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Abstract

Background Racial and ethnic inequalities in access to healthcare services pose a significant challenge for many
countries, with ethnic minorities and Afro-descendants frequently experiencing poorer access to services and health
outcomes. However, little is known about the factors that drive racial inequalities in access to healthcare, especially in
low- and middle-income countries.

Methods This is a cross-sectional, observational study that uses data from the National Health Survey (2019)

in Brazil and assesses the contribution of predisposing, facilitating, and need-for-care factors to inequalities in
healthcare access between White, Black and Pardo (Brown) Brazilians. The Oaxaca-Blinder method was used to
separate differences between racial groups into explained and unexplained determinants. Variables included in the
models were age, sex, marital status, family size and composition, access to sanitation, health insurance, primary care
coverage, income quintile, employment status, education, and self-rated health status.

Results The responses from 204,918 individuals were analysed. White Brazilians reported better access to healthcare
and medications than Black or Pardo Brazilians, with the largest racial inequalities in unmet needs for healthcare
services and access to medication. Racial inequalities are mostly explained by observable factors (between 35% and
87%), most notably the access to financial resources (income and access to private health insurance). Being covered
by the Family Health Program and higher levels of education were associated with reduced inequalities between
racial groups. The unexplained portion of inequalities was the greatest when comparing Black and White individuals,
implying that factors beyond socioeconomic status likely drive these inequalities including community, cultural or
behavioural factors, and inequalities and bias in healthcare services.

Conclusions While investments in universal healthcare and education may be important for reducing racial
inequalities in access to healthcare, better understanding of cultural and contextual factors and targeted public
policies and services interventions for addressing racial inequalities are needed.
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Background

Racial and ethnic inequalities in access to healthcare
services are a major challenge for both high-income
[1-7] and low- and middle-income countries (LMICs)
[8—-11] These inequalities are often large and unjust [12].
Inequalities in access to healthcare often stem from cer-
tain ethnic and racial groups experiencing lower socio-
economic status and discrimination [13]. These factors
include barriers such as lower incomes and educational
opportunities, unfavourable geographic location, precari-
ous work, and greater exposure to environmental risks.
However, racial and ethnic inequalities in healthcare
access are not always fully explainable by these socioeco-
nomic factors. Race and ethnicity are important social
determinants of health themselves, as they are related to
trust in providers, healthcare-seeking behaviours, dis-
crimination and prejudice or racism [14—16].

Unequal access to healthcare directly contributes to
inequality in health outcomes. Healthcare access refers
to an individual’s capability to acquire healthcare ser-
vices for the prevention, diagnosis, treatment, and man-
agement of diseases and health conditions, and depends
on service availability, affordability, accessibility, and
acceptability. These different aspects of access vary across
for socioeconomic groups, including racial and ethnic
groups, and assessments of access must encompass an
understanding of different health needs, as well as socio-
economic and cultural factors [17].

A wealth of studies document large inequalities in
access to healthcare across ethnic and racial groups.
However, much of this evidence comes from high-
income countries. In the United States (US), compared to
non-Hispanic White individuals, African Americans and
Hispanics have lower insurance coverage rates [18]. Large
inequalities exist in access to medication in the US, for
example, for treating opioid use disorders [19]. In Eng-
land and Wales, while stillbirth and infant mortality rates
have decreased since 2007 for various ethnic groups,
infant mortality is still higher among ethnic minori-
ties [12]. In LMICs, there are large racial inequalities in
access to health insurance for children — for example in
Argentina, Brazil, and Ecuador [8]. In South Africa, Black
individuals who sought outpatient care spent substan-
tially higher transport costs than White individuals [20].

Brazil is a relevant case for examining racial inequali-
ties in access to healthcare services. There is a wealth
of literature documenting racial inequalities in health
outcomes in the country [21], where Black and Pardo (a
term used in Brazil to refer to people of mixed race, and
sometimes also translated as Brown) Brazilians are disad-
vantaged. For example, Black and Pardo Brazilians have
higher rates of anxiety and depression [22]. Children
of Black mothers have a 72% higher risk of dying from
diarrhoea compared to children of White mothers [23].
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Breast cancer mortality rates are higher among Black
than among White women [24]. Black or Pardo individ-
uals are more likely to have untreated depression [25].
However, despite evidence of racial inequalities in health
outcomes and healthcare access in Brazil, little is known
about what factors contribute to these inequalities.

