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INTRODUGAO

E hoje universalments reconhecido que um
dos grandes desafios que se péem as comuni-
dades modernas é o da obtencao de processos
adequados para a satisfacdo das necessidades
de satide das populagdes.

Aceite que a salde dos povos é o primeiro
capital das nagbes, por todo o mundo se assiste
a um tomar de consciéncia, por parte dos res-
ponsdveis, no sentido de que se torna imperioso
desenvolver e preservar a salide dos cidadios,
ndo sd para aumentar as potencialidades das
respectivas comunidades, mas também para dar
satisfacdo a um direito de gue as préprias pes-
soas, por seu lado, vdo estando cada vez mais
conscientes.

Se economla, educacio e saide constituem,
no seu conjunto, a triade motora do progresso,
a evolugio que neste momento se desenha
deixa antever para um futuro muito préximo o
primado da salide como objectivo bésico a
atingir, tendo em vista a melhoria da qualidade
de vida da espécie humana.

A busca de métodos adequados & realizacdo
pritica deste desiderato levanta toda uma série
de dificeis problemas, até hoje néo inteiramente
resolvides em nenhum pais do globo. Tais pro-
blemas, que implicam opgbes de base no do-
minio dz filosafia social, sao fundamentalmente
de ordem politica, cientifica, técnica e admi-
nistrativa e as dificuidades com que se depara
para a sua solugdo resultam ndc sé do facto
de as necessidades a satisfazer se estenderem
por todo o espectro do continuo sadde-doenga,
mas sobretudo por tais necessidades se encon-

trarem em constante mudanca e, além disso, sé
em parte serem conhecidas das pessoas que
as experimentam.

Para acorrer a estas necessidades, impde-se
um trabalho de estudo profundo e continuado,
que terd de ser orientado segundo duas vias
principais: por um lado, hd que fazer uma ana-
lise minuciosa dos factores que condicionam
a sadde nas modernas condigoes de vida em
sociedade, tomando em atengdo aspectos como
as condigdes de habitacdo, urbanismo, polui-
¢ao, trabalho, nutricdo, etc. — os quais estdo
a causar acentuadas mudanc¢as nos padrdes de
morbilidade; por outro fado, haverd que ana-
lisar, em cada pais, os diferentes aspectos
cientifico-técnicos e de logistica administrativa
implicitos na elaborag¢io de sistemas organi-
zados de sadde que, tomando em linha de
conta as possibilidades existentes, se mostrem
aptos a satisfazer de forma adequada, quer
qualitativa, quer quantitativamente, as necessi-
dades que se pretende suprir, de forma a con-
seguir-se «o maior grau de saade para ¢ maior
nimero de pessoasa. ('}

Procurando dar uma contribuicio neste
campo, o Institute Nacional de Saidde decidiu
aproveitar a inauguragdo funcicnal das suas
novas instalacbes, para organizar uma reunio
de peritos nos assuntos da investigacao e admi-
nistracdo de salide, com a finalidade de estudar
e procurar definir as atribuigdes especificas dos

{1} Brotherston, J. H. F. cit. in Canad. J. P. H.
B4:117, 1973.



Institutos Nacionais de Sadde na andlise dos
problemas referidos, de forma a gue estes orga-
nismos possam estar habilitados a fornecer,
em tempo oportunc, informacdo e conselho
apropriados as entidades que, em cada pais,
tém a responsabilidade pelo desenvolvimento e
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progressiva adaptaggo da orginica dos servicos
as modernas condigdes de salde.

O programa da reunido, subordinade ao
tiulo geral gDefinicio das atribui¢bes dos Insti-
tutos MNacionais de Sadde na investigacdo em
saGdex», constou dos temas seguintes:



1. Estudo dos sistemas de salde
1.1 Modalidades de sistemas de saude
1.1.1 Sistemas nacionais e cobertura geral da populagio
1.1.2 Sistemas de previdéncia
1.2 Organica dos cuidados de salde

1.2.1 Cuidados primarios ou de base e organica da cobertura médico-sani-
taria, tendo em conta:

— Centros de Saide e servicos locais dependentes;
— Laboratdrios e outros servicos de apoio;
— Gampanhas coordenadas de medicina de mesa.
1.2.2 Ligacbes dos servicos de cuidados primdrios com os servicos hospi-

talares

2. Estudo das modernas condicbes de saade
2.1 Perspectiva epidemiolégica
2.1.1 Doencgas evitaveis dominantes
2.1.2 Doencas genéticas € cronico-degenerativas

2.2 Perspectiva ecolégica — Estudo de alguns factores de base condicionadores
da salde relacionados com o ambiente

11



2.21 Ambiente (Habitacdo. Urbanismo. Poluigéo. Trabalho. Nutri¢ao)
2.2.2 Populacdo (Demografia. Planeamento familiar).

No presente volume relnem-se as comunicagfes apresentadas, bem como
o resumo das respectivas discussdes, feitas em mesa-redonda.
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1. ESTUDO DOS SISTEMAS DE SAUDE

Na abertura desta reunido oferece-se-nos
dizer algumas palavras que traduzem ideias
tendentes a situar o assunto, verdadeiramente
da nossa d&poca, que 6 o dos «sistemas de
saude» e da necessidade do seu estudo, no
&mbito das tarefas de investigacio que devem
incumbir aos Institutos Nacionais de Saude.

A problemdtica da «Salder comega a ser
considerada nos nossos dias em termos novos.
Ao tornar-se, de assunto secunddario nos planos
dos governos, em primeira preocupacio das
nagcdes e factor supremo de condicionamento
da «qualidade da vida», a importdncia da salde
estd a implicar a responsabilidade crescente
de governantes, administradores e cientistas na
procura das solucdes mais (teis para a colec-
tividade.

Como se tem dito, o «¢problema da sadden
é hoje virtualmente sinénimo de «problema da
existéncia da humanidade» ou de «problema
da sobrevivéncia da humanidade». Com ele
t8m relacdes fundamentais a industrializacdo, a
urbanizagdo, o planeamento ou falta de planea-
mento das cidades, a habitagdo, a poluicdo de
ambiente, a educacdo, a guerra, o crime, ©
abuso de drogas, os problemas raciais, sendo
estas relagdes invariavelmente de dois senti-
dos: a salde do povo nac s6 depende de todos
os factores indicados e de muitos outros, como,
pelo contrario, os influencia & condiciona —
pela capacidade de trabalho e de iniciativa,
equilibrio e sentido de bem-estar que cria nos

F. A, Gongalves Ferveira

individuos e nas comunidades, e que vém a ser
causa de desenvolvimento e aperfeicoamento
da sociedade. '

Depois de se ter reconhecido que um bom
estado de salde é pré-requisito essencial, e ¢
mais basico, para que cada individuo possa
realizar 0 seu papel de elemento activo da
comunidade, nas diversas fases da vida, che-
ga-se a4 conclusao de que a saidde como factor
de aumento de capacidade de realizagdo, de
equilibrio inovador, de energia e sagacidade
mental — criador de bem-estar, confianca o
harmonia social —é o valor maximo a que o
homem pode aspirar e de que precisa de dis-
por no caminho do progresso.

Sem salde nao ha progresso, e todas as
tentativas de desenvolvimento efectuadas ao
longo do tempo, sem niveis adequados de
salide da populagio, ou se confinaram a pa-
drées medlocres de resultados ou fracascaram.

Falta de saldde €& sindénimo de atraso
— econdmico, cultural, politico, social — e
pode-se seguir, em qualquer pais ou populagéo,
o condicionamento das fases de desenvolvi-
mento colective pela evolugdo da melhoria da
salde,

Todos s individuos, come componentes
da sociedade e particularmente os mais respon-
saveis, tém por isso que ver, directa ¢ indirec-
tamente, individual e colectivamente, consciente
e inconscientemente, com o evoluir das suas
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condigbes de saide e com o praprio conceito
de saide. )

O conceito de sadde aparecerd a todos
nés mais claro, tendo em conta que esta &
determinada por quatre ordens de infludncias
principais:

1) heranca genética, que, para cada indi-
viduo, condiciona Intrinsecamente a sua cons-
tituicio — base da salide — e que, pelos no-
vos conhecimentos e programas recentes de
aconselhamento genético, pode ser influenciada
na prevengdo de riscos e aplicacdo de outras
medidas favoraveis:

2) ambiente, que cormpreende os factores
fisicos (habitagéo, urbanismo, transportes, ali-
mentacdo, qualidade do ar e da &gua), biolg-
gicos, educativos, econémicos e sociais. Todos
eles e no conjunto sdo determinantes do estado
de salide, porque individuos e ambliente consti-
tuem um todo indissocidvel de interdependén-
cias, que pode ser orientado e corrigido nas
suas anormalidades;

3} hébitos e comportamento de saude, que
representarm os padries de resposta dos indi-
viduos aos sinais de doenca e mal estar e as
suas preocupagdes, mais ou menos esclarecidas,
quanto 3s praticas de higiene a seguir na vida
quotidiana e, ainda, as precaugdes tomadas
para a prevencido de doengas e acidentes, que
viio do uso oportuno de vacinas e exames re-
gulares de sadde & alimentagao, uso de tabaco.
bebidas e drogas, cuidados no lar, na conducio
de velculos, no trabalho e passatempos:

4) sistermas de servicos de saidde, que pe-
las suas articulagdes e estrutura e pela extenséo,
qualidade e disponibilidade de intervencao, sao
chamados a orientar a vigilincia da satde dos
individuos e das colectividades, a assegurar a
efigiéncia desta vigilincia por medidas técnicas
e administrativas cada dia mais seguras, e a
corrigir os efeitos das deficléncias criticas da
salde, sobrevindas entretanto, que se traduzem
por morbilidade prematura ou excessiva, inca-
pacidade ou morte.

A realizagdo eficaz da promogdo e vigi-
lancia da saide e da recuperacdo na doenga
exige na sociedade moderna o conhecimento
exacto da situa¢do «¢salde-doenca», compreen-
dendo a identificagdo dos factores determinan-
tes, seus atributos e caracteristicas evolutivas,
o planeamenio das actividades e o estabeleci-
mento das normas de intervencédo e da orgdnica
de servicos adequados i realizagdo das tarefas
estabelecidas.

Convém fazer, aqui, para que haja unifor-
midade de critérios interpretativos, referéncia
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especial ao significado de expressdes que, em
trabalhos programaticos, precisam de ser defi-
nidas em termos operacionais, de que se des-
tacam as quatro seguintes:

1) Sadde. E, na conhecida definigdo da Or-
ganizacdo Mundial de Satde, um estado de com-
pleto bem-estar fisico, mental e social e ndo
apenas a auséncia de doenca ou enfermidade.
Para n6s e dentro da orientagdo desta nota, o
termo satide significara: '

a) ao nivel individual, um conjunto equili-
brado de condigdes bio-psiquicas que
caracterizam os diversos estados de fun-
cionamento normal do organismo ao
longo da vida dos individuos e que de-
vem traduzir, tendo em conta a pofen-
cialidade da constituicdo genética de
cada ser humano, a sua capacidade ma-
xima de desenvolvimento flsico e inte-
lectual, de resisténcia & doenca, de tra-
balho eficiente, de adaptacdo harmo-
niosa na familia, na comunidade e na
sociedade, de interesse pela melhoria
da vida humana e do sentimento do va-
lor préprio e da utilidade social. Todo o
desenvolvimento, e o progresso Socio-
-econémico inerente, tem por ohjectivo
superior e, no fundo, Unica finalidade, a
melhoria e o alongamento da vida, que
dependem essencialmente das condigdes
de sadde dos Individuos, ao mesmo
tempo que um nivel elevado de saide
se torna cada dia o factor real e poten-
cial mais necessario para o desenvolvi-
mento;

b) ao nivel da comunidade, ou ne contexto
ptiblico, uma condigio que se avaiia por
varias medidas de prevaléncia e de inci-
dancia da doenca ou de queixas da
satde, sob a forma de ndices de acei-
tagdo internacional, que se aplicam a
segmentos definidos da populagéo, a co-
munidades ou & populagdo em conjunto.
E sabido que estas medidas, por se ba-
searem om dados que podem ser colhi-
dos com maior ou menor objectividade e
profundidade, devem tender para uma
uniformizacdo e tornar-se concretas e
operacionais.

2) Cuidados de Sadde sio todos os servi-
¢os, particulares e pidblicos, prestados na comu-
nidade por individuos e instituicdes com o objec-
tivo de manter, promover ou restaurar a saude.
A prestacdo de cuidados de sadde tende a es-



truturar-se — constituindo-se para o efeito enti-
dades multidisciplinares, servidas por equipas
de pessoal misto profissionalizado — e a dis-
tribuir-se por escaltes de actividades, interliga-
dos, de especializagao crescente na hierarquia,
capazes de prestarem, a diversos niveis, cuida-
dos de salide progressivamente mais comple-
tos.

3) Sistema de Cuidados de Satde é a eox-
pressdo corrente para designar a totalidade de
recursos que grupos da populagdo, as comuni-
dades ou & sociedade reunem na organizacdo e
prestacio de servigos da sadde, Um sistema de
cuidados de satide ou, simplesmente, um sis-
tema de sadde, corresponde ac esforgo organi-
zado nas comunidades, ou ao nive! nacional,
para & prestag@o de cuidados médicos e putros
cuidados de sadde, com o objectivo de atingir
um conjunto de resultados predeterminados. Na
acepg@o geral, um sistema & formado por partes
interligadas e Interdependentes, estabelecidas
para atingir determinados objectivos, de que re-
sulta uma estrutura, caracteristicas e fungdes
com imputs e outpuis definidos e, em muitos
casos, mecanismos de feedback reguladores.

Na concepgao dos sistemas de sadde esti
implicito que os tipos de cuidados de satide a
prestar pelos diversos érgaos, que sdo as suas
partes, pressupde a existéncia de uma estrutura
na quai a populagdo e os recursos utilizados sac
agrupados ern subsistemas, ou escaldes funcio-
nais, que facilitam, com oportunidade de tempo
e de acesso, a prestacdo de todos os tipos de
servicos de saiude desejaveis. Ao mesmo tempo
s@o estabelecidas as relacbes necessarias com
outras entidades que tenham responsabilidades
nos assuntos que importam 3 saldde. A avalia-
¢iao dos resultados do funcionamento do sis-
tema baseia-se no exame de valores do traba-
Iho produzido {output) em fun¢io dos mais uti-
lizados (input) e das actividades parcelares le-
vadas a cabo pelos seus elementos estruturais
nos varios nlveis de acgao.

4) Cuidados Médicos, traducdo directa da
expressac anglo-saxdénica ¢medical carey, é um
termo genérico que corrésponde a organizacaag,
financiamento e prestagéo de servicos de satide
de indole curativa a individuos. Compreendem os
servigos de médicos, dentistas, enfermeiras, for-
necimento de medicamentos, aplicagcbes ortopé-
dicas ou similares, hospitalizagdo, enfermagem
domigcilidria, utilizacdo de instituicbes de saldde
mental @ outros recursos de saude predetermi-
nados. Os cuidados médicos representam, con-
sequentemente, um subconjunto de partes ou
sistamas e dizem respeitc mais especificamente

ao tratamento da doenca. Sob o ponto de vista
histérico, correspondem a uma fase evolutiva
na concepgdo e organizacdo dos sistemas de
cuidados de salde.

Umn sistema de cuidados de salide — quer
seja do tipo nacional, de seguro ou de pré-
-pagamento — precisa, para satisfazer racional-
mente os seus objectivos na época presente, de
se desenvolver no sentido de:

— estruturar ¢s seus servigos para poder
dar prioridade aos seus cuidados de vi-
gilancia e preventivos, mantendo devida-
mente actualizados e operantes os cui-
dados curativos e de recuperagio;

— englobar nos seus programas todos os
servicos, incluindo os mentais e denté-
rios;

— substituir a pratica individual da medi-
cina, do médico isolado, pela pratica de
grupos e equipas apoiadas em meios
técnicos capazes, e organizar o pessoal
em equipas de salide, na base da medi-
cina de clinica geral apoiada na medi-
cina especializada;

— assentar a organica dos servigos de
saide em dois escalGes funcionais in-
terligados:

a) o sector da cobertura médico-sanita-
ria geral da populagio, que presta os
cuidados de base, ou primarios, di-
rectamente, sob a forma de acgodes
preventivas a8 curativas que podem
ser efectuadas ao nivel local dos
servigos, tanto para os individuos
GOmMo para as comunidades, e pro-
cede ao encaminhamento convenien-
te (triagem) dos doentes que preci-
sam de ser atendidos no escaldo dos
cuidados hospitalares;

b} o sector de internamento, ou hospi-
talar, para tratamento e diagndstico
especializado;

-— desenveolver o sistema sob a forma de
rede de servigos, baseada nos centros
de salide e postos dependentes, para os
cutdados primérios, e nos hospitais dis-
tritais e hospitais centrais para servigos
mais altamente especializados;

— assegurar a melhoria da qualidade dos
cuidados prestados, o0 seu contrble pud-
blico, a supervisio profissional e os pro-
gramas de educacdc sanitdria intensiva
como parte do funcionamento dos pré-
prios servigos;
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— considerar-se, por definicdo, .orientado
para servir toda a populagio e manter
actualizada a gualidade dos cuidados de
salde a prestar.

As alternativas de modelos e organicas de
sistemas de salde dependem do desenvolvi-
mento politico e social das populagdes, porque
este condiciona as preocupagdes com o planea-
mento de objectivos e as decisoes sobre a orga-
nizagéo, financiamento, distribulgdo e qualidade
dos cuidados de salide. .

Mas este desenvolvimento, como a histdria
dos servigos de saide mostra, depende, por sua
vez, do estudo e divulgagio das necessidades,
da sua imporidncia e da possibilidade de serem
satisfeitas na pratica. O reconhecimento, por
secgdes cada vez mais largas da populagéo, dos
factores e atitudes quse ainda impedem o esta-
belacimento rapido de sistemas efectivos de
cuidados de sadde, comega a impor a nscessi-
dade destes como prioridade de topo dos pro-
blemas domésticos de todos os paises, a me-
dida que os cuidados de salde passam a ser
considerados um direito para toda a gente, ©
nao apenas um privilégio daqueles que se po-
dem permitir assegura-los a si préprios.

Esta situagdo, que corresponde nos E. U. A.
2 em muitos outros paises a chamada acrisen
dos sistemas de sadde existentes, precisa de
ser esclarecida pelo estudo continuado dos mo-
tivos por que, apesar dos conhecimentos téc-
nicos e administrativoes de que se dispbe, con-
tinua a haver tantas dificuldades, mesmo nos
paises evoluidos, em estabelecer sistemas de
salide eficientes, cobrindo toda a populacao.

Os governos, os responsaveis pela organica
o funcionamento dos servigos envolvidos e a po-
pulagéo, nos seus sectores individuais e comu-
nitarios mais evoluidos e despertos, devem ser
informados, com regularidade e suficiente cla-
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reza, da importancia dos prcblemas e das pers-
pectivas no dominio da salde, dentro das nos-
sas aptiddes para produzir e capacidade para or-
ganizar.

Compete as Universidades e outras entida-
des cientificas e profissionais de cada pals con-
tribuir para o estudo do problema fundamental
«Sadde», mas, segundo cremos, séo os Institu-
tos Nacionais de Satide que estdo em melhores
condigdes, ao longo do tempo e com a possibi-
lidade de utilizarem todos os elementos de refe-
réncia adequados, nacionais e estrangeiros, para
fornecerem as informagdes necessdrias a este
respeito, em nivel nacional @ com a oportuni-
dade necessaria.

Para ¢ desempenho deste papel, os Institu-
tos Nacionais de Salde podergo vir a actuar por
uma das trés vias de intervencdo seguintes ou
pelo conjunto delas:

1) incluindo estes astudos nas suas fungbes
alobals de investigagdo e elaborando os
respectivos planos, com programas coor-
denados de acgdo;

2} criando centros de estudo especiais, en-
carregados das tarefas definidas de in-
vestigacio neste sector de trabalho;

3) subsidiando grupos de trabalhe encarre-
gados, na totalidade, ou em parte, das
investigacoes referidas.

O objectivo da nossa reunido de hoje, neste
sentido, serd o de analisar os problemas que se
pbem no estudo dos sistemas de satide e na
organizagao dos cuidados de salde necessarios
a populacio, e de definir o papel que os Institu-
tos Nacionais de Sadde podem desempenhar no
seu esclarecimento, usando para issc a sua ca-
pacidade de documentacio, investigagdo e in-
formacio,



1.1 LES DIFFERENTS TYPES DE SYSTEMES DE :SO_lNS DE SANTE

La civilisation contemporaine est caracté-
risée a la fois par une extraordinaire accélération
de la science et par des changements trés rapi-
des dans les activités fondamentales, les struc-
tures et le comportemant de la société. La mé-
decine est étroitement lide & ces changements.

D‘une part, I'efficacité de la médecine s’ac-
croit, mais au prix d'une complexité chaque
jour plus grande qui en rend i’exercice plus di-
ficile, exige un perfectionnement continu du
médecin et augmente considérablement le coilt
des soins.

D'autre part, la médecine est obligée de
s'adapter constamment aux besoins et aux dé-
sirs nouveaux des individus et des c¢ollectivités
qui considérent désormais l'accés aux soins
médicaux comme un droit fondamental et qui
peuvent exercer ce droit grce au dévelop-
pement des systémes d’assurance-maladie.

Enfin, les médecins eux-mémes n’'ont pas
échappé & |'évolution sociale et ils aspirent de
plus en plus & une vie professionnelle semblable
a celle de tous les citoyens, c'est-a-dire com-
portant une durée de travail |limitée et des
temps de repos qui puissent &tre consacrés a
la vie familiale, aux loisirs et & la formation
permanente.

En présence de cette triple évolution qui se
traduit finalement sur le plan économique par
des dépenses de santé de plus en plus élevées
et, pour la plus grande partie a la charge de la
collectivité, les gouvernements et les médecins,
chacun de leur cdté, ont recherché les formules

E. Aujalen

les moins colteuses et les moins contraignantes
pour la délivrance des meilleurs soins médicaux.

Chague pays a essayé de résoudre ces pro-
blémes, les uns en fonction des traditions qui
lui étaient [éguées par une longue histoire et de
I’évolution scciale récente, d‘autres conformé-
ment & leur philosophie politique. Mais il ne
semble pas que les -divers systémes adoptés
|‘aient été aprés un examen approfondi de feurs
avantages et de leurs inconvénients. Cette étude,
quand elle est faite, est entreprise alors que le
systéme choisi fonctionne depuis un temps plus
ou moins long. Elle a en général pour consé-
quence, non pas le changement radical du sys-
téme qui peut poser de sérieux problemes poli-
tiques, mais bien plutdét sa modification sur cer-
tains points et surtout un aménagement de ses
structures. Les Instituts nationaux de la Santé
sont les organismes gqualifiés pour entrepren-
dre, parmi d’autres tiches, de ielles études, éta-
blir des comparaisons avec las autres systdmes
et proposer des solutions aux autorités gouver-
nementales dont ils sont fes conseillers.,

Pour la clarté de 1'exposé, |I'on est conduit
& considérer quatre types de systdmss de santé
autour desquels se rangent les services de la
santé des différents pays. Mais, en fait, on
trouve peu de systémes ¢4 |'état pur». Beaucoup
d’organisations nationales ont emprunté des élé-
ments & plusieurs systémes.

Ne sont examinées ici que les caractéristi-
ques géndrales essentielles de ces systémes et
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non les structures des services de soins qui
font !‘object d'un autre rapport.

1 — Le systéme de santé des démocra-
ties populaires de |’Europe orientale

Le systéme des soins de santé adopté par
1'URSS, aprés la révolution d'octobre et amé-
lioré au cours des années, a servi de modele,
moyennant queiques adaptations aux situations
localas, pour les démocraties populaires de
I'Europe orientale et, d’'une mani&re plus géné-
rale, pour |a plupart des pays 3 économie so-
cialiste.

Les principes fondamentaux de ce systéme
peuvent étre résumés de la maniére suivante:

a) L‘organisation et la distribution des soins
préventifs et curatifs: sont assurés et intégra-
lement financés par I'Etat.

b} Le plan de développement de la santé
publique considérée comme n‘importe quel au-
tre secteur de l'économie, est totalement inté-
gré dans le plan de développement de I'écono-
mie nationale. Il s'ensuit que les institutions sa-
nitaires et le personnel médical et paramédical
font I'objet d'une répartition planifiée, selon lées
besocins, sur tout le territoire du pays.

c) Le personnel sanjtaire a le statut d’em-
ployé de I'Etat ou des adminisirations locales.

d} L’action préventive et la protection me-
dicale sont organisées et surveillées par i'admi-
nistration centrale, mais assurées par les admi-
nistrations locales qui adaptent les principes
généraux aux besoins de la population.

La distribution des soins est basée sur le
principe ‘du secteur territorial {et du secteur de
production — voir plus bas —) qui dispose des
établissements prophylactiques et curatifs: dis-
pensaires policliniques, consultations spéciali-
sées, hopitaux, auxquels s'ajoutent les stations
sanitaires et épidémiologiques gqui assurent con-
jointement avec les autres établissements la preé-
vention et |'élimination des maladies infec-
lieuses.

e) Les services sanitaires sont mis gratuite-
ment ('} & la disposition de toute la population
et l'assistance médicale est la méme pour les
citoyens. Cependant les travailleurs industriels

[') Toutefois «<les syndicals gérent des maisons de
cure et des stations thermales ob les malades peuvent,
selon le cas, &tre défrayés de la totalité ou d’une partie
des dépenses par la sécurité soclale ou se faire soigner a
leurs propres frais». Publication du ministére de [a Santé
de I'URSS, 1967.
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béné&ficient, dans les entreprises ou ils sont em-
ployés, d'une assistance médicale supplémen-
taire grace a des services spéciaux dits de mé-
decine du travail qui ne se limitent pas aux
soins préventifs.

f) L'accent est mis sur les activités préven-
tives et cellesci s'appuient sur ja participation
active de la population. D'oli I'importance don-
née & l'éducation sanitaire.

g) Des assurances sociales, financées par
des versements des entreprises {d’'Etat}, assu-
rent, non seulement le paiement des allocations
an cas d'incapacité de travail, mais aussi la
création et l‘entratien d’établissements a la li-
mite du sanitaire et du social: maisons de cure
et de repos, créches et cantines diététiques, etc.

h) Les écoles de médaecine et de personnel
paramédical telévent du ministére de la Santé,
Les médecins sont tenus de suivre périodigue-
ment un enseignement post-universitaire de plu-
sieurs mois (entretien ou spécialisation) qui est
pris en charge par |‘Etat.

La recherche médicale fait partie de |'orga-
nisation sanitaire. L'activité de nombreux Insti-
tuts de recherche couvrant les principaux do-
maines de la médecine s'ajoute & celle des Eco-
les de médecine.

Ainsi en URSS: étatisation compléte de la
médecine et de la santé publique; gratuité quasi
totale des soins; absence de tout secteur privé.

Mais la méme riguer n‘est pas observée
dans ioutes les autres démocraties populaires.
C'est ainsi que dans certains de ces”pays, les
médecins sont libres de donner des soins
payants a la population lorsqu’ifs ont rempli
leurs obligations a |'égard du service public et
il semble que ces possibilités s'élargissent de-
puis quelque temps. De méme, la gratuité des
médicaments n'est pas toujours assurde' pour
les malades qui consultent au dispensaire et ne
sont pas atteints de maladies de longue durée.
Dans certains pays, jusqua 30 % du prix des
médicaments sont laissés & la charge des mala-
des, méme couverts par la sécurité sociale.

Enfin il convient de reconnaitre que dans
la plupart de ces pays la variété des médica-
menis est inférisure & ce qu’ elle est dans
beaucoup de pays de statut ecapitalistes.

2 —Le systéme de santé basé sur la
médecine libérale intégrale

A l'opposé du systéme saviétique, on peut
présenter le systdme des USA et de quelques
pays occidentaux, basé sur la médecine libérale



intdgrale. En réalité, certains changements con-
cernant |I° application de mesures limitées d’as-
surance maladie organisés par |I'‘Etat se sont
produits récemment mais ne modifiant pas sen-
siblement les principes généraux du systeme.
Ceux-cl se résument comme suit:

a) Le secteur de prévention {prophylaxie des
maladies et hygiéne du milieu) est en partie
organisé et financé par |'Etat et les collectivités
publiques.

b} Certains soins préventifs {chek up no-
tamment) et les soins curatifs reldvent de la
médecine libérale, celle-ci étant essentiellement
caractérisée par

— l'indépendance des médecins: liberté
d'installation, liberté d’organisation de son tra-
vail, liberté de choix de ses malades, libre fixa-
tion de ses honoraires payés directement par le
malade;

— la liberté thérapeutique, sous réserve de
I"autorisation de mise en vente des médicaments
spécialisés;

— le respect du secret médical;

— le libre choix du meédecin par le malade.

c¢) Coexistence d’établissements de soins
publics et d'établissements de soins privés en-
tre lesquels le malade peut choisir.

d) Liberté dans la formation professionnelle
{écoles de médecine publiques et surtout pri-
vées) sous réserve d’un agrément, qui n'est pas
le fait de I'Etat, des diplémes délivrés.

e) Absence d’'assurances maladies générali-
sées obligatoires et plus ou moins é&latiques;
recours voluntaire & des assurances privées.
Mais prise en charge par les fonds publics des
soins de santé des personnes indigentes.

f) Importance des fonds privés dans le fi-
nancement de la recherche médicale.

Entre ces deux systémes, l'on rencontre
beaucoup de sysiémes intermédiaires dans les-
quels médecine étatisée et médecine libérale
se retrouvent on proportion différente. Ces sys-
témes intermédiaires peuvent &tre regroupés au-
tour de deux modeéles principaux: le systéme
anglais du National Health Service et ie systéme
ou coexistent médecine libérale et assurance
maladie généralisée ou étendue & une trés im-
portante proportion de la population.

3 — Le systéme du National Health Ser-
vice anglais (")

Le National Health Service anglais est la
premiére et la plus importante tentative qui ait

été faite pour couvrir la totalité de la popula-
tion en conciliant une médecine étalisée avec
quelques régles essentielles de la médecine li-
bérale.

Les principes sur lesquels repose le National
Health Service peuvent #tre résumés comme
suit:

a) Le ministere de la Santd a |'obligation
d’&tablir, de faire fonctionner et de mettre & la
disposition de guiconque en a besoin, un service
de santé complet (médecine générale; spécia-
lités vy compris les soins obstétricaux, les soins
dentaires et la correction des organes des sens;
soins infirmiers et services d’infirmigres visiteu-
ses). Ce service doit offrir toutes les ressources
de la science médicale.

b) Les soins préventifs et curatifs dispensés
par le Service national, la fourniture des médi-
caments, sous quelques réserves, et la fourni-
ture de certaines prothéses sont gratuits.

Le financement du service est assuré pour
plus de 80 % par le budget national et pour le
reste, par des taxes locales, par une contribu-
tion hebdomadaire payée par les Confributions
3 I'Assurance nationale {National Insurance) et
enfin par les malades pour certaines prothéses
dentaires, pour les verres correcteurs et pour
I'hospitalisation dans certaines conditions de
confort {amenity beds).

c) Le Service national de Santé n'est pas
un monopole. Un secteur de médicine privée,
4 caractere lihéral, persiste {il comporte notam-
ment une centaine d’hdpitaux). Les médecins
son libres de ne pas adhérer au systéme na-
tional de santé et les malades sont libres de
ne pas recourir au bénéfice de ce service.

d) Au sein du Service national de Santé,
le médecin praticien (généraliste, médecin de
famille) a le libre choix de ses malades poten-
tiels sous réserve que l[a liste des personnes
inscrites 4 son nom ne dépasse 3.500. {En
moyenne une liste comparte 2.500 noms).

Le malade a le libre choix de son médecin
praticien sous la méme réserve. || peut changer
de médecin par une procédure simple et rapide.

La liberté thérapeutique et le secret mé-
dical sont assurés ainsi que le maintien des
relations traditionnelles médecin-malade.

Le médecin praticien est rémunéré par le
Service de Santé national sur la base d’une

('} Bien que les lois les régissant soient différentes,
les systames en vigueur en Ecosse et en Irlande du Nord
sont semblables 3 celui de |'Angleterre et du Pays de
Galles.
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somme proportionnelle au nombre de personnes
inscrites sur sa liste. - :

L'adhésion au Service national n’empéche
pas le médecin praticien d‘avoir une clientile
privée payante,

e) Les médecins hospitaliers sont employés
a temps complet ou & temps partiel 6t dans ce
second cas, peuvent avoir une clientéle privée
payante hors de 1'hépital et quelquefois dans
I'hdpital méme, -

f) L'administration des services de santé
est décentralisée. '

— A l'échelon régional, les hépitaux sont
administrés par 'intermédiaire de Conseils hos-
pitaliers régionaux et de Comités de gestion
hospitaliére.

— A I'échelon local, les services de méde-
cine praticienne, de médecine dentaire géné-
rale, de pharmacie, sont administrés par des
Conseils exécutifs ol se retrouvent des mem-
bres nommés par le ministre, l'autorité sani-
taire locale et certaines organisations profes-
sionnelies. De mémae, les services de prévention,
de soins infirmiers & domicile et de centres
de santé sont gérés par les autorités sanitaires
locales {Country Council et Country Borough}.

g) La formation des médecins est faite
dans des éccles de médecine & caractére public

et des hopitaux d’enseignements dont la ges-

tion échappe aux Conseils hospitaliers régio-
naux.

La recherche médicale, florissante, bénéii-
cie de fonds publics et & un moindre degré
de fonds privés.

4 — Systéme ol coexistent médecine
libérale et assurance maladie géné-
ralisée.

Dans ce quatridme systéme, la médecine
est exercée sous la forme libéraie, beaucoup
plus libérale qu'en Grande-Bretagne, bien qu'une
grande partie, et quelquefols la quasitotalité
de la population, soit couverte par des assu-
rances maladie obligatoires. C'est le systdme
en vigueur dans de nombreux pays de |'Europe
occidentale et méridionale. L'organisation fran-
caise peut &tre choisie pour donner un exemple
de ce systéme.

a) La prévention est organisée et financée
par |'Etat et administrée par les collectivités
publiques locales {départements et communes}.
Elle est confiée, soit & des médecins fonction-
naires, soit & des médecins privés exercant
d‘autre part en clientéle,
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b) 98 % de la population sont couverts par
|I'assurance maladie obligatoire. Celle-ci est con-
fie a des caisses d’assurances maladie qui
ont un garactére semi-public {organismes privés
soumis & une tutelle trés é&troite de I'Etat qui
en fait presque des organismes publics).

¢} Les médecins autres que les meédecins
plein temps des hopitaux publics, exercent sous
la forme libérale telle qu'elle a été définie
ci-dessus & propos du systéme des USA, sauf
an ce qul concerne les honoraires réclameés
aux assurés sociaux.

Le libre choix, par le malade, du médecin
praticien, du spécialiste et de [|'établissement
de soins, est intégral et n'exige aucune for-
malité préable; il peut &tre modifié & tout mo-
ment sans aucune formalité.

d} L'équipement hospitalier se cdmpose
d’hdpitaux publics relevant le plus souvent des
municipalités, mais soumis a des régles de
fonctionnement fixées par I’Etat, d’hdpitaux pri-
vés A caractére bénévole et d’hdpitaux privés
4 caractere lucratif {cliniques privées}.

Les médecins plein temps des hbpitaux
publics sont des agents de |'hdpital et recoi-
vent un traitement fixe. lls peuvent, sous cer-
taines conditions, recevoir des malades privés,
payants, a l'hdpital. Les madecins & temps par-
tiel des hipitaux publics peuvent exercer en
clientale privée en dehors de I'hépital public.

e) Tous les médecins sont habilités & don-
ner leurs soins aux assurés sociaux sans aucuns
{imitation du nombre de ceux-ci, Tous les éta-
blissements de soins sont habilités & recevoir
des assurés sociaux.

f) Les honoraires médicaux applicables aux
assurds sociaux qui réclament le bénéfice de
'assurance maladie sont fixés, non par chague
médecin, mais sur le plan national, par con-
vention entre les syndicats médicaux et les
caisses d'assurance maladie. Si les deux parties
n‘arrivent pas a s‘entendre, les tarifs sont fixés
par 1'Etat.

Les malades paient directament les méde-
cins et sont remboursés par les caisses d’assu-
rance maladie 3 80 % ou 100 % pour les ma-
ladies de longue durde. {ll en est de méme
pour les médicaments). Dans certaines condi-
tions (titres particuliers du meédecin, exigences
particulizres du malade), les médecins sont
autorisés a4 dépasser le tarif conventionnel, mais
I'assuré n'est remboursé que sur la base de
ce tarif.

Les médecins sont libres de ne pas adhérer
a la convention. Dans ce cas, leurs malades



assurés sociaux sont remboursés sur la base
d'un tarif Inférieur au tarif conventionnel.

g) Les frais d’'hospitalisation dans les dif-
férents &tablissements de soins sont payés di-
rectement par les caisses d‘assurance maladie
dans les hépitaux publics (cu le prix de Jour-
nde est fixé par l'autorité publique) ainsi que
dans les hépitaux privés et clinlques privées qui
se sont entendus par convention avec les cais-
ses sur leur prix de journée. Dans les cliniques
privées non conventionnées — en fait, seule-
ment un petit nombre de cliniques présentant
un confort particulier — les caisses na piaent
qu'une partie du prix de journée,

h} La planification quinquennale s’impose
aussi aux établissements de scins privés dont
la création doit étre autorisée par I’Etat et qui
sont intégrés dans les plans d’'équipament sani-
taire.

i} La formation des médecins et des méde-
cins dentistes est faite dans les Centres hospi-
taliers et universitaires (CHU) relevant & la fois
du ministére de la Santé Publique et du minis-
tére de 1'Education Nationale. Le nombre des
étudiants est limité par la capacité des hopitaux
susceptibles de les accueillir pour |‘enseigne-
ment. Des écoles de médecine privées sont
autorisées et des hbpitaux privés peuvent &fre
utilisdes pour l'enseignement mais les examens
sont subis devant un jury d’Etat et des dipldmes
toujours délivrés par |’Etat.

L'enseignement post-universitaire est encore
le fait dinitiatives privées, mais son organisa-

tion par les pouvoirs publics en accord avec
les syndicats médicaux ast en cours de prépa-
ration.

j} La recherche médicale est organisée dans
les CHU et dans des laboratoires de recherche
publics ou privés subventionnés par I'Etat. Une
recherche privée est développée dans les en-
treprises de production de médicaments et d’ap-
pareillages médicaux.

En conclusion, I'examen des services de la
santé, dans les divers pays, montre que si les
systemes de sanié sont, en principe, trés dif-
férents, en réalité les organisations évoluent
vers des modgéles qui tendent & se rejoindre,
Le systétme libéral intégral est peu & peu en-
tamé pour faire une certaine place & des for-
mules de médecine plus ou moins établisées.
Le systéme étatique, de son cbté, au fil des
années, tend A s'accommoder d'une certaine mé-
decine libérale.

En outre, sans vouleir pénétrer dans le do-
maine du rapport suivant, il est remarquable
de constater que les structures des services
peuvent se ressembler beaucoup dans des sys-
temes totalement différents, tant il est vrai
quil n'y a pas tellement de possibilités pour
satisfaire les besoins de la population dans
le domaine sanitaire.
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1.1.1 SISTEMAS NACIONAIS E COBERTURA GERAL DA POPULACAO

A fim de corresponder a solicifacdo amiga
de V. Ex.2, senhor Professor Doutor Gongalves
Ferreira, procurei reunir algumas consideragées
para trazer a esta reunidc de estudo scbre sis-
temas nacionais e cobertura geral da popuiacéo

Os sistemas de sadde foram esguematica-
mante referidos na nota sobre «Seguranca So-
cial e Cuidados de Saldes, certamente ja conhe-
cida de V. Ex.®, nota que foi publicada junta-
mente com o texto da comunicagao gue o Ins-
tituto apresentou no 1.° Congresso Nacional de
Pravidéncia Social, realizado nesta cidade em
Julho JdGltimo. Naquela nota, discriminaram-se
quatro principals tipos em que se agruparam
0s grandes sistemas de sadde, referindo as suas
vantagens e inconvenientes: o sistema norte-
-americano, ¢ inglés, o sistema seguido nos
paises socialistas, especialmente na Unido So-
viética, e, finalmente, o sistema que corres-
ponde a um grande desenvolvimento das activi-
dades médico-sociais da Previdéncia.

E ¢ profundo estudo sobre sistemas de
salide que acabamos de ouvir ler, e cujo texto
A me havia sido gentilmente facultado pelo
senhor director desta casa, passara a constituir
uma completa fonte de esclarecimentos, que
bem merece ser considerado por todos os estu-
diosos e até pelos governantes. ’

Nic nos deteremos, assim, a fazer um
exame critico scbre o que representam estas
formas ou solucdes que, utilizando os meios
disponiveis, procuram satisfazer &s necessida-

Domingos Brage da Crax

des essenciais das populagoes em rnatéria de
satide, porquanto, em face dos diplomas legais
publicados em Setembro de 19771, havera ape-
nas que conseguir dar realizacao pratica aos
principios que entdo foram oficialmente dofi-
nidos.

De resto, na sua comunicacdo de Maio
findo, o senhor Secretirio de Estado da Saude
e Agssistdéncia bem esclarecidamente definiu a
posicdo do Governo quando disse:

gconsiste ela (a opcdo feita) em estabelecer
um sistema unificado de salde que, do
ponto de vista funcional, integre os aspec-
tos preventivo, curativo e ds reabililtac;éo
de salide, e, do ponto de vista institucional,
enquadre todos os servigos de satde, sujei-
tando-os a polftica e planos comuns e &
uma gestdo ccordenada, embora com as
diferenciagbes que resultam da origem e
formacio dessas estruturas, instituicdes ou
servicosn.

Conviréd recordar, resumidamente embora,
que no pensamento dos nossos governantes,
desde épocas remotas, esteve sempre a preo-
cupacio de atender ndo sO® as medidas pre-
ventivas mas também a prestacao de cuidados
médicos as populagbes dos pequenos aglome-
rados, pois se considerava que, nas principais
cidades, embora com enormes car&ncias, ja
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existiam alguns meios para a promocio da
salide e para o tratamento dos doentes,

E ao lermbrar o Professar Ricardo Jorge,
patrono deste Instituto, citarei duas breves re-
ferdncias suas sobre médicos municipais: uma
do relaidrio que precedeu ¢ Regulamento Geral
dos servicos de sadde publica de 24 de De-
zembro de 1201, e outra a anteceder o De-
creto ng 12 477, de 12 de Outubro de 1928,
também da responsabilidade daquele consa-
grado sanitarista:

«Ac facultativo municipal, sobre o en-
cargo da assisténcia médico-cirlirgica con-
celhia, cabem funcdes sanitérias imedia-
tamente ligadas ao exercicio e & area da
clinica comunal. Estipulam-se essas obriga-
¢des e ao mesmo tempo refazem-se os pre-
ceitos reguladores desta instituigdo secular
e provida dos partidos médicos, tdc nossa
¢ de tamanho bem comumy.

E ainda, vinte e cinco anos mais tarde:

A entidade prestadia do partido muni-
cipal & objecto de melhorias de ha muito
reclamadasy».

Bem conhecidas sdo, de todos nds, as defi-
ciéncias do sistema, mas certo é que, pelo
menos, assegurava uma presenca médica nos
meios rurais, que, actualmente, sé em raras
localidades se pode encontrar.

Seja-me permitido, a quem, durante largos
anos, teve a responsabilidade de dirigir os ser-
vigos de sadde nos distritos de Coimbra e do
Porto, aproveitar esta oportunidade para recor-
dar a accdo desenvolvida nas Gltimas décadas
por quase todos os senhores subdelegados de
salde sem meios minimos de actuagdo, mas
que sempre deram provas, tantos deles, do
regular cumprimento das miliiplas obrigacdes
dos seus cargos. Bastara referir que a eles per-
tence, sem duvida, o mais largo quinhdo no
extraordindrio éxito do Programa MNacional de
Vacinacdo nos anos de 966/967.

Ditas estas palavras, que considerei um
dever aqui relembrar, passaremos agora, em
breve revista, qualis os meios de que © nhosso
pais actualmente dispbe em matéria de cober-
tura geral da populacio.

Segundo referiu o Senhor Ministro da Satide
e Assisténcia na ceriménia inaugural do Centro
de Salide da Pévoa de Varzim, em 22 de Se-
tembro findo, foram ja criados e estdo em fun-
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cionamento 14 centros de saide distritais e
103 centros concelhios, devendo em breve ini-
ciar os seus trabalhos 2 dos primeiros e 35 dos
segundos. E acrescentou:

¢0s restantes aguardam, na sua maior
parte, a realizacio de obras indispenséveis,
segundo uma programacio conjunta, respei-
tante aos centros de salide, unidades mé-
dico-sociais da Previdéncia e hospitais con-
celhios, na perspectiva global implicita na
nova politica de sauden.

Neste periodo de instalagdo, os novos cen-
tros, com raras excepgdes, ainda ndo conse-
guiram desenvolver um ritmo de trabalho que
assegure um efectivo, justiticado e bem neces-
sirio rendimento.

Por outro lado, para dar uma ideia do de-
senvolvimento das unidades de acgdo médico-
-social da Previdéncia, poderio citar-se alguns
dos elementos do volume ¢Estatisticas de Sad-
de» respeitante ao ano findo de 1972. Com
efeito, nos servigos sem internamento, para um
total de 6803 médicas, 5735 exercem fungoes
nas unidades da Previdéncia. Também acs
247 postos e dispensérios a cargo do Estado,
onde trabalham 1076 profissicnais de enfer-
magem, contrapdem-se 1533 postos da Previ-
déncia com 2693 daqueles profissionais.

Merece especial referéncia o alargamenio
e a grande expansdo dos servicos de accéo
médico-social da Previdéncia, que no ano findo
de 1972 atingiram o elevado movimenio de
14 115 179 consultas, gerais e de especiali-
dades.

Julgo, porém, ter chegado o momento para
uma mais qualificada valorizacdo das activida-
des quer dos centros de saude quer das uni-
dades de acgdo médico-social da Previdéncia,
no sentido de um melhor aproveitamento dos
seus recursos disponiveis, humanos e materiais.

Também nao deixarei de salientar ainda
que os dirigentes de alguns organismos cor-
porativos locais ndo possuem a qualificacdo
necessdria para uma gestic de servigos com
as particulares e responsdveis caracteristicas
exigidas para uma eficiente acgdo médico-social.

Relativamente ao sector hospitalar, foi bem
definida a situagdo, e nfo importara repeti-la
agora, dada a abundéncia de dados e as téo
adequadas considera¢des feitas na comunica-
¢io do senhor Secretdrio de Estado aquando
da posse do senhor Doutor Miério Marques
como Director Geral dos Hospitais, em 8 de
Junho findo.



" Desta comunicacio destacarel apenas a re-
feréncia feita 4s consultas externas dos hos-
pitais:

ang sector do ambulatério, dimensiona-
mento das consultas tendo em vista a
cobertura de toda a populacdo da area de
servigo, beneficiando ou nao do seguro
social: o mesmo, no dominio dos meios
complementares de diagnéstico e ftrata-
mento, designadamente laboratérios de ané-
lises e radiclogia, devende esies suportar,
também, o peso do trabaiho demandado
pela medicina preventiva e praticas de
satde publica dos centros de satdden.

A justeza destes principios haverd que
acrescentar uma orientagdo mais avancada nho
sentido de transformar as consultas externas,
particularmente nos hospitais centrais, em ser-
vicos destinados igualmente ac estudo dos
doentes de major responsabilidade e comple-
xidade de diagnéstico, abrindo-se o hospital,
inclusivamente para colaboracdo com a clinica
particular, a fim de que todos possam colher
os beneficios de uma estrutura especializada,
servida por técnicos qualificados e dispondo
de completos melos auxiliares de diagnéstico e
de tratamento.

Além destes trés principais sectores im-
porta lembrar as instituigbes particulares de
salde e assistdncia, em especial as tradicio-
nais Misericérdias, que, a todos os niveis
— central, distrital ou concelhio — desempe-
nham um papel primacial nas actividades de
natureza hospitalar, além de muitas outras.

Nos dltimos anos t8m surgido algumas ini-
ciativas dotadas de organica prépria e com
ssquemas de prestagdo de servicos que se
afastam muito dos gque sidc seguidos nos sec-
tares dos organismos de salide, quer do Estado
quer da Previdancia Social, constituindo assim
mais um forte elemento de dispersao dos meios
disponiveis. Citarei, entre muitos outros,

a Assisténcia na Doenca aos Servidores
do Estado,

os Servigos Sociais de Ministérios com
esquemas de cuidados médicos,

os Servicos Sociais de Empresas Publi-
cas, €

os Servigos Socials de Organismos Autd-
nomos.

Esta progressiva e crescente criagdo de
ssquemas e servigos impde que se nao demore

a execucio da polltica de saide definida logo
no artige 1.2 do Decreto-Lei n.2 413/71, como
alias bem o referiu o Secretiric de Estado,
senhor Dr. Jorge Santos, na sua ja citada tomu-
nicacio de Maio, que me permito transcrever:

tReconhece-se a utilidade da solugdo
legal consubstanciada em planeamento coor-
denado de servigos publicos ou para-pibli-
cos de sadde e de serviges médico-sociais
da Previdéngia. A chave de tal solugdo
reside no bom funcionamento dos conse-
lhos de coordenagdo, 6rgdos consultivos e
informativos a niveis local e distrital.
Mas reconhece-se também chegado o
momento de superar tal situacdo, passan-
do-se a uma fase de verdadeira instituclo-
nalizagdo da competéncia para planeamento
unitario dos serviges de salde por um sd
organismo de composigdo mista e ambito
nacional a funcionar no Ministério da
Saudenx.

