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Abstract

Aim: The use of health services is a complex behavior and results from a series of determinants
that includes the users’ social and demographic characteristics. The current survey interprets the
social and demographic profile of Unified Health System (UHS; SUS in Portuguese) users from
Pelotas RS Brazil, which was conducted by interviews with 333 users from five Health Basic Units
(HBUs). Methods: The social and demographic characterization was deployed by the variables
sex, age, occupation, city/town or district of origin, number of family members, use of continuous
medication, diseases and family income. Results: HBU users were mostly women (82.4%),
within the 30-40-year-old age range (21.4%), housewives (36.3%) from Pelotas (96.2%) and
from the district of Fragata (26.1%). Families of users comprise mostly two to four members
(66.6%), with an income of one to two minimum wages (66.2%). Fifty-one percent of the
interviewees do not use continuous medication, while hypertension was the most cited disease
(51.8%). Conclusions: An understanding of HBU users’ characteristics and their associated
social and demographic context may contribute towards a better reception and may confirm the
UHS contribution towards universality and equality of public health care.
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Introduction

Wealth distribution in Brazil is still highly uneven not only among the
federal states, but also among the population. The Unified Health System (UHS -
SUS in Portuguese) represents a health program of the Brazilian government
notorious for its general principles of organization which covers medical expenses
of about 80% of the Brazilian population¹. The UHS guarantees access to any
health service to all the population and warrants citizen participation through
their representative entities in the process of health public polices and their
execution². Moreover, the health services should have a macroeconomic (cost
control) and microeconomic (maximization of services, with maximum satisfaction
at minimum costs) efficiency³.

Users’ satisfaction and the use of health services are a complex behavior
resulting from a set of determinants, which include the users’ socio-demographic
characteristics. In fact, health practices do not have merely a technical dimension;
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they are, at the same time, complex social practices
permeated by culture, economy, politics and ideological
dimensions². These multiple aspects interact mutually,
compete for a set of actions and services availability, as
well as compete for emergence of issues to gain access to
activities and services4.

The health service organization in Brazil comprises
the Unified Health System (UHS), which is public and
governmental ,  featuring a universal  and equi table
orientation, and a complementary system, which is private,
made up of health insurance and care through payment.
According to data by the World Health Search and
National Research by Domiciliary Sample5, the private
system in Brazil covers about 34.5% of the population,
whereas the public health system covers 100% of the
Brazilian population. Moreover, UHS differs from the
health systems of other countries in that it is comprises
all citizens in Brazil and promotes equal and equitable
orientation6.

The Brazilian public health system warrants to all
citizens the same rights and promotes total universal access
to all free offered services. Further, the equity principle
guarantees more access to the most needy and thus health
democratization is provided7.

Since its implementation, UHS administrators have been
adapting its institutional model through social participation
guidelines and through decentralization triggered by the
activities of the Brazilian state in deploying in-depth
modifications in the social field6. However, changes have
not reduced inequality and inequities in the Brazilian public
health system are still disparate8.

Health care humanization should be analyzed by
focusing on professionals and users. The more integrated
the UHS assistance, the greater guarantee of a quality and
equitable health services. However, this process depends
on a critical view by users and professionals9.

So that a constant dialogue with the movements may
be kept and permanent and sustainable ways of articulation
established, the system’s vulnerability must be reduced and
the population’s life quality increased. Such relationship
multiplies the possibilities of solving health problems,
which enhance UHS activities10.

According to Buss and Pellegrini Filho (2008)8, the
determining factor in a country’s general health situation
is not total wealth but its distribution. In Brazil, besides
notoriously serious inequities, large sectors of the
population live in poor conditions which, in the main, impair
their access to minimum health conditions.

Population surveys on life and health conditions have
been undertaken periodically in a large number of countries
to organize public policies and their attributions. Colombia,
for instance, is conducting several population surveys aimed
at building a database for monitoring and assessing public
health policies under implementation11.

The current survey interprets the socio-demographic
profile of the UHS users from the city of Pelotas-RS, at the
southern region of Brazil.

Material and methods

The study was approved by the Ethics Committee of
the School of Dentistry of the Federal University of Pelotas
(RS, Brazil) (No. 083/2009).

