METHODOLOGY 

To compose the study, the exploratory research methodology was used, combined with 

comparative analysis. According to Moody, Kinderman, and Sinha (2009), exploratory 
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research requires time, since the existence of precursor information is necessary, and the 

researcher must understand this information to generate an analysis. 

Kogan and Lee (2014) bring the idea that exploratory research is able to cover gaps in 

knowledge about a particular topic or field, by compiling information from different authors, 

points of view and exposing variables that were used in their analyses prior to the exploratory 

concerned research. The intention of creating bridges between authors is one of the proposals of 

this study, in line with Carvalho, Scott, and Jeffery (2005), this work focuses on 2 large groups 

of data, each with many authors. These groupings are related to the SUS (Brazil) and the NHS 

(United Kingdom). 

As the example of Piovesan and Temporini (1995), exploratory research is useful and 

widely used in the field of public health, especially public policy. They tend to cooperate in the 

elimination of erroneously formed concepts based on popular beliefs, always taking care to make 

the knowledge obtained easily transferable, in order to provide feedback to the population and 

often break such paradigms created by society's nickname but without scientific validation. 

Still within the scope of exploratory analyses, this study draws on principles used by 

Massy (2012), as it seeks to explain the inference of cause-effect relationships between social 

and economic variables such as access to sanitation, GDP, GDP per capita with width of coverage 

and the success or failure of actions by the ministries of health of both countries. 

It is noteworthy that one of the variables explored in the study (the culture variable) 

branches into behavior sub-variables. In order to be able to parameterize cultural measures, we 

chose to use Hofstede (2010) and its cultural dimensions already applied in comparisons between 

organizations and countries, available on the Hofstede Insights portal, as a basis. 

As for the quantitative and discrete variables, the study uses the comparison between 

health data obtained directly from the electronic portals of the Brazilian government 

(DATASUS) and the British government (NHS Digital DataSets). 
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Table 1 – Parameters of comparative analysis between SUS (Brazil) and NHS (United Kingdom) 

Parameter 

 (MAIN SOURCE) 
Measures Bibliographic Basis 

1- Public Policies and 

Investments 

(DATASUS/NHS 

Digital) 

• Number of healthcare 

professionals per inhabitant 

• Number of hospital beds per 

inhabitant - AMS/IBGE 

• Ministry of Health spending on 

health care per capita 

• Federal spending on sanitation as 

a proportion of GDP 

• Public Consortia in the Health 

System 

• Lustosa and Castanhar 

(2003) 

• Trevisan and Bellen 

(2008)  

• Fonseca (2016) 

• Januzzi and 

Vasconcellos (2017) 

• Cavalcante et al (2017) 

• Funcia and Bresciani 

(2019) 

2- Access to Health and 

Citizen self-care 

(DATASUS/NHS 

Digital) 

• Proportion of population 

reporting having consulted a 

doctor in the last 12 months 

• Proportion of population 

reporting having had their last 

dental appointment less than 1 

year ago 

• Proportion of population 

reporting never having had a 

dental appointment 

• Proportion of population covered 

by private health plans 

• Nonnenmacher, Weiller, 

and Oliveira (2011) 

• Lima et al (2012) 

• Sanchez and Ciconelli 

(2012) 

• Batista, Saldanha, and 

Furtado (2017) 

• Capilheira and Santos 

(2006) 

• Litaker, Kokourian, and 

Love (2005) 

3- Women's health 

(DATASUS/NHS 

Digital) 

• Proportion of hospital deliveries 

• Proportion of female population 

using contraceptive methods 

• Female life expectancy 

• Cecile et al (1996) 

• Gill, Pande, and 

Malhotra (2007) 

• Shaw et al (2017) 

4- Prevalence of 

Chronic Diseases and 

Occurrence of 

Transmitted Diseases 

(DATASUS/NHS 

Digital) 

• Diabetes prevalence 

• Prevalence of high blood 

pressure 

• Prevalence of active smokers 

• Prevalence of overweight in 

adults 

• Measles 

• Tetanus 

• Syphilis 

• AIDS 

• Tuberculosis 

• Patterson et al (2019) 

• Reilly et al (2018) 

• Braver et al (2018) 

• Salem et al (2018) 

• Mills, Stefanescu, and 

He (2020) 

5- Institutional and 

National Culture 

(HOFSTEDE Insights) 

• Distance to power 

• Individualism 

• Masculinity 

• Aversion to uncertainty 

• Short/Long Term Guidance 

• Indulgence 

• Street-level bureaucrats 

• Medical elitism 

• Hofstede (2010) 

• Lima and D’Ascenzi 

(2017) 

• Bailey et al (2017) 

• Bergen (2005) 

• Coradini (1997) 

• Wise (2019) 

Source: prepared by the authors 
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After the exploratory stage based on the parameters mentioned above, the study will move 

to a phase of comparative analysis, according to Miettinen and Nurminen (1985). 

