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Controversial aspects of the concept of health needs and their 
impact on the accessibility of medicine and health services 

Abstract  This article aimed to present the pro-
blems related to accessibility of health services 
by re-reading four case studies which illustrate 
the different dimensions of the definition of he-
alth needs and their impact on the accessibility of 
medicine and health services. The theoretical mo-
del of Vargas-Peláez et al.1, which allows a better 
understanding of the complexity of the definition 
of health needs and its impact on the demand for 
medicines and services, was adopted to re-read 
the case studies on the prices of patented medici-
nes, the models of public provision, hemodynamic 
services, and prescription of anxiolytics. The re-
sults may shed some light on the complexity of the 
challenges to achieve health rights in a peripheral 
capitalist society where the production and dis-
tribution of goods and services is organized from 
the perspective of the market, even though public 
policies seek to regulate them. In this sense, it se-
ems essential that the State plays a major role in 
guaranteeing equality in the achievement of social 
rights, not only influencing the industrial sector 
in reducing the prices of medicines and improving 
their supply, but also guaranteeing access to medi-
cine and health services.
Key words  Health policy, Industrial policy, Phar-
maceutical services, Health needs, Accessibility
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Introduction

According to Soares2 accessibility is a characteristic 
of a health system, related to its ability to provide 
the necessary products and services, in a collec-
tive perspective, which includes the totality of the 
population. In that sense, we may wonder if the 
economic-industrial health complex (CEIS, in 
Portuguese) is capable of offering the necessary 
goods and services and make them available to 
those who need them, guaranteeing the right to 
a universal health system, as defined in the 1988 
Brazilian Constitution. The concept of CEIS is 
understood as the set of resources necessary to 
provide a health system, which depends on gov-
ernment and public elements as well, involved in 
the production and provision of services3.

Since the writing of the Constitution, many 
endeavors have been taken to achieve this goal. 
Some examples of health policies are: the cre-
ation of the Unified Health System (SUS, in Por-
tuguese) in 1990, responsible for the universal 
provision of health; the National Medicines Pol-
icy (PNM, in Portuguese) in 1998, a landmark 
for guaranteeing access to essential medicine; 
and the Policy for Pharmaceutical Care, in 2004, 
expanding the reach of the concept to full phar-
maceutical care4. Some examples of innovations 
in industrial policies, related to CEIS, are the 
Industrial, Technological and Foreign trade Pol-
icy (PITCE, in Portuguese), aimed at promoting 
competitiveness and innovation in the Brazilian 
industry, the Productive Development Policy 
(PDP, in Portuguese), aimed at the expansion of 
innovation and competitiveness, and the Great-
er Brazil Policy (PMB, in Portuguese), aimed at 
encouraging inclusive, sustainable development 
by means of technological innovation5. However, 
three decades after the constitution was written, 
there has been little progress in terms of building 
a universal health system4,6.

The health system’s accessibility to all citizens 
in a universal perspective, is an extremely com-
plex subject, since it involves private and public 
interests. The hypothesis of this study is that this 
complexity could, in part, be better understood 
with the analysis of the several elements that de-
termine the concept of health needs and have 
an impact on the system’s accessibility. In oth-
er words, the different views concerning health 
needs from each system – first from the perspec-
tive of health itself, second from the perspective 
of the market – partly explaining the problem of 
the difficulty in achieving accessibility.  

All this happens because health systems are 
social constructs, which depend on specific tra-

jectories, power structures, interests, and inter-
dependence, and are influenced by the values 
and principles of the stakeholders (government, 
health professionals, the industrial-medical com-
plex, service providers, among others). The par-
ticular interests of each stakeholder and the ob-
jective of the policies, with distinct perspectives 
in terms of the concept of health needs, have an 
impact on the health system. 

According to Vargas-Peláez et al.1, the med-
icine, from a health perspective, is deemed as a 
social good, or as defined in medical literature, a 
public good, which has the purpose of prevent-
ing and solving health problems, in a limitless 
fashion and with no cost. Still, according to the 
same authors, from a market perspective, a med-
icine is deemed as a commodity like any other. 
It is produced and sold by companies that seek 
constant innovation, and it is commercialized 
through marketing that specifically targets med-
ical professionals.