This descriptive cross-sectional survey of a convenience
sample comprised 333 users of five Health Basic Units (HBUs)
from the city of Pelotas, southern Brazil (Table 1). Semi-
structured interviews with open and closed questions were
carried out for the survey. The socio-demographic profile of
UHS users was determined by data collection during a 1-
year period and all users selected for the study freely accepted
to participate in the interviews.

Pelotas is a medium-sized city (323,034 inhabitants, with
22,082 residents in rural areas) in a relatively affluent area in
southern Brazil. Its economy is based on services and food
industries (Department of Economic Development, 2002). The
HBUs were chosen according to their importance, care diversity
and location in the city in such a way that a more diversified
population could be covered and the study range expanded.

The interviews were carried out by two students from
the School of Dentistry of the Federal University of Pelotas,
who were properly instructed within a pilot study. The only
requirement for the users to be included in the sample was
being treated at the HBUs. If they accepted the invitation,
the participants were interviewed randomly while waiting
for treatment, after signing an informed consent form.

All eligible UHS users agreed to participate in the
survey. After the interviews, data collected were tabulated in
software SPSS 10.0 and analyzed by STATA SE 10. So that
the socio-demographic characterization of the sample
population could be analyzed the following variables were
taken: sex, age, occupation, city/town or district of origin,
number of family members, continuous medication use,
diseases with extended treatment, and family income per capita.

HBUs names Freq. Percent (%) Cum.
Centro de Especialidades 129 38.7 38.7
Simões Lopes 113 34 72.7
Puericultura 74 22.2 94.9
Sansca 16 4.8 99.7
Navegantes 1 0.3 100
Total 333 100

Table 1. Table 1. Table 1. Table 1. Table 1. Distribution of the users interviewed at the different
Unified Health System’s Health Basic Units (HBUs) from
Pelotas-RS, Brazil.

Results

The results for gender, age and occupation of users
are shown in Table 2. The professional profile characterized
most users as housewives (33.93%) and pensioners (15.3%)
with monthly 1-2 minimum wages (64.26%) (Figure 1). The
number of persons per household was between 2 and 4 people
(64.56%).

Data reveal that users from 33 districts of Pelotas and
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Fig. 1: Distribution of the Unified Health System users according to monthly family
income in the city of Pelotas-RS, Brazil.

Variable Categories Freq Percent
Gender Female 280 84

Male 53 16
Occupation Housewife 113 34

Retired 51 15
Cleaner House 39 12
Unemployed 20 6
Student 19 5.7
Trades 19 5.7
Trader 15 4.5
Public servant 11 3
Other 46 13.5

Age (years) <20 11 3.3
20 to 30 68 20.4
31 to 40 62 18.6
41 to 50 70 21
51 to 60 62 18.6
Than sixty years 60 18
Total 333 100

Table 2. Table 2. Table 2. Table 2. Table 2. Characterization of the sample.

home users make use of the five selected UHS. Most of them
were from the neighboring district of Fragata (26.6%), and
2.7% were residents in neighboring towns (Capão do Leão,
Canguçu, Piratini, Turuçu and Cerrito).

A considerable portion of the sample reported to use
allopathic medicines (43.84%) (Figure 2). Hypertension was
reported by the UHS users as the most common chronic
disease (46.58%) (Figure 3).

Discussion

UHS users interviewed were mostly female (84.08%),
but it is important to mention that one of the HBUs chosen
for this study was a Children’s Clinic. According to Ribeiro
et al.6, women are more concerned with health and are
traditionally responsible for the care to children and other
sick family members. This fact explains the discrepant
percentage when compared to the number of males in current
study. Owing to such characterization, high investments must

Fig. 3: Distribution of the Unified Health System users according to reported
chronic diseases in the city of Pelotas-RS, Brazil.

Fig. 2: Distribution of the Unified Health System users according to continuous
allopathic drugs use in the city of Pelotas-RS, Brazil.

be made so that women have healthier lives. Medical doctors
should be trained to treat this female public by clear
communication and in places where they feel comfortable.
Comprehensive health facilities with more flexible hours are
also of great importance12.

