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Demographic Overview
nATionAliTy

brAziliAn(s)

Inhabitants

193 million

Government

Presidential Federal Republic

President

Dilma Rousseff (term ends 2014)

Official Language

Portuguese

Currency

Real (R$)

Area

8.5 million Km2 – 5th Largest

Urbanization Rate

83.8%

Fertility Rate

1.95 children born/woman

Nativity Rate

16.7/1,000 inhabitants

Life Expectancy

72.7 years

HDI – Human Development Index

0.699 (High Human Development)

Economically Active Population

62%

GDP

US$2.1 tri – 7th Largest

Ethnic Groups

White 53.7%, Mulatto (mixed white and black) 38.5%, Black 6.2%, Others 1.6%

Religion

Roman Catholic 73.6%, Protestant 15.4%, Spiritualist 1.3%, None 7.4%, Others 2.3%

Literacy

88.6% of total population. Definition: age 15 and over can read and write.
Sources: IBGE / PNAD2007 / Census 2000 / BCB / MS
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The demographics of Brazil point to growth in several key
population segments. For example, the proportion of the
general population ages 60 years or over is steadily increasing.
Table 1 shows an increase in this population from 7.3 percent in
1991 to 9.2 percent in 2005. The highest rates are found in the
southeast, south and northeast regions of Brazil. In all regions,
the proportion of elderly females is higher than elderly males.

Table 1. Proportion of Elderly Population
in Brazil (%)
1991

1996

2000

2005

7.3

7.9

8.6

9.2

Elderly Population

Proportional Mortality by Groups of Causes
According to the Ministry of Health, over 60 percent of the
deaths reported in the country in 2004 were due to three
different causes: cardiovascular diseases (31.8 percent),
external causes (14.2 percent), and neoplasms (13.4 percent),
with minor variations compared to 1996 figures (see Table 2).
Chronic diseases are responsible for 72 percent of the deaths
in 2010. The World Health Organization forecasts significant
changes to Brazil’s epidemiologic profile from 2005 to 2015.1
It is estimated that deaths caused by chronic diseases will rise
by 22 percent. On average, 10 percent of the population is
responsible for 65 percent of healthcare costs, indicating a
need for preventive and chronic care management programs.

In addition, specifically related to chronic disease, there is
an increasing trend of mortality from diabetes mellitus in
all regions of the country, with values consistently higher in
females (see Table 3).

Table 2. Mortality by Causes
1996

2004

6.8

5.1

Neoplams

13.4

15.7

Cardiovascular diseases

32.3

31.8

Respiratory diseases

11.5

11.4

4.8

3.5

External causes

15.4

14.2

Other defined causes

15.7

18.3

Infectious and parasitic diseases

Conditions originated in perinatal
period

Source: Ministerio da Saude

Table 3. Mortality by Diabetes Mellitus
1990

1995

2000

2004

Men

10.5

12.6

17.8

18.9

Women

15

18.1

23.7

24.2

Both

12.8

15.4

20.8

21.6

Calculation: Deaths per population x 100,000			
Source: Ministerio da Saude

Economic Overview
Brazil’s economy is booming as a result of deepening credit
markets (see Chart 1), a growing middle class (30 million people
ascended middle class in the last 10 years and 13 million only in
the last 2 years), an increase in Gross Domestic Product (GDP)
per capita (see Chart 2) and rising foreign direct investment.2
By 2030, Brazil is expected to have the fifth-largest economy in
the world, valued at US$3.7 trillion.2

In addition, its population will grow from an estimated 197
million in 2010 to 220 million in 2030.2 According to a report
from The Economist in November 2010, serious shortcomings
exist in the healthcare sector and represent one of the
key constraints of attaining developed-country standards
of prosperity.2 The development of a more effective and
innovative healthcare sector therefore becomes a primary focus.
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Chart 1. Credit Evolution in Brazil
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Chart 2. Brazil GDP per capita
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Economic Overview, cont.
In addition, global demand for commodities and an expanding
domestic market are powering growth of Brazil’s diversified
economy. In the last 20 years, the country has put its economic
and political house in order by adopting stable policies that
have given investors confidence to establish and expand
businesses. The middle class is expanding and this is feeding
demand for consumer goods as well as for better education
and healthcare. Nearly 60 percent of all households in Brazil

now earn between US$5,000 and US$10,000 per year, a
figure that is expected to continue to grow. Conditional cash
transfer programs such as “Bolsa Família” have helped to
encourage families to keep children in school and to make
sure they are vaccinated. Indeed, Brazil’s notorious income
inequality has declined in the past decade as a result of these
policies, although it remains high by global and even regional
standards.

