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This denunciation is coordinated effort by the Articulation for the Monitoring of Human Rights in Brazil (AMDH), which congregates the National Human Rights Movement (MNDH), the Process for Articulation and Dialogue International (PAD), the ACT Brazil Ecumenical Forum (FeACT) and also the National Forum for the Human Right to Health. The Pan American Health Organization (PAHO) collaborated with its preparation. This project is hosted and partnered by two institutional bodies, the National Health Council (CNS) and the National Human Rights Council (CNDH). These are spaces for popular participation and social control of policies, but also in charge of promoting actions so that threats or violations of human rights are met with due accountability.
The purpose of this Denunciation is to respond to the clamor of millions of Brazilian families whose dignity has been attacked as a result of the acts and omissions of the State, and of the Brazilian Government, in dealing with the COVID-19 Pandemic, which resulted in a mortality rate four to five times higher than the world average, and submit it to the Regional and Global Human Rights Systems.


Violation of Article 12 of ICESCR, by acts of omission, expressed in paragraphs 15, 16 and 17 of General Comment 14 by CESCR
The violation of the provisions of Article 12 of the ICESCR are seen by the adoption of ineffective measures to prevent and treat epidemic and endemic diseases, in particular with regard to the COVID-19 pandemic. Examples of effective measures that should have ben taken: the creation of an urgent medical care system and making available, among other things, relevant technologies, employing and improving epidemiological surveillance, gathering disaggregated data, implementing or improving immunization programs and other strategies to control infectious diseases.

Dismantlement of health policies
In this context, it is important to remember that the inclusion of the human right to health in Article 6 of the Brazilian Constitution is the result of the mobilization and construction of the sanitary movement, that was able to mobilize users, health professionals and even managers at different levels of the system in defense of the Health System, based on human rights, with a strong participatory content and permanent dialogue, in harmony with the Declaration of Alma-Ata.
It is importnt to point out that the organization of the health services network, regionally (local, municipal, regional, state, and federal) and hierarchically (basic care, medium and high complexity outpatient and inpatient care), took place with the implementation of the SUS, which was regulated on September 9, 1990, by Federal Law No. 8080. This law defines the functioning of the SUS, legally establishing it as a dynamic system of continuous and growing organization of health care actions for the Brazilian people. SUS comprises: Family Health teams; Basic Health Units (UBS); municipal, state, and federal public hospitals - including university hospitals; research foundations andinstitutes (such as Butantã, Adolfo Lutz, and Vital Brasil); laboratories; blood banks; health surveillance, epidemiological, and environmental surveillance services, as well as private hospitals and health services contracted by or providing services to the government.
SUS provides health care in Brazil based on the guarantees of:
• universality – all people are entitled to public health care, regardless of gender, race, income, occupation or other social or personal characteristics;
• equity – health care is provided with resources and services in a fair way, allocating more to those who have less, in order to reduce inequalities;
• integrality – serving the person as a whole, carrying out health care actions in their entirety, whether curative, preventive, individual or collective;
• popular participation – participation of users of health services and organized civil society, through Health Councils (permanent, deliberative and joint) and Health Conferences (periodical, consultative and joint).
It is fundamental to emphasize here that the SUS, as well as the whole of Brazil’s social policies, have been the target of an aggressive dismantling process since the legislative coup that culminated in the impeachment of President Dilma Rousseff. This coup consolidated a political front, characterized by some scholars as an authoritarian and conservative alliance, at the same time hierarchical and feudal, with little openness to “listen” to what comes from the popular classes.
The main instrument of this dismantling strategy was the approval of Constitutional Amendment 95/ 2016, also known as Constitutional Amendment of the Public Expenditure Ceiling. This modification in the Federal Constitution provides that, for 20 years, the primary expenditures of the public budget will be limited to the inflationary variation.
This implies that these expenditures will not suffer any real increase.Thus, measures of early treatment with hydroxychloroquine, the pilot projects, and the dismantlement of the health system do not respond to the needs of citizens concerning health care. Therefore, the Brazilian Government is in violation of its obligation to create conditions that ensure medical assistance and health services to all in case of illness. At the same time, the decision to use drugs with important side-effects onalready weak patients due to the effect of the virus may undoubtedly have caused the death of thousands of people. The Brazilian justice system must investigate and find the ones responsible for yet this atrocity.

Violation of Article 2 of ICESCR, as per General Comment 14 in its paragraphs 31 and 32, regarding the progressive realization of the right to health, without retrogression
The Brazilian state has not fulfilled its obligation to guarantee the highest possible level of health by adopting the necessary measures to use the maximum available resources. A State that is unwilling to use the maximum amount of available resources to make the right to health effective violates its obligations under Article 12.
Even in the midst of such a chaotic sanitary situation, the Federal Government failed to spend R$80.7 billion of the budget intended to contain the effects of the pandemic in 2020, despite the seriousness of the health and social crisis faced by the Country since the arrival of the new coronavirus. This is equivalent to 15% of the total resources spent to this end and, just as a comparison, it would be enough to fund two “Bolsa Família” (social welfare program) programs for one year. The survey carried out by the Institute of Socioeconomic Studies (INESC) is part of the study “A suffocated country – Balance of the General Budget of the Union 2020”.37 The Institute’s conclusion is that by not using the whole of the R$604.7 which were intended to fighting the pandemic contributed to the final balance of 200 thousand deaths caused by the virus, and to a record level of unemployment, which affected 13.4 million people. According to the study, in the emergency and calamitous situation Brazil found itself in 2020, the Government had an obligation to spend the maximum amount of resources available to protect the population. However, the sabotage, inefficiency and delay in funding public policies to overcome the crisis are crystal clear.
Thus, as highlighted by Bruno Moretti, researcher who assisted in this project, that contrary to what was defended by advocates of Constitutional Amendment No. 95/2016 (CA 95), its main objective is unbinding health expenditure, which is now only corrected for inflation. After all, freezing primary expenditures would not require an Amendment to the Constitution. In practice, even if the Net Current Revenue (NCR) rises above inflation, the amounts are not required to be transferred to the health budget.
