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ORIGINAL ARTICLE

ABSTRACT This article analyzes the interfaces between the National Policy for the Comprehensive 
Health of the Black Population (PNSIPN) and the National Health Surveillance Policy (PNVS), exploring 
synergies and challenges in integrating strategic actions aimed at racial equity within the Brazilian Unified 
Health System. Using a qualitative approach, a literature review, document analysis, and comparative 
policy analysis were conducted. The findings indicate a lack of a consolidated connection between Health 
Surveillance and Black Population Health, despite PNVS guidelines addressing the Social Determinants 
of Health. The document analysis highlights gaps in the implementation of the PNSIPN and the need for 
greater integration with Health Surveillance to ensure more effective responses to racial health inequities. 
It is concluded that mainstreaming the fight against racism in the field of Health Surveillance is essential 
to promote equity within the SUS.

KEYWORDS Public health surveillance. Black population health. Racism. Health policy. Social deter-
minants of health.

RESUMO Este artigo analisa as interfaces entre a Política Nacional de Saúde Integral da População Negra 
(PNSIPN) e a Política Nacional de Vigilância em Saúde (PNVS), explorando aproximações e desafios na 
integração de ações estratégicas voltadas à equidade racial no Sistema Único de Saúde (SUS). A partir de 
uma abordagem qualitativa, foram realizadas revisão de literatura, análise documental e análise comparativa 
das políticas de saúde. Os resultados indicam a ausência de articulação consolidada entre a vigilância em 
saúde e a saúde da população negra, apesar de as diretrizes da PNVS abordarem os Determinantes Sociais 
da Saúde. A análise documental evidencia lacunas na implementação da PNSIPN e a necessidade de maior 
integração com a vigilância em saúde para garantir respostas mais efetivas às iniquidades raciais na saúde. 
Conclui-se que a transversalização do enfrentamento do racismo no campo da vigilância em saúde é essencial 
para promover a equidade no SUS.

PALAVRAS-CHAVE Vigilância em saúde pública. Saúde da população negra. Racismo. Política de saúde. 
Determinantes sociais da saúde.
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Introduction

The path to consolidating Health Surveillance 
(HS) within the Unified Health System (SUS) 
is not a linear process, dating back to the socio-
historical context of the smallpox eradication 
campaign in the 1970s, the main public health 
issue in Brazil at the time. Surveillance actions 
were incorporated into the 1988 Federal 
Constitution (Article 200), establishing a 
central role for the area in the functioning of 
the country’s health system1–4.

Despite its immense importance to the or-
ganization of the SUS, until the establishment 
of the National Health Surveillance Policy 
(PNVS) in 2018, several transformations and 
adjustments were responsible for broadening 
the understanding of health surveillance as a 
concept that encompasses different knowledge, 
processes, and surveillance practices (epide-
miological, sanitary, environmental health, and 
occupational health). According to the PNVS, 
health surveillance is defined as a continuous 
and systematic process of collecting, consoli-
dating, analyzing, and disseminating data on 
the health status of the population, aiming at 
the protection and defense of quality of life5,6. 
The PNVS constitutes a historical milestone 
in public health, filling important gaps in the 
organization and functioning of the SUS.

An important guideline of the PNVS is the 
intervention on the Social Determinants of 
Health (SDH) as a central axis in addressing 
health inequalities. In this context, it is crucial 
to highlight racism as a structuring factor in 
the formation of the Brazilian state, which 
systematically produces inequities, inequali-
ties, and privileges based on race7,8.

In an analogy, racism can be visualized as 
three interconnected gears that shape and 
guide social phenomena. The first gear is 
power, established in the historical process 
of building society, concentrating wealth and 
privileges in favor of one race to the detriment 
of others. In this process, the dominant elites, 
despite changing their names over time, main-
tain characteristics of privilege, perpetuating 

an unequal structure. The second gear is dif-
ference, which, in Brazil, is marked by a phe-
notypic perspective: the closer the physical 
characteristics of individuals are to African 
traits, the greater the process of oppression 
and denial of rights. Finally, the third gear is 
hierarchy, which manifests itself symbioti-
cally with the previous ones. This hierarchy 
is defined by the power relationship, which 
legitimizes values ​​and beliefs that reinforce 
inequalities, attributing greater value, im-
portance, and privileges to one group to the 
detriment of another9.

Given this, considering the impacts of 
racism on the health of the Black popula-
tion and on the SUS, the National Policy for 
Comprehensive Health of the Black Population 
(PNSIPN) was established in 2009. Its prin-
ciple is the understanding of racial equity as 
a necessity to achieve social justice for the 
Afro-descendant population in Brazil. This is 
a way to redress the inequalities historically 
established in the process of racial division in 
the country, which produce various impacts 
on health. Based on this understanding, the 
PNSIPN is configured as a policy that marks 
the recognition of racism as a determining 
factor of health and is guided by the pursuit 
of meeting the health needs of this population, 
in order to guarantee equity10,11.