Using data from the National Health Survey (2019), we
analyse racial inequalities in access to health services in
Brazil, quantifying the role of predisposing factors (e.g.,
age, gender), enabling factors (e.g., income, access to pri-
vate health insurance), and need for health factors (e.g.,
health status). This classification is based on Andersen’s
model [26], which focuses on the behavioural model of
health services utilization. We consider four measures
of access and compare differences between White and
Black Brazilians and between White and Pardo Brazil-
ians: (i) unmet need for healthcare; (ii) unmet need for
medication; (iii) inability to receive healthcare last time
they sought; and (iv) people diagnosed with a chronic
disease who have not received medical care in the last
year. We use the Oaxaca-Blinder method, which is widely
used in the literature for this purpose [25, 27, 28]. This
method decomposes the differences between two groups
into explained (such as education and income) and
unexplained components (such as discrimination). This
allows us not only to quantify inequalities but also iden-
tify which factors contribute to these inequalities and
the magnitude of those contributions. The unexplained
component of the decomposition method is impor-
tant in studies assessing racial and ethnic inequalities
as a large and persistent unexplained component might
indicate specific race-related factors such as cultural dif-
ferences, higher levels of chronic stress experienced by
racial minorities [29], bias by health professionals, trust
in providers, structural differences in access and quality
of healthcare, and discrimination [30]. These conclusions
have been drawn by a wide range of existing studies in
other topics or settings [25, 31-34].

Methods

This is a cross-sectional study that employs the Oax-
aca-Blinder decomposition to estimate the explained
and unexplained parts of racial differences in access to
healthcare between White individuals and non-White
individuals in Brazil. For the explained component, we
also analyse explanatory factors that exacerbate or miti-
gate these disparities.

Data

We analysed data from the 2019 Brazilian National
Health Survey (Pesquisa Nacional de Satude, PNS). The
survey was conducted jointly by the Brazilian Institute
of Geography and Statistics (Instituto Brasileiro de Geo-
grafia e Estatistica (IBGE)) and the Ministry of Health
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[35]. The survey includes a wide range of socioeconomic
characteristics and data on health status, as well as on
the use of healthcare services by all individuals in sam-
pled households. The data are publicly accessible and
anonymized. Ethical principles of transparency, privacy,
confidentiality, and protection of the individual rights of
participants are therefore respected.

Variable of interest (exposure)

Self-reported race/ethnicity is the main variable of inter-
est. In Brazil, the official racial classification is deter-
mined by an individual’s self-declaration and is based on
skin colour, specifically Black, Pardo, White, Indigenous,
and Yellow (Asian). However, beyond skin color, identi-
fication is usually based on observable attributes such
as hair texture, facial structure, and cultural and ances-
try [36]. For this study, we employed two sets of racial
pairings: Black vs. White and Pardo vs. White. In the
appendix we also report the comparison between Black
and Pardo individuals. Although the aggregation of Black
and Pardo groups is common in Brazil, we analyse these
groups separately, as studies show that Black individuals
experience worse health outcomes compared to Pardo
individuals [24, 37]. In 2022, 45% of the Brazilian popula-
tion self-identified as Pardo, 10.2% as Black, and 43.5% as
White. We omitted Indigenous (0.6%) and Yellow popula-
tions (0.4%) from this study due to low numbers and the
specificities of these populations [36].

Dependent variables (outcomes)

We used four dependent variables to evaluate healthcare
access (see Appendix), which align with widely accepted
definitions of access [17]: (i) unmet need for healthcare;
(if) unmet need for medication; (iii) inability to obtain
services the last time healthcare was sought; and (iv)
unmet need for healthcare for individuals diagnosed with
a chronic disease (unmet need for chronic care).

