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A “duvida radical: APS, objeto e modelos

TYPE N°|

[ g Primary health centers

“ Instituicoes equipadas para servigos
' médicos curativos e preventivos,
conduzidas por generalista de um
distrito, podendo variar em tamanho e
complexidade de acordo com as
necessidades locais e com a sua
situacdo na cidade ou no campo, onde
os pacientes estdo vinculados a seus
proprios médicos’. [traducdo livre]




Declaracao de Alma-Ata

Fazem parte integrante tanto do sistema de saidde do pais, do qual constituem a fungdo

central e o foco principal, quanto do desenvolvimento social e econémico global da
comunidade. Representam o primeiro nivel de contato dos individuos, da familia e da
comunidade com o sistema nacional de saude, pelo qual os cuidados de satde sdo levados
o mais proximamente possivel aos lugares onde pessoas vivem e trabalham, e constituem o
primeiro elemento de um continuado processo de assisténcia a saude.

Starfield B. Measuring
the attainment of
primary care. J med
Educ. 1979 May; 54(5):
361-9.

Vuori H. Primary health -
care in Europe -
problems and solutions.
Community Med, 1984,

i

6(13):221-231.



Valores, principios e elementos centrais em um
sistema de saude baseado na APS

~ Direito ao mais alto
OPAS/OMS. Renovagio gl "
da ateng¢ao primaria nas sl
Américas. Documento de '
posicionamento da

OPAS/OMS.




APS estendida ou ampliada

“Provisdo de cuidados de salde acessiveis e integrados
por clinicos que sdo responsdveis por resolver a grande
maioria das necessidades individuais de saulde,
desenvolvendo uma parceria sustentavel com os
pacientes e realizando praticas no contexto da familia e
da comunidade.”

Saltman RB, Rico, Boerma (org). European Observatory on health systems

and policies series. Primary care in the driver’s seat? Organizational reform
In european primary care. 2011



Constituicdo Federal, art. 196 (1988)

0 “A sadde é direito de todos e dever do
Estado, garantido mediante politicas
sociais e economicas que visem a redugdo
do risco de doenca e de outros agravos e
ao acesso uvniversal e igualitario as agoes
e servicos para a promogdo, protecdo e
recuperacgao’”.



Principios do SUS — Diretrizes da ESF

Universalidade Cobertura universal.
Responsabilidade pela aten¢éo em uma drea.

Equidade Discriminacgdo positivia: realizagdo de analise da
situagdio de saude da populagdo

Integralidade Porta de entrada para o sistema de saude.
Continuvidade do cuidado, eficiéncia e qualidade.
Praticas de promogdo, prevengdo, e protegdio além de
cura e reabilitagdo.

Participagdo Social Conselhos locais de saude.
Participagdo comunitdria no processo de planejamento
local, defini¢do de prioridades, execugdo e
monitoramento.

Descentralizagdo Gestdo local da atengdo primaria.
Substituicdo do modelo tradicional.




Atencao primaria a Saude no Brasil:

eventos criticos
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APS no Brasil:

dados institucionais e
resultados de
pesquisd...



Expansion of the health-care facilities in Brazil,
1970-2010
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Cobertura da Estratégia Saude da Familia
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CRESCIMENTO DO SETOR PRIVADO
(Paim, et al., 2011)

Estado brasileiro estimulou o setor privado e tem
promovido a privatizacdo da atengdo a sadde; o SUS
ndo transformou!

Antes do SUS, recursos publicos financiaram 68% dos
atendimentos; depois do SUS, a proporg¢do caiu para
56%; atendimentos pagos pelos planos cresceram

466%.

Antes do SUS, recursos puUblicos pagaram 75% das
internagdes e os planos 6%; depois do SUS,
reduziram para 67% e os planos aumentaram para

20%.



Reducdo da mortalidade

infantil e de menores de 5
anos...



RESEARCE AND PRACTICE

Impact of the Family Health Program on Infant
Mortality in Brazilian Municipalities
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EVIDENCE BASED PUBLIC HEALTH POLICY AND PRACTICE

Evaluation of e impact of the Femily Healh Program on

infant mortalty in Brazil, 1990-2002

James Macinko, Frederico C Guanais, Maria de Fatima Marinho de Souza

 Epidemiol Community Health 2006;80:13-19. doi: 10.113¢/ech. 2005.038323

:ondary datato ossess the impact of Brazl's Family Health Progrom
R) during the 1990s.

is using peneldoto from secondery sources. Anclyses confrlled for
an water end sonilafion, average income, women's fferocy cnd
00 population, and hosptel beds per 1000 population. Addifonl
coverage and fested interacions between Fumily Healh Progrom
thoea and acute respircory infections.