Health Priorities
Brazil is confronted with the typical health problems seen not
only in developed countries but also in those of developing
countries. The USAID, Brazil’s health program, focuses on
three infectious diseases: tuberculosis, malaria, and HIV/AIDS.3
Communicable diseases still exist and are concentrated in
pockets of rural poverty. Communicable diseases make up
approximately 20 percent of the mortality rate for Brazil.4 There
are still high rates of infant mortality associated with poor
states of nutrition. In addition, cholera, once eradicated, has
returned and AIDS has emerged.2 5

• hepatitis,

Brazil’s national health plan (USAID) includes four goals:

• obesity, and

1.	Prevent and control diseases, other health problems and
risks to public health;

• physical inactivity.

2.	Increase the population’s access to health services and
promote quality, integrity, fairness and humanization in
health care;
3.	Promote and participate in the adoption of measures aimed
at prevention and control constraints and determinants of
population health; and
4.	Strengthen the management of Sistema Unico de Saude
(SUS) in the three spheres of government to improve and
enhance the resolving capacity of the actions and services
to the population.
Those broad goals and objectives have been concentrated
on several key conditions, diseases, and behaviors.6 The
communicable goals include:
• tuberculosis,
• malaria,
• leprosy,
• AIDS,
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• dengue, and
• vaccine-preventable diseases.
The non-communicable goals include:
•	chronic conditions (in particular, hypertension and diabetes
mellitus),
• excessive consumption of alcoholic beverages,
• smoking,

Chronic disease is clearly a priority for Brazil. The National
Household Sample Survey - PNAD - held in 1998 and 2003 7,
showed that after 40 years of age, at least 40 percent of
respondents reported having a chronic disease, with the
highest percentage in older age groups. In addition, diabetes
and hypertension are the leading causes of hospitalizations in
the public health system.
Results from Brazilian epidemiological studies of cuff blood
pressure recorded prevalence of hypertension from 40 percent
to 50 percent among adults over 40 years of age. A telephone
survey, conducted in the capital cities in 2007, showed that
the frequency of adults who self-reported medical diagnosis
of hypertension ranged from 13.8 percent in Palmas, to 30.7
percent in Rio de Janeiro. In regards to both smoking and
exercise, a telephone survey done in all the capitals and the
Federal District in 2007 observed smoking prevalence of 16.4
percent. In addition, on a regional level, research revealed high
rates of physical inactivity by region ranging from 24.9 percent
to 32.8 percent.6
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Health System Overview
The health care market in Brazil is basically divided into
private and public services. The public sector is based on the
Unified Health System commonly referred to as SUS. SUS is
responsible for more than 180 million beneficiaries, while the
private sector serves around 47 million people.
Brazil’s health care services are diverse, and differences exist
between the public and private systems. These differences
include overall spending on health care as well as geographical
distribution. For example, most private sector beneficiaries are
located in the southeast region of the country while the public
sector beneficiaries are located mostly in the northeast. In
regards to how Brazil compares to the U.S. health care system,
Table 4 displays the differences in health care expenditures for
the two countries.

