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CHAPTER TWELVE

PARTICIPATION AND PUBLIC 
POLICIES IN BRAZIL

Vera Schattan P. Coelho, Barbara Pozzoni, Mariana Cifuentes

Y

The 1988 Brazilian Constitution, which established the formal transition to
democracy, sanctioned the decentralization of policymaking and established

mechanisms for citizens to participate in the formulation, management, and mon-
itoring of social policies. Hundreds of thousands of interest groups worked
throughout the country as the constitution was being drafted and collected half a
million signatures to demand the creation of participatory democratic mecha-
nisms. Underpinning such demand was the belief that by opening spaces for cit-
izens to participate, the policymaking process would become more transparent
and accountable and social policies would better reflect the needs of the citizens.

This legal foundation promoted the development of an extensive institutional
framework for participation by citizens, including management councils, public
hearings, conferences, participatory budgeting, and deliberative mechanisms
within regulatory agencies. Of the plethora of participatory mechanisms in Brazil,
participatory budgeting and management councils gained the greatest momentum
in the 1990s. These two participatory mechanisms are linked to the executive
branch and stress transparency, local control, and the redistribution of resources
to underserved areas.

This chapter presents results of research carried out by the Brazilian Centre of Analysis and Planning
and the Development Research Centre on Citizenship, Participation and Accountability at the Insti-
tute of Development Studies and supported by the Department for International Development/United
Kingdom.
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Since 1989, 250 of the 5,507 Brazilian municipalities have adopted the partici-
patory budgeting process, which enables the participation of citizens in setting pri-
orities for government investment in infrastructure and basic social services.
Participatory budgeting is a local practice of public deliberation on budget issues.
The participatory budgeting assemblies facilitate public scrutiny of government per-
formance, and they provide a space in which citizens negotiate priorities on public
investment. The final document of the participatory budgeting process is the plan of
work and services; this plan is sent to the executive as an integral part of the budget,
then submitted to the legislature for review and a final vote. In Porto Alegre, the
city of 1.3 million inhabitants where participatory budgeting was first established,
close to 100,000 people have taken part in the participatory budgeting process.1

Over 28,000 management councils have been established for health policy, ed-
ucation, the environment, and other matters. These councils are organized at all
levels of government, from local to federal, and they provide forums in which cit-
izens join service providers and the government in defining public policies and over-
seeing their implementation. Management councils enable citizens to have a voice
in policymaking and provide a mechanism for greater downward accountability.

Of these two participatory mechanisms, the management councils are much
more important, at least in terms of their scale. Previous research, however, has
raised questions about how effective these councils are at promoting effective cit-
izen participation. In this view, the democratic promise of these councils has been
compromised by the authoritarian tradition within the Brazilian state and, more
generally, a lingering authoritarian political culture, fragile associational life, and
resistance from both society and state actors.2 Even when councils are imple-
mented, the poorest remain excluded and continue to lack sufficient resources to
articulate their demands, while the costs of participation continue to be lower for
those with more resources.

In this chapter, we take a different perspective. We acknowledge that a man-
agement council’s organizational structure can reinforce existing inequalities
among the actors involved, but they can be addressed, at least partially, through
improving the deliberation that is part of the council process. Thus, it is neces-
sary to review the process through which councillors are chosen and devise ap-
propriate rules and procedures to ensure that those citizens with relatively little
technical expertise and communicative resources are included as effective partic-
ipants in the deliberative decision-making process.

In making our case, we focus on the Municipal Health Council of São Paulo,
a council that works in a favorable environment with a strongly committed gov-
ernment and citizenry.3 Health councils such as this one make for a good case
study because they have been established for a longer period than most councils
and are perceived as more consolidated. Before discussing the particulars of the
São Paulo case, we review the legal context of health councils.
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The Legal Context of Health Councils

The 1988 constitution defined health as a right of all citizens and the responsi-
bility of the state and established the Unified Health System (SUS)—the Brazil-
ian public health system—based on the principles of universality and equity of
health care provision. The SUS introduced the notion of accountability (controle

social) and popular participation; it stated that the health system had to be demo-
cratically governed and that the participation of civil society in policymaking was
fundamental for attaining its democratization.4 Health councils emerged within
the legal framework as the institutions responsible for enabling citizen participation
in health governance. Health councils have been established at federal, state, and
municipal levels of the government.