Esta orientagdo foi novamente reafirmada
na comunicacdo de 8 de Junho ja referida,
nos termos seguintes:

¢A esta organizagdo do tipo, chame-
mos-lhe informal, devera sobrepor-se, em
irresistivel caminhada, a desejavel solugéo
institucionalizada, necessariamente integra-
dora e unificadora, é certc, mas ¢om a con-
veniente salva-guarda e respeito pelas carac-
teristicas especificas e diferenciagbes que
resultam da origem, da propriedade e da
natureza estrutural das entidades, institul-
¢bes e servicos a abranger pelo novo sis-
temas.

Assentes e consagrados legalmente os prin-
cipios, como se poderd, na pratica, prosseguir
e realizar tdo dificil tarefa?

A solucdo que inicialmente foi prevista pa-
recia poder ser executada, esquematicamente,
deste modo: orientacido e planeamento geral
pelo Ministério, autoridades sanitarias a nivel
distrital e concelhio, assistidas por conselhos
e comissbes coordenadoras locais, @ ainda «um
sistema de métodos de trabalho, denominado
unidade de saGde (artigo 50.% alinea f) do
Decreto-Lei n.2 413/71) que, tendo por nucleo
o centro de salde, devera conjugar as activi-
dades deste e dos servicos nele ndo inte-
gradoss.

Da forma como vierem a ser definidas e
concretizadas a composigao, a competéncia e
as atribuigbes da «unidade de sadden depen-
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dera, a meu ver, o éxito de toda a futura estru-
turagéo, Indispensavel sera no entanto que os
dirigentes e os demais executores se consa-
grem "dedicadamente, com inteira devocio, a
obra imensa a realizar, criando uma mentalidade
nova, pois s6 assim se assegurard um completo
sistema de prestacdo de cuidados médicos, de
modo a garantir a pretendida cobertura geral
da populagéo.
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E que, em matéria de sadde, necessdrio
serd ter em conta que a auteridade nunca se
devera impor, antes progurar conseguir a franca
aceitagio dos principios reformadores e a in-
dispensdvel colaboracdo ¢ apoio para uma ver-
dadeira e perfeita articulacéo de todos os sec-
tores, numa adesdo esclarecida e consciente,
visto estar em causa o malor de todos os
bens -— a salde dos portugueses.



1.1.2 SISTEMAS DE PREVIDENCIA

1. Cobertura total e coberturas par-
celares — uma contraposicio entre
sistemas de saide.

Dentre as muitas sugestdes que, logo pelo
enunciado, o nosso primeiro tema suscita, so-
breleva a contraposicao entre sistemas que
objectivam uma cobertura total e cutros que,
pelos termos segundo os quais sdo projectados
ou nas suas efectivacdes, nao atingem senao

~ coberturas parcelares.

Digo «contraposicaoy — e nao: «alternati-
va)» — porque se nao trata, na verdade, de mo-
dos entre o0os quais se pudesse proceder a
escolha arbitraria, ao sabor de pendéncias pes-
soais ou tendéncias pollticas de ocasido:—o
mérito relativo de cada uma das duas modali-
dades aponta, sem reservas, para 0s sistemas
de cobertura total. Nao s6 é assim por razdes
politicas e técnicas {algumas das quais ji aqui
foram wventiladas} como, para além disso — ou,
talvez, precisamente por assim suceder, isto &,
por dispormos, hoje, dos conhecimentos que
impuseram esta conclusdo —, se verifica uma
directriz histérica neste sentido: com maior ou
menor amplitude, em moldes arrojados ou so-
frendo restrigbes que muita vez se opdoem a
inovagao, as medidas de reforma em curso ou
preconizadas neste campo denotam, em muitos
lugares, a mesma fundamental tendéncia; na
base dessa evolu¢do encontram-se estudos de
politica e administragéo social e de salde,

Pedro M. Barbosa

realizados em diversos paises bem como em
ambito internacional, nos quais se tem con-
cluido que somente sistemas de cobertura to-
tal, coerentes, fundamentados, funcionais, como
apenas chegam a ser os do modelo «4sistema
unitirios, se mostram capazes de remaoverem
as deficiéncias de fundo apuradas na analise
das actuais prestacdes de saldde,

2. A orientacdo basilar da reforma
de 71

Essa foi, exactamente, o tono inspirador
da importante legislagio que, entre nds, pro-
curou, em 1971, franquear vias pelas quais se
promova uma salde adequada ao tempo que
vivemos.

Evitando repetir o que, a tal propésito, ouvi-
mos ha pouco, compendiarei algumas nogdes
essenciais, insistindo em que a nossa reforma
se firmou em ftrés ordens de principios limi-
nares:

1.2 — no plano ideoldgico, visou garan-
tir o direito & saude como direito universal
e geral;

.2 — no campo técnico, elegeu a pres-
tacdo integrada de cuidados de saide, con-
cebida em perspectiva muito ampla e pro-
curada mediante alinhamento sequente da
intervencdo atribuide a cada um dos esca-
l6es ou tipo funcional de servigos;
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.2— no aspecto funcional, criou bases
para trabalho proficuo a cargo de equipas
multidisciplinares suficientemente esclareci-
das quante aos conhecimentos e métodos
préprios do actual estddio da administracdo
de sadde e informadas sobre as realidades
relativamente as quais vdo actuar;

.2 — quanto a estruturacdo, delineou,
por isso mesmo, um sistema unitdrio, com-
posto pela totalidade dos servicos (de inves-
tigagdo, de planeamento, de orisntagdo e
coordenacao de actividades, de indispensa-
ve! apoio técnico — nomeadamente, labo-
ratorial —, de execugdo integrada de actua-
c¢bes}, ordenando-os, precisamente, de acor-
do com a sequéncia de Intervencdes com-
plementares solicitada pelo tipo de cuidados
de satide que pretendeu pdr em pratica.

3. Os objectivos da orientacdo adop-
tada quanto a politica de saide e
os moldes de actuacio dos Servicos
Meédico-Sociais da Previdéneia (Gon-
fronto geral).

Néo serda necessdrio desenvolver minuciosa
analise para concluir que a prestacao de sadde
pelo processo a que obedecem o¢s Servicos
Médico-Socials da Previdéncia Social fica longe
de prosseguir iais objectivas. Conforme pode-
remos apurar, nesse ambito

1.2— o direito 4 salde nao resulta ga-
rantido nem universal nem geralmente;

2—nao se aplica o método de pres.
tagao integrada de cuidados de salide (o
que pode especificar-se dizendo que nem,
por um lado, a prestacdo & «integraday
nem, por ouiro, se promovem auténticos
¢cuidados de salde» tais como, a rigor,
sao definidos); alids, na auséncia de uma
cadela completa de servigos e fora de uma
integracdo em outro sistema que dela dis-
ponha, também nao & possivel obter o ali-
nhamento sequente de intervencoes que se
reclama;

3.2 — nao parece viavel cumprir os pro-
pdsitos de actuacdo por meio de equipas
multidisciplinares nem as responsabilidades
de formacdo e informacado postuladas pelo
trabalho a desenvolver;

Finaimente (4.!) a prdpria subsisténcia
dos Servicos em apreco € incompativel com
a ideia de Sistema Unitario de Sadde.
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4. 1° factor de analise: o direito 3
salide

O direito & sadde constitui uma aquisicdo
civilizacional que ninguém coloca, enquanto
principie, em ddvida.

Contrariamente ao que alguns supuseram
— talvez por falta de reflexio amadurecida ou
de contacto bastante com estudos juridicos
disponiveis acerca da matéria — ndo se en-
contram na nossa Constituiggo os termos pelos
quais o pudéssemos considerar correctamente
reconhecido. J4 que a lei constitucional sé em
dignidade formal excede, entre nds, o valor
de outros Instrumenios legislatives, e porque
a simples declaragdo de um ideal assume, em
resuitados praticos, menor valor gque o estabe-
lecimento de meios — textos de [ei ou ou-
tros — de efectivagdo dos direitos, penso gue
|embora, evidentemente, nao deva deixar de
pugnar-se por apropriada contemplacéde da fi-
gura em prdxima revisdo constitucional) mais
importante seria, contudo, encarar a outros
niveis vias capazes de o garantirem na ordem
das realidades. Ficou, de certo modo, perdidé
a oportunidade de fazé-lo no quadro legisiativo
da reforma de 71, mas naoc excluo a hipdtese
de, no desenvolvimento que ela suscita —e,
designadamente, no contexto de uma revisao
geral do direite sanitario — vir o assunto a
receber completo tratamento. Em todo ¢ caso,
entretanto, as estruturas orgnicas e profissio-
nais -.por aquale meio estabelecidas constituem
ja avanco relevanie na direccdo desejada,

Se passarmos, porém, do plano da declara-
¢io de principios para o dos modos de execucio,
veremos surgir alguma diversidade de entendi-
mentos e, consequentemente, de solucbes pra-
ficas: — ao direito A salde, categoria abstracta,
adere-se de imediato; mas qual o direito em
concreto, que conteddo se !he reconhece, que
amplitude lhe é conferida, até onde e como se
ponderam e rasolvem as suas implicacdes, quais
os meios mobilizados para efectiva-lo? Nas res-
postas a estas —e, possivelmente, ainda a
outras semelhantes — interrogacoes localiza-se
toda uma gama de alternativas entre as quais
me parece importante discernir, Manifestava,
ha pouco, o desejo de ver estas questoes deci-
didas, inequivocamente e em termos completos,
por normas expressas de direito sanitirio; acres-
cento, agora, que a resposta por que se opte
condiciona as realizagbes praticas e, por isso,
os resultados que poderdo obter-se.

Vamos ver que estas consideragbes se
prendem com o problema de que nos ocupa-



mos: — 0 mérito do sistema de previdéncia
frente ao de cobertura total, que se visa, e a
validade das instituigbes do primeiro uma vez
decretada a criagdo do segundo.

Colhe-se, nos textos legais e em declara-
¢bes circunjacentes, que a Intengdo da reforma
de 71 compreendeu o direito a salde como
universal e geral.

Ser universal significa que todos dele sdo
titulares — noutros termos: que todos sdo en-
tendidos como destinatarios dos resultados em
que se espera vé-lo repercutir-se — o que, um
pouco mais explanado, implica nde serem fici-
tas, na sua prestagdo, diferenciacées que néo
se imponham pela exacta situagéo pessoal dos
destinatdrios, avaliada & luz dos critérios téc-
nicos que norteiam a intervencBo dos servigos.
{Fica, portanto, Implicito, considerar tanto as
caracterizagbes individuais como os condiciona-
lismos respeitanties a inser¢do social e aoc meio
fisico, tomados, estes e aquelas, na totalidade
dos aspectos relevantes quanto & intervencéo
especifica). Toda a diferenciagdo que se ndo
funde nestes critérios converte-se em desigual-
dade inadmissivel e, entdo, o direita & saude
nao estard a ser respeitado ou a sua universali-
dade foi violada.

Que tern a prestacie de sadde pelo sistema
de previdéncia portugués a ver com esta enun-
ciagdo, aparentemente sd tedrica, de posigbes?

A Previdéncia Social portuguesa constitui
uma forma de concretizagio das finalidades
geralmente imputadas & Seguranca Social.
Muito se tem discutido em torno da rigorosa
significagdo destes dois termos {e de outros
que lhes andam, frequentemente, associados}
mas, para o nosso objecto de atengac neste
instante, bastar-nos-a4 partir da ideia de que a
Seguranga Socfal procura, por uma ou por
outra forma, a garantia dos direitos ditos so-
ciais {em cujo elenco se inscreve o que espe-
cialmente nos interessa agora — o direito &
salde} e saber que se tem procurado realizar
tais fins por um de irés processos —a assis-
téncia social, o seguro social e o servigo
publico — surpreendendo-se, na ordem por que
os enumeramos, uma linha de evolugao histé-
rica, pelo menos tendencial (afirmagio que,
nesta circunstancia, restrinjo ac caso do direito
a saude, relativamente ao qual acrescento que
se observa progressiva valorizagdo, do primeiro
para o segundo e do segundo para o terceiro
termo da referida sequéncia).

A distincdo entre os trd@s processos indi-
cados costuma ser apresentada numa perspec-
tiva dupla: —- por um lado, mencionam-se ca-

racteristicas atinentes ao dever de contribuir
para o sistema;, por outro, circunstancias ou
modos do direito a receber prestagdes, (Algu-
mas vezes — chserve-se — incorre-se no vicio
de tomar como essencial o que, em ultima
analise, ndo representa sendo formas equipon-
deraveis entre as quais pode optar-se sem pre-
juizo da ideia fundamental}.

Ne angulo do direito, a assisténcia social
ou ndo ¢ reconhece (porgue coloca a prestacéo
na dependéncia. da iniciativa voluntaria, mo-
vida por misericérdia ou caridade} ou, se, te-
nuemente, o reconhece, ndo o trata, todavia,
como direito universal (visto a situagdo econd-
mica — ou, até, o estatuto social — do indivi-
duo condicionar a prestacéo).

Claro que o sistema nio impede que haja
também prestagao de saide — e como abjecto
de direito — por outras vias, para outras cate-
gorias econémicas ou sociais, o que poderia
induzir a sustentar que, se-existe assisténcia
{destinada a um grupo} mas, ao lado dela,
iguaimente, outros sistemas "{para cada um
dos demais grupos} fica coberta a totalidade
da populagdo, pelo complexc das instituigdes
do pais. Denuncia-se, porém, faciimente, a
falicia deste raciocinio: — o direito sé sera
universal se for Igual para todos e, nessa hipd-
tese, 0 que estd a garantir-se nido & uma «salde
igual para todos», mas sim uma «salde de
grupoy» (e, adiante, j4 veremos que talvez nem
sequer seja uma «saide» mas somente uma
gmedicina» de grupo). .

O sistema da ¢Poor law» inglesa presta-se
a exemplificar o caso; a medicina dos nossos
Institutos Médico-Sociais da Assisténcia {(agora
em fase de conversao para se conformarem
com a reforma em vigor) também,

Por seu turno (ainda do angulo do direito)
o seguro secial — como loge o préprio nome
indica— suporta-se no esquema de contra-
partidas «prémio pago -— risco coberloy.

Contém um avanco notério sobre a dptica
assistencial, tendo sido por isso mesmo que
reprasentou, na Inglaterra, um novo passo con-
cehido para svolugdo histérica— e nao, mera-
mente, ais uma [nstituigdo social; em Por-
tugal - constituiu uma solugdo que, pelos seus
principios, ha-de reconhecer-se indiscutivel-
mente superior a assisténcia e que proporcionou
cada vez mais vasta prestagio de um tipo de
salide, em paralelo com o alargamento a um
niimero sucessivamente maior de destinatarios.

Ainda nesta férmula, contudo, subsiste a
caracterizacao de que disse enfermar a assis-
tangia pelo que toca & universalidade do dirsito
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& satde: — volta, de facto, a ter cabimento
falar, aqui também, em emedicina de grupoy —
do grupo que se presume séja o mais numeroso
€ tenda a coincidir com a generalidade da po-
pulagdc nos paises produtivos, mas, ainda
assim, apenas um grupo diferenciado, que nao
elimina a necessidade de contemplagdc dos
restantes.

O terceiro processo — service publico —
materializa a forma mais acabada de promover
um verdadeiro dirgito universal 4 saide. O ser-
vigo publico & para todos; o «grupo» corres-
ponde, ai, & prépria comunidade, coma o termo
aplblico» sugere; o direito a sadde deixa de
ser condicionado e as prestagdes sdo determi-
nadas, quanto 3 sua concretizagio em cada
caso especifico, apenas por factores decorrentes
dos critdrios técnicos de prestacido de saude.

Acresce — como ja veremos melhor — que,
mediante certa estruiuracao, o modelo «servigo
plblico» oferece a possibilidade de se promo-
ver realmente gsaide para todos» em vez de
amedicina para gruposy.

Tudo sintetizado, digamos, numa sé fér-
mula, expressiva, que se antevd, por esse ca-
minho, a esadde para a comunidadey, a que
hoje se aspira.

Caberia, de seguida, abordar o outro dngulo
que aponteir — o do dever.

Na distingdo entre os trés mencionados pro-
cessos, € comum partir-se da verificacio de
gue: os sisfemas de assisténcia sdo sustentados
ou por contribuigdoes particulares em beneficio
de terceiros, ou por fundos publices, ou por
ambos os meios cumulativamente; o seguro
social € pago pelo proprio segurado (ou «he-
naficlario}, por si ou por outrem gue toma o
seu lugar de prestador, e para si ou para outrem
qus toma o seu lugar de utente dos servigos;
0 servigo publico 6 financiado por irnposto, se-
gundo os critérios adoptados de justica fiscal.

Foi a pensar em diferenciacdes deste teor
que insinuei cair-se, por vezes, no err¢ de con-
fusao entre o essencial e o acidente. As formas
de financiamento, a reparticio dos encargos
com a manutengio do sistema que se abrace,
ndo tém coroldrios absolutos ou uniformes na
natureza desse sistema. Serd, certaments, inte-
ressante reflectir sobre estes ponto. Deixando-o
para anilise em mesa-redonda, avanco apenas,
desde ja, que ndo me repugnaria a existéncia
de um sistema publico de saide financiado
segundo uma formula que basicamente partisse
do esquema financeiro da previdéncia.

A Previdéncia Social portuguesa integra o
tipo gseguro socialy, eivado de alguns tragos
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assistenciais (0 que — explique-se de passa-
gem — explica, de certo modo, que se resista
a adoptar o termo «segurado» e se verifique a
persisténcia no qualificativo sbeneficiarios, que,
sem duavida, deprecia o direltc & saude, como,
alids, os outros direitos que a Seguranca Social
deve garantir). ,

Nesta assercdo encontra-se uma base para
avaliar ¢ mérito desse sistema guanto & ga-
rantia de universalidade do direito & satde: —
mesma que os grupos de segurados sejam
objecto de sucessivos alargamentos (como, so-
bretudo ultimamente, tém sido), ¢ sistema nega,
na sua prdpria ldgica, o propdsito de universa-
lidade, o que me parece relevante nio por zelo
rigorista de pendor académico mas pelas re-
percussdes praticas que esta perspectiva nao
deixa de fazer incidir nas condigGes efectivas
de prestacdo de saiide.

Indissocidvel do atributo de universalidade
— de que nos temos ocupado — surge-nos o
de generalidade do direito 4 saidde.

Ser geral significa niio se admitirem, quanto
ao conteddo da prestacio, outros limites além
dos gue resultemn do aprego técnico das situa-
¢des que motivam a intervengio.

Reconhecer-se-4 sem dificuldade que o cri-
tério expresso na ideia de wisco cobertoy néo
satisfaz os objectivos de uma prestacdo de cui-
dados de saide como ela deve ser encarada
para se coadunar com os valores actualmente
impossiveis neste dominio. A exposicdo, que ha
pouco ouvimos, sobre o método que assegura
essa finalidade dispensa, agora, desenvolvido
comentirio. Poderemos, entretanto, repetir a
construgio de argumento apresentada quanto a
universalidade do direito; diremos, entao, que,
mesmo quando os riscos coberlos sejam previs-
tos com uma amplitude cada vez maior {como,
também, nos dltimos tempos, temos visto acon-
tecer), ¢ logo a propria construgdo fdgica do
sistema que contraria a generalidade do direito
a saude.

Nem, de resto, uma cobertura, por soma-
tério, de todos os riscos possiveis chegaria para
preencher os requisitos que, a luz da devida téc-
nica, sdo capazes de definirem uma ggenerali-
dade» emn acergéo correcta.

5. 2.° factor de anélise: — a prestacdo
integrada de cuidados de saide

O conceito que empreguei poderia, na ver-
dade, exprimir-se por um outro — gprestagdo
integrada de cuidados de saldde» — onde a



ideia de «prestacdo integradas refere um modelo
técnico de actuacido que nao ¢ possivel efectivar
pelo processo de agregagdo de intervencdes
diferenciadas, correspondentes a cada um dos
riscos cobertos, e onde, por seu turno, a ideia
de qcuidados de salde» envolve um tipo de in-
tervengao que nio se compadece com os mode-
los de simples «resposta a3 doencar € nem
mesmo com a prevencdo em moldes classicos
{observagao — esta Ultima — que valerd a pena
introduzir, pois poderia, porventura, opor-se-nos
gue os textos legais cometem aos Servigos Mé-
dico-Socials da Previdéncia algumas competén-
¢las que ultrapassam a simples resposta a
doenca, o que é exacto mas, do meu ponto de
vista, nao vai além de um figurino de prevencao
que fez sua época encontrando-se ja repudiado
pela moderna administragao de sadde).

Toquei, assim, em mais uma das insuficién-
cias que, de inicio, tinha assacado a prestagao
de sadde pela previdéncia portuguesa: — além
de nao garantir um direito universal e geral a
saude, o método da previdéncia também néo
viabiliza uma prestacdo inlegrada de cuidados
de satide, nos termos em que ela deve ser inter-
pretada e prosseguida.

Creio que este aspecto assume, no estudo a
que vamos dedicar a tarde, capital importancia.
E, com efeito, um determinado tipo de cuidados
de saidde que importa promover para se alcan-
garem o¢s resultados Udteis visados pela politica
de salde; e, deste modo, um passo mais, serad
um sistema aptoe a permitir essa forma de inter-
vencdo o que sc¢ impde eleger para realizar a
politica de saude.

Insisto, alids, em que s6 no &mbito de uma
cadeia completa de servigos, devidamente ¢oor-
denados, se torna possivel o alinhamento em se-
quéncia furicional de intervencdes, que fornece
a chave da verdadeira presta¢io iniegrada de
cuidados de sadde.

6. 3.° factor de analise: — os pressu-
postos de investigacéo, de formacao
de trabalhe multidisciplinar

Vem, entdo, a propdsito tomar um dos dois
Gltimos pontos a que pelo enunciado geral me
obriguei: certas condicdes de trabalho, eficiente
porque informado e servido por formacdes bas-
tantes.

Ja aqui nos foi salientada a necessidade de
contarmos, para uma salde eficaz, com pressu-
postos de investigacdo, de formagdc perma-
nente, de métodos de trabalho (considerado,

alids, cada um destes aspecios em diversos pla-
nos — politico, administrativo, técnhico).

Hoje, ndoc podem obter-se restultados vili-
dos, em Saiide, se ndo se partir da investigagéo
das necessidades @ satisfazer, se ndo se proce-
der ao tratamento clentifico da informag8o assim
colhida, se n8o se aplicarem as conclusdes,
dessa forma obtidas, em formac8o permanente
dos profissionais chamados ao trabalhe no sec-
tor, se ndo se assegtrar o concurso de forma-
¢oes diterentes e se ndo se refundirem estas

- preparacdes individuais no espirito da actuagéo

em equipas multidisciplinares.

O que se esta a passar agora nesta Casa da,
a esse respeito, um exemplo: que médicos,
consagrados a formacdo universitdria, & inves-
tigacdo em Sadde, & execucao directa em uma
ou outra modalidade de servicos, engenheiros
devotados s implicagdes — cada vez mais de
atender — que nos problemas de saidde convo-
cam a sua formacgéo, técnicos de questbes so-
cias, administradores, juristas devotados a um
ou a outro dos ramos em que se desdobram as
preccupagdes do sector, estudantes, se congre-
guem em serena reflexdo sobre os destinos da
Sadde em Portugal — traduz urh métode de
trabalho e uma predisposigio mental que teriam
sido inacreditaveis antes das bases criadas pela
reforma de 71, pois s6 lhes vé possibilidade
no quadro de um sistema unitrio e completo de
servigos (onde, por exemplo, se inclua uma ins-
tituicdo como a que neste momento nos acolhe).

Poderemaos analisar até onde, e como idén-
ticos pressupostos estarao a ser cumpridos, od
poderao preencher-se, no &mbito da Previdén-
cia. Uma observacio parece, porém, pertinenta:
se ali se desenvolvessem, em foda a medida de-
sejavel, as condigdes referidas, e se a elas se
acrescentassem todas as demais imprescindi-
vels para garantir uma cobertura total por meio
de um sistema adequado, o que se estaria a pre-
ver nao seria, afinal, um Sistema de Satide —tal
como ¢ desejamos— embora sob a capa de per-
tenga & Previdéncia? E, nesta hipotese, motivos
de especializacdo e divisdo de trabalho — se-
nao, mais, a propria natureza da instituicdo
assim criada — ndo imporiam, 4 evidéncia, a
autonomia desse sistema, entdo perfeitamente
definido e diferenciado?

7. Ultimo factor de anélise: — a incom-
patibilidade de sistemas

E a propria forca logica da ideia determi-
nante de um Sistema de Salde que explica a
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incompatibilidade, com esse sistema, do pro-
cesso de prestacio de sadde pela Previdéncia
e, dai, o anacronismo desta instituigio com
aquelas que a reforma de 1971 desenhou e cuja
efectivacao se procura agora.

A Sadde que queremos recfama um sistema
unitario de cobertura geral, conceito em que se
compreendem: a universalidade s a generali-
dade. do direito 4 salde, devidamente garantido:
o -processo de prestagdo integrada de cuidados
de saude, entendidos na sua actual acergao téc-
nica; a disponibilidade de equipas multidiscipli-
nareg, permanentemente formadas e sob orien-
tagdo metodologica; pressupostos de informa-
¢io de base, cientificamente tratadae; investiga-
¢a0 das necessidades de sadde e escolha do
tipo de servicos capazes de as satisfazerem (as-
pecto, este Ultimo, em que mais ressalta a ne-
cessidade de um sistema unitario, por ser o
iinico em que se afigura viavel preencher a con-
dicao).

A Saude que temos ndo corresponde a estas
caracteristicas e o sistema de previdéncia, que
parcialmente a tem exercido, contraria-as em
aspectos fundamentais.

8. Esbocos de integragéd de servigos
num Sistema Unitario

Devo esclarecer que, nc meu espirito, nao
estdo omitidos certos factores de sinal positivo
no sentido que preconizo. Além das intengdes
presentes na jungao de duas pastas ministerials
(medida em que muito se tem insistido em de-
claragbes publicas e de gue alimento ainda a
esperanca de ver tirar consequéncias priticas
pelo quse respeita ao assunto agora tratado), ca-
beria -salientar, principalmente: os chamados
sAcordosy emre a Previdéncia e servigos pi-
blicos de saude; a uniformizagdo, a que recan-
temente parece ter-se aderido, enire o estaiuto
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de profissionais da previdéncia e &s carreiras
de sadde; @, scbretudo, o projecto, que ja se
ouviu anunciar, de acrescentar i legislagio or-
génica de 1971 um diploma que integre os Ser-
vicos Médico-Sociais da Previdéncia no Minis-
tério da Sadde. Sio matérias sobre as quais
nada adlantarei neste momento, mas que penso
ser util analisar na mesa-redonda, de modo a
ponderar certas deficidncias que, apesar de
tudo, ma parece envolverem e a aclarar, por
outro lado, as razbes por que poderao, de certo
modo, considerar-se positivas.

9. O problema de fundo

Em gqualquer caso, permanece, entretanto, o
problema de fundo: — a coexisténcia de siste-
mas {de salde e de previdancia) que pde em
foco uma assincronia, neste momento elimina-
vel, que redunda em prejuizo financeirc e acar-
reta embaragos funcionais, mas que, segundo
julgo, poderd solucionar-se por recurso a dis-
tinc8o entre prestagdo financeira e prestagéc di-
recta (a primeira das quais se conservaria a
cargo da previdéncia, entregando-se a segunda
ao sistema unitario de saude).

Parece, pois, bem oportuna a proposta de
que reflictamos sobre a. contraposicdo (que
— repito, para terminar por onde comecei —
nao é alternativa) entre modalidades de siste-
mas de salde. Creio.que nela poderid estar a
jogar-se, neste momento, o futuro da Sadde no
nosso pais. Como a opgao fundamental foi ja
assumida pela reforma de 71, talvez a coragem
para decidir esse futuro se chame apenas von-
tade de cumprir a lei— o que, do meu ponto
de vista, que proponho & analise colectiva, acon-
selha uma revisdo do sistema de previdéncia,
orientada pelos principios abordados nesta nota
introdutdria.



12 ORGANICA DOS CUIDADOS DE SAUDE

CONSIDERACOES SOBRE UMA EXPERIENCIA BRASILEIRA

1. Introdugdo
1.1 Conceituagic Geral

0 homem durante o seu ciclo bioldgico do
nascimento 3 morte, sofre continuas agressdes
do meio onde evolui.

No entanto, essas agressdes, variam con-
forme o grau de desenvolvimento desse meio
ambiente.

Desta forma pode ser afirmado achar-se a
satde directamente vinculada aos padroes de
vida das populagdes. Os seus problemas variam
segundo as condicdes sdcio-econdmicas, edu-
cacionais, climaticas e demogréficas.

Assim, apesar da semelhanga bioldgica que
torna todos os homens potencialmente sujeitos
s mesmas doengas ou capazes de se benefi-
ciarem com as mesmas medidas preventivas e
terapéuticas, verifica-se, praticamente, que a
morbidade, a mortalidade e suas causas se difa-
renciam de acordo com as fases de desenvolvi-
mento em que se encontram os paises onde
habitam.

Na verdade, cada regifio geografica, cada
tipo de sociedade e cada grupo econfmico,
apresenta um quadro nosolégico caracteristico
e necessidades médicas peculiares. Este facto
determina que o controla das doengas nas re-
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gidas tropicals, por exemplo, encerra aspecios e
problemas praticos diversos daqueles que sdo
comuns € outras dreas, do mesmo modo que
acontece entre as zonas rurais, essencialmente
agricolas, e os centros urbanos industrializados.

As doencas infecciosas, as enfermidades ca-
renciais e até mesmo os processos degenerati-
vos acham-se, de uma ou de outra forma, estrei-
tamente relacionados a situacio econdmica. A
desnutrigio, por exemplo, responsavel por gran-
de nimero de problemas de satide, é um dos
factores que mais contribuem para a elevada
mortalidade infantil, sempre presente nos pak-
ses sub-desenvolvidos ou em fase de desenvol-
vimento. Condiciona a diminuigdo da resistén-
cia as doencas infecciosas, particularmente as
gastro-enterites, causas principais do obituario
registrado nesse grupo.

Nos paises em desenvolvimento as doengas
infocciosas, parasitarias e carenciais, continuam
sendo as mais prevalentes, cobrando pesado tri-
buto As populagoes.

Desde Winslow ja tem sido salientado, que
a pobreza e a doenca formam um clrculo vi-
cioso -— gas pessoas adoecem pordue $8o po-
bres, mantdm-se pobres porque sio doentes e
continuam doentes, porque 8o pobresy.

A distribuigio do direito 4 vida é ainda das
mais injustas. As relagbes entre a saude e a eco-
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nomia comecam apenas a ser consideradas., A
tendéncia natural tem sido a de medir a saude
e o bem-estar em termos do maior ou menor
rendimentc do ser humano, ou das despesas
que se realizam no campo da assisténcia mé-
dica para reintegré-lo em seu meio social. So-
mente agora a atengdo comeca a se voltar para
medir a saide em funcio de empreendimentos
que visam ao aproveitamento das riquezas na-
turais ou & utilizago de técnicas capazes de
diminuir os riscos ambientais,

A importdncia em harmonizar a saide com
os objectivos econdmico-sociais estd em pro-
cesso de reconhecimento, destacando-se as me-
didas de salde publica que sdo, em sua essén-
cia, medidas nas guais o capital humano cons-
titui o elemento fundamental. Em consequéncia,
os planos globais de desenvolvimento incorpo-
ram programas de saldde. As medidas de sa-
neamento basico, preventivas e curativas, passa-
ram a ser parte integrante de qualguer projecto
de desenvolvimento, desde a fase de pré-inves-
timento e sdo formuladas com bastante flexi-
bllidade para permitirem as adaptagdes neces-
sérias, & medida que avancem os trabalhcs e
se consolidem os programas.

A experiéneia, nesta forma multidisciplinar,
€ ainda muito {imitada, mesmo em paises con-
siderados desenvolvidos. Entretanto, as pers-
pectivas sdo de que, dada a importancia de seus
propdésitos, aumentard rapidamente.

E preciso ter em conta, & luz do que mos-
tram os factos e as observacdes confirmam, que
a luta contra a miséria e a doenca s lograré
éxito se for conduzida come um empreendi-
mento global e puder contar com a participagao
activa de todos aqueles que possuem conheci-
mento capaz de ser utilizado em educacio sa-
nitaria. Sendo assim, h& que promover um tra-
balho tenaz, continuo e permanente, para que se
assegure e educacdo basica e, desse modo,
transformar a atitude o o estado de espirito das
populagoes, a fim de fazerem o melhor uso
dos beneficios oferecidos com os servigos de
salde. Esse é o caminho para colocar o povo
em condigdes de evitar muito dos males que
o agridem ou a eles resistir, enquanto se racio-
naliza a aplicacéo dos recursos destinados as
reducdes e controle daqueles elementos negati-
vos. Esse € o caminho, insisto, porque sé ele
colocard o povo em situacdo de fugir s agres-
sdes ou lhes opor resisténcia, até que disponha-
mos de recursos para elimini-las de vez, e de
todo. E é essa, realmente, a grande diferenca
basica entre os povos das regites desenvolvidas
e das regides em desenvolvimento.
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Assistimos a uma extraordindrla aceleragao
da populagao mundial. Para aumentar de 500
milhdes de pessoas, a partir de 1650, foram ns-
cessarios duzentos anos.

Entretanto, de 1930 a 1975, em apenas 45
anos portanto, o mundo terd duplicado sua po-
pulagdo de 2 para 4 bilides.

Essa zexplosio demograficay, caracteristica
da actual dindmica da populagdo nos paises
em desenvolvimento, ao contriric do que pa-
rece, € o resultado do progresso alcangado na
reducéo da mortalidade geral, e néo do aumento
da taxa de natalidade, que se tem mantido pra-
ticamente inalterada naqueles paises.

Nos outros, considerados desenvolvidos,
além da redu¢do da mortalidade, a natalidade
diminuiu progressivamente atd alcancar o nivel
actual de 12 a 20 por 1000 habitantes a me-
tade ou menos de indice de nascimentos regis-
trados nas &reas que lutam pelo desenvolvi-
mento, onde o indice de mortalidade infantil é
caracteristicamente alto pela mafor incidéncia
de doencas infecciosas. Essa situacdo esta-se
constituindo um dos mais graves desafios a que
o mundo deverd fazer face nos proximos 25
anos. Ha os que por convicgdo cientifica ou
religiosa ndo aceitam qualquer interferdncia de-
liberada na estrutura e tamanho da populagao.
H4 os que estimam ser urgente reduzir a acele-
racédo desse crescimento para coloca-lo na mes-
ma velocidade com que aumentam 0s recursos.
Hé ainda os que nac vém qualquer anfagonismo
entre o crescimento da populacao e o desenvol-
vimento, acreditando que a ciéncia, a tecnclogia
e a economia podem dar sclucgo a qualquer tipo
de problema.

Em Assembleia Mundial de Sadde os go-
vernos estabeleceram, como principio, que se
baseasse a politica geral de trabalho no respeito
a vontade das pessoas, sem coaccag ou influén-
cla, considerando-se privativo de cada casal
determinar o nldmerc de filhos. Porém, para
que cada familia possa tomar uma decisdpo a
respeito, deverd, por direito, ser bem informada,
considerando-se indispensavel intensificar a edu-
cacdo em geral e a dos pais. O que se faz ne-
cessdrio é que haja sempre uma paternidade
consciente dos deveres e das responsabilidades
por elas assumidas.

1.2 — Ao Estado Moderno cabe o dever de
preservar a salde de sua populagao. Mas foi
somente na segunda metade do século XIX que
os servicos de salde ptiblica e de meic am-
biente -—— abastecimento de agua potavel, redes
de esgotos, remogio de lixo e limpeza urbana—



foram incrementados. No século XX, tiveram inf-
cio os servicos piblicos de assisténcia médica
pessoal, até entdo exercidos privada ou carita-
fivamente.

Em nossos dias, nos paises desenvolvidos,
a medicina individual ganhou singular relevan-
cia, principalmente por meio dos seguros mé-
dico-sociais.

No entanto, nos paises considerados sub-
~-desenvolvidos ou em fase de desenvolvimento,
permanece ainda a necessidade da realizagao
paulatina de servigos de assist&ncia individual.

Assim, ao cuidar da organizagcdo dos seus
servigos de salde, cada PAIS devera, apds um
levantamento estratégico de uma real situacdo
sanitédria, montar um sistema protector da sua
popufacdo, que constitui o seu maior capital de
trabalho.

Admite-se a existéncia de quatro grandes
obstaculos para a melhoria das condigbes sa-
nitrias:

1 — a deficiéncia do meio quanto ao pre-
paro para que cada um se responsabilize por
sua salde e pela saude de todos, donde ressalta
a importéncia do saneamento basico — 4gua e
esgotos — para maior adaptacdo e melhores
condigdoes do homem em relagéo ao meio am-
biente;

2 — as doengas transmissiveis, evitadas pe-
las vacinagoes e habitos de hibiene preventiva;

3 — a auséncia de recusos humanos, isto &,
de pessoal especializado, médicos e pessoal
para-médico, particularmente nas areas menos
protegidas;

4 — a escassez de recusos financeiros para
se poder enfrentar as enormes necessidades que
exigem as questdes de salds, uma vez que a
moderna tecnologia é muito dispendiosa.

Tais dbices sdo sobretude dominantes nos
pafses sub-desenvolvidcs e em desenvolvi-
mento.

Desta forma, no presente, & geralmente acei-
to que medidas denominadas de base, fazem-se
necessarias a todas as situacdes, uma vez que
sem elas nao se concebe a existéncia de condi-
¢des minimas de preservacio da salde. No en-
tanto, além dessas medidas, temos que consi-
derar a existéncia de uma rede minima de Uni-
dades Sanitarias, de varias grandezas, localiza-
das de acordo com as exigéncias dos territérios
a serem atendidos bem como laboratérios regio-
nais e centrals para o apeoio dos trabalhos epi-
demioldgicos, segundo a orientagiao do IMSTI-
TUTC NACIONAL DE SAUDE.

Os paises que ainda tém sérios problemas
de doencas transmissiveis e de graves endemias
necessitam, em sua organizacdoc sanitaria, de
um sistema ofensivo de ataque &s mesmas, ca-
paz de realizar eficientes campanhas contra as
doencas de massa que lhe afectam as comuni-
dades. Indispensdvel para todos & a existéncia
de hospitais destinados a toda a gama de aten-

dimentos.

2. Uma politica de saide

Assim, um Governo ao tracar a sua Politica
de Sadde deve proceder a um cuidadoso levan-
tamento das reais condigdes sanitérias do PA(S,
para poder dar énfase necessdria s questdes
mais prementes, considerando a disponibilidada
de seus recursos humanos especializados e fi-
nanceiros.

O Brasil, pais com drea superior a 8 milhoes
e quinhentos mil quilémetros gquadrados, apesar
de seu potencial econdmico, possui uma diver-
sidade de 4reas: desenvolvidas, em desenvol-
vimento e sub-desenvolvidas, e os programas
sanitdrios devem, necessatiamente, moldar-se a
assa realidade.

O maior peso na distribuicio das populacbes
brasileiras cabe as zonas rurais, ainda que, no mo-
mento, a tendéncia seja inverter a situacdo, uma
vez que ©s centrgs urbanos mantém elevadas
e crescentes concentractes humanas.

A distribuicdo da sua populagdo pelas re-
gibes fisiograficas tem aspectos peculiares, mui-
to influenciada pela heterogeneidade do meio.

Os problemas de sadde publica, j& por si
complexos face as condigdes de desenvolvi-
mento do PAIS, ainda apresentam coeficientes
altos de mortalidade infantil, presenca de graves
endemias com a ocorréncia de algumas doengas
de massa, e quadros de desnutrigdo, em re-
gidbes menos desenvolvidas.

0O aspecto demografico do Brasil, mostra em
certas regides, caracteristicas prdprias das dreas
de baixa capacidade aquisitiva das populagoes:

a}) —elevada taxa de crescimento;

b} — curva decrescente de mortalidade ge-
ral;

¢) — alto coeficiente de natalidade;

d} — predomindncia de jovens na composi-
¢do etdria;

e) — elevada concentracéo populacional nos

grandes centros urbanos.
Naturalmente esses factos obrigam a uma
estratégia toda especial para o desenvolvimento
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de uma POLITICA DE SAUDE voltada sobretudo
para a medicina preventiva.

2.1 Organizagio dos Servigos de Saiade no
Brasil

Assim, quando de nossa gestac a frente do
MINISTERIO DA SAUDE DO BRASIL, tragamos
as linhas de uma POLITICA DE SAUDE nos
seguintes itens:

a) — Intensificagdo do combate as doencas
transmissiveis;

b) — Melhoria da produtividade do sistema
de protecgio e recuperagido da sadde para au-
mentar a taxa de demanda-— de Assisténcia
Médica;

c} — Expansdo da rede de unidades locais
de Sadde;

d) — Expansdo de medidas visando 3 me-
lhor protecgdo das criangas:

e} — Desenvolvimento da pesquisa cienti-
fica para a satde individual e colectiva;

f) — Incremento do Saneamento Bésico vi-
sando a ampliar os sistemas de dgua e esgoto,
para evitar as doengas de transmissao hidrica;

g} — Realizagdo de Campanhas de Educa-
cdo Sanitaria, visando a melhorar e esducagao
individual em relagao a certas enfermidades,
particularmente as transmissiveis;

i} — Cuidados especiais com a selecgio,
preparo e aperfeigomento dos recursos humanos
para a salde.

A execucdo dessa POLITICA pelo MINIS-
TERIO DA SAUDE DO BRASIL, obrigou-nos a
praceder uma completa transformagdo em sua
estrutura configurada pelo (Decreto n.? 66 623
de 22 de Maio de 1970). A reforma empreen-
dida, colocou vérios érgaos sob direcgao unifi-
cada emprestando-lhes maior simplicidade e efi-
ciéncia executiva. Foram criadas duas SECRE-
TARIAS: a de SAUDE PUBLICA, dedicada &
medicina colectiva e a da ASSISTENCIA ME-
DICA, voltada para a medicina individual; a
«FUNDACAO INSTITUTO OSWALDO CRUZ»,
dedicada a pesquisa cientifica, & preparagao de
recursos humanos especializados e & producio
de medicamentos necessarios & execucdo dos
programas dos demals 6rgdos ministeriais, e,
finalmente, a FUNDACAQ DE SERVICOS DE
SAUDE PUBLICA, com acghes supletivas das
duas SECRETARIAS, ¢ actuando, particular-
mente, nas actividades especiais de salde
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como o da rodovia TRANSMASONICA; Auxi-
liando esses 6rgaos figura 0 DEPARTAMENTO
ADMINISTRATIV(Q, e todo o conjunto obedece
ao planejamento de uma SECRETARIA GERAL,
directamente vinculada ao Ministro.

Todos os drgdos de combate s vérias
endemias foram unificados sob a denominagao
de SUPERINTENDENCIA DE CAMPANHAS, en-
carregada de executar os programas contra as
doencgas de massa. Um segundo &érgdo, o DE-
PARTAMENTO DE PROFILAXIA e CONTROLE
DE DOENCAS, com varias divises, entre as
quais a de ENGENHARIA SANITARIA, encar-
rega-se dos programas do meio ambiente, com
énfase especial & construcdo de abastecimeritos
de agua e controle da poluicBo ambiental: o
de EDUCACAQ SANITARIA, para os progra-
mas educatives e o de EPIDEMIOLOGIA ¢ ES-
TATISTICA, entre outros.

A SECRETARIA DE ASSISTENCIA MEDICA
abrange a COORDENACAQ MATERNO-INFAN-
TIL, a COORDENACAO DE ASSISTENCIA ME-
DICA a HOSPITALAR & a DIVISAQO DE SAUDE
MENTAL, competindo-lhe organizar e realizar
os programas de medicina individual,

O sistema federativo adoptado pelo Bra-
sil, com independéncia de ac¢do dos ESTA-
DOS, constitui, na verdade, um grande obs-
ticulo 3 realizagdo dos programas sanitarios,
pois cada unidade da federagdo tem um pla-
nejamento préprio.

Procurando vencer esse 6hice foi proposta
uma legislagio bésica de saide, que permitiria
a execuclo dos programas sanitarios em pro-
fundidade, com um planejamente central e
execucdo de d&rgaos federais, estaduais e mu-
nicipais, uma vez que a maior dificuldade para
realizacdo da POLITICA NACIONAL DE SAUDE
era a falta de legislagio delimitadora das res-
ponsabilidades na acgdc de &ambito federal,
estadual e municipal, que muitas vezes fazem
esforgos paralelos, quando nido antagdnicos.

A realizagédo de campanhas pelo GOVERNO
FEDERAL permitiu obter o desejado engaja-
mento das SECRETARIAS DE SAUDE nos
grandes programas preventivos. Criaram-se ain-
da as chamadas «DELEGACIAS FEDERAIS DE
SAUDE» em cada regido sanitaria do PAIS,
para que seu titular, directamente, ligado ao
Ministro, fosse 0 seu delegado permanente
junto dos Secretérios estaduais de sadde.

Dando apoio a toda essa estrutura ficou
a FUNDACAQ INSTITUTO OSWALDQ CRUZ,
com uma rede de laboratérios centrais e regio-
nais, funcionamento como INSTITUTO NACIO-
NAL DE SAUDE.



2.2 —Execucdo de Programas de Sadde —
Campanhas Contra Doen¢a de Massa.
Coordenacio. Apoio de Laboratério.

Com essa organizagao foi empreendido um
extenso programa de acgéio, sendo dada prio-
ridade & erradicagdo da variola, obtida apds a
imunizagdo, em curto prazo, de 86 milhdes de
pesspas! o do Aedes aegipty, também conse-
guida em regides do Norte do pais, onde havia
sido reintroduzido através da navegagao clan-
destina; intensificagio do combate A malaria,
com programas a curto e a longo prazo ao in-
cremento de SANEAMENTO BASICO — dgua
e esgoios — realizando-se em 2 anos e meio
a construgdo de quase 600 sistermas de abaste-
cimento de dgua, beneficlando cerca de 6 mi-
Ihdes de pessoas que viviam em areas pouco
desenvolvidas. Igualmente, severo combate foi
reiniciado contra outras endemias existentes,

como a Tripanosomiase americana (doenca de.

Chagas), a esquisiossomose, a tuberculose, a
lepra o asverminoses.

No sector da medicina individual e assis-
tencial, dada a organizagdo vigente no Brasil,
a questdo apresentava-se mais complexa.

Toda a rede de unidades sanitdrias e haos-
pitais assistenciais acham-se fora da drbita de
acgdo do MINISTERIO DA SAUDE. Dependem
das SECRETARIAS ESTADUAIS DE SAUDE
as unidades regionais. A maioria dos hospi-
tais pertence ao INSTITUTO NACIONAL DE
PREVIDENCIA SOCIAL {i. N. P. S.) do Minis-
tério do Trabalho, ou acha-se vinculado ao
mesmo através de convénios. AS SECRETA-
RIAS ESTADUAIS, mantém ainda hospitais es-
pecializados c¢omo: de tuberculose, c¢oldnias
para leprosos e doentes mentais. Os servicos
municipais que dispGem de malores recursos
também mantém hospitais de pronto socorro
@ gerais 0s com mencres meios, apenas ambu-
latérios. Existe ainda ampla rede hospitalar pri-
vada, que se expande sem nenhum planea-
mento central, e que actualmente, também
procura realizar convénios parcials com o |, N.
P. S.. suplementando assim suas economias.

O MINISTERIO DA SAUDE DO BRASIL,
par sua vez, somente possui sob a sua acg¢do
directa unidades integradas de saide na regido
amazénica, onde a FUNDACAQ SERVICO ES-
PECIAL DE SAUDE PUBLICA foi a ploneira da
sua implantacdo; alguns hospitais para tuber-
culosos, colénia para leprosos [Curupaitl —
Estado da Guanabara} e um grande complexo
hospitalar para doentes mentais no Ric de Ja-
neiro, antiga capital federal.

0 grande defeito do sistema médico-assis-
tencial brasileiro reside na sua diversificacao,
bem come na auséncia de uma directriz unica.
Existemn instituicies de previdéncia que prati-
cam a assistdncia meédica ligada a outros Mi-
NISTERIOS que ndo o da sadde, assim como
FUNDACOES destinadas a obras assistenciais
e médicas inteiramente desvinculadas da acgao
federal apesar de receberem considerdveis sub-
vencoes dos drgdos pablicos, o mesmo aconte-
cendo nos Ambitos estadual e municipal.

As instituicoes assistenciais privadas, mui-
tas das guais se mantém, também, gracas a
subvencdes federais, t8Bm os seus programas
libertos de qualquer planeamento central.
A falta de padronizagic nos métedos de orga-
nizagao hospitalar e nos sistemas de trata-
mento adoptados, conduzem ao encarscimento
exagerado dos servigos prestados e a diminui-
¢80 da sua ac¢ao, em conjunto.

Foi por isso proposto, para maior eficiéncia
técnica e econdmica, que todos esses Orgaos
fossem colocados sob direccéo dnica do MI-
NISTERIO DA SAUDE, formando um «SISTEMA
DE ASSISTENCIA MEDICA», onde seria man-
tida a individualidade de cada drgédo coordena-
dos por um drgdc central do Ministério, com
a criagdo dos instrumentos juridicos de con-
trolo que se mostrassem necessarios, tendo-se,
porém, o cuidado de manter a iniciativa pri-
vada amparada e desenvolvida segundo a
orientagdo dada pselo sistema.

