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ABSTRACT
Introduction: The performance of health surveillance in the States, Federal District 
and Municipalities was established through health codes, regulated by Acts and Laws. 
Objective: In this sense, we sought to make a situational diagnosis regarding the 
composition and organizational structure in the 27 Federated Units. Method: A qualitative 
study of legal rules was conducted through active searches of these documents, which 
were analyzed for attributes correlated to health surveillance action. Findings: It was 
observed that about 30.0% were published before the 1988 Constitution, but there are 
more recent rules, such as those of Piauí, Rio Grande do Norte and the Federal District, 
published in the 2010s. It was observed that 88.9% of the rules include actions integrated 
into the health system, such as health care, epidemiological surveillance, environmental 
surveillance and worker health. Another attributes were little present in the rules, 
such as: those related to the competencies of the public health laboratories network 
(48.1%), the management of risk factors (22.2%), funding (33.3%) and health surveillance 
rates (18.5%). Conclusions: State and the Federal District laws are based on generalist 
norms, which no longer meet the longings of contemporary society or the reality of the 
determinants and health conditions of their territories. Therefore, there is a need for 
harmonization and modernization of these legal rules, with the promotion of new legal 
frameworks, capable of producing the safety and effectiveness of health surveillance 
actions practiced in each territory.

KEYWORDS: Health Management; Regulation; Health Codes; Health Surveillance Actions

RESUMO
Introdução: A atuação da vigilância sanitária nos municípios, estados e no Distrito 
Federal foi estabelecida por meio de códigos de saúde, regulamentados por decretos 
e leis. Objetivo: Realizar um diagnóstico situacional quanto à composição e à estrutura 
organizacional nas 27 unidades federadas que compõem o Sistema Nacional de Vigilância 
Sanitária (SNVS), por meio da análise da legislação sanitária vigente. Método: Foi 
realizado um estudo qualitativo dos regramentos jurídicos, por meio de buscas ativas 
desses documentos, sendo estes analisados quanto a atributos correlacionados à ação da 
Vigilância Sanitária. Resultados: Observou-se que cerca de 30,0% foram publicados antes 
da Constituição de 1988, mas há regramentos mais recentes, como os do Piauí, do Rio 
Grande do Norte e do Distrito Federal, publicados na década de 2010. Observou-se que 
88,9% dos regramentos abrangem ações integradas ao sistema de saúde, como assistência 
à saúde, vigilância epidemiológica, vigilância ambiental e saúde do trabalhador. Outros 
atributos se mostraram pouco presentes nos regramentos, como: os referentes às 
competências da rede laboratórios de saúde pública (48,1%), ao gerenciamento dos fatores 
de riscos (22,2%), ao financiamento (33,3%) e às taxas de fiscalização sanitária (18,5%). 
Conclusões: As legislações estaduais e do Distrito Federal estão amparadas em normas 
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INTRODUCTION

Health is the right of all and the duty of the State, to be guar-
anteed through social and economic policies aimed at reducing 
the risk of disease and other conditions and universal and equal 
access to actions and services for health promotion, protection 
and recovery.1 Therefore, health is a fundamental human right, 
and the State must provide the essential conditions for this right 
to be upheld.2

The set of health actions and services provided by federal, state 
and municipal agencies and public institutions, of direct and indi-
rect administration, and foundations maintained by the govern-
ment forms the so-called Brazilian Unified Health System (SUS). 
Health surveillance actions are under the SUS field of action.2

In this sense, to assess the impact of health surveillance actions 
in preventing or intervening in a health problem, the map and the 
health profile of the relevant territory must be determined; the 
various types of manufacturing, commercial and service-providing 
establishments must be identified and quantified and the follow-
ing activities should be performed: describing their situation and 
respective risk management; proposing a systematic plan for mon-
itoring the quality of the work done there; designing monitoring 
and evaluation indicators for the inspection work and verifying the 
efficiency of these actions; identifying critical points; and propos-
ing strategic actions for improvement or intervention.