In the area of Black population’s health, 
health needs constitute a central axis for un-
derstanding racial inequities and the limita-
tions of institutional responses from the health 
system. Given this reality, such needs are not 
limited to access to or use of services, but are 
deeply related to the social, economic, cultural, 
and racial conditions that limit the possibility 
of a full life. In this sense, racism operates as a 
structural determinant of the health-disease-
care process, producing historically denied 
needs and sustaining a logic that exposes 
certain bodies to greater vulnerability, illness, 
and preventable death12–14.

By establishing racism as a social problem 
with numerous impacts on health, the PNSIPN 
broadens its view of the racialized subject in their 
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integral health, encompassing elements that, 
even if not within the institutional structure of 
health, are related to it in aspects of confronting 
racism and the resulting health inequities15.

In the field of HS, the ability to measure, 
monitor, and address racial inequities in health 
is directly linked to the production, consolida-
tion, and analysis of race/color and ethnicity 
variables, which are fundamental to under-
standing racism as a structural determinant 
of health. The incorporation of the race/color 
question into health information systems, a 
result of a historical mobilization of Black 
social movements, constitutes a central tool for 
monitoring the health status of the Black popu-
lation11,16. Despite normative advances, such 
as the mandatory completion of this variable 
in all SUS systems from 201717 onwards, the 
persistent incompleteness of the record limits 
the production of indicators sensitive to racial 
inequalities18–20. This weakness compromises 
the ability of HS to support effective actions 
to combat racism and to guide public policies 
aimed at health equity.

This article aims to analyze the interfaces 
between the PNSIPN and the PNVS. The 
aim is to identify similarities and differences 
between these policies, providing input for a 
critical analysis that guides the integration 
of strategic actions focused on racial equity 
within the SUS.

Material and methods

This is a descriptive and exploratory study, 
with a qualitative approach, using literature 
review, document analysis, and comparative 
analysis of health policies.

The literature review was conducted based 
on the guiding question: ‘How has the relation-
ship between the PNSIPN and the PNVS been 
addressed in the Brazilian scientific literature?’.

We searched for articles published in peer-
reviewed scientific journals in the Scientific 
Electronic Library Online (SciELO), Latin 
American and Caribbean Literature in Health 

Sciences (Lilacs), and Google Scholar databas-
es, using the descriptors “Saúde da População 
Negra” and “Vigilância em Saúde”, combined 
with the Boolean operators ‘AND’ and ‘SAME’. 
Theses, dissertations, and any other docu-
ments not published in scientific journals were 
excluded. The selection of articles took place 
in three stages: title, abstract, and content 
analysis, focusing on the specific issues of the 
PNSIPN and HS. The article search period cor-
responded to the interval from 2009 to 2024.

The choice of descriptors used allowed us to 
identify productions that directly address the 
scope of the policies analyzed; however, it is 
recognized that this strategy may not encom-
pass studies that address the topic indirectly, 
through broader categories such as institu-
tional racism, health equity, or human rights. 
Similarly, the exclusion of theses, dissertations, 
and grey literature may limit the incorpora-
tion of relevant analyses produced outside of 
scientific journals. Such choices reflect a con-
scious methodological decision, aligned with 
the study’s objectives, and constitute, at the 
same time, its main strengths and limitations.

Document analysis consists of a broad and 
detailed review of diverse materials, evaluated 
in their content and context based on their func-
tion, with the objective of examining the devel-
opment of a specific social phenomenon21,22. 
Such analysis seeks not only to reformulate 
existing knowledge, but also to foster new ap-
proaches and identify successful experiences to 
understand the social phenomena studied. In 
addition, it allows the researcher to interpret 
the documents in their context, identify patterns 
and gaps and, when possible, make inferences23.

In this way, as a selection criterion, it was 
decided to analyze official documents, includ-
ing booklets, reports, ordinances and resolu-
tions at the federal level that directly address 
the PNSINP and/or the PNVS. Considering 
the scope of the study, materials produced by 
social control that deal with these policies in 
question were also included. The time frame 
of this study covers documents produced 
between 2009 and 2024.
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The literature and document searches were 
conducted in the Virtual Health Library (VHL), 
Google Scholar, the websites of the National 
Health Council (CNS), the Ministry of Health, 
the National Council of Health Secretaries 
(Conass), and through a Google search.

The comparative analysis of health policies 
was carried out using a comparative matrix 
and a Competency Matrix, which allowed for 
the analysis of contrasts between the PNSIPN 
and the PNVS.

Furthermore, the comparative analysis 
between the policies was based on the con-
struction of key categories, developed by 
the authors, which sought to identify simi-
larities and differences in relation to central 
aspects of the policies, such as: ‘Objectives’, 
‘Principles’, ‘Brand’, ‘Guidelines and Actions’, 
‘Instruments’, ‘Implementation’, and ‘Impacts 
and Indicators’.