@ from 27 Brozilian states.
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deaths from acute respiratory intections were ambiguous‘

Conclusions: The Fami|y Heath Program is associated with reduced IMR, suggesting it is on important,
c1||houg|1 not unicue, conributor fo declin g infont morla|iiy inBrozil Exisfing secondury doasets provide
an imporiant Iocj for evaluation of the effectiveness of health services in Brazil



...Contribuicao na reducao
de iniquidades ...

Maiores efeitos em dareas com

maiores taxas de mortalidade e

menor indice de desenvolvimento
humano (IDH)



0 melhoria de algumas
acoes de saude..



Table 3: Coverage and use of health care service, 1970-2010

Immunisation coverage by the SUS
BCG

Haemaphilus influenzae type b (Hib)
Influenza

Hepatitis B (HepB)

Measles

Oral poliomyelitis (VOP)

Diphtheria, pertussis, tetanus (DPT)
Measles, mumps, and rubella (MMR)
Measles and rubella

Oral human rotavirus (RR)
Tetravalent DPT-HepB

Influenza A HIN1

88.29% (1994)

8.85%
71:35%
5823%
6475%

100

111-74%"
87-85%
67-46%
91:08%

10535%"

101-44%*
9471%
775%

il

105:86%* (2009)
064%
8277%
97-88%

10076%"
0.08%
10164%"
013%
8426%
99-34%
37.0% (2010)

Lancet, 2011



Indicadores de agbes basicas de satide (Modelos
bivariados de efeitos fixos). Brasil, 2000-2005
(Rasella, Aquino, Barreto)

Consultas basicas

Variaveis (95% Cl) Visitas domiciliares (95% Cl)
Cobertura do PSF
Sem PSF 1 1
Baixa 1.00 (0.98-1.02) 1.00 (0.91-1.10)
Intermediaria 1.03 (1.01-1.05) 1.45 (1.30-1.60)
Alta 1.22 (1.20-1.25) 2.66 (2.41-2.94)
Observacoes 15606 8634

Municipios 2601 1439




Acesso e qualidade na promogédo da saide no pré-

natal
(Projeto AQUARES - UFPel, 2010)

Variaveis

Orientagcao para amamentar
exclusivamente ao peito ateé os 6 4748 91,5
meses

Orientagao para parar de fumar
durante a gravidez###

Orientacao para limpar a boca e

_ 4507 71.7
escovar os dentes da criancga

# proporcao sobre o total de entrevistados
## proporcao sobre quem referiu o recebimento de orientacgdes / ter consultado
##### Apenas para mies fumantes durante a gravidez (n = 613)




Acesso e qualidade na prevengédo de

agravos em < 5 anos
(Projeto AQUARES - UFPel, 2010)

S-S Geral
Variaveis
Yot
Consultou até 15 dias para

, o 5192 829 3.145
pesar/medir ou fazer revisao

Realizou teste do pezinho até 15

6.007 3.355
dias de vida ol

Realizou vacina BCG até 15 dias

6.179 3.734
de vida =

# propor¢ao sobre o total de entrevistados
## propor¢ao sobre quem referiu o recebimento de orientacgdes / ter consultado




Effectiveness of Community

Health Workers in Brazil
A Systematic Review

Table 2. Summary of the Evidences According to Overall Effect and GRADE Evidence Level

Outcomes with POSITIVE EFFECT and Frequency of weighing children
MODERATE evidence level Ovwverall breast-feeding
Exclusive or predominant breast-feeding
Late introduction of bottle-feeding

Outcomes with POSITIVE EFFECT and Immunization coverage in children
LOW evidence level Adherence to DOT for tuberculosis
Index of Aedes aegypiti larvae
Drinking water treatment
Women's knowledge about sexually transmitted diseases
Inequities reduction

Giugliani C et al. J. Ambulatory Medicine. 2011; 34:326-338



Cessacao do Tabagismo

em Cenario da Atencao Primaria
(seguimento de 18 meses)
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reducdao de internagoes
desnecessarias...