In the comparative analysis phase, a tabulation of the data obtained will be made, pairing 

SUS and NHS in each of the attributes, according to Rose (1991), and it is possible that such 

organization allows us to infer and rationalize relationships between statistical and cultural data. 

In conclusion, according to Gil (2019), it is expected that the hypotheses elucidated at the 

beginning of the work, after an empirical verification with the analyzed data, allow a final 

reflection on the exploratory and comparative research, showing some relationship with the 

theories proposed in the pioneering articles on public policy, health systems, and culture. 

 

4 DATA ANALYSIS 

This chapter presents the analysis of data obtained from DATASUS and NHS 

DATASETS DIGITAL portals, in addition to complementing the statistics with information on 

institutional culture offered by HOFSTEDE Insights portal. Two new cultural analysis 

parameters created specifically for this work were also added. 

 

4.1 ABOUT PUBLIC POLICIES AND INVESTMENTS 

To interpret or assess the success or failure of public programs, according to Lustosa and 

Castanhar (2003), it is necessary to leave the theoretical framework behind and understand the 

existing data on the results of the social policy employed. One of the main reasons to strengthen 

data analysis in this sense is the scarcity of public resources that is increasingly imminent in 

Brazil, in line with the concept of indicators proposed by Januzzi and Vasconcellos (2017). 

Brazil is in a scenario of social budget restrictions (Constitutional Amendment 95/2016), 

which limits the amount allocated to health and education to the 2016 annual amount only 

adjusted for inflation. According to Funcia and Bresciani (2019), this federal movement harms 

the municipal administration, which had been making the proper application of resources for 

health. 

Table 2 shows SUS and NHS data on basic public health statistics. 

 Ter 
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Table 2 – Comparison of Basic Public Health Statistics 

 
Source: prepared by the authors 

 

The data in Table 2 show that Brazil has half the installed medical care capacity per capita 

in relation to the United Kingdom. In the SUS, there are 1.4 doctors/1000 inhabitants while in 

the NHS there are 2.8 doctors in this proportion. The Brazilian number of hospital beds/inhabitant 

is equivalent to about 30% of what is offered in the British service. 

The cost of offering more doctors, more beds, and better-quality service (online bookings, 

electronic medical records, telemedicine, less waiting time for consultation with specialists or 

exams) can be seen in the BRL spending on public health/inhabitant. The British investment is 

equivalent to 53 times the Brazilian investment, something that is known to be aggravated by the 

need to maintain English medical professionals (internationally valued) within public programs, 

in addition to research efforts with clinical or pharmaceutical innovations, research funding, 

among other attributes. 

The levels of spending on financing relative to GDP are similar, but supposedly should 

not be. While the United Kingdom has more than 99% of sanitation services, in Brazil there are 

more than 50% of the population without treated sewage and 16% without access to treated water 

in their homes. 

Public consortia registered in Brazil have 715 occurrences, while in the United Kingdom 

there is no fixed base for consultation, as the "public consortia" is a dynamic modality used for 

a specific bidding (spot bidding), according to Iacobucci (2014), or for the development of a 

technology, differing from Brazil because they are not fixed/stable. 

 

4.2 ABOUT ACCESS TO HEALTH AND SELF-CARE FOR CITIZENS 

Access to health is a determining factor for the success of public policies. 

Nonnenmacher, Weiller, and Oliveira (2011), and also Batista, Saldanha, and Furtado 

(2017) comment that the population's accessibility to consultations, diagnoses, and treatments is 

Parâmetro Medida Brasil UK

•        Número de médicos por 1000 habitante 1.4 2.8
•        Número de leitos hospitalares públicos por 1000 habitantes 0.8 2.54
•        Gasto em BRL do Ministério da Saúde com atenção à saúde (per capita) 300.00R$       16,021.00R$  
•        Gasto federal com saneamento como proporção do PIB 0.13% 0.18%

•        Consórcios Públicos 715 DinâmicoP
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essential to reduce a potential future expense caused by the worsening of a patient's clinical 

situation. 

Access to treatments, according to Litaker, Kokourian, and Love (2005) prevents 

people from losing their autonomy in survival, ceasing to produce scientifically or economically 

due to comorbidity, increasing the burden of the state (which in addition to spending high 

amounts to maintain the individual in an ICU, loses the production generated by him and 

consequently the collections). 