In the first key category, ‘Objectives’, the 
analysis examined how the general and spe-
cific objectives of both policies converge and at 
what points there is a differentiation between 
them. Then, in the key category ‘Principles’, 
the aim was to analyze which guiding prin-
ciples each policy served to promote dialogue 
between them. Regarding ‘Guidelines and 
Actions’, the comparison, focus, and scope of 
each policy were analyzed, considering the pri-
oritization of actions and the intersections that 
enhance the effectiveness of both. With regard 
to ‘Instruments’, the possible monitoring tools 
advocated by both policies were observed. 
In the ‘Implementation’ category, the chal-
lenges for the execution of the policies were 
analyzed. Finally, in ‘Impact and Indicators’, 
the aim was to analyze the expected impact 

of the implementation of these policies on the 
health status of the target population and its 
indicators for monitoring.

It is important to emphasize that intersec-
tionality is used as a theoretical-methodolog-
ical tool, offering an analytical sensitivity to 
examine the structures of oppression and their 
implications in the policies in question.

Results and discussion

The literature did not reveal articles that di-
rectly discuss the relationship between the 
PNSIPN and the PNVS. This data corroborates 
the observations of Coelho and Campos24, 
who point out that HS still does not present a 
well-established articulation with the field of 
knowledge of the health of the black popula-
tion. The authors highlight that, among the 
400 publications analyzed in the last 30 years, 
epidemiology – one of the most visible pillars 
of HS and one of the structuring axes of public 
health – represented 6% of the reviewed mate-
rials, evidencing a significant insufficiency of 
epidemiological studies focused on the health 
of the black population.

Alternatively, articles were sought that 
presented theoretical contributions on how 
scientific productions in the field of HS and 
racial equity can be integrated, with a view to 
promoting the reduction of racial inequalities 
in health.

For the document analysis, 11 documents 
were selected (table 1), which were listed 
because they allowed for dialogues and re-
flections aimed at revealing possible interfaces 
between the PNSIPN and the PNVS.
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Table 1. Systematization of analyzed documents

Document Description Year

Directive No. 922 of May 13, 200925 Establishes the National Policy for the Comprehensive Health of the 
Black Population

2009

Directive No. 1,378 of July 9, 201326 Regulates responsibilities and defines guidelines for the implementa-
tion and financing of Health Surveillance actions by the Union, States, 
Federal District, and Municipalities, related to the National Health 
Surveillance System and National Sanitary Surveillance System

2013

Resolution No. 562, of November 10, 201727 Resolution on juncture difficulties, some State Health Councils (CES) 
informed the Organizing Committee of the 1st CNVS about holding 
their conferences at a later date than defined by CNS Resolution No. 
539, of December 9, 2016, complying with the other requirements 
defined in the Rules of Procedure of the 1st CNVS (CNS Resolution 
No. 535, of August 19, 2016)

2017

Resolution No. 588 of July 12, 20185 Establishes the National Health Surveillance Policy 2018

I Operational Plan (2008 – 2011) of the Na-
tional Policy for the Comprehensive Health of 
the Black Population28

Operational Plan of the National Policy for the Comprehensive Health 
of the Black Population

2008

II Operational Plan (2013-2015) of the Na-
tional Policy for the Comprehensive Health 
of the Black Population – Resolution No. 2, of 
September 2, 201429

Provides for the II Operational Plan (2013-2015) of the National Pol-
icy for the Comprehensive Health of the Black Population (PNSIPN) 
within the scope of the Unified Health System (SUS)

2014

III Operational Plan (2017-2019) of the Na-
tional Policy for the Comprehensive Health of 
the Black Population – Resolution No. 16, of 
March 30, 201730

Provides for the III Operational Plan (2017-2019) of the National Pol-
icy for the Comprehensive Health of the Black Population (PNSIPN) 
within the scope of the Unified Health System (SUS)

2017

Directive No. 344, of February 1, 201717 Provides for the filling out of the race/color item in health information 
system forms

2017

1st National Health Surveillance Conference 
– Final Report31

Final Report of the 1st National Health Surveillance Conference: social 
protection, territory, democracy. Conference held between February 
27 and March 2, 2018

2018

National Free Conference on the Health of 
the Black Population – Final Report32

Final Report of the National Free Conference on the Health of the 
Black Population, preparatory stage of the 17th National Health 
Conference

2023

17th National Health Conference – Final 
Report33

Final Report of the 17th National Health Conference 2023

Directive GM/MS No. 230, of March 7, 
202334

Establishes the National Program for Gender and Race Equity and 
Valorization of Female Workers in SUS

2023

Directive GM/MS No. 2.198, of December 
6, 202335

Establishes the Anti-Racist Strategy for Health within the scope of 
the Ministry of Health

2023

Source: Own elaboration.

Based on these documents, possibilities for 
approaches and dialogues on the topic were 
observed. The documents were analyzed with 
the aim of contextualizing them and high-
lighting gaps to be filled in the knowledge 

and practices of HS in the interface with the 
health of the black population. In this way, a 
comparative matrix was developed between 
the PNSIPN and the PNVS, as a visual form of 
analysis and understanding (table 2).
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Table 2. Comparative Matrix of PNSIPN and PNVS

Category

National Policy for Comprehensive 
Health of the Black Population 
(PNSIPN) National Health Surveillance Policy (PNVS)

Comparisons and ObservationsOrdinance no. 922, of May 13, 2009 Resolution no. 588, of July 12, 2018

Objectives Promote comprehensive health for the 
black population, prioritizing the reduc-
tion of ethnic-racial inequalities and 
combating racism and discrimination 
in SUS institutions and services.