The accessibility of the health system will 
depend, however, on a series of different di-
mensions of the concept of health needs, always 
influenced - in an unbalanced fashion – by the 
health perspective and by the market’s perspec-
tive. It is influenced by normative issues, such 
as the definition by the World Health Organiza-
tion of essential medicines and health rights, the 
guarantee of access to medicine, and policies and 
regulations, the matter of the patents, the pro-
duction of generic medicine, public production, 
and judicialization. It is also related to the defini-
tion of Human Rights and relates to values such 
as social justice, equality, and efficiency. Finally, 
the demand for health, articulated with individu-
al actions to obtain health products and services, 
and the organization of the production and con-
sumption of goods will also have an impact on 
the accessibility of the health system7.

Considering the different perspectives, guar-
anteeing a fair balance between the forces of 
health and the forces of market is the big chal-
lenge at hand. In Brazil, the production and the 
provision of health products and services is done, 
essentially, by the private sector8, despite the ex-
istence of SUS and production by state-owned 
laboratories. Therefore, the difficulties in keeping 
the balance between the health perspective and 
the market perspective are even more present. 

This article aims to show the contradictions 
that are evident in terms of access to health ser-
vices, through the re-reading of four studies pre-
viously published by the authors, following the 
Vargas-Peláez et al. model. We hope to reveal 
the contradictions between the aforementioned 
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distinctive dimensions of health and the dis-
agreement between the distinctive stakeholders 
on health perspectives, as well as the difficulty 
in reaching a balanced and fair view of those 
perspectives on the provisions of medicine and 
health services. Besides revealing the contradic-
tions between the different definitions of health 
needs, the re-examination of the cases studied 
herein also illustrates the difficulties to reach a 
universality of and full access to health services 
and medicines, which is established and covered 
by the Brazilian public health system.

This article is divided into three sections, in 
addition to this introduction. In the first section, 
we present the methodology used to re-examine 
the previous case studies that followed the per-
spective of different dimensions and definitions 
of health needs, and how they influence access to 
medicine and health services. In the second sec-
tion, we develop the re-examination of the four 
case studies, in the perspective mentioned above. 
Finally, in the final considerations, we highlight 
the countless difficulties in reaching a better bal-
ance between the antagonist forces of health and 
the market, demonstrated in the cases. 

Theoretical approach and methodology

The theoretical model built by Vargas-Peláez 
et al.1 was chosen to base the re-examination of 
the studies developed by researchers from Uni-
versidade Federal do Rio de Janeiro (UFRJ), 
Universidade Cândido Mendes (UCAM), and 
Escola Nacional de Saúde Pública Sergio Arou-
ca (ENSP). The main contribution of the chosen 
model is that it brings forth the complexity of the 
definition of health needs in the context of the 
demand for medicine and health services, and it 
also considers the antagonist interests of society - 
the market’s point of view and the point of view 
of health - to understand the problems in reach-
ing a universal public health system.

According to the authors of the model, there 
are several different approaches concerning 
health needs, mainly by the complexity and lack 
of uniformity of the concept. The authors chose 
three of the main studies that can be found in 
literature, concerning the problem of the defi-
nitions of necessities: Bradshaw9, Willard10, and 
Max-Neef et al.11.

The studies by Max-Neef et al.11 and Willard10 
emphasize the historical and social perspective of 
health needs, showing that this is an idea, a con-
struct, which changes over time, and that there 
are a series of subjective and evolutionary values 

which relate to how a society structures itself. 
These values tend to interfere in the functions, 
expectations, and social demands, thus generat-
ing distinctive views regarding health needs. 