A coordenacido do sisterna de ASSISTENCIA
MEDICA teria o objectivo de desenvolver a
eficiéneia e aumentar a extensdc dos servicos
instalados levando-se em consideracdo, para
tanto:

a) — as caracteristicas ambientais;

b} — os recursos disponiveis;

c) — a epidemiologia sanitaria;

d) — a tecnologia empregada; -

a) — a capacidade operacional;

f) — os determinantes sdcio-culturais.

Da experiéncia brasileira ressaltam dois
factos que pdem em destaque a grande cola-
boragdo que os d4rgdos funciohando como INS-
TITUTO NACIONAL DE SAUDE, pode dar
airavés de eficiente apoio logistico a campa-
nhas contra as doengas de massa ®, também,
o seu indispensavel papel na pesquisa dos pro-
blemas existentes, bem como nos levantamentos
apidemioldgicos através de laboratdrios regio-
nais, das doengas zonais que possam impedir
a conquista, pelo homem, das regibes ainda
nao habitadas.
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Os dois exemplos citados sdo consubstan-
ciados perfeitamente na campanha contra a
erradicagdo da variola e a organizagaoc sanitaria
proposta para a implantagdc humana na regido
cortada pela rodovia TRANSAMAZONICA, onde
ressalta o apoio de uma Instituigido Cientlfica
de vulto que exarce o papel de INSTITUTO NA-
CIONAL DE SAUDE. Tal Institute participa e
procede a avaliacdo dos inquéritos epidemiolé-
gicos e realiza pesquisas sobre os problemas
necessitados de solugbes e assegura, ainda,
o alto padréo de qualidade dos produtos imu-
nizantes utilizados nas campanhas preventivas,
seja elaborando 0s mesmos ou controlando a
sua poténcia, quando de outra fabricacio.

Pode, assim, ser afirmado que as grandaes
campanhas sanitarias s6 tém &xito com o apoio
logistico de uma grande Instituigio, gque na
rectaguarda assegure ¢ esfudo e a pesquisa
dos problemas encontradas e a qualidade dos
agentes imunizantes utilizados nas campanhas
de massa. Exemplificando, temos o caso da re-
cente erradicagdo da variola no Brasil, que
introduzida no PAIS no século XVI, resistiu a
todas as tentativas de erradicagdo iniciadas
desde a descoberta da vacinagdo jenneriana.

Até um levante militar houve no comego
do presente século em protesto contra a vaci-
nacio obrigatéria introduzida por lei e devida
a OSWALDO CRUZ. Em 1964, a varfola atingia
incidéncia das mais elevadas na América La-
tina apontando na época o Brasil em primeiro
lugar. O grande problema que levara ao fra-
casso sistematico todas as campanhas até en-
tdo realizadas era, primordialmente, a quali-
dade das vacinas empregadas em tubo capilar,
que para aplicaggo eram fransportadas a longas
distdncias, muitas vezes em condicoes desfa-
voraveis. Assim, o numero de pegas de vacina
deixava sempre a desejar e a protecgao cbtida
era baixa. Em segundo lugar apresenta-se a
necessidade de um grande volume de vacina
sempre disponivel para obter-se uma vacinagao
de elevado indice em cada &rea atacada. Ora
o Brasil com suas vastas dimensbes e com
uma populagao em répido crescimento segundo
a taxa média anual de 3.4 e que tinha em 1960
cerca de 72 milhdes de habitantes e em 1970 ja
alcangava 95 milhoes, devera atingir 130 mi-
lhées em 1980. Desta forma, v&-se que a velo-
cidade de crescimento da populacdo brasileira
4 das mailores do mundo, sendo que cerca de
44 % dos habitantes t8m menos de 15 anos
de idade. Por outro lado, no grupc de 15 a 44
anos concentram-se 42 % do restante popula-
cional, faixa de maior fecundidade ou de intensa
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reprodutividade da mulher. Assim, fazia-se ne-
cessario ter sempre vacinas em quantidade para
proceder a vacinagdo anual dos novos contin-
gentes de menores susceptivais de contami-
nagao.

Dessa forma, qualquer campanha necessi-
tarfa, para ter &xito, de trés Itens: boa vacina
capaz de resistir & temperatura adversa e em
quantidade suficiente; fase de ataque intenso
cobrindo toda a populagio das varias regides
do Pais em curto periodo, e, finalmente, uma
fase de manuten¢do e consolidagio para reva-
cinar agueles que porventura néo tiverem sido
protegidos na fase de ataque e aqueles prove-
nientes das novas geragdes a medida que forem
surgindo.

E assim foi realizado o trabalho no Brasil.
Apds montagem de adequada aparelhagem de
laboratdrio, o INSTITUTO OSWALDO CRUZ
passou a produzir uma vacina antivaridlica lio-
filizada de alta poténcia resistindo intacta a
longos transportes em condigbes pouco favo-
raveis e que diluida apenas na ocasido de ser
usada, conserva sempre a sua afta eficiéncia
no momento da inoculagao.

Grandes volumes foram produzidos e esto-
cados, porquanto a experiéncia ensinava que
apesar de todos os cuidados, uma perda de
doses de vacina de quase 50 % era impossivel
de ser evitada. Esse trabalho ja fora analisado
guando éramos Director do INSTITUTO 08-
WALDO CRUZ; ao assumirmos o MINISTERIO
DA SAUDE em fins de 1969, ji existiam as
condigdes minimas julgadas favoraveis em re-
lagdo & vacina. Procedemos entao a utilizagao
de servidores normalmente empregados nos
combates contra endemias como a malaria, por
exemplo, para realizarem uma imunizagdo ma-
cica, constituindo como um pegueno exército
flexivel e eficiente. Com o apoio da ORGANI-
ZACAO SANITARIA PAN-AMERICANA, 6rgio
regional da ORGANIZAGAQ MUNDIAL DA
SAUDE, foram obtidos os jet-injectors, neces-
sdrios e veiculos para o deslocamento dos va-
cinadoras, Foi felta ainda uma intensa prepa-
ragido psioolégica da populacao, interessando
os 6rgdos de sadde estaduais e municipais a
participarem na realizagdo da campanha, a gual
foi intensificada em principio de 1970,

Gragas a essas providéncias, somente nesse
ano foram vacinadas cerca de 30 milhdes de
pessoas continuando a campanha intensivamente
até fins de 1971, quando foi atingido um total
de 86 % de uma populagao de 90 milhdes de
habitantes, somados aqueles que vinham sendo
vacinados desde o inicio da mesma, em 1962,



Nesse periodo foram fabricadas 160 milhdes de
doses da wvacina da melhor quafidade.

O decréscimo e o desaparecimento dos ca-
sos da variola foi imediato. Em Maio de 1972
foi comunicado & Assembleia da ORGANIZA-
CAO MUNDIAL DE SAUDE que hd 5 meses
ndo havia mais s6 um caso de variola regis-
tado no pais e recentemente, ji decorride o
prazo considerado minimo de dois anos, foi
finalmente declarada erradicada a variola no
Brasil.

Este exemplo ilustra suficientemente o mi-
nimo de organizagao que deve existir num
servigo sanitirio para uma eficiente campanha
de erradicagao de uma doenga transmissfvel em
um PAIS em desenvolvimento ou em gualquer
centro que venha a ter o problema.

2.3 —Plano de Protecgio médico-sanitario
— Rodovia TRANSAMAZONICA

0 segundo exemplo que apontaremas, ainda
dentro da experiéncia brasileira, é a organiza-
c¢do que foi proposta para proteccdo do homem
destinado a implantar-se nas agrovilas e agré-
polis nas margens da rodovia TRANSAMAZO-
NICA. Nele, como veremos, ressalta a fungéo
das UNIDADES SANITARIAS integradas e labo-
ratorios regionais situados em locais estratégi-
cos, bem como a necessidade das indispensa-
veis ligagGes entre os servigos de atendimento
primérios nas frentes de trabalho e ntcleos de
colonizagdo com os servicos de tratamento hos-
pitalar e apocio, situados em zonas mais desen-
volvidas.,

Ao cuidar-se da localiza¢do do homem na
regido da TRANSAMAZONICA as seguintes di-
rectrizes sanitarias foram baixadas para os p6-
los de desenvolvimento do denominado plano
de Integracdc Nacional.

1 — Incrementar as actividades de medicina
preventiva de forma a melhor proteger
a populacdo e os nlcleos instalados
em decorréncia da construgdo das Ro-
dovias TRANSAMAZONICA e Cujaba-
-Santarém,

2 — Incentivar a assisténcia médica aos
grupos populacionais da regiao através
de unidades especializadas, fixas e vo-
lantes, de acordo com as normas téc-
nicas indicadas pelo MINISTERIO DA
SAUDE.

3 — Desenvolver trabalhos epidemiolégicos
e de pesquisa sobre os problemas mé-
dicos da Regiac Amazénica.

Para atingir esse desiderato foi criada a
«OPERAGCAO OSWALDO CRUZ», assim denomi-
nada em homenagem ao grande sanitarista bra-
sileiro o primeiro a elaborar um plano de com-
bate 3 malaria na regido onde entao se cons-
trufia a Ferrovia Madeira-Mamoré.

Primeiramente, normas gerais para exames
de satide, foram baixadas para serem cumpri-
das pelas empresas construtoras da rodovia
com cerca de 5500 Km de extensido, pene-
trando do litoral atlantico a fronteira com o
Perll, através dos Estados do Parid, Amazonas
e Acre. Fol determinada a utilizaggo dos postos
avangados a serem construidos pelas firmas
no emprego da profilaxia, tratamento e outros
cuidados médicos que deveriam ser proporcio-
nados aos trabalhadores e aos habitantes dos
nuclecs de colonizagcdo ao longo da Rodovia.

Na zona a ser desbravada estio presentes
varias zoonoses, que podem ser transmitidas
ao homem directamente ou através de insectos
vectores ou dejectos de animais infectados.
Além dos animals pegonhentos, dermatoses
causadas por cogumelos cu picadas de arfro-
podos venenosos podem ser verificadas.

Dos estudos procedidos nos laboratérios
regionais verificou-se que na 4drea da Rodovia
TRANSAMAZONICA tém sido identificadas
doencas bacterianas, parasitarias e viroses.

Entre os virus isolados, o unico que se
mostraou patogénico para o homem foi o da
febre amarela silvestre, felizmente sensivel a
eficidcia da profilaxia pela vacinagdo. Os de-
mais arbovirus isoclados maostraram baixa pato-
genicidade humana.

Entre as parasitoses contam-se a leishmanio-
se, a amebiase, a filariose, a tripanosomiase arne-
ricana @ a maldria (com algumas formas resis-
tentes aos medicamentos usuais particular-
mente aquelas causadas pelo «Plasmodium fal-
ciparumpy}.

Foi considerada, também a possibilidade
da Introducdo na regiao de doengas a ela es-
tranhas a que poderiam ser introduzidas por
seus colonizadores, constituinde assim missdo
do MINISTERIO DA SAUDE, no chamado
PLANO DE INTEGRAGCAO NACIONAL, a pro-
teccdo do homem contra os possiveis males
existentes no local & também evitar que ¢ mes-
mo viesse a introduzir doencas estranhas ao
meio.

Apds estabelecer normas de medicina pre-
ventiva, como a aplicagdo sistematica da vaci-
nagao antiamarllica e da profilaxia antitifica;
da limpeza dos terrenos destinados aos acam-
pamentos que ndo deveriam ficar nunca a me-
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nos de 100 metros da floresta; da telagem das
casas para evitar a entrada de anofelinos trans-
missores da maléria, foi toda a populacdo das
frentes de trabalho submetida, rigorosamente, a
medidas profildcticas semanais contra a doenca;
— determinou-se ainda que ¢s acampamentos
fossem dotados de banheiras e lavandarias, para
evitar o contacto da populacdo com as corren-
tes de agua natural e que houvesse construgao
de sistemas de dgua potavel e remogdo ade-
quada de dejectos.

Passou-se ainda a proceder a selecgao pré-
via daquelas que se fixariam na regido, para
impedir a contaminacdo pelas doencas das ter-
ras virgens, criando-se uma «CARTEIRA DE
SAUDE» para todos, com inspeccoes a serem
repetidas de sels em seis meses.

Finalmente montou-se um sistema de alerta
permanente para pronta identificagcao das en-
fermidades pouco conhecidas ou ainda desco-
nhecidas que pudessem surgir. O drgéo regio-
nal de pesquisas — INSTITUTO EVANDRO
CHAGAS — sediado em Belém {Pard) uni-
dade. local da FUNDAGAQO INSTITUTO OS-
WALDO CRUZ passou a executar esse ultimo
item, enviando equipas de pesquisadores ao
interior das areas em foco para tentativas,
através de capturas de transmissores e peque-
nos animais, de identificar possiveis agentes
infecciosos.

Foi ainda elaboradc para a execugdo de um
plano de assisténcia médica, a implantacdo de
unidades sanitirias mistas e integradas mo-
veis e fixas e destinadas a actuarem na regiao.
As fixas, constituidas por 3 tipos: Unidade re-
gional; unidade zonal e unidade local e as
unidades satélites méveis também de trés tipos:
unidades terrestres, unidades fluviais e unida-
des aéreas, escalonadas em intervalos de
150 Km da rodovia as unidades fixas; e cada
componente base do sisterna, actuaria em uma
frente de 600 Km, tendo ao centro um hos-
pital regional, ligado a dois hospitais zonais
aum de cada lado, por sua vez vinculado a dois
hospitais logais», constituindo as bases das
unidades mdveis terrestres, fluviais e aéreas.

O tipo de hospitais escolhidos foi o pré-
-fabricado em trés modalidades, pois apresen-
tavam a vantagem da construgdo rapida e
ainda o aspecto econdmico.

Os diagramas em anexo ilustram suficien-
temente © projecto.

Com as medidas enumeradas procurou-se
assegurar a preservacido dos padrdes sanitarios
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para o bom éxito de empreendimento de tdo
grande envergadura como é a conquista da selva
amazbdnica e a sua efectiva ocupacéo. Milhares
de trabalhadeores foram mobilizados nessa
grande jornada e até a nossa saida da PASTA
DA SAUDE nenhum evento sanitirio desfa-
voravel |hes ocorreu.

3. CONCLUSOES

Conclui-se ante o referido que:

1. A organizagdoe dos SERVICOS DE
SAUDE PUBLICA devem obedecer sempre a
cuidadoso planeamento, moldado as condighes
regionais previamente avaliadas.

2. Os programas meédico-sanitarios devem
ser executados em profundidade, com as uni-
dades periféricas atuando em estreita ligacao
com os Orgaos de apoio. Incluem, notadaments,
GOMmo ponios essenciais:

a) — Medidas primarias ou de base torna-
das necessdrias em todas as situagdes para
organizagdo de um eficiente sistema protector
de salde da populacdo tais como: abasteci-
mento de dgua potavel, rede de esgotos sani-
tarios, remogio de lixo e limpeza urbana.

b) — Unidades Sanitirias de varias gran-
dezas, laboratdrios regionais, servigos de aten-
dimento de urgéncia ligados a hospitais de
tratamento distribuidos estrategicamente, que
devemn formar uma rede cobrindo as areas a
serem atendidas.

3. Os servicos médico-assistenciais devem
formar um sistema sob orientacdo puablica, com
padronizagido dos métodos de trabalho, unifica-
cao dos tipos de material a fim de facilitar a
sua manutencao e orientagdo da rede hospitalar.

4. As campanbas contra as doengas de
massa, para serem eficazes devem ser organi-
zadas de maneira dindmica e fiexivel e sempre
precedidas de preparo psicolégico da populagéo
a ser atingida.

5. Aos Institutos Nacicnais de Salde sem-
pre cabe pape! de singular relevancia nas acgoes
sanitarias através do apoio logistico &s mesmas
o a avaliagdo das condigdes epidemioldgicas.
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1.2.1 CUIDADOS PRIMARIOS OU DE BASE E ORGANICA
DA COBERTURA MEDICO-SANITARIA DO PA(S

1. Ao falar-se de cuidados de saude, e dada
a grande diversidade de conceitos & pontos
de vista com que se depara neste dominio,
convém precisar o sentide em que se emprega
esta expressdo e outras que com ela directa-
mente se relacionam e a que teremos de nos
referir no decorrer da presente exposicio.
Duma forma esquemética, poderemos dizer
que, para nés, os cuidados de saide {(Qua-
dro 1) abrangem ndo apenas os cuidados pres-
tados is pessoas em estado de saudde, visando
a promocdo da salde ¢ a prevencido da doenca,
mas também os cuidados prestados as pessoas
doentes — que incluem o diagndstico, o ftra-
tamentc e a recuperagdo @ que constituem os
chamados cuidados médicos. Neste conceito

Aloisic M. Coelbo

compreensivo, entende-se, portanto, que os Gui-
dados médicos sdo uma parte integrante dos
culdados de salde e que estes devem ser pres-
tados a toda a populagio — sdos e doentes ——
ou, por outras palavras, que toda a populagéo
deve encontrar-se sob a algada dos servigos
encarregados de prestar os cuidados em ques-
téo, facto cuja importincia, em termos de
saide poblica, se torna desnecessério real-
car.

Dentro duma optica operacional, os cuida-
dos de satide podem dividir-se em duas gran-
des categorias:

a) os cuidados primérios ou de base, nor-
malmente dispensados em regime am-

QUADRO |
CUIDADOS DE SAUDE
— CUIDADOS PRESTADOS PROMOGAD DA SAUDE ]
AS PESSOAS EM ESTADO DE SAUDE { PREVENGAO DA DOENGA | cuibADOS  » ESCALAG
} PR'M;S'OS DOS SERVICOS
DE BagE DE SAUDE
— CUIDADOS PRESTADOS DIAGNGSTICO [ ELEMENTARES |
AS PESSDAS EM ESTADO DE DOENGA } TRATAMENTO CUIDADOS 2.0 ESGALAO
[Cuidados médicos) REABILITAGAO | DIFERENGIADOS —s cion Pie o » DOS SERVIGOS
DE SAUDE
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bulatério, e que incluem os cuidados:

prestados as pessoas em estado de
salide e os cuidados médicos elemen-
mentares, isto &, a parte dos cuidados
médicos que nao exige métodos de
diagnéstico e tratamento especializados;

b} os cuidados secundérios, corresponden-
tes aquela fracgdo dos cuidados médi-
cO0s que exige o recurso a meies técnicos
mais diferenciados e que normalmente
se encontra a cargo do sector hospitalar
ou de outros servigos especializados.

E do primaito grupo que iremos particular-
mente ocupar-nos, procurando fazer uma des-
cricdo sucinta da orgdnica dos servicos que,
no nosso Pais, asseguram a prestagao destes
cuidados.

Deve, no entanto, esclarecer-se que, no pre-
sente comentario, apenas nos ocuparemos dos
sorvigos dependentes do Ministério da Sadde.
Como ¢ sabido, a cobertura médico-sanitaria
do Pais é ainda assegurada por outras entida-
des, colectivas ou individuais, de cardcter pi-
blico ou privado, mas, duma forma geral, a
acgdo destas entidades limita-se ao sector dos
cuidades a que chamamos secundarios, pelo
que ndo serdo aqui consideradas. Apenas se
fard alguma referéncia & actuacdo da Previ-
déncia neste dominio, dado ¢ largo campo da
sua acgdo — que hoje se estende a mais de
70 % da populagio — e a ligagao gque progres-
sivamente estd a ser estabelecida entre 0s seus
servigos e os servigos do Ministério da Sadde
encarregados da prestagéo dos cuidados base.

2. De acordo com © que foi aqui afirmado
na abertura da sess&o, um dos requisitos a que
deve obedecer um sistema de saude moderng,
adaptado as necessidades dos nossos dias, é
o de assentar a orgadnica dos seus servigos
em dols escaldes funcionais distintos, embara
interligados, que possam desenvolver a sua
actividade, duma forma concertada e harmo-
niosa, em dois planos de actuacao distintos,
correspondentes aos dols tipos de cuidados
de saude (primarios e secundarios) que acaba-
mos de referir.

Ao escalio primirio —ao qual caberd a
cobertura médico-sanitaria geral da populagao,
am termos de cuidados de salide — compeste
estabelecer um contacto activo directo com as
populagdes, para lhes prestar localmente — in-
clusive no domicilio — e tanto ac nivel dos
individuos como das comunidades, os cuida-
dos que se traduzem por acgdes de promocido
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da salide e prevencdo da doenga — e ainda
por acgfes curativas, quando estas podem ser
satisfeitas com os recursos disponiveis a nlvel
local.

Este primeiro escaldo tem ainda o impor-
tante papel de funcionar como um filtro selec-
tivo através do qual se faz a triagem dos mem-
bros da comunidade, separando-os em dois
grandes grupos, correspondentes as duas ca-
tegorias a que aludimos:

— a um lado, ¢s Individues em estade de
salde e aqueles que padecem de proces-
sos de doencga ligeiros, para os quais os
recursos locais de diagnéstico e trata-
mento (incluindo pequenos internamen-
tos} sdo suficientes — uns e outros per-
manecendo na algada deste escalao, dis-
tribuidos embora por diversos dos seus
sectores funcionais, conscante as respec-
tivas necessidades;

— a outro lado, os individuos doentes para
0s quais os recursos técnicos deste es-
caldo ndao chegam, e que sdo encami-
nhados para o segundo escaldo, ou
seja, para o escalao hospitalar.

Este segundo escaldo, encarregado
de prestar apenas cuidados médicos, s6
entra em cena, portanto, quando se
torna necessério recorrer a processos
de diagndstico cu tratamento mais dife-
rancoados.

3. Este tipo de dispositivo operacional, que
actua em varias fases — contacto activo com
a populagao; triagem desta; prestacao dos cui-
dados adequados a uma parte e encaminha-
mento apropriade da parte restante — possibi-
lita a realizagdo de um dos principios basicos
em que assenta a actual concepc¢io dum sis-
tema para a prestagio de cuidados de salde:
o de que este assegure, de forma eficaz, a
cobertura de toda a populacéao.

Outro principio administrativo que nos nos-
sos dias se considera igualmente imperativo
6 o de que as tarefas a executar no &mbito de
acgdo do sistema sejam levadas a cabo por
equipas multidisciplinares, constituidas, além
dos médicos, por outros técnicos de diferentes
formacdes, de modo a tornar-se possivel uma
conveniente racionalizagdo do trabalho, me-
diante a atribuigao, a cada elemento da equipa,
de tarefas estritamente adequadas 3 sua pre-
paragdo técnica, segundo um critério de rigo-
rosa economia de meios no que se refere a
utilizagde do pessoal.



Um fterceiro principio bésico, decorrente
igualmente de preocupagdes de economia admi-
nistrativa e que hoje goza, pode dizer-se, de
aceitagao geral, 6 o de que a pratica das acgdes
de salide devera fazer-se duma forma coorde-
nada, a bem da eficacia do sistema, a qual
s6 poderd ser prejudicada com as dispersoes
e duplicagdes de esforgos e de despesas.

4. Possui o nosso Pais, desde 1971, uma
legislagio que prevé a criagdo de uma rede
da servicos para a prestagio de cuidados
de sadde, cuja orginica obedece, nas suas
linhas gerais, aos principios administrativos
acabados de enunciar: cobertura geral da po-
pulagdo; racionalizagdo do trabalho, mediante
o recurso a equipas profissionais multidiscipli-
nares; coordenacdo de todas as actividades de
salide.

Dispbe-se esta rede segundo os dois esca-
I6es considerados, sendo o primeiro destes es-
caltes constituido pelos centros de salde --- aos
quais se associam os hospitais concelhios — e
o segundo pelos hospitais centrais e distritais.

De acordo com o diploma que os criou, os
centros de salde — a quem cabe a prestacédo
dos cuidados de base, com o objectivo de
assegurar a cobertura médico-sanitaria geral
da populacio —- sdo responsaveis pela inte-
gragao s coordenacéo das actividades de saide
e assist@neia a nivel local; e, para a realizagédo
das tarefas que lhes cumpre executar, adop-
tam o sistema do trabalho em equipa {equipas
de saldse). ‘

Dentro da concepgao da politica unitaria
de saude que presidiu & reconversdo da orgé-
nica dos servicos, levada a efeito em 1971,
os centros de salde constituem, portarito, a
unidade funcional em que assenta o sistema
de cuidados primarios do Pais. Na sua orga-
nizagdo, atendeu-se a dois principios funda-
mentais:

— atribuigdo da responsabilidade pela di-
recgdo dos centros & autoridade sanita-
ria local, a quem foi cometida a orien-
tagao geral de todas as actividades de
sagde (plblicas e privadas} da area;

— integragao progressiva nos centros de
saude dos vdrios servigos de salde e
assistdnecia que, no &mbito do Ministério
da Saude, actuam na area respectiva.

Deste modo se procurou reunir no proprio
centro de salide, ou, de qualquer forma, na
sua esfera de acg¢io, todos os recursos locais
de saude e assistdncia, de forma a estes po-

detem ser utilizados duma forma coordenada.
4.1 Do ponto de vista administrativo, os cen-
tros de satide dividem-se em distritais (dirigi-
dos pelos Directores de Satide do distrito) e
concelhios |dirigidos pelos Delegados de Sai-
de), dependendo os segundos, financeira e
administrativaments, dos primeiros. Foi ainda
prevista a criacio, sempre que necessério, de
postos de saide (dirigidos pelos Subdelegadoes
de Saride), a nivel de freguesia, na dependén-
cia dos centros de salds concelhios.

Pelo que respeita & -sua orgdnica estrutural,
os centros de saide comportam um certo nd-
mero de valéncias e servigos de apoio. A enu-
meracdc das valéncias previstas da-nos a ima-
gem das actividades que se pretende que os
centros de salde pratiquem. ]

Nos centros de saOde concelhios, essas
val@ncias sio as seguintes (Quadro Il}:

- Higiene do meio ambiente, higiene do
trabalho e medicina do trabalho;
— Higiene materng-infantil, pré-escolar e

escolar;
QUADRO 1l
C.5. C.85.
Valéncias Conce- | Distrl-
lhie tal
— Higiene do meio ambiente,
higiene 'do trabalho e me-
dicina do trabalho ......... X X
— Higiene materno-infantil,
pré-escolar e escolar ...... X x

— Profilaxia das doengas evi-
taveis, com centros de va-
CiNaGRo ... ..civiiiiieenns x

— Profilaxia da cérie dentdria

— Profilaxia da cegueira ......

-— Profilaxia da surdez ......

— Profilaxia do cancro ......

— Saide mental .......... .

— Enfermagem de safdde pu-
blica, com visitagdo domi-
CIHAMA .. vvevrceaiaarininnnenn X X

— Selecgdo e cuidados médi-
cos, incluinde os domici-
HAFIOS o.vvvrveeiieneireneees X

— Educagio sanitaria; ......... X

— Servigo social ............... X X

— Laboratério distrital de
salide publica ...............

— Registos estatisticos

T T
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— Profilaxia das doengas evitiveis, com
centros de vacinagdo;

-— Satide mental:

— Enfermapgem de sadde pablica, com vi-
sitagdo domiciliaria polivalente;

— Seleccdo e cuidados médicos elementa-
res, incluindo os domicilidrics;

— Educacdo sanitaria;

— Servigo social;

— Registos estatlsticas.

Os cenfros de salde distritais possuem,
além das valéncias existentes nos centros con-
celhios, mais ainda as seguintes:

— Profilaxia da cdrie dentdria;
— Profilaxia da cegueira;

— Profilaxia da surdez;

— Profilaxia do cancro;

--- Laboratdrio de salde puablica.

Penotando a preccupacic de evitar esque-

mas rigidos, a legislacdo prevé gue os elencos
de valéncias apresentados possam ser altera-
dos de acorde com as condigdes locais.
4.2 Na impossibilidade de dar desenvolvimento
imediato a todas as valé@ncias consideradas, a
Direcgao-Geral de Satude tem concedido prio-
ridade, nesta fase de organizagdo e estrutura-
cdo dos servigos, as valéncias de Higiene ma-
terno-infantil, Higiene do meic ambiente e
Visitagdo domicilidria.

Dentro do principio da coordenacido dos
servigos, foi considerado que os centros de
salde poderao alargar a gama dos seus recui-
sos por meio da colaboragdo com outras en-
tidades, publicas ou particulares, nomeadamente
com as Misericérdias e a Previdéncia. Assim,
os hospitais concelhios, que, pela reforma de
1971, foram integrados na Direcgdo-Geral de
Satide, poderdo, mediante acordo, funcicnar
como servicos de apoio dos ceniros, para diag-
ndstico, tratamento e internamento de casos
simples (por exemplo, para parturientes), tendo
sido igualmente previsto que esfe sistema de
acordos poderia ser estendido a outras enti-
dades, a fim de se assegurar a conveniente
cobertura da populagas. Um exemplo notdrio
desta origntagao € o dos acordos celebrados
com & Previdéncia no que se refere ao sector
da protecgao materno-infantil.

4.3 A legislagao publicada em 1971 previa a
instalagao de um centro de saide em cada
congelho, estando afté ao momento instalados
8 am grau mais ou menos adiantado de funcio-
namento, 14 centros distritais e 108 con-
celhios, num total de 122. De acocrdo com
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a estimativa da Direcgao-Geral de Satde, pen-
sa-s6 que serdo inaugurados mais 31 em prazo
curto, possivelmente até ao fim de 1973,
ficando deste modo completada cerca de me-
tade da rede.

Os centros inaugurados até ao momento
correspondem j4 a uma area populacional de
perto de 4 milhdoes de individuos, mas o pes-
soal que neles presta servigo tem de conside-
rar-se ainda muito reduzido (Quadro Ill} e o seu
funcionamento tem-se feito com grandes difi-
culdades.

QUADRO 1li

Pessoal técnico em servigo
nos Centros de Satide

(Agosto de 19873)

MA&dIcos .......cciviiieee - 510!
Enfermeiras ..........ocooiiiin 183
Auxiliares de enfermagem ......... 257
Auxiliares de salide publica & vi-
sitadoras sanitdrias .............. 101
Fiscais e Agentes sanitarios ...... 120
Técnicos de laboratério ............ a8
Auxiliares de laboratério ......... 28

1 300 em tempo parcial.

Nos Quadros IV e V dé-se uma idefa das
actividades desenvolvidas pelos centros de
salde no sector da Protecgdo materno-infantil,
no ano de 1972 o 1.2 semestre de 1973, de
acorde com os dados recolhidos pela Direc-
gao-Geral de Salide.

A titulo de curiosidade, indicam-se também
alguns nameros referentes a despesas com leite
e medicamentos fornecidos aos Centros de
Saiide durante o mesmo periodo {Quadro Vi)
e apontam-se ainda algumas verbas respei-
tantes a despesas com os Centros de Salde,
demonstrativas do esforgo feito, nos dois ulti-
mos anos, neste sector {Quadro ViI}.

5. Descrita assim, sumariamente, a orgdnica
geral dos Centros de Sadde, faremos agora
uma breve refer@ncia a uma valéncia destes
servigos que se reveste da maior importdncia
para o funcionamento das restantes e que apre-
senta algumas particularidades que convém fri-
sar: os laboratodrios.

Embora fazendo parte, administrativamente,
dos centros de sadde, estes laboratérios estio
funcionalmente integrados na rede nacional dos
laboratérios de sadde plblica — uma rede uni-



QUADRO IV
Valéncia da Satde Materna
1973
1972 (1.c se-
mestre]
Consultas .................. 40 782 | 36 389
Rev. Puerpério ............. 3513 | 3542
Parto hospitalar ........... 2042 | 2237
Parto no domicllio
¢/ Médico .............. 126 | 115
¢/ Parteira ............. 390 330
s/ Assisténcia ...... h57 570
Andlises de rotina .......| 89 160 |74 991
_Anélises laboratoriais ....| 16 188 |18 0568
Vacina antitetdnica ...... 1015 548
Ensino
individual ............... 37 695| 34 753
GrUPO  oovvviriirnannes .| 1558 | 16886
Visitacao ’
Familias presentes ..... 4876 '119018°¢
Familias ausentes ...... 1897' 4045°
Nio matriculados ..... 9317 31512

I Nameros relativos a 72 centros.
2 Mimeros relatlvos a §9 centros. Sadde Materna
e Sade Infantil em conjunto.

QUADRO V
" Valéncia da Saide Infantil
' 1973 -
1072 (1. se-
mestre)
Consultas
a} Primeiras
<6 meses ......... 17584 | 13987
6-12 meses ......... 4 385 1982
> oano ... 12313 6780
_ b) Seguintes ........... 132352 |126 886
c} Total ............ ....|166644 | 148 635
Andlises ......coceeeinenn. 1328 2433
Ensino o .
Individual .......... 187697177 775°
Grupe .....ooveinnn. 6933' 41877
Visitacao '
Familias presentes| 23284 | 12018°
.Familias ausentes| 4678 40457
Naéo matriculados| 3703 31517

1 N.*¢ referentes a 73 centros.
2 N.°: referentes a 99 ceniros.
3 Saiide Materna e Sadde [nfantll em conjunto.

QUADRO VI

Despesas com leites e medicamentos
fornecidos aos Centros de Salide
{Periodo: 1971 a 1.° semestre de 1973)

Anos Leites Medicamentos
1971 ... 1086 7164810 533 365500
1972 ......... 5925 447540, 636 783430
1.2 sem. 1973| 5 687 429670 1 005 532660
Totais ........ 12 099 593§20| 2 175 680420

ficada que se estende a todo o Continente e
que, distribuindo-se por trés escaldes distintos,
& encabecada pelo Instituto Nacional de Sadde
(INSA). Comporta esta rede 2 laboratdrios cen-
trais {os do Instituto Nacional de Salde, em Lis-
boa e Porto), 12 laboratérios distritais e 2 labo-
ratdrios concelhios (Figura 1). Os laboratorios
do INSA, que sac os |laboratérios nacionals de
referéncia, além de constituirem o escaldo cen-
tral da rede dos laboratérios de salde publica.
desempenham ainda, nos distritos de Lisboa
e Porto, as funcdes de laboratérios distritais.

Neste momento hd, portanto, 14 dos 18 dis-
tritos do Continente providos dos servicos dum
laboratério distrital de salde piblica, havendo
ainda mais um distrito que, nao possuindo labo-
ratdrio na capital do distrito, dispoe todavia de
cobertura laboratorial de salude publica assegu-
rada por um laboratdrio concelhio — o distrito
de Braga. Estando o laboratdrio de Vila Real
prestes a ser inaugurado, os distritos de San-
tarém e Beja séo os dois Unicos gue ndo dis-
pdem de apoio l[aboratorial adequado, o que
representa um grande inconveniente, dado gue
no primeiro estido ja a funcionar quatro centros
e no segundo seis (Figura 2).

Exceptuando o caso dos dois laboratdrios
centrais de Lisboa e Porto, que, como disse-
mos, pertencem ao Instituto Nacional de Sadde,
os restantes laboratdérios encontram-se instala-
dos nos centros de salde, competindo-lhes
prestar o seu apuio especializado as actividades
normalmente desenvoividas nas outras valén-
cias dos respectivos centros. Isto significa que
estes laboratérios se encontram. apetrechados
para a realizagdo das analises clinicas corren-
tes e para as analises de rotina de indole sani-
taria (sobretudo de aguas de abastecimento}.

Os laboratérios distritais apoiam todos os
centros de sadide do respectivo distrito, fun-
cionando a. rede dos laboratérios no sistema
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QUADRO VII

Despesas efectuadas com os Centros de Sadde

Mapa-Resumo

Designagdo das despesas

Ano de 1971

Ano de 1972 Ano de 1873 *

Edificios e instalagbes UTTUTTRUTRDRT
Pessoal ... ...l
Equipamento, incluindo viaturas ............
T

10 381 2945870
2 537 176500
14 482 461490
1086 716440
533 365800
2122 516430

4293 036810
15 138 267460
15818 433870

5925 447840

636 783430

6 254 115540

1 762 973500
46 180 700500
2 022 934510
5 087 4293570
1 005 532560
2 779 333470

31 143 630400

48 066 083450 | 58 838 903810

* Até Julho. inclusivé.

da complementaridade — isto &, recorrendo
cada laboratdrio ac escalao imediatamente su-
perior, para a realizagio das andlises que, por
razfes de ordem técnica ou outra, ndo pode
axecutar.

Estando integrades nos centros de satide, os
laboratérios de sadde publica dependem admi-
nistrativamente da Direc¢io-Geral de Salide;
mas, do ponto de vista técnico, recebem orien-
tagado ¢ apoio do INSA, que, por acordo com
a Direccao-Geral de Salide, se encarrega ainda
da gestio, coordenagdo e controle das respec-
tivas actividades, assumindo igualmente a res-
ponsabilidade pelo treino e aperfeicoamento do
pessoal técnico que presta service nestes labo-
ratorios.

A actividade dos laboratérios de salde pi-
blica, que tem incidide fundamentalmente nos
sectores da Protecgdo materno-infantii, Doen-
¢as transmissiveis e Higiene do meio ambiente,
traduziu-se, no ano de 1972 —e excluindo
as andlises efectuadas pelo INSA —na reali-
zacdo de cerca de 90 000 anélises, o que, de
forma nenhuma, pode considerar-se um ndmero
avultado, atendendo a que alguns dos labo-
ratérios, além do apoio prestado aos proprics
centros, prestam também servigo a oufras en-
tidades pulblicas ou particulares — por exem-
plo, a Hospitais e Servigos Médico-Sociais.

Pelo que respeita & cobertura labaratorial
do Pais no sector dos cuidados de base, veri-
fica-se pois que esta é bastante satisfatdria
no que se refere & sua amplitude geografica,
havendo, no entanto, duas falhas importantes
sob este aspecto, correspondentes aos distritos
de Beja e Santarém (que representam, em con-
junto, mais de meioc milhdo de pessoas). Sera,
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(Segundo Direcgdo-Geral de Sadde)

evidentemente, do maior interesse que estas
duas falhas sejam rapidamente reparadas.
Independentesmente desta falha de cober-
tura, o dispositivo logistico adoptado para os
sorvigos de laboratério — que se sobrepde,
alids, ao que é aconselhado pela OMS — mos-
tra-se, todavia, estruturalmente adequadoc & sa-
tisfagdo das necessidades que lhe incumbe
suprir @ as deficiéncias que se tém wvarifl-
cado no seu funcionamento afiguram-se, duma
forma geral, passiveis de resolugdo com o
tempo e o interesse dos responsavels directos.
Neste capitulo, o problema que se apresenta
mais dificil €, como nos restantes sectores, o
da fixacdo do pessoal técnico diferenciado na
periferia. Se for possivel encontrar maneira
de tornear esta dificuldade, pensa-se que o dis-
positivo laboratorial actualmente a disposigio
dos servigos de salde é dotado da flexibili-
dade suficiente para poder vir a responder ca-
pazmente as solicitagbes progressivamente cres-
centes que, com o desenvolvimento dos servi-
cos, virdo certamente a verificar-se neste sector.

&. Outro aspecto a que pretendemos ainda alu-
dir, em relagdo com a orglnica dos servicos
encatregados da prestacic dos cuidados de
base, é o da inclusio das campanhas de medi-
cina de massa no &mbito da accdo regular
destes servicos.

Entre as possiveis finalidades deste tipo de
campanhas, contam-se, como & sabido, os as-
tudos directos da morbilidade das populagoes,
feitos pelo restreio das doencas cuja existéncia
se pretende averiguar.

Dadas as caracteristicas de actuagéo des-
tes programas — grande rapidez e mobilidade
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Fig. 1 — Distribuigio geografica dos laboratdrios de salide plblica no continente portugués
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Fig. 2 — Cobeértura laboratorial do Pais por Laborat6rios de Saiide Publica



de accdo, métodos de trabalho de campo sim-
ples e expeditos que, realizados por equipas
especialmente treinadas, permitem o exame de
slevadas percentagens da populagdo em tempo
curto — compreende-se que a sua Utilizacdo em
ligagao com os servicos que prestam os cui-
dados de base regulares se revista do maior
interesse pratico. Com efeito, funcionando como
uma espécie de guarda-avancada destes servi-
cos, as campanhas de medicina de massa po-
dem alargar-lhes extraordinariamente o campo
de accéio e a capacidade de triagem, sobretudo
se 05 servigos em questdc se encontram em
fase incipiente, como é o caso dos nNOssOs.
A acclo coordenada dum servigo de rastreio
dasta ordem, com a dos servigos de saide per-
manentes — que procurardo precisar o diagnds-
tico dos casos suspeitos detectados pelo ras-
treic e dar seguimento apropriadc aos casos
de doenga confirmados — torna-se assim uma
medida extremamente atraente, do ponto de
vista da administracao de saide.

Em Portugal, ensaiou-se ja este tipo de
orientagdo, na altura em que foram criades os
primeiros centros de sadde, no distritoe de
Braga. Recorreu-se, para o efeito, & colaboragéo
do Projecto-Piloto de Medicina de Massa do
INAT, que, na épaca (1971}, desenvolvia a sua
actividade, isoladamente, no distrito de Setibal
e nos Acores,

Este Projecto-Piloto, cuja acg¢do, iniciada
em 1964, se limitou, de entrada, ao rastreio
da tuberculose {tendo principiade por chamar-se
«Projecto-Piloto de Erradicagiio da Tuberculosez),
passara, de certa altura em diante, a ocupar-se
também do rastreioc de mais algumas doencas,
dispondo, ao fim de 7 anos de actuacao, nio
s6 de dispositivos operacionais bem estrutu-
rados, mas também duma consideravel expe-
riBncia na matéria.

A sua actuacdo coordenada com os centros
de satude iniciou-se pelo concelho de Guima-
rdes, em Julho de 1971, e pode considerar-se
que os resultados obtidos foram bastante sa-
tisfatérios, pois que, no espago de 1 ano, foi
possivel observar mais de 100000 pessoas,
correspondendo a cerca de 86 % da populagao
do concelho. Os exames efectuados constam
do Quadro VIlil, pelo qual se verifica que, em
relacio a populacdo estudada, se encontraram
perto de 7 % de resultados suspeitos ou anor-
mais, que subsequentemente foram confirmados
pelo centro de sadde.

Chama-se a atencdo, em especial, para os
resuitados correspondentes &s medigbes da
pressao arterial. De acordo com a experiéncia

do Proiecto-Pilote, os nimeros encontrados re-
lativaments a esta Gltima determinagdo deverao
corresponder a cerca de 3 300 casos de hiper-
tensdo — o que ndo poda deixar de considerar-
-se um achado muito importante, a justificar
plenamente a associacdo funcional dos dois
tipos de servigos.

QUADRO vIll
Projecto-piloto de Medicina -de Massa

(Concelho de Guimardes, 1971)

Nimero defgesultados
OE’SB“"" Suspeitos
gbes ou ou
Interven- | Anormais
coes
Individuos observados ...|103 665 6 965
Micro-radiografias .........| 96 867 —
Provas tuberculinicas ....| 69 528 —
Vacinagoes B. C. G. ..... .| 30613 —_
Triagem para estrabismo
{2-8 anos) .............. 9 946 102
Acuidade visual nos es-
colares ......o.ieeinieans 3084 221
Andlises de urina . 77 406] 2 058
Pesquisas de urcbilinogé-
1]+ S, 5 880 8
Uremia .. 234 19
Pesq. de infeccdo urindria 1231 42
Determ. da tensdo arterial | 77 622| 4 515

(Segundo: ALMEIDA, F. N.: Relatério preliminar refe-
rente aos trabalhos do Projecto-Pilota de Medicina de
Masse em apoio ao Gentro de Sadde de Guimardes, Lisboa,
QOutubro de 1972).

7. Podemos congluir, afirmando gque, no nosso
Pafs, a prestacéo dos cuidados de hase foi, até
ha dois anos, fragmentéria, descoordenada e in-
completa — tanto do ponto de vista da gama dos
cuidados prestados, como da extensdo das popu-
lagbes abrangidas -—, mas que, desde 1971, se
dispbe da base legal para a utilizacdo duma rede
de servigos adequada a esta finalidade, estrutu-
turada segundo os modernos principios da admi-
nistracdo de salde. Estando esta rede ainda in-
completa, impde-se que o esforgo feito para
a sua estruturagao prossiga, pois nos dias de
hoje ndoc se pode mais admitir — quer por ra-
z6es de ordem econdmica, quer por razdes de
ordem politica e social — que as comunidades
nio tenham & sua disposigao todo o espectro
dos cuidados de saide que [hes s@o devidos,
desde a promogdo da salde A recuperagéo da
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doenca, passando pela prevencdo e tratamento
da mesma.

Em relagdo 3 acgio actualmente em curso
neste dominio, de que se pretendeu dar aqui
uma amostra, had todavia que chamar a atengéo
para um aspecto muito importante, que nao
podera ser esquecido: € que, se se pretende que
esta acgao seja rentavel, ha absoluta necessidade
de se proceder a avaliagdo sistematica da efi-
cdcia dos servigos prestados e ao estudo das
condicdes para a sua constante melhoria.

E este, precisamente, um dos pontos em
que, segundo cremos, o Instituto Nacional de

Salde podera dar uma contribuigdo util, me-
diante 0 estudo das necessidades do Pais neste
campo e a deiinicdo de critérios apropriados
para se poder avaliar em que mmedida € que
as necessidades existentes sdo satisfeitas, gua-
litativa e quantitativamente, pelos servicos. In-
dependentemente de tudo o resto, o custo da
sadde &, nos nossos dias, de tal mode elevado,
que n3o & possivel prosseguir uma accgao efi-
ciente neste dominio sem um controle rigoroso
da forma como s$io exploradas as potenciali-
dades dos meios utilizados.
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1.2.2 LIGACOES DOS SERVICOS DE CUIDADOS PRIMARIOS
COM OS SERVIGOS HOSPITALARES

As ligacdes existentes entre servicos de
cuidados médicos priméarios e servicos de tra-
tamento hospitalar sdo, em Portugal, de con-
cretizacdo em extremao dificil, visto nao corres-
ponderem, na pratica, a um modelo bem defi-
nido. De facto, embora a legislagdo promulgada
nos dltimos anos tenha em vista a criacdo de
uma pirdmide de servigos de saude ordenada
em trés andares — cuidados primarios a cargo
de centros de salide, cuidados secundérios en-
tregues a hospitals distritais e cuidados ter-
ciarios confiados aos hospitais centrais — for-
coso & confessar que nao foi, por ora, possivel
erguer completamente o edificio, nem sequer
estabelecer a comunicagag conveniente entre
as suas partes, apesar do esforgo considerdvel
que, em tal sentido, representam as remodala-
coes e construgdes de raiz de estabelecimentos
hospitalares @ centros de saude, levadas a cabo
em paralelo com a instituigdo das carreiras pro-
fissionais do Ministério da Saude.

Os obsticulos que se opdOem ac progcesso
de renovacdo, cujas infraestruturas foram, de
facto ainda que tardiamente, estabelecidas, re-
sultam, em grande parte, de condicionalismos
préprios da histéria da medicina portuguesa,
gue interessa scbremaneira ponderar.

Quando da eclosdac da Segunda Guerra
Mundial, os meios humanos e materiais exi-
gidos para o diagndstico e subsequente tera-
péutica da maioria das situagdes patolégicas
passiveis de beneficio cabiam, se encarados

Mério Gomes Marques

sob uma perspectiva pragmdtica, dentro das
possibilidades de iniciativas privadas, que, atra-
vés de consultérios e casas de sadde com
estrutura elementar, satisfaziam, no ambito da
medicina curativa, as necessidades sentidas
pelos elementos da populagao.

Os encargos resultantes dos servigos pres-
tados em situagbes do foro médico eram, quase
sempre, suportiveis pelos diversos escaldes das
classes privilegiada & média, tanto mals que a
organica social e o tipo de vida entdo vigentes
permitiam, mesmo a familias pouco abastadas,
manter no domicilio os doentes acamados, ai se
deslocando ¢ médico assistente, o analista- e
quaisquer eventuais conferentes, enquanto os
cuidados de enfermagem cabiam a membros
femininos do agregado ou, mais raramente, a
profissionais pouco dispendiosos. Pelo contra-
rio, as situagOes cirlrgicas, na medida em que
obrigavam a internamento e envolviam hono-
rarios avultados, impunham, a todo um sector
populacional, que para os restantes cuidados
médicos ndo utilizava os hospitais publicos,
o recurso esporddico a estas instituigdes.

Deste modo, os hospitais publicos, que nao
ofereciam, do ponto de vista funcional, van-
tagens substanciais sobre o sistema privado de
assisténcia, serviam os economicamente débeis
e indigentes em todos os ramos da medicina
e eram. embora com relutdncia, também fra-
queniados, no ambito das especialidades cirdr-
gicas, pela baixa classe média. A prestagdo de
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servigos, que efectuavam em consuitas exfernas
e em regime de internamento, era, em raziao do
baixo nivel econdmico de grande parte da po-
pulagdo, muito importante de um ponto de
vista quantitativo e, dado o valor técnico dos
médicos hospitalares, francamente satisfatéria
do ponto de vista qualitativo.

Contudo, a pobreza das instalacoes, con-
dicionando um ambiente pouco acolhedor, im-
pedia a generalizagac do recurso aos hospitais
que ndo constituiam uma escolha ditada por
razdes técnicas, mas sim, e apenas, uma fata-
lidade social.

Assim relegados, noc campo assistencial,
para uma funcéo que assumia aspectos essen-
cialmente supletivos e beneficentes, os hos-
pitals pablicos desempenhavam outro papel de
realce, visto lhes competir a formacao de mé-
dicos, que neles adgquiriam, como voluntarios
ou percebendo remuneragées simbodlicas, me-
diante contacto com colegas mais diferenciados
e observag¢ao de casos analisados com relativa
profundidade, uma excelente preparacido. Essa
preparagao ndo podia ser conseguida na clinica
livre, onde rcada profissional ficava entregue a
si prépria e limitava, com frequéncia, o estudo
das situacoes em tratamento, para evitar as
sobrecargas econdmicas decorrentes de exa-
mes complementares, por vezes desejiveis mas
ndo imprescindiveis.