In 2018 and 2019, this provision removed R$17.56 billion from the health budget, corresponding to the difference between 15% of the NCR (the lower investment limit laid down by CA 86, in effect since 2018, according to the ruling of Justice Ricardo Lewandowski), and those resources committed to health actions and public services in those years. CA 95 makes it legal for tax collection gains not to be passed on to SUS. In 2017, according to the official data from the Public Health Budget Information System (Siops) and the National Treasury, the amounts committed to public health actions and services were 15.8% of the NCR, and this indicator dropped to 13.5% of the NCR. In other words, CA 95 configures a kind of confiscation of revenues that should be channeled to SUS.
Therefore, the structural underfunding of SUS was converted into a reduction in health expenses after the freezing of the health floor by CA95. In 2020, CA 95 would once again mean losses for the health care system. The situation would become even worse when combining CA 95 and the primary financial results goal – which corresponds to the gap between primary revenues and expenditures. As tax revenues were low, it would be necessary to earmark resources in 2020, bringing expenditures down below the expenditure ceiling.
The budgetary decisions made by the Ministry of Health and the Ministry of Economy during the pandemic, both in 2020 and 2021, demonstrate how the budget was prepared and executed in violation of the human right to health. At the turn of 2020 into 2021, there was an inflection in the number of COVID-19 cases and deaths. In this context, we must again ask: why was the budget bill not adjusted as to include expenses to fight the growing pandemic? Obviously, adding expenses to the budget proposal was not possible, since the resources were already programmed in the expenditure ceiling. That is, there was a clear restriction of the health budget due to the maintenance of the expenditure ceiling, compromising the guarantee of the right to health in circumstances of an increase in the number of COVID-19 cases.
It is important to note what Bruno Moretti (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021) highlights about the 2021 budget:
1. the health budget for 2021 was sent to the National Congress under the auspices of CA 95, without the provision of resources to face the pandemic, either in health or in other policies such as the Emergency Aid; so:
2. funds only started to be transferred to healthcare entities to face the pandemic in March 2021, despite the upsurge of COVID-19 in the first months of that year;
3. the Emergency Aid was suspended for the entire first quarter of 2021, making the social distancing protocol actually impossible for the most vulnerable citizens;
4. the expiration of the extraordinary resources to face the pandemic, in December 2020, caused a reduction in the number of COVID ICU beds made available by the Ministry of Health: from 12,000 in December 2020 to only 3,187 in February 2021, even as the number of patients increased.
In 2020, the release of R$ 24.5 billion was authorized for the purchase of vaccines, considering the transfer of technology from AstraZeneca within the scope of Fiocruz, Covax Facility and other purchases. However, R$ 21.6 billion out of that amount were not even earmarked (88% of the total), and were cleared for reallocation in 2021, which shows the deliberate strategy of delaying vaccination against COVID-19. Up to mid-September 2021, less than 37% of Brazilians had been totally immunized.
In 2020, adding the amounts cleared between March and June for centralized acquisitions by the Ministry of Health, there were R$11.3 billion available, of which Only R$1.5 billion had been paid (13% of the total). The sparse number of centralized purchases effectively made contributed to supply constraints for mechanical ventilators, personal protective equipment, ICU drugs, and tests, among other items, in a contexto of increasing demand and prices.
Even though the Ministry of Health had cleared financial resources for fighting the pandemic to be transferred to states and municipalities in 2020, the data show a significant reduction in transfers between April (R$ 4.25 billion) and May (R$ 2.37 billion), even as the pandemic raged. In June 2020, the amounts passed on were about half of the April figures. Between March and June 2020, there were R$27 billion available for transfers to states and municipalities to fight the pandemic within the scope of the Ministry of Health, but only R$9.9 billion (37% of the cleared amount) were affectively transferred during this period.
The expiration of the extraordinary resources to face the pandemic, in December 2020, caused a reduction in the number of COVID ICU beds made available by the Ministry of Health: from 12,000 in December 2020 to only 3,187 in February 2021, even as the number of patients increased.
Fiscal austerity should not be in effect during a pandemic: yet in April 2021, the most lethal month for COVID-19 in Brazil, the president of the Central Bank (BC), Roberto Campos Neto, stated that Brazil needed fiscal austerity and seriousness in fighting the COVID-19 pandemic. He claimed that additional spending could do the Country more harm than good. Another problem regarding the resources made available to fight the pandemic is their diversion to other ends. In March 2021, the Office of the Comptroller General (CGU) released a review of the investigations into irregularities committed by states and municipalities in the use of federal resources to fight the pandemic.38 The agency estimates a potential loss of R$ 125.9 million due to the diversion of funds. The effective loss, already confirmed by the investigations, is R$39.1 million. Since the beginning of the pandemic, the CGU has acted in 51 operations in conjunction with the Federal Police and Public Prosecutors’ Offices. The contracts and bids analyzed by the agency totals R$1.4 billion.
Moretti (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021) points out that the budget proposal was sent to the National Congress with resources close to the floor frozen by CA 95. If the previous level (CA 86) had been in effect, SUS would have had an additional R$ 25 billion in the Annual Budget Bill. There are R$3.9 billion available to vaccinate the population against COVID-19, but the Ministry of Health itself estimates the need for R$11 billion. That means that the Government’s commitment to CA 95 implies that there are not enough resources to vaccinate the population in 2022.
The measures taken by the State have violated the progressive realization of the right to health, as they have not complied with the concrete and constant obligation to advance as quickly and effectively as possible to the full realization of article 12 of the ICESCR. For the enjoyment of the right to health, as in the case of the other rights listed in the Pact, measures that tend to set back the realization of rights are unacceptable. If any retrogression measures are deliberately adopted, the State must prove that such measures were applied after the most exhaustive examination of all possible alternatives, and that these measures are duly justified regarding the totality of the rights set out in the Covenant that relate to the full use of the maximum resources that the State Party has available.

Violation of Article 12 of ICESCR, as per paragraph 36 of General Comment 14 (non-vaccination, vaccination, and pollution)
The Brazilian State violation of Article 12 of ICESCR, expressed by paragraph 36 in General Comment 14 is seen in the noncompliance with the obligation to guarantee healthcare, particularly through vaccination programs against the main infectious diseases.
