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 Abstract 

The care to highly complex services in Brazil is carried out by 
federal funding. Today, there is a link between the public and 
private sectors in order to provide, from the private sector part, the 
necessary equipment for performing high complexity services, 
being the public sector responsible for funding it. This article aims 
to understand the relations between the public and private sectors 
when carrying out a procedure of high complexity and, thus, a case 
report of a patient who underwent lung transplantation will be 
used. 

 

*Corresponding author:  

luciana.sogame@emescam.br  

 

Introduction 

Some of the high complexity health 
procedures, as lung transplantation for 
instance, are funded for the population and 

this subside comes typically from the Public 
Health Care System. In Brazil, the 
transplantation program, considered the 
biggest in the world, exists due to public 
funding. In Espírito Santo, the 
transplantation activities were promoted 
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through public-private agreements. Most of 
its funding comes from the public sector, 
carried out through the Health Ministry, so, 
it does not affect the spending cap of the 
states and municipalities. The State is 
responsible for the management of the 
system, regulated by the National 
Transplantation System.  

Nowadays it is common to see articulations 
between the public and private sectors, in 
order to provide (from the private sector 
part) the equipment required for the 
realization of high complexity procedures. 
The public sector is responsible for the 
funding of the services; a true public-private 
mix, regarding the providing of health 
services in the country1. 

The government has sought strategies for 
reducing the obstacles to the progress of the 
organ transplantation program. It offers to 
people living in places not covered by the 
program the possibility of using resources 
from the Out-of-home Treatment program 
(TFD) for the transport of patients to a 
transplantation center. The transplantation 
center must have a qualified staff, 
specialized in the pre, intra and post-
operatory handling, and formed by several 
different professionals who work in an 
interdisciplinary approach, aiming to 
optimize of the biological, psychological 
and social conditions of the patients.2 It has 
been partially executed in Espírito Santo, 
since the patients have been taken to the 
Lung Transplantation Group of the Hospital 
Meridional Transplantation Center. 

This research aims at understanding the 
interrelation between the public and private 
sectors regarding the realization of a high 
complexity procedure (lung 
transplantation). In order to do so, it 
presents the case of a patient with 
pulmonary fibrosis, here named Cachoeiro, 
who presented shortness of breath on mild 
exertion, with partial limitation of the 
everyday life activities, and was admitted at 
his city hospital almost every month. He 
had a private health insurance and received 

the TFD for undergoing the lung 
transplantation in Porto Alegre. 

 

Case Report 

The patient was evaluated by the 
multidisciplinary team of Espírito Santo 
and referred to the Hospital Santa Casa in 
Porto Alegre, where he underwent the 
transplant procedure. The service flow, in 
this case, was made in the following way: 1) 
social worker to evaluation of housing, 
social support, family and income; 2) 
nutritionist to evaluation of the nutritional 
status; 3) nurse care to evaluation and 
orientation of the hospital proceedings; 4) 
physical therapist to evaluation of the 
physical condition and orientation about the 
pulmonary rehabilitation; 5) psychiatric 
assessment; 6) transplantation clinical staff.  

Cachoeiro is a 60-year-old man, dwelling in 
Cachoeiro de Itapemirim, Espírito Santo, 
married and living with his wife, working as 
a jeweller. He had completed high school. It 
is known that education is directly related to 
access to health care services, especially the 
private services, and, maybe because of 
this, to the high complexity services of the 
Unified Health System – SUS. According to 
Noronha and Andrade3, the educational 
level of the family head has significant 
impact in the decision on looking for health 
care. The individuals who are attended 
exclusively by SUS have lower educational 
levels and use mostly the public health 
system, typically looking for medical 
appointments or other professionals, 
predominantly ambulatory service4. 

The household income of Cachoeiro was 
around 8-10 minimum wages and he had 
private health insurance. According to 
Ribeiro et al.,4 only 9.2% of the patients 
who are attended exclusively by SUS had a 
per capita income higher than two minimum 
wages, while - among the population 
covered by private health insurances - this 
numbers was 51.8%. It is important to 
emphasize that individuals who have 
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private health insurance have 56% more 
chances of being admitted to a hospital, and, 
therefore, undergoing certain procedures 
than SUS patients.3 

 

Discussion 

It is a paradox to think that, despite the 
majority of the transplants carried out in 
Brazil are funded by the public health care 
system, those who have private assistance 
manage to be evaluated more quickly and, 
most likely, get transplanted, whereas SUS 
patients cannot undertake all the exams in 
the proper time, being invariably doomed to 
die. According to Souza (2011)5, “in the 
health care sector, the imposition of the 
market logic has legitimated inequality in 
access to health care and formed an illusory 
share of health care service customers”. 

After being evaluated by the social work 
team, Cachoeiro has received the TFD 
subside in Espírito Santo. He was included 
in the waiting list, underwent the transplant 
in December, 2011 and three months late 
was allowed to go back home. In spite of 
having a private health insurance, 
Cachoeiro looked for public assistance 
when it came to a high complexity 
procedure, such as lung transplantation. 
According to Souza (2011)5, “the private 
sector takes on the most profitable 
pathologies, associated with the most 
profitable therapeutic resources”. The lung 
transplant cost is high, and about 95% of it 
is funded by SUS, differently from the 
USA, where the transplant is funded by 
private health insurances or direct payment 
made by the patient.6 

In Brazil, the high complexity procedures 
are responsible for an input of federal 
funding for health care at great cost to the 
federal budget. Although there is no official 
data on the number of outpatient 
appointments for the patients who were 
transplanted, one may extend the analysis 
and gather data from other services, such as 
chemo, radio, hemotherapy and 

hemodialysis. The southeast region is 
responsible for 57.4% of the appointments 
in Brazil and 11.6% of all appointments in 
SUS related to these treatments, are made 
for people who own a private health 
insurance. 

Thus, some high complexity procedures, 
such as transplants, are promoted by public-
private agreements, being the federal public 
sector responsible for the funding, while the 
private sector offers the equipment and the 
human resources management. As it was 
made clear in this case report, it is 
unacceptable that only the part of the 
population who owns a private health 
insurance is able to get the proper agility 
when undertaking the required 
examinations for a transplant. 
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