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“O mundo é um lugar perigoso e sempre sera.
...devemos aprender a viver com isso.

Agnes Heller, 2017



Algumas reflexoes iniciais

e As condicoes Saude

como expressao dos (ot
processos historicos e im‘ ik’
dos contextos T—@ -
Politicos, EconOmicos, @ i{ @
Culturais, Sociais e : =~ /

Ambientais



Algumas reflexoes iniciais

Nosso entendimento dos problemas de saude
mistura Conhecimentos Soélidos
com Incertezas, Ambiguidades e,
nao infrequentemente, Ignorancia

Figure 2. Formal definitions for risk, uncertainty, ambiguity and ignorance

Knowledge Knowledge about outcomes
about
likelihoods Outcomes Outcomes
well defined poorly defined
Some basis for . ..
probabilities Risk Amblgwty
Incertitude
No basis for Uncertainty |gnorance

probabilities




Algumas reflexoes iniciais

A forma de perceber e
interpretar os problemas de
saude é socialmente
construido, portanto variavel.
Alem disto, devido as
incertezas e ambiguidades,

O
pode estar sujeito a oSl (EBOLA[@
manipulagdes diversas. ik e - 0
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Algumas reflexdes iniciais

e As desigualdades na saude geram diferentes
niveis de exposicao aos fatores que determinam
as chances de adoecimento e morte.

* Podem gerar ainda desiguais possibilidades de
usufruir dos avancos cientificos e tecnologicos e,
muitas vezes, dos beneficios de politicas
economicas, sociais e ambientais que tém efeitos
sobre a saude.



Algumas reflexoes iniciais

e Somente entendemos as condicdes de saude
e as desigualdades através de comparacoes,
sincroncas e diacronicas entre sociedades
diversas e de suas trajetorias no tempo.



Expectativa de vida ao nascer (anos)
Global 1960-2015

1960 - 2015



Expectativa de vida ao nascer (anos)
1960-2015
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Life Expectancy at Birth

Years

Mapa brasileiro da longevidade (2013). L
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Algumas reflexdes iniciais

e O que éresponsavel pelas mudancas das condicoes
de saude ao longo do tempo, as Tecnologias
Meédicas ou as Politicas EconOmicas, Sociais e

Ambientais?



Infant Mortality per Thousand Births
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The data is interpolated from 1900 to 1924: it was collected every ten years in 1900, 1910 and 1920.

From 1924 an annual record was taken.
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Impact of the Family Health Program on Infant
Mortality in Brazilian Municipalities

Am J Public Health. 2009;99(1):87-93
| Rosana Aauino. MD. PhD. Nelson F. de Oliveira. PhD. and Mauricio L. Barreto. MD. PhD

Fixed-Effects Models for the Bivariate Association Between Infant Mortality Rate
and Family Health Program Coverage: Brazil, 19962004

nfant Moraly Rate Neonatal Mortality Postneonatal Mortalt
Variables Crude RR (35% (1) Adjusted R (95% CI) Rate, RR (35% C) Rate, RR (35% (I}

FHP coverage

No FHP* (Ref| 1.00 1.00 1.00 1.00

Indipient FHP* 0.84 (0.82, 0.85)

Intemediate FHP* 0.77(0.75, 0.79) 0.64(0.82, 0.86) 0.86 (0.84, 0.89) 0.78 (0.5, 0.81)

Consolidate PHP° 0.68 (0.64, 0.73) 0.78(0.73, 0.83) 0.81(0.76, 0.88) 0.69 (0.62, 0.76)
Total fertility rate <2.4 children per childbearing-age woman 0.90 (0.87, 0.93) 0.92 (0.88, 0.95) 0.88 (0.84, 0.92)
Per capita income = BR $258,00 0.92(0.89, 0.94) 0.93 (0.9, 0.96) 0.89 (0.85, 0.93)
Functional iliterates rate <26.0% of indwviduals aged 215 y 0.87 (084, 0.89) 0.89 (0.86, 0.92) 0.83 (0.79, 0.87)
Percentage of persons living in househalds with running water 2 96.0% 0.91(0.89, 0.93) 0,93 (0.90, 0.95) 0.88 (0.85, 0.91)
Gini index’ <055 118 (114, 1.22) 1.21 (116, 1.26) 1.10 (1.05, 1.16)

Local hospitalization 0.88 (0.82, 0.96) 0.88 (0.80, 0.96) 0.94 (0.84, 1.06)




@PLOS | MEDICINE

RESEARCH ARTICLE

Association between expansion of primary
healthcare and racial inequalities in mortality
amenable to primary care in Brazil: A national
longitudinal analysis

Thomas Hone'*, Davide Rasella®?, Mauricio L. Barreto®?, Azeem Majeed’,
Christonher Millett"**

What did the researchers do and find?