Federal Law n. 9.782 of January 26, 1999,3 which defined the 
National Health Surveillance System (SNVS), describes that it is 
up to the Union, through the National Health Surveillance Agency 
(Anvisa), to monitor and coordinate state, district and municipal 
health surveillance activities. Considering that the Federal Con-
stitution of the Federative Republic of Brazil of 19881 established 
a federative model based on the autonomy of federated entities, 
the use of the word “coordinate” does not mean unilateral ini-
tiatives, but rather a tripartite decision-making process.

The health surveillance work in the entities that make up the 
SNVS was established through health codes or sanitary codes reg-
ulated by decrees and laws. The objective of this article is to 
perform the situational diagnosis of the composition and organi-
zational structure of the SNVS entities at the state and district 
level through the analysis of the composition of the health codes 
in force in Brazil’s 27 federated units (FUs).

METHOD

This is a qualitative study of the legal regulations under health 
surveillance (sanitary codes, health codes, among other legal 

norms), in force in the 27 Brazilian FUs. An active search for 
these regulations was done online and by request via email to 
the managers of the state and district health surveillance bod-
ies. The period of search for regulations was from June 1st to 
July 25th, 2020.

The analysis of legal regulations considered the following attri-
butes: scope; regarding the health system; health regulation 
objects; definition and assignment of competences of the pub-
lic health laboratory network; identification and management 
of risk factors and classification of health risks; identification 
of public acts and forms of health regulation; and description 
of the regulation procedures and health control of products, 
services, environments, and professional activities. We also 
analyzed: the definition of the health authority; the acts for 
the designation of health authorities; acts of codes of conduct 
and ethics; instruments for educating and training health pro-
fessionals; and instruments for describing health infractions 
and penalties.

The following were evidenced: health administrative procedures 
and procedural flow; procedure for tax analysis; instruments 
to promote communication and information on health alerts; 
instruments for the health information system; instruments for 
society participation; internal audit and evaluation; instruments 
for defining the forms of financing; and instruments for defining 
health inspection fees.

Descriptive analysis was performed for the presence or absence 
of such attributes in health regulations. The classification regard-
ing the presence or absence of the attribute considered analyses 
done by different researchers. When there was any divergence 
about the classification, the attribute was discussed in a group 
that tried to come to a consensus about the classification. This 
study did not need the approval of the Research Ethics Commit-
tee because it was based exclusively on the analysis of informa-
tion contained in publicly accessible legal regulations.

RESULTS

We observed that the legal health regulations in force in the 
27 FUs were published through decrees, complementary laws, 
and state laws (Table 1). We also observed that the states of 
Piauí, Rio Grande do Norte, and the Federal District are the FUs 
with the newest regulations. On the other hand, there are FUs 
with regulations that were published in the 1970s—Rio de Janeiro 
and Rio Grande do Sul. More than half of these regulations date 

generalistas, que não mais atendem aos anseios da sociedade contemporânea nem a realidade dos determinantes e condicionantes 
de saúde de seu território. Portanto, verifica-se a necessidade de harmonização e modernização desses regramentos jurídicos, com a 
promoção de novos arcabouços jurídicos, capazes de produzir a segurança e a efetividade das ações de vigilância sanitária praticadas 
em cada território.

PALAVRAS-CHAVE: Gestão em Saúde; Regulamentação; Códigos Sanitários; Ações de Vigilância Sanitária
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back to long ago, from between the 1970s and the 2000s, and 
of these, 30.0% were written before the Federal Constitution of 
1988. Many current regulations were published between 2001 
to 2010 (Amazonas, Roraima, Amapá, Paraíba, Sergipe, Paraná, 
Mato Grosso and Goiás), however, most regulations were pub-
lished in the 1980s and 1990s, totaling 14 FUs (Table 2).