Unmet need for healthcare was based on the sur-
vey question asking respondents who sought health
care in the past two weeks. Those who sought health-
care but were denied on the first attempt or those who
did not seek care when needed were defined as having
unmet healthcare needs. Unmet need for medication
was defined as respondents who were unable to get all
their medications prescribed in their last doctor visit.
The third dependent variable is inability to obtain ser-
vices the last time healthcare was sought. It was defined
as individuals who did not receive healthcare during their
last healthcare visit. Those who received care were cat-
egorized as not experiencing this unmet need. Finally,
the fourth variable identifies individuals diagnosed with
chronic diseases who have not received medical care
within the past year. Responses were obtained from
survey questions querying the duration since the last
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medical consultation of the individuals interviewed, and
if they were ever diagnosed by a physician with a chronic
disease. Those diagnosed with a chronic disease who
reported not having visited a doctor within the past year,
regardless of the reason, were categorized as experienc-
ing an unmet need for medical care.

Independent variables

We categorized the independent variables into three
dimensions: predisposing factors, enabling factors, and
need-for-care factors using Andersen’s behavioural
model of health services use [26]. We used a literature
review [38] of common variables for the three dimen-
sions to define the independent variables and categorize
them into dimensions of access.

For predisposing factors, we assessed age (18—-24 years,
25-34, 35-44, 45-54, 55-64, 65 or more), sex (men/
women), marital status (married, divorced, single, wid-
ower), family size (number of family member), the pres-
ence of an elderly family member in the household (yes/
no), and household’s access to basic sanitation (yes/no).

For enabling resources factors, we separated them into:
(a) financial resources, health insurance and primary
care coverage, where we assessed registration with family
health teams (FHT) (yes/no), coverage of private health
insurance (yes/no), and income quintiles; and (b) other
enabling factors, where employment status (employed,
unemployed, and out of the workforce) and education
level (none, low, medium, or highest level), internet avail-
ability (yes/no), urban residency (yes/no), and slum proxy
(yes/no) were included. We included access to FHTs due
to importance of Brazil's Family Health Strategy (FHS).
The FHS is Brazil’s flagship primary care program, deliv-
ering comprehensive, community-based healthcare
through multidisciplinary teams [39]. Expansion of the
FHS has been strategically targeted toward lower-income
and underserved areas, where Black and Pardo popula-
tions are disproportionately represented, and evidence
suggests the FHS has contributed to reducing racial
inequalities in healthcare access by improving service
availability and continuity for historically marginalized
groups [9, 40]. We included private health insurance as
it facilitates access to private healthcare services and is
associated with higher utilisation in Brazil [41].

The third dimension, need for care factor, encompassed
variables related to health status, including interruption
of usual activities due to health reasons (yes/no) and per-
ceived health status (very bad, bad, regular, good, and
very good).

Statistical analysis

First, we calculated the percentages of each dependent
variable for each racial group in order to compare the dif-
ferences in rates across racial pairings (Black vs. White
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and Pardo vs. White (and Black vs. Pardo in the Appen-
dix)). We calculated the mean percentages of the inde-
pendent variables for each group. Survey weights were
used in all analyses to adjust for the sampling design of
the PNS and ensure representativeness of the results to
the entire Brazilian population.

To assess the contribution of different factors to racial
disparities in healthcare access, we employed the Oaxaca-
Blinder decomposition method. This technique decom-
poses the mean difference in outcomes between two
groups into explained and unexplainable components.
The explained component is attributable to differences in
observable characteristics, whilst the unexplained com-
ponent can reflect other non-measured variables such
other socioeconomic factors, discrimination, cultural dif-
ferences, or structural inequalities. The method is based
on a counterfactual framework, estimating what the out-
come for one group would be if they had the same char-
acteristics as the other group [28, 30].

In all decomposition models, we included a compre-
hensive set of covariates informed by Andersen’s behav-
ioural model of health services use (see above), grouped
into predisposing, enabling, and need-for-care factors.
The covariates allowed us to adjust for confounding
whilst also serving as potential explanatory variables
within the explained component of the decomposition.
The Oaxaca-Blinder method assumes linearity in the
relationship between covariates and outcomes, correct
model specification, and that all relevant variables are
included.