Trends in Primary Health Care-sensitive Conditions in Brazil
The Role of the Family Health Program (Project ICSAP-Brazil)

Ines Dourado, MD, MPH, PhD,* Veneza B. Oliveira, MD, PhD, ¥ Rosana Aquino, MD, PhD*
Palmira Bonolo, MD, PhD,} Maria Fernanda Lima-Costa, MD, PhD, T
Maria Guadalupe Medina, MD, PhD,* Eduardo Mota, MD, PhD,*
Maria A. Turci, MSc, 7 and James Macinko, PhDS$

Results: It was shown that. at the national lev

admissions declined by 24% —over 2.5 imes m

dE!C lil‘lE il‘l 1'1[’) I“-..]f'fl'l 1?[11 Zﬂ‘lif}l‘lﬁ. [‘DI" El“ I'.'HhE:I' {1‘1 ['}1'1—1. By James Macinko, Inés Dourado, Rosana Aquino, Palmira de Fatima Bonolo, Maria Fernanda Lima-Costa,
— . o 3 S . Maria Guadalupe Medina, Eduardo Mota, Veneza Berenice de Oliveira, and Maria Aparecida Turci

Greater reductions in the PHCSC admission ra

with the non-PHCSC admission rates were also Major Expansion Of Primary Care
data were divided by regions and states. Regres: I B -l L- k d T D l'
that at the state level the greater the FHP covera n razi inke 0 ecune

PHCSC hospital admissions even when controll | Unnecessary Hospitalization

variables.

(Med Care 2011:49: 577-584)

ABSTRACT In 1994 Brazil launched what has since become the world’s
largest community-based primary health care program. Under the Family
Health Program, teams consisting of at least one physician, one nurse, a
medical assistant, and four to six trained community health agents
deliver most of their services at community-based clinics. They also make
regular home visits and conduct neighborhood health promotion
activities. This study finds that during 1999-2007, hospitalizations in
Brazil for ambulatory care-sensitive chronic diseases, including
cardiovascular disease, stroke, and asthma, fell at a rate that was
statistically significant and almost twice the rate of decline in
hospitalizations for all other causes. In municipalities with high Family
Health Program enrollment, chronic disease hospitalization rates were
13 percent lower than in municipalities with low enrollment, when other
factors were held constant. These results suggest that the Family Health
Program has improved health system performance in Brazil by reducing
the number of potentially avoidable hospitalizations.
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sensitive conditions.



EXHIBIT 3

Ambulatory Care-5ensitive Hospitalization Rates For All Chronic Conditions, By Level Of
Family Health Program Enrollment In Brazil, 19959-2007

Quintile of municipalities Adjusted prevalence ratio compared
by enrollment to gquintile 1 (lowest enrollment)
Quintile 2 096

Quintile 3 092

Quintile 4 089

Quintile 5 (highest enrollment) 087

sovRces Brazilian Ministry of Health, Institute for Applied Economic Research, and Brazilian
Institute of Geography and Statistics. meTes All adjusted prevalence ratios are significant
(o = 0.007). Results from fixed-effects negative binomial regression of hospitalizations per
municipality, controlling for log population size, age distribution, hospital beds per 10,000, clean
water, female iliteracy rates, log income, and years {1999 as reference) Family Health Program
enrollment estimated using instrumental-variable approach described in text



... melhoria da
qualidade de dados
institucionais



Programa Salde da Familia: acerca da
adequacao do uso do seu indicador de

cobertura

The Family Health Pregram in Brazil and the
adequacy of its coverage indicator
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Impact of the Family Health Program on the quality
of vital information and reduction of child
unattended deaths in Brazil: an ecological
longitudinal study

Davide Rasella* Rosana Aquino and Mauricio L Barreto

Abstract

Background: Vital information, despite of being an important public health instrument for planning and evaluation, in
most of the developing countries have still low quality and coverage. Brazil has recently implemented the Farnily
Health Program {P5F), ane of the largest comprehensive primary health care programs in the world, which
demanstrated effectiveness on the reduction of infant mortality. In the present study we evaluate the impact of the
PSF on mortality rates related to the quality of vital information: the under-five mortality rate due to ill-defined causes
and unattended death

Methods: Data on mortality rates and PSF coverage was obxtained for the total 5,507 Brazilian municipalities from 2000
10 2006. A multivariate regression analysis of panel data was carried out with a negative binomial response by using
fixed effects models that control for relevant covarlates.

