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ABSTRACT
BRICS countries are the five important emerging economies of the world. This article is a situational analysis of the present
healthcare system of these countries, their public health expenditure, and the health of their population. Since similarities exist
between these countries in terms of their national economies, this article also takes a look at what and where India can improve
and learn from the rest in terms of healthcare.
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Introduction
BRICS is an acronym for association of world’s five emerging
economies: Brazil, Russian Federation, India, China, and South
Africa. Their combined GDP is more than one fifth the worldwide
GDP [1]. With over 40% of the world’s population native to one of
the BRICS nation, and with ever increasing globalization, it is safe
to say that global health depends vastly on the health of the people
from BRICS nations [2]. Consequently, the policies and regulations of
these nations related to health, among other issues, have the potency
to make a global impact. This article looks into the current health and
healthcare scenario and what India can learn from the rest.

SITUATIONAL ANALYSIS
Healthcare system in BRICS [3-11]
Brazil
The establishment of National Health System in 1990 was a ground
breaking development for a poor healthcare system that existed at
that time and this has turned out to be the most significant mode of
public expenditure on health ever since. The system is similar to the
one present in the U.K., but with far more influence of the private
sector [12]. But, with well-established public health sector in the
country, it has been able to contain the growth of private sector to
a large extent [13].
In Brazil, of the total health expenditure, public health expenditure
amounts close to half (46%) [3]; of which, the central government
make up 45%, leaving the rest to state and local authorities [13].
Brazil adopted right to healthcare in 1988 and consequently
made reformation in policies such as introduction of Unified
Health System (SistemaUnico de Saude-SUS), and Family Health
Strategy (FHS) [8,14]. Around 25% of the Brazil’s population has
some or the other kind of private insurance to supplement the
above mentioned government schemes and coverage, and while
government services are available to all, it is used mostly by the
20% of the population who are considered to be in the lower
income bracket [13].
As per the assessment of World Bank, one of many great
achievement of Brazil in health is bringing together different systems
of health financing and service provision into one large public funded
system covering the entire population, with efforts from all the tiers
of government [15]. Brazil’s health system has had its controversial
moments, to cover the rapid expansion of FHS and subsequent
shortage of human resources, the government chose to import
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doctors from other countries leading to quality concerns [16].
Also, due to overcrowding and long delay in delivery of care, the
financially capable segment of the population often end up seeking
care in private sector, and they only return to public sector when the
treatment is unaffordable [17].
With all its shortcomings and deficiencies, Brazil’s health sector has
been on the upward turn since late 1990, and one that is exemplary
to India in many aspects such as factors leading to Universal Health
Coverage (UHC).

Russian Federation
In Russia Federation, the constitution of the country provides its
entire citizen with right to free healthcare since early 1990s [7].
In principle, Russia has a universal coverage leading to at least a
“guaranteed minimum”, while also providing healthcare through
existence of expensive private sector, which is used by the most
privileged and rich [18].
The public health expenditure in Russia is more than half (52%)
of the country’s overall expenditure on health [3]. The free health
care came in 1996 through Mandatory Medical Insurance which
was followed by National Priority Project in Public Health in early
2000s and a series of reforms [19]. But this did not result in desired
outcomes leading to “massive destabilization” because of the
two channel mode of financing through wage taxes and general
taxes [20]. The inadequate amount of inputs, including that of
human resources resulted in “shadow commercialization” which
essentially meant that government appointed medical personnel
used informal shadow payments for their services [21].
The progressive changes can be seen with the introduction of law
on Federal Mandatory Insurance Fund (FOMS) in 2010 and related
measures taken to improve the healthcare systems in 2012 that
featured increased financing for more personnel and equipment
and, decentralization of the services to three tier system-federal,
regional, and municipal [19].

China
Amongst BRICS Nations, China’s feat towards establishment of
UHC has been remarked as exemplary since it started its reforms in
2009 [22,23]. China in its recent implementation plan tries to bring
about affordable medical care to its citizens by 2020 [24].
The public health expenditure in China stands highest among BRICS
nations at 55%, with private contributing the rest [3]. Presently,
China’s healthcare system functions in a three-tier system; namely,
at national, provincial, and county levels. The public insurance
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schemes comprise of three main systems that run hand in hand;
namely, the New Cooperative Medical Scheme (NCMS), the
Urban Resident Basic Medical Insurance (URBMI), and the Urban
Employee Basic Medical Insurance (UEBMI).
Along with this, the essential drug program also contributes to the
reducing Out-of-Pocket (OOP) expenditure in China. Another important
step taken towards achievement of UHC includes increasing the public
health spending by twice. This has largely helped them to increase the
strength of their public service as well as reducing OOP [9].