All statistical analyses were conducted using Stata 17
(StataCorp LLC, College Station, TX), which includes
built-in commands for Oaxaca-Blinder decomposition.

Results

The study sample contained 204,918 respondents
aged 18 or older, of which 75,376 (36.8%) identified as
White, 22,864 (11.2%) as Black, and 106,678 (51.2%) as
Pardo (Table 1). White respondents were, on average,
slightly older than Black and Pardo individuals, more
likely to be married or divorced, and had higher access
to adequate sanitation. No significant disparities were
observed in gender distribution or household size across
racial groups, although households with elderly mem-
bers were more common among White respondents.
Income quintile and other enabling factors related to
socioeconomic status revealed substantial inequalities.
White respondents had the highest rates of higher educa-
tion attainment—29% compared to roughly 14% among
Black and Pardo individuals—and were disproportion-
ately represented in the highest income quintiles, while
Black and Pardo respondents were more likely to reside
in areas classified as slums. Enabling factors related to
health insurance and primary care coverage also varied
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considerably. While Black and Pardo respondents had
higher rates of registration with family health teams
(FHTs), White individuals had significantly higher rates
of private health insurance coverage. Factors related
to the need for care followed a similar gradient. White
respondents were more likely to rate their health as “very
good” and less likely to report interruption in daily activi-
ties due to health issues.

Racial disparities in access to healthcare were assessed
across four outcome indicators (Fig. 1), with Black and
Pardo respondents consistently reporting worse access
across all four measures compared to White respondents.
Black respondents also showed worse levels of access
than Pardo respondents in all measures, except for unmet
need for chronic care (see Appendix); however, these dif-
ferences were generally not statistically significant.

For unmet need for healthcare services, 4.5% (95% CI:
4.1-4.9) of Black individuals and 4.2% (95% CI: 3.9-4.4)
of Pardo individuals reported having unmet needs for
healthcare, compared to only 2.95% (95% CI: 2.6-3.1)
among White individuals. For unmet need for chronic
care, 10.7% (95% CI: 9.6—11.7) of Black respondents and
11.1% (95% CI: 10.5-11.6) of Pardo respondents reported
unmet needs, compared to 8.6% (95% CI: 8.1-9.1) of
White individuals. This was the only dimension where
Pardo respondents had slightly worse outcomes than
Black respondents, though the difference was not statisti-
cally significant. There were also gaps for unmet need for
medications and inability to obtain healthcare services
between Black/Pardo and White respondents, although
these were nonsignificant.

In Oaxaca-Blinder decompositions, across all four out-
comes and for both racial pairings (Black vs. White and
Pardo vs. White), a substantial share of the observed dis-
parities was explained by observable variables (Fig. 2).
For unmet need for healthcare, 56.2% of the observed
difference between Black and White individuals was
explained by observable variables (explained difference:
0.9% point (p.p.) (95% CI: 0.6—1.3); total difference: 1.6
p-p.- (95% CI: 1.2-2.1)). For Pardo and White individuals
for the same outcome, explained factors accounted for
84.6% of the total observed difference (total difference:
1.3 p.p. (95% CIL: 1-1.6); explained difference 1.1 p.p.
(95% CI: 0.9-1.3)).

For the difference in unmet need for medication
between the Black and White respondents, 65% of the
difference was explained by observed variables (total dif-
ference: 2 p.p. (95% CI: -0.1-4.2); explained difference 1.3
p-p- (95% CI: -0.4-3)). Similarly, the differences between
Black and White respondents in the inability to obtain
healthcare services when last sought and in unmet needs
for chronic disease were 13.7% and 21.7% respectively.