O contexto antes eshocado condicionou al-
gumas das linhas de rumo determinantes da
actual probleméatica sectorial portuguesa, no-
meadamente, a pobreza de muitas das instala-
gbes e recursos técnicos, a ma utilizacdo dos
existentes, a eviccdo dos estabelecimentos pu-
blicos por um amplo estrato da populagéo, o
nivel deficiente dos cuidados prestados e a
falta de profissionalizagao dos médicos haspi-
talares.

Tais linhas de rumo n&o foram infelizmente
contrariadas, através de uma conveniente poli-
tica de salde, visto que os responsivejs, pe-
rante a resignada aceitacdo, pelos utentes, das
deficiéncias que existiam nos hospitais, se limi-
taram, durante decénios, a cobrir saldos nega-
tivos de exploragdo, sem cuidarem de investir
em melhoria de instalagdes, que atraisse novos
clientes, ou em aparelhagern actualizada, que
garantisse os meios Indispenséiveis para um tra-
balho de qualidade comparavel ao de pafses
mais evoluidos. Por outro lado, ignoraram esses
responsaveis que as vantagens obtidas pelos
médicos afravés da frequéncia de estabeleci-
mentos hospitalares eram, dado o seu caricter
diferido, facilments relegadas para a esfera
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do subconsciente, o que permitia considerar
como actos de puro altruismoc as funcdes ai
exorcidas e exigir quase completa imunidade de
quaisquer deveres para com as instituigdes,
para além dos contraidos em base é&tica e pura-
mente Individual perante cada doente assis-
tido. Essa ignorincia facilitou todas as anoma-
lias na prestacao de servicos médicos e con-
sentiu que se relegassem para segundo plano
as actividades hospitalares, em face das soli-
citacOes crescentes para o exercicio de funcoes
mais lucrativas.

Frequentados pelos socialmente desprote-
gides e evidenciando sinais cada vez mals ni-
tidos de decrepitude anatdmica e funcional, os
hopitais plablicos estavam, nas vésperas do
conflito que modificou a face do mundo, quase
inteiramente divorciados da sociedade portu-
guesa. Embora fazendo parte das comunidades,
os hospitais praticavam uma medicina feroz-
mente individualista, ndo se sentindo responsi-
veis por grupos sociais mas apenas por alguns
dos elementos de tais grupos, enguanto, por
sua vez, 0s privilegiados se tinham desinteres-
sado de Instituicdes a cujos servigos ndo re-
corriam.

A guerra, aoc mesmo tempo que provocou
um surto imprevisivel do progresso tecnoldgico,
veio abalar, a ponto de quase o fazer ruir, o
edificlo social existente. A &nsia de viver com
um minimo de sofrimento, a difusdc de conhe-
cimentos, a desagregacdao da familia e a pro-
fissionalizagdo das mulheres foram outros tan-
tos factores determinantes de avidez crescente
de cuidados médicos e da impossibilidade de
se manterem em tratamento domicilidrio muitos
dos casos até entdo cuidados em tal regime.
A contrabalancar esta tendéncia hid que refe-
rir a descoberta de novos farmacos, que trans-
formaram em doencas de curta durac@o, sus-
ceptiveis de tratamento em regime domiciliario
ou ambulatério, algumas entidades morbidas,
que antes exigiam hospitalizacio ou causavam
graves perturbacdes no agregado familiar.

Por outro lado, a descoberta de novas téc-
nicas, que permitem diagnosticar e tratar eficaz-
mente NnumMerosas situagoes ha poucos anos jrre-
médiaveis, tornou impossivel aos recursos co-
muns da iniciativa privada, pelo caracter extre-
mamente dispendioso dos meios a utilizar, o
continuarem &a garantir, mesmo aos economica-
mente mals dotados, uma cobertura eficiente
em todos os campos da medicina curativa.

Assim, a nova conjuntura transformou con-
sideravelmente a esfera de acgao hospitalar, no
que respeita as classes média e privilegiada,



visto que, relativamenie as mesmas, passou a
cuidar, ndo apenas situagbes cirdrgicas, agora
com crescente incidéncia das traumatoldgicas,
mas tambdm situagdes médicas agudas com
tratamento muito diferenciado, que implicam o
uso de aparethagens complexas, e, ainda, situa-
¢oes médicas crénicas, sobrotudo as prdprias
da velhice ou determinantes de invalidez pro-
longada.

Paralelamente com esta evolugdo, houve
um surto de desenvolvimento do seguro social,
que veio destruir muitas das barreiras interpos-
tas entre largos sectores da populagdo e os cui-
dados médicos, de modo que a modalidade de
prestacdo desses cuidados passou a depender
cada vez menos do nivel socio-econémico dos
doentes. Contudo, 3 medida que as necessida-
des de hospitalizagdo ou de cuidados hospita-
lares em regime ambulatério cresceram em
ritmo vertiginoso, lego se verificou que as es-
truturas existentes e os héabitos adquiridos nao
permitam aos hospitais publicos darem satls-
fagao as necessidades dos potenciais utentes.
Aconteceram entdo os fenémenos que molda-
ram a medicina portuguesa actual, em parte
caracterizada pelo desenvolvimento crescente
de uma rede de cuidados ambulatdrios prima-
rios ou semidiferenciados da Previdéncia, que,
embora entidade paraestatal, passou a recorrer
largamente, para fins de hospitalizagao, a rede,
progressivamente mais vasta, de casas de
satdde, animada de finalidades puramente lucra-
tivas, em detrimento de investimentos possiveis
em hospltals publicos.

Do facto resultaram graves prejuizos para
a organizagao hospitalar, nfo apenas os de na-
tureza econdmica, decorrentes de substancial
limitagdo do numero de doentes assistidos em
condigdes de suportarem, pelo menos parcial-
mente, os encargos dos cuidados recebidos,
mas ainda outros de natureza cientifica, visto
se tornarem cada vez mais escassos, nas enfer-
marias hospitalares, os casos cirtrgicos comuns,
cuja presenca & imprescindivel para conveniente
formacdo dos médicos.

Entre as razdes justificativas do fendémeno,
sdo frequentemente apontadas as deficiéncias
de hotelaria dos hospitais da rede estatal e as
dificuldades de rapida hospitalizacdo, que 0s
beneficiarios encontrariam nesses estabeleci-
mentos, em contraste com o nivel razodvel
de instalagbes e a imediata possibilidade de
admissdo que se lhes deparam em casas de
salde.

A valorizagdo da primeira das razoes apon-
tadas conduziu, como coroldrio, a afirmacao,

niao comprovada, de que seriam os proprios be-
neficiarios da Previdéncia quem impunha a
escolha no sentido da hospitalizagao privada,
visto nao aceitarem as condicdes deficientes
que lhes seriam oferecidas pelos organismos
oficiais. Esta afirmacdo omite o facte de tais
heneficidrios  continuarem a recorrer, quase
sem excepcdo, a hospitais da rede estatal, sem-
pre que necessitam de internamento por doen-
¢as do foro médico, sem que [evantemn objeccoes
formals no que se refere as condigbes dos ser-
vigos em gque sao internados.

Por sua vez, as longas listas de espera
apresentadas como prova de dificuldades de
internamento em hospitais da rede oficial, alias
inquinadas pelo aspecto cumulative dado as
mesmas, sao consequéncia do critério diverso,
que, para seleccao de casuisticas, € seguido
nestes ostabelecimentos e nos estabelecimentos
lugrativos. Assim, enquanto os hospitais oficiais
internam todos os doentes cujo estado o exige,
os estabelecimentos lucrativos internam, quase
exclusivamente, casos cirdrgicos de solugao
simples e cuja demora média se prevé reduzida,
mas que garantem a utilizagdo de salas de ope-
ragdes, de material de pensos e de outras fontes
adicionais de receita.

Além disso, a prépria seleccdo econdmica
dos doentes internados permite uma mais ra-
pida drenagem de convalescentes para as res-
pectivas residéncias, enquanto nos hospitais
piblicos se vdc acumulando os ¢asos social-
mente dificeis, sem possibilidades de alta ra-
pida no pericdo de convalescenga.

O problema atrds referido & apenas um dos
aspectos da falta de coordenagdo entre os sef-
vicos de cuidados médicos primérios e os ser-
vigos de tratamento hospitalar, escolhido, como
exemplo, pelo seu caracter paradigmético e par-
ticularmente grave, na medida em que pde em
risco a sobrevivédncia da rede hospitalar estatal.
A sua solugdo, como a de vdrios outros, impde
redobrados esforcos no sentido de se estabele-
cerem, em bases sélidas, as vias de comuni-
cagao entre os diversos andares dos servigos
de sadde da piramide, trabalho que $6 é pos-
sivel apds defini¢do concreta das &reas de res-
ponsabilidade de cada um deles.

Ao Instituto Nacional de Saude competira
um largo papel no estude das solugdes conve-
nientes e & grato reconhecer que se encontra
para isso particularmente qualificado, visto ©
seu ilustre director, Prof. Gancgalves Ferreira,
ser, sem qualquer divida, uma das maiores
autoridades portuguesas em tais matérias.
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2. ESTUDO DAS MODERNAS CONDICOES DE SAUDE

A adaptagao dos sistemas de saude as ne-
cessidades criadas pela vida moderna implica
o conhecimento das condigies em que a sadde
& mantida ou modificada pela influéncia dos
novos factores que actuam sobrs os individuos
e consequdncia das mudangas verificadas no
sistema de vida das populacgoes.

A expressdo «modernas condictes de sad-
de», que traduz os aspectos especificos das
novas situagdes, estd a adguirir nos nossos
dias o significado de modele ou padréo de
niveis desejados de salde individual e da co-
munidade, em fungdo do conjunto evolutivo
de factores que estio a determinar mudangas
caracteristicas da salde das diversas popula-
¢oes nas condigbes presentes da vida em so-
ciedade.

Ao considerar a salide como o problema
mais importante que as nac¢des enfrentam para
a sobrevivéncia e possibilidades de desenvol-
vimento, & indispensével conhecer a fase evo-
lutiva das suas caracteristicas aparentes — tra-
duzidas por Indices de prevaléncia das doen-
cas, ou de outras queixas determinadas de
sadde, e ainda por avaliagbes complementares,
como sajam o recurso a médicos e tratamen-
tos, o uso de medicamentos, etc. — e avaliar,
simultaneamente, por escalonamento ao fongo
do tempo, os resultados das medidas de vigi-
lancia e promogao introduzidas e a capacidade
de intervengio adquirida. Ao mesmo tempo,

F. A. Gongalves Ferreira

hd que relacionar estas caracteristicas com 08
factores, predominantemente do ambiente, que
as condicionam e que precisam de ser devida-
mente inventariados.

Tras pontos sao de acentuar, quanto a es-
tas caracteristicas:

— a importdncia das mudangas que se es-
tao a verificar nas condigbes de saide,
com o desaparecimento ou atenuacdo de
muitas doencas e o incremento de algu-
mas outras, incluindo as doengas ainda
sem cura (as chamadas «doeng¢as ter-
riveis») e as quebras de saide mental,
todas favorecidas ou desencadeadas por
habitos ou factores externos prejudi-
cials;

~—a evidéncia de gue, uma vez gue Qs
factores hereditarios sdo, em grande
parte, estranhos a estas mudangas, elas

. se situam no ambito da responsabilidade
das alteragoes que véo sendo introdu-
zidas no ambiente;

— a influéncia crescente dos desajustamen-
tos ecolégicos criados pele homem,
desde a habitagio inadaptada, urba-
nismo e alimentagéo, 4 polui¢ao e aos
movimentos da populagao, que, como a
experiéncia tem mostrado, s6 podem ser
reajustados, corrigidos cu evitados por
medidas bem planeadas e firmemente
executadas.
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Ao tomar em conta as mudangas que ocor-
rem e as tendéncias dos efeitos desfavoraveis
que se estabelecem, bem como as perspectivas
de estudo e de correccdc dos mesmos, con-
clui-se que os conhecimentos actuais pdem em
evidéncia, claramente, que as relagdoes mais
importantes entre o homem e o ambiente,
sendo de natureza fisica e biolégica, adquirem,
4 medida que as sociedades evoluem, aspec-
tos complexos de natureza tecnolégica, econd-
mica e social, de crescente influéncia e signi-
ficado para a salide, que se associam aos fisio-
Iégicos,

A sistematizacio destes aspectos pode fa-
zgr-se em quatro grupos:

1} fisioldgicos, que resultam do efeito dos
factores fundamentais — ar, agua e ali-
mentes, clima e microclimas, agentes
infecciosos e polulgaoc;

2) tecnoldgicos, envolvendo a Industriali-
zagao, 0s transportes, a habitagio e ur-
banismo, o trabalho, a alimentagio co-
lactiva, nos aspectos de adaptagdo dos
individuos e do estudo da correcgio
dos desajustamentos sobrevindos;

3) econdmico-sociais, que, pelos hahitos,
nivel de vida, disponibilidades finan-
ceiras, educagdo, cultura, motivagées,
condicionam novas necessidades de cui-
dados de saude, a utilizagdo mais fre-
guente dos servigcos organizados de
salde e o aumento de insatisfacdo na
maneira como 0s culdados sdo pres-
tados, A ideia de que a pobreza, a ma
habitagdo, as insuficiéncias alimentares
e de educagdo, e outros factores econd-
mico-sociais de significado semealhante,
eram as causas responsdveis pelo baixo
nivel do estado de salde geral e, con-
sequentemente, as determinantes das
condi¢cdes de doenca, foi verdadeira
para todo o periodo da histéria da hu-
-manidade em que a maioria daguelas
condigdes eram dominantes. Mas, nos
nossos dias, tem-se modificado rapida-
mente toda esta perspectiva, ultrapas-
sada e vencida a fase das grandes defi-
ciéncias elementares, criando-se novas
possibilidades de intervengéo favordveis
@& novas causas desfavordveis perturba-
doras do equilibrio da sadde, estas so-
bretudo dependentes de habitos perni-
niciosos e da introdugdo no ciclo das
relagoes homem/ambiente de numero-
sas substincias, ndo necessarias & vida,
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muitas delas dotadas de toxicidade ou
outras accdes agressivas para o orga-
nismo humano;

4) pofitico-legais, que envolvem a oportu-
nidade e o poder de legislar, regular e
executar, mediante a coordenacdo de
esforgos dos diversos niveis de inter-
vengao {central, regional, local), diri-
gidos para a preservacio do ambiente
e a criacdo de condigbes de salde que
favoregam a expressao da potenciali-
dade genética normal dos individuos.

0 aumento da capacidade de anélise destas
condigdes e o planeamento das acgbes a desen-
volver dependem da investigacic dos factores
ambientais e humanos intervenientes, e devem
permitir que se disponha de uma base solida
de conhecimentos, permanentemente renovados
e aperfeigoados. Esta investigagéo precisa de
tomar em linha de conta:

a) as caracteristicas genséticas dos indivi-
duos e das populagbes (genotipos, afec-
¢oes hereditdrias em subespécies ou
grupos);

b) os factores do ambiente, am desenvol-
vimento, favordveis para a saude (facto-
res positivos ou promotores da sadade),
que devem ser refor¢cados ou aperfeicoa-
dos;

¢) os factores do ambiente, existentes e
em desenvolvimento, desfavaraveis ou
negativos, que envolvem os agentes pro-
dutores de doengas em circulagio, as
condigdes deficientes do meio (ar, 4gua,
alimentos, habitacdo, urbanismo) e o
aparecimento de novos agentes, geral-
mente quimicos, introdutores de per-
turbagac no equilibrio da sadde.

0 primeiro grupo é o mais estavel, porque,
na realidade, a composicio genética sd rara-
mente sofre alteragdes. O seu estudo para
avaliar a importAncia dos efeitos gque as alte-
racoes inventariadas exercem como causa de
doenga, no presente, serd por isso, do maior
interesse, tanto no sentido de conhecer a rea-
lidade existente como de descobrir outras alte-
raghes no futuro. Com as caracteristicas gené-
ticas, comegam a ser relacionadas afgumas das
causas desencadeadoras ou favorecedoras do
envelhecimento, normal e patolégico.

Os dois grupos de factores dependentes das
condi¢das do ambiente estdo a sofrer profun-
das modificagbes na nossa época — uns em
sentido favordvel, mas muitos outros em sen-



tido desfavoravel. H4 que fazer todos os esfor-
¢os para os conhecer e estudar medidas ade-
quadas gque promovarm a sua melhoria, eliminem
os prejudiciais e criem outros desejaveis.

No estudo das modernas condigdes de
salde estio a ser esquematizadas algumas é4reas
de Investigacio aplicada que compreendem gru-
pos de projectos prioritirios em investigagio.

Cinco destas Areas podem ser aqui resu-
midas:

1 ~—a referente a problemas de satde pi-
blica relacionados com a prevencéo
e luta contra as doencas:

— gue constituem causas de morte
prematura e $30 evitdveis na fase
actual dos nossos conhecimentos
{infecciosas, nutricionais, aciden-
tes);

— que, constituindo causas cada vez
mais importantes de morte prema-
tura, sio dificilmente controlaveis
{doencgas cardio-vasculares, cancro
e doencgas crénicas do aparelho res-
piratério);

— que sdo causas de maior morbili-
dade, com grande duracdo e perda
do trabalho, incluinde as doencas
meniais;

e com a organizagdo dos servicos de
cuidados de salde, capazes de pres-
tarem a toda a popula¢do cuidados de
salide generalizados, na base dos es-
tudos da morbilidade, da aplicagao
de métodos de medicina de massa,
da organizacdo de cuidados medicos
de urgéngia e da reabilitacdo.

2 — A dos problemas presentes e previsi-
veis do ambiente:

— habitacdo e urbanismo, compreen-
didos os problemas do saneamento
rural e urbano;

~— polltica do ar e da agua e gestao
dos recursos. do sector;

-— poluicio e sistemas. ecolégicos fun-
damentais para a saude;

3 — Problemas da alimentagdo racional da
populagde:

-— novos habitos alimentares e alimen-
tagao colectiva;

— relagao com a produgio dos alimen-
tos convenientes, na dependéncia
da agricultura, da inddstria, de no-
vas fontes microbiolégicas, dos
oceanos;

— adaptacdo da indistria ¢ do comér-
cio "de alimentos &s necessidades
regionais;

4 — Problemas da populagdo e suas ten-
déncias:

— desenvolvimento sécio-econdémico e
diminuicdo da fertilidade e da mor-
talidade. Racionalizacido da repro-
ducic e métodos contraceptivos.
Planificagio familiar;

— demografia, sécio-demografia e sis-
temas de populagao;

— grupos étnicos e sociais, mobilidade
rural-urbana e migragoes;

— pressio da populagido e condigdes
modernas de vida:

*5 — Problemas da investigacdo biomédica:

— diferenciacdo de células, drpaos e
tacidos. Patologia metabdlica e de-
generativa;

— microbiologia e imunologia;

— gidncias neuroldgicas, biopsicologia
8 comportamento;

— envelhecimento;

— educagdo médica e andlise dos
sistemas e métodos de sensino.

Além dos aspectos focados, sdo de preo-
cupacao crescente os problemas que se rela-
cionam com o desenvolvimento das grandes
cidades e &reas urbanizadas, a industrializagéo
@ o incremento das comunicacbes e, ainda, os
que dizem directamente respeito aos movimen-
tos de massas de pessoas em direccdo as gran-
des cidades ou novas regifes em desenvolvi-
mento acelerado, pelas novas condicdes artifi-
ciais da vida que sdo criadas bruscamente e
consequente desadaptagdo para os individuos
de todas as idades envolvidos no processo, com
graves riscos para a sua salde fisica.e-mental.

No sector da habitacdo e do urbanismo,
trés grupos de intervengio se afiguram indis-
pensaveis nos programas de trabalho:

1 — A necessidade de estudar, em termos

de salde e de doenca, a influéngia
do habitat ao longo da vida dos indi-
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viduos desde o nascimento, identifi-
cando © papet que cabe & habitagio e
as condigbes de urbanismo local e re-
gional na sadde, o que implica a arga-
nizagdo de meios de investigacio ade-
quados;

2 — A organizag¢do, na pratica, das tarefas
indispensdveis de recolha dos dados
existentes ou a identificar de ordem
estatistica, médica e sociolbgica, indi-
cativos das reacdes dos individuos aos
factores do meio em que vivem e da
sua capacidade de adaptagéo, sem pre-
julzo da salide ou favorecendo as
condigdes que a melhorem;

3 — O defineamento de esquemas, basea-
dos nas experiéncias e conhecimentos
que foram sendo adguiridos, de codi-
ficagio de normas aplicaveis a defi-
nigdo dum novo tipo de habitagdo e
de zona residencial urbana — consti-
tuida esta pelo aglomerado de lares
ou dos conjuntos especificados de la-
res que a experiéncia indique como os
mais recomendaveis para a salde dos
individuos e das familias — assim
como dos modelos da urbanizacdo mo-
derna, com o enquadramento de apoios
sacials, compreendendo os apoios so-
ciais de educagdo, creches e parques
infantis; de saude e cuidados de ur-
géncia; de comércio e comunicagoes;
e de passatempos e desportos.

Outro campo que ndo estd a ser devida-
mente acompanhado é o da alimentagdo e nu-
trigao.

Nos anos recentes, desaparecidas ou ate-
nuadas as grandes deficidncias alimentares que,
pela fome ou malnutricdo, atingiam importantes
massas da populagdo rural e urbana de fracos
recursos econdmicos e bhaixo nivel educativo,
séo os habitos alimentares novos da sociedade
de consumo que dominam desfavoraveimente
toda a perspectiva da nutricdo, mas num sen-
tido inverso e gue se afigura da mais alta gra-
vidade, sob o ponto de vista da sadde dos in-
dividuos.

Esta perspectiva, que parece mostrar uma
influéncia cada dia malor de nutrigdo no pa-
dréo que se estd a desenhar da doenca nos anos
futuros, serd extremarmente sombria se ndo vier
a modificar-se e relacionar-se com trés factos
dominantes na sociedade actual:

1} O aumentc da obesidade em parte im-
portante da populacéo, desde o comegoc da
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idade adulta e, sobretudo nas zonas urbanas,
mesmo na inféncia, acompanhada em propor-
¢do alta de diabetes;

2} O aumento vertiginoso de doencas car-
diovasculares, particularmente da doenca is-
gquérnica do coragdo, as quais acompanham
frequentemente as perturbagées referidas em 1)
e dependem dos hébitos alimentares e do modo
de vida de muitos individuos nas sociedades
afluentes;

3) O consumo de bebidas alcodlicas, so-
bretudo destiladas, em periodo fora das refei-
¢0es, muitas das quais acertadas para paladar
€ outras caracteristicas pela via da industria-
lizagdo, que séo ingeridas com o estdmago va-
zio e, consequentemente, absorvidas de forma
répida no estdmago e intestino, ¢orm passagem
quase imediata para o sangue e perturbando por
algum tempc todo ¢ metabolismo normal do
organismo.

As modificacoes mais sensiveis da alimen-
tacdo, trazidas pelos novos habitos ou pela ex-
tensdo de hdbitos 4 estabelecidos rnos sectores
da populagio urbana de maiores rendimentos,
pedem resumir-se em quatro alineas:

a) substituicdo dos cereais, ou das suas
farinhas ainda com composicio equi-
librada de todes os constituintes relati-
vamente & composicdo natural do grao,
por produtos industrializados ou muito
modificados, com proporcio desequili-
brada dos constituintes, como é o caso
das farinhas e massas alimenticias cor-
rentes, do p&o e do arroz, A diminuicdo
progressiva do consumo de pdo € o uso
de pdo muito branco constituem uma
das caracteristicas mais graves dos ha-
bitos alimentares actuais, a qual é acom-
panhada de aumenio de custo da ali-
mentacdo;

b) preparacio complicada e demorada dos
alimentos, com operagbes de agueci-
mento a altas temperaturas-e uso, em
quantidade elevada, de gorduras satu-
radas de origem animal ou de natureza
vegetal meodificadas industrialments;

¢} uso de acglcar, desde as idades mais
baixas, em quantidade cada vez maior,
sob todas as formas de alimentos fa-
cilmente acessiveis e agradaveis & vista
e ao paladar, substituindo-se aos ali-
mentos naturais e a fruta;

d) uso de bebidas alcoélicas fora das re-
felgoes e, sobretudo, precedendo-as com
Intervalo de tempo suficiente para que



go dB a sua absorcdo, modificando o
apetite normal e o metabolismo ime-
diato dos alimentos constituintes das
refeicoes.

A falta de regularidade dos hordrios das
refeicbes, os intervalos excessivos entre estas
e a desadaptacdo do seu valor energético e
biocatalizador as necessidades de trabalho ao
longo do dia, sio mais causas negativas a ter
em conta.

Oufro problema, que diz propriamente res-
peito ao nosso Pais, § o do consumo diminuto
do leite, sobretude durante a inféncia, todo o
periodo de crescimento e vida activa de traba-
lho com exigéncias de aplicagdo e de esforgo
intelectual, além do periodo da terceira idade,
em que o leite deveria ser alimento normal in-
substituivel.

Pode-se prever que, 3 medida que a ali-
mentacdo se for adaptando as necessidades e
conveniéncias fisioldgicas dos individuos rela-
tivamente as novas condigbes de vida, o leite
substituird o vinho como alimento, passando
o vinho a ser considerado, ndo como alimento,
que na verdade ndo & mas como acompanhante,
4 semelhanga de aditivos ou edulcorantes, dos
alimentos normais.

Finalmente, no que se refere acs problemas
da populagido, é o planeamento familiar que,
pela sua importdnecia e actualidade, causa maior

nimere de preocupagdes. Julgamos que séo
de considerar especialmente:

_—a analise das condigdes em que estd a
ser estudado;

— os tactores, incluindo os de salde, que
aconselham ou determinam a necessi-
dade do planeamento familiar;

— os dados sobre quem utiliza o planea-
neamento familiar ¢ métodos emprega-
dos;

— as perspectivas do uso do planeamento
familiar e disparidade entre os que dele
necessitam e 05 que o usam;

— as normas para os profissionais de satide
que intervém no planeamento familiar.

Um passo importante ne estudo das mo-
dernas condigdes de satde é o gue estd a ser
dado com os inquéritos de morbilidade na po-
pulagdo, por avaliagdo directa das condigdes
de satide e de doenga dos individuos, das fami-
lias e das comunidades.

O Institute Nacional de Salde, em colabo-
ragio com a OMS e com diversos organismos
dos Ministérios da Salde e Assisténcia e das
Corporagbes e Previdéncia Social, estd a orga-
nizar um grande inquérito deste tipo, que terd
inicio em 1974 e do qual serdo dados porme-
nores na mesa-redonda de hoje.
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2.1 L’APPROCHE

1 — Considérations générales

a) Une des sections d'un Institut national de
la Santéd doit constituer un véritable centre
d'observation permanente de la santé de la po-
pulation, & l'usage des autorités sanitaires. Elle
remplit ce rble grace & [‘exploitation des statis-
tiques des causes médicales de décts et des
statistiques de morbidité générale et de morbi-
dité due aux principales maladies. Mais 1'insuf-
fisance bien connue des statistigues courantes
de morbidité, y compris celles qui concernent
les maladies & déclaration obligatoire, oblige
les Instituts nationaux de Santé a recourir aux
méthodes de I'épidémiologie descriptive. Celles-
-ci utilisent, outre les données fournies par les
organismes dé soins, des investigations systé-
matiques sous forme d’enquétes qui sont poly-
valentes, portant sur l‘ensemble des maladies,
ou monovalentes; elles peuvent d’autre part
intéresser |'ensemble de la population ou un
échantillon représentatif de celle-ci. L'épidémio-
logie descriptive donne une information sur la
fréquence des phénoménes morbides dans la
population et de ce fait, permet de mieux con-
naitre les problémes prioritaires, de juger des
progrds accomplis sous |'effet d'une politique
sanitaire et de fournir quelques hypothéses & la
recherche.

b} Mais le rble des Instituts de Santé ne
doit pas se limiter & la détermination de |'inci-
dence ot de la prévalence des différentes mala-
dies. Ces Instituts doivent contribuer 5 la décou-

EPIDEMIOLOGIQUE
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verte des causes des maladies. Tandis que les
travailleurs de la recherche bio-médicale s'effor-
cent de trouver ces causes dans l'examen des
cas particuliers, les Instituts de la Santé cher-
chent a atteindre le méme résultat par la mise
en ccuvre des méthodes de |'épidémiologie ana-
Iytique. Celle-¢i étudie |es relations existant
entre certains facteurs et cerfaines maladies,
Elle a d'abord été conduite dans une optique
causale, explicative, afin de contribuer a décou-
vrir I'origine d’un certain nombre de maladies.
Puis elle s‘est appliquée ean outre, & la recherche
des populations & haut risque sur lesquelles on
doit faire porter en priorité |'effort de préven-
tion.

c) A partir des résultats obtenus par 1'épi-
démioclogie descriptive et |'épidémiologie ana-
lytique, [es Instituts nationaux de la Santé
peuvent mettre en ceuvre des méthodes de re-
cherche opérationnelle qui aboutissent & |'éla-
boration d‘une stratégie sanitaire et sociale,
compte tenu des risques prévisibles ou actua-
lisds ot en fonction des moyens disponibles.

d) Ainsi I'épidémiobgie observe des grou-
pes, des milieux, des systémes, pour permettre
la mise en ceuvre d‘une politique aux trois sta-
des successifs de l'altération de la santé: I'état
préclinique qui est celul de la prévision des
altérations pathologiques 3 partir des facteurs
de comportement et d’environnement qui lui
sont statistiquement liés; |'état clinique qui est
celui de la prévision des séquelles et des rechu-
tes; |'état post-clinique qui concerne |'inadapta-
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tion éventuelle aux contraintes sociales et éco-
nomigques.

Comme on le voit, I'approche épidémiolo-
giqus est capitale dans I'étude moderne des
problemes de santé et les méthodes épidémio-
logiques ont une place considérable dans la
recherche en santé publique et par conséquent
dans [‘activité guotidienne des Instituts natio-
naux de la Santé.

Le plan qui était proposé au rapporteur com-
portait l'approche épidémiclogique des mala-
dies susceptibles d‘étre prévenues (preventable
diseases), des maladies génétiques et des ma-
ladies chroniques. En réalit§, beaucoup de ma-
ladies chroniques et déja quelques maladies
génétiques peuvent bénéficier de la prévention.
Aussi a-t-il paru préférable d'examiner succes-
sivernent les maladies transmissibles, [es ma-
ladies chroniques (non transmissibles) et les
rmaladies génétiques.

2 — Maladies transmissibles

C'est dans I'étude des épidémies des mala-
dies transmissibles qu’est née et s'est déve-
loppée Fépidémiologie {d'ou son non}: |'épidé-
miologie descriptive certes, mais aussi |'épi-
démioclogle analytique — qui n’était pas encore
baptisée — en raison de la place donnde 3
I'appréciation des causes favorisantes des é&pi-
démies.

Malgré le recul des maladies transmissibles
dans des nombreux pays, |'approche &pidémio-
logique de ces maladies garde encore beaucoup
d’intérét pour |a prévision, la préparation et
I"évaluation des activités visant & prévenir et
4 combattre ces maladies. Mais elle ast sl con-
nue gu'il n'est pas nécessaire de s'y étendre
longuement.

Dans ce domaine, les objectifs essentiels
des Instituts de Santé publique consistent 2
assurer la surveillance épidémiologique, & dé-
terminer |'éticlogie des syndromes dont on a
observé le groupement, & préciser les mesures
prophylactiques a prendre, & évaluer ['efficacité
des mesures prises.

Pour atteindre ces objectifs, les principales
activités que les Instituts doivent mettre en
oczuvre peuvent étre résumées comme suit:

a} Création et amélioration des systémes
de notification des cas de maladies transmis-
sibles et des épidémies: épldémies de maladies,
mais aussi épidémies de symptdmes (figvre,
diarrhée, manifestations cutandes, paralysies,
etc.). En méme temps, études méthodologiques
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sur le rocueil des données en matidre de ma-
ladies transmissibles et de vaccinations.

b} Recueil des connaissances existantes de
toutes origines.

c) Observation des tendances des maladies
transmissibles {morbidité, mortalité, groupe-
ment des cas, etc.) afin de prévoir |'apparition
ot les caractéres {gravité, massivité) des épidé-
mies et d'intervenir aussi précocement que pos-
sible.

d} Recherches étiologiques dont quelques
exemples peuvent &tre donnés:

— l'apparition de syndromes paralytiques
fébriles considérés autrefois comme suffisam-
ment évidents pour déterminer l'incidence de
la poliomyélite n'a plus la méme valeur depuis
I'introduction massive de la vaccination et
oblige a rechercher d‘autres virus que celui de
la poliomyélite, qul sont capables de déterminer
des syhdromes paralytiques (Coxsakie A 7 par
exemple);

—la recherche du méningocoque dans
toute méningite purulente et {"dtude de la sul-
famido-résistance conduisent a la prescription
en connaissance de cause de la sulfamido-pré-
vention de I’entourage;

—la culture systématique des gonocogues
et ['étude de leur antibiogramme permettraient
seules de déclencher |‘alerte des |'apparition de
souches résistantes; etc...

e) Recherches immunitaires: enquétes sur
"état d'immunité d’une population {avant st/ou
aprés une épidémie, avant et/ou aprés une vac-
cination).

f) Regroupement et analyse de toutes les
données pour les transformer en informations
destindes aux organes de décision {'}.

3 — Maladies chroniques et maladies génét-
ques

La distinction entre les maladies chroniques
{non transmissibles) et les maladies génétiques
est, dans une certaine mesure, artificielle, Des
maladies chroniques telles que le diabate sucré,
certaines déficiences mentales, sont reconnues
aujourd’hui comme des maladies génétiques.
D'autres sont probablement largement influen-
cées par des facteurs génétiques et feur nom-

() L'approche &cologique, qui fait l'objet du rapport
suivant, peut bénéficier grandement des mémes méthodes
épidémiologiques (études des réservoirs animaux, boule-
versements écologiques en rapport avec les mesures
projetees ou prises, enquétes alimentairss,.,, 'etc, -



bre s‘accroit au fur et 3 mesure des progrés de
la génétique. C'est le notamment de la goutte,
de la spondylite ankylosante, de |'hypertension
artérielle, de |'athérosclérose. Cependant cette
distinction est conservée dans une optique de
clarté de |’ exposé.

3.1 Maladies chroniques

Toutes les maladies chroniques sont sus-
ceptibles d’une approche épidémiclogique: celle-
-ci est en général confiée aux Instituts nationaux
de Sanié quand il en existe. Cette aproche
serait peu de chose si elle se bornait a détermi-
ner I“incidence ou prévalence de ces maladiés.
Son objectif final doit étre de diminuer le nom-
bre et ia gravité de ces maladies, ce qui est
possible pour un grand nombre d’entre elles,
comme cela était indiqué au déhbut du rapport.
Les maladies chroniques actuellement les plus
justiclables des mesures de prévention sont
principalment celles qui sont dues aux proces-
sus dégénératifs et aux troubles métaboliques
et psychiques, et notamment: |'athéro-sclérose
et ses complications cardiaques et cérébrales,
les affections rhumatismales, les broncho-pneu-
mopathies chroniques, les concers, les maladies
mentales et les affections qui ressortissent a la
pathologie prénatale. A ces maladies il faut
joindre les intoxications.

a) Les méthodes destinées a la mesure de
Iincidence et de la prévalence des maladies
chronigues ne différent pas beaucoup de celles
qui sont appliquées aux maladies transmissi-
bles. Ce sont principalement:

— les statistiques de mortalité et de mor-
bidité, qui exigent cependant des définitions
ot des diagnostics cliniques pfus précis et plus
détaiilés gue pour les maladies transmissibles
facilment caractérisées par leur agent causal:

— I'enregistrement des personnes alteintes
de certaines maladies chroniques (registres des
maladies}). L'enregistrement est plus quune
déclaration car il doit comporter le relevé de
{a sulte des cas, de la survie ou du déces. Un
registre n‘a de valeur que s’il contient la majo-
rité des cas survenus dans un rayon déterminé
et il est d’autant plus utile & I'épidémiologiste
qu'il existe depuis plus longtemps. Les registres
les plus fréquement rencontrés sont ceux qui
concernent le cancer, les maladies mentales,
|"infarctus du myocarde, les malformations con-
génitales.

Certes, les regisires ne sont pas tenus en
général par les Instituts nationaux de Santé mais

ce sont ces Instituts qui en définissent {"éten-
due, les régles de fonctionnement, qui les orga-
nisent et qui l[es supervisent;

— les enquétes épidémiologiques consti-
tuent, bien entendu, la méthode la plus pré-
cieuse, aussi bien en épidémiologie descriptive
qu‘en épidémiologie analytique. Elles font appel
2 des méthodes de diagnostic trés rigoureuses,
Les critéres a exiger de ces méthodes ont été
fixés par un Comité d'experts de I'OMS et
peuvent étre résumes comme suit: elles doivent
&tre sensibles {doivent découvrir une trés forte
proportion des sujets atteints), spécifiques (trés
peu de sujets non atteints qui sont classés
atteints), fidéles (chaque épreuve doit donner
les mémes résultats lorsqu’elle est répétée),
applicables aisément et acceptables par la po-
pulation.

Ces enquétes épidémiologiques sont sou-
vent irremplacables dans [a recherche de I’'agent
causal de certaines maladies chroniques ou
infirmités. C'est le cas notamment pour les in-
toxications: l'on sait, par exemple, que les mé-
thodes épidémioclogiques ont seules permis de
rapporter & leur cause, I'ingestion de thalido-
mide, certaines malformations congénitales (nec-
tamment des phocomélies) brusquement obser-
vées en -nombre important chez des nouveau-
-nés, -
b} Ce sont également des méthodes épidé-
miologiques qui sont utilisées pour mettre en
ceuvre la prévention de /a plupart des maladies
chroniques. Celle-ci comporte en général trois
phases:

— Une premiére phase s'efforce de déter-
miner I'évaluation du risque, ceci grdce aux
enquétes épidémiologiques qui, par comparai-
son des groupes de malades et de témoins,
permettient de mettre en évidence les principaux
facteurs de risque. Dans le cas, par exemple,
de la maladie coronarienne, ont été mis en évi-
dence par ces méthodes, le réle de I'hyperten-
sion artérielle, celui de |'obésite, de la lipidémia
{cholestéral), de la sédentarité, du «stressy.
Mais cela ne suffit pas. [l faut chiffrer les ris-
ques de maladie en fonction des différents fac-
teurs de risque, ce qui suppose non seulement
une évaluation quantitative du risque représente
par chacun des facteurs, mais aussi celul qui
résulte de leur combinaison.

Le r6le du tabac dans le cancer broncho-
-pulmonaire, ¢’est-2-dire la déccuverte du ris-
que élevé du fumeur habituel de développer un
cancer un des succés les plus remarquables de
la méthode épidémiclogique appliquée aux ma-
ladies chroniques.
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— La détermination des sujets ou des grou-
pes a hsut risque sur lesquels devraient porter
en priorité les efforts de prévention constitue
la deuxidme phase. Elle est fort utile pour la
planification des programmes de prévention et
I'évaluation des bessoins en matiére de soins
médicaux.

Cette détermination est effectuée grice aux
informations précédentes. Elle |'est aussi grice
aux renseignements fournis par les campagnes
de deépistage systématique organisées souvent
a4 d'autres fins. 1l est possible d'augmenter
I'utilité de ces campagnes pour I'épidémiolo-
giste en y incorporant le recueil de renseigne-
ments complémentaires, ou, & premigre vue
étrangers & l|'objet de la campagne, demandés
par celui-ci, De son c6té, d’ailleurs, |"dpidémio-
logiste peut effectuer I'évaluation de ces pro-
grammes de dépistage et peut déterminer |'effet
du dépistage précoce d'une maladie et de son
traitement sur chaque individu et sur les taux
de morbidité et de mortalité dues 3 la maladie
considérée.

Un probléme voisin appartenant a la méme
phase est celui de la surveillance épidémioclo-
gique des groupes d'individus exposés 4 des ris-
ques de diverses catégorias. Plus importante
encore en épidémiclogie, est la considération
de la fréquence de la maladie dans les groupes
présumés a risque élevé en comparaison avec
un grupe t¥moin présumé non expesé au méme
risque.

— La troisidme phase est celle des mesu-
res ou traitements préventifs: réduction d'un ou
plusieurs facteurs de risque en choisissant
comme critére de jugement, soit la modification
des paramétres biclogiques, soit |‘intérét du
traitement dans une vue globale tenant compte
a la fois de la maladie &tudigée, mais aussi des
maladies intercurrentes, de l'efficacité du trai-
tement, de ses inconvénients et de son codt.

Toutes ces phases enfrent bien dans les
attributions normales des Instituts nationaux de
Santé.

Avant d’en terminer avec les maladies chro-
niques, quelgues mots sur I'épidémiologie dans
psychiatrie. C’est avec beaucoup de prudence,
vu la complexité des situations, que l'on s’est
engagé dans l|'approche épidémioclogique de la
psychiatrie. Cependant, cette approche est seule
susceptible d'apporter des réponses scientifi-
ques 4 de nombreux problémes de diagnostic,
de pronostic et de traitement qui se posent en
psychiatrie. En effet, on peut demander & |’épi-
dédmiologie
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— d’évaluer la fréquence et la répartition
des différents types de troubles mentaux dans
la popuiation générale ou dans des groupes
particuliers;

—de découvrir des liens entre certaines
caractéristiques des sujets ou du milieu et les
différents types de troubles, ce qui permet de
faire progresser nos connaissances sur les fac-
teurs qui influent sur leur apparition, leur évo-
lution, leur répartition;

-— de vérifier, par des recharches portant
sur un nombre suffisant de cas pour permettre
une analyse statistique, les hypothéses étiolo-
giques émises & la suite d'études cliniques ou
de travaux de laboratoire;

-— d’'évaluer des taux de guérison ou de
rémission pour juger de |'efficacité de mesures
préventives ou de traitements.

3.2 Maladies Génétiques

L'on connait la place importante prise désor-
mais dans la pratique médicale par les anoma-
lies héréditaires, du fait des progrés de la lutte
contre la mortalité Infantile et les maladies
infectieuses. Aussi l'approche é&pidémiclogique
des maladies génétiques prend-t-elle chaque
jour un intérdt plus considérable,

L'idée que les maladias héréditaires sont,
par définition, incurables, est loin d‘étre fondée.
S'il est impossible de modifier |'assortiment des
génes que l'individu posséde & sa naissance,
on peut, de plus en pius souvent, agir sur les
manifestations des génes nocifs, 4 condition
que |'anomalie soit précocement et correcte-
ment diagnostiquée (galactosémie, phénylcéto-
nurie, diabéte insipide d'origine rénale, etc.).

En outre, la prévention des maladies héré-
ditaires est possible dans une certaine mesure.
L'eugénique permet, non pas de réduire la fré-
quence des génes nocifs dans la population,
mais du moins d’éviter les combinaisons défa-
vorables de ces génes, en particulier dans la
cas des tares drécessives. D’autre part, on peut
éviter l'augmentation du nombre des génes
nocifs en protégeant la population contre les
agents mutagénes, a savoir: les rayonnements
ionisants, ce qui est relativement facile et les
substances chimiques mutagénes dont un cer-
tain nombre peuvent étre absorbées sous forme
de médicaments, d'additifs alimentaires ou de
conservateurs des aliments.

Les méthodes épidemiologiques utilisées 3
propos des maladies génétiques ressemblent



beaucoup & celles qui viennent d'dtre exposées
au chapitre consacré aux maladies chroniques,
ce qui permet d'étre bref a leur sujet. D'une
maniére générale, les méthodes épidémiclogi-
ques s’appliquent aux maladies génétiques de
la méme fagon et avec les mé&mes objectifs
qu‘aux maladies chroniques. Elles permettent
plus particuiierement;

— de mesurer l'incidence des maladies gé-
nétiques selon les populations, les régions, les
conditions du milieu et de détecter d'éventuels
accroissements de la fréquence de types parti-
culiers de malformations;

— de distinguer dans [es affections congé-
nitales, celles qui sont dues & un frouble géné-
tique ot celles qui ont &té provogquées par une
maladie ou une Intoxication au cours de la
grossesse;

—de rechercher les facteurs qui détermi-
nent la fréquence des affections d’origine géné-
tique dans les populations humaines en dépouil-
lant les divers relevés généralement utilisés
en santé publique: registres d’dtat civil {maria-
ges, naissances vivantes, mortinaissances, dé-
cés), archives hospitaligres et, dans plusieurs
pays, registres se rapportant 4 certaines mala-
dies déterminées, aux malformations congé-
nitales, aux enfants et adultes handicapés;

— d’étudier scientifiguement le pouvoir mu-
tagene des substances chimiques chez les mam-
miféres et de rechercher les rapports entre l'ac-
tion mutagéne de diverses substances et leur
composition chimique, ceci afin de pouvoir
déceler le pouvoir mutagéne de nouvelles subs-

tances avant que celles-ci ne soient mises en
circulation.

4 — En maniére de conclusion

Comme oh peut le voir par ce qui précéde,
la méthodologie épidémiovlogique traditionnelle
revét de plus en plus certaines caractéristiques
qui sont particulierement accentuées lorsqu’elles
s'adressent aux maladies chroniques et aux ma-
ladies génétiques.

— Il s'agit toujours d’une recherche pluri-
disciplinaire qui doit associer des épidémiolo-
gistes, des cliniciens, des biologistes, des phy-
siologistes, des statisticiens.

— Cette recherche est intimement liés au
dépistage, ce qui la rend trés proche de la
médecine clinique quotidienne.

— Cette recherche recourt 3 une technolo-
gie trés particulidre. Qutre les examens biolo-
giques qui sont utilisables en épidémiologie
das qu'ils peuvent &tre automatisés, le recueil
de la plupart des données nécessite I'emploi de
techniques bhien définies par un personnel spé-
cialiss {explorations fonctionnelles, analyse épi-
démiologique des signaux cliniques, analyse
de la morphologie, enquétes par questionnai-
res, atc.).

Il est indispensable d'avoir bien & |'esprit
ces notions lorsqu’on organise les Instituts na-
tionnaux de Santé publique qui seront chargés
de |'étude &pidémiclogique des maladies trans-
missibles, des maladies chroniques et des ma-
ladies génétiques.
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2.1.1 DOENGCAS EVITAVEIS DOMINANTES
(Situagdo em Portugal no inicio da década de 1970 (%))

«...Factores ecclégicos ainda mal definidos
constituem os mals Importantés determinantes do
estado de saide e de doenga de ume populagdo.

UUma das maiores tarefas da Epidemlologia
consiste certamente em identificar e definir o0s
factores especificos do eco-slstema... que provo-
cam a doenga ou promovem a salde, a fim de...
[os conhecimetos assim adquiridos poderem ser
incorporados no conjunte de comhecimento que In-
forma) o sistema de cuidados de saddes.

Warren Winkelstein Jr. {1972}

1. Introdugdio — Papel da Epidemiologia em
Saidde Puablica

1.1 © papel e a importdncia da Epidemio-
fogia em Salde Puablica so bem conhecidos e
tém vindo a afirmar-se com seguranca e inte-
resse crescentes. Os responsaveis pela adminis-
tracio dos servigos de saide, seja qual for o
nivel a que se situem, necessitam de recorrer
aos métodos de investigacio epidemiolégica,
incluindo a metodologia estatistica, essencial-
mente para:

— diagndstico da situagdo de satde da po-
pulepdo e das caracteristicas sanitérias
do amblente em que vive e trabalha;

— identificacdo dos principais problemas
de saide respectivos e previsdo da sua
provdvel evolugio;

™ ‘Entregue para publicagdo em Novembro de 1973.

L. Cayolla da Motia
Margarida Moura Theias

— pesquisa dos factores do eco-sistema de-
terminantes desses mesmos problemas;

— eslabelecimento de pragramas apropria-
dos de controlo e de profilaxia;

— avaliag8o dos resultados de tais progra-
mas.

1.2 Nestas circunstincias, compreende-se
bem que a metodologia epidemiclégica consti-
tui a técnica fundamental a que os especialistas
de sadde piblica e a sua equipa devem recor-
rer para o exercicio correcto das suas activi-
dades profissionais, bem como para a investi-
gacao dos problemas de salide na comunidade.

Sio sobejamente conhecidas, desde mea-
dos do século passado, as suas aplicacdes na
averiguagdo das causas e outros factores deter-
minantes de doengas, malformagées e acidentes
na populagiio, Mais recentemente, a sua con-
tribuigdo para a pesquisa cperacional no sector
da satide tem vindo a alargar o campa da sua
aplicag¢do pratica. De igual forma, a necessidade
e o desenvolvmento das técnicas de planea-
mento e avaliacdo neste mesmo sector t&8m im-
posto um recurso crescente a metodologia epi-
demioldagica.

Independentemente dos sistemas politicos e
até dos graus de desenvolvimento econdmico-
-social dos paises, verifica-se em todo o mundo
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uma preocupacdo crescents das autcridades de
saide, ndo s6 pelos problemas da Medicina
Preventiva, como fambém pelos Cuidados Mé-
dicos, numa visdo global da Medicina. Este
facto e o aumento, por vezes vertiginoso, do
ambito e do custo dos services de salde, t&m
vindo a impor, mesmo as nagGes mais favore-
cidas, o estabelecimento de prioridades e a ela-
boragao criteriosa de planos de ac¢ao, cujos re-
sultados devem ser regularmente avaliados,
se obter a maxima rentabilidade dos recursos
humanos, materiais e financeiros que tais planos
impdem. O planeamentc e a avaliagao dos pro-
gramas de accido exigem informagdes precisas
sobre ¢ estado de sadde da populagao e a sua
evolugao, que as estatisticas vitais e de salde
habituatmente recolhidas s&o, em regra,. insufi-
cientes para traduzir — o que exige o recurso

cada vez mais frequente a. /nquéritos e outros’

estudas epidemioldgicos.