Table 4. Health Care Expenditures, Brazil v.
United States
Brazil

USA

9.0%

16.2%

45.7%

48.6%

% of Health on Total Government
Expenditure

6.1%

18.7%

% of Out-of-pocket Expenditure

57.1%

24.2%

Expenditure as % of GDP
% of Government Expenditure

Source: WHO – World Health Organization

Public Sector
Brazil created the “Sistema Unico de Saude” (SUS) –
Unified Health System to meet the health care needs of the
population. Supported by a wider definition of health, SUS
was created in 1988 by the Brazilian Federal Constitution, to
be the health care system of more than 180 million Brazilians.
In addition to offering consultations, examinations and
admissions, the system also promotes vaccination campaigns
and prevention and health monitoring—such as the monitoring
of food and drug registration.
According to The Economist Report: “in many ways SUS is a
model of universal care. Municipalities and states are given
autonomy to administer healthcare as needed, while the
federal government provides financial and technological
support.”2 And the system has seen success. The nation’s HIV/
AIDS program, for example, is considered one of the best
executed in the world. Only 1 percent of Brazil’s population
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lives with AIDS, well below the world average. Looking at the
broader picture, SUS can be considered an accomplishment
for Brazil. The SUS system has within it several key programs
that are described below.
Family Health System
Considered the gateway to the SUS and a central part of the
system, the Family Health System (FHS) is characterized by
continuity and comprehensive care, coordination of care,
family-centered care, guidance and community participation. It
encompasses health promotion, disease prevention, treatment
and rehabilitation. Currently the Family Health System covers
53.52 percent of the population and employs 32,355 health
professional groups.
Care in the Family Health System is delivered through
multidisciplinary primary care teams. These teams are
responsible for monitoring a number of families, located
in a defined geographical area. The teams deliver health
promotion, prevention, recovery, rehabilitation of diseases and
disorders and focus on maintaining the overall health of the
community they serve.
Program for Community Health Agents
The Program for Community Health Agents (PACS in
Portuguese) is considered part of the Family Health System
but there are certain municipalities that only have the PACS
program. In PACS, the actions of community health agents
are supported and guided by a nurse / supervisor working
in a basic health unit that has the major medical specialties
(pediatrics, internal medicine and obstetrics-gynecology).
Currently there are more than 250,000 community health
agents supporting more than 122 million people.
Community’s Pharmacy
Medication is an important part of the public health efforts
in Brazil and with good reason. A survey conducted by the
National Council of State Secretaries of Health found that more
than 50 percent of the Brazil population stopped treatment as
a direct result of being unable to afford their medications. In
June 2004, the Federal Government created the Community´s
Pharmacy Program of Brazil to offer essential medications
at a lower cost to the population. The Ministry of Health, in
conjunction with State and Municipal Health employs ongoing
efforts to increase resources for the purchase of medicines for
free distribution in public health. The program is intended to
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specifically help those who use private health services and are
experiencing difficulties in acquiring medicines they need in
commercial pharmaceutical establishments.
Sometimes these difficulties lead to failure to comply with
regular treatment. In this case, when it comes to chronic
diseases like hypertension and diabetes, the possible use
of illegal drugs jeopardizes the results expected from the
treatment. The natural consequence is the worsening of
the condition and an increase in complications. Thus, the
availability of medicines at low cost through the Community’s
Pharmacy could be reflected in improved health conditions of
the target population.
Psychosocial Care Center
The Center for Psychosocial Care (CAPS), or Psychosocial Care
Center, is a health service that is part of the SUS. It is a place
of reference and treatment for people suffering with mental
disorders, psychosis, severe neurosis and other conditions,
whose severity and/or persistence justify their continued
stay in a place of intensive care, community, personal and
life promotion. The goal of CAPS is to provide service to the
population of its area of coverage, performing clinical followup and rehabilitating users through work, leisure, civil rights
and strengthening of family and community ties. It is a service
of mental health care created to substitute admissions to
psychiatric hospitals.

part of the health care market in Brazil. The private sector
operators are organized in different types of purchase and
sale of services, called self-managements, group medicine or
dentistry, insurance companies specialized in health, medical
or dental cooperatives and philanthropic organizations.8
Supplementary healthcare is highly dispersed among these
various segments, but large managed care organizations
make up a good part of this segment. For example, around 80
percent of the users are beneficiaries of 192 companies.9 This
segment continues to see strong growth. In 2010, revenue
increased 10.7 percent over the prior year.9
Supplementary health accounts for the care provided to
25 percent of the Brazilian population. Beneficiaries are
concentrated in the south and southeast regions and in the
capitals of the other regions (see Figure 1). In addition, the
higher the individual’s family income, the greater their chance
of having a health plan.8

Figure 1. Index by Coverage of Private
Health Care Plans by State

Support Center for Family Health
The Support Center for Family Health (NASF) was created
to expand the service and quality of primary care services
offered by SUS. The program focuses on team care by
engaging professionals who work with promotion, prevention
and rehabilitation so that a full collaborative team works in
partnership to manage health within the Family Health Teams.