Define the principles, guidelines, and strate-
gies to be observed by the three manage-
ment spheres of the SUS for the develop-
ment of health surveillance, aiming at the 
promotion and protection of health and the 
prevention of diseases and health problems, 
as well as the reduction of morbidity, mor-
tality, vulnerabilities, and risks arising from 
production and consumption dynamics in 
territories.

Both policies aim at health promotion and tackling 
health inequalities and vulnerabilities.
Both policies work towards health equity. While 
the PNSIPN focuses on institutional racism and 
the specificities of the black population, the PNVS 
directs its objectives without the intention of 
highlighting specific groups and territories subject 
to these actions.

Principles Principle of equity and the consti-
tutional right to citizenship, popular 
participation in health.

Integrality, territorial protagonism, and 
decentralization and regionalization of sur-
veillance actions. Equity aiming to identify 
health conditioners and determinants in the 
territory.

Universality of health and community par-
ticipation.

Both policies recognize equity as a goal to be 
achieved.
While the PNSIPN emphasizes the need for racial 
justice to achieve comprehensive health, the PNVS 
adopts the principle of integrality as a way to 
ensure universality. Equity here is observed based 
on social determinants, aiming to identify specific 
situations of communities and guarantee territorial 
autonomy.

Brand Recognition of racism as a social deter-
minant of health conditions.

The centrality of social control in the con-
struction of this policy.

Both policies are built through social control in the 
SUS.

Guidelines and 
actions

Promotion of debate on racism in 
health training processes, strengthen-
ing the participation of the black social 
movement in the SUS, encouragement 
of knowledge production, valorization 
of popular knowledge, and qualifica-
tion of information, communication, 
monitoring, and evaluation actions to 
combat racial prejudice and stigma.

Co-responsibility among the three levels of 
government. Articulate all surveillance (epi-
demiological, sanitary, environmental health, 
and occupational health) for public health 
actions. Integration between Health Surveil-
lance and Primary Health Care. National and 
international technical-scientific cooperation.
Act in risk management, planning, interven-
tion, regulation, and communication, as well 
as in monitoring risks, diseases, and health 
problems.
Response to public health emergencies. 
Produce evidence for analyzing the popula-
tion’s health situation.

The PNSIPN emphasizes the importance of racial 
literacy in health to combat racism and achieve 
a reduction in the morbidity and mortality of the 
black population. The PNVS reinforces the need for 
internal and external integration of the competen-
cies of federative entities and care networks.

Instruments Monitoring via the race/color variable 
in health information systems, moni-
toring of racialized health indicators.

Health Information Systems, collection and 
analysis of health data, protocols, surveys, 
research, and exchange of scientific knowl-
edge.

Both use Health Information Systems for monitor-
ing and evaluating indicators. The qualification of 
information is a goal shared by both policies.

Implementa-
tion

Municipal, state, and federal levels. Need for coordination between management 
levels for the articulation of surveillance prac-
tices and integration with care networks.

Both policies face low implementation: the PNSIPN 
lacks coordinated actions between management 
levels, while the PNVS faces logistical and political 
challenges for its integration into the SUS.

Impacts and 
indicators

Reduction of morbidity, mortality, and 
vulnerability of the black population, 
improvement in the completeness of 
race/color data.

Reduction of population morbidity/mortality 
and health risks, strengthening of the coor-
dinated response capacity to public health 
events.

Both aim to reduce morbidity and mortality. While 
the PNSIPN focuses on the black population, the 
PNVS leaves it open, yet values the vulnerabilities 
and experiences that emerge and express them-
selves in the territory.

Source: Own elaboration.
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Among the documents analyzed are those 
related to the 1st National Conference on 
Health Surveillance (CNVS), held in 2018, 
which resulted in the creation of the PNVS. 
From its guiding documents, the conference 
highlighted the importance of defending the 
SUS and the urgency of strengthening HS. 
In a political context marked by the demo-
cratic rupture with the legislative coup that 
resulted in the impeachment of President 
Dilma Rousseff, the 1st CNVS brought with 
it a process of denouncing the conservative 
advance, warning of the imminent dangers 
that the SUS faced with the advance of ul-
traconservative neoliberalism. At the time, 
the country was experiencing crises resulting 
from epidemics of dengue, Zika, and chikun-
gunya, in addition to feeling the effects of not 
having a guiding policy for the organization 
and structuring of health surveillance at the 
three levels of SUS management, even after 
more than 30 years since Law No. 8,080.

Porto36, when debating whether HS can be 
emancipatory, highlights the lack of theoretical 
and political depth in the field of HS within 
public health, compared to other areas. The 
author also emphasizes the area as a strategic 
position to intervene directly on the socio-
environmental determinants of health36. The 
historical absence of debate made the 1st CNVS 
even more remarkable and relevant, since it 
was a conceptual and political milestone for 
the area of HS in the SUS.