Results: A statistically significant negative association was observed between PSF coverage levels, classified in none

dape (0%, the reference category), low (<30.0%j, intermediate (= 30.0% and <70.0%) and high (= 70.0%), and all analysed
Tun Mumers da municipios, mortalities rates, with a reduction of 17% (Rate Ratio [RR]: 0.83; 95% confidence interval [CI): 0.79 - 0.88), 35% (RR: 0.65;
& | da farmilias 5% Cl: 0.61-0.68) and 50% (RR: 0.50; 95% Cl: 0.47-0.53) on under-five mortality due to ill-defined causes, respectively. In
percentual da Tamilias a the mortality rate for unattended death the reduction was even greater, reaching 60% (RR: 0.40; 95% Cl 0.37-0.44) in
m'l..ﬂ the municipalities with the highest PSF coverage. The PSF effect on unattended deaths was slightly stronger in
municipalities with a higher human development index.
$ Conclusions: The PSF, a primary health care program developed rmostly In rural and deprived areas, had an important
doe 1w role on reducing the unattended deaths and improving the quality of vital information in Brazil.
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possivelmente, tem
contribuido com melhoria
da participacao social m
saude...



PSF e participacao social

Conselhos Municipais de Saude

5
4 *—
3
2 Conselhos Locais de Saude
1
12
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A influéncia da implantagdo do PSF na criagdo de
Conselhos Locais de Saude nos municipios da Bahia, Y Crupo com PSP TE Orupo de comparacio

2007.
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é uma intervencdo complexa

com forte dependéncia do
contexto local...

que ndo promoveu ainda uma
mudanca radical nas praticas e no
modelo de atengdo a saude.
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in the organization of primary care
in municipal health systems
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Abstract

The contribution of primary care to popula-

ARTIGO ARTICLE

Maria Guadalupe Medina ?
Zulmira Maria de Araiijo Hartz 234

Introduction

The contribution of primary care to the health of

tion health and health systems organization has
been well documented, but some authors have
highlighted that in Third World countries it has
pained more ground in discourse than in facts
and practices, with different possible configura-
tions. The objectives of the current study were to
evaluare and correlate organizational and local
contextual characteristics to the degree af imple-
mentation of primary care in two municipalities
(counties) in the State of Bahia State, Brazil, that
had adopted the Family Health Program (FHP)
as the system's central thrust. The research was
based on two case studies with interwoven levels
of analysis, using as the point of departure the
underlying goal-image of primary care in the def-
inition of criteria and standards for degree of im-
plementation. The total scores for Municipalities
A and B were 66 and 81, respectively (meaximum
total score = 100), while differences were observed
between the urban and rural teams. The political
and institutional contexts helped explain differ-
ences in the degree of implementation of primary
care, but regardless of the municipal context, the
study showed the emergence of organizational
innovations closely related to the FHP

Primary Health Care; Family Health Program;
Health Systems

I} and ion of health systems
has been well documented in the international
scientific literature 1.2 A health system organized
with primary care as the basis theoretically im-
proves the possibilities for performance by the
health services network: first, because unlike spe-
cialized care, primary care plays an integrative
role; second, because it is more accessible; third,
because patient management becomes more ap-
propriate for the types of complaints users pres-
ent in their first contact with health services; and
fourth, because it organizes and rationalizes the
use of resources (both basic and specialized) by
targeting the promotion, maintenance, and im-
provement of health.

Some studies have further highlighted that
the organizational characteristics, type of profes-
sional (family physician, general practitioner, or
pediatrician), and type of service inwhich the care
is provided have an impact on the outcomes 4.

In Third World couniries, primary care has
gained more ground in health discourse than
in facts and practices 5, since its actual imple-
mentation falls short of the original goal-image
proposed at Alma Ata. In Latin America, various
authors have called attention to different pos-
sible configurations in primary care and the risk
of implementing “primitive health care”, or sim-
plified medicine with low case-resolving capacity

Cad. s30cke Poblica, Fie da Janairo, 25{511153-11&7, mal, 2005
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Evaluation of the implementation of comprehensive health care
according dimensions and criteria, in teams of the Family Health
Program in a city of Bahia.
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Desafios a coordenacadao dos cuidados em
salude: estratégias de integracao entre niveis
assistenciais em grandes centros urbanos