1.3 No caso concreto do nosso Pais, onde
acaba de se proceder & mais importante reorga-
nizacao dos servigcos de salide depois da re-
forma de Ricarde Jorge no inicio do século,
a utilizacdo do método epidemiolégico para ave-
riguagio e hierarquizagio dos problemas de
sadde e para planeamento e avaliacdo dos pro-
gramas Tespectivos torna-se cada vez mais im-
periosa. )

O recurso ao rﬁétodo epldemiolégico impde-se
particularmente em sociedades, como a nossa,
gue atravessam uma fase de fransi¢ao para ni-
veis de maior desenvolvimento econdmico e so-
cial.. Verifica-se precisamente no nosso Pais uma
situagdo sanitiria amistar em qde coexistem
ainda alguns problemas caracteristicos de po-
pulacdes em. desenvolvimento com pr_oblgmas
de saude dos paises desenvolvidos — especial-
mente os que se podem atribuir a crescente po-
fuicdo do meio ambiente, pelo desenvolvimento
industrial e dos meios de transporte e pelas
concentracoes populacionais urbanas, e &s rdpi-
das alteragdes dos padrées de comportamento,
pelo &xodoi rural, pela aceleragic da mobilidade
social e pelos fendmenos de aculturagio dai
decorrentes. Em situacdes como esta, a -Epi-
demiologia pode prestar contribito importante
ac diagndstico preciso da situagdo sanitdria e
ao adesenredar da meada» da rede complexa
dos factores determinantes de tais probiemas.
1.4 A prépria organizacdo dos servicos de
saifde deverd basear-se nos resultados de estuA
dos epldemlo[oglcos desta indole e em |nuest|-
gacoes operacionais e saber aproveitar as téc-
nicas de Investigacio epidemiolégica para o

74

estudo des grandes problemas da saude da
comunidade.

1.5 Nesta comunicagio procurar-se-4 encarar
brevemente a aplicacdo da Epidemiologia ao
diagndstico da situagcdoc sanitiria de Portugal
{Metrépaie) e & identificacdo répida dos grandes
problemas de saide da populacdo portuguesa,
no momento actual (1973). Em segulda, far-se-a
uma referéncia mais pormenorizada, ainda que
necessariamente rapida e superficial, dada a
fndole desta comunicacdo, a identificacdo e a
quantificagdo das principais doencas evitdveis
no nosso Pais, com referéncia ao papel gue os
estudos epidemioldgicos t8m a desempenhar na
investigagao dos factores determinantes respec-
tivos e na efaboracdo dos programas de con-

‘irplo’ e protilaxia.

2. Diagnostico (resumido) da actual situacio
de saiide em Portugal

2.1 Como se disse, o diagndstico da situa-
c¢do e a identificagdo dos principais problemas
da sadde devem constituir ¢ primeiro objectivo
dos responsavels pelos servigos de sadde —a
nivel nacional, regional ou Iocal

No- decurso dos trabalhos preparaidrios do

IV Plano de Fomento, a iniciar em 1 de Janeiro
de 1974, realizeu o Gabinete de Estudos e Pla-
neamento do Mlmsteno da Salde e Assistén-
cia um estud‘a da situagdo sanitiria € social
do Pais que foi tdo pormencrizade quanto as
limitagbes do sistema de informagio estatis-
tica de saude permitiram. Os resultados constam
do Relatdrio Preliminar do IV Plano de Fo-
menio — Sector Salide e Assisténcia, apresen-
tado em 1972 {4 volumes).
2.2 Com o intulto de procurar sintetizar aquela
situapgo e de salientar a evalugdo verificads
nos--dltimos anos em Portuga] ( Contmenze e
Hhas Adjacentes), escolheram- se 'de entre os
indicadores d‘é saude d:sponfvefs, alguns do
mais mgnmcatwos, que §e apresentam’ aqui, sob
a forma de quadro {Quadro I).  © :

A consulta a esse quadro permite fazer uma
ideia aproximada da evolugdo vbriﬁéada: nos
ditimos quinze anos e, segundo cremos, con-
firma a. posip8o intermédia ou mista de Portu-
gal no qua se refere a situagdo gera! no sector
savde. De facto, ao Iado de numeros alnda ele-
vados — para a Europa OC|dentaI em que nos
situamos — de mortalidade infantil.e de morta-
lidade por doengas infecto- contagiosas e por
tuberculose, por exemplo, encontram-se taxas
ja apreciavelmente elevadas de mortalidade pro-



QUADRO I

‘ POHTUGAL (Continente © Ilhas] s ) :
Alguns mdlcadores da snmat;ao samtarhr da populagédo, em 1955 1960 1965 1970 e 1972

i

[d} Exnstentes

(e} Enfermeliras +- auxlhares de enfermagem + partelras e

. [f] 1964,

.

7 1955 Coaeeo |- 1ess 1970 . 1072
Indttadores . < — — — ‘
‘ M- Fool-m F m ] F M 3 b F
'Esberanqa'de vida'é. nas-| {(a) {a} | tb) {b} N E {c) | te}-| -

CENMGA ..eiviarenianrnnrnns 588 | 63,8 | 60,7 | 66,4 | 63,3 | 69,3 | 63,7 | 70.3 65,3 |.71,7
Esperanca  de 'vida noj {b}) {b} ’, - . {c} |. (e} | -

T 1.2AN0 Ll — — les8|709)|674|726)664]725 87,4 | 73.4
Taxa de mortalidade in- . -

fantil ...ooeeiieeeeneee | 90,2 77,5 64.9 58,0 41,4
‘Taxa de mortalidade neo - . -, | o

natal ..o 28,2 279 25,4 ‘ 25.4 18.7
Taxa de mortalidade ma-‘. .

L ABMMA e 1,50 1,15 0,85 0,73 0,55
% de partos. s/assnstenma .

médica ...... ...l 60,3 55,3 43,6 29.8 23,2
Taxa de moftalidade 1-4 .

BNOE ..evrnrrrneinnannes "1063.1° 690,1 485,5 '315.8 268.0
indice de Swarcop-Uemura 59.4 65,3 706 - 76.2 79.7
% de obitos, s/certifica-| ! . - ‘ ‘

¢do médica ... 144 13,7 43 2,7 22 |
Taxa de mort. esp. por :

doencas infec. 8 parasit. 89,5, . 64,9 '45,3 27,0 38,4
Taxa de mort. ‘esp. por tu- REEE . o o

berculose ............... 64,0 48,2 -.-30,3 16.4 14,6
Taxa de mort. esp. por :

acidentes de viacao ... 10.7 12,3 16,5 - 24,2 - 2741
Habitantes/cama hospita- - .

[T [ S 185 184 170 163 169
Habitantes/médica. ....... [, 1331 . | 1283 7 | 1185 | 1001 950
Habitantes/P. enferma-|~ " o - o

gem (e} ....eeeieneiens 1744 1424 1183 - | 890. 792 . ]
% de. populagao c/ égua } . ‘

- .camalizada .....coeieens i — — 34,3 (f) 39,2 —
(@) 198, . o i o
' (b)...1959-62.. o
{e) 1971.-
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porcional acima dos 50 anos (fndice de Swaroop

& Usmura)} e de mortalidade especifica por aci-
dentes de viagdo, qua séo caracterlsticos “de
paises mais desenvolvidos '{Quadro 1).

2.3 Para melhor apreciacdo da pesicdo de
Portugal na Europa, quanto a estes indicadores,
elaborou-se um quadro comparativo que inclui,
além do nosso Pais, a Jugoslavia, a Itdlia, a
Franga e a Suécia (Quadro I}, A fim de sim-

plificar a comparagdo reduzimo-ia, proposita-

damente, a quatro paises europeus apenas —
dois paises latinos, um dos quais mais préximo
do nosso pelas condicOes geo-climaticas e até
sociais; um pais escandinavo, como expressao
de uma comunidade muito desenvolvida; e a
Jugoslavia, cujos indicadores de satide, nos
dltimos anos, tém acompanhado de perto os
nossos. Essa comparagdo, referida em regra
ao ano de 1970, por se tratar do dltimo com
dados disponiveis, permite situar a posi¢io por-
tuguesa, no que se refere a saidde, entre 8 da
Jugoslévia e da [tdlia. Todavia, salienta-se
que, enguanto as taxas de Portugal se referem
ja a 1972, as dos outros paises sdo de 1970,
ainda que alguns dos indicadores da Jugosldvia
em 1970 (como, por exemplo, a mortalidade
do grupo 1 — 4 anos e a mortalidade especi-

fica por doencas transmissiveis e por aciden-

tes} sejam melhcres do que os indices corres-
pondentes de Portugal. Seria por isso mais

correcto afirmar que a posigio sanitiria de Por- *

tugal, na Europa, se equipara ainda & da Jugos-
lavia, traduzindo uma posicdo de transicdo en-
tre a dos paises em desenvolvimento e os pal-
ses desenvolvidos da Europa Ocidental,

2.4 Ainda com o objectivo de permitir alar-
gar o quadro esbogado pelqs indicadores refe-
ridos, uma vez que & impossivel recorrer a da-
dos sobre a morbilidade geral, por nao dispo-
niveis, determinaram-se as taxas especificas
de mortalidade por 100 000 habitantes, para
os catorze grandes grupos de causas de morte
da Classificacdo Internacional de Doencgas da

O.M.S. (72 o B.2 Revisdes, 1958 ¢ 1968, res- -

pectivamente) para os anos de 1960 a 1972
(Quadro Ill). Estes nimeros permitem avaliar,
ainda que de forma muito grosseira e super-
ficial, a evolugdo dos agrandes grupos» de cau-
sas de morte no Pais, nos tltimos anos, -~ -

Para mais facil apreciagio, procurou tradu-
zir-se a evolugdo cronoldgica daguelas taxss
de mortalidade especifica em quatro grificos

mostram, por exemplo, que, de 1960 para 1972,
enquanto a taxa de mortafidade por doencas
transmissiveis se reduziu quase a metade e a
das doengas da. primeira infancie a 1/3. a
taxa de mortalidade por tumores subiu de cerca
de 50 % e a devida a doengas cardio-circula-
tdrigs aumentou mais do dobro. {*)
Encontra-se o Pais numa situacdo de «tran-
sigdo sanitdriar, em que coexistem problemas
de salide de fndole muito diversa e préprios de
diferentes nivels de evolugdo socic-econdmica
e cuftural. Sitluagbes como esta exigem parti-
cularmente o recurso crescente & metodologia
epidemioldgica para estudo e identificagdo dos
factores determinantes e correspondentes dos
principais problemas de sadde e para a mais
correcta elaboragdao de programas apropriados
de acepdo sanitéria.
2.5 Os elementos estatisticos referidos, em-
bora restritos e consentindo apenas apreciagdo
geral, por vezes grosseira, permitem contudo
traduzir uma imagem aproximada da situagdo
actual em Portugel e sua evolugdo nos tiltimose
10 a 15 anos. De igual forma revelam ja
alguns dos principais problemas de saidde do
FPais, em relagdo aos quais se impds a adop-
c3o de medidas que, iniciadas com a reforma
dos servigos de sadde a que atras se aludiu
(Decretos-Lel n. 413 e 414, de 27 de Setem-
bre de 1971), se concretizaram nos programas
de ac¢d@o elaborados pelo Gabinete de Estudos
¢ Planeamento do Ministério da Satide e Assis-
téncia para realizagao no dmbito do IV Plano
de Fomento (1974-1979).
2.6 E claro que os dados anteriormente refe-
ridos dizem respeito ao ceonjuntc do Pais
{Continentes e lNhas dos Agores e da Madeira),

(*) Chama-se a atengho para o facto'de em 1971 se
ter passado a utllizer em Portugal a 8.* Revisdo do C. 1. D',

- pelo que ndo se verifica correspondéncia’ perfeita entre as

causas de morte de alguns do catorze grandes grupos. de
causas reglstades entre 1960 e 1970 e as de 1971 ¢ 1972.
As alteragbes princlpais dos -grandes grupos de causass,
da 7.2 para B.* Revisdo, verificaram-se sobretudo no grande
grupo das «Doengas irfecclosas e parasitirlass que, a
partir de 1971, passou a incluir gs 6bitos por «gastrpen-
terite e enteriter, anteriormente englobados no grupo das
«Doencas da primeira infanciae, que sdfréu. reduco de
um certo numero de rubricas anteriormente inclufdas no
grupo correspondente da 7.* Revisdo e ficou restringido as
causas de morbilidade e mortalidade peri-natals, e nos

que compreendem aqueles 14 grupos de cau- °*“Wupes “iDoengas dosistema. nervosc centrals, que perdeu

sas de morte (Figura 1 — Gréaficos 1 a 4). En-
tre outras indicacdes, as curvas determinadas
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os acidentes vasculares cercbrals (principal .causa da
morte entre n6s} e aDoencas do aparelho circulatérios,
que passou a incluir esta importante rubrica.



QUADRO 1l

Alguns indicadores do estado de saide das populagdes, em Portugal ¢ em alguns

paises europeus, no iltimo ano disponivel

Jugoslévia Italia Portugal Franga Suécia
. 1970 1970 1972 1970 1970
Indicadores
M F M F M F M F M F
Esperanga de vida & nas- )
CONGA -ecreveammnnrenonns 651|699 |685| 7461653 | 71,7691 | 76.7]| 723 | 77.4
Esperanga de vida no ‘
1.2 800 oviiviannieans 68,0| 7281698 756 | 67,4 73,4|693| 767|722 77.1
Taxa de mortalidade in-
fantil ... 55,5 29,6 ‘41,4 18,2 11,0
Taxa de mortalidade neo
natal .....iivieiiiiiiennn 23,4 20,4 19.7 12,6 9,1
Taxa de mortalidade ma-
TOMMA oiieiieiieiiaicaneas 0,67 0,55 0,66 0,28 c,10
Taxa de mortalidade 1-4
BMOS veeernnenisssaianss 246,2 100,2 268.0 79,6 52,9
[ndice de Swarcop-Uemura 74,14a) 84,71a) 79,7 87,6(a) 91,0(a)
Taxas de mort. esp. por -
d. infec. e parasitdrias 35,8 17,6 384 15,6 9.1
Taxa de mort. esp. por o
tuberculose ............. 18,5 7.0 14,6 8.2 4,7
Taxa de mort. esp. por
acidentes de viacdo ... 17.9(a) 25.4 271 24,2 19.4
Habitantes/carna hospital 180(a) 90(a) 159 110(a) 70(a)
Habitantes/médico ....... 1050({a) 560({a) 950 770(a} 770{a)
Habitantes/p. enferma- -
[ =111 T, 7191{a) 440(a)(b) 792 360(a} 200(a)

(a) 1989,

{b) Unicamente o pessoal hospitalar.
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PORTUGAL (Continente e llhas)

GRAFICO 2

Evolucdo das Taxas de Mortalidade Especifica

TAXAS
420 .

4o0 .
230 |
Ho |
190 _
170
150
130
110 _

20 |

—|

LEGENDA

a) Doengas do sistema nervoso e drgios dos sentidos
b} Doencas do aparelho circulatério

c) Doengas do aparelho respiratério
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ndo traduzinde por isso as grandes —e por

vezes gritantes — diferengas verificadas entre
algumas &reas do territdrio nacional.

A andlise da situagio, apresentada em 1972
no Relatdrio Preliminar do IV Plano de Fo-
mento, a que acima nos referimos, caracteriza
tais diferencas de maneira assds pormenorizada.

Embora ndo seja possivel recorrer-se ao
pormenor, em trabalho desta fndole, ndo dese-
jamos terminar estas breves consideracées 3
situagdo geral de saide em Portugal sem in-
cluir dois mapas (Mapas 1 e 2) em que a posi-
rdo relativa de saide de cada um dos 22 dis-
tritos do Continente e das lihas Adjacentes, no
periodo de 1960-63 e em 1970-72 & esque-
matizada, A posigio relativa, indicada de forma
grafica, foi obtida por meic de indicadores
regiohais (distritais) resumidos, do estado geral
de saude das populagées, calculados, em cada
um daqueles anos, para cada um dos distritos
de Portugal. No cilcuio entrou-se em linha de
conta com os indicadores disponiveis {a nivel
distrital) julgados mais signifinativos (*) e aos
quais se atribuiu ponderacdo diferente, conforme
metodologia descrita no Relatéric  Prelimi-
nar {**).

De acordo com este célculo, verifica-se que
no termo da década de 1960 se mantém mar-
cadas diferencas entre as aposigdes sanitirias»
dos distritos do Pafs, com cindices-resumoy que

oscilam entre valores de cerca de 5 (distritos

- de Santarém, Portalegre, Horta, Coimbra, Lei-
ria, Lisboa ¢ Setdbal) e valores superiores a
14 ({distritos de Vila Real, Braganga e Porto),
isto &, diferengas consideraveis, de quase o
triplo, entre os distritos mais e menos favore-
cidos. Considerande o Pals dividido apenas nas
quatro regides-plano, pedemos dizer que, na-
quela década, os methores indices se verifi-
caram na regida de Lisboa (distritos de Lisboa,
Santarém o Setabal), seguindo-se a regido Sut
(distritos do Alentejo & do Algarve), com indi-
ces em regra ainda inferiores & média metro-
politana, e depois a regife do Centro {distritos
de Leiria, Coimbra, Castelo Branco, Aveiro, Vi-

{*) Mortalidade infantil, mortalidade materna, percen-
tagem de partos sem assistd@ncia, mortalidade proporcional
do grupo 1-4 anos, mortalidade total por doengas trans-
missiveis, mortalidade por doencas do aparelho respira-
tério, mortalidade por pneumonia, mortalidade por gastroen-
terite e enterite e percentagem de obitos sem certificagao
médica.

(**) Relatério Preliminar do 1V Plano de Fomento, do
Gebinete de Estudes e Planeamente do Ministério da
Sadde e Assisténcia, 1l volume, pégs. 409 a 429: & vo-
lume IV, pags, 33 ¢ 34; Lishoa, 1972,

‘seu e Guarda), com uma situagio sanitaria ja

ligeiramente acima da média (sobretudo por
causa do speso» dos distritos da Guarda o
Viseu); enquanto as picres posigdes sanitdrias
se encontram na regido MNorte (distritos do
Porto, Braga, Viana do Castelo, Vila Real e Bra-
ganca) e nas /lhas dos Agores e da Madeira,
em cujos distritos ocorrem o©s indices-resumo
mais elevados.,

A titulo meramente ilustrativo ¢ recorrendo
apenas a alguns indicadoraes, pode salientar-se,
por exemplo, Gue:

— enquanto em Portugal a mortalidade in-
fantil, no periodo 1968-70, atingia o valor de
58 %/u, era inferior a 40 °/w nos distritos de Lei-
ria e Setibal, mas ultrapassava os 70 °/, nos
do Porto, Braga, Braganca e Ponta Delgada ¢
atingla 80°/x no de Vila Real;

— a mortalidade por doencas transmissi-
veis, no mesmo periodo, era de 10 °/uw no con-
junto do Pafs; mas, enquanto baixava a cerca de
4°/uw nos distritos de Evora e Castelo Branco,
atingia valores trés vezes superiorss e mais nos
de Braga, Porto e Aveiro, Ponta Delgada e
Angra do Heroismo;’

—ainda em 1968-70, a percentagem de
obitos sem certificag8o médica, que no Pals
se situava em cerca ‘de 3%, atingia 12 %
em Vila Real, 14 % em Braganca, 19 % na
Guarda e 28 % em Castelo Branco:

—se em 1964 ¢ ndmero de habitantes por
médico, em Portugal, orgava os 1200, ele su-
bia a 3000 no distrito da Beja e ultrapassava
0os 4000 no de Viana do Castelo {isto ja sem

" fazer referéncia & idade média dos médicos fora

dos grandes Centros, que & muito elevada e
aumenta rapidamente {*};

— enquanto o ndmerc de habitantes por
profissional de enfermagem no distrito de Lis-
boa era de 327, em 1964, esse valor subia a
corca de 3500 no de Beja e a quase 4000 no
de Braganga;

— ainda em 1964, a percentagem de partos
sem qualquer assisténcia técnica foi de cerca
de 47 % em Portugal, mas atingiuv valores da
ordem de 72 % no distrito de Braganga, de
74 % no de Viana do Castelo e de 85 % no de
Vila Real.

De 1968-1970 para ca, embora a situacio
geral tenha vindo a melhorar, mantém-se em pior
posicio os distritos do norte e das llhas Adja-

[*) Por exemplo, naquele mesmo ano, no distrito do
Funchal, 85 % dos clinicos tinhem mais de 50 anos de
Idade e, desde entdo, a situagio tem vindg a agravar-se.
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MAPA 1
PORTUGAL (Continente e llhas Adjacentes)
Resumo da situacéo sanitdria da populagéo, por distritos, em 1960-1963
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MAPA 2
PORTUGAL (Continente e Ilhas Adjacentes)
Resumo da situacdo sanitéria da populacdo, por distritos, em 1970-1972
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centes (Braga, Vila Real, Braganca, Ponta Del-
gada e Funchal), seguindo-se os de Viana do
Castalo, Porto, Aveiro, Viseu, Guarda e Angra
do Heroismo, todos com aindices-resumo» supe-
riores & média nacional, isto é, denunciando pio-
res situacoes de saude das respectivas popu-
lagoes.

As melhores posigdes quanto & sadde, de
acordo com a metodolegia indicada, séo ocupa-
das, em 1972, pelos distritos de Coimbra, Lei-
ria, Santarém, Setibal e Evora, seguindo-se,
em situagao ligeiramente mais desfavoravel, os
de Lisboa, Beja, Portalegre, Faro, Castelo Branco
e Horta.

Durante o periodo considerado, melhorarem
sobretudo as posigées relativas dos distritos de
Evora, Setibal e, menos acentuadamente, do
Porto.

3. Poencas evitaveis dominanies

3.1 O conceito de edoencas evitdveisy evo-
lui naturalmente com o©s progressos cientificos
e tecnoldgicos, ndo s6 de Medicina, como de
outras ciéncias, e com o desenvoivimento e
as possibilidades dos sistemas de satide res-
ponsaveis pela aplicagéo pratica de tais pro-
gressos.

Para se poderem evitar, terdo naturalmente
de conhecer-se as causas das doencas, aciden-
tes e outras alteragbes do estado de sadde e
os factores que condicionam a sua distribuicdo
e disseminacdo na comunidade. E pois indis-
pensavel estudar-se a histdria natural da doenca
e respectiva cadeia epidemioldgica para que a
sua prevencdo possa realizar-se em bases cien-
tificas. Compete precisamente & Epidemiolo-
gia orientar as investigacdes que procuram ave-
riguar os factores do aco-sistema determinantes
da doenca e esclarecer a respectiva histéria
natural. )

3.2 Isto s6 comegou a ser possivel ha pouco
mais de um século, gragcas & metodologia que
John Snow concebeu e outros aperfeigoaram.
Como & natural, devido aos progressos da Micro-
biolegia nos fins do sécuio passado e 4 relativa
¢simplicidade» da histéria natural e da cadeia
epidemioidgica das doengas infecto-contagio-
sas, foi no campo destas afecgbes que a Epi-
demiologia conseguiu as suas primeiras vitérias
o permitiu a concepgido de medidas praticas e
eficazes de controlo e de profilaxia. Todavia,
ndo foi apenas no sector das doengas trans-
missiveis que a metodologia epidemioldgica
conseguiu éxitos praticos quase desde o inicio
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da sua aplicacdo. Basta lembrar, per exempio,
os estudos epidemioldgicos de Goldberg sobre
a pelagra e até mesmo as investigacdes (indis-
cutivelmente do tipo epidemiolégico} que, ainda
no século XVII, permitiram a Percival Pott indi-
car uma medida de extraordinéria simplicidade
e eficicia para se evitar o cancro do escroto
entre os limpa-chaminés de Londres.

Os estudos epidemiolégicos vieram assim
demonstrar, desde o inicio, que ndo é indis-
pensével identificar-se sempre a causa bésica
ou primdria de uma doenga, ou todos os elos
da sua cadeia epidemioldgica, para se poder
conceber e realizar, muitas vezes, um programa
eficaz de prevengdo ou de controlo. A histéria
da Epidemiologia, desde as investigacbes de
John Snow, sobre a transmissdo da célera, e da
Comissao Real para Estudo da Febre de Maita,
sobre a da brucelose, até aos estudos mais
recentes, que tém permitido individualizar um

certo numero de factores associados 3 inci-
déncia do cancro do pulmio e a da trombose
das corondrias, por exemplo, tem demonstrado,
de forma indiscutivel, que é possivel a adopcgio
de medidas eficazes de prevencdo, num nitmero
crascente de afeccdes, mesmo quando ainda
nao se conhece, na sua totalidade, a respectiva
stiologia.

3.3 Compete precisamente i Epidemiologia
comecar por identificar as principais doengas
e certos problemas de saude prevalentes numa
camunidade, quantificd-los e estudar a respec-
tiva histdria natural. Em relacio a cada doenga,
ou outro problema de saltde, cumpre ainda 2
Epidemiologia caracterizar a populagdo em risco,
pesquisar os factores do eco-sistema responsé-
veis pela ocorréncia e disseminag8o da doenca

-e estabelecer a cadeia epidemioldgica respec-

tiva, com vista & elaboragdo de planos de pre-
vengdo e/ou de controlo eficazes e eficlentes.
" Tais - investigagdes tém permitido, com o
progresso da Medicina e até de outras ciéncias,
ir alargando o nimero de doengas e outros es-
tados mdrbidos evitdveis.
3.4 Na terceira parte desta comunicagio so-
bre o interesse da Epidemiologia no estudo das
condigies de salde da populagio portuguesa
e em complementos do diagnédstico geral da
actual esituagdo sanitariap do Pais, faremos
uma breve referéncia as principais doencas evi-
téveis presentemente registadas em Portugal.
Mencionaremos como doencas evitdveis do-
minantes, no nosso Pais, as que sao habitual-
mente consideradas como tal, isto é, as doengas
transmissiveis {infecciosas e parasitrias) espe-
cificas ou «cléssicas», bem como as infeccdes



principais, aspecificas e inespecificas, dos di-
versos aparelhos e sistemas (tais como as in-
teccdes das vias respiratérias, incluindo a gripe,
® as do aparelho digestivo, incluindo as ente-
rites inespeclficas), avitaminoses e outras doen-
cas por caréncias nutritivas, um certo ndmero
de doengas préprias da gravidez, do parto e do
puerpério, algumas doencas da primeira infén-
cia de profilaxia conhecida, os acidentes e ats
mesmo os suicidios. E claro que, entre ostas
doengas, ou antes grupos de afeccies e de
outras alteragdes do estado de salide, se com-
preendem algumas de prevencéo mais facil do
que outras, assim como é sabido ser j& hoje
possivel a profilaxia, ou pelo menos o controlo,
de certas doencas de tipo crénico-degenerativo,
a que nio faremos contudo qualguer referéncia
nesta comunicacio.(®}

3.5 Dos diferentes grupos de doengas evita-
veis que resolvemos considerar, destaca-se na-
turalmente o das doengas infecciosas e parasitd-
rias, que relne as afeccdes de epidemiologia
mais simples que se conhece. E pracisamente
por este motivo que sdo estas as doengas em
que, com um numero restricto de excepgoes,
que os progressos da Medicina vo rapidamente
reduzindo, & mais facil proceder-se i respac-
tiva pravencédo e cujo controlo e, em certos ca-
50s, mesmo a erradicacdo, pod‘em ser mals sim-
plesmente concebidos e realizados.

3.6.1 Comoc se sabe, nio existem em Portu-
gal estatisticas regulares de morbilidade 3 es-
cala nacional, com excepcido das chamadas
dvencas de notificagdo obrigatcria, que com-
preendem precisamente um certo ndmero de
doencas infecciosas e parasitirias a que aca-
bamos de nos refarir.

Apesar das conhecidas deficidncias da noti-
ficacao e da variabilidade do grau de defician-
cia que se verifica entre as doencas de comuni-
cacdo obrigatdria, pensidmos que poderia ter
algum interesse referir a evolucio das taxas
‘de morbilidade (melhor diriamos, de notifica-
cdo) por 100 000 habitantes devidas as prin-
cipais doengas transmissiveis de notificagéo
obrigatdria em Portugal, no decurso dos ulti-
mos 20 anos {Quadro IV).

O exame dessas taxas mostra a redugdo
apreciavel que foi possivel conseguir-se ra in-
cidéncia da maioria destas doencas, gracas
a planos apropriados de profilaxia, de que se

(*) Até porque competird ao Ex.m Senhor Dr. Corino
Andrade apresentar o problema das doengas genéticas
€ das crénicas-degenerativas em Portugal e referir o papel
da Epldemiologia na sua investigagio.

destaca o «programa nacional de vacinagaos,
iniciado em 1966. Assim, por exemplo: a taxa
de morhilidade da difteria reduziu-se de cerca
de 20, em 1950, para 2,62 %4, om 1970; a
da tosse convuisa, de 28, em 1950, para cerca
2 %o €M 1970; a do téiano, de perto de 5,
em 1960, para 2,65%,m em 1970; a varfola
foi erradicada em 1952; o carbinculo, que por
1950 afectava cerca de 16 em cada 100 000
individuos, ndo chegou a atacar 2 em 1960 e,
em 1970, registou uma taxa de morbilidade
de 0,10 °/u apenas: a Incidéncia da fepra re-
duziu-se, em vinte anos, de cerca de 2 %/a
para 0,05 °/yu; a taxa de morbilidade da febre
tifdide, que era de quase 54 °/.,, em 1950, bai-
xou para 14 %, em 1970; a do kals-azar
reduziu-se de 2,63 %/, para §,37 ® /oo, durante
0 mesmo periodo; etc. Todavia, algumas destas
infecgdes, como as bruceloses, a meningite epi-
démica e as doencas vendreas, em periodo de
contagio, mantiveram taxas mais ou menos
aproximadas no decurso dos tltimos vinte anos,
Ou evolucionaram da forma ciclica que lhes 6
peculiar, na auséncia de medidas decisivas de
controlo e profilaxia. Ainda outras registaram
um certo eumento, como, a exemplo do que
noutros paises se tem verificado, sucedeu com
a encefalite infecciosa aguda e, sobretudo, com
a hepatite epidémica (cuja taxa subiu em vinte
anos de 0,40°/ para quase 7 %/w.) — e ndo
surpreende que, de entre as infecgdes obriga-
toriamente notificdveis em Portugal, se trate
precisamente daquelas para as quais ainda se
ndo dispde de métodos eficazes e praticos de
profilaxia.

No Quadro 1V nac foram incluidas a maldria
© algumas outras parasitoses, cuja frequéncia
tem vindo a aumentar nas (ltimos anes, em
virtude de afectarem principalmente o pessoal
militar regressado das suas comissées de servigo
em Africa.

3.5.2 Embora se trate de doencas de etiole-
gia e epidemiologia em regra bem conhecidas,
0s estudos epidemiolégicos eontinuam a desem-
penhar um pape! muito importante na averigua-
¢d0c dos respectivos padries de distribuicdo e
de evolucdo no territério nacional. Neles se
devem Iigualmente basear todos os programas
de controlo e prevencao, adaptados as caracte-
risticas e possibilidades do Pals.

3.6 Quanto &s outras doencas e violéncias
(acidentes e suicidios) que acima considers-
mos, em principio, como evitdveis, nio tem sido
nem ¢ ainda possfvel dispor de elementos sequ-
ros sobre a sua morbilidade, 3 escala nacional.
Apesar de ja antigas e persistentes tentativas
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QUADRO IV

Taxas médias de morbilidade (por 100 000 habitantas), de algumas doencas de notificago obiigatoria
em 194951, 1959-61 e 1969-71

Taxas de morbllidade
Doengas
1849.51 1959-61 1969.71

Brucelose .. ... s 2,94 2,66 3,47
Carblineulo ... o i e e 15,55 1,78 0,10
DHftOria . .ooeii i e 12,66 23,13 2,62
Disenterias (bacilar e amibiana) ........ccvviiviiiinernnens 1,23 0,37 0,06
Encefalife .........coceiviiiiiiiiiiic 017 1,35 1,65
Escarlatina ...........ccoovvevviiinnnt. 8,05 6,94 2,69
Febre tHéide ...........cooivriiiiiiiiiiic 53,23 28,95 14,09
Febre paratiféide e outras salmoneloses 1,67 0,93 0,80
Hepatite epidémica .... 0,40 3,06 6,90
Kala-azar ... ..coiieriiiii i e i e 2,61 1,47 0,37
L= o - TN 1,76 0,20 0,04
Meningite cérebro-espinal .......... ... ... el 2,28 1,75 5,83
PoliomiBiite ... veiierirr i v e i i et 1,63 3,30 0,10
1713 e T —_— 4,84 2,65
Rickeftsioses ........cocvmvnrnrivrnnes et treneeaars 10,656 3,73 1,72
TOSSE CONVUISA ..o e rinner ey 27,76 19,85 2,34
L T2 - T R 9,00 6,79 0,48
TUBBICUIOSE .. ittt s {n.a.) 155,02{a)] 127,09
VaTiola o s 0,01 — —

Sifilis ..o i 5,44 1,68 3,80
BIBNOTTADIA «.ouseiieeieeine e s e e e e e eaaannn 9,47 7.28 14,68

[—) N&o se registaram quaisquer casos.
(n. a.) Ndo apurado.

(a) Esta doenca passou a ser de notificagdo obrigatéria em Janeiro de 1961, tendo chegade os primeiros dados

a Direcgdo-Geral de Satide em 1962.

por parte de certos sectores de estatistica do
Ministério da Saiide e Assisténcia, ndo se con-
seguiu ainda a organizacdo e funcionamenta
de um sisterna de estatisticas da morbilidade
hospitalar (por intermédio da Direccio-Geral
dos Hospitals), nem da morbilidade apurada
pelos chamados Servicos Médicos-Sociais da
Federacdo de Caixas de Previdéncia — que sem
divida representam as duas mais importantes
fontes de estatisticas da morbilidade no Pals.
Dado o interesse no estabelecimento de tais es-
tatisticas de maorbilidade estd o Gabinete de Es-
tudos e Planeamento do M. S. A. diligenciando
promover as actividades estatisticas do sector,
com o objectivo final de estabelecer um sisterna
nacional de estatisticas de satide, que possa ser-
vir convenientemente as actividades de Epide-
miologia e de Planeamento e Avaliagio, indis-
pensaveis a aciuacio correcta de qualquer ser-
vico nacional de saude. Também se sspera
que o inquérito geral de morbilidade ¢ de ava-
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liagdo de recursos, planeado pelo Institutc Na-
cional de Salde emn colaboragao com a Orga-
nizacdo Mundial de Salde, a iniciar no norte
do Pals ja em 1274, possa permitir a recolha
de dados muito importantes, de cardcter quali-
tativo e quantitativo, sobre a prevaléncia e a
incidéncia da morbilidade nacional..
3.7 Na auséncia de tais dados, limitamo-nos
a referir agui alguns slementos estatisticos so-
bre a mortalidade verificada em Portugal, nos
dltimos anos, como consequéncia das doengas
e oulras alteragdes do estadeo de sadde que
acima (ver paragrafo 3.4} rotuldmos de evitd-
veis. Com esse objectivo comegamos por cal-
cular as taxas especificas de mortalidade para
as seguintes causas ou grupos de causas prin-
cipais, em principio evitdveis, que selecciona-
mos para o efeito:

As respectivas taxas especificas por 100 600
habitantes foram calculadas para © conjunto
do Pais e para cada um dos doze ultimos



Designagéio correspondente da lista A
Doengas seleccionadas daC. 1. D.

7.» Revisdo 8.* Revlsao
Febre tifoide ............c...o i A12 A2
Gastroenterite e enterite .............. Al104 A5
Tuberculose (todas as formas) A1-Ab AB-A10
Difteria ... A21 Al5
Tosse convulsa ... A22 Al6
Tétano .........coeiiiiiiiii, e e ea e A26 A20
Poliomielite ......_... ... A28 A22
Sarampo ... A32 AZb
Todas as doengas infecciosas e parasitarias .................. Al1-A43 Al-A4q
Avitaminoses e outras doencas da nutrigio .................. AB4 ABS5
Meningite ndo meningocdeica ..........ooovisiiiin AT1 A72
Otite média e mastoidite ..._......................oo AT7 A78
Reumatismao articular agudo .................. ... .. AT9 ABOQ
Gripe ..o ABS8 A90
Pneumonia e broncopneumonia ... ABQ-A90 A91-A92
Infeccles das vias respiratérias _.............................. AB7-A91 AB9-A92
Nefrite aguda ............................ ... A108 A105
Infeccdes do parto e puerpério ............................. — Al116
Doengas da gravidez, parie e puerpério .............. Al115-A120 A112-A118
Doengas préprias da primeira infancia , A130-A135 A131-A135 *
Acidentes de viacio A138-A139 AT38-A139
Qutros acidentes ........................... A140-A147 A140-A146
Todos os acidentes .................... A138-A147 A136-A146
Suicidio ... Al48 A147

" (Na 8. Revisdo: apenas smorbilidade e mortalida

L]

anos, de 1950 a 1972 (Quadro V e Graficos 5 a
7). No seu conjunto, estas causas de morte foram,
em 1960, responsidveis por 28,52 % da totali-
dade de ¢bitos registados em Portugal (33,28 %
do sexc masculino — em que esta mortalidade,
que podemos designar por prematura, é sem-
pre mais elevada—e 23,62 % do sexo femi-
nino), enquante que doze anos depois represen-
vam apenas 19,4 % do obitudrio total {23,23 %
no sexo masculine e 15,45 % no feminino)-.
Apesar da redugdo verificada, ndo podemos
deixar de considerar que, para um pais euro-
peu, no inicio da década de 1970, a proporgao
dos dhitos devidos a causas habitualmente evi-
tdveis {1/b do obitudrio total} & ainda exces-
siva, Uma comparacéo com as proporgoes cor-
respondentes dos quatro paises europeus a que
temos recorrido {Quadro V1) mostra que é no
nosso Pais que tais taxas atingem valores mais
elevados: as percentagens de 6bitos por dosn-
cas evitaveis em Portugal, no ano de 1972, sdo
ainda superiores is percentagens corresponden-
tes da Jugoslavia em 1970.

de peri-nataiss),

Apesar de ndo ser possivel uma perfeita
comparacdo entre os elementos anotados até
1970 e os nimeros registados a partir de 1971,
de acordo com a lista A ou intermédia de cau-
sas de morte da C. |. D. (a mais detalhada que
o Instituto Nacional de Estatistica utiliza desde
1956 — e mesmo essa s6 para o conjunto de
Portugal, visto ndo fornecer indicagbes com-
pardveis por distritos), dadas as alteragdes de
um certo nimerc de diagndsticos basicos dis-
tribuidos pelas diversas rubricas da lista A, que
se verificaram ao passar-se da 7.2 para a 8.2 Re-
visdo da C. I. D., no ano de 1971, julga-se
contudo legitimo o estudo da evofucéo de 1960
para 1972} da mortalidade devida aquelas cau-
sas de morte, hoje em grande parte evitdveis.

Os dados constantes do quadro acima refe-
rido {Quadro V) e os grificos que procuram
esquematizar a evoluco de algumas daquelas
causas de morte (Graficos 5, 6 e 7), mostram
que se conseguiu um cerlo progresso na re-
dugdo da maior parte das causas de morte
evitdveis no nosso Pais, no decurso dos dltimos
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QUADRO VI

Percentagem de 6bitos por algumas doengas evitévels (a) no total dos Gbitos
no ano de 1970, em alguns paises da Europa

% Total de Abitos por algumas doencgas evitdveis no total de dbitos em 1970
Paises ,
M F M F
Jugisldvia (b) ................... 20,01 12,54 16,43
Itilia ............... T 14,47 10,96 12,82
Portugal .........covoieviviniinns 25,79 17.64 21,79
Franga ...........c.occiiinennn. 15,12 12,40 13,80
Sudcia .....oiiiiiieen e 13.17 10,46 11,93

{a) Tais como foram consideradas no texto (cf. pontos 3.4 e 3.7 desta comunicagao).
(b) Inclui todos os acidentes, envenenamento e violéncias (AE 138-AE 150).

12 anos, embora ndo tio acentuado como se-
ria para dessjar.

Assim, por exemplo, de 7960 para 1972,
as taxas de mortalidade por 7100 000 habitan-
tes, reduziram-se de 0,60 para 0,19 na febre
tiféide, de 71,5 para 14,59 nas enferites (ines-
pecificas), de 48,07 para 14,61 na tuberculose,
de 1,69 para 0,17 na difteria, de 0,70 para
0,15 na tosse convulsa, de 2,97 para 1,18 no
tétano, de 0,35 {0,564 em 1962} para 0,11 (0,00
em 1971) na poliomielite, etc. Verificou-se em
relagdo a lotalidade das doencas infecciosas e
parasitarias uma diminuicido de 64,76 para
38,42 “/uw (*), taxa esta que, para o ano de
1972, & ainda elevada em relagao as dos
outros paises da Europa Qcidental, como atras
s viu.; Pode ainda acrescentar-se que, no de-
curso do periodo de 1960-1872, se verificou
também uma cerfa reducdo nos 6bitos por ofite
média e mastoidite {de 4,45 para 1,87 °/y),
por reumatismo articular agudo {(de 0,49 para
0,22 %/x), por pneumonia e broncopneumonis
{do 79,42 para 52,98 °/..}, por nefrite aguda
(de 5,35 para 2,14 %/u} e por doengas parti-
culares da primeira infincia (de 74,26 para
21,72 %/ o) 1* 7).

(*) A partir de 1971, a rubrica «totalidade das doen-
gas infecciosas e parasitdriass (n.es A1-A44 da 8.2 Revisie
da C. I. D), passou a incluir a ~gastroenterite e enterite-
[rubrica A104 da 7.2 Rev.), o que a agravou, para sfeitcs
comparativos, em relagdo A& correspondente rubrica da an-
terior revisdo (A1-Ad3 da 7.7 Rev.).

(**Y Mesta rubrica a comparagdc € fgualmente incor-
recta e dé uma imagemn aparente mais favorivel do que
a real, visto que, a parilr de 1871, a B.= Rev. passocu
s6 a considerar naguela rubrica as <causas de morbilidade
e de mortalidade peri-natal=, isto €, menos causas do
que na tubrica A130-A135 da 7.© Reviséo.
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Felo que diz respeito a estas ultimas cau-
sas, trata-se de redugdes que consideramos
em regra modestas, ndo sé pela extensdo do
periodo decorrido, como também por se tratar
de afec¢bes gue, embora nio totalmente evita-
veis, devem ter hoje uma mortalidade muitc
baixa ou mesmo nula, dadas as poderosas ar-
mas de que os servicos de saide podem actual-
mente dispor para as combater,

0 panorama actual da mortalidade por acau-
sas evitaveis» & todavia agravade pelo factn
das taxas especificas de mortalidade devidas
a algumas das afecgbes que foram agui con-
sideradas se terem mantido praticamente esta-
ciondrias no decurso dos doze Ultimos anos

Foi, per exemplo, o caso dos suicidios, dos
acidentes excepto os de viaglo, das infecgdes
das vias respiratdérias (em conjunto) e até
mesmo das avitaminoses e outras doengas da
nutrigdo, das meningites ndo meningocdcias e
do sarampo (Quadro V). O efeito desfavoravel,
sobretudo no confronto europeu, é ainda acen-
tuado pela subida de algumas taxas de morta-
lidade de doengas ou violéncias evitaveis domi-
nantes, de 1960 para ca, nomeadamente as
da gripe e sobretudo as dos acidentes de viagdo
{que de 12,32, em 1960, subiram para 27,10/ s
om 1972).

3.8 Teria especial interesse o exame da dis-
tribuicdo das taxas especificas de morbiiidade
e de mortalidade devidas a estas causas pelas
diferentes regides do Pais (distritos e conce-
Thos) e por grupos eldrios e sexos, para melhor
conhecimento do panorama epidemiclogico res-
pectivo, averiguacao dos factores determinantes
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©® concepcdo e organizagao de programas ade-
quados de controle e profifaxia.
3.8.1 Todavia jJa acima se indicou ndo ser
possivel dispor de dados referentes aquelas
causas de morte por distritos, nem existirem
elementos de morbilidade sendo em relagéo a
um ndmero resiricto de doencas transmissiveis.
3.8.2 Por tal motivo e tambdm para nio
alongar demasiadamente estas consideracoes,
limitamo-nos a referir aqui a distribuigiio da
mortalidade especifica devida apenas a um nu-
mero seleccionado daquelas causas de morte
evitaveis (tuberculose — todas as formas —,
difteria, sarampo, totalidade das doencas infec-
ciosas e parasitdrias, avitaminoses e oufras
doencas da nutrigdo, infeccdes agudas do apa-
relho respiratdrio — incluindo a gripe —, aci-
dentes de viagdo, totalidade dos acidentes e
suicidio) por sexos e grandes grupos etarios.
Estes dados estatisticos sao apresentados sob
a forma de taxas especificas de mortalidade
por 100 000 habitantes, nos anos de 1962 e
de 1972, sob a forma de quadro {Quadro VI).
0 seu exame mostra que algumas das cau-
sas evitaveis seleccionadas atingem grupos eté-
rios assaz restritos. Tal &, por exemplo, o caso
do sarampe, que praticaments sé vitima até aos
14 anos, enquanto que outras vitimam sobretudo
os individuos idosos {65 anos e mais) — como
sucede com as infecgdes das vias respiratdrias
{as quais causam, contudo, uma mortalidade
também aprecidvel nas criancas), os acidentes
(sobretudo na sua totalidade), os suicidios e
até mesmo a luberculose (mas s6 no ano de
1972 e principalmente no sexo masculino, por-
quanto dez anos antes as taxas mais elevadas
da mortalidade por tuberculose ocorriam no
grupo etario 45-64 anos). A evolugio verifi-
cada nos Ultimos dez anos revela uma melhoria
progressiva destas causas de morte, pratica-
mente em todos os grupos etirios, e a manu-
tencio quase constante das proporgoes de Gbi-
tos entre cada um dos quatro grandes grupos
etarios considerados {com excep¢do do grupo
de mais de 65 anos que, embora registande
uma redugdo da mortalidade por tuberculose
passou, em 1972, a ser o grupo etirio com ta-
xas mais elevadas — conforme atras se disse
e de acordo, de resto, com uma evolucao carac-
teristica observada ja em paises desenvolvidos,
aqui ha uns anos {*}).

[*] Problemas de coortes mais antigas e com «pior
experiéncia de vida», em relagBo & tuberculose,
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Exceptuam-se das consideracdes anteriores
as infeccbes das vias respiratorias em pessoas
idosas (66 e mais anos), em que se nao verifi-
cou a melhoria ocorrida nas idades mais jovens,
os suicidics, em que as taxas ndo sofreram
também alteragGas aprecidveis, e os acidentes
{sobretudo os de viagdo), cuja frequéncia au-
mentou de 1962 para 1972, principalmente en-
tre 0s 15 e os 44 anos.

3.9 Finalmente, julga-se que teria ainda in-
teresse comparar a mortalidade devida a este
ndmere restrito {seleccionado), mas significa-
tivo de doengas e oulras causas de morte evi-
téveis registadas em Portugal, em 1970, com
a mortalidade correspondente verificada nos
guatro paises europeus (Franga, ltédlia, Jugos-
fdvia e Suécia) que nos tém servido de termo
de conparagéo nesta comunicagio {Quadro VII).

Essa comparagao revela que a posicdo de
Portugal, no que diz respeito a mortalidade
especifica pelas causas evitaveis seleccionadas
{doencas infecciosas e parasitérias —na fota-
lidade, bem como por tuberculose, difteria e
sarampo —, doengas da nutrigéo, infecgdes do
aparelho respiratdrio, complicacGes da gravidez,
parto o puerpério, doencas da primeira infancia,
acidentes e suicidio} €, em regra, a pior dos
cinco paises eurcpeus cconsiderados, com ex-
cepgao da taxa de mortalidade por suicidios qua
é mais reduzida em Italia e mais elevada na
Suécia. E se sdo muito apreciaveis as diferaen-
¢as que separam as taxas portuguesas por doen-
cas evitdvels da Suécia, até mesmo as da Ju-
goslavia sao ligeiramente melhores do que as
de Portugal. A mortalidade por acidentes de
viagdo, por exemplo, & superior em Portugal a
de qualquer dos outros paises europeus consi-
derados, que incluem paises mais desenvolvi-
dos, com numero muijto superior de veiculos
por habitante e com uma intensidade de trafego
muito mais elevada do que a nossa.