 

Table 3 – Health Access Data 

 
Source: prepared by the authors 

 

The information obtained from the SUS and NHS data portals and shown in Table 3 

reveals that in this regard, Brazil is very close to the United Kingdom. More than 2/3 of the 

population of the 2 countries goes to the doctor annually. In Brazil, there is even a smaller portion 

of the population that has never had a dental appointment in their lives. According to the website 

TheGuardian (2021) most of the British prefer home or aesthetic treatments for their teeth, and 

30% of the elderly population has never been to the dentist. 

As for Health plans and insurance, Brazil has almost triple the coverage % in relation to 

the United Kingdom, a fact that can be explained by the better service provided by the NHS, 

which is very similar to the processes offered by private health plans in Brazil (electronic medical 

records, virtual appointments, telemedicine, little waiting for appointments and exams). Added 

to this, according to Simpkin and Mossialos (2017), a factor for BREXIT: the dissatisfaction of 

the British with the arrival of citizens from other European countries to be treated at the NHS, 

increasing queues. 

  

Parâmetro Medida Brasil UK

•        Proporção da população que refere ter consultado médico nos últimos 12 meses 67.7% 77.8%
•        Proporção da população que refere ter realizado a última consulta odontológica há menos de 1 ano 40.2% 49.9%
•        Proporção da população que refere nunca ter realizado consulta odontológica 11.6% 16.1%

•        Proporção da população coberta por planos privados de saúde 28.3% 10.6%
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4.3 ABOUT WOMEN'S HEALTH 

There are public health metrics and even SDG targets that are directly related to women's 

health, and which, according to Gill, Pande, and Malhotra (2007), are essential to understand 

whether there are points of care that could harm women's quality of life. 

Shaw et al (2017) reinforce that meeting these aspects would be the only way to equalize 

the quality of health for men and women, since the impacts generated by pregnancy, precarious 

births and continuous use of contraceptive methods can affect the rest of a woman's life, 

increasing including your risks of vascular comorbidities, sexually transmitted diseases, and early 

pregnancy. 

 

Table 4 – Data regarding Women's Health 

 
Source: prepared by the authors 

 

The information obtained from the SUS and NHS databases (Table 4) shows that both 

Brazil and the United Kingdom have a high statistics of hospital births, which means an important 

control of the risk of death in precarious or clandestine births. 

Regarding the use of contraceptives, Brazil is outdated compared to the United Kingdom, 

which may mean, according to the WHO (2021), a low level of awareness among young people, 

especially in peripheral regions of cities or countryside, in relation to sexual health and the risk 

of STDs. This data makes sense when looking at the SUS information that for every 1000 

Brazilian women under 18 years of age, 53 become pregnant. Meanwhile, in the NHS, this 

statistic indicates that for every 1000 women under 18 years of age, only 18 get pregnant (that 

is, half of the cases in Brazil). 

Despite early pregnancy in the country, which influences a woman's ability to study or 

work, fortunately there is no difference in life expectancy between Brazilian women and British 

women. 

  

Parâmetro Medida Brasil UK

•        Proporção de partos hospitalares 96.5% 99.8%
•        Proporção da população feminina em uso de métodos anticonceptivos 55.4% 84.1%

•        Expectativa de vida feminina 80.1 81.3Sa
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4.4 CONCERNING THE PREVALENCE OF CHRONIC DISEASES AND THE 

OCCURRENCE OF TRANSMITTED DISEASES 

The field of epidemiology is fundamental in the analysis of public health policies, as it 

clearly signals the risks to which a nation is exposed, according to Patterson et al (2019). The 

type of diet and the choice of playing sports or being sedentary tend to expose the population to 

so-called chronic diseases, while the lack of vaccination, sanitary surveillance, and border control 

tends to expose the population to contagious/transmitted diseases, according to Salem et al 

(2018). 

 

Table 5 – Data regarding Comorbidities 

 
Source: prepared by the authors 

 

Table 5 shows data on chronic diseases (diabetes, hypertension, obesity, and active 

smoking) and on transmitted diseases (measles, tetanus, syphilis, AIDS, and tuberculosis). 

First, in relation to chronic diseases, Brazil has twice the incidence of diabetes in relation 

to the United Kingdom and is equal to the epidemiological level of the United States. Both Brazil 

and the United States break records in the daily consumption of sugar/individual (more than 120 

grams) according to the WorldAtlas portal (2021). This excessive sugar level is linked to the 

high consumption of soft drinks, processed foods, and breads. The United Kingdom, in turn, has 

an average of 80 grams daily/individual.  