= We examined trends in mortality from ambulatory-care-sensitive conditions for black/
parde (mixed race) and white Brazilians from 2000 to 2013, and evaluated whether
there were changes in mortality associated with expansion of PHC in municipalities.

= PHC expansion was associated with reductions in mortality for both racial groups, but
black/pardo Brazilians experienced a 2-fold greater reduction in mortality than white
Brazilians.

= The targeted rollout of PHC in Brazil to poorer and smaller municipalities and the
greater unmet needs of black/parde Brazilians at the start of the rollout are likely to
explain these findings.



Algumas reflexoes iniciais

* A questao saude no mundo contemporaneo esta no
epicentro dos debates politicos, e reflete logicas
politicas em confronto.



As condicoes de saude - situacao
atual e tendéncias

A Fome e a desnutricao

As doencas infecciosas e suas epidemias

A doencas crbnicas e a “epidemia” de obesidade
As diversas formas de violéncia

As doencas mentais e as deméncias



A dinamica demografica e os
efeitos na saude

Crescimento populacional — Malthusianismo
desacreditado?

Envelhecimento- Até qguando podemos viver? E viver
saudavel?

Migragﬁes — 0 capital e as mercadorias migram porque
nao os seres humanos?

Urbanizacao — as cidades e a complexidade dos sistemas
sociais
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FIGURE 3.2. Global and US inequality, 1820-2011

This graph shows global and US income inequalities (calculated across world and US
citizens, respectively). We see that in the recent period, global inequality is decreasing
while US inequality is going up. US inequality is, however, much lower than global
inequality. Data sources: For US data, see sources listed for Figure 2.10; for global data,

see sources listed for Figure 3.1
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A dinamica demografica e os
efeitos na saude

Crescimento populacional — Malthusianismo
desacreditado?

Envelhecimento- Até qguando podemos viver? E viver
saudavel?

Migracoes — crescem em fungdo dos aumentos das
desigualdades entre os paises

Urbaniza¢ao — as cidades como sistemas complexos e
rreflexo das desigualdades sociais e em saude
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Os determinantes sociais da saude

e O acesso as necessidades basicas (alimentacao,
saneamento, habitacao, educacao etc)

e As desigualdades sociais (do local ao global)

e As Politicas de Protecao Social e suas
perspectivas no contexto do Neoliberalismo



Poverty

Share of population living on less than 2011 PPP $1.90 a day, 2013 (%)
Less than 2.0
20-99

N 10.0-249

I 35.0-49.9

I 50.0 or higher
Mo data
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the gap
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Health equity through action on
the social determinants of health

—l “_f" -'-'."
‘World Conference on Social Determinants of Health

Landmark conference ends with adoption of Rio Political Declaration

WHO convened a glebal conference on 18-21 October 2011 in
Rio de Janeiro, Brazil, to build support for the implementation
of action on social determinants of health. The conference
brought together over 1000 participants representing 125
Member States and a diverse group of stakeholders. The event
was attended among others by Michel Temer, Vice President of
Brazil and Dr Margaret Chan, WHO Director-General. On 21
October, 2011 participating Member States adopted the Rio
Political Declaration on Social Determinants of Health.

The Rio Palitical Declaration on Social Determinants of Health



As Politicas de Protecao Sociais e a Saude

Programas de transferéncia condicional de renda

® PTCR fornecem uma renda para familias pobres
com a condi¢do que cumpram algumas
condicionalidades, geralmente relacionadas com a
saude e a educacdo dos filhos.

1997

-y

Implantacéo dos PTCR no mundo
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Effect of a conditional cash transfer programme on
childhood mortality: a nationwide analysis of Brazilian
municipalities

Dlervsilr Ranprla, Bonang dhqueanay, Lafon A T famitay, Bhmade Pan- fovim, Masrem | Ranris