Este quadro confirma, uma vez mais, a
posicdo peculiar do nosso Pais no momanto
actual, pela coexisténcia de importantes proble-
mas de saude caracteristicos de diferentes ni-
veis de desenvolvimento socio-econdmico — de-
signadamente pela ocorréncia de algumas das
mais elevadas taxas de mortalidade especifica
que se registam na Europa Ocidental, ndo sd
em relagdo a doengas infecto-contagiosas e
parasitirias e a infecgdo das vias respiratdrias,
como também em referéncia a acidentes de tra-
fego, isto &, por causas de morte que, na sua
maicria, poderiam ser evitadas ou pelo menos




QUADRO VIIt

Taxas de meortalidade especifica (100 000 habitantes) por algumas doencas evitdveis em Portugal,
em 1971, e em alguns paises europeus, em 1970

B.* Rev. Jugoslavia | Iiélia Portugal Franca Suécia
Causas de morte {fi's i;[k) ?1970) (1970) (197?] (1970) (1570)
Tuberculose, todas as formas ...| AB-A10 18,5 7.0 18,9 8.2 4,7
Difteria ......ocoiiiiiiia A-156 0.1 (o) 0,2 {o) —
Sarampo ........ooicieeeiaiii. A-25 1.7 0.3 2,3 (o) (o)
Doengas infec. e parasitirias ...| A1-Ad4 358 17,6 57.1 16,5 2.1
Avitaminose e doengas da nu- -
trigao  .......ovviiiniie s AB5 0.3 0.1 4.8 7.8 0,3
Infeccdes agudas do aparelho
respiratorio ..................... AB9-92 45,8 53,6 94.4 32,7 44,2
Complicagbes da gravidez ...... Al112-118 1.9 1,8 2,2 0,9 0.1
Acidentes de viagdo ............ AE138-139 25,4 29,1 24,2 19.4
Todos os acidentes ............... AE138-146 63,7{a) 46,6 54,3 74,9 42.4
Suicidios ... el AE147 5.8 82 15,4 22,3

(a) AE138 — AE150,
[0) <« 0.1.

controladas. Tais valores sugerem ainda uma
deficiente cobertura sanitiria das populagdes.
3.10. Sem a pretencio de fazer um estudo
sobre a repercussdo econdmica desta morta-
tidade em excesso, ou evitivel, procurou pro-
ceder-se a um calculo aproximado, muito gros-
seiro, com base apenas na mortalidade devida
as doengas e acidentes que considerdmos avi-
tdéveisy (primeira coluna do Quadro V), com
exclusdo dos suicidios. Com base nos nimeros
de 1972, verifica-se que estas causas foram
responsdveis por 16 826 dbitos. O ndmero de
6bitos reduzir-se-ia a apenas 9080 se em Por-
tugal se verificassem as mesmas taxas de mor-
talidade especifica da Suécia (*), isto & o pais
com taxas de mortalidade mais favoriveis nas
causas consideradas, de entre as quatro nacdes
europeias escolhidas como termo de compa-
ragdo. Pader-se-la assim afirmar que em Por-
tugal faleceram «a mais», do que faleceriam
se entre nds prevalecessem as taxas suecas,
7746 Individues. Considerando que 44.4 % da-
queles dbitos wevitaveisy em Portugal ocorre-
ram em menores de 15 anos, 28,0 % em indi-
viduos com 65 e mais anos e 27,6 % em

(*) Depaois de se ter verificado, para cada causa
considerada, guantas vezes a taxa porluguesa era supe-
rior & taxa correspondente na Suécia e aplicando depais
a proporgcio respectiva ao nimero absoluto de Gbitos de
cada causa.

individuos entre os 15 e os 64 anos, se, para
simplificarmos os cédlculos, excluirmos os de
mais de 65 anos como «economicamente inac-
tivos» — 0 que sabemos n@o ser verdade —e
agruparmos, para efeito de aplicacdo de um
rendimentc médio, os restantes — o que tam-
bém nao é correcto, pois 0s de menos de 15
anos ainda nao produzem, embora se deva con-
tar com a sua produgé@o potencial —, restam-
-nos 5629 individuos. Se estimarmos um ren-
dimentc médic de 43 726%00 por individuo
{obtido, para ¢ ano de 1270, pela divisio do
rendimento nacional de 148 488 000 contos
pela populacio com actividade econdmica —
3 395 865 (")), verifica-se que os obitos suple-
mentares acima calculados corresponderiam, em
relagdo ao ano de 1972, a um prejuize econd-
mice da ordem dos 250 000 contos, entrando
em linha de conta apenas com as percas de
méo-de-obra ocasionadas por aquelas mortes,
om principio evitiveis.

Trata-se, como se disse, de calculo muito
grosseiro e em que apenas foi considerada uma
consequéncia econdmica directa dos 6bitos «su-
plementares». N3o se entrou sequer em linha de
conta com ¢ nimero de casos, ndo fatais, e

[**) Fontes: Estudo n.® 46 do I. N. E. [Contas Ma-
cicnais Portuguesas — 1368-1971, |. N. E,, 1973) e X[ Re-
ceamento da Populagdo Portuguesa, [. N. E., 1973,
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dias de Incapacidade resultantes, com a inva-
lidez parcial ou total, passageira ou permanente,
sofrida por algumas vitimas daquelas doencas
o acidentes nem com o custo dos cuidados mé-
dices {(diagnodstico, tratamento) e da readapta-
¢ao dos doentes.

Estamos por isso certos de que o numero

acima referido traduz um prejuizo econdmico
que fica muito aguém da realidade. Julgamos
assim nao exagerar sallentando as pesadas con-
sequéncias que o nasso Pais tem pago e con-
tinua a suportar em resultado de nele se regis-
tar um namero aprecidvel de Jbitos que, na
sua maioria, s8o hoje evitdvels.
3.11 Estes factos justificam que entre nés se
radobrem os esforcos postos na Iuta contra
as doengas e acidentes evitadveis e salientam
o valor crescents da Epidemiologia para o es-
tudo dos padrdes de distribuicdo e dos factores
determinantes dessas afecgdes e para elabora-
cdo dos programas apropriados de controlo e
profilaxia.

4. Conclusao — Papel da Epidemiclogia no es-
tudo das modernas condicbes de sadde e
na orginica dos sistemas e servicos de
salde

4.1 Julgamos ter mostrado, com o récurso de
alguns elementos estatisticos disponiveis, de
resto muifo simples, relativos & situacdo geral de
salide da populagao portuguesa— em especial no
que diz respeito s doencas evitiveis dominantes
o 4s causas de mortalidade prematura — que
a Epidemiologia tem um papel cada vez mais
importante a desempenhar na orgénica e fun-
cionamento dos servigos de sadde.

Os resultados dos estudeos epidemiocldgicos
podem e devem influenciar a prdpria orgdnica
dos servicos e sistemas de sadde. De facto, esta
deve estruturar-se com base nos principais pro-
blemas de satide piblica, identificados e quan-
tificados por uma metodelogia especialmente
apropriada ao diagndstico da satide comunitd-
ria @ A pesquisa dos padrées de distribuic8o e
das causas e ouiros factores determinantes
das doengas, acidentes, malformacdes e outras
formas de incapacidade, fisica ou mental. Fi-
nalmente, o planeamento dos programas de
acgdo sanitaria justificados pela situacdo, bem
como a avaliapdo dos seus resultados, neces-
sitam igualmente do apoio da metodologia epi-
demiclégica.

4.2 Estudos epidemicldgicos sobre a situa-
¢a0 sanitaria de populactes diferentes, disfru-
tando ambientes e niveis socio-econdémicos
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distintos, e investigacOes operacionais diversas,
tdm vindo a demonstrar que, em regra, os sis-
temas de cuidados médicos (cuidados de
doenc¢a cu clinicos}, mesmo quando bem orga-
nizados e eficazes, pouco influenciam o estado
de saitde das populacées a que se destinam.
Embora certas medidas de c¢uidados médicos
possam evitar a ocorréncia individual de algu-
mas afeccdes e certamente impedir o apareci-
mento de sequelas indesejaveis e reduzir a mor-
talidade prematura, numa base individual, a
verdade € que a maioria das accdes gque sabe-
mos promoverem activamente a sadde das po-
pulagdes nao dependem da extensdo e nivel
dos cuidados médicos {(clinicos). De facto, «a
incidéncia e a prevaléncia das principais doen-
cas e ouiras causas de incapacidade que afec-
tam as populagbes e que Sd0 responsaveis pe-
las mais elevadas taxas de morbilidade e de
mortalidade verificadas na comunidade nao
sido praticamente afectadas pelas actividades
correntes dos sistemas de cuidados de doenca»
(W. Winkelstein Jr.}.

E conhecido o exemplo classico da progres-
siva diminuigdo da incidéncia e mortalidade por
cancro de estdmage, acompanhada pelo au-
mento creéscente da do cancro do pulmao, desde
o comego do século, em paises como os
E. U.A., a Suécia e a Gra-Bretanha, por sxem-
plo. Trata-se de nagdes em que os servigos de
cuidados médicos tém vindo sempre a aumen-
tar a amplitude e a eficdcia da sua acgdo e a
melhorar constantemente o nive!l de cuidados
individuais prestados, atingindo os padroes
mais elevados neste sector, sem gque entre-
tanto esse progresso tenha aparentemente con-
tribuido para a redugao do cancro do estdmago
ou para deter, de qualquer forma, o aumento
impressionante do cancro do pulmio. De facto,
a ocorréncia destes dois tipes de neoplasia
e a evolugdo da sua incidéncia, desde o comego
do século, estio certamente ligadas a factores
do meijo ambiente, que se fillam em circunstan-
cias que nada t&m a ver com a Medicina, ou
pelo menos com a clinica. Podemos certamente
afirmar gue o estado de salde de uma comu-
nidade, que nao deve confundir-se exacta-
mente com o estado de saide individual de
cada um dos seus membros, praticamente néo
depende do sistema de cuidados médicos {cfi-
nicos), mas sim de outros factores, muito di-
versos, tais como alimentacdo, habitagdo, éguas
de abastecimento, ccupagdo, nivel econdmico,
nivel cultural, etc. Alguns desses Tfactores,
como, por exemplo, as medidas de Higiene e
de Maedicina Preventiva gque se t&m vindo a



desenvolver desde ha cerca de um século, estdo
i@ hoje incorporadas no sistema mais vasto
de cuidados de saude, que engloba natural-
mente também o sistema de cuidados médicos.
4.3 E claro que em cada pais ou comunidads
se impde a organizacio e o aperfeicoamento
constante de um sistema de cuidados médicos.
concebide com base nas necessidades reais
© nos recursos disponiveis — sisterna essa que
deve ser tio eficaz e eficiente quanto possivel.
Ele serd responsidvel pelo alivio do sofrimento
pela reducdo das mortes prematuras e pelo
tratamento e recuperagdo dos doentes e dos
diminuidos, Mas & evidente que nao podera
contribuir de forma aprecigvel para a melhoria
do estado de satde da populagdo, até porque
néo é essa a sua funcio principal.

Compete aos servicos de Sadde Publica,
isto é sobretudo as actividades de Higiene do
meio e de Medicina Preventiva, promover essa
melhoria constante da sadde dos individuos e
da comunidade. Nido deve contudo esquecer-se
também a poderosa infiuéncia, positiva ou ne-
gativa, de muitos outros factores sobre a salde
comunitaria. Estido nessas circunstincias, por
exemplo, numerosos aspectos da pofitica de
educagdo, de saldrios, de agricuftura, de ali-
mentacdo, de habitacdo e de industrializagéo,
cujo reflexo sobre a sadde das populacdes &
mais importante do que por vezes se pensa.
4.4 E por este motivo que, como ainda re-
centemente escreveu Warren Winkelstein Jr.,
professar de Epidemiologia da Universidade de
Berkeley, na Califérnia, se deve prestar maior
atengdc e aplicar mals recursos & investigagdo
epidemioldgica orientada no sentido da iden-
tificacfo dos componentes especificos do meio
ambiente (fisico, quimico, bioldgico, mental e
social) que promovem activamente a satde dos
individuos e das comunidades.

A gepidemiologia da saide», que tem vindo
a ser utilizada com frequéncia e interesse cres-
centes oferece uma contribuicdc vélida para
a identificagio progrossiva das condigdes pro-
motoras de salde dos individuos e das popu-

lagbes. Desta forma se alarga o papel da Epi-
demiclogia ao esclarecimento das modernas
condigdes de sadde das comunidades humanas
—tema da nossa reunido de hoje.

4.5 Ao terminarmos estas consideragoes, dese-
jamos ainda salientar também o papel das inves-
tigagdes epidemioidgicas no estudo dos servigos
e sistemas de sadde (incluindo os cuidados mé-
dicos, bem como as actividades de defesa e
promocdo da salde das populacdes) mais apro-
priados, ndo sé aos problemas identificados
o as necessidades detectadas no campo da
salde ({diagnéstico da situacdo), como tam-
bém &s caracteristicas da populacio e aos re-
cursos (humanos, materiais, financeiros) efec-
tivamente disponiveis. Trata-se de uma das
mais recentes aplicacdes da Epidemiclogia, mas
a que vaticinamos importante futuro, esta da
andlise de sistemas de satide — tema também
debatido nestas reunides, em boa hora promo-
vidas pelo Instituto Nacional de Saids, no ini-
cio das suas actividades em novas instalagdes,
recentemente inauguradas.

4.6 Parece-nos inegavel gue uma das tare-
fas principais que se oferecem presentemente
& Epidemiologia e aos epidemiologistas e que
deverd interessar os Institutos de investigagio
de saldde, como o nosso, consiste precisaments
na identificagdo e definigdo dos factores do
eco-sistema responsdveis pela doenca e pela
saude dos individuos e das populacfes. Esta
identificagéo permanente representara contributo
fundamental para a incorporagéo de medidas
apropriadas de controfo e profilaxia das doen-
gas, acidentes e oulras formas de incapacidadc
e de promogdo da sadde no sistema geral de
cuidados médicos e de saide mais adequado
a cada comunidade,

Deste modo, a propria concepgdo, princi-
Dios, orgdnica e funcionamento de qualquer
sistema nacional de satde (incluindo os cui-
dados médicos e a defesa e promogdo das
condigdes de saitde dos individuos e do am-
biente} deverdo apolar-se nos resultados dos
estudos epidemioldgicos.
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2.1.2 DOENCAS GENETICAS E CRONICO-DEGENERATIVAS

Até ha pouco tempo, a atencdio das pessoas
responsavels pelos problemas da Satide Publica
fixava-se predominantemnente, senfo exclusiva-
mente, sobre o grupo das doencas consideradas
evitaveis, isto mesmo nos paises industrializa-
dos, de alto nivel culturai e técnico. O problema
das doencas hereditarias e crénico-degenera-
tivas era apenas mencionado com um acento
de emargo fatalismo biolégico.

A genética, desde que G. Mendel enunciou
as primeiras lels da genética fenotipica, evo-
lucionou tao rdpida e profundamente que a
situacdo se transformou de uma maneira signi-
ficativa. Os trabalhos de Thomas Hunt Morgan
sobra os genes, a descobarta do dcido nucleico
de Miesher e os estudos de Watson e Crick
sobro a estrutura do DNA, contribuiram para o
conhecimento mais profundo dos mecanismos
da hereditariedade e permitiram criar modelos
tedricos que se tBm revelado fecundos. Garrod,
em 190B, nas suas famosas conferdncias de
Oroonian, baseando-se no estudo de 6 doencgas
familiares comegado com as suas investigacdes
sobre doencas com alcaptomduria, definiu com
precisao e genial antecipacio o conceito dos
erros inatos do metabolismo, Durante muitos
anos, a obra de Garrod foi ignorada pelos
geneticistas, patologistas e clinicos. Em 1949,
Pauling e ltano mostraram a diferenca electro-
forética entre as hemoglobinas A e S e que os
glébulos rubros dos heterpzigotos portadores
do estigma S tinham quantidades aproximada-

M. Corino Andrade

mente iguais das duas hemoglobinas. Esta
constatacdo permitiu entender a aplicagio das
leis de Mendel ao nivel proteico e criar as
bases da Patologia molecular.

Ao mesmo tempo que se estabelecia uma
correlacdo entre a bioquimica e a genética, os
estudos morfolégicos dos cromossomas, apoia-
dos em novas técnicas de coloracdo e fluores-
céncia, levaram a sua andlise aos fragmentos
dos cromossomas. A descoberta de que o sin-
drome de Dom estd associado, na maioria dos
casos, a trisomia do cromossoma 21, a veri-
ficacdo do aumento de cromossomas ern outros
sindromes, coma, por exemplo, no sindrome
de Turner e Kiinefelder, e outras anomalias,
como, por exemplo, a translocacdo ou meiose
ndo disjuntiva, constituiram contribuiggo va-
liosa para a citogenética.

A repercussio de todas estas descobertas e
da aplicagdo de modelos tedéricos que se mos-
traram fecundos na Bioquimica e Medicina foi
de uma importdncia cujas consequéncias sobre
o futuro da humanidade mal divisamos ainda
hoje. Assim, algumas doencas consideradas
até ha pouco tempo como irreversiveis, sem
qualquer possibilidade de se intervir na sua
evolugédo, s@o hoje detectadas precocemants
& sobre elas alguma coisa ji se pode.

Os progressos da bioquimica, convergindo
com os progressos da genética, permitiram de-
tectar até hoje defeitos bioquimicos em cerca
de 2000 doengas claraments genéticas. Apro-
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ximadamente 40 tipos diferentes de erros ina-
tos do metabolismo com expressio clinica po-
dem actualmente ser diagnosticados pela amnio-
centese e ¢ seu numero aumenta continua-
mente.

As mesmo tempo que ja & possivel fazer
um diagndstico precoce destas doencas, tornou-
-se também possivel intervir na sua evolugéo
por vdrios meios:

a} Dieta adequada, como, por exemplo, na
Fenilcetonuria e Galactosemia.

b) Uso de metabolitos inibidores, como,
por exemplo, o emprego do Alopurinol,
inibidor da xantino-oxidase, no ftrata-
mento da gota.

¢} Remogdo da substéncia de depdsito —
O Baal ou penicilamina sio capazes de
remover 0 cobre acumulado na doenga
de Wilson.

Além destes processos, outros se ensajam
experimentalmente, saindo ja do campo da pura
especulagéo ou ficgdo: a transplantagao de &r-
gaos produtores de enzimas — genetic enginee-
ring -—, introducdo de DNA por infecclo vi-
ral, etc.

Apesar de todo este progresso, ndo é pos-
sivel ainda hoje, na maioria dos casos, alterar
a evolugdo da doenga e entao a solucao devera
ser diminuir a frequéncia dos genes patogé-
nicos.

Seja qual for, no entanto, a atitude que se
possa e deva tomar perante esta ou aquela
doenca, serd sempre necessdrio um diagnéstico
precoce & uma prospecgio tdo completa quanto
possivel e isto s6 pode ser realizado com uma
organizacao de Sadde de prospeccdo e com
apoio labaratorial adequado. A Eugenia pas-
sard, como jd hoje se entrev8, associada a
outras medidas preventivas, a ser preocupagéao
da Saude Fiblica.

Pouco a pouco, as doengas hereditarias
passardc para ¢ grupo das doencas evitaveis.
Este aspecto do problema adquire cada vez
mais relevo em Salde Publica, dada a altera-
c¢io rapida e profunda que o meio ecoldgico
am que vivemos mergulhados estd a sofrer.

A miscigenacao das populagdes, conduzindo
a alteragdo da pool/ genética nas populactes
8 a revolugao do meio ecoldgico 4 escala pla-
netdria e local s3o certamente factores que
vao Influenciar e ja influenciam de maneira
decisiva e evolugédo da patologia que nos afecta.

A modificagdo, posto que planetaria, vai
tomar aspectos particulares nas diferentes dreas
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da Terra, conscante o0s seus particularismos
locals (geograficos, sdcio-econdmicos, culturais
e de genética populacional). Isto significa que
cada pais deverd estudar a sua morbilidade
prépria & luz dos factores fundamentais — Ge-
nética e Ecologia. A experidncia alheia e as
conclustes dos estudos feitos em outros pai-
ses nao serd suficiente para sobre elas se poder
basear uma politica de salide adequada. Po-
demos concluir que se torna necessério e ur-
gente fazer um estudo em extensdo e profun-
didade da morbilidade das doengas claramente
hereditarias e cronico-degenerativas, no nosso
Pais. Os estudos da morbilidade em Portugal
estdo, segundo julgo, apenas em inicio. Te-
mos apenas vagas impressGes, As estatisticas
hospitalares mesmo as dos Hospitais Escolares
e Centrais ndo existem ou nao sao validas, pols
os arquivos clinicos estio vazios de conteldo
& a experiéncia do dia a dia ndo foi conscien-
cializada. Nestas condicoes, para se iniciar um
trabalho sério de prospeccdo e em seguida se
comeg¢ar a deiinear o conjuntc de medidas
mais adequadas que permitam fazer face aos
problemas que enunciamos, femos gue orga-
nizar um plano de accdo e organizar as estru-
turas e preparar o pessoal técnico com espirite
realista.

A estrutura deverd ser planeada de forma
a poder ser um centro activo de prospecgao e
de informagdo cultural junto dos organismos
onde deverd actuar — servicos de Pediatria,
consultas materne-infantis, servicos de Obste-
tricia, Genocologia, etc.

A correlacde funcional e a capacidade de
accio deverdo ser concebidas como qualidade
bisica e indispensdvel para o bom funciona-
mento da Unidade.

A escolha do pesscal e sua preparagio
devera presidir um critério selectivo adequado.
Bom contacto humano, espirito de iniciativa e
nivel técnico sio condigdes basicas que devam
possuir as pessoas a quem forem atribuidas
as responsabilidades em diferentes niveis.

Ao mesmo tempo que se organizasse O
Centro de prospecgao de genética e doencas
crénico-degenerativas deveria estudar-se a pos-
sibilidade de criar grupos de trabalho que estu-
dassem as condigdes ecoldgicas em que vivem
mergulhadas e actuam as familias e individuos
afectados pelas doengas em estudo.

Estes dois grupos de trabalho deverao
apoiar-se numa estrutura laboratorial - laborats-
rios de bioquimica, citogenética e genética po-
pulacional e técnicos de andlise de informacao.



Temos a consciéncia muito clara das enor-
mes dificuldades que este projecte comporta,
dada a caréncia quase total de meios adequa-
dos de gque dispomos e, talvez mais graves que
isso, de entendimento, que apoie estas suges-
t6ées. Numa palestra que, em 1944, fizemos
sobre Investigacdo cientifica ao Servigo da
Sadide Pdblica dissemos; «N6s, portugueses,
encontramo-nos hoje como os ouiros povos
numa encruzilhada histérica. Temos que, desde
J4, comecar a prepararnos para as tarefas que
vdo surgir; elas vdo exigir, do nosso povo,
resisténeia fisica e moral. Temos que consi-

derar a sadde publica como um bem publico,
como uma batatha a ganhar, e para isso temos
comecar por estudar, in-loco, 05 nossos males,
as doengas que nos afligem; temos que formar
técnicos e investigadores, enviando uma grande
massa de jovens, libertos de vlcios, para os
centros estrangeiros, onde se trabalha e inves-
tiga. Temos de criar progressiva e cuidadosa-
mente as condicdes necessérias para a organi-
zagdo de centros de investigacio do estudos
médicos, centros que sejam focos de trabalho
criadorns.

Isto, que foi dito em 1944, continua a ser
vilido em 19373, em nosso entender,
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2.2 A PERSPECTIVA ECOLOGICA DAS MODERNAS
CONDICOES DE SAUDE E OS FACTORES DE BASE
CONDICIONADORES DA MESMA

As minhas primeiras palavras sio de sau-
dagao a pessoa e a obra de V. Ex.2. As duas
se fundem na perspectiva mais profunda e ela-
borada, mais esclarecida e laboriosa e, 3 dis-
tdncia, a mais Util para os portugueses que
a organizacdo dos Sistemas de Salde ou a
Sadde Pdblica, entre nés j& teve, no Portugal
Ultramarino e Metropolitano. E, por isso, nds,
ontem e hoje, ao inaugurarmos o Instituto Na-
cional de Salde implicitamente celebramos o
seu ilustre Director.

Como Professor de Higiene e Medicina So-
cial e responsavel pela cadeira de Ecologia
Médica (na experiéncia que de hoje a 48 ho-
ras se iniciard com a implantacdo da nova
reforma dos estudos médicos) agradeco a honra
com que V. Ex.* me distinguiu convidando-me
a desenvolver um dos quatro subtemas desta
reuniao: «A perspectiva ecolégica das moder-
nas condicoes de salde; os factores de base
condicionadores da mesmay.

A perspectiva ecoldgica

O tema €& muito vasto e tem as mais inti-
mas ligacdes com o que acaba de ser dito hoje
de manha e com o que ontem foi assinalado.
Sdo inevitaveis as repeticoes mas talvez pos-

Artur Torres Pereira

sam ser pedagogicamente Uteis por serem apre-
sentadas como variagoes em funcdo da dife-
rente perspectiva do apresentador.

Que é a perspectiva ecoldgica mais do que
a ambiciosa perspectiva de querer «ver do alto»?
Querer ver o homem «do alto», é tentar per-
ceber como faz parte dum sistema com va-
rias orbitas, a fisica, a biolégica, a sécio-cultu-
ral. O Homem ndo &, nunca o foi tdo pouco
como hoje, uma pedra atirada para essa pai-
sagem. Ele interfere fortemente com o ambiente
fisico, com o ambiente biolégico e com o sécio-
-cultural. Delapida o primeiro, depreda o se-
gundo gue eventualmente aniguila, e modela
o terceiro até a intolerdncia e a3 destruicdo do
mesmo. Mas o fendmeno tem reversibilidade,
¢ 0o mesmo Homem pode sofrer a influéncia
nociva por parte do meio fisico, biolégico ou
socio-cultural e ver comprometida, em cada
momento @ em grau varidvel, a estabilidade
da sua aventura vital pessoal. A estabilidade
corresponde ao equilibrio dindmico de todas
estas formas. Nenhuma estd anulada. O sistema
ecoldgico & harmonioso.

Neste argumento, onde entra a Medicina,
mais precisamente os sistemas de Salde? Eles
procuram assegurar a possibilidade do individuo
— de todos os individuos— se manter em
salde e bem-estar ao longo daquela aventura
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individual que a vida é. E o lado preventivo
da nossa profissao, promovendo a manutencao
da salde ou protegendo especificamente con-
tra muitas doencas.

Todavia, em cada momento, um heterogé-
neo grupo de agentes potencialmente causa-
dores de doenca (agente bioldgicos, fisicos,
guimicos, mecanicos e de natureza alimentar)
podem gerar-se, libertar-se ou revelar-se. Nesse
momento o sistema ecoldgico é posto & prova.
A maior parte das vezes o equilibrio nao se
rompe. Noutros casos, porém, ou por maior
vulnerabilidade individual ou porgue o meio
tenha um papel decisivo e facilite a accao
do agente, surge a doenca.

Neste momento podemos ainda falar de
prevencdo secundéaria e de prevencao tercia-
ria, mas o que efectivamente estd em causa
é a medicina curativa que devera identificar
pormenorizadamente o grau de comprometi-
mento fisiopatoldgico alcancado das diversas
fungdes para poder escolher o melhor caminho
que permita a recuperacgao total, se possivel,
ou parcial se certos danos tiverem sido irrepa-
raveis. Em qualquer caso o médico procura
ajudar o homem a continuar a sua aventura
vital.

Problemas do ensino médico

Falei de medicina preventiva e curativa.
Todavia a Medicina é s6 uma. Esse equivoco
vivem-no os praticos e até aqui perpetuavam-no
as Faculdades de Medicina. Procuraremos ten-
tar corrigir esse equivoco junto do naovo curso
de medicina a iniciar dentro de dias.

J& o referimos mais de uma vez: «deveria
haver uma perfeita integracdo de modo a evi-
tar-se a falsa nocao de duas Medicinas, a cura-
tiva e a preventiva. O mesmo pedagogo deve-
ria ser capaz dessa integracdo e disso j& temos
exemplos, quase Unicos, mas excelentes, e que
tem dado os melhores frutos nas ultimas déca-
das, nomeadamente em tisiologia e pediatria.»

«Milhoes de vidas se tém salvo por uma
excelente integracdo da prevencdo com as ati-
tudes curativas nestas duas disciplinas. E evi-
dente que nao ha uma pediatria curativa e outra
social ou puericultura: a pediatria é una.»

g¢Numerosissimos exemplos poderiamos ci-
tar para documentar como seria facil pbr em
pritica essa integragdo. Em Biologia ao estu-
darem-se os grupos sanguineos, logo se deve-
ria salientar a prevencgao da doenga hemolitica
do recém-nascido. Em Embriologia com a des-
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cricdo dos véarios estadios de desenvolvimento
do feto deveriam ser estudadas as consequén-
cias que para os mesmos terdo a aplicacdo a
gravida dos Raios X, a ingestdo de medica-
mentos, as infeccoes como a rubéola e outras
viroses, e se dariam conselhos acerca de como
evitar a accdo nociva de tais agentes.»

«Em Cardiologia seria extremamente (Util,
ainda que sem o sensacionalismo da cirurgia
do coracdo aberto, ensinar como a prevencgao
das estreptocécias evitando a febre reumatica
evita, do mesmo passo, a generalidade das
cardiopatias adquiridas.»

¢«Enfim, um dltimo exemplo quero citar,
o das doencas genéticas e do metabolismo.
O aluno tem comecado por tomar contacto com
elas na disciplina de genética estudando os
possiveis mecanismos das suas transmissoes
mendelianas, e aprende mais tarde a diagnos-
tica-las numa fase em que, em geral, ndo tem
tratamento imediato) |he ensinaria como pode
niosa gracas a qual a eugenia negativa o deve-
ria esclarecer acerca do modo de evitar o
aparecimento dessas doencas, e a prevengao
secundéria (com diagnéstico muito precoce e
tratamento imediato) lhe ensinaria como pode
obter a cura, por exemplo, da galactosémia ou
da fenilcetontria.»

Muitos outros exemplos poderiamos citar
para demonstrar quanto uma correcta integra-
cao poderia dispensar um ensino preventivo
individualizado. E precisamente esta nova orien-
tagdo pedagdgica que vai prevalecer no curso
que vamos iniciar dentro de dias. E uma opor-
tunidade U(nica que vamos saber aproveitar.

Do que antecede se deduz gue o tipo de
médico que aspiramos formar (e nesta discus-
sdo do tipo de médico tem-se perdido, talvez,
tempo demais) é o dum profissional gque
apoiado em conhecimentos sdlidos das cién-
cias exactas e das do Homem procurara man-
ter os individuos na comunidade em saude
e bem-estar, tendo capacidade bastante para
diagnosticar como clinico geral e com o maior
rigor o desvio da salde que é a doenca, e para
a tratar com os notdveis recursos da moderna
terapéutica.

Valorizacdo do eco-sistema

Apds esta indispensavel incursdao pelo en-
sino que devera permitir no futuro uma nova
visdo médica dos sistemas e das condigoes
de sailde, retornemos ao eco-sistema e a sua
valorizagdo. H& pouco assinalava interacgoes




negativas ou prejudiciais entre o homem e o
seu eco-sistema, e vice-versa. Todavia nao deve-
mos procurar estabelecer juizo de valor em
relacdo aquelas interaccoes. As que facilmente
rotulariamos de negativas ou destrutivas sido
tdo legitimas, em termos de auto-organizagio
do eco-sistema, como aqueloutras que chamaria-
mos de valor positivo. As coisas ruins so co-
megaram quando o Homem se apercebeu de
que poderia, quis e pdde interferir profunda-
mente no seu eco-sistema.

Ao fazé-lo o Homem desconhecia os factos
que sé hoje comegam a ser inteligiveis, de
antropo-sociogenese, na penosa cadeia que terd
sido a hominizacdo. Eles comegam a apontar
para uma interpretacdo oposta & corrente mas
que se aceita como resultante da compreensao
do eco-sistema. Terdo sido precisamente a Na-
tureza, a sociedade, a inteligéncia, a técnica,
a linguagem e a cultura que produziram, em
conjunto e num processo que levou milhdes
de anos, o Homo sapiens, e ndao o contrario
como habitualmente se admite. E logo a partir
desse momento o eco-sistema natural e social
de que o homem fazia parte passou a estar
desequilibrado na medida em que, no dizer de
alguns, como Morin enquanto a ordem natural
¢ fortemente dominada pela homeostasia, pela
regulagdo e pela programacdo, a ordem hu-
mana, pelo contrario, decorre sob o signo da
desordem, tanto mais clara e violentamente
quanto mais nos aproximamos dos nossos dias.

E ainda outro exemplo de valorizacio do
eco-sistema a critica que se pode formular
acerca do conceito de erradicacdo das doen-
cas transmissiveis, particularmente as com ca-
deia epidemioldgica complexa e que compreen-
dem veiculos animados ou vectores. Muitas das
técnicas da erradicacio representam um largo
factor de destruicdo ecolégica. Ao juntarmos-
-lhe a destruicdo pelos pesticidas e por outros
insecticidas, como se verifica corrente e insen-
satamente estamos a romper de modo activo o
equilibrio na Natureza. Por ora e no eloguente
depoimento de Rachel Carson é a «Primavera
Silenciosa», porque as aves nd@o regressam
por terem morrido ac ingerirem insectos con-
taminados, sdo os rios-timulos sem vida que
permita aos peixes sobreviverem, mas mais
adiante, sobreviveremos nés proprios? Tem
sido dito muitas vezes que se a sobrevivéncia
da espécie humana efectivamente interessar néao
podemos continuar a fazer a guerra ao resto
da biosfera, a destruir sistematicamente vida
animal e vegetal, a poluir o ar, o solo e as
aguas. Tudo isto tem muito a ver com as téc-

nicas de erradiagdo que tdm de ser reapre-
ciadas & luz dos conceitos ecolégicos.

Condicoes de saiide

Quais sdo os factores de base condiciona-
dores da manutencdo da salide ou da sua alte-
racao? O estado de salde representa um equi-
librio dindmico no qual intervém o Homem,
os agentes causadores de doenca, e o meio
fisico, bioldgico e sécio-cultural.

Conhecemos j& hoje muitas regras cujo
cumprimento permite ao homem manter-se em
salide. Efectivamente conhecem-se relativa-
mente bem muitas condicbes de promocdo da
salde e as normas de protecgdo especifica que
lhe permitem conservar o estado de salde,
evitando a morbilidade e a mortalidade pelas
doengas transmissiveis. Essa prevengdo prima-
ria & uma das mais honrosas paginas actuais
da medicina preventiva conguanto infelizmente
nao disfrute das honras e do sensacionalismo
das outras conquistas da medicina curativa.

Por outro lado, em relagdo ac segundo fac-
tor atrés citado — os agentes — também hoje
a Medicina estd habilitada para lutar eficaz-
mente contra a maior parte deles, Recordemos
em particular o éxito da luta contra os reser-
vatérios de virus, sejam doentes ou portadores,
particularmente os de bactérias que os antibid-
ticos resolvem totalmente na actualidade.

A medicina etiolégica que surgiu com as
descobertas de Pasteur, Koch, e dos outros
cagadores de microbios e que deu origem 2
marcha gloriosa da medicina curativa dos nos-
sos dias necessitou para se impor, e conse-
guiu-o, contrariar e ridicularizar as ideias que
0s sanitaristas da época procuravam difundir.
Aquela visdo estreita que considerava que em
matéria de doengas transmissiveis tudo se deci-
dia entre o micro e o macrorganismo e portanto
excluia a influéncia do ambiente iria pdr fora
da lica, durante quase 50 anos, o factor ou
conjunto de factores de base condicionadores
da manutencao da saude. Foram precisas as
guerras, particularmente a segunda, para reve-
larem o valor dos factores ecolégicos que na
actualidade assumem a maior importincia.

O homem, acompanhado durante um mi-
lhdo de anos, foi némada, foi cagador, foi agri-
cultor, navegador. O meio deve ter tido sem-
pre a maior importidncia. De entrada sobretudo
0 meio fisico e o bioldgico. O social viria mais
tarde com o homem agricola e urbano. E é pre-
cisamente nesta terceira e (ltima drbita que
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o homem encontra ainda hoje as maiores difi-
culdades.

Vejamos de novo o exemplo de algumas
doengas transmissiveis. Como controlar ou
erradicar a variola da Asia, ou a cdlera do
subcontinente indiano ou a esquistosomiase
da Africa se precisamente sdo as condigdes
sOcio-econémicas e os valores culturais af pre-
valentes que mantém essas doencas? Supserpo-
pulagdo, promiscuidade, ignordncia, analfabe-
tismo, fome, miséria, depauperamento fisico,
doenca. Trata-se de um circulo vicioeso para
o qual ndo se vislumbra saida facil ou ime-
diata. O argumento serviria para demonstrar,
mais uma vez, que as ciéncias do Homem, as
relagdes entre os homens, a felicidade e a fra-
ternidade entre os mesmos sdo temas menos
conhecidos, muito menos trabalhados do que
a biologia molecular ou a aplicagdo biomatema-
tica em cardiologia.

Condicoes modernas de vida e factores de base
condicionadores de saide

Para individualizar os factores de base nas
modernas condicoes de salde torna-se indis-
pensavel distinguir as condicoes tradicionais
das condicoes modernas de vida.

Nas condi¢gdes modernas a populagdo &
muito superior, emigra para as cidades. Nesta
urbanizacao crescente as cidades tornam-se
muito grandes e populosas, e as suas redes
estruturais sd3o rapidamente saturadas. A difi-
culdade de alojamentos favorece a promiscui-
dade.

Adquiriram-se novos habitos ou exagera-
ram-se anteriores e que tendem a generalizar-se
a toda a populacédo, incluindo os grupos muito
jovens e o sexo feminino: é o que se passa
com © consumo crescente do tabaco, do alcool
e das drogas.

Estas modificacoes coincidiram ou foram
favorecidas por uma industrializacdo crescente.
Esta por um lado monotonizou o trabalho, com
repercussao na Salude Mental, e por outro no
que se refere & alimentacao modificou-a profun-
damente. Uma tecnologia nova cobrindo a mais
vasta gama de alimentos permitiu o seu trans-
porte e conservacdo em condigdes dantes im-
pensaveis, ao mesmo tempo que a necessidade
de alimentar grandes grupos urbanos arrastou
a preparacdo de grandes massas de alimentos
que s6 sdo consumidos muitas horas apds a
confeccdo. Acresce ainda que também neste
capitulo habitos nocivos se instalaram como o
excessivo consumo didrio de aclcar.
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O aumento da populacdo decorreu parale-
lamente com a promocao do automdvel e com
o aumento da circulacao rodoviaria. O homem
desloca-se mais e muito mais velozmente de
automoével. Mas a sua inactividade e sedenta-
rismo aumentaram como inevitavelmente teriam
de aumentar os acidentes de viacdo.

Finalmente, também no campo dos valores
sécio-culturais se verificaram profundas modi-
ficagoes em especial logo apds a Il Grande
Guerra. A maior facilidade de comunicacao a
escala mundial, o acesso mais precoce dos
jovens a vida social e a cultura pre-figurativa
(no sentido de Margaret Mead) que eles ten-
dem a impor, o seu repudio pelo mundo dos
adultos (a autora diria: «nds nao temos des-
cendentes; os nossos filhos nao tém paisn).
Enfim, a liberalizacdo do sexo desacompanhada
de educacdo sexual, e ainda a difusdo da con-
tracepcao que estranhamente nao anulou antes
compete com o aborto e com a ilegitimidade.

Eis alguns tragos mais salientes das mo-
dernas condicdes de vida que naturalmente
se traduzem nas modernas condicoes de salde
8 logo evidenciam os factores de base condi-
cionadores da mesma.

Urbanizacao, alojamento e saiide

Os responsaveis pela aplicagdo dos Siste-
mas de Saide so dificilmente podem interferir
com éxito em todos os factores de base condi-
cionadores da saude em face dagquelas moder-
nas condicoes de vida.

Néo é& minha intencao desenvolver todos
esses factores além de me faltar competéncia
para tanto. Limitar-me-ei a citd-los de passagem
e a desenvolver um ou outro. Alids a muitos
deles ja o ilustre director desta Instituicdo se
acaba de referir com perfeitas sinteses que
resumem a preocupacao do sanitarista actual

No que se refere & urbanizacdo crescente
trata-se duma tendéncia quase mundial. Em
todos os paises, com excep¢do da China, as
cidades vdo aumentando dia a dia. Particular-
mente no mundo em desenvolvimento elas cres-
cem a um ritmo de 5 por cento ao ano, dos
quais 2,5 por cento se devem ao crescimento
populacional e outro tanto ao fluxo rural. As
previsdes admitem que Calcutd poderd ter no
ano 2000 cerca de 50 milhdes de individuos.
O drama das grandes cidades estd a vista,
mais sombrio numas do que noutras. Ao che-
garem as cidades os individuos aspiram a
iguais oportunidades e ai se iniciam os confli-



tos. Nalguns casos mais de 80 por cento dos
individuos ndao podem pagar alojamentos, mais
de 50 por cento vivem em favelas ou dor-
mem nas ruas. O elevado desemprego atin-
gindo quase metade de grupos etdrios muito
particulares, como os jovens dos 15 aos 24
anos, facilita a delinquéncia criminalidade, o
consumo de drogas. A &gua escasseia e é
fortemente disputada, a maioria das casas nao
tem esgotos. Esta vers@ao sombria e actual da-
guela cidade indiana mostra de modo parti-
cularmente marcado como os factores béasicos
em causa, a habitacdo e a urbanizagdo, podem
contrariar a saude e promover a doenca. Nou-
tras latitudes imperam a poluicdo, os acidentes
de viacao, a doenca mental.

Contrariar a urbanizagdo crescente nao pa-
rece facil. A experiéncia da China mantendo
o ruralismo, dando-lhe uma dignidade nova e
contrariando com éxito o fluxo para as cidades
baseia-se numa filosofia de vida e numa ideo-
logia politica dificilmente universalizaveis.

A moderna cidade & para Doxiadis a cidade
inumana dado que nela as condicGes se vio
tornando cada vez menos convenientes para
o homem. Tal como num avido a jacto com
velocidade e exterior inumanos podemos via-
jar confortavelmente, serd possivel conceber e
construir uma cidade humana na moldura inu-
mana que lhe conhecemos hoje? Esse desafio
estd lancado. A cidade nao sdo s6 casas. E a
natureza, o homem, a sociedade, os edificios
e as redes dos servigos. Os trés primeiros po-
dem nao ser muito influencidveis, mas sao-no
certamente os edificios e as redes. Eles podem
ser correctamente recriados pela equistica ou
ciéncia dos aglomerados humanos. Admitir a
grande cidade inumana compartimentada em
harmoniosas unidades humanas com talvez
40 000 habitantes, sem poluicao, ruidos ou
acidentes de viacdo, com vias para o homem
e outras para veiculos, com grande parte das
redes subterrdneas, com as pessoas livres e nédo
alojadas em prateleiras «suficientemente juntas
para se servirem e suficientemente separadas
para ndo se magoaremn», felizes e em seguranca,
jA é aceitar que os factores bésicos — aloja-
mento, urbanizagdo — podem ser cendiciona-
dores da manutengdo da salde e nao da sua
alteracdo ou doenca.

O problema populacional

A fome, a promiscuidade e a auséncia de
condigées minimas de higiene foram factores

condicionadores de salde que deixaram de ter
importancia na Europa ou na América do Norte
conquanto continuem a manter esse mesmo
valor em relagdo ao terceiro mundo. Por outro
lado nas sociedades desenvolvidas os factores
basicos devem hoje ser identificados de pre-
feréncia com a poluigdo, a circulacdo automé-
vel, o habito do fumo e das drogas, a seden-
tariedade ou o aumento de consumo caldrico
e de glucose. Ha todavia um outro factor que
operou ontem e é fundamental hoje, tanto no
mundo em desenvolvimento como nas socie-
dades afluentes. Refiro-me ao problema popu-
lacional de angustiante actualidade e que
assume feicOes particulares consoante o tipo
de sociedades consideradas.

Ele é provavelmente o mais grave, mais em-
baracoso e mais delicado problema médico-
-social que hoje nos preocupa. Ja todos esta-
mos familiarizados com o nimero de 3600 mi-
Ihées de individuos que o mundo tinha em
1970 e com o crescimento populacional de 2 por
cento ao ano que conduzird aos 7000 milhdes
no virar do século. Também estamos familia-
rizados com o facto de 34 por cento da popu-
lagdo mundial se identificar com a populacéao
afluente e ser contudo detentora de 87,5 por
cento do produto mundial bruto, sobrando
12,56 por cento para os 66 por cento restantes
da populacdo mundial que vive na América
Latina e do Sul, na Africa e na Asia. O fosso
entre desenvolvidos e subdesenveolvidos tende
a cavar-se cada vez mais fundo. Estas expres-
soes numéricas referem-se a perspectiva mun-
dial do problema populacional que se designa
por superpopulacdo com todas as sombrias con-
sequéncias so6cio-culturais que vao desde a
malnutricao e a analfabetismo até a limitacao
da liberdade individual e & impossibilidade de
manter as estruturas sociais da democracia.

Efectivamente o problema populacional pode
ser encarado sob trés perspectivas, a mundial,
a nacional e a familiar. Se descermos do am-
bite mundial para o &mbito nacional veremos
gue a nova perspectiva j4 & diferente. Nesta
perspectiva nacional o problema que se pde &
o duma opcdo politica: se se define ou nao uma
politica populacional. Cada pais podera esco-
lher um de quatro caminhos, a politica natura-
lista, a anti-natalista, a estabilidade popula-
cional também assinalada como crescimento
populacional igual a zero, e finalmente a indi-
ferenga ou ndo opcdo. Cada pais escolhera o
rumo cue lhe parecer mais conveniente nao
podendo evitar, se acaso escolheu a politica na-
talista, que outros a considerem egoista. Mas
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a escolha é sua. Muito embora o mundo ji
hoje seja uno, particularmente nos planos da
informacédo e das comunicacdes, ele continua
a ser formado por nagdes que pouco se sen-
tem empenhadas numa fraternidade universal.

Exemplos muito claros sdo a politica ideo-
légica natalista da Rissia e da China até ha
alguns anos e o seu cardcter anti-natalista
actual. Nos Estados Unidos comeca a definir-
-se um crescimento populacional igual a zero.
No subcontinente indiano o anti-natalismo pro-
cura, quase em vao, progredir. No Japdo a
politica anti-natalista que imperou até agora,
nos tempos modernos, é hoje posta em divida.

Na Africa podemos assinalar a politica anti-
-natalista do Gana e Nigéria, as indiferentes
do Dahomey, Guiné, Zaire, Congo-Brazaville, e
as natalistas do Gabao e Costa do Marfim.

Em Portugal ndao hd uma orientacdo popu-
lacional. Espontaneamente a populacdo tem-se
estabilizado desde ha 12 anos nos 9 000 000 de
individuos) 8 935 300 em 1961 e 8 532 600
em 1972). Curiosamente a natalidade por 1000
habitantes desceu regularmente desde 24,21
{em 1961) até 19,30 (em 1970). Em 1971
voltou a subir para 21,12 por 1000 habitantes
e foi de 20,49 em 1972. Esta aprecidvel nata-
lidade conjugada com a mortalidade (10,60
por 1000 habitantes em 1972) implicaria num
aumento populacional por ano da ordem de
pouco menos de 1 por cento (0,98). Este au-
mento ndo se verificou por ter sido aparente-
mente neutralizado pela emigracdo. Na pratica,
em 1972, nasceram quase 175 000 individuos
e morreram 90 000, mas a populagdo manteve-
-se num valor relativamente estacionério.

Ha finalmente a terceira perspectiva, além
da mundial e da nacional, a familiar. A primeira
interessa muito ao demdgrafo, ao economista,
ao sociélogo, ao politico e ao médico, mas a
perspectiva familiar importa fundamentalmente
ao meédico. O problema populacional adquire
a feicdo do planeamento familiar ou paternidade
planeada ou ainda paternidade e maternidade
responsaveis, como por vezes & designado,

Por isso tao importante problema devera
ser objecto de cuidadoso ensino por parte das
Faculdades de Medicina. O jovem deverd ser
ensinado nao a julgar os outros mas a com-
preendé-los com uma atitude de calorosa objec-
tividade. Deverdo ser discutidos os conselhos
do planeamento familiar desde a idade conve-
niente para o casamento, a escolha do momento
do nascimento do primeiro filho, o intervalo
entre os filhos, o nimero dos mesmos, enfim,
a importdncia do ajustamento sexual e afectivo
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entre os conjuges. Uma oportuna integracao
entre as varias disciplinas do curso revelar-
-lhe-4 as diferentes técnicas correntes de con-
tracepcdo que permitem a execucdo pratica
daqueles conselhos.

Salientamos que o planeamento familiar ndo
é um controle dos nascimentos, nem & reali-
zado para fazer face & superpopulacdo, con-
quanto seja o meio mais activo, mas insufi-
ciente, para lutar contra ela. Ele tem, todavia,
individualidade prépria e justificacdo particular.
Vérios sdo os pontos que justificam o planea-
mento familiar e que analiso em seguida.

1 — Em primeiro lugar o planeamento fami-
liar promove a estabilidade da unido
conjugal, unido afectiva e sexual. No
casamento é a fecundidade global que
importa e ela € muito mais ampla do
que a fecundidade biolégica. Da fe-
cundidade global resultard para a fa-
milia a Salde Mental que ajudara
preciosamente na organizacdo social
estavel.

2 — Em segundo lugar o planeamento fa-
miliar promove a dignidade humana
permitindo ndo que os individuos vi-
vam porque nasceram mas que vivam
¢uma gqualidade de vida».

3 — Além destas duas justificactes acres-
cente-se que o planeamento familiar
favorece a promogédo social. A fecun-
didade optima definida pela razio em
funcdo das condicdes sdécio-econdmi-
micas da familia, num ambiente de
salde mental e de educacdo perma-
nente favorece efectivamente a promo-
cao social.

4 — Uma quarta justificacdo invoca a in-
clusdo do planeamento familiar no
complexo conjunto de regras de Hi-
giene ou Saidde Materno-Infantil. O es-
pacamento entre os nascimentos se
facilita a recuperacdo fisica e mental
da mée permite-lhe por outro lado nao
faltar com cuidados maternos ao filho
ou filhos j& existentes e cuja caréncia
podera afectar grave e irremediavel-
mente o desenvolvimento das suas per-
sonalidades. As mortalidades materna
e infantil sdo favoravelmente influen-
ciadas pelo planeamento familiar. As
grandes organizagdes internacionais
(UNESCO, 0. M. S.) abriram a porta
ao planeamento familiar baseadas na
Salde Materno-Infantil.