Private Health Sector
The private, or supplementary, health sector in Brazil is
composed of companies that operate health plans, health
service providers, health professionals and users of the services
that are associated with the companies that operate plans.
With 47 million beneficiaries, the Brazilian health private sector
is the second largest in the world and represents an important
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10% to 20%
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More than 30%
Beneficiary Information System/ANS/MS –
10/2011 and Population – IBGE/Datasus/2010
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Case Studies
Programs offered in the private sector are diverse. The
following case studies section offers an overview of several of
these programs and the impact these programs can have on
cost and care.

SEMEANDO SAUDE
Overview
The aging population in Brazil and the high demand for health
resources, characteristic of this age group, are on the country’s
health agenda. The elderly population, which is by definition
heterogeneous, entails specific demands, not simply relating to
access to health services, but, especially, to access to services
that promote integrated health care for older patients.
The Viva Program was developed to respond to these issues,
targeting users aged 60 or over 10 and at risk of fragility. The
program is aimed at preserving the functional capacity of older
people and at preventing hospitalization.
Program Components
Viva is based on the principles of geriatric medicine and
gerontology in its systematization and care provision. The
elderly population has high comorbidity, and what defines
health for this population is the individual’s ability to manage
his or her own life.
In the initial stage, the population of elderly subjects for
the program (N=3601) is analyzed with the application of a
screening (Pra)11 by phone, which identifies the probability
of hospital admission12,13. In estimating the chance of
hospitalization of this particular population, the presence of
a fragile health profile is identified which, besides increasing
the probability of repeated hospital admissions, leads
to the progressive reduction of functional capacity and,
therefore, to a higher demand for health services. This initial
screening results in a risk coefficient, with stratification of the
respondents in high risk (values >=0.5, defined by the authors).
Other cut-off points represent a proposal for identifying lesser
and greater risk and for facilitating levels for intervention: highmedium risk (values between 0.4 and 0.49), medium risk (values
between 0.3 and 0.39), and low risk (values < 0.30).
After the screening, individuals are invited to take part in the
program according to their risk coefficient. For those older
subjects of high to medium risk, a multidimensional evaluation
is conducted by a trained nurse in the elderly person’s home;
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the low risk group receives a health evaluation by phone.
The multidimensional evaluation involves one of the milestones
of differentiation in the provision of care to the elderly
population. The aging process is multifactorial and not simply
a series of biological changes. Therefore, the health evaluation
of the older individual should encompass an assessment of his
or her physical and mental state in addition to the performance
of activities of daily living, also taking into account the
economic and social conditions and the environmental
situation as a whole.14
The evaluation recognizes the elderly participant according
to his or her functional capacity15, which determines the
program’s mode of attention. The healthcare attention
groups16 are classified as: severe dependency (difficulty in 7
activities of daily living and/or cognitive evaluation below 1817),
partial dependency (difficulty in 3 activities of daily living and
cognitive evaluation between 18-24), and autonomy (without
functional or cognitive impairment, in the latter, differentiating
those aged 80 or over). These form the basis of the care plan
for each elderly participant.18 Moreover, the entire group with
partial and severe dependency is evaluated individually by
the geriatric team.
For home nursing routine protocol, the main areas of the
geriatric clinic are reviewed, as well as the telemonitoring.
Other members of the healthcare team, including the,
physiotherapist, nutritionist and social worker, participate
electively in the users’ evolution as needed. Finally, medical
visits can be made for the severe dependency group.
It is worth emphasizing that the group at low risk for
hospitalization continues to undergo healthcare monitoring
and to receive nursing visits integrated with the entirety of the
program. This group is covered through the chronic disease
management module and is monitored according to the same
protocols. Complications and symptoms that point towards a
change of functional capacity are immediately reviewed, and
changes in follow-up are defined.
The health care plan integrates home care, telemonitoring,
outpatient and home-based medical reference network, and
follow-up of hospital admissions. This service has an electronic
file as a tool to record multidimensional evaluations, clinical
complications, case analyses by the geriatric team, home visits
and telemonitoring. Moreover, it relies on the support of an
emergency center. Finally, the program seeks contact with the
primary healthcare network.
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Evaluation

Lessons learned

The screening questionnaire (Pra) was applied successfully in
43.2 percent of the group, whereas problems with registration
of telephone numbers accounted for 38 percent. Twentytwo percent of older subjects did not adhere due to lack
of interest. For the screening respondents’ group (n=1559),
33 percent were individuals of medium to high risk for
hospitalization. Among the respondents, 54.5 percent adhered
to the program.