When analyzing the scope of the regulations, we observed that 
100.0% of them had a definition of the FU’s duties, whereas 
88.9% had the definition of the municipality’s duties. With regard 

to the objects of health regulation, we observed that 100.0% of 
them deal with food, additives, beverages and drinking water; 
drugs, medications, supplies and related products; cosmetics, 
perfumes, hygiene products and similar products; household 
sanitizers and similar products; products, reagents, equipment, 
and other medical devices; healthcare services; and services of 
interest to health. On the other hand, only 29.6% of the regu-
lations deal with inspection of professional practice (Table 3).

Still in the analysis of attributes, we observed that 48.1% of the 
rules contained definition and assignment of competences of the 
public health laboratory network, 22.2% had identification of risk 
factor management and classification of health risks, 18.5% had 
specification of acts of codes of conduct and ethics, 40.7% had 
instruments for the participation of society, 40.7% had internal 
audit and evaluation, 33.3% had instruments for defining the 
forms of financing, and 18.5% had instruments for defining health 
inspection fees (Table 3).

As for the assignments and competences of the public health 
laboratory network, we observed that more than half of the FUs 
do not have neither a definition, assignments or competences. 
Assignments within the scope of risk management and classifica-
tion are observed in six of the 27 FUs, namely: Amazonas, Fed-
eral District, Minas Gerais, Mato Grosso do Sul, Paraná, and São 
Paulo (Figure).

As for the guidelines adopted to define the health authori-
ties, the Health Department of the state of Pará does not have 
such powers. The same happens in the state of Alagoas, which, 
despite detailing the duties, did not identify the health author-
ities. A large number of state health departments defined the 
acts of designation of these health authorities: Federal District, 
Espírito Santo, Goiás, Maranhão, Minas Gerais, Mato Grosso, 
Paraíba, Piauí, Paraná, Rio Grande do Norte, Rondônia, Ror-
aima, Rio Grande do Sul, Santa Catarina, Sergipe, São Paulo, and 
Tocantins (Table 4).

Regarding the guidelines for the conduct and ethics of these 
health authorities, they were found in the regulations of the 
states of Espírito Santo, Paraná, Rio Grande do Norte, Ror-
aima, and São Paulo. As for the common guidelines observed 
in the published regulations, including those referring to 
instruments, procedures and administrative procedural flows 
for the investigation of health infractions, enforcement of 
penalties and performance of laboratory analyses for tax anal-
ysis, only the regulations of the health departments of the 
states of Bahia and Pernambuco do not describe them in their 
regulations (Table 4).

Guidelines for the information system and the communica-
tion of health alerts were absent in the following states: 
Acre, Bahia, Pernambuco, Piauí, Rio de Janeiro, Rio Grande 
do Norte, and Sergipe (Table 4). Guidelines for society’s par-
ticipation in planning were found in the health regulations 
of many FUs, as follows: Amazonas, Amapá, Federal District, 
Goiás, Maranhão, Piauí, Paraná, Rondônia, Roraima, Sergipe, 
and São Paulo (Table 4).

Chart 2. Year of publication of legal and health regulations, 2020.

Period Federated Unit

1971-1980 RJ; RS

1981-1990 RO; AC; PA; CE; AL; BA; SC

1991-2000 TO; MA; PE; MG; ES; SP; MS

2001-2010 AM; RR; AP; PB; SE; PR; MT; GO

2011-2020 PI; RN; DF

Source: Prepared by the authors, 2020.
AC: Acre; AL: Alagoas; AM: Amazonas; AP: Amapá; BA: Bahia; CE: Ceará; 
DF: Federal District; ES: Espírito Santo; GO: Goiás; MA: Maranhão; MG: 
Minas Gerais; MS: Mato Grosso do Sul; MT: Mato Grosso; PA: Pará; PB: 
Paraíba; PE: Pernambuco; PI: Piauí; PR: Paraná; RS: Rio Grande do Sul; 
RJ: Rio de Janeiro; RO: Rondônia; RN: Rio Grande do Norte; RR: Roraima; 
SC: Santa Catarina; SE: Sergipe; SP: São Paulo; TO: Tocantins.

Chart 1. Legal and health regulations in force in the 27 Brazilian 
federated units, 2020.