The study by Bradshaw9 agrees with the two 
first authors and defines that the concept of so-
cial need - including medical needs - is inherent 
to the idea of social service, and the history of 
social services is the history of the recognition of 
the needs and the structuring of society to meet 
those needs. From that assumption, the author 
pragmatically proposes four dimensions for the 
definition of health needs. The first is the norma-
tive dimension, that which the specialist or pro-
fessional administrator or social scientist defines 
as “needs” in any situation. Therefore, the norma-
tive definition of needs, according to this author, 
may be different according to the value system 
of the specialist - in his or her judgement con-
cerning the amount of resources which should be 
directed toward fulfilling the need or if the avail-
able abilities are able to resolve the problem or 
not. Normative standards change over time and 
change with the evolution of knowledge, as seen 
in the changes of societal values concerning the 
definition of the medicines that should be pro-
vided by the health system. 

The second dimension of the definition 
of “needs” deals with perceived need, in which 
“need” corresponds to wish/want. When evaluat-
ing the need of a service, the population is ques-
tioned if that service is really necessary or just a 
false need induced by marketing and other social 
influences.  Perceived need is, on its own, an in-
adequate measure of “real need”, being limited by 
individual perceptions, to a medical prescription 
or to the effect of pharmaceutical marketing.  

The third dimension of the definition is ex-
pressed need or demand, in other words, the per-
ceived need transformed into action. Under this 
definition, “total need” is defined as the needs of 
the people who demand a service. A service will 
not be demanded, unless people feel a need. On 
the other hand, it is common that an expressed 
need is not fulfilled. Expressed need, unfulfilled, 
is often found in health services, in the form of 
waiting lists that represent the measure of an un-
fulfilled need.

Finally, the fourth dimension of the defi-
nition is compared need, which is a measure of 
need found by the study of the characteristics of 
a population in terms of receiving a service. If 
there are people with similar characteristics who 
do not receive a service, those people would be 
in need. 
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From this understanding of the concept of 
health needs, also followed in this article, and its 
many dimensions, Vargas-Peláez et al.1 conclude 
that when the many dimensions of health needs 
are not reached, there is an access barrier in the 
health system. The model suggested by the au-
thors highlights the fact that in a capitalist society, 
where production and services are organized by 
the market, and goods and services are products, 
it is necessary for the State to guarantee that indi-
viduals can exercise their citizenship, providing a 
health system that is efficient and egalitarian and 
that provides access to medicine according to the 
principles of human rights12. 

The State should also establish public poli-
cies to stimulate and regulate the market, such as 
policies of innovation and intellectual property, 
as well as price control and sanitary regulation. 
Such policies seek to promote the development 
of economic sectors, which are crucial for the in-
crease in economic efficiency, to generate capital, 
and to expand employment and income13.

These are the aspects taken into consideration 
in the theoretical model chosen for the re-exam-
ination of the case studies. The methodological 
procedure of this article is based on revisiting 
the results of four case studies already written 
and published, following the theoretical model 
of Vargas-Peláez et al.1. The case studies focus on 
different aspects of accessibility to medicine and 
health services through SUS. As a contribution, 
we hope to show the several dimensions of health 
needs and the different perspectives of the stake-
holders, from the points of view of health and 
the market, made explicit in the model, and thus 
help to understand and interpret the difficulties 
in access to medicine and health services shown 
in the case studies. It is important to make it clear 
that this article does not propose to make a case 
study, but simply aims to re-read other case stud-
ies, using the theoretical model described above. 

Results and discussion 
about the case studies

This section shows the real difficulties of access 
to medicine and health services in Brazil, inves-
tigated in four case studies developed at UFRJ, 
UCAM, and ENSP. The two first studies analyze 
the issue of accessibility from the standpoint of 
the offer, in two dimensions: availability of med-
icine at a fair price and models of provision of 
medicine to the health system. The two other 
case studies analyze the issue of accessibility from 

the standpoint of the demand for hemodynam-
ic services, which are dependent on equipment, 
as well as the issue of prescription of anxiolytic 
medicine. 