Population related studies and the follow-up of the outcome
of each stage of the process are a considerable challenge. This
process involves investment in information technology, which is
under constant development. Nevertheless, the main element
still under development is integration between primary
(outpatient) care and the program, so as to create the potential
for intervention actions together with medical interventions of
the accredited network.

The general characteristics of this population revealed a
resemblance to the Brazilian elderly population in general,
except for the high socioeconomic status and the high level
of education, with no illiterate users. This elderly population
participates in a health insurance plan with a high average
monthly premium.
Elderly participants who joined the program (n=851), were
distributed according to classification of healthcare groups,
with 29 percent in a chronic disease management module
(see Table 5). After the performance of the multidimensional
evaluation, 49 percent of the participants present autonomy, a
number lower than the general elderly population. This aspect
indicates a selection bias that has already been described19,
suggesting that adherence to prevention programs in this age
bracket, in the private health environment, occurs in the group
with greater functional decline.

Table 5. Distribution of older individuals in
an attention group for follow-up by the
program.
Attention Group
Autonomy

n (%)
352 (42)

Autonomy >80 years

65 (7)

Partial dependency

74 (9)

Severe dependency

96 (11)

Management of chronic diseases
Other
Grand total

242 (29)
22 (2)
851
Source: Semeando (April, 2012)

SAS – SulAmerica SEGUROS
Contributors:
Elisabeth Gutierrez, Mauricio Lopes, and Regina Mello
SulAmerica was founded in 1895 and is currently the largest
independent insurance group in Brazil, with operations in
diverse insurance lines. In 1989, SulAmerica launched the
SulAmerica Saude, today with 2,414,473 members. SulAmerica
has a total of 6.3 million clients in its portfolio of diversified
products and services that include health, auto, industrial and
commercial risk, and life insurance, private pension and asset
management.
Disease Management Program
The cradle of the Health Orientation Program (POS – Programa
de Orientação a Saude) of SulAmerica was the home care
program in 1995. After that, in 1999, the HMO line of business
was developed as a pilot for a small group in south of Brazil.
Under this managed care model, key components include:
• Primary care physician payed by capitation;
• Bonuses given by performance and results;
• Preventive actions;
•	Network managed by Medical Director – assures high
quality and restricted network; and
• Specialists payed by packed procedure.
During the period between 2000 and 2002, SAS learned
with health management tools, and in 2002, SAS understood
the product development for the HMO business line (not
successful due to market immaturity level). This HMO
experience was primarily used to develop programs for
group plans.
In 2002, SAS began its disease management program, only for
members that expended more than R$50,000 in the previous
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year. During the period from 2003 to 2005, the program
evolution was marked as:
•	Improved methodology to find eligible members, providers’
performance evaluation and results (financial, clinical and
customer satisfaction);
• Eligible criteria set by risk profile, not by cost limitation;
•	Initially operated by providers who were non-focused in
disease management. (AxisMed partnered in 2004 with a
focus on disease management.);
•	2007 target growth set at 24,000 members, after evaluation
by Booz Allen consulting that validated SAS methodology;
and
•	Health risk assessment was launched to help identify new
eligible cases (low utilization).

During the period from 2006 to 2008, the program evolution
was marked by accelerated growth and investment in human
resources and technology (including team and system
to manage disease management program). In 2008, SAS
consolidated the disease management program with one
single provider: AxisMed was hired among 8 major providers.
Since then, ANS (Government Regulatory Agency in Brazil)
approved the program, and the scope has been more
comprehensive (e.g. chronic kidney failure, healthy aging
and obesity), and AxisMed received all 22,000 cases in the
program after migration process planning.
The program is in compliance with Care Continuum Alliance
principles, and AxisMed provides results according to these
principles by formal SLA indicators.

