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Disaster risk reduction, the Sustainable Goals agenda and the 
principles of the SUS, in the context of the COVID-19 pandemic

Abstract  The aim of this study was to analyze 
the connections between the Sendai Framework 
for Disaster Risk Reduction, the Sustainable 
Development Goals (SDGs), and the principles 
of Brazil’s Unified Health System (SUS) in the 
context of the public health emergency caused 
by the COVID-19 pandemic and its potential 
implications for population health. This qualita-
tive, cross-sectional, exploratory study collected 
data from health professionals with experience 
in emergency and disaster risk management and 
treatment practices, which were then processed 
using the Iramuteq software for lexical analysis. 
The textual corpus was presented through a de-
scending hierarchical classification that resulted 
in seven classes grouped into three categories: 
disaster response in the context of SUS; preven-
tion of future disaster risks; and preparedness 
and recovery actions based on the Sendai Frame-
work and the SDGs. The study highlighted as-
pects related to the direct and indirect effects of 
the COVID-19 pandemic and the challenges re-
lated to disaster risk reduction as advocated by 
the Sendai Framework, emphasizing the need to 
strengthen the culture of safety and sustainability 
within the SUS, which aligns with the ODS and 
social determinants of health.
Key words  Disaster stages, Unified Health Sys-
tem, Public Health, Sustainable development, 
COVID-19
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Introduction

The National Policy for Health Surveillance de-
fines “public health emergency” (ESP) as a sit-
uation that requires urgent implementation of 
measures for prevention, control, and contain-
ment of risks, harms, and public health damages, 
which applies to the contemporary example of 
the COVID-19 pandemic1. In the Brazilian Clas-
sification and Coding of Disasters (COBRADE), 
this pandemic can also be classified as a natural 
disaster of biological typology2, given that a di-
saster is characterized as an event that combines 
natural and/or technological threats, exposure, 
conditions of vulnerability, and insufficient re-
sponse capacity3.

In the Brazilian context, disasters are made 
worse by social determinants and health inequi-
ties, which pose greater risks for impoverished 
families and groups. Consequently, significant 
effects are often observed in the fields of health, 
social welfare, economics, politics, and culture. 
This underscores the need for the scientific com-
munity to develop better standards for preven-
tion, preparedness, response, and recovery in the 
face of such events4-7.

With respect to vulnerability as a central con-
cept for understanding emergency and disaster 
phenomena, COVID-19 demonstrated certain 
specificities due to its syndemic characteristics. 
This “syndemic”, a neologism formed from the 
combination of the words “synergy” and “epi-
demic”8, was conceived by Merrill Singer in the 
1990s, and demonstrates the synergistic interac-
tion of distinct diseases in specific populations. 
On the one hand, there is an infectious disease 
that causes severe acute respiratory syndrome, 
and on the other hand, a series of non-commu-
nicable diseases whose effects are magnified by 
the addition of social and economic disparities 
in the population9. This situation has made the 
COVID-19 pandemic an atypical and complex 
disaster, which demands future alignment of in-
ternational frameworks and agendas and collec-
tive scientific efforts to adopt better risk manage-
ment measures for new pandemics.

An emblematic example is the Sendai Frame-
work for Disaster Risk Reduction 2015-2030, 
adopted at the 3rd World Conference on Disaster 
Risk Reduction held in Hyogo (Japan) in March 
2015. At this occasion, the commitment of States 
to reduce potential disaster risks and increase re-
silience was restated in the context of eradicating 
poverty, a motto for sustainable development. It 
is known that women, children, the elderly, and 

people in vulnerable situations are dispropor-
tionately affected in these situations, making it 
necessary to reduce exposure to threats to pre-
vent the development of new risks and to obtain 
accountability systems at all levels5. Effective di-
saster risk reduction management is a cost-effec-
tive investment in preventing future losses and 
contributing to sustainable development. This 
Framework continued the Hyogo Framework for 
Action 2005-2015, aiming to assess, review and 
identify gaps, lessons learned, and future chal-
lenges5.