The health council is a permanent collective body that consists of citizens,
health professionals, governmental institutions, and providers and producers of
health services (Federal Law 8,142). There are currently more than 5,500 health
councils involving almost 100,000 citizens and a vast number of associations.
Health councils are political forums in which participants discuss issues and may
make alliances to help the health secretariat plan and define priorities and poli-
cies. The strength of these councils largely lies in the law that grants them veto
power over the plans and accounts of the health secretariat. If the council rejects
the plan and budget that the health secretariat is required to present annually, the
Health Ministry does not transfer funds.

Municipal health councils, such as the one in São Paulo, are of particular im-
portance in health governance because one of the principles of the SUS was de-
centralization of the health system. Through the process of decentralization, both
health planning and the provision of health services became the responsibility of
municipal governments.5 This process turned the municipality into a key political
space for the definition of health policies and municipal health councils into an
important arena for participation in policymaking. In order to implement this con-
stitutional provision, enabling legislation was enacted to change the distribution of
resources between federal, state, and municipal governments, greatly strengthen-
ing the municipal governments. The Basic Operational Norms, which regulate the
SUS, make the transfers of resources within the health sector from the federal gov-
ernment—which manages 60 percent of the public health budget—to the munic-
ipalities, conditioned on the existence of the municipal health councils. The
enforcement of this legal framework has led to the rapid institution of municipal
health councils throughout Brazil. The Basic Operational Norms also stipulate that
representation in these councils be based on a parity principle that states that the
number of representatives of civil society (citizens) must be equal to that of service
providers, health professionals, and government institutions added together.
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How the São Paulo Council Works

The Municipal Health Council of São Paulo is located at the headquarters of the
municipal health secretariat in downtown São Paulo, a city of ten million inhab-
itants. The council is made up of three bodies: the Deliberative Assembly, the Ex-
ecutive Commission and the General Secretariat (Municipal Decree 38,576/99).
Deliberative Assemblies, or plenary meetings, are held monthly (ordinary meet-
ings) and every time the president or the majority of its members deem it nec-
essary (extraordinary meetings) at the headquarters of the municipal health
secretariat. Deliberative Assemblies are open to the public and make final deci-
sions on council matters. The quorum required for the meetings of the Deliber-
ative Assembly is half of its members plus one. The council has sixty-four
members—thirty-two titular members and thirty-two substitutes. Councillors are
elected for a two-year term and may be reelected for another term. The law es-
tablishes that they cannot be paid, because their participation constitutes a pub-
lic service. The municipal health secretary is by law a member of the council and
its president; he or she has the right to voice opinions but not vote in the Delib-
erative Assembly, except in cases where his or her vote is needed to break a tie.

The municipal decree that formally constitutes the council establishes the gen-
eral profile of the associations and organizations within each of the four mem-
bership groups that have the right to be represented in the council and the number
of seats they hold (see Table 12.1).6 The responsibility of electing or otherwise
choosing their representatives to the council lies with these four sectors.7 The par-
ity principle guarantees organizations from civil society half of the seats on the
council. Health professionals make up one quarter of the seats, while representa-
tives of governmental institutions, together with representatives of public and pri-
vate providers of health services, account for the remaining quarter.

Previous research points out that in São Paulo, the majority of organizations
from civil society that are represented on the council work closely with citizens
who have historically been marginalized or excluded from the policymaking
process and suffered discrimination from mainstream society. These marginalized
groups include poor dwellers on the depressed peripheries of the city, the black
population, disabled people, and the elderly.8 Most of the seats reserved for citi-
zen organizations (eleven out of sixteen) have been assigned to popular health
movements and social movements, and an additional three are occupied by asso-
ciations that represent disabled citizens (one seat) and people affected by diseases
such as AIDS (two seats). The remaining two seats are reserved for representatives
of trade unions. The role played by social movements in the transition to democ-
racy and in the institutionalization of health councils explains the large number
of seats they occupy on the council. In São Paulo in particular, popular health
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movements played an important role in the struggle for the improvement of the
health and living conditions of poor and marginalized people.

Little is known about the process through which the council’s member orga-
nizations choose their representatives. On March 2002, a councillor summoned
an extraordinary meeting of the council, denouncing the “partisan appropria-
tion” of the council on the part of the Workers’ Party. The councillor alleged that
the Workers’ Party controls the process through which some of the councillors are

178 The Deliberative Democracy Handbook

TABLE 12.1. COMPOSITION OF THE 
MUNICIPAL HEALTH COUNCIL OF SÃO PAULO

Number 
Institutions Represented in the Municipal Health Council of Seats

Civil society (16 total seats)

Popular health movements 6

Social movements 5

Associations of people with pathologies 2

Associations of disabled people 1

General workers’ unions 1

General corporate unions 1

Health professionals (8 total seats)

Health professionals’ unions 2

General unions 2

Supervisory councils of professionals involved in direct service to 2
patients

Supervisory councils of professionals involved in the supervision 1
and production inputs (such as blood banks or pharmaceuticals)

Associations for professionals such as physicians and engineers 1

Governmental institutions (6 total seats)

Municipal health secretariat 4

Public universities and research institutes 1

Private universities and research institutes 1

Suppliers and producers of health products (2 total seats)

Corporate entities supplying or producing health services or products 1

Nonprofit entities supplying health services 1

Source: Municipal Decree 38,576/99.