Federated Unit Legal and Health Regulation Date

Rondônia Decree Law n. 364 12/17/1982

Acre Complementary Law n. 65 12/27/1982

Amazonas Complementary Law n. 706 12/03/2009

Roraima Complementary Law n. 627 14/01/2003

Pará State Law n. 5.1998 12/10/1984

Amapá State Law n. 7199 11/13/2002

Tocantins Decree n. 68010 11/23/1998

Maranhão Complementary Law n. 3911 12/15/1998

Piauí State Law n. 6.17412 02/06/2012

Ceará State Law n. 10.76013 12/17/1982

Rio Grande do Norte Complementary Law n. 3114 11/24/1982

Paraíba State Law n. 7.06915 04/12/2002

Pernambuco Decree n. 20.78616 08/10/1998

Alagoas State Law n. 4.40617 12/12/1982

Sergipe State Law n. 6.34518 01/03/2008

Bahia Decree n. 29.41419 01/05/1983

Minas Gerais State Law n. 13.31720 09/24/1999

Espírito Santo State Law n. 6.06621 12/31/1999

Rio de Janeiro Decree n. 175422 03/16/1978

São Paulo State Law n. 10.08323 09/23/1998

Paraná State Law n. 12.33124 11/23/2001

Santa Catarina State Law n. 6.32025 12/20/1983

Rio Grande do Sul Decree n. 23.43026 10/24/1974

Mato Grosso do Sul State Law n. 1.29327 09/21/1992

Mato Grosso State Law n. 7.11028 02/10/1999

Goiás State Law n. 16.14029 10/02/2007

Federal District Law n. 5.32130 03/07/2014

Source: Prepared by the authors, 2020.
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As for the controls and performance of internal audits, these 

guidelines were provided for in the regulations of the state 

health departments of the following states: Amazonas, Goiás, 

Maranhão, Minas Gerais, Paraíba, Piauí, Paraná, Roraima, Santa 

Catarina, Sergipe, and São Paulo (Table 4). The forms of financ-

ing and application of health surveillance fees are described 

in the regulations of the following states: Alagoas, Amazonas, 

Amapá, Espírito Santo, Goiás, Maranhão, Paraíba, Piauí, Paraná, 

and Sergipe (Table 4).

DISCUSSION

This study identified that some regulations in force were 

published in the 1970s, like those of Rio de Janeiro and Rio 

Grande do Sul, and some are more recent, like those of Piauí, 
Rio Grande do Norte and the Federal District, published in the 
2010s. Of the regulations we analyzed, about 30.0% were pub-
lished before the 1988 constitution. In general, at least 88.9% 
of the regulations address actions that are integrated into the 
health system, like healthcare, epidemiological surveillance, 
environmental surveillance and worker health. Some attributes 
are rarely found in the regulations, like those addressing the 
competences of the public health laboratory network (48.1%), 
the management of risk factors (22.2%), financing (33.3%), and 
health inspection fees (18.5%).

Overall, the legal regulations have proved heterogeneous in the 
application of the topics and guidelines established in the SUS 
regulations. These are complex systems where state and district 

Chart 3. Percentage distribution of the presence of the attributes analyzed in the health regulations of the 27 Brazilian federated units, 2020.

Attributes N %

Scope of the health code

Definition of duties of the federated unit 27 100,0%

Definition of the duties of the municipality 24 88.9%

Regarding the health system

Definition of integrated healthcare actions 26 96.3%

Definition of epidemiological surveillance and health protection actions 26 96.3%

Definition of environmental sanitation and environmental surveillance actions 26 96.3%

Definition of worker health surveillance actions and working conditions 24 88.9%

Health regulation objects

Sanitation and environment 25 92.6%

Buildings, housing and others 20 74.1%

Food, additives, beverages and drinking water 27 100.0%

Drugs, medicines, supplies and related products 27 100.0%

Cosmetics, perfumes, toiletries and similar products 27 100.0%

Household sanitizers and similar products 27 100.0%

Products, reagents, equipment and other medical devices 27 100.0%

Health care services 27 100.0%

Services of interest to health 27 100.0%

Supervision of professional practice 8 29.6%

Definition and assignment of competences of the public health laboratory network 13 48.1%