Moreover, the difference in dealing with men’s health
provokes serious reflections. Most conventional health
indicators show that a gap exists between the sexes and their
access to health services. A higher male mortality exists at
almost every age and for almost all causes. Moreover, life
expectancy at birth and in other age ranges is always lower
among men. In addition, various diseases affect men more. It
is an issue that must be considered when dealing with family
health and, by extension, a healthy community. In fact, in
general, there are health programs that include children,
adolescents, women and the elderly; there are none, however,
with the exception of programs for workers’ health, which
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specifically target the adult male13.
The income level and age structure of the population

should be taken into account to organize the provision of
health services and health expenditures for each country
according to its model of medical assistance14. In examining
the age group which demands services at the UHS, some
authors have observed a high prevalence of the elderly and
relate this fact to the aging population. About 70% of the
elderly in the World Health Search and National Research
by Domiciliary Sample (PNAD-2003) reported having at least
one chronic illness condition. Moreover, the proportion of
people with health problems increases according to age in
both sexes. Thus the elderly population is a great user of
health services. In developed countries, the use of these
services among people aged 65 years and over is three to
four times greater than its proportional size in the
population15. In the present study, increased service offer for
the elderly was not reported since the elderly population
comprised only 18% of the sample. A broader age group in
the population sampled was within the 41-50-year-old age
range (21.02%), followed by the 20-30-year-old age range
(20.42%).

The features such as women and low income in this
study are consistent with other studies that portray the reality
of the users of the UHS. Ribeiro et al.6 have also characterized
individuals as women (2:1) with low schooling level (52.8%
with up to 3 years of study) and a concentration on the first
four quintiles of family income with an excess of individuals
in the first two quintiles.

Several studies indicate that the individual’s position
in the social structure is an important indicator of health
needs, and the pattern of perceived risk tends to be
disadvantageous for those individuals belonging to the
underprivileged social groups16. In a 2008 study carried out
in the city of Pelotas, the authors concluded that the socio-
economic status influenced the use and the type of health
service, with difficulties in accessing health care17.

A marked change occurs when the structure of service
consumption among income groups was analyzed: high
income groups consume more outpatient services and
consumption of hospital services tends to increase as the
income rises. Moreover, a change occurs in the type of
outpatient service used: the higher income groups use
predominantly private practices and clinics, whereas the
smaller income groups use more clinics and health centers11.

Such events go contrary to the third principle of the
Unified Health System, which says that every citizen has the
right to humane care that is friendly and free from any
discrimination. This principle refers to the universal nature
of the UHS as a health system for all Brazilians, which has
yet to happen; this proves, in practice, discrimination and
restricted access9.

A considerable portion of the studied population claimed
to use allopathic medicines regularly. The cost of drugs has
a similar pattern with regard to spending money on health
care, which means that the poorest people (who have more
morbidity and therefore have greater need to consume drugs)

tend to spend less on this item. Restricting the use of drugs
among people with low purchasing power becomes evident
when one notes that the weight of that spent on household
income is proportionally greater than for those with higher
income11.

Arterial hypertension was the most common pathology,
which indicates a prevalence of chronic diseases, with an
increasing rate in recent decades, and the prevalence of
cardiovascular conditions18. A study by the National Research
per Residence Sample revealed similar results for the disease
that most affects UHS users. The authors reported that the
disease most often cited by study participants was
hypertension (43.9%), and the proportion decreased with age
in both sexes15.

It is very difficult to generalize the results of a
convenience sample to any population that has practical
relevance. However, convenience sampling provides useful
information for other studies involving probability sampling
techniques. Despite limitations, the present study suggests
that the data collected from this convenience sample can
represent the socio-demographic profile of UHS users and is
an appropriate sampling strategy to provide national
population data that will inform and contribute towards the
current and future public health policies in Brazil.

Some aspects of the UHS are highly successful. A social
basis exists so that the reform may continue; in fact, thousands
of workers and millions of Brazilians recognize the
importance of the UHS. However, impairments exist with
regard to both the users and the system19,20.

The results obtained in the present survey reveal that
understanding the characteristics of HBU users and the
associated socio-demographic context may contribute to a
better health care for citizens and confirm the UHS
contribution towards the universality and the equity of public
health care.
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