When analyzing the final consolidation 
report, the 1st CNVS did not list, in its pro-
posals, actions with direct objectives of con-
fronting racism. However, it was possible to 
observe, in the opening speech of national 
councilor Maria Conceição Silva31, the need 
to consider racism in the construction and de-
velopment of the national surveillance policy, 
as well as the inclusion of the specificities of 
the LGBT population (Lesbian, Gay, Bisexual, 
Transvestite and Transsexual), in addition to 
traditional communities and peoples. 

The conference, which took place during 
Michel Temer’s government – ​​a period in 

which ethnic-racial and diversity issues 
found little resonance – indirectly addressed 
the need to intervene in the SDH. Among 
the 29 motions approved in plenary, the most 
notable was the support for the action of 
unconstitutionality against Constitutional 
Amendment No. 95, known as the ‘spending 
cap’, which enabled a neoliberal project of 
non-investment in the country’s health and 
education. 

Within the approved proposals, there was 
a noticeable concern to discuss the integra-
tion of HS with Primary Health Care (PHC), 
considering that such articulation would 
contribute to addressing inequalities and in-
equities in health, according to the needs and 
autonomy of the territories. As a product of 
this Conference, the National Health Council 
approved Resolution No. 588, establishing the 
PNVS, which details the main concepts related 
to HS in the SUS.

Among the challenges facing the PNVS, 
the coordination of actions between the three 
levels of SUS management, the articulation 
between surveillance systems, and integra-
tion with PHC to guarantee comprehensive 
care stand out.

In this scenario, the PNVS contains impor-
tant principles aligned with human rights and 
objectives that directly and indirectly dialogue 
with the PNSIPN, especially regarding equity, 
comprehensiveness, community participation, 
and guaranteeing the right to information.

Nevertheless, the intention to guarantee 
the health of the Black population, expressed 
in the PNSIPN, encompasses aspects that 
can be incorporated by the PNVS. The latter, 
however, does not present a more robust un-
derstanding of racism as a SDH, nor does it 
explicitly state the characteristics and speci-
ficities of the populations. Even so, it works 
with the concept of ‘vulnerability’ as pro-
cesses and/or characteristics of populations 
and territories that face greater difficulties 
in dealing with the impacts resulting from 
risk events of varying intensities. From this 
perspective, it is essential to recognize that 
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these conditions are produced by structural 
and historical dynamics that perpetuate in-
equalities and inequities in health.

Such inequalities are intrinsically con-
nected to environmental factors and the 
socioeconomic conditions of the Black and 
Indigenous population in Brazil, shaped by 
a historical, political, and economic process 
that privileges a culture of negligence and 
omission. Therefore, these aspects were and 
continue to be guided by structural racism, 
which naturalizes inequality between races 
and ethnicities and produces mechanisms 
for perpetuating these conditions. It is es-
sential to recognize racism as a structuring 
social phenomenon that perpetuates itself 
across generations37. It is emphasized that 
racism is understood as a structural deter-
minant of society, impacting the entire life 
process, health-disease, care and death of a 
population11,37–39.

Another relevant perspective refers to the 
intersection between environmental racism, 
climate catastrophes, and factors such as 
race, class, and gender, which make Black, 
Indigenous, women, and other social groups 
more susceptible to the negative impacts 
of climate change. These are populations 
historically placed in a situation of greater 
vulnerability40.

This vulnerability is also reflected in public 
health emergencies, which do not affect all 
people equally. The COVID-19 pandemic 
and successive environmental disasters have 
shown that certain groups suffer more severe 
impacts. It is therefore pertinent to ask: what 
is the skin color of the people who live in 
at-risk areas? Who are those most affected 
by droughts in the North region? Which terri-
tories will face the greatest challenges in post-
climate disaster recovery? These inequalities 
are not accidental, but the result of a history of 
exclusion that translates into different forms 
of illness and loss of life.

From this, racism contributes to the pro-
duction and maintenance of historical barri-
ers to access to health, impacting the entire 

dynamics of HS. In this context, these barriers, 
often exacerbated by a cultural context of dis-
trust in the system, result in underdiagnosis 
and underreporting of health conditions and, 
consequently, are reflected in a partial rep-
resentation of the population in information 
systems. When individuals do not believe that 
their needs will be met, they tend to avoid 
seeking health services. Furthermore, they face 
additional difficulties, such as geographical 
barriers, mobility limitations, service operat-
ing hours, and precarious employment. These 
factors have a more intense impact on the 
Black population, resulting in a lack of seeking 
care and the worsening of health problems.

As a consequence, the entire health system 
tends to become overburdened, demonstrating 
difficulties in providing effective responses 
to society. Furthermore, the individual ex-
periences additional impacts in their illness 
process, which go beyond the individual 
sphere and affect the entire community. In 
this sense, it is possible to affirm that, although 
the diseases that affect blacks and whites may 
be the same, the experiences of illness are 
profoundly traversed by racism39.

It is important to highlight that both poli-
cies dialogue with each other in addressing 
health inequities. In their guiding principles, 
they reinforce the doctrinal principles of the 
SUS. In the PNVS, the principle of comprehen-
siveness is closely linked to the practice of HS.