Identification and management of risk factors and classification of health risks 6 22.2%

Identification of public acts and forms of health regulation 27 100.0%

Description of procedures of the forms of regulation and health control of products, services, environments and professional activities 27 100.0%

Definition of health authority 26 96.3%

Acts for designation of health authorities 17 63.0%

Has acts of codes of conduct and ethics 5 18.5%

Instruments for educating and training health professionals 24 88.9%

Instruments for describing health infractions and penalties 24 88.9%

Has health administrative procedures and procedural flow 24 88.9%

Procedure for tax analysis 24 88.9%

Tools to promote communication and information on health alerts 19 70.4%

Instruments for the health information system 21 77.8%

Instruments for society participation 11 40.7%

Internal audit and evaluation 11 40.7%

Instruments for defining the forms of financing 9 33.3%

Instruments for defining health inspection fees 5 18.5%

Source: Prepared by the authors, 2020.



http://www.visaemdebate.incqs.fiocruz.br/ Vigil. sanit. debate 2021;9(2):28-36   |   32

Matta ASD et al. Management of health actions and their legal regulations

laws are supported by general norms that were mostly drafted 
at an identical or similar historical moment, based on a legal 
framework that no longer meets the aspirations of contemporary 
society nor match the reality of health determinants and condi-
tions in the territory.

It is quite worrying that less than half of the states do not have 
the definition and assignment of competences of the public 
health laboratory network in their regulations. Within the health 
structure, the services that enable knowledge and analysis of 
laboratory data sets are particularly relevant to support epide-
miological surveillance and health surveillance actions, which 
are both fields of action of public health.

The public health laboratory is an integral part of the health sur-
veillance structure and an essential instrument for the control of 
products of interest to health. Thus, the laboratory network, in 
particular the health surveillance laboratory network, works in 
the production of scientific and technological knowledge through 
prior control and fiscal analyses in order to assess the quality and 
compliance of the products. It is therefore fundamental for risk 
analysis and management, as well as for informed decision-mak-
ing in health surveillance. Also, these public health laborato-
ries are responsible for monitoring health control actions and 

participating in epidemiological surveys. This time, the health 
codes must include this laboratory support, considering that it 
contributes with accurate and reliable information for the solu-
tion of important health problems in the country.31

Anvisa’s RDC n. 207, of January 3, 2018,32 in its art. 2 and 
respective items, provides for the premises for the organization 
of health surveillance actions. The degree of health risk intrin-
sic to activities and products subject to health surveillance is a 
common principle to all of them and should be systematically 
addressed by the federated entities. The study revealed that 
only six states address the management and classification of 
health risks in their regulations, namely: Amazonas, Federal Dis-
trict, Minas Gerais, Mato Grosso do Sul, Paraná, and São Paulo. It 
is demonstrated, therefore, that this practice should be widely 
adopted in state regulations through the implementation of a 
model that encourages risk management considering the partic-
ularities of each territory.

With regard to professional practice, the analysis indicated 
that less than 30.0% of the state health regulations provide for 
inspections in this area. Supervising professional practice is a 
way to protect society and professionals alike. When compliance 
with the specific standards of the profession and the legislation 

Source: Prepared by the authors, 2020.

Figure. Distribution regarding the presence (Yes) and absence (No) of the management and classification of health risk in the health regulations by 
federated unit, 2020.
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Chart 4. Presence (Y) or absence (N) of the attributes analyzed in the health regulations in the Brazilian federated units, 2020.

FU AC AL AM AP BA CE DF ES GO MA MG MS MT PA PB PE PI PR RJ RN RO RR RS SC SE SP TO

Attributes

1- Does it have a Sanitary Code or a Health Code?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

2- Regarding the scope of the Health Code:

a) Does it define the duties of the state?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

b) Does it define the duties of the municipalities?