5 — Outra justificagdo ainda, de extraordi-
naria importancia: o planeamento fa-
miliar contraria, por desnecesséria, a
pratica do aborto clandestino cujo ni-
mero anual no nosso bais deverd ser
superior a 100 000.

6 — Finalmente, o planeamento familiar de-
vera contrariar a ilegitimidade respon-
sdvel no continente do nosso pais por
7.4 por cento dos partos com nados-
-vivos. Cerca de 32 por cento destes
partos ocorrem em jovens até os 21
anos. Nalguns distritos metropolitanos
o problema & mais sombrio: 12,2 por
cento das criancas nascidas em Lisboa
em 1972 foram ilegitimas, em Evora
13,5 por cento e em Beja 17,8.

S&o em principios criancas ndo de-
sejadas, marginalizadas quando nao en-
tregues a assisténcia plblica, com mais
elevada mortalidade infantil, e cuja
infancia comporta grande sofrimento
fisico e moral com as mais graves
repercussoes na formagdo da perso-
nalidade.

Compreendido deste modo nas trés pers-
pectivas que referi, o problema populacional &
claramente um dos mais importantes factores
basicos condicionadores de salide na actuali-
dade.

Se o encararmos no dmbito superpopulacao
(muito compreensivel & escala mundial mas
nao so) ele é um factor condicionador de salde
fundamental, na medida em que a superpopu-
lacdo arrasta o elevado nimero de dependen-
tes, mantém as comunidades subdesenvolvidas
com baixo nivel educacional e analfabetismo,
com promiscuidade e miséria, malnutricdo,
doencga.

Be o apreciarmos no ambito planeamento
familiar o problema populacional condiciona
claramente a salde, como referi hd pouco,
promovendo a estabilidade da unido conjugal,
a dignidade humana e a promogao social, e
ainda por tornar desnecessdrio o aborto e evi-
tar a ilegitimidade.

Os estudiosos que se preocupam com o
problema populacional, e que o consideram o
mais importante capitulo médico-social dos
nossos dias, lastimam contudo que uma inter-
pretacdo abusiva possa fazer crer que o pla-
neamento familiar ou um controlo dos nasci-
mentos sejam suficientes, por si sds, para se
alcancar o bem-estar na familia e na comuni-

dade, anseio e esperanca de todas as popula-
coes de boa-vontade do Mundo.

Isso & ilusério. As duas accbes podem e
devem ser fundamentais e indispensaveis, mas
o seu beneficio sé se fard sentir no conjunto
da populacéo se a sociedade em questio pos-
suir o dispositive sdcio-econdmico-politico que
torne possivel a criacdo e a distribuicio da pros-
peridade no meio das massas. Essa prosperi-
dade nunca pode ser criada pelo planeamento
familiar ou pelo controlo populacional dos nas-
cimentos. Pensar doutro modo é perpetuar o
equivoco, gque faz sofrer mais de metade da
populacdo mundial, de que o crescimento eco-
némico arrasta necessariamente o desenvolvi-
mento social.

Falar hoje de responsabilidade social dos
cientistas é relembrar a libertacdo da energia
atémica tragicamente orientada no sentido da
destruicdo, é recordar a esfoliacdao sistematica
pelos herbicidas no sudeste asidtico que levou
ao desaparecimento da floresta, é ainda citar
as criancas da talidomida, a maior dispersao
dos genes deletérios que os progressos médicos
condicionaram e tantos outros exemplos.

A Ciéncia moderna saltou trés niveis hie-
rarquicos: o do cientista individual que cultivava
a ciéncia pura e recusava a responsabilidade
das consequéncias, o das sociedades cienti-
ficas e instituicdoes fechadas sobre si préprias
e com uma visao sectorial do mundo e da vida,
enfim o dos Governos, responsaveis pelas con-
digoes ecoldgicas que permitam ac homem so-
breviver e continuar a sua evolucdo.

Uma orientacdo centralizadora extrema le-
varia Picht a considerar como indispensavel a
criagdo duma ciéncia institucionalizada, um
quarto poder a par dos legislativo, executivo e
judicial, cuja forca proviria da grande infor-
macdo e consciéncia internacional dos seus
membros, homens que constituem a comuni-
dade cientifica. S6 a sua preciosa colaboracéo
poderia evitar o nosso genocicio.

Todo este argumento da responsabilidade
social dos cientistas, devera ser transportado
para a Salude. Também nestoutro ramo da
ciéncia chegdmos ha pouco, mas chegamos, ao
terceiro nivel hierarquico. E obrigagdo dos go-
vernos intervir directa e globalmente na Saude.
As modernas condicoes de saiude e os facto-
res basicos que a condicionam, a opcdo e a
implantacéo de Sistemas de Salde sio aspec-
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tos cientificos actuais, tdo complexos e tao
importantes para o bem-estar fisico e psiquico
do Homem, e para a sua sobrevivéncia, que
tornam imperiosa a intervencdo central, por
mais devotadas, uteis e generosas que tenham
sido as actuacoes individuais ou institucionais
no passado recente.
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Creio firmemente que a responsabilidade
social dos cientistas nao acaba onde comeca
a intervengdo da administracdo central. A res-
ponsabilidade social dos cientistas, no nosso
caso, estda precisamente na humildade em re-
conhecerem a necessidade daquela intervencao
e em vivamente a solicitarem.



2.2.1 AMBIENTE (HABITACAO. URBANISMO.
TRABALHO. NUTRICAO)

AMBIENTE FISICO

1. SITUACAO DA INTERVENGAO NO CON-
TEXTO DA REUNIAQ DE ESTUDO. LIMITA-
GAO DA ANALISE ADS PROBLEMAS DO
AMBIENTE FISICO

Esta intervencédo situa-se dentro da pers-
pectiva ecoldgica do estudo das modernas con-
digdes de salide, modelarmente sintetizadas nas
palavras de abertura do Professor Gongalves
Farreira e nio menos brilhantemente expostas,
jé@ na perspectiva citada, pelo Professor Torres
Poreira.

Cabe-me a mim apresentar agora alguns
pontos, para a discussdo desta tarde, aspecifi-
camente relacionados com o ambiente.

A vastidio do tema, que abrange factores
biofisicos {fisicos, quimicos e biologicos) men-
tais & sociais (educativos, econdémicos e socio-
légicos}, @ a limitacdo do tempo disponivel,
levam-me a confinar as consideragdes seguin-
tes ao contexto do ambients fisico, incorpo-
rando por conseguinte problsmas relativos a
dgua, ao ar, ao solo, aos alimentos e ao habitat
artificial humane.

Devo avisar também V. Ex.* de que. me
absterel, tanto quanto possivel, nos meus co-
mentérios, de referir problematicas ligadas ao
ambiente mas que s6 indirectarmente possam

Anténio Lobato Faria

interferir na sadde, tais como as implicages
econdmicas tipo dacrescimento zeros, as pers-
pectivas pessimistas de catistrofes ecoldgicas
ou a transferéncia de certos maleficios da po-
luicBo das na¢bes mais favorecidas para as
menos ricas. Embora o sensacionalismo dos
meios de comunicagio de massa tenha oblite-
rado um pouco .a sua verdadeira importéncia
essencial, a realidade & que tais probleméticas
sfo dignas da maior atengéo e sd nio as-incluf
nesta exposigdo porque me pareceu que, So-
bre a realidads sanitiria, tanto havia a dizer
que os vinte minutos de que dispunha me pare-
ceram muito pouce tempo para as englobar.

Comecarei por me referir, com a brevidade
que aconselham o conhecimento que todos os
presentas tém do assunto e a grande divulga-
¢io ultimamente . oferecida ao seu estudo, 2
infludneia do ambiente nas condigdes de sadde
das comunidades modernas e ao papel rele-
vante que as actividades de promocao da sadde
t8m na defesa a melhoria de tais condigdes.

Examinarsi depois a realidade portuguesa
nests campo, & luz dos dados que considerei
mais actualizados e dignos de confianga, ter-
minando por avaliar das possibilidades de -efi-
ficiente dominio dos problemas em termos da
actuacio préitica pelas autoridades sanitarias e,
com maior relevincia, dado o objectivo primor-
dial desta reunido de estudo, de investigagédo
em salde,
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2. AS CONDICOES DE SAUDE NAS COMUNI-
DADES MODERNAS E A INFLUENCIA DO
AMBIENTE NA SUA MELHORIA

2.1 Doencas e incdmodos causados ou favo-
recidos por deficientes condi¢cbes am-
bientais. Doencas infecciosas e parasita-
rias. Doengas e incomodos ligados ao
crescimento populacional, & concentra-
¢do urbana e ao desenvolvimento indus-
trial

As doencas e incomodos causados ou favo-
recidos per deficientes condigdes ambientals
podem catalogar-se hoje em dia em dois gran-
des grupos. Um primeiro grupo, dependente
da salubridade basica, entendendo por salubri-
dade bésica aquela que permite pbdr obstaculo
a proliferago de germes e agentes agressores,
engloba as doengas infecciosas e parasitérias,
as quais foram até ha pouco os (nicos indica-
dores de deficiéncias ambientais. Neste grupo
estdo Incluldas as doengas transmitidas por
via hidrica, pelos alimentcs e pelo solo, com
ou sem interven¢do de vectores e animais por-
tadores, e as doencas parasitirias de véria
ordem.

Num segundo grupo, ligado & salubridade
especifica do crescimento populacional, da
concentracdo urbana e do desenvclvimento in-
dustrial incluem-se "as doencas e Incémodos
ligados ao que em rigor se deveria chamar
poluicdo do ambiante, as quais resultam do
aparecimento ou do aumento, nos elementos
constituintes do ambiente natural, de teores
em substancias inertes ou activas, quimica ou
radiologicamente, o que di lugar a problemas
novos e dificeis gue ja poem e pordo cada vez
mais & prova as capacidades dos servicos de
salde.

22 Os irés grandes elementos do ambiente
natural fisico: a dgua, o ar e o solo.
Sua importancia nas condicbes de saiide
dos nossos dias e dominio da sua polui-
¢hio

Os trés grandes elementos de ambiente
nafural fisico sdo, como se sabe, a &gua, ©

ar @ o solo. A importincia destes trés elemen-.

tos, considerados individualments ou nas suas
mutuas relagoes, no &mbito das condigdes de
salide do -homem e das suas comunidades, tem
sido sucessivamente posta em relevo pela OMS,
por meio de resolugbes, publicagdes, reunides
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de peritos, normas e outras actividades, e
por todos os investigadores que se tém debru-
cado sobre os aspectos das varias interacgoes
entre 0 ser humano e o ambiente que o ro-
deia. Denfro da ecologia humana aplicada,
o objectivo primoerdial é o de assegurar o pleno
desenvolvimento das capacidades genéticas me-
diante ¢ bom funcionamento dos mecanismos
que comandam o equilibrio dindmico dos sis-
temas ecoldgicos com relevAncia para a vida
do homem, o que & o mesmo que dizer que
a saude integral 6 a meta primaria a atingir
pelos seus estudos. Este facto &, como se cal-
cula, duma grande importancia e, por nao ser
muitas vezes posto no relevo devido, pode
desviar as investigagdes em sentidos diversos
do desejado e Indispensavel.

Dentro desta premissa, tem-se revelado c6-
moda e (til a abordagem dos problemas rela-
tivos ao ambiente dissecando-os primeiro pelos
trés grandes elementos citados e conjugando-os,
depois, nas suas Inter-relacdes, A primeira
parte é a que em geral‘se estd realizando em
todo o mundo, a segunda tem mais dificuldade
& s6 em alguns casos particulares tem sido efec-
tuada. .

Também o dominio da poluigdo se revela
mais facil se encararmos os seus aspectos rela-
tivamente aos elementos principals sujeitos a
deterioragdo de qualidade. Assim a poluigao
da agua e do ar é estudada pela deteccdo de
substfncias que podem alterar a sua compo-
sigBo considerada normal e pela limitagdo dos
seus teores, e a do solo pelos inconvenientes
que o lancamento de defritos pode causar, a
maior parte dos vezes indirectaments, na satde
e comodidade das populagdes. :

Propriamente no que respeita 3 defesa da
salide ptblica, esta abordagem tem enfermado
da falta de elementos concretos que permitarn
o estabelecimento de normas e padroes admis-
siveis, e de estudos de investigagdo sobre as
possiveis interacgdes da dgua, do ar e do solo.

2.3 Os alimentos: relagbes com outros fac-
tores ambientais. Dominio .da sua qua-
lidade

Os alimentos sédo, pela sua intima relagdo
com os trés elementos hd pouco citados, urm
campo bastante complexe do ambiente biofi-
sico. A separagéo entre estudos do valor nutri-
cional & da composigao da alimentos e das
necessidades alimentares das populacoés,. por.
um lado, e estudos da populagdo e contamina=



gdo de géneros alimenticios, vulgar até agora,
é cada vez mais dificil de fazer. A FAO e a
OMS t8m um programa misto sobre normas
alimentares, do qual fazem parte estudos, ja
publicados e em curso, relativos a limitagées
de substincias toxicas, protecgio contra as
contaminagdes bioldgicas, quimicas e radio-
légicas e aos cuidados a ter com aditivos ali-
mentares e substancias Incorporadas nas ragdes
de animais para consumo ou injectadas nesses
animais com a tinalidade de favorecer um cres-
clmento rhaior e mais répido.

RNuma abordagem, simultaneamente quan-
titativa e qualitativa, das necessidades alimen-
tares, por um lado, e da composicdo dos ali-
mentos (em nutrientes, em inertes e em subs-
tancias consideradas dignas de limitagoes em
face do seu efeito sobre a sadde), por outro,
reside, quanto a mim, a boa chave do equa-
cicnamento racional e eficaz dos problemas
dos alimentos como elementos do ambiente,

24 O habitat artificial humano e a relevan-
cia da sua construcio feita com base
em consideracGes sanitdrias., Habitagao,
focais de trabalho e de lazer, urbanismo

Finalmente a intima relagio da concen-
tracgo urbana e da poluicdo do ambiente forna
preponderante, nos nossos dias, a consideracdo
do habitat artificial humano, o qual engloba néo
86 a habitagdo, mas também os locais de tra-
balho & de lazer, os conjuntos urbanos e todas
as outras infra ou superestruturas ligadas a eles.

Ja aqui foi hoje realgada a releviancia destes
problemas, mas ndo sera demais insistir na ur-
géncia do seu estudo feito com base em con-
sideracdes de ordem sanitaria. Na realidade,
muitas das doengas e a quase totalidade dos
incémodos sentidos pelo homem moderno que
vive em cidades tdm como origem deficientes
sistemas de abastecimento de &gua, de drena-
gem de esgotos e de afastamento de lixos,
mas condigdes térmicas, acusticas e de ilu-
minacao, localizagdes erradas de edificios, difi-
culdades de transportes, ambientes inadequa-
dos ou deteriorados em locais de trabalho,
faltas ou deficiéncias no que respeita a locais
de lazer, entre outras causas.

2.5 Intervencio das actividades de prome-
¢do da salde no saneamento do ambiente

A intervencio das actividades de promocéo
da saide no saneamento do ‘ambiente pode

fazer-se por meio de investigagio pura e apll-
cada, de aplicagéo de. normalizagao e legisla-
¢éo, de educacdo sanitdria, de ensino espeacia-
lizado, de acgdes de incentivagdo a nive! admi-
nistrativo local, e de criagio de instalacdes
técnicas destinadas ao dominic da poluicéo
ambiental e 2 satisfagdo das necessidades, em
termos qualitativos, de dgua potivel e de ali-
mentos diversos.

Tais actividades podem ter finalidades cor-
rectivas, isto &, destinar-se a cortar o mal de-
pois de ele estar implantado, mas o que se
desejaria é que elas tivessem um caracter cem
por cento preventivo e planeado, a fim de
manter as gresstes 3 salubridade do ambients
em nlveis abaixo dos limiares de alarme.

Para que tal caricter tenha possibilidade
de ser atingido, é essencial a posse duma topo-
grafia sanitaria actualizada e adequada e a
conjugagic de esforgos entre varias disciplinas
8 vdrios servigos publicos diferenciados. Estes
desideratos tornam dificil uma programacgao
preventiva e & indispensivel levd-los em conta
antes de iniclar qualquer acgdo nesse sentido.

3. SITUACAO NACIONAL NO CAMPO DA QUA-
LIDADE AMBIENTAL

Passo agora a resumir, em puros termos
estatisticos e com brevissimos comentirios, a
situag&s nacional no campo da qualidade am-
biental. Os indices de gue me socorri foram
obtidos na Direcgio-Geral de Sadde, nas Dele-
gaches de Salde Distritais, no Instituto Nacio-
nal de Estatistica e no Ministério das Obras
Pdblicas.

3.1 Sistemas de abastecimento de dgua po-
tavel

Quanto a abastecimentos de agua potivel,
0 panorama global, no Continente e Ilhas Adja-
centes, era o seguinte em 1970, devendo
acrescentar-se que, muito embora algo se te-
nha acelerado neste capitulo desde esta data
até agora, a situagio hoje em dia ndo pode ser
muito dissemelhante.

A populagéio que dispde de d4gua do domi-
cilio é de 40,3 %. Desta fracgio, cerca de 2/3
ostd abastecida em boas condigdes, cerca de
1/4 em condigdes irregulares e os restantes
8 % em condigbes mas ou seja sem garantia
de potabilidade,

Metade da populagdo que dispde de dgua
ao domicilio situa-se na Regido de Lisboa,
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assim como cerca 2/3 do abastecimento domi-
ciliario em boas condigdes. As caréncias jun-
tam-se, pois, as assimetrias.

Quanto a distribuigdo de agua por fonte-
nérios, a percentagem da populagéo assim ser-
vida é de 26,3 %, donde resulta que cerca
de 1/3 da populagdo portuguesa (ndimeros re-
dondos 2900 000 almas} néo tem &gua em
casa nem acesso a fontenarios canalizados.

Em relagao a 1964, ano para o qual tam-
bém obtive valoras referentes aos trabalhos pre-
paratérios do Il Plano de Fomento, a situagao
sé malhorou significativamente no que toca a
fontenarios, cuja percentagem subiu de 11 para
26 por cento. Em agua canalizada,- 0 progresso

foi decepcionante: de 38 para 40 por cento
da populagdo, menos de meio por cento ao
ano (Quadro 1).

3.2 Drenagem e tratamento de dguas resi-
duais urbanas e industriais

As redes de drenagem de #guas residuais
urbanas e respectivas centrais depuradoras sido,
nas modernas condigbes de saide, uma abso-
luta necessidade bdsica, sem a qual néo &
possivel fazer sair uma comunidade dum pri-
mitivismo nocivo e frustrante.

QUADRO |

Comparagéio entre os resultados referidos no «Relatério do Grupo de Trabalho n.* 4» referente
aos Trabalhos Preparatérios do HI Plano de Fomento, e os resultados obtidos no inquérito feito
pelo M. O. P. em 1970 sobre «Saneamento Bésico do Continente e llhas Adjacentes», para o

Continente
Abastacimento de dgua Abastecimento de &gua
domiciliaria por fontendrlos Rede de esgoto
Distritos em % da populagéo em % da pepulagio

1964 1970 1964 1970 1964 1970
AVeiro ...ooiiiiiiiiiiiiiieea, 17,6 16,9 17.9 555 8,3 4,1
Beja ...ooovviiiiiiiiiiien 28,7 24,6 2,8 14,6 19,6 9.8
Braga ..........ciiveiiian.. 17,6 17.3 2,5 52,0 7.8 4,2
Bragang¢a ..................... 16,2 12,6 31.3 63.5 10,4 6.8
Castelo Branco .............. 299 20,0 24.4 56,0 27,5 9.4
Coimbra .............ccccvennes 245 30,8 15,9 36,2 15,0 9,5
|30 39.8 38,5 1.4 11.B 43,6 14.6
Faro ....ocoiveiiiiieiininniinns 30,6 42,2 3.4 12,8 43,1 23,6
Guarda ......oooooiiiiiiiiinnn, 15,8 14,8 23,3 65,7 6,3 29
I ] - 24,3 21,5 24.8 40,4 21,8 6,0
Lisboa ........................ 842 829 71 6.1 65,9 449
Portalegre .................c.. 38,6 39,6 13.3 24,6 42,4 8,7
Porto ...l 39.7 43,3 0,3 13,0 35,2 14,4
Santarém ..............ceeeeen 311 27.9 121 29.1 43,5 8.4
Setdbal ... 63,1 68,4 3.2 31 48,3 38,5
Viana do Castelo ............ 13,3 14,0 6.8 40,3 8.1 2,9
Vila Real ...............c0l 0 15,2 121 31.4 76,7 11,0 3.0
VIBBU iovvriiriiiiiineeeeiins 17,1 10,0 16,6 11,5 9,2 3,1

Total ............. 38,0 40,0 11,0 27,0 _— 176 %

Os numeros, para © Continente e Ilhag, re-

ferentes a este tipe de equipamento sanitario,
sdo os seguintes: 17 % da populagdo dispoe
de redes de esgoto, das quais s6 10 % se acha
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em boas condicées da funcionamento e 30 %
em mas condigdes; a populagio servida por
fossas colectivas € insignificante (cerca de
0,3 %), do que resuita que B2,7 % da popu-



lagéo, ou sejam 7 milhdes de pessoas, ndo tem
qualquer sistema de esgoto para o qual drenar
as suas &guas sujas.

Em relacéio ao inquérito de 1984, estes re-
sultados s&¢ aparentemente uma surpresaz, pois
tinha sido determinada uma percentagem de
populacéo servida igual & cerca de 30 %. Esta
discrepancia tem explicagio no facto de as
estimativas terem partido do falso pressuposto
que-uma povoagdo com colectores em mais de
metade dos seus arruamentos se considerava
servida totalmente (Quadro 1).

Quanto a centrais depuradoras, havia 29
em 1970, das quais a maioria em deficientes
condi¢des de funcionamento, quase sempre de-
vido a ter sido ultrapassada a sua capacidade
redutora de poluigdo. Num pals com nove mi-
Ilhées de habitantes e 304 sedes de concelho,
este numero dispensa comentérios.

Sobre d4guas residuais industrials, pouco
ha a dizer: ndo existe nenhuma logislagdo es-
paclfica que quantifigue as exigéncias do seu
langamento em &guas publicas, sendo muito
dificil impor solugées pontuais a empresas pri-
vadas sem um plano geral prévio que encerre
nac sé consideragbes de ordem técnica, mas
também de-ordem econdmica e financeira. Como
resultado, contam-se pelos dedos as centrais
de depuragiio existentes, embora se pressinta
que a tendéneia é para uma acentuada melhoria.

3.3 Recolha, transporte e transformagdo de
lixos urbanos. Focos de insaluridade ru-
rals :

A recolha de lixos urbanos e seu afasta-
mento das zonas habitadas sdo feitos apenas
a cerca de 1/3 da populagic portuguesa
(38,7 %). Os distritos de Lisboa, com 86,8 %,
e, de Satdbal, com 80,4 %, constituem axcep-
£08s num panorama desequilibrade e desani-
mador. .

Mais desanimador &, porém, o panorama
das montureiras onde se langa o lixo recelhido,
assim como o das estrumeiras e nitreiras sem
as devidas condi¢des higiénicas. Existe uma
estacdo de transformacio de lixos (por ironia,
@ maior da Europal) em Lisboa, funcionando
desde Maio passado, uma outra,  antiga, no
Porto, cujo funcionamento deixa hoje muito a
desejar, @ o resto, como diria Shakespeare,
6 siléncion. ' '

3.4 Poluicao atmosférica e poluigéio das sguas

Ndo se fazem medigbes sistemdticas de
Indices de poluigdo do ar e da dgua no nosso
Pais. Esta anaomalia vai ser felizmente ultrapas-
sada com a realizacdo dos programas a este
respeito incluidos no IV Plano de Fomento.

G Grupo de Trabalhe. sobre Poluicio do Ar
tem realizado, porém, intensas actividades de
recolha de dados, desde a sua criagéo, em
6 de Junho de 1966 (Portaria n.® 22 035),
até a data.

As principais constataces do Grupo, nesta
matéria, sdo de que exceptuando certas zonas
individualizadas, as &reas de maior perigo no
Pais séo a cidade de Lishoa e a zona do Bar-
reiro-Seixal, A capital parece nao ter atingido,
ainda, um nivel de poluicio (causado pelo tra-
fego automével) grave, mas séo de recomendar,
como nivels a ndo ultrapassar, os aconselhadas
pela OMS muito recentemente. Em contrapat-
tida, a situagac existente no Barreiro exige gue
sejJam tomadas medidas imediatas de correc-
¢do das instalagbes poluidoras existentes ou
de substituigdc destas, ao mesmo tempo que
a vigilancia se deve intensificar.

Quanto & poluicdo da &gua, na falta de
dados sisteméticos sobre-as dguas doces, posso
apresentar nimeros de 1972 relativos a praias
e piscinas pdblicas. Assim, das 172 praias com
exploracoes balneares autorizadas, 81 apresen-
tam um bom estado de limpeza geral, 80 re-
gular e apenas 11 um mau estado. As des-
cargas dos esgotos langadas no perimetro da
praia sdo feitas em 30 casos, até 100 m deste
perimetro em 16 casos, de 100 a 500 m em
18 casos, de 500 a 1000 m em 16 casos e
além de 1 km em 92 casos (53 %).

Das 118 piscinas pdblicas investigadas,
89 (ou seja cerca de 765 %) nio dispdem de
tratamento adequado da agua, o que é um nu-
mero elevadissimo, a requersr imediatas pre-
vidéncias.

3.5 Habitagso, locais de trabalho, urbanismo

Relativamente & salubridade da habitacao,
os nimeros de que dispanho referem-ss ao anc
de 1960, nos quais se podia constatar que
68,2 % dos agregados familiares portugueses
ndo tinham casa com retrete a apenas 18,6 %
tinham cozinha, retrete e casa de banho. Estes
valores devem ter melhorado bastante na dé-
cada de 60, porquanto alguns inquéritos habita-
cionais, realizados em 1972 em diversos dis-
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tritos do Pais pelo Ministério das Corporagdes,
revelaram que as percentagens de agregados
familiares sem retrete na casa de habitacdo
oscilam entre 4,0 e 50,6 %.

Q crescente Incrementc da Medicina do
Trabalho e da Higiene e Seguranga do Trabalho,
promovido pelos servigos competentes dos Mi-
nistérios da Salde e Assisténcia e das Corpo-
racoes e Previdéncia Social, tem melhorado de
forma nitida os ambientes de trabalhc nos Aiti-
mos anos. O curso normal de Medicina do
Trabalho funcionando na Escola Nacional de
Salde Piblica, & um exemplo muito positivo.

Em contrapartida, a exploracdo imobilidria
anarquica e a falta de habitacées junto dos
grandes centros tem piorado nitidamente a qua-
lidade do urbanismo em Portugal. Aguarda-se
os resuitados do esforgo legislativo dos Ultimos
anos, levado a efeito pelo Ministério das Obras
Pablicas, mas o esquecimento de certas pre-
missas sanitirias de base levam-me a consi-
derar com ceptismo qualguer grande melhoria
de qualidade. '

4. DOMINIO DOS PROBLEMAS AMBIENTAIS
NACIONAIS LIGADOS A SAUDE. DIFICUL-
DADES DE COORDENACAO ENTRE SERVI-
COS. PAPEL DAS AUTORIDADES SANITA.
RIAS E DA INVESTIGACAO EM SAUDE

Dada uma ideia sintética da posicao dos
factores ambientais nas modernas condigoes
de salde do homem e das suas comunidades
e comentados os valores mais representativos
de tais problemas, no campo nacional, resta-me,
a terminar, a apresentacdo a V. Ex.* de algu-
mas ideias; para discussdo, relativas ao domi-
nio dos problemas nacionais do ambiente liga-
dos a- sadde. g

Para tal, havia que tentar definir em pri-
meire lugar quais os problemas ambientais liga-
dos i saude. Esta 6 uma necessidade fulcral,
visto os problemas do ambiente em geral serem
adisciplinares e ser portanto indispensavel re-
partir o seu exame, a sua resclugio e a fisca-
lizacdo das suas implicagcfes na vida econdmica
o -social pelos diversos servigos piblicos ou
privados especializados por disciplinas. E uma
utopia, em meu entender, tornar actuante um
servigo que se ocupe do ambiente, a ndo ser
que o seu papel se limite, -a quando digo
«limite» ndo quero significar uma depreciagao
ou uma diminuigdo nas suas atribuigbes mas
tdo somente o seu confinamento a um terrenc
ja por si vastissimo, se limite, dizia, a defini-
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a0 de competéncias, & organizacdo de traba-
lhos de conjunto, & distribuigao de tarefas e a
coordenacdo de organismos especializados, por
vezes com larga tradigdo e acumulagéo de saber
e experiéncia nos seus dominios respectivos,
o que ha que aproveitar e ndo abafar.

A definigdo cuja necessidade apontei ndo
ostd feita a nivel nacional e, quanto a mim,
urge proceder a ela o mais depressa possivel.

Para isso ha que precisar e tornar viavel
o conceito de gsalide ambiental» como parte
da Saide Publica que estuda os problemas
derivados dos efeitos que o ambiente exerce
ou pode exercer sobre o estado fisioldgico,
mental e social do homem e das comunidades
humanas, e iniciar o estudo detalhade do seu
ambito, das suas finalidades e dos estudos
prioritarios a levar a cabo no seu campo.

As dificuldades de coordenacéio entre ser-
vigos, que sdao, com toda a razo, apontados
como a causa que mais influéncia tem na de-
mora ou faita de resolugdes praticas scbre os
inconvenientes ambientais, seriam, em quase
toda a sua extensae, superadas s¢ se actuasse
Gomo preconizo.

Mas tenho que descer & terra, neste caso
& nossa terra, e encarar os problemas em face
do que ~existe,~' das nossas limitagdes e das
nossas caréncias, mas também, como compete
a um técnico ligado & sadde, com o pehsa-
mento no aproveitamento racional e eficaz das
nossas potencialidades humanas e na aplicagio
apropriada e rentavel, em termos de saide, das
vastas possibilidades oferecidas pela dltima
raprganizacido dos servigos do Ministério da
Salide e Assisténcia, pela abertura de mais e
mais Centros de Sadde, pelas verbas avultadas
postas & disposicdo da Sadde Publica pelo
Governo, através de varios Ministérios, pelos
cursos organizados ou reorganizados nos dlti-
mos anos pelos servigos centrais e locais res-
ponsaveis.

Neste contexto, assumem especial relevar-
cia o papel das autoridades sanitérias e da
investigagio em sa(de, as primeiras. como
responsdveis pela acgdo técnica e legal, a se-
gunda como base indispensavel para dar a esta
accio validade cientifica. .

O papel das autoridades sanitarias foi dis-
cutido amplamente nas jornadas de estudo que
a Direcgdo-Geral de Salde promoveu ha alguns
dias. Embora o Decreto-Lei 413/71, que reor-
panizou os servigos do MSA, contenha as linhas
gerais da competéncia das autoridades de satide
no campe do amblente e o seu respectivo re-
gulamento tenha desenvolvido e pormenori-



zado essas [inhas, as preccupacdes dominantss
dessas autoridades consistem na instituciona-
lizacGo das suas relagbes com as autarquias
locals, como drgiaos executores de accoes pra-
ticas nas comunidades e com os agressores
reais e potenciais da salubridade, do ambiente,
como elementos a orientar, vigiar ou punir,
consoante os casos, e na preparacdo ripida de
especializacbes, normas, regulamentos ou diplo-
mas legislativos que possam servir de guia nos
vérios problemas que tdm que ser enfrentados
e resolvidos diariamente tais como licencia-
mentos, fiscalizagdes e pareceres sobre: insta-
lagoes de animais em zonas urbanas e rurais;
astrumeiras, nitreiras e similares; estacdes de
tratamsanto de aguas potaveis e residuais; locais
de despejo de lixos e outros desperdicios; cons-
trugdo, remodelacio ou ampliagido de edificios;
locais de trabalho; higiene de produtos alimen-
tares. Esta necessidade funda-se na inadequa-
¢do ou no cbsoletismo parciais ou totais e nas
dificuldades de aplicagdo que a legislacie pre-
sentemente em vigor oferece a quem a tem
que pdr em prética.

Os latinos diziam, porém, que «sapiens nihil
affirmat quod non probets e, por isso, 0 apoio
as autoridades sanitdrias, tdo desejado e neces-
sdrio, carece de melhores conhecimentos da
base do que aqueles que actualmente possui-
mos; para que os adquiramos, indispensavel
se torna pensar no papel da investiga¢io em
saide no campo ambiental. $6 com a segu-
ranga inigualdvel que dio os resultadas duma
segura investigacdo se pode partir para a ela-
boracio de documentos regulamentares ou nor-
matives com viabilidades de execucdo.

Com pringipios norteadores da investigagao
em salide, em matéria de ambiente, julgo de
recorrer a trés directrizes:

1. Orientacdes da 24.2 Assembleia Mundial
da Satde, em 1971, na sua resolugdo
WHA 24.47:

a) Melhoria das condigdes fundamen-
tais de salubridade do ambients,
nomeadamente o abastecimento de
dgua e o tratamento higiénico de
esgotos em pafses em desenvolvi-
mento;

b) Estabelecimento de acordos interna-
cionais sobre critérios, normas e
cddigos de aplicagdo pratica aplica-
veis aos factores de ambiente no-

civos & salde;

3.

¢} Estimulo do desenvolvimento e coor-
denacdo da vigilancia sanitaria epi-
demiol6gica, de forma a obterem-se
dados de base sobre os efeitos
adversos que o ambiente pode ter
sobre a salide do homem;

d} Desenvolvimento da centralizacio e
difusdo de conhecimentos e encora-
jamento das investigacdes.

Enunciado dos estudos urgentes e prio-
ritarios a realizar pelos Institutos Na-
cionais de Sadde, feito pslo Professer
Gongalves Ferreira em «O Dilema da
Saide e da Doenca na Sociedade
Actuals:

a} Nutricio das populacées e métodos
de medida nos diversos grupos po-
lacionais; educacdo alimentar con-
tinuada, desde a infancia;

b} Urbanizagdo, condigdes higiénicas
das comunidades e [uta contra a po-
luigdo;

c) Ecologia e orientacio bioldgica dos
estudos de poluigdo;

d) Problemas da alimentacio racional
da populagao;

8) Froblemas presentes e pravisiveis do
amblente, ingluinde urbanizacio e
modernas condicdes de satdde desde
o nascimento, politica de &4gua e
do ar e gestdo de recursos naturais
em fungdo das necessidades de
salide e sistemas ecoldgicos fun-
damentais para a salde

Necessidades sentidas pelas autorida-
des de salde, tais como:

a) Estandardizagéo de sistemas fisicos,
quimicos e bioguimicos de peque-
nas centrais de tratamento de adguas
residuais que funcionem com efi-
ciéncia;

b) Estabelecimento de parametros para
as dguas residuais e para as Aguas
doces interiores e para #Aguas de
praias e piscinas;

c} Normalizagdo dos factores do con-
fortc ambisntal interior em edifi-
cios: térmicos, aclsticos e de ilu-
minagéo;

d) Implicacdes sanitirias dos pés-direi-
10s e dos volumes dos comparti-
mentos de edificios;
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e) Actualizacho de conceitos respeitan-
tes e lixeiras, estrumeiras e locais
de alojamento de animais.

Estas trés linhas apontam as vias a seguir
no estabelecimento de planos e programas de
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investigacdc, Da sua observagéo criteriosa, con-
jugada com o aproveitamento integral das pos-
sibilidades financeiras ¢ humanas do Instituto
Naciona! de Saiide, podem rasultar beneficios
de grande monta para as modernas condi¢des
de saide em Portugal.



2.2.2 POPULACAO. DEMOGRAFIA. PLANEAMENTO FAMILIAR

Sendo o homsm o ponto de convergéncia
de todos o©s problemas que neste momento
e em qualquer ramo da ciéncia se poem em
equagdo para atingir a sadde, légico serd que
pensemos antes de mais na qualidade e quan-
tidade ideais para a obtencdo daquele fim.

Vencidas praticamente as doencas infecto-
contagiosas, melhorados os padrdes alimenta-
Jes, reduzida a dureza fisica da vida, com me-
lhoria das condigbes habitacionais e de traba-
Iho, satisfeitas enfim as necessidades prima-
rias, © homem & quase subitamente alertado
para dois graves problemas que poderio, se
nio resolvidos a tempo, afectar o seu préprio
‘destino: a exploséo demografica e a poluigdo.

‘Na verdade, os numeros referentes & pri-
meira s&o impressionantes. Foram precisos
cerca de quinhentos mil anos para que a popu-
lagdo do mundo atingisse, por volta de 1950,
os mil milhGes de almas. Nos cem anos se-
guintes este nlimero duplica @ em pouco mais
de duas décadas mais um milhdo de milhdes
de seres humanos habitava a terra.

A manterem-se os actuais Indices demogra-
ficos (Quadros | e 11}, a populagio ultrapassara
os seis mil milhdes pelo ano dois mil.

Mas o mais grave & que este aumento: ver-
tiginoso se processa especificamente 2 ¢usta
dos paises pobres, que deverdo atingir os ginco
mil milhées contra cerca de milhdo e meip de
milhdes para os paises mais desenvolvidos,

Albino Aroso

QUADRO 1

Taxas de crescimento da populagdo mundial
(segundo «The Victor Bostrom Fund Report»)

. Paises Paises
Taxas de cresci- i
Total menos mais
mento anual N
to) mundial | desenvol- | desenvol-
{por cen vidos vidos
1966/1970 ...... 2.0 2.4 1.0
1995/2000 ...... 1.7 20 0.8
QUADRO |1

Populacde mundial em 1970 e previsio para o
ano 2000 (segundo «The Victor Bostrom Fund

Report»)
Paises Paises
Populagéo total Total mengs mais
[em milhdes) mundlal | desenvol- | desenvol-
vidos vidos
1970 ... 3,631 2,641 1,090
2000 ............. 6,493 5,040 1,453

Por outro lado, os téenicos de organismos
internacionais responsiveis, contrariaments ao
que afirmam alguns optimistas ou inconscien-
tes, alarmam os governantes chamando-lhes a
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atengdo para os limites de produtividade agrl-
cola da terra e consequente necessidade de
reduzir o crescimento populacional. Como afirma
Flyllis Piotrow gnenhum fantistico antibidtico,
nenhuma férmula magica para o desenvolvi-
mento econdmico, nenhum arroz ou cereal mi-
raculoso, podem, mesmo em combinagido, for-
necer panaceias para salvar a Humanidade da
super-populagaon.

Apenas as acgOes responsdveis de milhdes
ou mesmo milhares de milhdes de serss huma-
nos, ao controlar a sua prépria fertilidade, pode-
rdo assegurar um mundo habitdvel para a sua
descendéncia.

A par do crescimento populacional, surge
outro problema nio menos grave que a escas-
sés das substincias. O homem primitivo nao
alterava nem poluia substancialmente o meio
ambiente. A espécie era em numero reduzido
e incapaz de utilizar técnicas para o aprovei-
tamento dos recursos reduzido e com os con-
sequentes produtos de degradacao.

O homem, especialmente o industrializado,
& o maior dos consumidores dos materiais do
seu ambiente e, por isso, o maicr contribuinte
para a poluicdo do mesmo. A medida que o seu
nivel de vida melhora, troca mais frequente-
mente de automdvel, aumentando os montoes
de sucata, consome mais gasolina, poluindo o
ar que respiramos, precisa de frigorificos e ou-
tros electrodomésticos e tudo isto exige que
se montem novas fabricas ou se aumentem as
existentes de forma a poder corresponder ao
consumo. Gasta mais agua e exige-a de melhor
qualidade, procura ar puro, mas nio deixa de
levar para © campo ou para a montanha todo
o cortejo poluidor do ambiente.

Se neste aspecto a situagdo & mals grave
nos paises industrializados, especialmente pala
concentracac nas grandes cidades, por outro
lado o crescimento populacional entrou ja em
franco declinio e tende para uma estabilizagéo.

O mesmo ndo sucede na grande maioria
dos paises subdesenvolvidos ou em vias de
desenvolvimento.

A diminuicdo espectacular da mortalidade
infantil & o aumento da duracéc média da vida
conseguides por uma medicina preventiva re-

lativamente barata, ndo foi acompanhada pelo

progresso socio-econdmico, carecido de meins
incrivelmente mais caros.

Assiste-se, por assim dizer, a um empobre-
cimento relativo, que torna mais dificil ainda
a arrancada para a industrializagdo e para ni-
veis de vida compatlveis com o bem-estar fi-
sico, mental e social, tradutores de saldde.
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Por isso, organizagbes dependentes das Na-
gbes Unidas e outras congéneres internacionais
e nacionais, procuram por todos 0s meios es-
clarecer governanies e governados para uma
politica populacional que permita ao homem
controlar a sua fertilidade.

Aqui ainda a situagéo & diferente conforme
se trata de paises industrializados ou subde-
senvolvidos.

A taxa de natalidade tem vindo a baixar
progressivamente na maior parte dos pafses
europeus e Portugal, embora mais recente-
mente, acompanha esse declinio.

Por outro lado, dadas as condigbes de
sallde e a duragdo média da vida, é de supor
que na Europa e em outras regices evoluidas
do mundo a fertilidade seja maxima.

Se a natalidade é aqui das mais baixas,
é porque a utilizagdo dos rmétodos contracep-
tivos atinge praticamente toda a populacio
fértil, e assim, dos dez a quinze filhos, teori-
camente possiveis, por casal, assistimos a um
ndmero real de dois a trés. De 1900 para 1970,
a taxa de natalidade em Portugal baixou de
30 para cerca de 20 por 1000. Pode pois afir-
mar-se que, tanto no plano das Intencdes como
no comporiamento real, vivemos numa socie-
dade de contracepgao.

Porgqué falar-se entdo, entre nés, de pla-
neamento familiar?

Em primeiro lugar, sendo a taxa global de
natalidade baixa, a sua distribuicao pelos di-
ferentes eoscaldes socio-econdmicos apresenta
grandes desvios.

Por aquile que se passa em alguns paises
aurcpeus, & por aquiio que nos tern sido dado
observar, a taxa de natalidade é ainda muito
alta na classe de baixo nivel sécio-econdmico,
com todos os inconvenientes que isso acarreta.
E excessivamente baixa, com grande nimero
de filhos Unicos, num grupo populacional mal
definido sob o ponto de vista econdmico, mas
gque am parte corresponde a4 classe média, e
aumenta novamenie no grupo das profisstes
liberais.

0 planeamento familiar visa fundamental-
mente o progresso na educagio das populagdes
para uma paternidade e maternidade responsa-
veis, no interesse do bem-estar da familia e
da sociedads. :

Dai uma das suas dificuldades. A pbbreza
e o grande ndamerc de filhos correm paralelos
formando um circulo vicioso. Os pobres—e
nao pensemos que & s& ¢4 — também se en-
contram em extensos bairros em cidades .téao
présperas como Nova lorqus, Roma ou Lon-



dres — carecendo de conhecimentos sobre con-
trole da natalidade, tendem a ter familjas nu-
merasas. Uns filhos, embora desejados, cres-
cem desnutridos ¢ ignorantes, num ambiente
insano e sujo, formando uma nova geragdo de
pobres.

Pela sua prépria incultura e desleixo nio
procuram os servicos de salde, agravando as
suas ja precdrias condigdes fisicas e mentais
e criando constantemente problemas aos res-
ponsavels. Qutros, produto de uma sexualidade
descontrolada e animalizada, nao desejados,
constituindo estorvo aos progenitores, vio en-
chendo os nossos jao super-lotados asilos.

Criadas em ambientes carenciais, as crian-
gas ndo estio equipadas quer fisica quer men-
talmente para tmelhorar a sua sorte,

Internadas em asilos, privadas em grande
parte do calor, humano, atencio e afectos,
dificilmente poderdo integrar-se na vida de urmna
sociedade que lhes é estranha.

Temos pois de lutar pela humanizagdo da
sexualidade, pela melhoria da vida conjugal,
tornada mais harmoniosa quando ndo vergada
ao peso duma fertilidade incontrolada, e por
uma sociedade que seja fruto dum amor con-
jugal sélido liberto dos tabus, das inibigGes,
dos sentimentos de culpa que atormentam uma
grande parte das nossas mies de familia.

Que se passa em matéria de contracepgéo
no nosso paisry

Quais os métodos utilizados para a limita-
céo da natalidade?

0 mais difundido, a exemplo do que ainda
s& passa em Franca e Bélgica, conforme dados
recentes, é o coito interrompido, fonte de dis-
turbios emocionais da mais variada natureza.

Vem a seguir toda uma série de meios
pouco eficazes e ndc menos perturbadores do
equilibrio afectivo do casal, como sejam as
irrigagdes, comprimidos vaginais, cremes, es-
ponjas, -etc.

Outros, embora raros, utilizam a obsten-
¢do, quer por motivos religiosos quer nao.

Finalmente, um reduzido grupo, com ten-
déncia para aumentar, utiliza métodos mais se-
guros e mais inofensivos como o preservativo,
contracepgdo hormonal e dispositivos intra-ute-
rings., Num estudc estatistico a que podemos
proceder, alias pouco representativo, encon-
trdmos as percentagens seguintes:

— coito interrompido ..................... 60 %
—irrigagoes, comprimidos vaginais cre-

mes, esponjas ................ e, 18 %
— preservativos ............ e, 10 %

— hormonal {oral, injectivel) ...........
—-s/contracepgdo ............... ...k 2%

Isto em casais férteis residentes no Porto
ou concalhos limitrofes, cujas mulheres fre-
quentem uma consulta de ginecologia.

Temos portanto conscidncia de que os meé-
todos habitualmenta empregados pelos casais
portugueses sdo os mals nocivos 3 saldde dos
cbnjuges, por um lado, e por outro os menos
eficazes, levando nas suas falhas a uma con-
sequéncia mais grave — ¢ aborto.

O coriejo de mulheres que se arrastam pe.
las consultas de ginecologia, imaginando-se
vitimas de graves afecgbes do aparelho geni-
tal, & constituido na quase totalidade por espo-
sas @ maes precocemente envelhecidas, ansiosas
@ angustiadas, para quem a vida conjugal re-
presenta mais que indiferenca, um pesado fardo
que & necessario suportar.

Cada acto que deveria ser de amor, de
dadiva mdtua, de enriquecimento espiritual,
transforma-se num sentimento de revolta e vio-
lagdo para um, e de pura satisfagdo ou geni-
talidade para outro.

E realmente impossivel para uma mulher,
preocupada com a satide e futuro dos filhos
que nasceram, atormentada pelo receio de uma
gestacdo ndo desejada, poder participar numa
vida a dois.

Nenhuma mulher aceitard ser mie contra
vontade.

Mas pior serd sentirmo-nos vir a este mundo
indesejados e frutc de um descuido...

Porque n3o tomarmos uma atitude mais rea-
lista em relagdo ao planeamento das familias?

Porque n&o, numa crista atitude, colocar-
mo-nos ao servigo das familias, especialmente
as de menores recursos materiais e culturais,
para ajuda e orientagdio no sentidoc de uma
natalidade consciente e responsével?

Na prossecucdo destas actividades teremos
sempre presentas:

—a unidade da familia;

— 0 seu enriquecimento espiritual, moral e aco-
némico;

— a liberdade religiosa dos individuos;

—a liberdade da familia em ordem ac planea-
mento da natalidade.

O que ha entre nés sobre planeamento fa-
miliar?

0 que se tem feito?

Criada a Associagdo para o Planeamento
da Familia e aprovados os respectivos esta-
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tutos por despacho do Ministro da Salide e
Assisténcia, em 17/8/1967, a sua actividade
limitou-se, durante 0s primeiros tempos, a uma
consulta na prépria sede, em Lisboa.

Posteriormente, foi criada uma delegagdo no
Porto e entrardo ainda no decurso deste ano em
funcionamento cerca de duas dezenas de centros
em alguns dos postos do Instituto Maternal de
Lisboa e Porto, indo assim ao encontro daque-
las que mais necessitam de ajuda. Igualmente
se tem procuradc instalar consultas de planea-
mento nos servigos de Ginecologia e Obstetri-
cia das grandes unidades hospitalares, no sen-
tido de para la orientar as mulheres que acor-
rem a estes servicos, em grande ndmero, por
abortos provocados.

Dispomos de muito reduzidos elementos es-
tatisticos quants ao nivel sécio-econbmico e
culturai das pessoas que acorrem as consultas
de planeamento e suas motivagoes.

Quanto ao interesse despertado pelo Pla-
neamento num dos centros em actividade, os
nameros relativos a inscrigdes sfo elucida-
tivos:

— 60 em 1971 (dltimo {rimestre)
— 3068 em 1972
— 311 em 1973 {primeiro trimestre)

Dos métodes preferidos & de salientar um
aumento crescente a favor da contracepcio
hormonal injectavel (Quadro I}

Estas mulheres, ou melhor, os casais, utili-
zavam toda uma série de praticas contracepti-
vas em cuja falha recorriam em regra ac aborto.
Assim, em cerca de 60 % conseguiamos obter
referéncias a abortos provocados {desde 1
a 10}.

Uma das malores dificuldades, além das
criadas pelos condicionalismos do préprio meio,
4 a falta de profissionals de salde devida-
mente mentalizados e tecnicamente preparados
para tal.