South Africa
Despite its small gross population and comparable GDP per capita
against China and Brazil, it hasn’t been able to achieve similar levels
of public health status and investments [1,2]. The African country has
brought about a slew of developmental activities in health sector post
its apartheid era to tackle in differences in availability and access to
healthcare, such as public health legislations, unified national health
systems, free of cost maternal and child health services etc. [25].
Public health spending is marginally less than private health spending
at 47%. To improve the scenario, the government brought many
reforms such as in 2008, with the Ten Point Plan. This was “to guide
government health policy and identify opportunities for co-ordinated
public and private health sector efforts, in order to improve access
to affordable, quality health care in South Africa” [25].
In the year 2011, a Green paper to discuss the possibility of National
Health Insurance (NHI) was brought, which had its objectives in
increasing the quality of care provided and provide financial protection
against catastrophic health expenditure by its people. The proposal
also focused on partnership between public and private sector to
realise comprehensive healthcare in the country, while also focusing
on promotive and preventive services at community level [26].
Although it was due to be implemented in 2015, it did not, and the
government proposed that NHI will be made an obligation of state
and will come into place in a phased manner over a 14 year period.
In Phase I of the process, the government will try to strengthen
the public sector. The Phase II will include population registration
and development of a transitional fund to purchase non specialist
primary care. The Phase III will be the final phase which ends in
utilising complete NHI funds and making it the single payer for
complete and comprehensive care of the citizen [10].
While the NHI project is still in its infancy stage in the country, it is still
a step towards right direction.

India
Unlike Brazil or Russia, The Indian constitution doesn’t advocate
right to health as a fundamental right [27]. But, it considers “right
to life” to be fundamental and obliges the state to ensure “right to
health” for its people.
When compared to any other BRICS Nation, India’s public
expenditure on health remains lowest at a little over 1% [3]. Let
alone BRICS nations, 1% is lower than even the average for low
income countries [28]. The consequence of such low spending is
that India’s Private sector occupies the dominant position in outpatient as well as in-patient healthcare delivery including medical
technology, diagnostic procedures, pharmaceuticals and hospital
construction [29].
The highlight of Indian healthcare system is the catastrophic OOP
expenditure for health that stands at 69% [3]. Another notable
feature is, since health is state subject; each state has widely
varying indicators with few states performing very well compared
to others [28].
Efforts to widen health coverage have been few and far between.
The notable programs that set towards wider healthcare coverage
include National Health Mission (NHM) and Rashtriya Swasthya
Bima Yojana (RSBY).
2
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National Health Mission: The NHM, formerly called as National
Rural Health Mission (NRHM) changed the functions of health
system in many ways. The main aim of NRHM has been to “carry out
necessary architectural correction in the basic health care delivery
system” [30]. But at later stages, statistics have shown that NRHM
may not have improved the health situation in the country as it had
hoped initially, although it has led to betterment of few parameters
related to antenatal care, immunization etc., [31].
Rashtriya Swasthya Bima Yojana: This scheme was developed
with social welfare and health of the poor laborers of the informal
sector and presently claims to reach 41 million poor families. Of the
studies that are present, on the positive effect the RSBY has had on
health coverage such as reduction in OOP, the results seem to be
mixed [32-34]. The studies also indicate that even the establishment
of RSBY is a result of strong political will and further pushes towards
the dream of UHC [35].
Beyond these, the glaring inadequacies of India in its public health
infrastructure and availability are far more evident and the coverage
of its health insurance schemes is far less compared to Russia, Brazil
or China. A report from the World Bank states that health insurance
through the schemes available in India such as the RSBY, the Central
Government Health Scheme (CGHS), Employees’ State Insurance
Scheme (ESIS), and other relatively minor government schemes
provide coverage only for 25% of the population. Furthermore, it
states that reach and variety of the benefits available through this
scheme vary widely and a large majority of the population receive
only very limited financial coverage [11]. This is an insight to be
carefully examined by policy makers at center and state.
Even RSBY, the “largest scheme”, covers only 17% of the 1.3 billion
people of the country and focuses only the population below poverty
line while failing to protect people. Furthermore, it is of interest to
note that the scheme only gives financial protection to inpatient
services while not being able to cover majority of the population that
lives in or is vulnerable to poverty [36,37]. With such poor coverage
and lack of effort from the government albeit the private sector
innovations in the manufacturing of pharmaceuticals and state-ofthe-art delivery of health services for the medical tourism industry,
the UHC seems like a far-fetched dream.
This is further evidenced by the critics who emphasise that the
insurance-model from the healthcare delivery of private sector is
barely going to lead to UHC [38]. While some have even gone on
to term India’s model as the “Trojan horse” of neoliberalism as the
healthcare at primary level is heavily affected [39].
[Table/Fig-1-3] compare the Population, GDP per capita and health
expenditure to compare amongst BRICS nations.

Population Health
In comparison of Infant Mortality Rate (IMR), and Maternal Mortality
Ratio (MMR), Russia comes out as the best performer, while China
comes in as a close second. This is followed by Brazil. South Africa
takes third and India comes in as the worst performer of the lot; with
the last two nations being way behind the rest. When it comes to
Life expectancy at birth, China and Brazil comes out as best and
second best performers respectively; followed by Russia and then
India and South Africa respectively [Table/Fig-4] [40-42].