Vaccination
Brazil took an extremely long time to start purchasing vaccines. If not by the actions of Butantã Institute and Fiocruz (respectively in charge of CoronaVac and Oxford-AstraZeneca vaccines in the Country), Brazil would not have started to vaccinate its population in January 2021. Gonzalo Vecina Neto, lecturer at the School of Public Health from the University of São Paulo and founder of the National Health Surveillance Agency, and epidemiologist Ethel Maciel say that the first and biggest mistake made by the Federal Government was not buying vaccines in advance, as early as 2020 (PASSARINHO, 2021).
In mid 2020, when manufacturers announced they were developing vaccines, several countries such as Chile, Colombia, the United Kingdom and members of the European Union negotiated the purchase of these products still in the testing phase. Closing the deal still at the testing phase meant the access to vaccine shots would be guaranteed. According to the epidemiologist, one of the strategies to minimize risks would be to acquire an assortment of vaccines. For example, purchasing shots from Oxford-AstraZeneca, CoronaVac, Pfizer and Moderna. However, the Brazilian Government did not do that, and even turned down an offer by Pfizer, which would guarantee the delivery of 70million shots of their vaccine until December.
To justify not closing the deal with Pfizer, the Brazilian Government argued that the terms of the contract proposed by the company were abusive. The Ministry of Health issued a statement44, citing as an example the fact that Pfizer demanded that, in case of disagreement with the Brazilian Government, arbitration negotiations should be based on New York law, not Brazilian law. Another point mentioned was that Pfizer required the Brazilian Government to sign a liability waiver exempting the manufacturer from civil penalties for any serious side effects of the vaccine. Pfizer rebutted this, releasing a note of their own claiming that those same contract clauses had been accepted by other countries that acquired their vaccine, including the USA, Colombia, Chile, the UK, Japan, Ecuador and the EU.
Fiocruz started negotiations to buy the Oxford-AstraZeneca vaccine, while Butantã closed a deal with Chinese company Sinovac, for the transfer of technology to produce CoronaVac. After closing deals with foreign manufactures, both entities presented he proposals to the Federal Government. Jair Bolsonaro’s government accepted Fiocruz’s proposal, but, in October last year, it rejected a proposal by Butantã that provided for the delivery of 45 million shots of CoronaVac by December 2020, and another 15 million in the first quarter of 2021– this would guarantee at least 60 million doses in the first vaccination phase.
At that time, then-Minister of Health Eduardo Pazuello decided to sign the deal, but President Jair Bolsonaro was against it. A political dispute with São Paulo governor, João Doria, and pressure from right-wing militants who raised suspicions about a vaccine produced in China weighed heavily in the decision. On October 21, in an interviewto Jovem Pan radio station, the President argued: “We will not buy from China. It is upto me. I don’t believe [their vaccine] is safe enough for the population, due to its origin. That’s the way we think”.
Later, in January, President Jair Bolsonaro retreated, and signed a contract to purchase the Butantã vaccines. The problem is that delay in the negotiations was passed on to the product delivery schedule. That happened because both Butantã’s and Fiocruz’ manufacturing capacity depend on importing inputs from China. In the end, only 9.8 million shots of CoronaVac (Sinovac/ Butantã Institute) and 2 million shots of the Oxford-AstraZeneca vaccine were made available in January and February.
Another significant issue regarding vaccinations was the lack of definition of who should be vaccinated first, within the priority groups. The Federal Government made a huge list of priority groups, which totaled 77.2 million people altogether. The priority list included the elderly over 90 years old, healthcare workers, truck drivers, education workers and the military. There was no contingency as to who should be vaccinated first in the grim scenario of total lack of vaccine shots. As there was no federal coordination, each municipality devised their own rules, and some of them were biased. For example, the list made by the Federal Government included “healthcare workers”, but did not specify which workers would fit the priority status. For a lack of specific rules, some cities vaccinated beauticians, psychologists, dermatologists, vets and even Pilates instructors, before elderly people over 80 years of age.
In face of that situation, on February 8, Justice Ricardo Lewandowski, of the Supreme Court, ruled that the Federal Government should announce the priority order within each priority group. But by that time, the shots in the first batch were almost all gone. A wide array of healthcare workers who did not even work on the frontline were vaccinated at the expense of elderly people.
As for the vaccination itself, the workers who administer the shots did not receive proper training or guidance. There was no national vaccination campaign, no information available to the population and no specific training for the teams working at the healthcare centers. In Rio de Janeiro, it was widely reported that doses of Oxford-AstraZeneca were thrown away because of the low turnout of senior citizens in some áreas of the city. Once open, the vial containing the Oxford vaccine is only viable for 6 hours. The CoronaVac vaccine stays viable for 8 hours after the vial is opened. As there were no clear instructions on that should be done in case the target audience for vaccination did not show up, the remaining shots kept in the vials became unusable.
So, besides the shortage of vaccine shots, the lack of guidance and personnel training made stocks even lower. The healthcare workers should have been instructed that it would be better to give vaccinate whoever was around - such as an elderly person’s companion, for example -, rather than let viable shots go to waste. And, as if that wasn’t enough, the CPI on the COVID-19 pandemic presents evidence of corruption in the purchase of vaccines. According to allegations made by Congressman Luís Miranda (DEM-DF), there is “overwhelming” evidence of alleged illicit actions  perpetrated by President Jair Bolsonaro and former Minister of Health Eduardo Pazuello. Similarly, Davati Medical Supplies’ sales representative, Luiz Paulo Dominghetti, stated in an interview published by Folha de S. Paulo on Tuesday, June 29, that he had received a bribe from the Ministry of Health’s logistics director, Roberto Dias, during the negotiations for the purchase of the AstraZeneca vaccine.