Gastil.c12  3/10/05  10:07 AM  Page 178



chosen, especially those connected with social movements and unions. This issue
generated a heated discussion within the council, but it did not result in any
change.

To exemplify the process through which some of the councillors are chosen,
we recount briefly the election of the representative of the Popular Health Move-
ment of the Eastern Zone, which took place in July 2001.9 The meeting was held
on a weekday, in the afternoon, and was attended by sixty-four people from the
thirteen health districts comprised in the Eastern Zone of the city, as well as a
public official nominated by the municipal council.10 There were three candidates
for the post of councillor, and no explanation was given as to how these names
had been chosen. After the candidates had presented and discussed their propos-
als, participants were asked to vote by raising their hands. The winner got thirty-
nine votes. We were unable to obtain information on the identity of the
participants and the organizations they represented; these details had not been
documented. This description should not be taken as paradigmatic; it is likely that
other organizations on the council (and other health councils in the country) adopt
different methods for choosing their representatives. Nevertheless, it illustrates the
dearth of information on the processes through which such choices are made, as
well as the difficulties in shedding light on such processes.

Research on the socioeconomic and political profile of the council has found
that 45 percent of citizen representatives began participating in social movements
during the 1970s and 1980s, and the rest were connected to left-wing parties. Sev-
enty-five percent of civil society representatives in the 2000–2001 term were
women; 78 percent were over fifty years old; and many of the elderly councillors
were retired. Citizen representatives have lower levels of education and are less
well-off compared with the other groups represented on the council. Forty-three
percent of citizen representatives declared that they earned an income equivalent
to four or less minimum wages, which is much lower of that earned by represen-
tatives of the other groups.

Although being granted the right of membership on the council by decree is a
prerequisite for the inclusion of citizens in policymaking, this in itself is not suffi-
cient. Inclusion can only be secured to the extent that citizen representatives are
able and willing to attend the meetings of the council. The meetings are scheduled
on weekdays at two o’clock in the afternoon, which means that employed council-
lors need to take time off from work to attend. For the representatives of govern-
mental institutions and most health professionals, this does not present a difficulty,
for the nature of their employment facilitates their participation. In contrast, citi-
zen representatives have to request permission from their employers and negotiate
with them in order to obtain time off from work, and some of them do not get paid
for the hours of work forgone. For them, therefore, attendance at council meetings
entails a considerable opportunity cost.11 In view of these considerations, it would
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not be surprising if only a few representatives of civil society were able or willing
to attend the council meetings. However, a review of the lists of attendance at the
Municipal Health Council plenary meetings during the 2001–2002 term reveals
that the majority of citizen representatives do attend the council meetings. More-
over, because their level of attendance tends to be slightly higher than that of the
other groups on the council, they always constituted at least half of the partici-
pants, and they often outnumbered the other groups.12

The data on the socioeconomic profile of the councillors and their level of
attendance suggest that the Municipal Health Council has succeeded in opening
a space for dialogue between social groups that do not usually meet in other fo-
rums and that have historically lacked the opportunity to debate and define health
policies collectively. In spite of this achievement, it is important to not to lose sight
of the fact that the poorest sectors of society are still not participating and that a
significant number of citizen organizations represented on the council have his-
torically been linked to the Workers’ Party, while numerous other organizations
that are working to improve provision of health services to the poor have been ex-
cluded from the formal composition of the council.13

This situation can be largely attributed to the council’s internal regulations,
which reserve seats for specific associations and organizations. The rules regulat-
ing citizens’ access to the council mean that only some groups have access to it
(that is, those that were mobilized when the rules were created), thus reinforcing
the exclusion of social groups that lack representation. To counter this trend, it
would be necessary to devise more appropriate ways to organize representation
in participatory institutions so as to ensure the inclusion of less mobilized and
more vulnerable groups. Several authors have proposed ways of doing so, and we
expect that some of these alternatives will be tested in participatory forums in the
coming years .14

Assessing the Impact of the São Paulo Council

The council’s formal structure is horizontal, assuring the full freedom of its mem-
bers to participate in face-to-face discussions and bring their own views and pref-
erences into the debates. The council plenary meetings are chaired by an elected
councillor, who plays the role of facilitator. It is expected that this horizontal struc-
ture will bring the voices of different social actors into health governance.