The first study14 illustrates the normative ne-
cessities from the standpoint of the availability of 
medicine at fair prices. Among the factors that 
explain this definition of normative necessity are: 
to what extent the patent legislation and the lo-
cal production (of generic, public medicine) are 
relevant normative elements to explain, at least 
in part, the issue of the accessibility of medicine. 
The patent legislation illustrates an internation-
al norm, which needs to be adjusted to each 
country, so that it does not constitute a barrier 
to achieving fair prices, meanwhile the local pro-
duction shows the involvement of the State in 
encouraging the supply of products, looking to 
compensate for the prejudicial effects of patent 
barriers.  

The second study15 exemplifies compared 
need from the standpoint of the supply, that is, 
the ability of the health system to respond equi-
tably to people’s needs, thereby achieving access 
to medicine. That definition relates to human 
rights, as well as to values of social justice, equal-
ity, and efficiency. Each health system defines the 
population to be covered and the origin of the 
resources allocated to guarantee access to the 
health system. The study focused on the models 
of provision and financing of medicine available 
nowadays and on the contradictions in reaching 
a universality of and full access to medicine. 

The third study16 reveals the definition of ex-
pressed needs from the standpoint of the demand 
for health services. The elements of accessibili-
ty of health services (for instance, organization, 
geographic distribution, and financial issues) 
and the facilitating factors (for instance, socio-
economic status, perception of the system from 
the standpoint of the right to health) influence 
the possibility of access to this kind of service, 
which is dependent on equipment, and therefore 
requires substantial initial investments so that it 
can be offered. The focus of the study was to un-
derstand aspects of geographic distribution and 
financing of this kind of medical services, which 
compromise access to hemodynamic services. 

Finally, the fourth study17 clarifies the defini-
tion of perceived needs - perceived by the patients 
from the standpoint of demand. The factors that 
explain the category of perceived need have to 
do with the view of needs created by the market 
through pharmaceutical marketing (trademarks 
and diffusion among the prescribers), as well as 
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the belief that scientific progress always brings an 
increased well-being and a new kind of treatment 
is always better than the old one, illustrating the 
idea known in literature as “medicalization of 
life”, which brings the perception of medicines 
as a health necessity. The focus of this study was 
on the influence of these factors in the consump-
tion of anxiolytic medicine in a rural community 
from Campos dos Goytacazes, a town located in 
the state of Rio de Janeiro. The following four 
sections summarize the re-examination of the 
objectives and the results of each one of those 
previous studies performed in the light of the 
definitions proposed by the model, aiming to 
highlight the real contradictions which stand in 
the way of achieving a health system that guaran-
tees free and universal access.  This re-examina-
tion will allow for an improved understanding 
of the challenges observed in each study and will 
contribute to finding solutions.

Availability of medicine at a fair price

The primary motivation of the first study14 
was to demonstrate that, without local produc-
tion, it would not be possible to have a health 
policy capable of guaranteeing the offer of med-
icine at a fair price.  The market of pharmaceu-
ticals is very unequal and competition is entirely 
based on innovation18. Local production and in-
novation are important - even producing generic 
medicine or similar in order to face the monop-
oly power of established companies, which are 
usually multinational. 

Since the second half of the 1990’s, Brazil has 
switched from the monopoly of European and 
American pharmaceutical companies, to the In-
dian and Chinese monopoly. The initiatives of 
China and India in the 1990’s brought down the 
prices of chemical inputs and medicine consider-
ably, but in the beginning of the 2000s, the prices 
rose again19. Thus, with no local production, the 
availability of medicine was reduced, resulting in 
abusive prices that were not feasible for the public 
budget. One of the consequences is that the pro-
vision of products for the health system becomes 
dependent on the availability of strong curren-
cy for importation. When the Paris Convention 
for the Protection of Industrial Property was in 
effect, there was a possibility of not needing pat-
ents in some areas of technology for countries 
who were signatories but whose know-how in 
the area was considered insufficient to justify the 
maintenance of an intellectual property regimen. 
However, with the signing of the Trade-Related 

Aspects of the Intellectual Property Rights agree-
ment (TRIPS) in 1994, that possibility ceased to 
exist and the strategy of copying medicine with 
valid patents for learning and for local produc-
tion had to be abandoned, so new strategies had 
to be sought.