Program Evolution

Table 6. SulAmerica Seguros Program Evolution
Starting Date

December/2002

Covered Area

Brazil (all regions)

Providers

1

% Estimate eligible members

4.2% (90,000 members)

Cost per chronic x population ratio

3.9

Inclusion Ratio

25,239 members (active) 46,039 participated

Engagement

30%

Disease group distribution

Cardiovascular 75%, Diabetes Mellitus (DM) 20%, Chronic
Pulmonary Disease – CPD 7%

Age and Gender

53% women – average age 56

Investment

Total SulAmerica – no cost to the customer

Length of Time

Continuous support (change of level)

The enrollment process is based on screening process /
medical algorithms (>90 percent), medical referral, pharmacy
benefits manager, health risk assessment and self-application.

Population

The program is designed to allocate the type and amount
of resources individually, according to health risk level,
health conditions, and specific aspects of each member. The
monitoring process is conducted by phone, mail and home
visits (by nurses, pharmacists, nutritionists, physiotherapists,
and psychologists) and is supported by other special services
such as Nurseline and ambulance, for example.

•	60.3 percent are married, 16.4 percent widower, 9.3 percent
single, 5.5 percent divorced.
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• 48 percent of members are retired.
• 62 percent of members are Catholic.

•	For demographics by age group and gender, see Table 7.
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Table 7. Sul America Seguros Demographics
Aging

Female

%

Male

%

Total

%

Up to 10 yrs

31

0.15%

48

0.24%

79

0.4%

11 to 17 yrs

57

0.28%

57

0.28%

114

0.6%

18 to 29 yrs

96

0.47%

85

0.42%

181

0.9%

30 to 39 yrs

217

1.06%

154

0.76%

371

1.8%

40 to 49 yrs

911

4.47%

660

3.24%

1,571

7.7%

50 to 59 yrs

2,608

12.79%

1,733

8.50%

4,341

21.3%

60 to 69 yrs

4,045

19.84%

2,396

11.75%

6,441

31.6%

70 yrs and more

4,607

22.6%

2,678

13.14%

7,285

35.7%

12,5721

61.7%

7,811

38.3%

20,383

Total
Medications

100.%

• Four medications prescribed on average.

•	2 percent of participants have total medication
adherence.

•	33 percent of participants have up to three medications
prescribed, 53 percent from four to eight medications, and
15 percent with more than 8 medications prescribed.

•	79 percent of participants have improved their initial
abnormal blood pressure (14 percent have changed their
range).

Distribution of members by pathology

•	52 percent of participants who started the program with
low BMI have increased weight.

• 83 percent hypertension.

•	31 percent of participants who started the program with
normal BMI reduced weight (and keeping BMI grade as
normal).

•	35 percent dyslipidemia.
•	35 percent diabetes mellitus.
•	16 percent coronary artery diseases.
•	10 percent chronic lung diseases (asthma, bronchitis, and
emphysema).
•	5 percent congestive cardiac failure.

• F
 inancial: Statistical analysis comparing costs between
members and control group (previous homogeneity test for
the groups): 14.4 percent better on participant group;
• F
 requency utilization: Inpatient utilization in the control
group has increased 29.5 percent versus a decrease by
31.1 percent in the participant group. Emergency room
utilization has increased 4.2 percent in the control group
versus a decrease of 0.5 percent in the participant group.
• C
 lient perception / quality research: 83 percent have
changed their lifestyle by following guidelines offered by
the program, and 94 percent consider the program as
better than expected.
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•	71 percent of participants who started the program with
hyperglycemia have reduced their glucose level.
•	58 percent of participants who started the program with
hypoglycemia have increased their glucose level.

Results

• Clinical:
•	97 percent of participants have a physician.

•	51 percent of participants who started the program with
obesity (levels I, II and III) have reduced weight.