Furthermore, in September 2015, the 193 
member countries of the United Nations ap-
proved the 2030 agenda and the Sustainable 
Development Goals (SDGs), aiming to enhance 
global development and improve people’s quali-
ty of life through 17 objectives with 169 targets 
to be achieved through joint local, national, and 
international actions by all levels of government, 
organizations, companies, and society. The agen-
da pointed out five areas of importance, known 
as the “5 Ps”: People, Planet, Prosperity, Peace, 
and Partnership. With the purpose of “leaving 
no one behind”, the Sustainable Health Agenda 
for the Americas 2018-2030 represents the health 
sector’s response to its member countries’ com-
mitments. Among the 17 objectives, objectives 
1 and 3 are particularly highlighted, although all 
others are equally relevant. Objective 1 aims to 
“end poverty in all its forms everywhere”, while 
Objective 3 aims to “ensure healthy lives and 
promote well-being for all at all ages”. The latter 
has target 3.3: to end, by 2030, “AIDS, tubercu-
losis, malaria, and neglected tropical diseases, 
and combat hepatitis, waterborne diseases, and 
other communicable diseases”6, a segment where 
COVID-19 is included.

On the other hand, the Unified Health Sys-
tem (SUS), which is the legal institution that 
organizes health actions and services in Brazil, 
created by the 1988 Constitution10, is structured 
in a decentralized way, with comprehensive care, 
prioritizing preventive activities and society par-
ticipation. SUS also performs epidemiological 
surveillance actions, participates in the training 
of human resources, formulates policies, executes 
basic sanitation actions, and promotes scientific 
and technological development in its area of ac-
tivity, among other constitutional attributions11. 
The SUS operates with doctrinal principles: uni-
versality, equity, and comprehensiveness; and 
with operational principles: decentralization, 
regionalization, hierarchy, and social participa-
tion12.
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This system plays a strategic role in the daily 
life of the population, including emergencies and 
disasters, situations in which health determinants 
and conditions end up worsening the operation-
al and logistical difficulties of responding to such 
events, such as those related to food, housing, ur-
banization, basic sanitation, environment, work, 
income, education, transportation, leisure, and 
access to essential goods and services7,13.

In emergencies and disasters, the SUS requires 
strategic planning, interaction, dialogue, and co-
ordination of the care network and its different 
levels and actors. Three measures are considered 
strategic for this purpose: the establishment of 
a situation room, articulation and interaction of 
actors and sectors, and an emergency strategic 
plan, aiming to ensure health care for the popu-
lation with greater safety and effectiveness14. Cur-
rently, government entities have been constantly 
demanded regarding risk management in the face 
of these events, which have been determining sig-
nificant rates of morbidity and mortality, as well as 
environmental and societal impacts. Better prepa-
ration interferes with reducing the effects of these 
emergencies in the context of public health, and 
timely and effective response necessarily involves 
the integration of the three levels of management 
– Federal, State, and Municipal – of the SUS15.

The management of disaster risk in its dif-
ferent phases (prevention/mitigation, prepared-
ness, response, recovery) is anchored in distinct 
fields of expertise and action, both internally at 
different levels and externally through inter-
national articulation and agreements3. This in-
volves administrative, organizational, and oper-
ational decision-making, both governmental and 
non-governmental, in conjunction with society, 
with a view to public policies and strategies that 
can lead to impact reduction15. The collection of 
these actions, being a dynamic and continuous 
planning process, is represented by the disaster 
cycle (Figure 1).

Within the development of a disaster risk 
management based on processes, health practic-
es should be constructed in a transversal manner, 
scrutinizing social and economic determinants, 
in order to achieve equitable access for all citizens 
without fragmenting attention, which sometimes 
occurs in public health emergencies and disasters 
in the country16. Therefore, seeking alignment 
with the existing instruments for the systemati-
zation of actions to address such events is timely 
and urgent. At the international level, the Sendai 
Framework for Disaster Risk Reduction and the 
Sustainable Development Goals stand out, while 

at the national level, the SUS is responsible for 
the complex task of organizing the health sector’s 
response to such situations, as in the case of the 
COVID-19 pandemic.