What can India learn?
India has a lot of takeaways and valuable insights from how the
other countries tried to improve their health, especially in the
case of Russia and Brazil. The first and key difference is that all
these countries barring India have a national document enlisting
and describing their vision towards UHC, although Russia and
South Africa have translated these into operational objectives
completely and are dealing with operational inefficiencies. Based
on the observations made, these articles broadly classify areas of
improvement into four [Table/Fig-5].
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Population (2017)
(in Crores) [2]

GDP per capita
(US $) (2016) [1]

GDP (PPP) per capita
(US $) (2016) [1]

Human Development
Index (2017)

Public Health Expenditure
% of GDP (2014) [3]

Private Health Expenditure
% of GDP (2014) [3]

21

8649

15123

0.754

3.8

4.5

Russia

14

8748

24788

0.804

3.7

3.4

India

132

1710

6570

0.624

1.4

3.3

China

138

8123

15521

0.738

3.1

2.5

South Africa

5.59

5274

13196

0.666

4.2

4.6

Country
Brazil

[Table/Fig-1]: Health expenditure [1-3].
Source: World Bank

Hospital Beds (per 1,000 people)
(2011) [4]

Physicians (per 1000 people)
(2011) [5]

Nurses and Midwives (per
1,000 population) (2011) [6]

Brazil

2.3

1.8

N/A

SistemaUnico de Saude-SUS

Russia

N/A

2.4

N/A

Federal Compulsory Medical Insurance Fund

India

0.7

0.7

1.7

ESIS, CGHS, RSBY, Public-Private Partnerships

China

3.8

1.5

1.7

NCMS, URBMI, and UEBMI

South Africa

N/A

0.7

4.6

National health Insurance, in development.

Countries

Public Health Insurance (2011) [7-11]

[Table/Fig-2]: Healthcare facilities and Insurance [4-11].
Source: World Bank, WHO

Total Health Expenditure per capita
(current $ PPP)

Public expenditure health per capita
(current $ PPP)

Private expenditure health per capita
(current $ PPP)

OOP expenditure per capita
(current $ PPP)

Per capita health spending

1995

2013

1995

2013

1995

2013

1995

2015

Brazil

522

1454

225

701

298

753

202

394

Russian Federation

301

1587

222

762

79

825

51

515

India

63

215

17

69

46

146

42

155

China

61

646

31

360

30

278

28

247

South Africa

478

1121

189

543

288

578

67

84

[Table/Fig-3]: BRICS' total health expenditures (WHO NHA data) [12].
Life Expectancy
(years) at birth
(2015) [40]

IMR (per 1000 birth)
(2016) [41]

MMR (per
100,000 birth)
(2015) [42]

Brazil

75

14

44

Russia

72.9

7

25

India

68.3

35

174

China

76.1

9

27

South Africa

62.9

34

138

Country

[Table/Fig-4]: Population health [40-42].
Source: World Bank, World Health Organization

Increased Health Financing: While both Brazil and China have
made tremendous progress towards health coverage and reforms,
the path these two countries took are different. Brazil’s progress, as
described before, was gradual and incremental while China took a
path of fast-paced approach. This may be largely attributed to the
overachievement of the Chinese economy as a whole. If India is to
achieve more health coverage for its people, it may have to choose
the path taken by China and immediately prioritize the spending
on health. But the latter approach also has its benefits such as
gradual and incremental change won’t bring about distress due to
sudden and abrupt change. There are few key factors that need to
be looked into while moving forward in approach taken.
Strengthening the Primary level: Strengthening the primary
level of care with adequate personnel and equipment is one of the
foremost step towards achieving better population health. Brazil and
China have been able to do so as described above. Even Russia
is another example, although there is start difference between
privileged and others. They have been able to provide a fair minimum
care to their population. India should either concentrate on a UHC
program or invest in its primary care.
Decentralization: Another important factor that emerges from
the analysis above is the degree of decentralization. Each of the
BRICS nations has its very own federal structure. As such, much of
the health care delivery happens through this these levels of federal
structures. In China, the financial decentralization has meant many
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[Table/Fig-5]: Focus areas for India.

health care delivery facilities relying on the financial strengths of
their local bodies [9]. In South Africa, the decentralization coupled
with poor and rich areas has led to inequalities in care [25]. Russia
has varied human resource availability across regions as discussed
above, that has led to financial allocation being uneven [21]. Brazil on
the other hand has minimal issues compared to above mentioned
countries and is the one India should follow while articulating its own
visions and objectives towards financing of health in the context of
a federal structure.
Public Private Partnership: This is an area requiring much
attention. Each of the countries has their own share of private
sector contribution towards health [Table/Fig-5], but nothing
compared to the state of affairs in India. In Brazil, the private
sector contributes within the ambit of National Health Services.
In China, the government has encouraged private partnerships,
with private hospitals even being eligible to provide reimbursable
treatment for patients funded through social health insurance
of the country [43]. India will have to analyse the effects of
partnership with private sector on its people and compare it with
other countries and move forward in a way that improves the
healthcare scenario of the country.
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CONCLUSION
BRICS countries excluding South Africa leaves India with a lot of
catching up to do in healthcare. But on the positive note, it also
helps India to learn from the mistakes of these countries towards
their progress and learn from it.
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