Y N Y Y Y Y NA Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y

3- As for the Health System, does it describe the actions in:

a) Definition of integrated healthcare actions?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y

b) Definition of epidemiological surveillance and health protection actions?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y

c) Definition of environmental sanitation and environmental surveillance actions?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y

d) Definition of worker health surveillance actions and working conditions?

 Y Y Y Y N N Y Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y

e) Health surveillance actions

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

4- As for the objects of health regulation:

a) Sanitation and environment

N Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y

b) Buildings, housing and others

N Y N N Y Y Y Y Y Y Y Y Y Y Y N N Y N Y Y Y Y Y Y Y Y

c) Food, additives, beverages and drinking water

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

d) Drugs, medicines, supplies and related products

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

e) Cosmetics, perfumes, toiletries and similar products

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

f) Household sanitizers and similar products

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

g) Products, reagents, equipment and other medical devices

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

h) Health care services

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

i) Services of interest to health

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

l) Supervision of professional practice

N Y N N Y Y N N N N N N N Y Y N N N Y Y N N Y N N N Y

5- Does it provide for the definition and assignment of competences of the public health laboratory network?

Y Y Y Y N Y N N N N N Y N N Y Y N Y N Y Y N N Y N N Y

6- Does it provide for the identification and management of risk factors and classification of health risks?

N N Y N N N Y N N N Y Y N N N N N Y N N N N N N N Y N

7- Does it provide for the identification of public acts and forms of health regulation?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

8- Does it have the description of procedures of the forms of regulation and health control of products, services, environments and professional activities?

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y

9- Does it define the health authority?

Y N Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y Y Y Y Y Y Y Y Y

10- Does it have acts for assigning health authorities?

N N N N N N Y Y Y Y Y N Y N Y N Y Y N Y Y Y Y Y Y Y Y

Continue
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that governs it is monitored, society can rely on duly qualified 
professionals that work according to the legislation and comply 
with all relevant health standards.

With regard to the application of health surveillance fees, 
only five states had this content in their regulations. This 
number is worrying, especially considering that the fee is a 
tax and, pursuant to art. 77 of the National Tax Code, Fed-
eral Law n. 5.172, of October 25, 1966,33 has as its triggering 
event the regular exercise of police power or the effective 
or potential use of a specific and divisible public service pro-
vided to taxpayers or made available to them. This is the 
case of services provided by health surveillance. Art. 150, I, 
of the Federal Constitution of 19881 enshrines the principle 
of tax legality by dictating that “the Union, States, Federal 
District and Municipalities are prohibited from demanding or 
increasing a tax without a law that determines that”. There-
fore, states that have fees for the collection of health per-
mits without the foundation of a legal provision directly hurt 
the Federal Constitution. Thus, to preserve the integrity of 
the legal and administrative framework, implementing health 
codes that include legal provisions on fees is essential for 
health surveillance management, under penalty of judicial-
ization of the matter.

With the advent of new legislation that correlates with the 
work of health surveillance, such as the Economic Freedom 
Law, Federal Law n. 13.874, of September 20, 2019,34 a review 

of the legal framework will enable greater security and effec-
tiveness in health surveillance actions carried out in each ter-
ritory, especially considering the changes that have occurred 
in recent years in the political, economic, social, and legal 
arenas. It is possible to encourage cross-sector collaboration 
among several health-related areas, especially primary care, 
epidemiology, occupational health and environmental health in 
initiatives that are in line with the SUS principles and guide-
lines that were outlined in 2001, at the 1st National Conference 
on Health Surveillance.35

Considering the limitations of the study, the results make ref-
erence to a descriptive analysis of the presence or absence of 
the attributes in health regulations. The classification regard-
ing the presence or absence of the attribute considered the 
diagnosis made by different researchers. When there was any 
divergence about the classification, the attribute was discussed 
in a group that tried to come to a consensus about the classi-
fication. In this context, the results we found reveal the need 
for these guidelines to be standardized and updated in order to 
promote the integrity and universality of health actions, with 
the improvement of health surveillance actions. This process 
must be collective, with the active participation of different 
stakeholders, so that legal norms can be drafted to meet the 
changes arising from the dynamics of social relations, as well as 
the agility arising from the incorporation of new technologies 
and innovation.