Thus, this study aims to analyze the con-
nections between the Sendai Framework for 
Disaster Risk Reduction, the Sustainable Devel-
opment Goals, and the principles of the SUS, in 
the context of the public health emergency of the 
COVID-19 pandemic, and their potential impli-
cations for population health.

methodology

This is a qualitative, cross-sectional, exploratory 
study, whose data were collected in the first se-
mester of 2021 from healthcare professionals en-
rolled in the elective course “Seminar on Emerg-
ing Themes of Professional Practice: emphasis 
on Health in Emergencies and Disasters (risk 
management in the face of COVID-19)” from 
the Graduate Program Stricto Sensu of the Anna 
Nery School of Nursing (EEAN), Federal Univer-
sity of Rio de Janeiro. The study was approved by 
the ethics and research committee (Resolution 
No. 3.653.634; CAE: 18207019.0.0000.5238). 
Data collection was conducted by members of 
the Health in Emergencies and Disasters Teach-
ing, Research, and Extension Group (GEPESED), 
through forms applied to the 16 professionals 
enrolled in the course, who had experience in 
emergency and disaster risk management and 
assistance.

A portion of the course was delivered online 
under the title “Lessons Learned from Disasters: 
The Case of COVID-19” and is available on the 
GEPESED-UFRJ YouTube channel17. 

The textual data obtained from complemen-
tary activities carried out so as to achieve the 
stated objective were processed using Iramuteq®. 
This is a free software licensed under GNU GPL 
(v2), which is anchored in R software for statisti-
cal calculations18, and uses the Python19 language 
as an interface for multidimensional analyses of 
texts and questionnaires. The name of the soft-
ware comes from the French phrase Interface de 
R pour les Analyses Multidimensionnelles de Tex-
tes et de Questionnaires20. 

The use of this computational technology 
allowed for greater methodological rigor and 
increased credibility in textual analysis, by inte-
grating statistical analyses, graphs, and visual ele-
ments, thereby advancing beyond a mere analysis 
of discourse21.
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For lexical analysis, the resultant content 
from the discursiveness of the 16 professionals 
constituted the corpus, where each participant 
was encoded by the letter “E” followed by a se-
quential number (E_1 to E_16). The corpus was 
compressed into a single file saved as a text docu-
ment, using the Unicode Transformation Format 
8-bit code units (UTF-8). Acronyms were stan-
dardized, such as Disaster Risk Reduction for 
DRR and Intensive Care Unit for ICU. Separated 
words that together have the meaning of a sin-
gle term were joined using a subscript hyphen, 
such as post_disaster and mechanical_ventilator, 
in order to ensure greater utilization of the text20.

results

The textual corpus processed by the software was 
reconfigured into text segments, which under-
went lexical analysis resulting in tables listing 
the vocabulary. This methodological operation 
resulted in the Descending Hierarchical Classi-
fication (DHC), where text segments were classi-
fied by their vocabulary, and their set partitioned 
according to the frequency of lemmatized forms 
in segments with a size of three lines generated 
according to the size of the corpus. After statis-
tical analysis, in the program’s summary tab and 
rapport report, it was observed that the corpus 
was processed in 22 seconds, and that all 16 texts 

were processed, which is important for validat-
ing the analysis performed21. A total of 328 text 
segments, 11,927 occurrences, 1,782 forms, and 
810 hapax or forms with a single incidence were 
obtained. With the frequency of active forms ≥3: 
566, divided into seven classes with 296 classi-
fied segments, a utilization rate of 90.24% was 
obtained. A retention rate of at least 75% of text 
segments is considered a good utilization rate for 
DHC analysis22.

Once the classification was performed by the 
Reinert method and the option for simple DHC 
was chosen, each text segment was analyzed ac-
cording to the vocabulary contained therein. The 
corpus was composed of seven classes formed af-
ter six partitions, as shown in Figure 2. The first 
partition divided the corpus into two thematic 
sets, A and B, represented by the dendrogram of 
the classes, which includes the demonstration of 
the association between them. The thematic set 
A, after the second partition, separates classes 3 
and 7. The thematic set B, with the third parti-
tion, separates classes 1 and 2 from classes 4, 5, 
and 6. The fourth partition separates classes 4 
and 5 from class 6, while the fifth partition sepa-
rates classes 4 and 5. The sixth partition separates 
classes 1 and 2.