Summarny

Backgroend In il past 15 veas, Brasl has wndergone notable sochal and pablic healih changes, Inchiling a lige
meduction in child morality. The Boba Fesmdis Programme (BFF] s a widespread oonditional csh transier
programme, lancked im 2003, shich imnsfees csh o posd households (maimm nooms USS70 pef peeson &
mansh) wisen they comply with condigions relsted 10 heahl amd edacation, Transfers range from 318 w $175 per
msh, deperinding on the inoene and oo posisos of s [amdly. We alrmsed 1 s the cflen of dss BFF oo dexths
ef chiklrem younger than § vears jusder 5. ovotall and resalting from spedif coises. sseotiaied wigh poverty:
malnurition, disrrboea, and koswer pespiratony infiections.,

hethods The study bud & miod ecoliogical design. It covend e period Froen 200409 aed irchudind B8535 (of 5565)
musnicipalities with death and lhebinh sitisies of adequate quality. We wsed govermment sources o cloulae all
caizer Endee-§ moraliy Fabed i usder S mortality rabes fof selerted Cinis, AFP ooveiaps wid (LsiGid s kew
0-0=17- 1%}, insermmedizte (17 2-22.00%), high (=32 -09), or consolidased) =10 - 0% s wrpet populstion coverage
= W o ait beast £ yeans). We did mulivasiable regression analvaes of panel data = ieh fived-efleos negaibe binomiad
mardels, adjisted for relevam socisd s ecomemibc covaristes, snd for the effer of dse lirgest primary beahh-care
erheme in the couniry (Family Heahls Programms)

Findings. Under3 mocality rase. overall amd resullicgg froen peserty-relsted couses, decreased a5 BFP comerage
increased. The rabe ratios (R &) for dhe effect of the BFF on overall unders5 moriality mbe wome 0 54 {3 5% Cl 0 92-0. 96§
for intermeediste coverage, 0-B5 {0350 M) for high coverage, and 8.53 §0-79-0. 85) for consolidated coverage. The
eilecn of comselidated BFP covetape wis highsst of under-5 norality resalting Breen maleansition (RE 0-35; %5% C|
ﬁ-m-iﬁmﬁﬂlnfmw-l]';ﬂ-l?-ﬂ-il].

Interpretation A condithonal cash irassler programme can geatly oonizibaie b 3 decrease in childhosd mortalin
overall, and in parioular for deaths aitribatable w0 poverty-relabed csses such a8 malnuarition and disrthoea, ina
large Enbdidle-incomme coEniry such i Bras

Funding Matiomnsl Instmies of Sclence and Technology Programme, Minksery of Sclence and Tedhnology, snd Ceanci
e Srintihe and Tex Binclogical Developiaest Programime (C8Pab, Braeil.
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Social protection and tuberculosis control in 21 European @ ()
countries, 1995-2012: a cross-national statistical modelling
analysis

Adron Reeves, Sanjay Basu, Martin McKee, David Stuckler, Andreas Sandgren, Jan Semenza

Summary
Background WHO stresses the need to act on the social determinants of tuberculosis. We tested whether alternative  LancetInfect bis 2014;
social protection programmes have affected tuberculosis case notifications, prevalence, and mortality, and case detection  14:1105-12

and treatment success rates in 21 European countries from 1995 to 2012 Published Online
Octaber 8, 2014

. . . . . . . Dttpsjjdx doi.org/10.1016/
Methods We obtained tuberculosis case notification data from the European Centre for Disease Prevention and Control's gy, 20000 :;?092?_2

2014 European Surveillance System database. We also obtained data for case detection, treatment success, prevalence, ., oo out vue 103
and mortality rates from WHO’s 2014 tuberculosis database. We extracted data for 21 countries between Jan 1, 1995, and Department of Sociology,
Dec 31, 2012. Social protection data were from EuroStat, 2014 edition. We used multivariate cross-national statistical  university of Oxford, Oxford,
models to quantify the association of differing types of social protection programmes with tuberculosis outcomes, All UK (A Reeves Ph),

analyses were prespecified. Prof D Stuckler PhD); School of
])’ prespee Medicine, Stanford University,
- . - . . . ) Palo Alto, CA, USA (5 Basu PhD);
Findings After we controlled for economic output, public health spending, and country fixed effects, each USS$100  gyropean Observatory on
increase in social protection spending was associated with a decrease per 100000 population in the number of tuberculosis  HealthSystems and Policies,
case notifications of —1.53% (95% CI —0-28 to =2.79; p=0.0191), estimated incidence rates of =1.70% (=0-30 to —3.11; ‘ondonSchool of Hygiens&

p=0-0201), non-HIV-related tuberculosis mortality rate of —2-74% (~0- 66 to —4-82; p=0-0125), and all- cal‘lsehlb:afcu]ams I:g:m;:ﬂ?;’;:::mw

mortality rate of —3-08% (-0-73 to —5-43; p=0-0127). We noted no relation between increa * Social Science & Medicine 112 (2014) 6371
tuberculosis prevalence (-1-50% [-3-10 to 0-10] per increase of $100; p=0-0639) or smear-pc

rates (-0-079% [-0-18 to 0-34] per increase of $100; p=0-5235) or case detection (-0.59% [-1-3
$100; p=0-1066). Old age pension expenditure seemed to have the strongest association with re
case notification rates for those aged 65 years or older (-3-87% [-0.95 to —6-78]; p=0-0137).