Challenges for healthcare coordination: strategies
for integrating levels of care in large cities

1 Bscola Nacional de Scaide
Puiblica Serglo Arotca,
Fundacgao Oswaldo Criuz, R1o
de Janetro, Brasil.

Correspondancia
P F Almeide

Escola Nacional de Savide
Publica Serglo Arotca,
Fundagdo Oswaldo Criz.
Auv. Brasil 4036, sala 1001,
Rio de Janeiro, R
21040-361, Brasil.
patty@ensp.fiocruz.br

Abstract

This article analyzes the development of in-
struments for coordination between the Farr-
ily Health Strategy and other levels in the health
systemn, with a focus on measures 1o promote
coordination linked to the “integration among
levels of care”. The results of case studies in forr
large cities indicate the presence of mechanisr

Jor integration among levels of care, suggesting

concern with guaranteeing cormprehensive care.
The principal strategies identified here were: cre-
ation and strengthening of regulatory structures
irz the Municipal Health Secretaricats and family
health units with decentralization of roles to the
local level, organization of flows, electronic pa-
tient charts, and expansion in the supply of spe-
cialized services at the municipal level. However,
lack of integration among different providers,
inswfficient formeal flows for hospital care, ard
absence of policies for meditim cormplexity care
were detected as barriers to the guararntee of corre-
prehensive care, mnaking the network's integration
incornplet

Primary Health Care; Systerns Integratiorn; Health
Services

Cad. Saude Publica, Rio de Janeiro, 246(2):286.298, fevw, 2010
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Discussoes e problemas vinculados a coorde-
nacgao dos cuidados em saude, fragmentacao
da rede assistencial, auséncia de comunicagao
entre prestadores nao constituem temas novos
nas discussoes sobre a organizacao dos sistemas
de saude. No entanto, mudangas recentes em
relacao as demandas e necessidades da popu-
lacao com o crescimento da prevaléncia de do-
encas cronicas, que exigerm maior contato corn
os servigos de satide em um contexto de pressao
por otimizacao das relagoes de custo-eficiéncia,
tornaram premente a busca de solugoes 1.2.3, Na
Uniao Furopéia, desde a década de 1990, refor-
mas pro-coordenagao vém sendo implemen-
tadas, sobretudo voltadas ao fortalecimento do
primeiro nivel de atengao 4.5,

Os ritmos de implantacao deste conjunto de
reformas tém sido diferenciados entre os paises
a depender do modelo de protecao social 2.5, Na
regiao da Ameérica Latina ainda sao incipientes
reformas centradas na coordenagao dos cui-
dados, o que se reflete no reduzido mamero de
estudos que tratam deste tema. Segundo Conill
& Fausto 5, a histdrica segmentagao e fragmenta-
¢ao que caracterizou a maior parte dos sistemas
de satide latino-americanos, com oferta de Aten-
cao Primadria a Saude seletiva, fragilizaram as-
pectos como a constituicao de redes integradas.
Ainda assim, no contexto do recente movimento
de valorizacao e defesa da concepgao abran-
gente de Atengao Primadria a Saude parecem
ser promissoras iniciativas prdé-coordenacgéao.




Avaliacio da Atencio Basica
a Satade no Brasil




Alguns resultados do PMAQ (2012)

A ESF tem se configurado como o modelo de
organizacgdo da APS em mais de 95% dos municipios

Baixa institucionalizagdo de acdes de promogdo da
saude e prevencdo de doengas cronicas

As equipes atuam cada vez mais como primeiro
contato e referéncia para servigos especializados

Diferencas nas condicoes de acesso e escopo de
acdes ofertadas — iniquidades

Problemas na coordenagdo dos cuidados e integragdo
de servigos

Vinculos precdrios
Baixa disponibilidade de medicamentos



Desafios e
armadilhas da
pesquisa em APS...