The study illustrates the definition of nor-
mative need, presented in the model, to the 
extent that it focuses on the importance of the 
regulation policies, including patent regulation, 
production of generic medicine and public pro-
duction, making it possible to guarantee the of-
fer of medicine at fair prices after the changes in 
international legislation that were introduced by 
the TRIPS agreement. The study emphasizes the 
importance of patent regulation and local pro-
duction, by means of incentives to the produc-
tion of generic medicine and by public produc-
tion as well, two relevant strategies to guarantee 
accessibility of medicine. 

Three cases of challenging monopoly by 
suspending patents, feasible according to the 
norms of TRIPS practiced in Brazil, were chosen: 
one case in which the patent had already been 
granted, and two cases of potential monopolies, 
in other words, cases in which the patents were 
merely filed. The result of the challenge of each 
case was distinct: in the Efavirenz case, the gov-
ernment decided for a compulsory license; in 
the Tenofovir case, a patent examination subsidy 
was decided; in the Atazanavir case, a voluntary 
license was given. These cases show different ini-
tiatives of local production in the context of price 
negotiation, followed by industrial development. 
However, we will see that the effects on price re-
duction were differentiated. 

The main conclusion of the study14 was 
that, as the outcomes changed from compulso-
ry license, to examination subsidy, to voluntary 
license, the desired effect of price reduction de-
creased. The greater price reduction was achieved 
with the compulsory license. This way of chal-
lenging constituted the most serious threat for 
the competition because it uses the resource of 
the mandatory cession of patent rights, directly 
challenging the monopoly power of the company 
that owns the patent. In second place was the ex-
amination subsidy, which resulted in the patent 
not being granting, but allowed for a significant 
price reduction. Lastly, the voluntary license, a 
case in which the price reduction was insignifi-
cant. 

The common finding in the three cases stud-
ied in the article14 is that the path of encourag-
ing competition is essential for the success in 
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price reduction, but it is not sufficient. The les-
son learned is that when price regulation is not 
combined with local production and innovation, 
its effect is not as significant due to the intrinsic 
characteristics of the pharmaceuticals market.  
The aspects revealed by the Vargas-Peláez et al.1 
model made it possible to show that different fac-
tors - international norms and national policies 
- interfere in the availability of medicine at fair 
prices. Moreover, the health perspectives and the 
market perspective, as well as the interests of all 
stakeholders, do not necessarily merge into a po-
sition in which all interests are satisfied without 
conflict, which also affects accessibility to medi-
cine for the health system.  

There is no question that the Ministry of 
Health has sought to adjust its policies of in-
centive to domestic production and innovation 
since 2008 (when the Partnerships for Productive 
Development were published) and with the in-
strument of partnerships of productive develop-
ment in 2009, looking for ways to conciliate the 
interests of the stakeholders who manufacture 
medicine, by guaranteeing a share of the public 
market for up to 10 years.  The partnerships are 
established between the official pharmaceutical 
laboratories, which receive technology, and na-
tional or international companies, which transfer 
technology. The conclusion is that, even though 
the Brazilian strategy to overcome the patent 
barriers has evolved, it still presents serious 
weaknesses. 

The main weakness is the lack of commit-
ment on the part of the Brazilian government in 
terms of investing in research and development, 
which includes investment in training profes-
sionals from the public laboratories that receive 
new technology20. This problem is putting at risk 
the capacity of absorbing technology. That risk 
can be in the medium term or in the long term. 
In the medium term, there is a risk that the pub-
lic laboratories will not be able to produce the 
medicine after the end of the partnership. In the 
long term, the national facilities might not be 
able to produce new medicine that is introduced 
into the market, and the country has to acquire 
foreign technology again, once it has not pro-
gressed in terms of technological capacity and its 
dependency continues.  