Contents lists available at ScienceDirect

Social Science & Medicine

Interpretation Investment in social protection programmes are likely to provide an effective con ..
prevention and treatment programmes, especially for vulnerable groups. ELSEVIER journal homepage: www.elsevier.com/locate/socscimed

Funding European Centre for Disease Prevention and Control.

Welfare states and population health: The role of minimum income
benefits for mortality

Kenneth Nelson®*, Johan Fritzell >¢

2 Swedish Institute for Social Research, Stockholm University, Stockholm, Sweden
b Aging Research Centre, Karolinska Institutet/Stockholm University, Sweden
* Centre for Health Equity Studies, Stockholm University/Karolinska Institutet, Sweden

( ! ' CrossMark

ARTICLE INFO ABSTRACT
Article history: The causes of cross-national differences in population health are subject for intense discussion, often
Received 11 December 2013 focusing on the role of structural economic factors. Although population health is widely believed to

Received in revised form

16 April 2014

Accepted 20 April 2014
Available online 25 April 2014

reflect the living conditions in society, surprisingly few comparative studies systematically assess policy
impacts of anti-poverty programs. In this paper we estimate the influence of minimum income benefits
on maortality using international data on benefit levels in 18 countries 1990—-2009. Included are all major
non-contributory benefits that low-income households may receive. Our analyses, based on fixed effects
pooled time-series regression, show that minimum income benefits improve mortality, measured in

g{.":“:’:féve terms of age-standardized death rates and life expectancy. The results on country-level links between
Social assistance minimum income benefits and mortality are remarkably robust in terms of measured confounding
Public health effects.

Welfare states @ 2014 Elsevier Ltd. All rights reserved.

Social epidemiology
Mortality




As transformacoes ambientais e tecnoldgicas e
0s riscos persistentes e novos sobre a saude

e Osriscos do Local ao Global
e Persistem Riscos reconhecidos — o caso do fumo

e Os Riscos entram pela boca - A industrializacao e os alimentos
superprocessados

 Arevolucao tecnolégica e a emergéncia de novos riscos
- O que cura mata - efeitos adversos de medicamentos e
tecnologias médicas
- A intensificacao da resisténcia antimicrobiana

- As mudancas climaticas e as incertezas do futuro



Respostas

e Respostas locais/nacionais/Internacionais

e Respostas das agéncias internacionais (MDGs,
SDGs, International Health Regulations-IHR, The United
Nations Framework Convention on Climate Change, WHO
Framework Convention on Tobacco Control, Global action
plan on antimicrobial resistance, Global Plan of Action on
Social Determinants of Health etc)



The Lancet—University of Oslo Commission on Global
Governance for Health

The political origins of health inequity: prospects for change

Ole Petter Ottersen, Jashodhara Dasgupta, Chantal Blouwin, Paulo Buss, Virasakdi Chongsuwvivatwong, Julio Frenk, Sakiko Fukuda-Parr,
Bience P Gawanas, Rita Giacaman, John Gyapong. Jennifer Leaning. Michael Marmot, Desmond McNeill, Gertrude | Mongella, Nkosana Moyo.
Sigrun Megedal. Ayanda Ntsaluba, Gorik OQoms, Espen Bjertness, Ann Louise Lie. Suerie Moon, Sidsel Roalkvam, Kristin | Sandberg. Inger B Scheel

Key messages

=  Theunacceptable health inequities within and between
countries cannot be addressed within the health sector, by
technical measures, or at the national level alone, but
require global political solutions

= Maorms, policies, and practices that arise from transnational
interaction should be understood as political determinants
of health that cauvse and maintain health inequities

+  Power asymmetry and global social norms limit the range
of choice and constrain action on health inequity; these
limitations are reinforced by systemic global governance
dysfunctions and require vigilance across all policy arenas

+ There should be independent monitoring of progress
made in redressing health inequities, and in countering
the global political forces that are detrimental to health

+« State and non-state stakeholders across global policy
arenas must be better connected for transparent policy
dialogue in decision-making processes that affect health

+» Global governance for health must be rooted in
commitments to global solidarity and shared responsibility;
sustainable and healthy development for all requires a
global economic and political system that serves a global
community of healthy people on a healthy planet



90-10 Gap: Only 10% of worldwide C.AR
expenditure on health researchand o
development is devoted to the problems that

primarily affect the poorest 90% of the

world's population (Global Forum for Health

Research)

Picture From: Changing Minds: A Guide to Facilitated Participatory
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2004 global disability-adjusted life years (DALYs) and 2005
research articles categorized by 19 broad WHO disease and

disability categories.