Despite the polysemy of the concept of 
comprehensiveness, this principle is directly 
articulated with the practice of HS, consider-
ing its permanent character of articulation 
between prevention and assistance, at all levels 
and complexities. This characteristic allows 
the SUS to bring together different areas of 
knowledge to strengthen the discussion on 
health, whether from the perspective of the 
natural history of disease, or from the under-
standing of the individual as a social product 
of their historical time, intrinsically related 
to the environment in which they live41,42. 
Comprehensiveness constitutes a fundamental 
pillar in opposition to the fragmentation of the 
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individual within the health system. Producing 
health in a fragmented way for whole individu-
als is not only inefficient, but also ineffective.

HS can offer essential mechanisms to 
ensure comprehensive care. Its ability to 
articulate, analyze, and understand biologi-
cal, environmental, and sociocultural aspects, 
combined with the incorporation of diverse 
knowledge, strengthens social participation 
and provides important support for health 
promotion and prevention. This allows for 
greater autonomy for individuals in their 
health-disease and care process36.

In this way, health surveillance, as a guide for 
care networks, enables the articulation of multiple 
management tools that can be used to ensure 
comprehensiveness and equity in health41.

Equity, as a guiding tool for health manage-
ment, must ensure fair and effective access. 
Through this principle, diversity is recognized 
as a civilizational landmark of the desired 
society. Equity recognizes that there are dif-
ferences between populations and that these 
differences, at the same time that they consti-
tute the individuals, also produce inequalities 
of opportunity, barriers to access, and complex 
care pathways resulting from the dominant 
structure. Thus, the SUS recognizes that dis-
tinct groups have unequal starting conditions 
and, therefore, require differentiated treat-
ments to achieve similar results. Conceiving 
equity as a tool for protecting and valuing 
national diversity contributes to addressing 
inequalities, promoting social justice, and en-
suring the equitable distribution of resources, 
guaranteeing the satisfaction of health needs 
within and outside the SUS41,43.

In this sense, both policies bear in their 
conception the mark of construction arising 
from social control and social movements. 
Furthermore, with regard to guidelines, both 
reaffirm the importance of popular participa-
tion in the instances of the SUS, an element 
that cannot be suppressed under penalty of 
distorting these policies.

The PNSIPN, therefore, acts in the 
valorization and encouragement of the 

participation of Black social movements in 
health. The PNVS, in turn, can broaden its 
understanding of diverse knowledge, in-
corporating the process of popular health 
surveillance in the territories.

A guideline common to both policies is per-
manent education in health. In the PNSIPN, 
permanent education is guided by ethnic-
racial relations in health, racial literacy, and 
the impact of racism on health. In the PNVS, 
the importance of permanent education of 
health surveillance workers is highlighted, 
integrating different knowledge. This practice 
aims to reframe the work process in health, 
improve working conditions, and qualify care, 
with an emphasis on meeting the needs of 
users and the daily management of services. 

Permanent education in the field of violence 
against women qualifies the workforce of the 
SUS, raising awareness among professionals 
and providing tools to identify gaps and plan 
responses. This process should include anti-
racist training, with an intersectional approach 
and accessible language, in order to promote 
an understanding of structural racism and its 
effects on health institutions.

Among the instruments foreseen for 
monitoring policies, both the PNSIPN and 
the PNVS use health information systems. 
For the PNSIPN, the disaggregation of race/
color data is fundamental for monitoring the 
implementation of the policy and the health 
situation of the Black population. The PNSIPN 
Operational Plans adopt this indicator as a 
central tool to understand the behavior of 
diseases and health problems among Black 
and Indigenous populations. It is urgent to 
integrate information between health informa-
tion systems, at all levels of care and federative 
spheres, as well as to improve the quality of 
information in general and to improve the 
completeness of the race/color field18–20,44–46.

A central challenge in the work of the HS 
lies in understanding the race/color and eth-
nicity variable. Approaching this variable only 
as a frequency metric is equivalent to observ-
ing the surface of an iceberg and ignoring its 
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submerged mass. Such an approach does not 
capture the complexity of racism in Brazil, 
which has historically structured society. 
The variable race/color and ethnicity, as an 
analytical tool for health management, offers 
a theoretical-methodological framework 
capable of guiding the understanding of the 
specific health needs of the black population 
and other ethnic groups, such as indigenous 
peoples, quilombola communities, and rural, 
forest, and riverside communities39.

Consequently, health encompasses physi-
cal, mental, and social dimensions, manifest-
ing itself at individual and collective levels 
and producing meanings that are reflected 
in life possibilities. Race, therefore, acts 
as a fundamental structuring element for 
social analyses of the health-disease and care 
process. The incorporation of the race-color 
variable in the evaluation of health policies 
allows for a more comprehensive and equi-
table approach, reflecting the complexities of 
health and disease experiences in populations 
with racial markers38.

With regard to implementation, both 
policies face significant challenges related 
to coordination, logistics, and the political 
dimension. While the PNVS deals with a work 
practice already established throughout the 
national territory, its main challenge lies in 
the integration between the different surveil-
lance systems and these with the health care 

network. Finally, both policies are expected to 
reduce morbidity and mortality and improve 
the health conditions of the population1.