Another alleged scheme is under scrutiny by the CPI on the pandemic. It involves the purchase of Chinese vaccine shots from CanSino Biological. The purchase of the most expensive vaccine shots to be acquired by the Brazilian Government (US$17 per shot) amounted to R$5 billion, and the contract had already been signed on June 15, but accusations regarding other pharmaceutical companies and their representatives caused the Chinese company to cancel their operations in Brazil. Vaccination is an obligation to be fulfilled, aiming at the protection of health, since it is a fundamental public health intervention to prevent the population from falling ill from vaccine-preventable diseases, and from disseminating them. However, the Brazilian State violated this obligation, as it failed to purchase vaccines in a timely manner, which made the vaccination process very slow and, when the vaccine shots were effectively acquired, there is robust evidence that bribes were involved in the process.

Violation of Article 12.2 (b) of ICESCR (work conditions)
When considering healthcare services during the pandemic, we can see serious violations regarding article 12.2 b, that deals with environmental and occupational hygiene and the “right to prevention and treatment of epidemic, endemic, occupational and other diseases.”
During the pandemic period, the State failed to comply with the established duty to adopt preventive measures against work accidents and occupational diseases. There are numerous cases of health professionals falling ill, or being physically and mentally exhausted, not only due to being quite close to the high number of cases and deaths of patients, colleagues, and family members, but also to the significant changes the pandemic has caused in their personal well-being and professional life.
According to the results of the nationwide survey “Work Conditions of Health Professionals in the Context of COVID-19”, conducted by Fiocruz and published in March 2021, in one year, the pandemic has significantly altered the lives of 95% of these workers. The data also reveal that almost 50% admitted to overworking during this global health crisis, with work hours in excess of 40 hours a week, and a high percentage (45%) of them need more than one job to survive. These workers work strenuously, overworked, in order to make up for high absenteeism. The fear of contamination and imminent death is part of their daily lives, in actions marked by the risk of confiscation of the worker’s
citizenship (loss of labor rights and income, outsourcing, unemployment, low wages,extra expenses with purchase of PPE, alternative transport and food).
The survey also points out serious and harmful consequences to mental health, such as sleep disturbance (15.8%), irritability/frequent crying/general discomfort (13.6%), inability to relax/stress (11.7%), difficulty concentrating or slow thinking (9.2%), loss of career or life satisfaction/ sadness/apathy (9.1%), negative feelings about the future/ negative thoughts, suicidal ideation(8.3%), and changes in appetite/weight (8.1%).
The data also indicate that 43.2% of health professionals do not feel protected in their work against COVID-19, and the main reason, for 23% of them, is related to the lack, scarcity, and inadequate use of PPE (64% revealed the need to use makeshift equipment). The survey participants also reported a generalized fear of contamination at work (18%), the absence of an adequate structure to perform their professional activity (15%), and inefficient hospitalization flows (12.3%). The professionals’ lack of technical training to work in the pandemic was cited by 11.8%, while 10.4% denounced the insensitivity of managers to their professional needs.

Violation of the principle of non-discriminating and equal treatment
As stated in articles 3 and 12.2 of the ICESCR, the covenant “prohibits any discrimination in the access to health care and basic factors to promote health, and to the means and rights for their acquisition [...]” whether for any reason: race, color, gender, sexual orientation, religion, language, political or other opinion, national or social origin, economic status, place of birth, physical or mental disability, health status, marital status, political, social or other status. At the same time, the ESCR committee points out that General Comment 14, paragraph 12, states that even in times of severe resource constraints, vulnerable groups should be protected, by adopting special programs of relatively low cost.
According to data from EpiCovid19, a national study mentioned earlier, the poorest 20% have twice the risk of infection by SARS-CoV-2 compared to the richest 20%. Indigenous people were 5 times more likely to contract SARS-CoV-2 than white people. Black and brown people were 2 times more likely to contract the disease than White people (HALLAL et al., 2020).

Discrimination of the black population
In an excellent document provided as subsidy to this denunciation, researcher Benilda Brito (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021) states that Brazil, even today, is faced with the consequences brought about by its national construction, historically anchored in colonialism, traditional and slaveholding domination, and by na inherited political system with a (neo) patrimonialist bias; the nation’s formation was strongly marked by social inequality, racism, and a patriarchal logic. That has Always worked towards reinforcing these features in the nation’s ongoing democratization process.
Brito adds that, in a mostly black and female country, it is vital to see the reality, the inequality context and the advances made, from a perspective which identifies this population whom we should analyze. Beyond identifying the priority subjects of law, an analysis based on race and on reality allows for an even wider and richer array of information, variables and problematizations. It shows us paths that would not exist had this intention of looking deeper into this reality not been part of collecting the data. We analyze the context of the COVID-19 pandemic with this in mind, as a determining piece of an even larger number of crises that Brazil and the world are facing in 2021 – the main ones being the sanitary crisis and the socioeconomic crisis, with a shrinking world economy and growing inequalities - and which affects more severely women and the black population. Brito (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021) states that, in a period of a little over a year, [...] there has been a notorious widening of “the structural racism and patriarchy moat, social structures that place, respectively, black people and women in social positions of subordination. We have seen how women, especially poor black women, have been carrying the heaviest burden of supporting and maintaining life during the pandemic, more specifically through their care and work whether productive or reproductive, paid or unpaid. We have seen how racist, misogynist and LGBTQIA+phobic violence had increased during the pandemic, by radicalizing the extermination of black youth in peripheral areas and favelas, by the growing number of feminicides and LGBTQIA+ murders, especially of transgender people, during the sanitary crisis”.
The researcher also states that the black population, more directly black women, have felt the strong effect of the pandemic on their occupations - whether in formal work, including domestic work, or in informal work - worsening their general situation of poverty and social exclusion.
In a country marked by overexploited workers, work informality and social vulnerability, the classification of groups at higher risk for COVID-19 infection has never been biological, but class, race and gender-based. The working class, especially its poorest and most oppressed strata, mostly composed of black people, are the most vulnerable targets for the virus. These structural inequalities are essential means to assess, for example, the impact of the measures adopted (or not) by the Brazilian State towards protecting the human right to health of the black population in Brazil, says Brito (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021), because [...] usually, the access to healthcare services is much more difficult for the black population, and it has been no different during the pandemic. This population has the most difficulty in accessing the best services and care. It is also black people who are on the front line among health.