•	67 percent of participants who started the program with
abnormal Hb1Ac level have decreased its ratio.
•	69 percent of participants who started the program with
total cholesterol at borderline ratio have decreased its
ratio.
•	83 percent of participants who started the program with
high cholesterol have decreased its ratio.
•	63 percent of participants who started the program with
triglycerides at borderline level have decreased its ratio.
•	78 percent of participants who started the program with
triglycerides at high level have decreased its ratio.
•	70 percent of total demand for Nurseline services was
solved by this service without hospital/emergency room
assistance.
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Keys to success

However, with the robust investment to implement its own
disease management program, the challenge of Unimed
Fortaleza was to achieve greater return on investment than the
year of its implementation. For this purpose, some guidelines
were introduced:

•	Nationwide coverage;
•	Clear goals established;
•	Methodology for monitoring and evaluation;
•	Long-term planning and persistence;

1.	Expand the program to new health conditions, showing the
flexibility of the system.

•	Based on scientific evidence;

2.	Follow more closely and set the operating and financial
results of the program.

•	Health skilled personnel;
•	Diversity and cultural adaption;

3. Increase the ROI, surpassing the 3.17 achieved in 2010.

•	Cost effective;
•	Primary focus on the individual.

Phase 2 – “Saude Mais” Program Improvement

UNIMED FORTALEZA
Contributors:
Fabia Linhares, Francisco Dantas Pinheiro, and
Paulo Henrique Diogenes Vasquez
Unimed Fortaleza, which includes the largest network of
health care in Brazil, has a portfolio of approximately 330,000
customers. With the goal of reducing healthcare costs for
patients with chronic diseases, Unimed Fortaleza partnered
with AxisMed to implement a chronic disease management
program, achieving financial and clinical results in a short time.
With the successful implementation of the model AxisMed
Know-How in Preventive Medicine, resulting in greater
acceptance of the health program participants and medical
professionals, the challenge of Unimed Fortaleza became the
exploration of its current operational capacity, due to previous
high investment in its own program for chronic disease
management.
Phase 1 - Implementation and Operationalization of
“Programa Saude Mais” (More Health Program)
“Saude Mais” program was inaugurated in February 2008,
with an investment in a robust physical infrastructure and
technological and human resources. AxisMed had an
advisory role in the structuring of the unit, through an active
participation in all spheres of human resources, technology
and processes.
With the “Know-How Model” established, Preventive Medicine
of Unimed Fortaleza continued relying on the advice of
AxisMed through the implementation of a management model
based on the PDCA (plan-do-check-act) cycle.
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The system upgrade allowed Unimed Fortaleza to become
more flexible. For example, it introduced an awareness
campaign for breast cancer and gynecological cancer to more
than 10,000 women who use the health plan. It was found that
the “Saude Mais” Program was flexible enough to expand its
scope of action for other health conditions, considering the
same operating team and support tools.
In the last survey of program participants in August 2011,
satisfaction with information about their condition increased.
With the new version of the module, technical content was
even more complete and information more rich based on
scientific protocols, thereby directing managers in personalized
tracking of each member.
In order to enhance the operational capacity and reduce the
per capita investment, monitoring of operational indicators
and outcomes is essential for the process to be conducted
efficiently. Therefore, a management model based on the
PDCA cycle was introduced in June 2011, with a focus on
continuous improvement.
Results
Program “Saude Mais” maintained an average growth of
previous years and reached 9,898 active members at the
end of 2010 (growth of 67 percent over the end of 2009).
Importantly, this time total chronic enrolled totaled 1,564
lives, and the last screening showed 4,265 new chronic-profile
eligible to participate in the program. These numbers show
the challenge that laid ahead with the decision to expand
the program, taking advantage of the installed capacity of
Preventive Medicine of Unimed Fortaleza and increasing
productivity without sacrificing quality.
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Table 8. Program “Saude Mais” Average Cost
Evolution

Chart 3. Program “Saude Mais” Investment
Trend
R$

2009

2010

Pre

R$ 520.11

R$ 638.55

Post “Saude Mais”

R$ 333.37

R$ 393.16

Saving

R$ 186.74

R$ 245.39

Investment (2009 = 100%)

100%

ROI

68%

3.17
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Another methodology besides the comparison between
pre and post program is the analysis of cost trends between
the monitored chronic member and chronic non-monitored
(control population). In Chart 4, you can see the different
trends in average cost between the populations, besides the
high peaks (outliers) in the control group. With this, we can say
that the program helps control the cost of monitored so that it
is stable and shows no oscillations.