Fortunately, this high incidence of diabetes does not affect Brazil in terms of obesity, as 

the country has less than half the rate of obese adults in the United Kingdom. In this respect, the 

British are also similar to the North Americans, as they concentrate the majority of obese people 

in peripheral regions of the largest cities, where there is lower income levels but there is no lack 

of food, eating habits are precariously linked to the so-called "junky food" and there is a high 

incidence of sedentary lifestyle, according to Statista (2021). 

Parâmetro Medida Brasil UK Proporção

•        Prevalência de diabetes 9.0% 3.9% 2.3                    
•        Prevalência de hipertensão arterial 25.7% 26.2% 1.0                    
•        Prevalência de fumantes ativos 16.1% 14.1% 1.1                    
•        Prevalência de excesso de peso em adultos (obesidade) 11% 28% 0.4                    
•        Sarampo (casos) 3,629               284                  12.8                  
•        Tétano (casos) 2,939               4                       734.8               
•        Sífilis (casos) 152,915          7,000               21.8                  
•        Aids (casos) 41,919             4,139               10.1                  

•        Tuberculose (casos) 66,819             4,655               14.4                  P
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The epidemiological levels of active smokers and hypertension in Brazil and the United 

Kingdom are aligned, referring to a culture of decrease in cigarette consumption since the 1980s, 

when there was a peak in both countries of 50% of the adult smoker population, as per the data 

from the NHS and SUS point out. 

Second, regarding transmitted diseases, Brazil is at a severe disadvantage compared to 

the United Kingdom, with more than 10 times the number of cases of Measles, Syphilis, AIDS, 

and Tuberculosis and more than 700 times the number of cases of Tetanus (which is unjustifiable 

as the population of Brazil is approximately 3 times that of the United Kingdom). According to 

Mills, Stefanescu, and He (2020), transmitted diseases lack vaccination, and in the case where 

there are no vaccines, they lack public awareness campaigns. The width of economic and social 

differences (education) in the Brazilian population may justify the difficulty in establishing clear 

communication with its inhabitants, in relation to the United Kingdom. 

 

4.5 ABOUT INSTITUTIONAL AND NATIONAL CULTURE 

The cultural aspects analyzed took into account the dimensions of Hofstede (2010), 

which are internationally recognized as a direct manner of establishing a comparison between 

countries, organizations, and institutions and the behaviors expected of their individuals. 

Complementarily, the authors of this work aimed to contribute to the creation and 

comparison of 2 new cultural aspects specifically related to the use of public health policies and 

that directly influence patients, based on Brazilian authors such as Lima and D'Ascenzi (2017), 

Coradini (1997) and English authors such as Bailey et al (2017), Bergen (2005), Wise (2019). 

 

Table 5 – Comparative Cultural Aspects 

 
Source: prepared by the authors 

  

Parâmetro Medida Brasil UK

•        Distância ao poder (0-100) 69 35
•        Individualismo (0-100) 38 89
•        Masculinidade (0-100) 49 66
•        Aversão à incertezas (0-100) 76 35
•        Orientação Curto/Longo prazo (0-100) 44 55
•        Indulgência (0-100) 59 69
•        Relevância dos burocratas em nível de rua (baixo/médio/alto) Alto Médio

•        Elitismo Médico (baixo/médio/alto) Alto Baixo
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About the dimensions of Hofstede, according to the Hofstede Insights (2021) portal, it 

can be interpreted that English professionals (compared to Brazilians): 

• Distance to power: care less about hierarchies and status, expect to have equal 

rights, and do not tolerate differentiation of treatment based on position, choose a 

decentralized decision-making system and expect to be challenged by people at different 

levels of society. 

• Individualism: tend to place individual interest above the group and value 

individual opinions, as they expect other people to express themselves individually. 

People take more initiative than they wait to receive orders and instructions. 

• Masculinity: tend to live according to their work, valuing the competitive 

environment, and taking the result of their work as a degree of success. 

• Aversion to uncertainties: they hope that people do not feel threatened by 

uncertainties (accept more risk), prefer practice over theory and action over reflection. 

• Short/Long-Term Orientation: the work values are a little more future-oriented, 

allowing people to understand slow but sustainable results making institutions and 

companies focus on their plans and not immediacy. 

• Indulgence: are more permissive and less subordinate than Brazilians, satisfy their 

desires with less fear of retaliation from superiors. 

The data obtained with the dimensions of Hofstede reveal that the NHS tends to be an 

institution of continuity of public policies (something observed since the Beveridge reform after 

World War II) and that it was sustained even in periods of fiscal crisis, as in the 1980s, where 

there was no restriction of social funds in the United Kingdom (opposite to what happens in 

Brazil after Constitutional Amendment 95. 