It’s undeniable that social issues have direct influence over contamination risks, and over the ability to care for those affected by the disease. The black population is the one performing informal work, unable to maintain social distancing, having to keep on going to work to support their families. When analyzing vaccination data in our country, social inequalities remain present. The data show that more white people have been vaccinated than black. The ratio is two White people for every black person to have been immunized. This information is even more shocking when comparing the number of black people who die as a result of COVID-19, to that of white people[...].
She also states that “Besides all that, it is common knowledge that black people are not among the groups considered ‘on the front line’ among healthcare workers. That is because they are outsourced workers in hospitals, doing jobs like cleaning and security, which do not have priority status.” All those aspects pointed out by the context have been consolidated and recordedonto an Auxiliary Document - reporting situations of violation of the human right to health of black Brazilian people in the COVID-19 pandemic - that does not neglect the various aspects which permeate Brazilian black population’s lives in times of health crisis.
The black population, in all its diversity, is also one of the risk groups; there are obviously different levels of risk within this group, according to comorbidities that affect black men and women in larger numbers, such as hypertension, diabetes, and especially sickle cell anemia, or even to social lethality, caused by historical, political, and social issues that are part of our society’s structure.
A survey based on data from the Ministry of Health shows that the number of deaths from coronavirus in Brazil is five times higher among the black population. That is due to a history of slavery in Brazil, but, above all, due to a racism that is seen in the negligence and the violence perpetrated by the State against the black population, which is the absolute majority in favelas, tenements, stilt houses, street populations, jails, and doing precarious jobs.
In addition to que issues of housing, the poor population in the Country, mostly composed of black people, faces challenges when trying to quarantine, because the represent the majority of the people who kept on commuting on crowded trains and buses. 
Epidemiologist, and one of the coordinators of the Racism and Health Workgroup at Abrasco, Edna Araújo, lecturer at the State University of Feira de Santana (UEFS), adds, highlighting the denial of rights experienced daily by most black men and women in the Country:
In Brazil, the fight against the COVID-19 pandemic has revealed not only the insufficiency of our healthcare system - actually something faced by several countries around the world during a pandemic – but also the social inequality resulting from the high concentration of income and racism in its most varied forms, which makes the birth, life, illness, and death of the black population mediated by conditions of misery, deprivation of rights, housing, and formal employment.
It is also worth noting that in a country deeply marked by patriarchy, in which the insertions of black male and female workers are also marked by gender, black women have been suffering twice as much. In more updated data– and to counter a possible argument that seeks to justify this scenario solely through the lens of social inequality, or because black people work in activities with more exposure to the virus, a group of researchers analyzed official statistics on Brazilians killed in 2020, in a study released in September 2021. The study, linked to the Solidary Research Network, which brings together several public and private institutions, states that black people have a higher risk of dying from COVID-19, even those at the top of the social pyramid. Black men, and black and white women, are twice as likely to die from COVID-19 than white men in Brazil, which demonstrates that racial and gender inequalities contribute to increased risk of death, even in groups of people whose occupations place them at the top of the social pyramid. In all activities, except agriculture, black men face a higher risk than white men, according to the study. Work is a determining factor for higher mortality rates in black people, even among lawyers, with a 43% higher risk, and engineers and architects, with a 44% higher mortality risk.
As for the impact of COVID-19 on black people’s mental health, it is worth reinforcing that, as this portion of the population is the one with the greatest exposure to infection, due to the aspects already presented earlier, they present a considerable incidence of fear, anxiety, despondency, languishing, and demands derived of mourning processes, among other psychosocial demands.
Brazil’s Black Coalition for Rights, made up of more than 200 organizations, entities, groups and collectives in the Brazilian black movement, and who supports one of the more than 120 requests for impeachment of the President, filed in August 2020, points out that “a large share of the lives lost in Brazil to COVID-19 could have been saved, as can be seen in several countries around the world who followed health policies and healthcare management as per the parameters of science, and of the World Health Organization (WHO)”. 
The following crimes are presented in the submitted document:
• non-compliance with the Federal Law that determines the measures that must be taken to monitor and control the coronavirus pandemic, urging civil disobedience to the measures of social isolation and other measures to preserve life, in addition to breaking protection protocols;
• neglecting and not performing the necessary actions to contain the pandemic, as established by national and international legal parameters;
• denying measures to assist and fight COVID-19 in the most vulnerable communities, including quilombola communities;
• appointing as president of the Palmares Cultural Foundation a person who goes against the legal and constitutional norms that regulate the institution, and has not been held accountable for his actions. The Foundation is a public institution dedicated to the promotion and preservation of cultural, historical, social and economic values resulting from the black influence in the formation of Brazilian society;
• participating in and endorsing attacks against democracy and its institutions, demanding that the National Congress ad the Supreme Court be closed, and defending military intervention in the Country;
• threatening the legislative and judicial powers, putting democratic institutions at risk;
• denouncing an alleged fraud in the 2018 elections, questioning the electoral system that guarantees the exercise of political rights, without presenting any probative evidence of this allegation;
• intervening in public offices in order to protect family members from criminal investigations.
In addition to presenting the crimes, actions of commission and of omission perpetrated by the Jair Bolsonaro Government in facing the pandemic from the perspective of the organized Black Movement, the list of RIGHTS which have been VIOLATED is included:
• the constitutional and universal Right to life and personal safety;
• the constitutional and universal Right to health;
• the constitutional Right to public health;
• the Right to not be racially discriminated;
• the Right to the historical and cultural heritage of quilombola communities;
• the Right to information accessibility and freedom of speech;
• the Rights to free exercise of the Legislative Power, of the Judicial Power and of the constitutional powers of the states;
• the democratic Regime;
• the constitutional Principles of administrative probity.

Gender discrimination
To eliminate gender discrimination, the Committee recommends that a broad strategy be developed to promote women’s right to health, in all its dimensions. This strategy must necessarily address the issue of domestic violence and feminicide.