Another analytical exercise developed in 
this study consisted of creating a Competency 
Matrix, with the objective of identifying the 
attributions and competencies of the PNSIPN 
in light of the principles of the PNVS. In this 
process, the aim was to map the actions fore-
seen in the PNSIPN under the responsibility 
of the Secretariat of Health and Environmental 
Surveillance (SVSA) of the Ministry of Health. 
It was observed that several actions of the 
PNSIPN present significant interfaces with 
the guidelines and objectives of the PNVS, 
which highlights the need for an integrated 
approach between both policies.

In light of this process, the Competency 
Matrix (table 3), as a tool for implementing 
the PNSIPN in the area of ​​Health Surveillance, 
offers possibilities for cross-cutting actions, 
integrating different processes, proposals, and 
practices, making the theme more present in 
the daily routine of Surveillance.

This tool also makes it possible to identify 
gaps in the theme and guide the formulation 
of strategies aimed at building more equitable 
and cross-cutting actions in Health Surveillance, 
contributing to the understanding of the real 
needs related to the advancement of the PNSIPN, 
in addition to guiding strategic planning with a 
view to ethnic-racial equity.
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Table 3. Competency Matrix for Health Surveillance in the PNSIPN

Competencies Description Related Objectives National Health Surveillance Policy (PNVS)

Training and 
Permanent 
Education

Continuing training 
for health workers 
on racism and the 
health of the Black 
population.

Expand knowl-
edge about the 
social determi-
nants of health 
and the concepts 
of structural and 
institutional rac-
ism.

Art. 9, VI - Labor management, development, and permanent education, which presupposes: 
e) insertion of health surveillance content in various training processes and permanent education 
strategies, courses, and capacitations, for higher and middle-level professionals, with emphasis on 
those designated for Health Surveillance teams, Family Health, and managers. g) support for training 
focused on the interests of social movements and social control, in line with the strategic actions and 
guidelines of the SUS and current legislation.
Art. 10, VII - promote training in health surveillance for SUS health professionals, respecting the 
guidelines of the National Permanent Health Education Policy, as well as stimulating partnerships 
between relevant bodies and institutions for the training and capacity building of the community, 
workers, and social control, in line with current legislation.

Monitoring 
and Evalua-
tion of Indi-
cators

Qualification of the 
race/color item in 
health information 
systems to collect 
and monitor disag-
gregated data.

Obtain consistent 
data on the health 
of the Black popu-
lation, improve 
health analyses, 
qualify informa-
tion systems, and 
guide actions for 
planning health-
care.

Art. 8, VI - Act in risk management through strategies for identification, planning, intervention, 
regulation, communication, monitoring of risks, diseases, and health problems.
Art. 9, VIII - Integrated information systems with the potential for the collection, consolidation, 
data analysis, and the generation and dissemination of information that contribute to improving 
and consolidating Health Surveillance management, notably in planning, monitoring, and evalua-
tion activities, in a timely manner.
Art. 10, VIII - elaborate, within its scope of competence, an epidemiological profile, based on 
existing information sources and specific studies, with a view to subsidizing the programming and 
evaluation of healthcare actions.
Art. 11, VIII - implement the management of national information systems of interest to health 
surveillance.

Promotion of 
Social Par-
ticipation

Strengthening of 
social control and 
the involvement of 
Black movement 
leaders in health 
decisions.

Encourage social 
control and the 
active participa-
tion of the Black 
community in the 
SUS.

Art. 9, V - The stimulus to community participation in social control, which presupposes
Art. 11, IV - develop strategies aimed at strengthening the participation of the community, workers, 
and social control, including the support and strengthening of the Intersectoral Health Surveillance 
Commission of the National Health Council (CIVS/CNS);
XVII - promote and develop strategies that contribute to participation and social control in health 
surveillance.

Production 
and Dissemi-
nation of 
Knowledge

Encouraging stud-
ies on the health of 
the Black popula-
tion and racism in 
health.

Promote evidence 
and scientific 
knowledge about 
racial inequities in 
health.

Art. 9, VII - Support for the development of studies and research, which presupposes: e) definition 
of priority research lines for the production of knowledge and responses to theoretical-conceptual 
questions in the field of health surveillance, including vulnerable population groups and neglected 
diseases, in order to fill gaps and produce theoretical models that contribute to the improvement 
of health promotion, surveillance, and protection.
Art. 11, XVI - promote and conduct studies, research, and evaluation of technologies that contrib-
ute to the improvement of actions and incorporation of innovations in the area of health surveil-
lance.
XIX - develop strategies and implement actions for education, communication, and social mobili-
zation related to health surveillance.

Intersectoral 
Integration

Partnerships with 
various sectors to 
address social fac-
tors that impact the 
health of the Black 
population.

Reduce the social 
determinants that 
affect health, such 
as poverty and 
lack of access.

Art. 10, V - establish and ensure systematic articulation between the various sectors responsible 
for public policies, to analyze the various problems that affect health and agree on a priority 
agenda for intersectoral actions.
Art. 11, XV - promote cooperation and technical-scientific exchange with governmental and non-
governmental organizations, at national and international levels, in the area of health surveillance.