Figures 3 and 4 display the contribution of individual
factors to the explained portion of racial disparities in
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Table 1 Summary statistics for independent variables
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Independent variable Black Pardo White
Predisposing factors
Age (%)
18-24 13.9(13.2,14.7) 15.5(15.2,15.9) 122(119,127)
25-34 196 (1 87 205) 20.3(19.9,20.8) 17.3(16.8,17.8)
35-44 20.8 (20.0,21.7) 20.7 (20.3,21.2) 18.6(18.2,19.2)
45-54 18.0(17.3,18.9) 17.6(17.2,18.1) 180(17.6,18‘5)
55-54 13.9(13.2,14.7) 13.2(12.9,13.7) 1(15.7,16.7)
65 or older 13.6(12.9, 14.4) 124(12.0,12.8) 175(17.0,18‘1)
Men (%) 484 (47.5,49.4) 474 (47.1,47.8) 45.8 (454,46.3)
Marital Status (%)
Married 36.9(35.8,38.1) 39.6 (39.0,40.3) 46.6 (45.9,47.4)
Divorced 2 (5.65,6.87) 6.2 (5.98,6.54) 8(747,8.16)
Single 504 (49.3,51.7) 483 (47.7,48.9) 383(37.7,39.0)
Widower .3(5.8,6.8) 5.81(5.5,6.0) 2(6.8,7.5)
Family size 333,34 34(35,35) 131,30
Presence of the elderly in the household (%) 19.6 (18.8, 20.5) 183(17.9,18.9) 250 (24.4,25.7)
Household access to basic Sanitation (%) 85.8 (84.7,86.9) 81.2(80.5,82.1) 88.6 (88.0,89.3)

Enabling factors

a) Financial resources
Registered with FHT (%)
Health insurance (%)
Income quintile (%)

A ow N =

5
b) Others enabling factors
Employment status (%)

Employed

Unemployed

Out of the workforce
Education (%)

No Instruction

Low

Medium

High
Household internet availability (%)
Urban (%)
Slum proxy (%)
Need for care factors
Interruption of usual activities due to health reasons (%)
Perceived health status (%)

Very bad

Bad

Regular

Good

Very Good

63.7 (62.1,65.4)
18.9(17.9,20.0)

19.7 (18.7,20.9)
21.7 (20.6,22.9)
23.6(224,24.8)
21.1(20.0,22.3)

( )

13.6(12.7,14.7

62.0 (60.9, 63.1)
6.5(6.0,7.1)
31.4(304,324)

3(7.7,9.0
389(378 40.1)
384(37.3,39.5)
14.2(134,15.2)
822(81.2,83.2)
86.5(85.5,87.5)
236(22.2,25.1)

8.8(8.2,94)

3(1.1,1.6)

8(53,6.3)
285(275 29.6)
515(50.3,52.8)

a

126(11.8,13.6)

67.0 (66.0, 68.0)
184(17.9,19.1)

219(21.3,225)
22.3(21.8,23.0)
226(220,232)
194 (18.9,20.1)

( 4.1)

135(13.0,1

58.8(58.3,594)
6.5(6.3,68)
346 (34.0,35.1)

1(7.8,84)
396(390 40.2)
37.8(37.2,384)
144 (13.9,14.9)
80.6 (80.1,81.3)
82.5(82.0,83.1)
27.8(26.9,28.8)

8.6(8.3,89)

2(1.1,13)
2(5.0,55)
296 (29‘1, 30.2)
516(51.0,52.3)
121 (11.7,12.7)

556(54.1,57.3)
37.1(36.0,383)

6(8.20,9.12)
9(124,13.6)
18.8(18.2,19.6)
250(24.3,25.9)
343 (33.2,35.5)

61.7 (61.0,62.4)
4.2(4.0,45)
33.9(33.3,34.6)

2(3.9,44)

9(31.1,32.7)
344 (337,35.2)
294 (284, 30.5)
87.5(87.1,88.1)
89.5(89.0,90.0)
164 (15.6,17.3)

8.1(7.8,84)

0(09,1.1)

(3 5,4 O)
226(220,23.2)
54.0(533,54.7)
18.5(17.8,19.3)

Note: The table presents the percentages and 95% confidence intervals for all variables used in the decomposition analysis, disaggregated by racial groups. All

estimates are weighted to account for the complex sampling design
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Unmet need for health care services
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Fig. 1 Levels of access across four dimensions by racial groups. Note: The figure displays the differences between White and Black individuals (left
column), and between White and Pardo individuals (right column), across four indicators of access to healthcare. Error bars represent 95% confidence
intervals. All estimates are weighted to account for the complex sampling design. Levels of access among White individuals can differ between the two
comparisons due to survey design considerations. For valid variance estimation, the analysis effectively focuses on strata and primary sampling units
containing both White individuals and the respective comparison group (Black or Brown individuals). This can result in different effective samples of White
individuals being used in each comparison
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Pardo vs White