However, as explained in item 3.1.2, no actions were taken to ensure the expansion of the protection and care network for women, neither to reduce their work overload. According to the survey “The work and lives of women in the Pandemic”, 50% of women have become caregivers during the pandemic; 72% of women are responsible for caring for children, elderly people or people with disabilities. At home, caregiving hours and paid work hours overlap in women’s daily lives; 41% of women who continued to work during the pandemic with the same wages reported they were working during quarantine.
Taking into account the deaths of women that occurred during the pandemic period, and which have been occurring in the especially misogynist context widely and openly propagated by President Jair Bolsonaro, this situation can be characterized as “feminicide by the State”, as explained by lawyer and researcher who assisted in this document, Dr. Soraia Mendes (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021). Dr. Mendes defines as feminicide by the State “[...] all the acts of commission or of omission taken by state agents, who, wishing the result or assuming the risk of producing it, cause the death of women due to the historical and cultural inequality of power, constructed and naturalized as a pattern of contempt or discrimination against the female gender.” This way, she emphasizes that the inequality between men and women, based on millenary patriarchal power relations nurtured for centuries and encouraged in present times, is the driving force that perpetuates the most varied forms of violence against human rights which must be guaranteed to women. As Dr. Mendes notes, it is a determining factor that the misogyny directly expressed by the President of the Republic and his subordinates has never been among their strategically disconnected and aimless speeches, and have been able to objectively trigger acts which have resulted in the death of women. 
Misogyny is the repulsion and hatred of women. And this form of aversion to the feminine is directly linked to the acts of violence committed against women, besides being the main cause of much of feminicides and other violent acts. To further emphasize his misogyny, on October 7, 2021, Jair Bolsonaro vetoed48 the provision for free distribution of sanitary pads to low-income students and homeless people under Law 14214, which provided for the creation of the Menstrual Health Protection and Promotion Program. The distribution of sanitary pads was the main measure to be taken by the program. According to Senator Marília Arraes, author of the Project approved by the Chamber of Deputies and the Senate, period poverty, a problem that has already affected millions of women globally, with one in four young women not attending classes during their menstrual period because they do not have sanitary pads, had its effects aggravated by the pandemic. Low-income female students and homeless women cannot afford to maintain personal hygiene with dignity.
When it comes to women’s bodies, the Government wishes them to be fertile and maternal, for it forces them to bear children, even if they do not want to. That is, a woman cannot rule over her own body. But the menstrual cycle, which by definition is what makes a pregnancy possible, that can be overlooked. It is acceptable to have women bleed down their legs or miss school during their period, however uncomfortable and humiliating that must be, because a misogynist Government has refused to offer them even the least bit of assistance. This whole situation, made worse by the pandemic, brings up questions about the cause of death of women during the pandemic, which violates the principle of non-discrimination.

Discrimination against indigenous peoples
Luiz Eloy Terena (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021), lawyer and researcher who assisted in preparing this denunciation, lists below the main violations of the principle of non-discrimination against indigenous peoples observed in this period of pandemic.
Lack of data/transparency in the Health Information System for Indigenous Peoples (SIASI): SIASI data are only accessible upon official request via the Access to Information Law, unlike other health databases produced by government agencies. As the Ministry of Health has historically invested in making health data available through specific systems (among which SIM, SINAM, SINASC, among many others), it would be expected that the same would happen with SIASI. The demand for public availability of SIASI data was a recurrent theme discussed within Allegation of Non-Compliance with a Fundamental Precept (ADPF) 709, and even after determination by the Federal Supreme Court (STF), specialists from the Oswaldo Cruz Foundation (Fiocruz) and the Brazilian Association of Public Health (Abrasco) have not been able to access the data.
Immediate exposure of indigenous peoples to the virus: Fiocruz analyzed the risk of COVID-19 spreading within indigenous populations, taking into account geographic and sociodemographic vulnerabilities. The geographic vulnerability of indigenous peoples was determined by the occupation of territories located in municipalities classified according to levels of probability of immediate risk of epidemic, estimated for the municipal population. The situation was analyzed at three different moments in the course of the pandemic in the Country: April 18, 2020; May 5, 2020; and May 20, 2020. On the last available date of the analysis, 66.1%, 60.8%, 54.2% and 34.9% of the indigenous population in the South-Southeast, Northeast, Legal Amazon and Central-West regions, respectively, resided in municipalities at high risk for epidemic (FIOCRUZ, 2020a, 2020b).
With the initial dissemination of COVID-19 by air to the capitals of the coastal region, and to capitals in the North and Midwest regions, the indigenous lands geographically most vulnerable in mid-April 2020 were those mostly located near urban centers such as Manaus, the Rio Branco - Porto Velho axis, Fortaleza, Salvador, and capitals in the South and Southeast (FIOCRUZ, 2020a).
As of May 5, 2020, indigenous lands in the Legal Amazon on Rivers Solimões and Amazonas, and on their branches, lands in Amapá and Northern Pará, Altamira, Middle and Upper Purus, Yanomami region, Javari River Valley, and Upper Juruá River were identified as high risk for the pandemic (FIOCRUZ, 2020b). These numbers indicated that a quick response from the government would be essential to contain the advance of transmission. Regrettably, despite surveys (FIOCRUZ, 2020a; 2020b; HALLAL et al, 2020) pointing out that the indigenous population in an urban context needed to be contemplated in the strategies to control the pandemic directed at indigenous peoples, to date, the government has failed to respond to that need.
No response from the Brazilian government: On March 11, 2020, Sesai presented the National Contingency Plan against Human Infection of the new Coronavirus (COVID-19). This document does not present the operationalization (people in charge, goals, deadlines) necessary for the implementation of the indicated measures, nor how they will be monitored. Besides this, there is a lack of indications about the assessment of the installed capacity, the workforce, and the necessary inputs for the counteracting measures, as well as of the budgetary contributions to be applied.
No sanitary protocol or testing for healthcare workers: The first case of COVID-19 among indigenous people was confirmed by Sesai on April 1, 2020. The infected person was an Indigenous Health Agent from the DSEI Alto Solimões, who contracted the disease from a fellow healthcare worker who had been to São Paulo. It was not until August 2020 that Sesai organized a Sanitary Protocol for Entering indigenous territories, providing for the testing of workers before they entered indigenous lands, to try and minimize the risks of COVID-19 transmission among professionals and users of the healthcare system.