The re-examination of the study therefore 
shows the importance of the partnerships for 
productive development, as an alternative to 
overcome the patent barriers; however, it also 
indicates that the government needs to reach a 
compromise with investments in public  phar-

maceuticals laboratories so that they can do their 
part in the partnerships.  

System of the provision of medicines  

The aim of the second re-examined study15 
was to analyze how the provision of medicine in 
the health system is financed and organized, with 
the objective of responding equally to people’ 
needs, providing universal access to medicine. 
The study illustrates the definition of compared 
need - explained in the model - which is defined 
and described by studying the characteristics of 
the population, aiming to provide health services 
and guarantee access to medicine. Each health 
system defines its population coverage and the 
origin of the resources it needs to reach its objec-
tive. This definition of need relates to the prin-
ciple of equality and social justice, making sure 
that universality is guaranteed even for those 
who do not have a health plan. 

The study15 claims that, historically, the main 
way to obtain medicine in Brazil was, initially, by 
out-of-pocket expenditures at private drugstores. 
That model inequality, since the access and con-
sumptions patterns are conditioned by income, 
following a market perspective. However, with 
the creation of SUS, Brazil began to develop a 
universal and free of charge model of provi-
sion of medicines by public health clinics (PS, 
in Portuguese) and Basic Health Units (UBS, in 
Portuguese) with a public three-party financing 
system, executed and managed at the municipal 
level. 

The Brazilian Popular Pharmacy program 
(PFPB, in Portuguese) was created in 2004, par-
allel to the distribution of medicine carried out 
by SUS. At the first moment, a public network of 
pharmacies was created, and after 2006, the pro-
gram became wider, credentialing private phar-
macies. Additionally, the program adopted the 
co-payment system, in which the user pays for 
part of the price of the medicine. Those chang-
es in the system of provision of medicine reflect 
the influence of different political, economic, and 
ideological aspects present throughout the peri-
od. 

In the period of establishment of SUS, the 
change was motivated by the Sanitary Reform 
and by demands for improvements in the health 
system. This motivation was not enough to avoid 
the situation of the underfinancing of SUS, and 
there was an attempt to resolve the problem 
through the creation of the Popular Pharmacy 
program, resulting in the partnership with pri-
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vate pharmacies as modus operandi and as the 
way to expand the PFPB. The partnership with 
the private sector, which at first was complemen-
tary to the network of public pharmacies, ended 
up becoming the current format of the Program, 
side by side with the provision of medicine by 
SUS.

We noticed that political aspects redefined the 
role of the Government in providing medicines: 
from a unified system of free charge distribution  
to a complementary system of public-private 
distribution with co-payment. The interests of 
the users of health plans, who have easier access 
to medical appointments, ended up becoming 
stronger than those of the rest of the people, 
resulting in a more unequal access. In fact, the 
provision of medicines by SUS is predominant, 
especially for chronic, prevalent diseases, but it 
is quite heterogeneous in access and faces many 
problems in terms of financing, management, 
infrastructure, and human resources, besides the 
fact that it does not have a unified information 
system, making it difficult to monitor its oper-
ation. However, the PFPB, functioning through 
the network of private pharmacies, has an ade-
quate information system, but its geographic dis-
tribution is more limited, it offers less variety of 
medicines, and the population who resorts to it 
is much smaller than the one that relies on distri-
bution by the public network21. 

It is important to highlight that public poli-
cies of pharmaceutical care have historically had 
social and political influences and have not been 
able to reverse the predominance of the model 
that requires payment from the consumer; that is 
a challenge to be overcome in terms of providing 
universality and correcting historical inequalities 
in access to medicine22. Another negative aspect 
of having two systems of provision is that it in-
terferes in the planning process of local industry, 
since the information that it provides on demand 
for medicine is imprecise and underestimated. 
In fact, the absence of adequate information and 
the overlapping of the provision systems makes 
the health system incapable of reaching its uni-
versality objective and generates inequality, since 
the PFPB ends up covering more those who has 
health plans and lives in metropolitan areas21.