The strategy’s financial result was realized, and in early 2011,
the gross savings between the periods before and after the
start of the program was R$ 245 in 2010 (see Table 8, Chart 3).
The program’s results have improved dramatically. The
percentage of saving increased by 7 percent between 2009
and 2010, and monthly average investment per member
dropped 32 percent, which increased the program ROI from
3.17 in 2009 to 6.11 in 2010.

Chart 4. Program “Saude Mais” Average Cost Trends
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Through the analysis of frequency of use, it is possible
to identify the main type of event that contributed to
the improvement of program results, where 76 percent
of the monitored members reduced frequency band of
hospitalization (see Chart 5).

Medication Adherence

N°

%

Total Adherence

7921

99%

Non Adherence

67

1%

7988

100%

Total

Chart 5. Program “Saude Mais” Hospital
Utilization
1,033

The clinical indicators measurably demonstrate that members
are aware of their health and conscious actions that ensure
their good health and clinical stability.
0.452

Hospitalization

Pre (Lives)

Table 10. Medication Therapy

Table 9 lists the epidemiological profile of the population.
Each member has an average of two monitored health
conditions, with an average of 13 months in the monitoring
program. Ninety-four percent of the population has registered
with a doctor.
Post (Lives)

For the population with diabetes mellitus, 81 percent of Hb1ac
are controlled

“Unimed Fortaleza invests in programs for
prevention and health promotion as an important
differential of its management model. Chronic
Disease Management Program has established
itself as one of the important tools to ensure
better quality of life to monitored patients,
greater satisfaction, as well as adding decrease in
healthcare costs and proximity to the customer.“
Dr. Paulo Henrique Diogenes Vasquez, MD
Director of Own Resources of Unimed Fortaleza

Table 9. Epidemiological Profile of Population
Diseases

%

Evaluation of behavior change produced the following results:
•	Physical Activity – Improvement in 25 percent of its
sedentary portfolio;
•	Food with low level of salt - Improvement in 17 percent of
the hypertensive population who did not previously perform
any control over consumption of salt;
•	Power control cholesterol – Improvement for 19 percent of
the dyslipidemia population; and
•	Smoking – Improvement for 8 percent of the population
who smoke.

“The interdisciplinary work in chronic disease
management is undoubtedly a powerful weapon
in the control and improvement of humanistic and

Hypertension

39%

Dyslipidemia

35%

Diabetes Mellitus

15%

optimization of efforts and therefore reduced costs

Coronary insufficiency

8%

to our healthcare provider.”

Asthma

2%

Congestive Heart Failure

1%

Pulmonary Emphysema

0.5%

Bronchitis

0.1%
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clinical indicators of our program, enabling the

Dr. Fabia Linhares, M.D.
Manager of Preventive Medicine Unimed Fortaleza
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“Unimed Fortaleza understands that given the current scenario of health, the management model should be
focused on prevention and health promotion. Population aging is occurring at a high speed and with the
consequent appearance of chronic diseases, which lead to loss of quality of life and rising healthcare costs.
Faced with this situation we have been investing in the program for chronic disease management, which has
provided us reduction on our healthcare costs and higher satisfaction of our users. The importance here is
not only to add more years of life but to add quality of life to them.“
Dr. Francisco Dantas Pinheiro, M.D.
Superintendent of the Own Resources Unimed Fortaleza.

Future Direction
Breaking away from the fragmentation of the sector and
seeking public-private partnerships that optimize the use of
resources and bring about better results for the population is a
challenge. However, the advances in Brazil in the last decade,
particularly in the economy, foretell a new horizon for social
development. Finally, the current government sees the health
agenda as a priority, resuming a policy of investment in the
sector, promising a more optimistic future.
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This report highlights three important points for consideration
in global population health:
1.	Public-private partnerships are an optimal path for
successful outcomes.
2.	Consideration of disease states and/or demographics for
tailoring interventions is important.
3.	Identification of key cities for initial focus will provide
important learnings for broader replication within the
country.
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