Desafios e armadilhas da pesquisa em APS

epidemioldgicos
metodolégicos

epistemolégicos e éticos



Tendéncias Sobrepeso e Obesidade Brasil

1974 - 2009
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Fonte:
http://lwww.ibge.gov.br/home/presidencia/noticias/images/1699 2818 181838 579966.qif



Desafios
metodologicos:



Desafios metodolégicos: APS um objeto
multifacetado

Gestao da Implementa
¢ao da APS

Qualificagao
de pessoal

para APS



Macinko, 2011. Measuring Primary Care and its Role in Chronic Disease
Control. Semindario Doencas Cronicas, Atencdo Primdria e Desempenho
dos Sistemas de Saude: Diagnésticos, Instrumentos e Intervengoes

Inclusdo de componentes da APS em estudos
de base populacional

Adaptar e utilizar instrumentos de vigildncia,
tais como ICSAP

Investir em inquéritos especificos em atengdo
primdria que avaliem prdaticas e utilizd-los
para mehoria da qualidade

Uso de métodos experimentais para testar
inovagoes



Desafios epistemologicos e éticos

imposicdo de problemdatica versus
absenteismo politico

ndao submissdo ao senso comum e
senso comum douto: o pré-conceito

superagdo da dicotomia modelo
“promotor da sadde” versus “modelo
cuidador de pessoas”



Mais do mesmo?

O futuro da Epidemiologia € tema recorrentemente debatido em congressos e
area. O foco recente desse debate aborda o tipo de pergunta que orienta a
pesquisa epidemiologica. A énfase em questoes etiologicas deve ser substituida
pela busca de orientacOes para as intervencoes em Saude Publica (Kuller LH.
Am J Epidemiol 2013; 177:279-80; Glass TA et al. Annu Rev Public Health 2013;
34:61-75). Mais importante do que confirmar reiteradamente a associagcao entre
atividade fisica, padrdes de dieta e tabagismo com as doencas cardiovasculares,
precisamos de avaliacoes sobre medidas efetivas que levem a mudancas na
distribuicdo populacional destes fatores de risco. E preciso ter em mente que

a pesquisa etiologica representa apenas uma etapa de uma agenda de
investigacao, que deve avancar na busca de resultados que possam de fato ser
traduzidos na implementacéo de politicas publicas.



Population Health Intervention Research -
pesquisa intervencional

J Ciéncia das solucoes (em oposicdo a “ciéncia dos problemas”).
A Critica de que a avaliagdo se tornou de natureza
administrativa.

1 Declarado interesse nos determinantes sociais de saude.

(] Decomposicdo dos mecanismos, compreensdo da sequéncia de
eventos que produz os efeitos.

J Propésitos diversos: testar efetividade, elucidar os processos de
acdo, documentar as variagoes de implementagdo, rastrear

alcance em populagdes mais necessitadas.

Fonte: Potvin, L. Preventive Medicine



Conclusoes provisorias:
pesquisa em APS,
desafios para o SUS



A reforma do setor saude no Brasil que deu origem
ao SUS e a atual forma de organizagdo da APS no
pais ocorreu par e passo com o processo de
democratizacdo da sociedade que envolveu a
participacdo de individuos e profissionais, de
movimentos e organizagoes sociais. O pouco ou
muito que conquistamos é um legado histérico,
resultado de um processo de aprendizado
institucional e social que hoje se encontra
ameacado por constrangimentos politicos,
econdmicos e sociais de diversas ordens.



A austeridade econdmica e restricdo de recursos de
financiamento, as pressdoes dos lobistas e do setor
privado, expressas nas emendas constitucionais que
foram e estdo sendo objeto de votacdo do
Congresso, como o orcamento impositivo, a
representagdo contra o Programa Mais Médicos e,
finalmente, a Emenda Constitucional que prevé o
expansdo dos planos privados de sadde de baixa
qualidade para todos os trabalhadores, apontam
para reformas que afetam profundamente os pilares
sobre os quais foram construidos o SUS.



O discurso da APS no Brasil ainda estd muito distante da
pratica da APS. Embora possamos reconhecer vdrias
iniciativas e avangos, ainda ndo foram criadas certas
condicdes de possibilidade para que a APS se configure
como centralidade do sistema de saudde. Tais condigoes
passam, necessariamente, por criagdo de condicoes
objetivas dadas pelo financiamento, mudangas radicais
nos processos de formagdo e melhoria da infra-estrutura
e desprecarizagdo do trabalho e mudangas nos
processos de trabalho nas unidades e organizagdo de
redes de atengdo mas, também, por mudancas efetivas
nas relagdes de poder e nos valores o que s6 é possivel
com o aprofundamento dos processos democrdticos.
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“The challenge is ultimately political,
requiring continuous engagement by
Brazilian society as a whole to secure the
right to health for all Brazilian people”
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