Figure 3 illustrates the graphic representation 
of the similarity analysis of the textual database 
structure of the corpus, by illustrating words and 
their close or distant connections to each other, 

figure 1. Cycle of disasters.

Source: Authors, 2022.
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emphasizing and establishing links between lex-
icons related to health, action, disaster, risk, and 
development.

The dendrogram represented in Figure 4 
demonstrates the most frequent words in the 
corpus, with the initial context unit (ICU) rep-
resented by each textual construction of the 16 
professionals, giving rise to elementary context 
units or text segments of each class, where the 
vocabulary of each class is similar to each oth-
er and different from the vocabulary of the other 
classes. The weight of the texts in each class and 
the associative strength between the words and 
their classes are analyzed when the chi-squared 
test is greater than 3.84, representing p<0.0001. 
Thus, the lower the value of the chi-squared, the 
lower the relationship between the variables20. 
Class 1 corresponds to 11.82% with 52 forms and 
three predominant texts E_16, E_13 and E_09; 
Class 2 corresponds to 13.18% with 62 forms and 
two predominant texts E_15 and E_12; Class 3 
corresponds to 23.29%, with 65 forms and two 
predominant texts E_08 and E_03; Class 4 cor-
responds to 11.82%, with 48 forms and three 
predominant texts E_02, E_04 and E_11; Class 
5 corresponds to 15.2%, with 57 forms and 
two predominant texts E_15 and E_01; Class 6 
corresponds to 12.5%, with 42 forms and two 
predominant texts E_15 and E_01; and Class 7 

corresponds to 15.88%, with 65 forms and three 
predominant texts E_06, E_09 and E_10. All the 
predominant texts have p<0.05 and x²>3.80.

The following are the classes defined by CHD, 
which were structured by categories based on the 
content of text segments and word frequency, 
taking into consideration the disaster risk man-
agement processes.

Disaster response in the Context of SUS

The predominant classes in this category 
are 3, 6, and 7, with textual content constructed 
through the discursiveness of professionals E_03 
and E_08 in class 3, E_01, E_15, and E_06 in class 
6, and E_09 and E_10 in class 7. These classes are 
more related to assistive response actions, and 
therefore, to activities of health and SUS. Class 3 
contains words such as Public Health Emergency 
of National Interest (ESPIN), pandemic, event, 
interventions, health, and coping, which are 
more closely related to assistive management and 
decision-making, involving the idea of a situa-
tion room or a minimally decision-making envi-
ronment. Class 6 contains words that align more 
with SUS-related activities, such as principle, 
comprehensiveness, preventive, right, universal, 
need, resource, equity, region, in text segments 
that accurately report a character of planning and 

figure 2. Dendrogram of classes.

Source: Data from the 2021 tasks, worked on by the Iramuteq software.
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health policies, precisely because it is more relat-
ed to emergency and disaster response, and thus 
to the organization of necessary arrangements 
for assistive performance, including the resourc-
es pertinent to the undertaking of health prac-
tices. Class 7, on the other hand, is more related 
to assistive response, with interventions at the 
forefront, with words such as case, ICU, mask, 
bed, vaccination, therapy, infected, which place 
emphasis on health care and surveillance, as well 
as provide elements for decision-making regard-
ing assistive practices directly to individuals, but 
which do not necessarily concern only frontline 
operators.

[…] From the perspective of risk management 
actions focused on the health sector, both the Sen-
dai Framework and the SDGs are unanimous in 
their call for intersectoral, interdisciplinary, and 
cross-cutting actions involving various public and 
private entities. One absolutely necessary action is 
to raise awareness among policymakers to make 
disaster and public health emergency response a 
public policy, in other words, a government policy. 
Without this, no health action will be feasible in 
the short, medium, and long term. The health sec-
tor cannot respond alone, nor can it structure itself 
independently to address all the necessary actions 
to confront disasters. However, this does not justify 

figure 3. Similarity analysis.

Source: Data from the 2021 tasks, worked on by the Iramuteq software
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the health sector distancing itself from its interdis-
ciplinary and cross-cutting responsibility with all 
other actors in the response. (E_08).