Continuation

FU AC AL AM AP BA CE DF ES GO MA MG MS MT PA PB PE PI PR RJ RN RO RR RS SC SE SP TO

11- Does it have acts of codes of conduct and ethics?

N N N N N N N Y N N N N N N N N N Y N Y N Y N N N Y N

12- Does it provide for instruments for educating and training healthcare professionals

Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y N Y Y Y Y Y N Y N

13- Does it provide for instruments for describing health infractions and penalties?

Y Y Y Y N Y Y Y Y Y Y Y Y Y N N Y Y Y Y Y Y Y Y Y Y Y

14- Does it provide for health administrative procedures and procedural flow

Y Y Y Y N Y Y Y Y Y Y Y Y Y N N Y Y Y Y Y Y Y Y Y Y Y

15- Does it provide for a tax analysis procedure?

Y Y Y Y N Y Y Y Y Y Y Y Y Y N N Y Y Y Y Y Y Y Y Y Y Y

16- Does it provide for tools to promote communication and information on health alerts?

N Y Y Y N Y Y Y Y Y Y Y Y Y Y N N Y N N Y Y Y Y N Y Y

17- Does it have instruments for the Health Information System?

Y Y Y Y N Y Y Y Y Y Y Y Y Y N N Y Y N N Y Y Y Y Y Y N

18- Does it have instruments for the participation of society?

N N Y Y N N Y N Y Y N N N N N N Y Y N N Y Y N N Y Y N

19- Does it have an internal evaluation and audit system?

N N Y N N N N N Y Y Y N N N Y N Y Y N N N Y N Y Y Y N

20- Does it have instruments for defining the forms of financing?

N N Y Y N N N Y Y Y N N N N Y N Y Y N N N N N N Y N N

21- Does it have instruments for defining health inspection fees?

N Y Y N N N N N Y N N N Y N Y N N N N N N N N N N N N

Source: Prepared by the authors, 2020.
AC: Acre; AL: Alagoas; AM: Amazonas; AP: Amapá; BA: Bahia; CE: Ceará; DF: Federal District; ES: Espírito Santo; GO: Goiás; MA: Maranhão; MG: Minas 
Gerais; MS: Mato Grosso do Sul; MT: Mato Grosso; PA: Pará; PB: Paraíba; PE: Pernambuco; PI: Piauí; PR: Paraná; RS: Rio Grande do Sul; RJ: Rio de 
Janeiro; RO: Rondônia; RN: Rio Grande do Norte; RR: Roraima; SC: Santa Catarina; SE: Sergipe; SP: São Paulo; TO: Tocantins; NA: Not applicable.
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CONCLUSIONS

In the analysis of the state health regulations currently in 
force, we can observe some heterogeneity in the application 
of the topics and guidelines established in the SUS regulations. 
For this reason, it is imperative that the states and the Fed-
eral District, through their health surveillance bodies, review 
the guidelines of their regulations considering the particulari-
ties of each territory, as they are unique and individual. It is 
extremely valid, however, to pursue the legal standardization 
and update considering artifacts in the scope of quality man-
agement and monitoring and evaluation, which will support the 
effective evaluation of some results of health surveillance work 
that are now invisible.

This process must be collective, with the active participa-
tion of different stakeholders, since most federated entities 

are based on a legal regulation that is, in turn, based on 

a historical context that no longer meets the demands of 

contemporary society.

Any new health regulation to be proposed should consider the 

principle of the degree of health risk intrinsic to activities and 

products, even because the current legal norms call for this 

change, this paradigm shift by many health surveillance bod-

ies. Legal norms should be drafted so as to meet the changes 

arising from the dynamics of social relations, as well as the 

agility arising from the incorporation of new technologies and 

innovation. In the same way, may they foster entrepreneur-

ship, reduce bureaucracy and enable tax relief, with the facil-

itation of business environments so that society can benefit 

from safer products and services that promote and protect the 

health of the population.
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