Discrimination against children and adolescents
Orphaned by COVID-19
The first point that must be addressed to demonstrate the violation of the rights of children and adolescents is the idea that has spread since the beginning of the pandemic that children are not affected by COVID-19. According to a report by the BBC49, scientist Susan Hillis, an infectious disease researcher at the US Center for Disease Control and Prevention, states that the extremely large number of orphans shows the exact opposite, but authorities from different countries and society at large has ignored or acted too slowly to help these minors in such an extreme situation.
Social and economic vulnerability affected a large number of children and adolescents, becoming a symbol of a pandemic that has drastically and irreversibly marked a whole generation of Brazilians. It is estimated that more than 113,000 Brazilian minors lost their father, mother or both to COVID-19 between March 2020 and April 2021. If we consider the children and adolescents whose main caregiver was a grandparent, this number jumps to 130 thousand in the Country.
According to non-governmental organizations that work with child protection agencies in Brazil, social services for minors under 18 years of age were greatly affected in 2020 as a result of the suspension of face-to-face activities. Many cases have gone months without referral, which may have negatively affected the actual orphan survey,  as pointed out by SOS Children’s Villages Brazil, an organization with actions all over the Country, in a news piece on CNN Brazil.
Those children, in most cases, will not be put up for adoption. But they require public policies in order to have socioeconomic and emotional structure, because many times, these families do not have any spare room in their homes to properly accommodate new members.

Discrimination against the elderly
The right to health of the elderly was the most challenged by COVID-19, due to the severity of the clinical manifestation of this virus in elderly people, since immunosenescence, which is a decrease in the functions of the immune system, common in old age, predisposes them to negative outcomes regarding infectious diseases, such as COVID-19 (ZHANG, 2020). Besides, a considerable part of the elderly population has one or more non-transmissible chronic diseases, such as hypertension, diabetes, asthma, chronic obstructive pulmonary disease, cancer, heart disease, among others (BRAZIL, 2019b), which are important prognostic factors for more severe cases of the disease (CDC, 2020).
Another relevant point is that social distancing, which is key to reducing COVID-19 transmission, especially for people over 60, limits the elderly’s access to health services for regular monitoring, which can worsen or decompensate pre-existing clinical conditions.
In addition to the great threat to life, the pandemic can put older people at greater risk of poverty, loss of social support, stigma trauma, discrimination, and isolation. This pandemic came at a time when the global population is aging, which is considered the main demographic event in the 21st century, both globally (YENILMEZ, 2015) and nationally (GRAGNOLATI, 2011). Article 230 of the Brazilian Constitution states that, in addition to the family, both society and the state have the duty to protect the elderly, “defending their dignity and well-being, and guaranteeing their right to life”. Besides that, as a signatory of the Madrid International Plan of Action on Ageing, published in April 2002 by the United Nations, Brazil has committed to acknowledging the elderly’s vulnerability in humanitarian emergency situations, such as a pandemic.
Sociologist Norbert Elias, in his book “The Loneliness of the Dying”, followed by the addendum “Ageing and Dying”, states that ageing is connected to social distancing, invisibility, grief and abandonment. These issues are even more concerning in the presente context of the unexpected COVID-19 pandemic. These effects are less visible than high rates of lethality and mortality, but bring dire consequences for the elderly and their families.
Elderly people who live alone may need emotional or economical support, health care, help to purchase food, and other kinds of assistance. Elderly people living with others are at risk for contamination by other members of the household who keep in touch with the outside world.

Discrimination against people with disabilities
Although disabilities may not represent, in principle, a factor for a person to be considered high risk for coronavirus contamination - as informed by the Ministry of Women, Family and Human Rights in their manual aimed at that population -, the Brazilian Law for the Inclusion of Persons with Disability states, in the only paragraph of Article 10, the condition of vulnerability of persons with disabilities in public emergency situations, and the National Health Council (CNS) also recommends that all persons (BERNARDES, 2021) with disabilities be considered as a risk group for infection by COVID-19. And it is also society’s duty to ensure the realization of the rights of people with disabilities.
According to the CNS, the current administration hides behind a welfarist atitude towards persons with disabilities. However, it is essential to point out that the Executive does not present proposals to guarantee their rights; on the contrary, it threatens the ones already accomplished. It is important to point out the absence of protocols for the care of people with disabilities infected by COVID-19, as well as the constant violation of their right to access information, since audio description resources, Brazilian sign language, subtitles, documents in accessible media and formats, and simple language,are the exception in our country. Basic needs have yet to be met, and understanding the bodies of people with disabilities as political, empowers them to recognize discrimination and confrontations in order to guarantee and access rights.

Discrimination against the LGBTQIA+ population
LGBTQIA+ people have been historically exposed to forms of violence, whether physical, material, symbolic and/or psychological. During a sanitary, economic and social crisis, this may become more intense, considering the need for social isolation policies. It should be considered that the impacts on this population’s mental health may be more aggravated than in populations who do not routinely face structural and institutionalized prejudice.
Many people in this group already experience some form of social isolation, due to the prejudice they suffer, the non-acceptance of their gender identity or sexual orientation by their families, the difficulty of being inserted into public/social spaces, such as workplaces and universities, among others. The domestic and family environment is often where violent acts and violations of LGBTQIA+ people’s rights take place. So, being in confinement with people who often do not accept their gender identity and/or their sexual orientation can be extremely painful. However, because of COVID-19, LGBTQIA+ people who are homeless and/or unemployed may need to return to the homes of Family members, who are often LGBTQIA+phobic. 
Another important aspect in terms of the disregard for the LGBTQIA+ population is that, with the advancement of COVID-19 in Brazil, only essential activities have been allowed to keep functioning throughout the country; however, the services related to the transsexualization process in SUS (PTSUS), performed in an outpatient or inpatient basis, were not included in the list of essential activities. Consequently, consultations for guidance on access to and use of hormones, consultations with multi- and interdisciplinary teams, and the very trust and security that users had in the service, were hindered, as information on whether access to PTSUS would continue became fragmented and imprecise, which can trigger self-medication and dysphoria episodes (FERREIRA, 2020). Moreover, the scarcity of information about the return of activities and medical assistance in SUS might trigger psychological and emotional effects. The recommendation is that the state can minimize the effects of these divergences through the organization and implementation of phone hotlines for access to medication and shelter, since there may be an increase in hate speech and intrafamily violence in this period; in addition to psychosocial phone services, which are considered a valuable tool in SUS (FERREIRA, 2020).