Total
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Total lained plained
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Total ined ined

Fig. 2 Results from Oaxaca-Blinder decompositions. Note: The figure presents results from an Oaxaca-Blinder decomposition of differences between
White and Black individuals (left column), and between White and Pardo individuals (right column), across four indicators of access to healthcare. In each
case, the difference is decomposed into an explained component, attributable to mean differences in observable characteristics between groups, and an

unexplained component. Error bars represent 95% confidence intervals

healthcare access between Black and White individu-
als (Fig. 3), and between Pardo and White individuals
(Fig. 4). Across both comparisons and all four access indi-
cators, the variables which were the most important

contributors to the explained component were financial
resources, access to private health insurance, income
quintile, primary care coverage, and private health
insurance.
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Unmet needs for health care services

Health insurance
Health status
Income quintile
Marital status
Interruption of activity
Urban area

Internet availability
Slum residence
Employment status
Basic Sanitation
Eldery in Household

Age
Sex I

Education

Family Health Team
Family size a

15 0 15 30 45 60

Inability to obtain healthcare services

Health insurance
Marital status
Income quintile
Eldery in Household
Education
Basic Sanitation
Slum residence
Family Health Team
Family size
Sex
Urban area
Employment status
Internet availability
Interruption of activity
Health status
Age

15 0 15 30 45 60

Enabling factors
Financial resources

Enabling factors
Others enabling factors
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Unmet needs for medications

Health insurance
Eldery in Household
Basic Sanitation
Marital status
Income quintile
Health status
Internet availability
Slum residence
Employment status
Education
Interruption of activity
Family size
Sex
Urban area
Family Health Team
Age

15 0 15 30 45 60

Unmet need for chronic care

Health insurance
Income quintile
Marital status
Education
Internet availability
Eldery in Household
Age
Basic Sanitation
Urban area
Employment status
Slum residence
Family size
Interruption of activity
Sex
Family Health Team
Health status

15 0 15 30 45 60

I Need for care factors I Predisposing factors

Fig. 3 Contributions to total difference of the explained part: Black vs. White. Note: The figure presents results from an Oaxaca-Blinder decomposition of
differences between White and Black individuals. The bars represent the percentual contribution of each contributing factor to the explained part in the
corresponding decomposition presented in Fig. 2. For covariates with more than one category, the bars display the sum of the percentual contribution
of all categories. All reported data are weighted considering the sampling design

In the comparison between Black and White individu-
als (Fig. 3), private health insurance was the dominant
contributor to racial disparities in access to healthcare
across all four outcomes. It accounted for over half of
the explained portion in the cases of inability to obtain
healthcare services when last sought (55.1%) and unmet
need for chronic care (65.1%). For unmet need for medi-
cations, it explained 43.1% of the disparity, and for unmet
need for healthcare services, over 30%. Income quintile

was also a major contributor, explaining over 10% of the
disparity in unmet need for healthcare, around 22% in
unmet need for chronic disease care, and over 15% in
inability to obtain healthcare services when last sought.
Health status also played a significant role, accounting
for nearly 30% of the explained portion of disparities in
unmet need for healthcare services. Conversely, cer-
tain factors contributed consistently to reducing racial
inequalities in access. Across all four outcomes, age and
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Unmet needs for health care services
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Fig. 4 Contribution to total difference of the explained part: Pardo vs. White. Note: The figure presents results from an Oaxaca-Blinder decomposition of
differences between White and Pardo individuals. The bars represent the percentual contribution of each contributing factor to the explained part in the
corresponding decomposition presented in Fig. 2. For covariates with more than one category, the bars display the sum of the percentual contribution
of all categories. All reported data are weighted considering the sampling design

registration with a Family Health Team (FHT) were the
most notable. For instance, in the case of unmet need
for medication, FHT registration contributed to an 8.4%
reduction in the racial access gap.