100 150 200 250 300

2004 life-years (DALY's) lost (millions)
50

Our analysis demonstrates that the
production of health research in the world
correlates with the market for treatment and
not the burden of disease.
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: Evans JA, Shim J-M, loannidis
JPA (2014) Attention to Local
Health Burden and the Global
Disparity of Health Research.
PLoS ONE 9(4): e90147.



Producao do Conhecimento Cientifico em Ciéncias da Saude:
Muitos desafios

1- A necessidade de producao continuada de evidéncias

2- Reducionismo dominante

3- Dificuldades na Integracao dos dados e conhecimentos,
produzidos por diferentes disciplinas e sub-disciplinas

4- Dificuldade de integracao dos diferentes niveis de
conhecimento: basica, pré-clinica, clinica e populacional

5- Pesquisa com grande foco em “testar hipoteses”
(hypothesis-driven research)?

zr:;, ) CldﬁaCS m%?&fg MONIZ



Pontos a considerar em um Programa de Pesquisa em Saude
para o pais

e 1- Aumentar a 'cultura cientifica” no processo de formag¢ao dos
profissionais de saude e da sociedade, em geral

e 2- Fortalecer a capacidade nacional nas areas de regulacao,
normatizagao e avaliacao de tecnologias e sistemas de saude

* 3- Ampliar o conhecimento sobre os problemas nacionais de
saude, suas causas e seus determinantes



Pontos a considerar em um Programa de Pesquisa
em Saude para pais

e 4- Aportar conhecimentos e tecnologias necessarios para o
complexo processo de constru¢ao e consolidag¢ao do SUS,
em especial, buscando torna-lo resistente as invetidas neo-
liberais

e 5-Pesquisa em Atenc¢ao Primaria a Saude

 6- Problemas de relevancia nacional e tamb[em relevante
em outros paises em desenvolvimento — p. ex. Zika,
Dengue, Chikunguhya, Leishmaniose etc



Pontos a considerar em um Programa de Pesquisa
em Saude para pais

e 7-“Nichos” aonde o Brasil, por razoes especiais, possa vir a
ter lideranca no cenario internacional

e 8-Saude Urbana

e 9-Pesquisa fundada no uso de grandes bases de dados



CIDACS — Centro de Integracao de Dados e
Conhecimentos para Saude

. EAREL
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physical workspace
infrastructure and
comupacianal of
suppeed for researchers

Main structure datacenter
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Health and biomedical informatics

Research Value of using data

Strategy Value of using data

Spotlights
A vast amount of data is generated by clinical, population, cellular and molecular studies.
Funded research Interrogating data within clinical trials, cohort studies, imaging, genetic and other *omic’
studies, together with patient records and other routine data such as education and
Initiatives A4

environmental data, offers great potential for gaining new insights into health and diseases.

Antimicrobial resistance:
Analysing and linking health related data enables research on a scale, speed and costs
Clinical Research

that is not possible using alternative methods. B Sl | oezessiily, (Geokes. (Gokslis. (Lol * o
Capabilities and . .
population datasets include development of mor

Technologies Initiative BIG DATA
INSTITUTE] OXFORD

identification of public health rizks, insights into

Experimental medicine hezlth services.
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Fundamentos de uma FIOCRUZ do
Futuro

Fiocruz Local e Global

Fiocruz com grande capacidade de se antecipar aos
problemas

Fiocruz que adote uma perspectiva transversalista
de C&T

Fiocruz Inter e Transdisciplinar



Fundamentos de uma FIOCRUZ do
Futuro

Fiocruz comprometida com pesquisa socialmente
responsavel pela (1) sua natureza coletiva e
cooperativa e (2) sua énfase nos propositos da acao.

Fiocruz Conectado em Redes

Fiocruz com grande capacidade de produzir
alternativas, novas abordagens e inovacoes

Fiocruz Transparente e Avaliada de Acordo com a sua
Missao



Sistema Unico de Saude - SUS

« Propde SS universal, equanime e integral

e Necessidade e relevancia da CT&I em saude -
Confer Nac. de C&T em saude

o Instiga imensos desafios, cientificos, politicos
e de engenharia social



Obrigado!

mauricio.barreto@bahia.fiocruz.br
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