Discrimination against the incarcerated population
According to researcher Cristian Gamba (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021), who contributed to the preparation of this denunciation, the effects of the pandemic management in Brazil are aggravated in the uncontrolled context of the spread of a disease, considering the incarcerated population, who is extremely vulnerable as a result of a state of affairs determined by political choices about who should live and who should die, as a way of exercising sovereignty in the contemporary historical setting.
In the context of the pandemic, the Inter-American Commission issued Resolution No. 01/2020, which reminded member states of the Inter-American system that, When issuing emergency and containment measures in the face of the pandemic, they should apply intersectional perspectives and pay special attention to the needs and diferente impacts of these measures on the human rights of historically excluded groups, such as persons deprived of liberty. Thus, the Commission recommended: a) the adoption of measures to deal with overcrowding in detention units (especially considering the Brazilian reality, where these spaces are usually overcrowded); b) in case of risk, that the States analyze requests for prison benefits and alternative measures to the penalty of imprisonment; c) providing adequate food, health, sanitation and quarantine measures to prevent intramural transmission, ensuring medical attention is available in all units; d) establishing protocols to prevent pandemic-related acts of violence (IACHR, 2020).
As the researcher points out, in Brazil, the health emergency has forced authorities to deal with the third highest incarcerated population in the world (748 thousand inmates), according to data from Infopen (the National Penitentiary Information System, 2020). And here, unlike in other countries, the State itself cautiously recognized, in 2015, the situation of serious human rights violations in the prison environment, in a lawsuit that calls for the recognition of an “unconstitutional state of affairs” of the Brazilian penitentiary system.
It is important to point out that the system’s current capacity is 440.5 thousand spots; there is a deficit of 241.6 thousand spots in the Brazilian penitentiary system (closed, provisional, and semi-open regimes), which means that prisons in Brazil are 54.9% over capacity. This total does not include prisoners in open regimes, and those in prisons at Civil Police precincts (about 5,000). If these people were considered, the number would rise to almost 748 thousand.
From a syndemic point of view, Gamba (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021) understands that the numbers above are also related to the sanitary conditions found by the virus in the prison environment, and to the precarious medical-hospital assistance available. Although Infopen data for the first half of 2020 (BRAZIL, 2020) show a slight improvement as compared to 2019, they showed that, regarding access to health care in the prison environment, there were 1,042 medical offices, 807 multidisciplinary care rooms, 488 test sample collection rooms, 871 wound dressing, suture, and vaccination rooms and nursing stations, 10 gynecology teams, 846 dentists, 1,534 nurses, 868 general practitioners, 71 specialist physicians, all for a contingent of more than 700 thousand people. The data also show the presence of pathologies inside prisons. Of the total 25,504 pathologies investigated in the same period, 28% of the male population (6,645 men) and 45% of the female population (1,004 women) were HIV-positive; 28.4% (6,607) were men with tuberculosis, and 30.3% (680) were women with syphilis.
The first measure adopted by the Federal Executive Branch to deal with the public health emergency (COVID-19) in the prison environment was Inter-ministerial Ordinance No. 7, of March 18, 2020, prepared jointly by the Ministries of Justice and Public Safety and the Ministry of Health, generically addresses some measures aimed at containing the pandemic in prison, such as: identifying inmates who showed signs and symptoms of influenza (prioritizing members of risk groups), adopting procedures to identify suspicious cases in new inmates, enforcing the use of masks, encouraging individual isolating, pulling public servants out in case of positive test results, controlling the entry of external visitors, offering information about COVID-19, offering inmates preventive measures, and changing the routine inside prisons.
In case of suspected or confirmed infection by COVID-19, Article 3 paragraph 1 provides that ,“in case suspected or confirmed cases cannot be isolated in individual cells, it is recommended that the Penitentiary Administration adopt isolation by cohort, and use curtains or markings on the floor to demarcate a minimum distance of two meters between those who need health care”.
Gamba (in: SOCIEDADE MARANHENSE DE DIREITOS HUMANOS, 2021) highlights the precariousness of the measure taken by the Federal Government in the face of suspected/confirmed cases of COVID-19, in the Brazilian reality of prison overcrowding. Thus, makeshift measures, such as separation by curtains or markings on the floor tend to inevitably fail, and are not enough to guarantee the safety of those who occupy the prison environment. It is a very general measure that does not specifically foresee how these procedures should be carried out, or even how the materials and inputs necessary for their respective compliance will be provided.
The Ordinance also authorizes prisons to temporarily adopt the reduction or even total suspension of visits, and also the reduction or suspension of access by outsiders, making it difficult to carry out inspections. It is also worth noting the absence of a Contingency Plan specifically for the penitentiary system, as it was left to each state to devise their own. Subsequently, Resolution No. 62 of the National Council of Justice, although mainly geared towards guiding judges on the adoption of extrication measures, also provided for preventive measures against the proliferation of COVID-19 in prisons (articles 8 - 11).
To this end, it recommends that judges, as part of their inspection duties in prisons and juvenile detention centers, ensure that the Executive Branch draws up and implements a contingency plan that provides, at the very least: information campaigns, screening procedures by health teams at the entrance of establishments, and the adoption of preventive hygiene measures, supply of medicines and mandatory provision of basic hygiene items by the Public Administration, and expansion of the list of allowed items, uninterrupted water supply, appointment of medical teams in all establishments and provision of personal protective equipment. The Ordinance further recommends the procedure to be followed in cases of suspected or confirmed COVID-19 infection, providing separation of the person who presents symptoms, immediate referral for treatment in a reference health unit, and immediate communication to the competent court, so that the substitution of prison or socio-educational measure for a non-custodial measure can be studied.