Patterns observed in the comparison between Pardo
and White individuals (Fig. 4) largely mirrored those
found in the Black vs. White comparison. Private health
insurance emerged as the most significant driver of
explained disparities in three of the four outcomes

- accounting for over half of the explained portion in
the decomposition for inability to obtain healthcare
services when last sought (56.2%) and unmet need for
chronic care (53.4%), as well as over one third (36.1%)
of the explained component in the decomposition for
unmet need for medication. Income quintile was also a
significant contributor across all outcomes, accounting
for 9.1% of the explained inequality in unmet healthcare
needs, 14.6% in unmet need for medication, 29.2% in
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inability to obtain services when last sought, and 17.7%
in unacquired care for chronic diseases. Health status
again played an important role, contributing 32.8% to the
explained disparities in unmet healthcare needs (32.8%),
and around 15% in unmet needs for medications and
inability to obtain care when last sought. As in the pre-
vious comparison, registration with a FHT also emerged
as an important factor contributing to the reduction of
racial inequalities in access.

Discussion

This study finds large racial inequalities in access to
healthcare, mainly between Black or Pardo and White
Brazilians. White individuals consistently show better
access to healthcare compared to Black and Pardo Bra-
zilians. For example, only 2.95% of White respondents
reported an unmet need for healthcare compared to
4.5% of Black respondents and 4.2% of Pardo respon-
dents. Most of this inequality is explained by observ-
able characteristics, with income and access to private
health insurance the largest contributors to inequalities.
On the other hand, registration with primary care con-
tributed to reductions in racial inequalities in access to
healthcare. A sizeable component of racial inequalities in
healthcare access persisted suggesting the importance of
unobserved factors, mainly when comparing White and
Black Brazilians. The literature frequently attributes these
unexplained factors in differences between racial groups
to systemic discrimination or institutional racism [33, 34,
42].

The presence of racial inequalities, with White Brazil-
ians having greater levels of access than Black or Pardo
Brazilians, is unsurprising and aligns with various recent
studies [10, 37, 43—45]. A systematic analysis found that
factors undermining the Black population’s access to
health services include institutional and structural fac-
tors, such as poor infrastructure, service quality, and
socioeconomic conditions [43]. Despite the increase in
primary care coverage in Brazil, Black individuals have
greater difficulty in accessing services [45].

We find Black and Pardo Brazilians are similarly disad-
vantaged in terms of access, yet the wider evidence base
is ambiguous. In many studies, these racial categories are
combined [45, 46], due to historical similarities in socio-
economic conditions and access to services [21]. How-
ever, in some cases when analysed separately, distinctions
are found between Blacks and Pardos. For example, Black
women had a much higher maternal mortality rate than
White or Parda women in all age groups and for all causes
[37]. Breast cancer mortality rates were higher among
Black compared to White women [24]. Differences
between Black and Pardo Brazilians may be expected as
evidence demonstrates individuals with darker skin expe-
rience higher rates of discrimination [47, 48].
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This study found that income and private health insur-
ance were major drivers of racial inequalities. Together,
they accounted for between 35% and 87% of the explain-
able part of the racial inequalities in healthcare access.
Notably, White Brazilians are more likely to be in the
highest income quintile, whereas only about 18% of Black
and Pardo individuals have private health insurance,
compared to 37% among White individuals. These find-
ings highlight the structural role of income and private
insurance in shaping access to healthcare. Importantly,
registration with the FHT program was found to con-
tribute to reductions in racial inequalities in access in
this study. This may be because expansion of the FHS has
been targeted towards lower income populations (who
are more likely to be Black or Pardo) and aims to provide
accessible community-based primary care. This aligns
with other research finding FHS expansion dispropor-
tionately benefitted Black and Pardo Brazilians [9].