Our review of the minutes of the council plenary meetings shows, however,
that fostering an exchange of information among participants can be difficult.
Only some interventions succeed in provoking a response from other participants,
thereby generating a debate, whereas other interventions are silently ignored.
When interviewed, most of the councillors agreed that an argument that goes
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straight to the point and keeps to the issue under discussion, avoiding digressions, is
an effective way to advance one’s position within the council. Mastering the tech-
nical language of the health sector enables councillors to convey their views in a
way that resonates with current policy discourses, thereby conferring greater weight
and legitimacy to the positions they advance. The tendency of citizen representa-
tives to construct their arguments in a way that is regarded as unstructured, com-
bined with their focus on highly localized issues, makes their speeches appear
unclear, emotional, disruptive, or irrelevant to most representatives of the other sec-
tors. Moreover, this style of speech tends to be associated with poorer and less edu-
cated people, and it is regarded as not only ineffective but also virtually unintelligible.

When debates were about important political issues, such as changes in ad-
ministrative rules or health programs, numerous councillors found that the argu-
ments they advanced failed to modify in any meaningful way the proposals
advanced by the government. Even when the majority of the councillors held
views that were opposed to that of the government, the council proved unable to
develop and put forward coherent alternative policy proposals. Interviews with
the councillors reveal that they are aware of the limited influence that the council
exerts within the health system. They say that they are always denouncing prob-
lems of the everyday functioning of the system but rarely find ways to organize
themselves to solve them. This implies that although it is meant to be a mecha-
nism for citizen participation, the council has failed to legitimize new concerns
and practices, which puts it in a weak negotiating position vis-à-vis the govern-
ment. In spite of these limitations, many councillors describe their experience as
a member of the Municipal Health Council as rewarding. This is so for at least
two reasons. First, being a councillor grants them access to new information that
they previously did not have access to. Second, they find the council a friendly
space where they meet other people who are committed to improving the health
system.15

Our analysis of the dynamics of participation in the Municipal Health Coun-
cil of São Paulo suggests that significant advances have been made in terms of in-
stitutionalizing a political space in which the views of hitherto excluded groups
can be expressed. Nevertheless, much remains to be done if the voices of these
groups are to be heard. One of the main challenges is fostering an inclusive dia-
logue between different socioeconomic groups. Relying on a councillor to facili-
tate the discussion during plenary meetings and to foster the participation of all
participants has not proved to be an efficacious strategy because the councillors
don’t have the necessary skills to perform these tasks. Several authors argue that
to enable underprivileged groups to express themselves effectively in participatory
forums, specific methodologies aimed at fostering the abilities of participants with
less technical expertise and communicative resources need to be devised and
adopted.16
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On the other hand, the council’s inability to exert influence over the policies
and programs defined by the health secretariat calls for a more careful selection
of the issues discussed in the council. Some areas are likely to benefit little from
citizen participation because they require highly specialized knowledge or because
citizens lack expertise and information.17 On the other hand, significant benefits
can be expected in those areas in which citizens have an advantage over politi-
cians and administrators—that is, when local knowledge and citizens’ preferences
play an important role.

Reflections

The experience of municipal health councils is part of a movement that should
be carefully examined—a movement in which civil society and political actors
have joined forces to institutionalize political spaces for citizen participation in
policymaking. As the experience of the Municipal Health Council of São Paulo
shows, the challenges for attaining effective citizen inclusion in health governance
are many, even in a favorable context. As we saw, these challenges arise from in-
equalities in the distribution of political and communicative resources between
the actors involved, as well as from the rules that define how citizen representa-
tives are chosen, how issues for discussion are selected, and how the process of de-
liberation is organized. Unless these challenges are addressed, they will reproduce
and reinforce the exclusion of groups that lack political ties as well as commu-
nicative and technical resources.

A participatory institution such as a municipal health council is expected to
provide resources to at least partially mitigate these inequalities. Our recommen-
dation is that these resources be invested to make the selection of citizen repre-
sentatives more transparent and democratic and to strengthen the council’s
organizational capacity so as to render the deliberation process more inclusive. It
remains to be seen whether the actors involved will feel sufficiently capable and
motivated to promote such changes. Whereas the response to these challenges is
likely to come from the political sphere, the considerable efforts devoted to the
promotion of participatory forums during the last few years suggest that a wide
range of social, state, and political actors will contribute to its realization.
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