It is necessary to strengthen surveillance and 
integrate it with Primary Health Care, with the 
aim of establishing control and care measures, such 
as: expanding testing capacity […]; increasing the 
capacity for clinical care, hospital beds, and ICU 
beds for COVID-19 […]; and accelerating coordi-
nated actions by the SUS National Immunization 
Program to vaccinate all eligible population seg-
ments. (E_10). 

[...] The principle of comprehensiveness in the 
Brazilian Unified Health System (SUS) refers to a 
commitment to fully meet the entire life cycle of 
human beings[...]. On the other hand, the principle 
of equity highlights the need for mass [...] testing. 
The most affected areas should receive differentiat-
ed care [...]. Given this scenario, it is necessary to 
have human, material, and financial resources to 
develop actions for the care, hospitalization, and 
rehabilitation of the population. (E_01).

Preventing future disaster risks  

Classes 4 and 5 are predominant in this cate-
gory, along with textual contents related to profes-

sionals E_02, E_04, and E_11 in class 4, and E_05 
and E_13 in class 5, and are specifically related 
to prevention/mitigation actions. Class 4 words 
that stand out include: group, culture, opportuni-
ty, disability, rebuild, environment, post-impact, 
vulnerable, disaster, while class 5 words include: 
environmental, culture, infrastructure, econom-
ic, company, subsistence, social, food. The con-
tent of these class text segments aligns with the 
issues outlined in the Sustainable Development 
Goals and targets, as well as the principles of di-
saster risk reduction in the Sendai Framework:

[...] To prevent disasters, it is necessary to de-
velop digital platforms with local disaster alerts, as 
well as establish support networks for people with 
high social vulnerability. Professional training 
should be provided for those who have lost their 
jobs due to disaster impacts, along with psycholog-
ical support [...]. Empowerment campaigns should 
be implemented to encourage women to partici-
pate in disaster risk reduction plans and programs. 
(E_02).

[...] Actions aimed at disaster risk factors are 
important, such as the consequences of poverty and 
inequality, climate change and variability, rapid 
and unplanned urbanization, poor land manage-
ment, demographic changes, weak institutional ar-

figure 4. Descending Hierarchical Classification.

Source: Authors, data from the tasks of the 16 professionals, worked on by the Iramuteq software.
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rangements, policies that are not informed about 
risks, lack of regulation and incentives for private 
investment in disaster risk reduction, complex 
supply chains, limited availability of technologies, 
unsustainable use of natural resources, declining 
ecosystems, and the emergence of epidemics and 
pandemics. [...] The development of mechanisms 
and actions for prevention and planning for disas-
ter risk reduction aims to protect people, commu-
nities, and countries, as well as their livelihoods, 
health, and cultural heritage, in a more effective 
manner. (E_04).

[...] Knowledge of risk areas, vulnerable groups, 
and the health sector’s response capacity, as well as 
their spatial distribution, is essential for planning 
health actions in cases of disasters and throughout 
all phases - before, during, and after the event. [...] 
In addition to indicators that reveal socioeconom-
ically vulnerable populations, other factors related 
to biological and social conditions, such as those 
related to children, adolescents, women, the elder-
ly, chronic patients, or people with special needs, 
are also important. [...] Therefore, when develop-
ing a risk management action plan for the health 
sector, it is crucial to consider the vulnerabilities of 
the plan’s scope. (E_11).

Preparation and recovery actions based 
on the Sendai framework and the SDGs

This category is mainly composed of classes 
1 and 2, with the most expressive textual content 
related to professionals E_09, E_13, and E_16 in 
class 1, and E_12 and E_15 in class 2, who are 
more closely related to preparation and recov-
ery actions. In class 1, words such as global, di-
saster risk reduction, addressing, sustainable, 
goal, climate, United Nations (UN), investment, 
and SDGs were highlighted. In class 2, there are 
words such as global, regional, national, Hyogo 
Framework for Action (HFA), prevention, risk, 
cooperation, international, political, disaster, and 
authority, which are more closely aligned with 
the aspects highlighted in the Sustainable Devel-
opment Goals and the Sendai Framework.