The long-term orientation makes administrators choose to maintain successful public 

policies over the pursuit of populist and unsustainable short-term results. Individualism, risk 

taking, masculinity and indulgence characterize a demanding, altruistic British society that is not 

afraid to challenge their superiors. 

Regarding the new cultural aspects proposed: 

• Street-level bureaucrats: the forerunner works point to a greater importance of 

street level bureaucrats in Brazil, since society lacks more assistance and the search for 

connection on the part of the state. In the United Kingdom, culturally the population 
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chooses to seek the necessary public services and there are no populated areas with little 

accessibility to services, different from Brazil. In Brazil, it is common for the Ministry of 

Health to carry out large operations to vaccinate distant peoples or even deliver 

refrigerated drugs for chronic diseases in the treatment of indigenous people and 

quilombolas, something that does not exist in the United Kingdom. Surveys reveal that 

the British have a clear preference for not receiving "door-to-door" contact from public 

initiatives and that in the case of health they have few reports of field hospitals and mobile 

health units, as they have a capacity of doctors and beds/inhabitant that puts them in the 

world's top 5 together with Denmark, Sweden, Austria, and Cuba. 

• Medical Elitism: Brazil has a strong history of medical elitism, as the training of 

these professionals in the country is very limited and costly both in private and public 

institutions (where students with the best background in private institutions also win). 

There is a social stigma that the poor cannot be doctors and that doctors are the children 

of the richest. Many doctors in Brazil come from traditional families, in the Northeast of 

the country, for example, they descend from families that had “Colonel” owners of 

agricultural landholdings in the past. In the Southeast of the country, they descend from 

families of doctors who are already in their 4th generation. The doctor in Brazil has a 

paternalistic bias and is often seen as the “family doctor”, a concept no longer accepted 

in the United Kingdom, where the public preference is for scientific doctors and without 

individual attachment. The medical profession is not seen in the UK as an elitist symbol 

but as a function of social retribution and scientific development. 

 

5 REFLECTIONS AND FINAL CONSIDERATIONS 

The precursor literature points to the existence of different attributes that define the 

success or failure of a public policy, or in the case of this work, more specifically, a national 

health system. Each and every creation of public policy, the metrics for analyzing its success or 

failure, and public opinion about it, are presented against a background of national and 

institutional culture. 

The SUS and the NHS have very different ages and trajectories. The NHS was created 

out of a post-World War II British public initiative aimed at rebuilding the country, its morale, 

and providing assistance to conflict survivors, under a patriotic sense of victory. The SUS was 

created to provide fundamental public assistance in a country with aggravated economic and 
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social differences, fighting malnutrition, infant mortality, and seeking to extend the life 

expectancy of Brazilians, where it has been successful. However, the Brazilian population feeling 

does not bring such a heated bias of patriotism as the NHS, which was its inspiration. 

The metrics show that the SUS is close to the NHS results in various aspects of public 

policy, access to health and women's health. Regarding the incidence of diseases, especially 

transmitted ones, a warning light comes on (since Brazil has such a higher number of occurrences 

that it cannot be explained by its population size) and that should guide popular awareness and 

increase efforts in order to reach the public that is affected by comorbidities and encourage their 

prevention. 

The funding scenario of the two systems shows a drastic difference, while the SUS will 

be harmed for years due to PEC 241/EC-95, the NHS is increasing its investments to improve 

coverage for its population and has already reached quality levels found in Brazil only in private 

health plans and insurance. 

Cultural aspects support the existence of this difference in perspectives between health 

systems, contrasting behaviors: while the British challenge the status quo and its leadership, 

Brazilians are more complacent and subordinate; the British do not deprive themselves of their 

individual well-being because of a hierarchy, while the Brazilians live with a much less 

satisfactory situation without major population reactions; the British are more long-term oriented 

and stick to their plans, while the Brazilians (especially government leaders) seek to erode past 

programs and create quick benefits, even if unsustainable, in order to prolong their 

administration. 

There is a characteristic of the Brazilian population that is most in need of welfare, 

whether due to a need for survival or even an old mindset that speaks to Hofstede's individualism 

(the Brazilian people await instructions instead of taking their initiatives like the British people) 

and this does street-level health bureaucrats are highly valued compared to the United Kingdom. 

Brazil is a country in which medical elitism still prevails, a portrait of a colonial past and 

colonialism, which transcended the latifundia to reach professions that should be more scientific 

and less paternalistic. Given the above, there is a need to revisit the topic in the future to assess 

whether the SUS and the NHS follow a path of convergence in terms of quality and statistics, 

and whether cultural aspects have remained or have changed along with society. 
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