Healthcare 
in Vulnerable 
Areas

Focus on quilom-
bola populations 
and peripheral com-
munities, expanding 
access to adequate 
healthcare actions.

Decrease inequali-
ties in access to 
health services.

Art. 5, The PNVS must contemplate the entire population in the national territory, prioritizing, 
however, territories, people, and groups in situations of greater risk and vulnerability, aiming to 
overcome social and health inequalities and seeking equity in care, including intersectoral interven-
tions.
Sole Paragraph. The risks and vulnerabilities referred to in the caput must be identified and defined 
based on the analysis of the local and regional health situation and dialogue with the community, 
workers and other social actors, considering the specificities and cultural and social singularities of 
their respective territories.
Art. 7, V - Equity: Identification of the health determinants and conditioning factors in the territory, 
acting in a shared manner with other involved sectors.

Source: Own elaboration.
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The PNSIPN, in its specific objectives, pres-
ents intersections directly linked to HS, such 
as the improvement of information systems, 
with the variable qualification of race/color in 
its data collection instruments. The policy also 
addresses the reduction of maternal and infant 
morbidity and mortality, sickle cell disease 
– which, in 2023, became part of the list of 
diseases of mandatory notification – HIV/
AIDS, tuberculosis, leprosy, chronic diseases 
such as diabetes and hypertension, as well 
as breast and cervical cancers, fibroids, and 
mental disorders45,46.

The articulation proposed in this work cor-
roborates studies and experiences that point 
to greater effectiveness when the PNSIPN 
is integrated within the SUS, by mobilizing 
the entire system in favor of reducing racial 
inequalities45. However, in many territories, 
the responsibility for implementing a policy 
that involves various competences and respon-
sibilities at all levels and structures of health 
falls on a single actor.

 Given this, it is of great importance that the 
formal management mechanisms of both poli-
cies establish joint guidelines and that their 
operational plans contain clear and targeted 
actions, considering their competencies, with 
the intention of promoting equity.

The use of the Competency Matrix can 
be important to better define the respon-
sibilities of each policy and guide teams in 
the application of actions aimed at equity. 
This tool can guide the formulation of train-
ing, strategic planning and action plans 
designed based on the specificities of the 
territory where they will be planned. The 
Competency Matrix can also incorporate, 
in a cross-cutting way, structuring issues 
such as racism, sexism, ableism and other 
related oppressions.

There is no equity without data38. HS 
workers will be responsible for producing 
information capable of guiding care based 
on equity, responsibility and social justice, as 
well as denouncing racism and inequities in 
health8,15,45.

Final considerations

The fragmentation of health management can, 
on the one hand, optimize some processes, but, 
on the other hand, it weakens joint responsibil-
ity in the management of policies that, at their 
core, are cross-cutting in nature.

It is not possible to think about achiev-
ing ethnic-racial equity in health without 
a systemic view, whether for management 
processes, for the work processes of health 
professionals, or for the health-disease 
process and care. Delegating policies such as 
Black Population Health, Women’s Health, 
LGBTQIAPN+ Population Health, Indigenous 
Health, Quilombola Health, among others, 
without attributing to the HS what is proper 
to it in all spheres of the SUS – guiding care 
– results in the mere production of data and 
analyses that are not guided by the question: 
‘How to guarantee health for all people in the 
SUS in an equitable way?’.

In its daily practice, HS needs to be more 
aligned with the idea of ​​intersectionality as 
a tool for sensitive management, capable of 
understanding the experiences and processes 
of illness permeated by experiences of race, 
gender, and class—experiences that, at times, 
do not present themselves in a hierarchical 
way, but are lived in the circularity and inte-
grality of the human being in society.

The PNVS, as a structuring policy, offers 
several possibilities to strengthen the promo-
tion of equity in health services and territories. 
However, when managed from a pragmatic 
and decontextualized perspective, operating 
the concept of equality in its management and 
failing to name the social factors that directly 
impact the health-disease process and care, it 
ends up sentencing millions of people to the 
denial of a full life and well-being. Therefore, 
the PNVS – as a policy that aims to coordinate 
the health surveillance process and address the 
SDH – needs to incorporate into its practice 
the impacts produced by racism in health.

HS needs to address territoriality and 
its specificities, internal and external 
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intersectorality within the health structure, 
and intersectionality in understanding the 
individual in their fullness, with the intention 
of guaranteeing more for those who need it 
most. Beyond the collection, systematization, 
and analysis of data, the translation of this data 
into information is essential for strengthening 
popular surveillance and its impact on the ter-
ritory. Data production needs to engage with 
the needs of the community; The questions to 
be answered must emanate from the territory, 
in order to allow for a better understanding of 
the scenario and the definition of priorities.

Finally, the reflections and analyses pre-
sented here do not intend – nor could they 
– answer all the challenges that permeate 

the connections between the PNVS and the 
PNSIPN, but they shed light on ethnic-racial 
relations in the HS as part of a process of pro-
moting equity in the SUS.
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