[...] The Sendai Framework is the main instru-
ment for managing disaster risks on a global scale. 
[...] Its goal is to make the world a safer place and 
to reduce the risk of both natural and human-made 
disasters. Building strong institutions, laws, and 
budgets to ensure efficient disaster risk manage-
ment is a priority that can be reinforced by the Sus-
tainable Development Goal of promoting sustained 
and inclusive economic growth, full and productive 
employment, and decent work for all. (E_09).

[...] The eradication of poverty, as envisaged by 
the SDGs, is closely related to the Sendai Frame-
work. Each state has a fundamental responsibility 
to prevent and reduce disaster risks. [...] This also 
requires accessible and non-discriminatory em-
powerment and inclusive participation, with spe-
cial attention to people disproportionately affected 
by disasters, especially the poorest. (E_15).

[...] The Sendai Framework presents some 
goals and priorities that are interconnected with 
the SDGs and the principles of the Unified Health 
System (SUS). One of them is Priority 3, which ad-
dresses the need to invest in disaster risk reduction 
(DRR) for resilience. [...] This priority specifically 
refers [...] to the increase of resilience of national 
health systems, promoting the integration of di-
saster risk management in a cross-cutting manner 
across all levels of care. (E_16).

Discussion

Despite the segmentation of textual content into 
classes, the context forms an articulating set of 
the three considered documentary bases, delim-
iting the synergistic nature that they delineate 
with respect to population health, especially 
in emergency and disaster situations. In a way, 
this reinforces the necessary interdisciplinarity, 
transdisciplinarity, and intersectoriality when 
such phenomena are addressed, which also em-
phasizes their complexity.

A relevant aspect for the discussion about 
the topics is the ongoing debate and controversy 
around the concept of disasters23, with its tech-
nical definition still unconnected from the so-
ciological debates about them24,25, which gener-
ally treat disasters as events that originate from 
human action26. This change in judgment about 
the nature of disasters is important for society, 
as it pertains to the social generation of events 
that were previously considered external and 
alien to it27. In the horizon of social sciences, the 
processes that unfold in disasters are a temporal 
construct operated within social systems, which, 
by making social groups vulnerable during disas-
ters, interferes with the sufficiency of response 
and rehabilitation. Additionally, the effects of di-
sasters on already burdened health systems fur-
ther weaken their ability to respond upstream28. 
Given the social nature of disasters, society and 
governments need to be aligned in order to joint-
ly build political and economic foundations that 
allow for the achievement of the SDGs and the 
RRD, based on the foundation of SUS and the 
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principle of equity, which is present in both the 
SDGs and the Sendai Framework. Indeed, the 
construction of the framework for the culture of 
safety and sustainable development should not 
originate from governments, but rather from 
society, in order to then be expressed in gov-
ernments, understanding that the government 
serves society and not the other way around.

Although COVID-19 has certain character-
istics of Beck’s Smog29, “Hunger is hierarchical, 
Smog is democratic”(p.43), it impacts the poor 
more than the rich, since risks, as well as wealth, 
are distributed in class systems29(p.41). In fact, 
industries where production risks are high are 
transferred to poor countries that accept them, 
which is reiterated in Beck’s expression29: “the 
devil of hunger is fought with the Beelzebub risk 
potentiation”(p.51). Although the rich have more 
to lose than the poor, hunger affects the latter 
more30(p.84).

It is precisely because it was designed for ev-
eryone and has a function in public health, with 
equity, universal and equal access, and also col-
laborates with environmental protection, that 
the SUS can be considered, beyond the field of 
health, as an inducer of social organization, al-
lowing the rich and poor to not be separated and 
fighting hunger, as well as promoting citizenship, 
without the risks being potentiated. This under-
standing is linked to the Sendai Framework in 
such a way that by effectively managing disaster 
risk, sustainable development is also contributed. 
Prevention and planning applied to disaster risk 
reduction actions protect people, communities, 
countries, health, ecosystems, and socio-eco-
nomic-cultural heritage, thereby increasing resil-
ience5. These tasks fall within the competence of 
the Sendai Framework, the SDGs, and the SUS.