Despite identifying multiple explanatory factors for
these racial inequalities, there remained a sizable unex-
plainable component. This is driven by factors that we
were not able to measure in this study. There are likely
many socioeconomic factors that may explain these
findings, including wealth, occupation, social capital,
neighbourhood environment, and educational qual-
ity. Distance to healthcare services is an important fac-
tor, with evidence showing Black/Pardo Brazilians travel
greater distances for medium- and high-complexity ser-
vices [46]. A common interpretation in the literature of
the unexplainable component in racial inequalities is
related to discrimination against those with darker skin
and African ancestry - particularly racial bias in health-
care and institutional racism [49, 50]. Racial disparities in
healthcare access are often attributed to a combination
of structural and institutional factors [14, 15]. Black and
Pardo Brazilians often reside in segregated areas, with
fewer healthcare facilities and where healthcare quality
may be lower [51]. Studies show even after controlling for
health insurance and socioeconomic status, racial minor-
ities in the US still receive lower-quality healthcare com-
pared to White individuals [13]. In Brazil, darker-skinned
women receive lower quality care during pregnancy and
childbirth [50]. Experiences of discrimination and racism
are associated with negative patient experiences, includ-
ing lower levels of healthcare-related trust, satisfaction,
and communication, and poorer health service use such
as delayed used and lower adherence to treatment [52].

One limitation of this study is the use of cross-sectional
data, which prevents establishing causal relationships
over time. While the Oaxaca-Blinder decomposition
effectively quantifies disparities, it has its limitations
- it is limited in its ability to capture complex, non-lin-
ear relationships and interactions between variables.
The decomposition method also assumes the model
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is correctly specified and all relevant covariates are
included. The unexplained component may be conflated
by measurement error, omitted variables, and structural
inequalities meaning caution is need in interpretation.
A more in-depth analysis could explore the possibility of
complementing this study with qualitative approaches to
capture cultural and contextual nuances that quantitative
data may not fully address. Additionally, some relevant
variables, such as other socioeconomic factors, cultural
factors, discrimination and racism, could not be directly
included in the decomposition. Racial classification in
Brazil is also complex and is based on self-identification,
which may result in variations in how individuals per-
ceive and report their racial identity. There is likely to be
sizeable bias in how different populations are reporting
their skin colour and this may correlate with socioeco-
nomic factors, discrimination and treatment by other
people. There is a historical trend in Brazil for individuals
to report a lighter skin colour than what may be observed,
and this misclassification bias may be reducing the ability
of this study to detect and explain inequalities. However,
it is worth noting that evidence suggests that historical
trend has shifted in recent years [53]. The results of this
study should be complemented with further qualitative
work to better understand racial inequalities in health-
care access, and future research should better assess how
bias from self-classification across racial groups could
affect inequalities in healthcare access.

Our findings imply that racial inequalities in access
to healthcare require multifaceted and intersectoral
solutions [12], addressing both socioeconomic factors,
race group-specific factors, and healthcare provision.
Private health insurance was a major contributor to
racial inequalities in healthcare access, however further
expanding private health insurance may exacerbate ineq-
uities given the costs and negative impacts on the public
system (SUS). Public investments in universal access to
healthcare, including the FHS are important for address-
ing racial inequalities [54]. Efforts to increase access of
healthcare, regardless of income or educational attain-
ment are important. For example, there are targeted
interventions for stroke prevention [55] and cancer treat-
ment for ethnic minorities [56]. The healthcare workforce
should better reflect the ethnic and cultural diversity of
the communities they serve, ensuring culturally appro-
priate communication and informational materials.
Training in cultural competence and patient-centered
communication is important. Monitoring the quality of
care, stratifying data by race and ethnicity, and collecting
patient feedback are also essential.

Brazil’s National Policy for the Integral Health of the
Black Population aims to promote health equity for the
Black population by addressing historical and struc-
tural inequalities. It seeks to ensure adequate access to
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healthcare services, promote prevention and treatment
actions specific to health conditions prevalent among the
Black population, and encourage the training of health-
care professionals to address issues of race and ethnicity.
However, there is little documentation of the implemen-
tation of these measures or analysis of this policy over
time, and it remains to be seen if the policy has reduced
disparities and improved the health of the Black popula-
tion [57].

Conclusion

Significant racial disparities in healthcare access in Brazil
exist, with Black and Pardo individuals facing greater bar-
riers compared to their White counterparts. These dis-
parities are largely driven by observable factors, such as
income and private health insurance. The findings under-
score the need for targeted public policies to address
these disparities and promote equity in healthcare access.
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