The re-examination of the article through the 
Vargas-Peláez et al.1 model enabled us to clarify 
the different ideological factors that influenced 
the recent changes in the Brazilian public poli-
cies of the provision of medicine, and the conflict 
between health needs and human rights. If the 
PFPB provision model becomes prevalent over 

the system of distribution by the PS and the UBS, 
as seems likely by the recent tendencies of financ-
ing, the market perspective will come into direct 
conflict with the health needs and human rights.  

Demand for health services that 
require equipment 

The third study to be re-examined16 clarifies 
the definition of expressed needs in the case of 
health services that require equipment and its 
consequence for the access to those services. The 
Vargas-Peláez et al.1 model reveals the impor-
tance of such factors as organization, geographic 
distribution, and financial matters, and factors 
that facilitate access for the users, for example, 
socioeconomic status, perception of the health 
system, and the right to health. According to the 
authors, all those factors influence the demand 
for health services and modulate the desire to 
have that kind of care.  

The study16 chose to look into aspects of 
geographic distribution and financing, checking 
how that interferes with accessibility to medical 
services of hemodynamics, which require equip-
ment. Such high complexity services are directly 
related to issues of the infrastructure of medi-
cal and hospital equipment. The organization 
of high complexity services should be done by 
health regions, due to the high cost of its initial 
investment, and its distribution should be done 
through the networks of urgent and emergency 
care, given the need for fast medical response re-
lated to coronary diseases. However, this region-
alization of health services did not occur equally 
throughout the country, resulting in some con-
cerns regarding accessibility of the service, as in 
the case of the North and Northeast regions of 
the state of Rio de Janeiro. In this case, there is 
a flaw in the pact between the different parts re-
sponsible for the organization of high complex-
ity services.

Among the main results of the study16, there 
is clear evidence that there are not enough med-
ical teams specialized in this kind of health care. 
Moreover, these specialists are also the owners of 
the equipment, which in most cases is located in 
philanthropic hospitals. It is not clear how many 
procedures are financed by SUS and how many 
by health plans in each facility, and what are the 
results of the care provided, in terms of waiting 
time and quality, which are very relevant aspects 
in this kind of service.  

We also noticed that, in the region studied, 
one of the problems which compromises access, 
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despite decentralization and regionalization of 
services, is the lack of legal structure for a regional 
network which can offer services financed by SUS. 
Consequently, there was, to some extent, excessive 
supply in one of the towns and a lack of supply in 
others, requiring that patients travel from place 
to place to receive the necessary care. Another no-
ticeable aspect is that patients with health plans 
ended up having priority in receiving care. 

In the re-examination of the study, it became 
clear that the institutional arrangement, in other 
words, the incomplete federative pact of decen-
tralization, pleases several constitutive interests of 
economic sectors which profit with high cost and 
complexity health care, and which may be ham-
pering the access to quality, equitable services to 
all users. This case study once again shows the 
difficulties in implementing a universal and equal 
health system in a society with major problems of 
public health service infrastructure and income 
inequality. Moreover, the institutional arrange-
ment responsible for the management of service 
distribution will depend on the ability of the gov-
ernment to reduce regional inequalities by means 
of a reorganization of interests, prioritizing uni-
versal access. 

Demand for medicine and market influence

The aim of the last re-examined study17 was to 
understand the influence of consumer factors re-
lated to anxiolytic medicine in a rural community 
in the Northern region of the state of Rio de Ja-
neiro.  In particular, the study focused on factors 
which led the rural population from the Marrecas 
district, near the town of Campos dos Goytacaz-
es, to excessive and prolonged use of benzodiaze-
pines (BDZs, in Portuguese). This study clarifies 
the definition of perceived need, defined by Var-
gas-Peláez et al.1, and how it affects access to the 
health system.   The authors call attention to the 
fact that the need for medicine is influenced by 
the market, through brands and diffusion among 
doctors and patients. The study17 discusses the 
reasons that lead a rural community to excessive 
and prolonged use of anxiolytic medicine in a 
place where the stress of urban life is not pres-
ent. Moreover, it seeks to understand why this 
situation persists even in face of public policies 
designed to inhibit the irrational use of medicine, 
and the regulations which restrain pharmaceuti-
cal marketing23,24.