The Sendai Framework highlights the need 
for special attention to be given to the limited 
availability of technology, the irresponsible use 
of finite natural resources, and epidemics and 
pandemics. This is consistent with the respon-
sibilities of the Brazilian Unified Health System 
(SUS), which include promoting scientific and 
technological development, organizing epidemi-
ological surveillance actions, participating in the 
development and execution of policies and mea-
sures for basic sanitation, as well as collaborating 
with environmental protection efforts and the 
Sustainable Development Goals (SDGs) related 
to combating hunger, promoting sustainable ag-
riculture, and improving health and well-being.

An additional challenge is the deepening of 
inequalities that the COVID-19 pandemic has 

brought to populations, especially in areas with 
the greatest social disparities, highlighting the 
fragilities in achieving sustainable development 
as outlined in the United Nations 2030 Agenda. 
In Brazil, the pandemic has brought to light issues 
related to access to social protection networks, 
public health services, employment, income, 
transportation, and housing. The pandemic has 
also brought to the fore other more powerful in-
equalities, however, the recovery prompted by 
this disaster brings a unique opportunity to re-
think society with a focus on human rights and a 
better future for all, with fewer risks31. The direct 
and indirect effects of the COVID-19 pandemic 
in Latin America have impacted all areas of hu-
man life, paralyzing the economy and leading to 
profound social changes, which have brought 
uncertainties. The inequalities are unsustainable 
and deep, and require equal and sustainable re-
construction, “aiming at creating a true welfare 
state, a long overdue task in the region”32.

Social inequalities lead to asymmetry in ac-
cess to available care technologies, asymmetries 
that exist in all countries, regardless of their lev-
el of development, including gender, social and 
economic status, race, and ethnicity33. In Brazil, 
neoliberal policies exacerbate the impacts of the 
pandemic34. Neoliberalism and individualism 
place the weight of responsibility for what hap-
pens on individuals rather than the social sys-
tem35. However, in the world of decision-making, 
multiple individuals are making decisions at the 
same time, but not all individuals are necessarily 
decision-makers, and thus, affected individuals 
emerge, those who do not participate in the deci-
sions, i.e., deciding is the opposite of being affect-
ed. “The affected individual suffers the threats of 
what they have no power to control”30(p.84-90).

According to Giddens35, “risk is not an indi-
vidual issue; there are risks, such as ecological 
disasters and nuclear wars, that create risk envi-
ronments that affect a large number of individu-
als”35(p.46). Furthermore, due to social inequali-
ties, health inequalities are also intertwined with 
them, making it strategic to develop actions re-
lated to social issues, which require coordinated 
interventions on various aspects of social life. 
This implies multilateral government actions, 
which are not simple in technical and political 
terms. When social inequalities are overcome 
by political initiatives, the concept of “health in 
all policies” arises, where health is incorporated 
into the management actions of different politi-
cal sectors34. All these issues related to social in-
equalities have a different impact on symmetry, 
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intensity, and depth, where the precepts of the 
Sendai Framework, the SDGs, and the SUS are 
applicable.

Concluding remarks

The analyzed texts highlighted aspects regarding 
the direct and indirect effects of the COVID-19 
pandemic, concerning the challenges of disaster 
risk reduction, the urgency of implementing what 
the Sendai Framework lists in terms of objectives, 
goals, and governance efforts, recognizing that 
sustainable development also comes from effec-
tive disaster risk management31. Additionally, the 
Unified Health System (SUS) plays a fundamen-
tal role in all actions by working with inclusive 
and egalitarian principles and with health in the 
context of its social determinants.

The COVID-19 pandemic and its social, 
economic, and structural implications are em-
bedded in the context of social inequalities and, 
consequently, social determinants of health. 
The main challenge is to learn from it and try 
to better respond to future biological disasters 
and public health emergencies within the scope 
of the SUS. Public authorities and policymak-
ers must recognize that disaster risk reduction 
strategies are only effective when worked on by 
distinct capabilities, such as: political skills, con-
struction and adoption of specific regulations 
and legislation, social participation of different 
actors, knowledge management from an interdis-
ciplinary perspective, development of innovation 
and technologies, progress monitoring and de-
viation correction, and risk communication and 
information. In this context, health works with 
the comprehensiveness of collective health and 
transcends health public policy in a broad sense.
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