The first result obtained by the study17 verified 
a deficit in health services offered to that popula-
tion and a large number of exaggerated diagnoses 

which prioritize pharmacological therapy25. It also 
verified the lack of medical counseling in terms of 
prescription medicine and the practice of renew-
ing prescriptions without medical appointments, 
which contributed to extending the use of BDZs 
among that population, going completely against 
the recommendations of the national medicine 
policy. The conclusion is that the simple existence 
of this policy, without psychological and social 
service and follow-up for the patients, makes the 
control policies unviable.  

The second result has to do with cultural as-
pects of the population studied. There is an over 
emphasis on daily problems and search for tran-
quilizers as a way to instantly neutralize feelings 
and emotions that are deemed as negative and 
abnormal in a mediatic society. Moreover, one 
may find a distortion of the health concept, which 
is seen as something that can be purchased at a 
drugstore. A clear influence of the market per-
spective over the health perspective is evident in 
the idea of perceived need, a phenomenon which 
literature calls the “medicalization of life”17. Ac-
cording to Vargas-Peláez et al.1, and made clear by 
the re-examination of the results of the research, 
the health needs are not facts, but rather values 
that emanate from doctors and patients, even 
if they do not realize it. The conclusion is that 
these understanding lead, first, to the difficulty 
in defining health needs when it is something that 
comes from the values of the doctors and patients 
influenced by pharmaceutical marketing. Sec-
ondly, the concept of health is difficult to spec-
ify, since it considers the values of a knowledge 
society, in which techniques and procedures are 
more valued than the health of the patient, by the 
diffusion of a positivist notion of science.

Final considerations

The re-examination of the studies, according to 
the perspective of the different dimensions of 
health needs and their influence on accessibility 
of the health system showed that there is often 
an overlap of the explaining factors of each defi-
nition of health needs. For instance, the concept 
of essentiality which influences the definition or 
normative need may be influenced by perceived 
need, with the inclusion of new medicine accord-
ing to the notion that “whatever is new is better 
than what is old”. The main contribution of the 
article was to illustrate an old, but at the same 
time current, theme in health economics, which 
is the problematic definition of health needs and 
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its influence on the accessibility of the health 
system. The main lesson to be learned is that 
balance between the market perspective and the 
health perspective - represented respectively by 
the CEIS and by SUS - in the different dimen-
sions of needs is what contributes to reaching 
a public and universal health system. If on one 
hand health demands goods and high complexi-
ty services, high costs and frontline innovations, 
on the other hand the health sector contributes 
with roughly 9.2% of the gross national product8, 
and it could become a sector which is capable 
of dynamizing the economy, helping local pro-
duction to reach a higher level of productivity. 
Moreover, committing to the development of the 
CEIS would be an important measure in order to 
achieve health service provisions and products at 
fair prices, since it would challenge international 
competition by stimulating price reductions.  

However, those endeavors of supply may not 
be enough. Since the organization of the produc-

tion of goods and services is capitalist, the State, 
at the same time, must play a role in the coordi-
nation of production activities and in regulating 
them. The State must also guarantee opportu-
nities and the distribution of wealth in the way 
of the access to medicine, which is essential to 
health care. The implementation of a health sys-
tem which is universal and gratuitous seems to be 
a one-way street for a country like Brazil, which 
still struggles with the problems of regional in-
equalities and poor income distribution. 

In conclusion, the re-examination of the 
articles provided an opportunity to make a re-
flection and to demonstrate that there are many 
challenges in the achievement of health rights 
in a capitalist society, where the production and 
distribution of goods and services are organized 
according to the market’s perspective. Hence, it 
seems incontrovertible that the State does indeed 
play a predominant role in the search for equality 
in achieving social rights.  
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