A Associagac para o Planeamento da Fami-
lia efectuou ji& um curso de que beneficiaram
os profissionais que trabalham nos postos do
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QUADRO IR

Métodos de contracepgiio usados pelas mulhe-
res atendidas na consulta de Planeamento Fa-
miliar do Hospital de St.° Antonio — Porto

. 1971 1973
Métodos .| Out.-Dez. 1972 Jan.-Jun.

a) Injectaveis .., 29 128 i
b) Oral .......... 40 169 138
c) Intra-uterinos 1 2 10
Total c.vvnviinens 70 306 319

a) Habitualmente associagéo estrogenio-progesterohs;
mais raramente progestogenio de acgap prolongada.

b) Habitualmente associagdo estrogenio-progesterona.

c) Lippes-Loop.

Institute Maternal que agora vdo iniciar as suas
actividades em planeamento familiar.

Que se espera no futuro?

Qutros cursos se irao organizar em Lisboa
e Porto, e, se for possivel criarem-se novas
delegades especialmente nos distritos de maiocr
morbilidade e mortandade infantil, ai tentaremos
dar a nossa ajuda. Serd a periferia, nos centros
de salde e a par da assisténcia materno-infantil
e dos cuidados médicos de base, que num fu-
turo que esperamos ndo seja muito distante,
as famllias encontrardo toda a ajuda através
da presenca de profissionals de saude qualifica-
dos, necesséria para uma maternidade desejada
o feliz.

Urge pois que nos preparemos para aten-
der as necessidades decorrentes duma nova
liberdade do casal: a de ter os filhos que dese-
jar e quando desejar.

Para atingir esse objectivo muito hd a espe-
rar dum grupo de trabalho sobre planeamento
familiar recentemente criado no Ministério da
Salde e Assisténcia, presidido pelo Professor
Dr. Artur Torres Pereira que, pelo seu dina-
mismo e conhecimento dos problemas, podera
rasgar novos horizontes e abrir as portas a um
planeamento a nivel nacional.

A Associacdo para o Planeamento da Fa-
mflia ai estara também para prestar todo o
apoio técnico possivel.



DISCUSSAO (Mesas-redondas)

Resumo das intervencoes

Mesa redonda n.® 1 constituida por Arnaldo
Sampaijo {moderador}, Aloisio M. Coelho {co-
-moderador), Eugéne Aujaleu, F. Rocha Lagoa,
D. Braga da Cruz, Mario Marques, Pedro Bar-
bosa e F. A. Gongalves Ferraira *,

A. Sampaio — Inicia os trabalhos chamando
a atencdo para a importincia da Sadde Publica
e fazendo notar que todos os progressos em
saldde, quer médicos quer sociais, se devem &
investigacio cientifica,

Para atender as necessidades nests campo
tem sido necessario delinear uma politica e
organizar uma estrutura de servicos que & sem-
pre complexa e cara e que exige uma tecno-
logia cada vez mais eficaz.

A situagio do Pais neste dominio & diflcl|
mas se ndo enveredarmos rapidamente palo
caminho certo ndo teremos servigos eficientes,
mesmo apenas em relacdo aos investimentos
Que estamos a fazer. Ha necessidade de pla-
neamento e aproveitamento de recursos. Realgou
que os servigos nacionais t&m sido e continuam
a ser competitivos, ndo complementares, apoian-
do-se para esta afirmacio na comunicagdo de
Braga da Cruz em que se diz que os Centros
de Saldde ndo estio ainda a trabalhar eficaz-
mente. Sobre esta afirmacdo faz notar que uma
estrutura moderna de servicos, baseada nos
Centros de Salide, constitui uma ideia nova
© que as ideias novas levam tempo a por em
marcha porque t8m de ir contra rotinas esta-
belecidas. Os servicos rasponsaveis pelo fun-

¥ Ver «Apéndices 1.

cionamento dos Centros de Saldde deveriam ser
varinhas magicas, mas as Misaricérdias ndo
as passaram. Os Centros de Sadde tém tido
grandes dificuldades porque embora haja a [ei
que os criou ninguém quer abdicar das rotinas
do passado.

Braga da Cruz — Esclarece que ndo & con-
trério & politica dos Centros. Apenas fez real-
¢ar que apés a criagio dos mesmos nioc se
sents ainda a sua actuagdo, nio tdm tido alma.
Chegam-lhe noticias de todos os lados, de ele-
mentos fidedignos, sobre a actuacdo dos Cen-
tros criados hd 1 ano ou mais. A nio actuaciao
dos Centros podera ser uma faldncia talvez, in-
terroga-se, por haver demasiadas valéncias &
partida. Ndo se pode alardear que os Centros
de Salde estejam a fazer cuidados médicos de
base. No seu entender os Centros devem ter
uma direcedo ndo de autoridade mas de per-
suasdo e deveria haver um organismo colegial,
sob a égide do Centro, para organizar os cui-
dados médicos de base.

Jaime Pinto — Refere-se a necessidade de
unidade de pontos de vista de orientacio e
exacucao do Sistema Nacional de Sadde. Os
servicos devem ser adequados as condigdes
da populagdo (seus estratos e tipos de acti-
vidade), o que exige o estudo das diferengas
regionais nos campos cultural, econémico, eco-
Iégico e social. Por outro lado, com quem se
poderd contar para a reestruturacéda dos servi-
gos de sadde, uma vez que a Medicina nao
pode fazer-se sem médicos, mesmo que haja
a colaboracio de outros técnicos de Sadde?
O que se conhece dos médicos e dos servicos
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hospitalares leva a concluir que nao é dificil
estabelecer um bom sistema de salde, mas sim
torna-lo imediatamente eficaz.

A. Sampaio — Esclarece que o Centro de
Sadde é o principio da unidade de Sadde, aglu-
tinadora, para se integrar numa linha unitdria.
Chama-se-lhe Centro de Salde ou o que se qui-
ser, os Centros de Satde naoc sdo os dos
anos 30 mas a unidade que fard a programacao
a nivel local em funcao das necessidades e
possibilidades. P

J. Lopes Dias — Considera as condigbes em
que os Servicos Médico Sociais das Caixas de
Previdéncia estio a trabalhar, em termos de
cuidados médicos, e o tipo diferente de cui-
dados de satde que os Centros de Saude come-
caram ja a realizar. Nestes tém sido a valéncia
materno infantil & a execugdo do Plano Nacio-
nal de Vacinacbes as actividades prioritérias,
das quais se estio a conseguir ja alguns im-
portantes resultados e procura-se alargar a sua
accio, rapidamente, aos restantes cuidados mé-
dicos de base. A nova estrutura dos Servigos
de Saude, de que os Centros sio as unidades
bésicas tera de preocupar-se, fanto com a quan-
tidade como com a qualidade dos servicos
prestados, & medida gque for integrando 0s
actuais servicos desconexos de medicina pre-
ventiva e curativa.

E. Sendas — Acentua que as criticas aos
Centros de Salde sao feitas por quem néo os
conhece ou ndo os entende e que aqueles fariam
ja toda a tarefa se nfio fossem as dificuldades
resultantes da existéncia de estruturas velhas
nas quais os Centros de Satde tém de se inse-
rir. Portanto, o importanie serd pdr de pé um
sistema unitario de salide que entre nés ndo
se estabelece facilmente pelos conflitos de pres-
tigio, competéncia @ interesse. O que se alaca
nao é o sistema; o que estd em causa sa0 0s
privilégios que nac se querem perder. Afirmou
a necessidade de se mentalizarem os médicos
e a populagido para se poder caminhar.

Correia de Campos — Foca trds pontos: ©
significado da presente reunido, a doutrina do
Ministério da Salde e o papel do Instituto Na-
cional de Sadde.

Sobre a reunidio realga a sua indiscutivel
vantagem dado que nela se assiste ao debate
das solugbes que so julga serem as melhores
para o Pais e para a avallagdo dos sistemas de
sadde. Lamenta que ndo se tenha, por um lado
comegado mals cedo este tipo de reunides e
por outro que ndo se |hes tenha dado maior
publicidade.
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Sobre a doutrina do Ministério da Saude
afirma que ela existe em termos perfeitos mas
chama a atencdo para o facto de que a reali-
dade esta sempre longe de corresponder 2
perfeicio do papel. Assim, é ao lado dos Cen-
tros o dos milhdes de consultas dos Hospitals
o Caixas de Previdéncia, fundindo-se com eles,
que a reforma de Salde terd de fazer-se. Temos
de conhecer o pais, as formas do governoc e as
pressdes de interesse. A aplicagdo da nossa lei
apresenta dois pontos de fractura. Concreta-
mente, a Incompleta andlise da situagao exis-
tente e a abordagem hesitante da estrutura.
A reforma de 71 néo poderd fazer-se sem se
estudar o papel e o destino das Misericordias e
sem se estudar a fusdo com os sistemas mé-
dicos da Previdéncia. Por outro lado nio ha
estruturas sem pessoal. Assim, as nossas estru-
turas de salde continuario em crise se hao
se organizarem as carreiras do pessoal. Ha que
melhorar a demografia médica com a colabora-
cdo dos Ministérios da Salde e Educagéo.

Sobre o papel do Institutc Nacional de
Salde considera que ele tam de ser executivo,
directivo e estratégico, O papel executivo, do
dia a dia, consiste em trabalhos piloto e de
campo (ndo o de fazer anélises para doentes)
o em debates e divulgagio de problemas donde
a necessidade de multiplicar reunides deste tipo.

O papel directivo é mais esbatido mas existe
em colaboracdo com as Direccoes Gerais e de
Servigos.

O papel fundamental do Instituto é o estra-
tégico, politico, de indicagio de orientagoes
para a tomada de decisbes pelos responsaveis.

Veiga Vieira — Acentua que somos dos pou-
cos palses do mundo que tem uma politica de
satde definida e que embora haja dificuldades
para a pdr em pratica nao sao tantas como se
tem apresentado. Pessoalmente ndo tem tido
problemas com as Misericérdias, na organizagéo
dos Centros concelhios do seu Distrito (Leiria).

F. Nogueira — Refere-se & situagdo do pals
o & necessidade de fazer opgdes, em politica
de saude, face is despesas que os servigos de
salde ocasionam e em relagdo com o produto
naciona! bruto (P N B). Entende que as opgoes
feitas ndo tdm sido as mais desejaveis tais como
a dos Hospitais Regionais em detrimento dos
Hospitais Centrais, que continuam a ter grande
deficiéncia de técnicos.

G. Ferreira — Esclarece quanto a opgéo re-
ferente a Hospitais que a orientagdo se modifi-
cou completamente em 1970.

Pedro Barbosa — Acentua a necessidade de
se efectuarem mais reunides para o estudo de



politica da satde que terdo em vista, nfic pér em
discussdo o sistema unitaric da salde ou de se
acabar com a Previdéncia, mas estabelecer o
papel que devem ter os institutos de Saide e
que Incumbéncias Ihes devem ser atribuidas para
ajudar a orientagio e a concretizagdo dessa po-
Iftica. De resto este & o objectivo estabelecido
pela agenda desta mesa-redonda.

Mério Marques — Pergunta se na realidade
se entrou ja no caminho delineado pela agenda
desta mesa-redonda.

A. Sampaio — Pede a opiniado de R. Lagoa
e de E. Aujaleu sobre o papel dos iInstitutos
Nacionais de Sadde na investigacio em Salde.

R. Lagoa — Afirma que o papel dos Institu-
tos Nacionais' de Salde & antige sendo o de
fazer estudos epidemiolégicos, standardisacio
de métodos, formagdo de pessoal e fundamen-
talmente érgao de planeamento para fazer o
levantamento estratégico dos problemas de
saide.

E. Aujalev — Um Instituto Nacional de Sau-
de, diz, 4 um érgao diferente de um Instituto
Superior de Higiene. Além das fungdes de La-
boratério de Salide Piiblica e das actividades
de ensino, deve realizar as tarefas de investi-
gagdo para a melhoria dos sistemas de satde,
Torna-se necessario fazer compreender gue os
trabalhadores de Sadde Plblica num Instituto
Nacional de Sadde sic também investigadores
8 que é fundamental desenvolver este dominio
da investigacao em sadde.

Velga Vieira —- Completa a primeira inter-
vengao, acentuando a necessidade da organiza-
¢d0 do ensino de pos graduacao em Salde dos
técnicos das equipas de salde, papel que deve
ser da responsabilidade dos Institutos Nacionais
de Salde.

Corino Andrade — Se o Instituto Nacional
de Salde, pergunta, tem fungdes de colheita de
informacoes, de laboratério e de ensino, como
deverd actuar na elaboracio de informagdes
dteis para a orientagao da politica da Sadde e
melhoria dos seus servicos de execucio?

E. Aujalev — Diz que se torna necessario
que o Instituto Nacional de Sadde informe o
pais e o governo para que se melhorem os
Servigos na situagio que esteja em causa, O Ins-
tituto Nacional de Sadde tem de ter iniciativa.
Ele terd de estar na base da politica geral do
pals em matéria de saide, Cabe-lhe também a
tarefa de organizar o pessoal para as activida-
des concretas dos projectos de investigacido a
nivel de pais e regido.

For outro lado tem de ter laboratérios de
investigacio. ab também notar que um insti-

tuto Nacional de Saiide tem de ser ralativamento
independente do Ministério da Sadde. Quanto
4s Escolas de Sadde Piablica as duas instituigoes
devem trabaihar lado a lado.

Torres Pereira — Parece-lhe que dentre as
fungdes de um Instituto Nacional de Sadde a
da investigag3o em Salde Piblica 6 a mais im-
portante e independente dos gabinetes ministe-
riais.

Um ponto ainda ndo escealerecido & o do
objective do ensino médico. O ensino médico
basico, excepto nos paises de Leste, continua
vincufado &s Universidades, ou seja ao Minis-
tério da Educacio Nacional. Mas as Faculdades
néo ensinam os novos conceitos de Sadde
Pdblica. H4 portanto uma linguagem nova que
a Universidade terd de introduzir no seu ensino.

G papel do Instituto Nacional de Saide
terd de ser também o da coordenacdo da inves-
tigagdo em Saude Publica o que os leva a estar
na base da estrutura da politica de Sadde.

A. Sampaio — Afirma que em salide & hoje
necessario trabalhar em equipa. Portanto os Ser-
vigos de Salide tem de ser chamados a intervir
no ensino Universitario havendo uma neces-
sidade absoluta de didlogo entre Saide Piblica
& Universidade para satisfacio dos problemas
das populagdes.

Pereira Guedes — Faz uma analise critica
sobre a orientacdo da mesa redonda apontando
que ela poderia ter sido orientada em 3 vias:
— o de ir seguindo os tdpicos que previamente
tinham sido apresentados para discussao;
~— o0 de fazer a anélise da situagdo do pals;
—ou a 3. via apontada pelos moderadores na
2. parte da mesa-redonda e que seria o de
atribuir ao Instituto Nacional de Sadde o papel
de estudar a solugdo dos problemas de saide
nacionais. E evidente, afirmou, que o Instituto
Nacional de Saride pode chamar a si todas ou
quase iodas as tarefas dado que praticamente
tudo estd por fazer. Pergunta-se se terd sido
um passo decisivo e importante, apés a reforma
dos servigos de satde, procurar comprometer
as instituigdes ja existentes na solugao dos pro-
blemas. Os hospitais continuam alheios a exis-
téncia do Instituto Nacional de Sadde sem se
darem conta de que os médicos devem ter
formacéo simultaneamente preventiva e curativa.
As informacbes elaboradas pelo Instituto Na-
cional de Salde devem ser levadas até aos
Hospitais. Ora se um programa de tais infor-
macdes existe é necessario dé-lo a conhecer.

Corino Andrade — Concorda inteiramente &
declara que na parte referente investigacio
médica se Iniciou jd4 esse caminho pela publi-
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cacac de uma brochura em que se dio indica-
¢bes sobre obtengiio do bolsas de estudo e
subsidios para investigacdo e pela criagio de
projectos de colaboragdo de Medicina Preven-
tiva e Medicina Curativa.

Maério Marques — Faz consideragbes sobre
sobre os dois tipos de medicina — preventiva
o curativa — que nas nossas condicdes 18m sido
antagénicas. A Medicina exige a preparaco de
técnicos especiais. A Universidade compets a
preparacio base (licenciatura) e ao Instituto Na-
cional de Salide — gléria ndo da Medicina Pre-
ventiva mas sim da Medicina Portuguesa — de-
vera caber por um lado a preparacao de técnicos
necessarios 8 Medicina Preventiva e, em coor-
denagBo com. as Universidades, a reciclagem
e actualizagdo regular. de todos os médicos.

Torres Pereira — Acentua que nao €stamos
a glorificar a medicina preventiva dado que o
conceito de salide a que aderimoes nac € nem
o da Medicina Preventiva nem o da Curativa
mas um conceito global da Medicina.

(3. Ferreira — Pensa que depois das exposi-
¢has feitas de manha, na primeira parte da reu-
nido, e dos pontos de vista, criticas ¢ sugestdes
acabados de apresentar nesta mesa redonda é
possivel e conveniente pdr em evidéncia alguns
factos importantes sobre os actuais sistemas
de salide € o papel dos Institutos Nacionais de
Salde no seu estudo.

O primeiro & que em todo ¢ mundo as estru-
turas tradicionais médicc-assistenciais foram en-
velhecendo nos objectivos e métodos de tra-
balho e encontram-se- anquilosadas, procurando
alguns dos seus sectores manter-se, usando
de todos 05 meios de influéncia politicos, econ6-
micos, pessoais e socials para conservarem
privilégios e impedirem mudangas. A medida
que se acentua o seu desajustamento as condi-
¢bes da sociedade, menor é a eficiéncia e mais
dificil a sua renovacao.

0 segundo & que os cuidados de sadde estio
a sor organizados por tentativas pragmaticas, a
partir das estruturas tradicionais, que ainda ha
pouco assentavam num sistema que, fundamen-
talmente, envolvia apenas o médice, ou um equi-
valents, & o doente. As novas necessidades de
cuidados de sadde e a possibilidade de as sa-
tisfazer, ambas decorrentes do progresso edu-
cacional, econdmico, técnico e administrative
da sociedade actual, conduzem & organizagdo
de novas modalidades de cuidados de saide e
a melhoria da sua gqualidade, disciplinando-se
o generalisando-se a sua prestacdo a toda a
populagdo.
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Dai que estejam presentements em Curso
tantas experiéncias de aperfeigoamento de sis-
temas de cuidados de salde, que vdo dos sis-
temas Incipientes s desagregados de livre con-
corréncia, aos de grupo, da previdéncia, até aos
sistemas nacionalis de seguranga social. O sis-
tema portugugs é baseado na definigéo recente
{1971} de uma politica de sadiide nacional uni-
taria e integrativa (*}.

O terceiro é que a execucdo das tarefas de
prestagdo de cuidados de salde exige equipas
organizadas e nio apenas médicos, e a pre-
paragio do pessoal médico e paramédico, por
depender de planos e programas de educacio
e treino coordenados e ajustados ao evoluir
da situagdo, estd a tornar-se dificil e inade-
quada.

O quarto facto é o que corresponde a inquie-
tagdo presente, em face da incapacidade mos-
trada por governantes e governados para en-
contrar solugbes rapidas e adequadas, sobre a
organizacdo de sistemas de cuidados de saidde
oficientes, progressivos e econémicos, ¢om ca-
pacidade para conseguirem os niveis que se
sabe serem possivels de saide e de abaixamento
da doenga na populagio.

Pergunta-se, por isso, quem devera e po-
derd fazer o estudo continuado dos problemas
que estdo Implicitos nestas gquatro ordens de
factos, de forma a poder informar regularmente
os responsdveis ao nivel da Administragdo
(governo), da direcgio dos servigos de exe-
cugdo e da prépria populagdo. As Universida-
des, os servicos centrais ou de planeamento da
saide, os Institutos Nacionais de Sailde? O
exemplo dos E. U, A. mostra como um pais com
tio grandes possibilidades estd tdo atrasado
no planeamento dos cuidados de saide da popu-
lagio e como & dificil, sem organismo com
capacidade para orientar e coordenar os estu-
dos, efectuar estas tarefas oportunamente,

Julga-se que a colheita e obtengdo dos ele-
mentos que hdo-de servir para elaborar as infor-
magbes incumbem a todas as entidades referi-
das, mas os Institutos Nacionais de Salde deve-
rdo ter um papel importante, oficial e regular na
investigagdo dos sistemas de saide, na sua
coordenacio e na apresentacdo dos resultados
a4 Administragio. Esta vird a ser uma das fun-
¢oes fundamentais e que se afigura ser indis-
pensédvel na nossa época.

* Ver «Apéndices 2.



Mesa-redonda n.? 2 constituida por Torres
Persira {moderador}, Corino Andrade {co-mode-
rador), F. Rocha Lagoa, Eugéne Aujaleu, Albino
Aroso, L. Cayolla da Motta, Lobato de Faria e
F. A. Gongalves Ferreira (*).

Torres Pereira — Inicia os trabalhos, estabe-
lecendo que nesta mesa-redonda os problemas
das modernas condigdes de saude serao anali-
sados nas perspectivas epidemioclégica e eco-
légica.

Veiga Torres — Foca a importancia dos fac-
tores da salubridade e o risco da reaparicao de
problemas ecolégicos locais ou regionais con-
siderados ja resolvidos, em especial a maléria.
Chama ainda a atengdo para um problema
econdmico-social que é a alta taxa de ilegi-
timidade no seu distrite (Evora), sugerindo que
o Instituto Nacional de Salde, com os servigos
de salide, estude estes aspectos da influéngia
do ambiente na sadde.

Torres Pereira — Elucida sobre a importan-
cia destes problemas e concorda que o Instituto
poderd dar uma contribuigdo valicsa no estudo
destes e de outros problemas sanitérios,

Veiga Vieira— Fala das perspectivas epide-
mioldgicas e ecoldgicas que se apresentam as
autoridades de salide para o conhecimento da
evolugdo das modernas condigbes de saide
da nossa populacio e do papel dos Institutos
Nacionais de Salde no seu estudo. Chama a
atengao para as vantagens que tém sido ganhas
pelas populacdes resultantes das migracdes
internas de zonas rurais para zonas urbanas
mais dotadas de apoios médico-sanitdrios & com
melhor nivel econdmico.

Jaime Pinto — Acentua gque dentre as fun-
coes que devem caber ao Instituto lhe parece
fundamental a informagido da populagcao sem a
qual a accdo em salde € ineficaz se nao utdpica.
Em relagao a outras fun¢des parece-lhe que
houve esquecimento, sobretudo no que diz res-
peito a vérios tipos de poluicdo como o dos
medicamentas, hoje de uso generalizado, sem
controle, com efeitos muitos deles Imperfeita-
mente estudados, locais, colaterais ou a dis-
tdncia. Os riscos ligados a medicamentos tém
sido o continuam a ser grandes por falta de
estudo cuidadoso dos seus efeitos. Outra in-
cumbéncia que poderd caber ao Instituto serd
o da elaboragio de estatisticas sanitirias com

a especificago dos elementos que sirvam para-

sa tirarem conclusdes sobre a evolucdo dos
problemas da saide e ajudem 2 informacao

* Ver sApéndice» 1.

concrata quer das autoridades, quer das popu-
lagges.

Pais Ribeiro— Deseja que se repitam as reu-
nides do tipo presente. Faz consideracoes sobre
as deficigdneias de salubridade no nosso Pais
que influenciam ainda desfavoravelmente a mor-
bilidade mas acentua que 05 sectores agua,
aguas residuais, efc., dependem das autoridades
municipais e ndo sdo atribuicdo directa das
autoridades sanitarias distritais e espera gue
o ligeirissimo progresso verificado no campo
do saneamentc se venha a acentuar num futuro
muito proximo. .

Cipriano de Sousa — Acentua dois pontos.
0 primeiro 6 o de que o conceito de sadde tem
evoluido ao longo do tempo, adaptando-se ao
desenvolvimento cientifico-técnico e conse-
quente progresso social da civilizagdo, na me-
dida em que a ciéncia oferece capacidade téc-
nica de interferir com o determinismo das leis
biolégicas ou da natureza, esclarecendo e mo-
dificando a complexa problematica da doenga
e das circunstancias do seu aparecimento.

As medicinas compreensiva e construtiva
vieram fornecer uma visdo pluridimensional da
satde, sistematizando os respectivos factores
condicionantes, flsicos, psiquicos, socio-econd-
micos, culturais e ambientais, e observando o
Homem na sua totalidade e circunstincia, como
animal, como racional, como elemento de uma
comunidade e como organismo cibernético em
competicdo de nicho, habitat e status. Este
conceito de sadde global, em gue o Homem
é representado como nucleo de um poliedro
dense mais ou menos transparente, envolvido
por areas concéntricas correspondentes a fami-
lia, comunidade e maio ambiente, permite com-
preender as causas multifactoriais do apareci-
mento da doenga, a respectiva identificacdo
evoluindo na medida dos conhecimentos adgui-
ridos, quer pela intervengdo de novas ou mais
perfeitas técnicas de diagndstico, quer pelas
conclusbes da medicina experimental.

A interpretacio etiopatogénica da doenga,
pela identificacio dos factores causais ou da
condicido do ecosistema em que esses factores
podem alterar a ultra-estabilidade do ser hu-
mano, torna possivel a aplicacie racional de
medidas preveniivas e curativas, de fundamen-
tal importancia na promogdo da saude.

A evolugdo social e tecnoldgica do mundo
moderno cria constantemente novas situagdes
de risco para a saide, O aumento da populacdo
mundial e o tipo de sociedade urbano-indus-
trial predominante sd¢ progressivamente res-
ponsabilizados pela maior incidéncia de muitas

129



doengas, sobretudo das caracter(sticas pela cro-
nicidade da sua avolugdo.

O segundo ponto refere-se ao facto de que,
tendo-se modificade a metodolegia, a investiga-
¢ao em epidemiologia ndo consegue acompanhar
as novas fontes de poluicdo e de resposta do
organismo. Em que plano 6 que a Salde pode
influir nos diferentes estados — modelo, meto-
dologia, planos de actuacio — de modo a poder
dar satisfacio aos individuos?

Um aspecto importante sera o da centra-
lizagdo das fontes de informacdo e das normas
de orientagdo e programacéo.

Como fontes primérias da informacdo devem
incluir-se todos os elementos medicos, para-
médicos e autoridades sanitarias locais, em
contacto com individuos Isolados ou em grupo
restrito, e com condigoes anormais de higiene,
salubridade e seguranga. Entre estes elementos
contam-se: médicos particulares e da previdén-
¢cia, médicos de empresa, médicos escolares,
médicos desportivos, médicos militares, enfer-
meiras visitadoras, parteiras, assistentes sociais,
agentes sanitarios, assoclagbes de assisténcia,
companhias seguradoras e autoridades policiais.

As fontes secundidrias de informagio devem
compreender 0s servicos médicos e sanitarios
servindo comunidades, como centros de salde,
servigos hospitalares, servigos dispensariais,
institutos de assisténcla ou acc@o social, casas
de saude, maternidades, policlinicas, centros
de enfermagem, e organismos regionais em re-
lagdo com habitagdc, trabalho, indidstria e agri-
cultura. -

A informacgéo deve ser canalizada atravé
da autoridade sanitaria para os érgaos de direc-
¢do, conseguindo-se com a sua andlise coorde-
nar e controlar as accbes empreendidas e
planear novos objectivos.

A politica de sadde deve resultar como
conclusdo légica dos resultados apurados, con-
siderando-se da maier utilidade a colaboracioc
a prestar pelos Institutcs Nacionals de Salde
néo 86 no astabelecimento da metodologia apro-
priada as ¢lrcunstincias presentes, mas também
na definigdo de niveis de actuacio compativeis
com o desenvelvimenio cientifico e capacidade
das estruturas existentes ou a criar prioritaria-
mente.

A orientagio e programacgao da informacao
de satde a nivel nacional deve ser estabelecida
airavés de um trabalho de equipa, conjugando
os esforgos dos Institutos Nacionais de Salde
como 6rgao doutrinador, dos Gabinetes Minis-
teriais como 6rgio de planeamento e direcgao
@ dos Institutos Nacionais de Estatistica como
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6rgao técnico especializado na definigdo, co-
lheita e andlise de dados.

Situacdes particulares poderdo exigir uma
investigagdo adequada a atribuir especifica-
mente aos I[nstitutos Nacionais de Salde, pela
realizacdo de inquéritos ou estudos especiais,
palo aperfeicoamento, divulgagdo ou avaliagdo
de técnicas de diagndstico ou pelo desenvol-
vimentc de um apoio laboratorial completo,

A universalidade do conceito de satde,
emergente dos condicionalismos regionais, atri-
bui aos Institutos Nacichais de Saude a funcédo
de fontes tercidrias de informagao.

Soares de Oliveira — Pede a0s intervenien-
tas que o elucidem sobre as prioridades que
devem ser consideradas nos estudos epidemio-
l6gicos no nosso pais relacionados com doen-
cas transmissiveis, doengas genéticas e ¢ronico-
-degenerativas e problemas avangados do sanea-
mento.

Laura Ayres — Acentua que nido havendo di-
vidas quanto 3 necessidade de o Instituto Na-
cional de Salide ser incumbido das muitas e
variadas tarefas aqgui referidas lhe parece, no
entanto, pouco provavel que adentro do Insti-
tuto peossa haver um tdo grande numero de
colaboradores para levar a cabo essas tarefas.
Parece-lhe, portanto, que ao Instituto deverd
caber a funcio importante de coordenar todos
os estudos que se fagam no pais no campo da
Saude, quer preventiva, quer curativa, e impul-
siomar os que se consideram pricritarios. Sobre
a preparacio de médicos pergunta como deve
ser integrado © ensino da medicina preventiva
e da medicina curativa de modo a safisfazer
as necessidades de médicos habilitados a pres-
tar cuidados de saldde completos.

A. Sampajo — Sublinha o mesmo tipo de
consideragdes ¢ faz notar que a diferenca entre
Medicina Preventiva e Curativa é mais arbifré-
ria do que real e ha portanto necessidade de
definir um ensino em que se integrem os dois
tipos de medicina. Por outro lado reforca a
importdncia da formaciic da mentalidade dos
médicos dado que a actual preparacaoc & errada-
mente baseada no espirito de tipo capitalista
de ganho.

Torres Pereira — Faz o balango do que foi
dito até ac momento actual e di a palavra a
Gongalves Ferreira para que se pronuncie sobre
organizagao de servigos.

Gongalves Ferreira — A diversidade de
assuntos que aqui foram levantados e a orienta-
¢do undnime que se indica para enfrentar os
factores que condicionam a melhoria da sadde



na nossa época levam, neste momento, a algu-
mas reflexdes.

Por um lado, a andlise da evolugdo dos
servigos de salude, na sua crescente capacidade
de acgéo resultante de melhor organizagdo e
disciplina de actividades, e a apreciagao da
sua actuacdo no presente e das potencialidades
gue estdo a ser criadas pelos novos conhecl-
mentos cientificos e iécnicos mostram que &
indispensavel proceder rapidamente a uma
grande e profunda reestruturagio dos sistemas
de cuidados de saude adaptando-os &s neces-
sidades das populagdes — reestruturacdo esta
que exigira um enorme esforco da nossa capa-
cidade de planear e organizar.

Por outro lado, como é conhecido, a avalia-
cao da experiéncia conseguida na ultima década
é pouco convincente da capacidade das actuais
geracdes responsdveis para enfrentarem o de-
safio.

O problema aparece agora perfeitamente
claro, ao apercebermo-nos do que é possivel
fazer para bem da humanidade centrando na
satide o objective da vida, ¢ como terd que
se redobrar de esforcos para mostrar e fazer
ver aos desinteressados, cépticos e utilitaristas
e aos poliitcos e governantes pouco esclaraci-
dos, que:

— a saide 6 o bem supremo do homem,
do qual virdo a ser subsididrias todas as
intervengdes educativas, econdmicas e
administrativas da colectividade, uma vez
que é nos altos niveis de sadde que
reside o equillbrio e a forca de progresso
da humanidade;

-.—a saide, ao depender de muiltiplos fac-
tores de natureza genética e ambiental,
que as individuos, as tamilias e a colac-
tividade precisem de controlar, implica
que haja conhecimentos e determinagéo
suficientes para desenvolver os factores
favoraveis;

— a salide precisa de ser vigiada, e a sua
promogio e manuten¢do exigem acgdes
técnicas complexas que, além de pro-
curarem evitar os riscos de doencga, tam
que os remediar — 0 que exige organi-
zacdo de servicos adequados:

— os servigos de saude, presentements em
funcionamento, sdo antiquados na estru-
tura e nos meios poucos eficientes que
utilizam e estdo a tornar-se extraordina-
riamente caros nos aspectos que envol-
vem a pratica médica, ndo assegurando
cuidados coordenados de sadde e de

doenca, oportunaments, a toda a popu-
lagdo, com o objectivo final de methorar
o bem-estar e a qualidade da vida dos
individuos.

Os niveis de salde e de doenca sio expres-
sos por indices e é por estes que nos aperce-
bemos das mudancas o das diferencas, quer
das condicBes de satide na comunidade ou en-
tra comunidades, quer das solicitagbes que
os servicos sdo chamados a atender.

Ora os métodos cldssicos, por insuficientes
o inadequados, ndo satisfazem ja e torna-se
urgente estabelecer novos indices que alarguem
o conhecimento das diversas situacdes por que
vao passando os individuos e as colectividades,
em termos de necessidades de cuidados de
salde.

Este estudo ¢ essencial e tem de ser feito
ao nivel das familias e colectividades, em exten-
sdo regional e nacional, partindo de uma ideia
orientadora e sistematizada, que terd em conta
a amplitude e os métodas a utilizar.

Levantados os problemas, é preciso que
haja quem pense neles @ 0s equacione, de forma
que as diversas fases da organizacio ou reestru-
turagdc dos servigos tenham o objectivo de
satisfazer as necessidades das populagdes, tam-
bém equacionadas e definidas em listas' de
prioridades.

O papel dos Institutos Nacionais de Sadde,
em ligagdo com os diversos servicos de salde
e outras fontes médicas gue intervém na pres-
tagdo de cuidados de sadde ou na Investiga-
¢éo, esquematizados em termos de participagao
activa nos estudos, deverd compreender o en-
cargo oficial da recolha dos elementos infor-
mativos nacionais e estrangeires, que permitam:

—a andlise dos sistemas de sadde e a
avaliagido dos seus méritos, independen-
temente das suas possiveis relagdes poli-
ticas presentes; )

— a esguematizagao dos servigos de salde
correspondentes aos sistemas analisados,
nos aspectos de organica e fungdes nos
diversos nlveis de actuacdo;

—- a avaliagao das condigbes de salde exis-
tentes na populacio, em geral, e nos seus
sectores sociais e regionais, ao longo
do tempo, para se conhecer a sua evo-
lugao;

— o estudo das necessidades — sentidas
ou nao pelos individuos — de cuidados
de sadde e dos meios que as hao-de
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satisfazer, em termos de servicos e acti-
vidades coordenadas.

Q papel atribuido ao instituto Nacional de
Satide pela legislagdo portuguesa de 1971, di-
rectamente ou em ligagdo com outras institui-
cbes, e a propria estruturacao dos servicos
de salde que esta legislacdo cricu mostram
um bhom caminho de definigdo de politica da
salide nos nossos dias (7).

0O Instituto dispbe, para uma primeira fase
de trabalhos, dos meios relativos as suas fun-
coes de servigo (apoio laboratorial) e ensino de
salde publica, e estd a desenvolver, no gue
se refere & funcdo de investigacdo, meios de
estude da morbilidade e de pesquisa opera-
cional, cobrindo os campos epidemioldgico e
ecoldgico e da estruturagio dos servigos de
saude. A investigacao constitui parte das acti-
vidades dos departamentos, gue sac as grandes
unidades funcionais do Instituto, e vai alar-
gar-se pela actividade de centros de estudo ja
criados {administracao de salde plblica, me-
dicina social, nutricdo, genética} ou em vias
de criagdao ({saude ambiental) e pela concessao
de subsidios para trabalhos especials.

A. Sampaio — Refere que estando cerca de
80 % da populagio portuguesa cobarta por ser-
vicos de cuidades médicos este facto € com-
pativel com a recolha dos elementos de base
indispensdveis para se conhecerem as necessida-
des da populagdo. Mas para isso os servigos e os
médicos, em particular, precisardo de trabalhar
eficazmente, dentro de uma linha de orientagao
superiormente tragcada que os responsabilize
pelas tarefas de colheitas de elementos.

Corino Andrade — Faz notar que nos proble-
mas de saude ha a considerar trés aspectos —
a sua descricdo o seu equacionamento e a arga-
nizagéo de Servigos para 0s solucionar, A des-
crigdao dos problemas é uma fase importan-
tissima. Para equacionar os problemas cabe
um papel importanie ao Institutoc Nacional de
Saude, em colaboragdo com a Direcgac Ge-
ral de Salde e eventualmente com outras enti-
dades. O Instituto Nacional de Salde e a Di-
recgdo Geral de Sadde sdo as entidades que
dispdem de mais elementos para poderem equa-
cionar os problemas. Uma vez descritos as pro-
blemas e consideradas as possibilidades de os
solucionar torna-se necessario preparar as estru-
turas capazes de realizar as tarefas executivas.
Actualmente podemos muito pouco & hd que

* Ver «Apéndicer 3.
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desenvolver todos os servicos ainda incipientes
com o fim de obter rapidamente os elementos
bésicos necessarios.

A. Sampaio — Manifesta inteiro acordo com
as observacGes feitas mas afirma que em-
bora conhecamos grosso mado os probfemas
hd, no entanto, situacdes de base que, se néo
forem solucionadas politicamente, impedem que
possamos caminhar na organizacao dos servigos
indispensavels e pergunta como sencontrar as
pesstas necessarias para estas tarefas.

Nio podemos ter cuidados de salide para
toda a populacao enquanto existirem diferencas
muito marcadas entre servidores e servidos.

Aloisio Coelhc — Reforca afirmagdes ante-
riores e principalmente a que diz respeito &
necessidade de se estudarem os indices que
definem situactes de sallde e doenga que é
necessario esclarecer. Pergunta, de acordo com
os topicos distribuidos para esta mesa-redonda,
quem devera e podera fazer o estudo dos novos
factores das mudangas no padrdo da doenga e
da organica conveniente de servigos.

Torres Pereira — Considera que a resposta
a estas perguntas é facil, dado que, tratando-se
de conceitos e metodologias novas, o Instituto
Nacional de Sailde deverd ser o organisma en-
carregado deste trabalho. E se for necessario
um plebiscito ndo tem quaisquer dividas em
votar estas atribuicdes ao Instituto,

E. Aujalev — Acentua que cabe ao Instituto
Nacional de Saude fazer estudos epidemiold-
gicos guer no proprio Instituto quer apoiando
outros Institutos ou Servicos onde possam
estudar-se doengas importantes no pais. O apoio
podera ser técnico ou material. No entanto, o
Instituto devera ser a entidade que fard a diges-
tio dos dados obtidos, transmitindo ao Minis-
tro da Sadde as suas conclusdes.

Rocha Lagoa — Faz afirmacbes semelhantes
acentuando que a ideia emanada do Instituto
Nacional de Satde devera servir de directriz
ao Governo que, por sua vez, deve dar os meios
necessarios para executar os programas esta-
belecidos para a solugio dos problemas.

Correia de Campos — Explica a sua preo-
cupacdo guanto ao tipo @ extensdo em que a
investigagao precisa de ser efectuada nos estu-
dos epidemioldgicos e de organizagao dos ser-
vicos. Os elementos fundamentais t&m de ser
colhidos ao nivel de execucio dos Servigos de
Salude mas o Instituto ndo deve estar directa-
menta ligado a esse trabalho antes deve acom-
panhar a recolha dos dados & medida que s&ao
conhecidos, fazendo o seu tratamento de modo
a dispor de documentacdo que permita elabo-



rar a informacgéo adequada, quer a que se des-
tina & Administragao, quer a que se destina
a populagio.

Mendoenga — Acentua que se as informagdes
sAo erradas as respostas que se obfiverem se-
rao erradas também, pelo que considera im-
portante que, por todos os meios, se consiga
a cooperagio dos elementos encarregados da
recolha de informagdes para que o facam cor-
rectamente.

E. Aujaleu — Refere a importancia da demo-
grafia em trabalhos de Saude Piblica e consi-
dera gue o seu ¢studo deva estar ligado a Ins-
tituios especializados e nao constituir uma
atribuicdo fundamental dos Institutos Nacionais
de Sadde.

Rocha Lagoa — Acentua igualmente a impor-
tincia dos estudos fundamentais de demografia
para que os paises possam tracar a politica de
populagéo que lhes for mais adequada; con-
sidera que esta tarefa cabe ao Instituto Nacional
de Saude.

Torres Pereira— Também considera impor-
tante o papel do Instituto Nacional de Saude nos
estudos dos problemas demograficos pelas mui-
tas Implicagdes que estes assuntos t8m na
salde.

Gongalves Ferreira — Entende que a recolha
dos dados estatitiscos que dizem respeito a
demografia movimentos e tendéncias evolutivas
da populagdo é fungdo de organismos adegua-
dos, como o Instituto Nacional de Estatfstica,
no caso de Portugal. Isso ndo impede que 0s
Institutos MNacionais de Salde estudem os pro-
blemas demogréaficos, sempre intimamente rela-
cicnados com a salde das populagdes, e pro-
curem esclarecer as suas causas e consequén-
cias. Este tipo de informacao, que envolve as-
pectos tio diferentes como a natalidade e a
mortalidade, as migracdes, a alimentacéc e nu-

trigéio, o condicionamento familiar, o aconse-
lhamento genético, & essencial para tornar a
politica demografica objectiva e actualizada.

A. Sampaio — Considera que, dada a im-
portdncia de se conhecerem elementos demo-
graficos para se poder actuar, torna-se por vezes
necessario que os servigos de sadde os colham
directamente se nao for possivel ir busca-los
a outras fontes. Como as estatisticas oficiais
sAo ainda limitadas sob o ponto de vista demo-
grafico pergunta qual vird a ser a politica por-
tuguesa no aspecto do planearnento familiar,
acentuando a dificuldade de introduzir neste
momento uma valéncia de planeamento familiar
na orgdnica dos Centros de Sadde.

Laura Ayres — Acentua a necessidade de
uma informagdo adequada que permita a edu-
cagao das populagdes neste aspecto de planea-
mento familiar.

Torres Pereira — Encerra a sessfo, acen-
tuande de novo a importdncia que o Instituto
Nacional de Sadde poderda ter no estudo das
modernas condigdes de salide e, como corolario
desse estudo, o papel relevante que lhe cabe
na orientagdo da politica nacional de salde.

Gongalves Ferreira— Na qualidade de Di-
rector do Instituto Nacional de Saide, regozi-
jou-se com © Interesse posto por todos os inter-
venientes destas reunides, quer nas comuni-
cagbes, quer nas mesas redondas, em procurar
definir uma forma de estudo regular dos gran-
des problemas da sadde nos nossos dias, quanto
4 avaliacido de sistemas e & organizagio dos
respectivos servicos de execugao, capazes de
prestarem os cuidados de salide desejdveis &
populacéo. Fica assim reforcada a opinido geral
de que os Institutos Nacionais de Sadde devem
tomar sob sua responsabilidade a orientagao
deste estudo regular e a elaboracao da conse-
quente informacao.
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CONCLUSOES REFERENTES AO PAIS

Em reunido de trabalho, efectuada durante
os dias 2 e 3 de Novembro de 1973, no Insti-
tuts Nacional de Sa(de, com vista a precisar
as atribuigbes especificas dos organismos com
a natureza deste na andlise dos sistemas de
satide, das modernas condigbes de salde e da
adaptagdo progressiva da orgénica dos Servigos
a satisfacGo das necessidades evolutivas de
salde, foram minuciosamente cerrelacionados
estes varios aspectos e definidos os objectivos
e vias de estudo e informacdo a tal respeito,
por forma a que as entidades responsaveis
possam estar habilitadas a tomar as devidas
decisoes.

Assim, e em sintese:

1 — Analisadas as modalidades, existentes ou
ja praticadas, de sistemas de sal(de, con-
siderou-se que sO os sistemas unitirios
de cobertura total da populacdo se mos-
tram aptos a satisfazerem as necessidades
actuais de sadde.

Foi, a esse propésito, avaliada a exps-
riéncia dos Servicos Meédico-Sociais da
Previdéncia Social, concluindo-se que o©
processa ali praticado, de cobertura par-
celar, por agregacio de intervencdes, sus-
citadas pelos proprios utentes e nao orga-
nizadas em conformidade com critérios
técnicos de prestacao de saude, ndo satis-
faz os objectivos do referido modelo gsis-
tema unitdrio de cobertura total». Ponde-

Pedro Barbosa

rou-s&, também, que, uma vez estabelecida
pela reforma de servicos constante do
Decreto-lei n.2 413/71, de 27 de Setem-
bro, a modalidade <sistema unitério de
cobertura totaly, ndc pode sendo entender-
-sa que foi assumida a responsabilidade
de integracio dos Servigos Médico-Sociais
da Previdencia Social no Sistema Unico
de Saltde que, presentemente, se encontra
em progressiva constituicdo para executar
o mencionado diploma. Sugeriu-se que,
para cumprimento desta orientagdo, se
partisse da destringa entre prestacdo finan-
ceira e prestacio directa de services de
saiade, conservando-se, quanto @ primeira,
as bases gerais do esquema actualments
aplicado pela Previdéncia Social ¢ con-
fiando-se a segunda, como a lel implica,
ao Sistema Unico de Satide. Foi referida
a solucdo evolutiva contida em um pro-
jecto de diploma elaborade com essa fina-
lidade simultaneamente com a publicacdc
do Decreto-lei n.2 413/71.

Na imediata continuidade deste primeiro
assunto, & com directa correlacdo com ele,
definiu-se o tipo de cuidados de sadde
gue importa promover para efectivar a
polftica de salde j& adoptada, isto &,
para conseguir os resultados de maior
bem-estar pela satide que por meio dela
se visam.
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De acordo com a definigdo apresentada,
os cuidados de saide correspondem a uma
metodologia muito diversa dos vulgares
cuidados médicos, implicando a contem-
placdo de todos os factores condicionantes
da saldde na perspectiva e valor com que
se apresentam quando se analisam as rea-
lidades presentss mediante aplicacdo dos
conhecimentos actvalmente disponiveis.

Sobre a orginica dos cuidados de
saldde em conformidade com os referidos
termos da sua interpretacio, recomendou-
-se@ uma conveniente organizacido, estrutu-
rada e funcional de servicos, a qual deverd
ser encontrada no ambito de um sistema
unitario que realize prestagdes Infegradas
de salde segunde o métodc de acompa-
nhamento continuo do individuo ao loengo
das fases etarias representativas em estra-
tégia de salde, e por aplicagio de uma
cadeia sequente de servigos em que su-
cessivamente se vAo completando as inter-
vengdes necessarias, desde os cuidados de
base até & hospitalizacdo, considerada nas
suas varias utilizacbes possiveis, e aos
meios de recuperacio,

Face as evidentes dificuldades de cum-
primento da orientacdo tracada pelo De-
croto-lei n2 413/71 guanto & ligagéo, nos
termos atras indicados, entre servicos de
cuidados de base e servicos de ftrata-
mento hospitalar, manifestou-se o desejo
de que medidas imediatas e criteriosas
intervenham para possibilitar o ajustamento
indispensavel a este respeito.

0 estudo das modernas condicdes de salde
foi tomado em duas perspectivas: — a epi-
demiolégica o a ecoldgica.

Analisou-se a evolucdo das condigdes
determinantes da moderna epidemiologia
e apresentou-se um resumo crlitico da si-
tuacdo portuguesa quanto a este aspecto,
dai se partindo para a definicdo dos mé-
todos de trabalho actualmente exigiveis.
Salientou-se, especialmente, a imprescindi-
bilidade de informacdo de base e do res-
pectivo fratamento c¢ientifico, diferencian-
do-se este 4ngulo, por que o problema deve
ser estudado, de outro tipo de intervangdes
administrativas a efectuar no a&mbito do
planeamento em fase ulterior.

A distingdo enfre a aplicacdo destes
critérios ao caso das doencas evitaveis
dominantes e ao das doengas gonéticas
e crdnico-degenerativas permitiu situar me-

lhor as linhas fundamentais de crientacéo
em cada uma destas hipéteses.

Quanto & perspectiva ecolégica, debru-
gou-se¢ a atencio sobre os principais fac-
tores de base condicionadores da sadde
refacionados com o ambiente (nomeada-
mente, os aspectos referentes a Habita-
¢ao, Urbanismo, Poluigao, Trabalho, Nu-
trigdo), apreciando-se dados estatisticos e
indicadores sanitarios segundo visdoc cri-
tica metodologicamente orientada e proce-
dendo-se, assim, ao apuramento dos te-
mas que particularmente reclamam inqué-
rito, investigagdo e proposta de solugdes.

As implicagbes populacionais (demo-
graficas, em geral, e de planeamento fami-
liar, especiaimente considerado} foram
ponderadas para os fins peculiares do sec-
tor, atento o propdsito de satisfagao das
necessidades de satde, concluindo-se que
& possivel encarar o referido planeamento
em termos que nio o sujeitam ac melindre
de que, por errada interpretagdo ou invo-
cacdo, tem sido alvo por parte de alguns
grupos de opinido. Entendeu-se que uma
introducao destes aspectos no quadro geral
de preocupagbes das entidades responsé-
veis pela prestacio de cuidados de salde,
sobretudo dos cuidados primaries, e um
exercicio das correspondenies actividades
como subsidiirias das de saade e com
estas- estreitamente ligadas, poderd reves-
tir-se de assinaldvel meérito.

Ainda a propésito das modernas condictes
de saide, apresentaram-se as consequén-
cias que a alteragio de factores a consi-
derar na prestagdo de salide exige sejam
atendidas no ensino da medicina 8, em
geral, na formagdo de profissionais de
sa(de, Declarou-se um acordo de princi-
pio com a orientagdo que parece ter sido
assumida pela introdugdo, inovadora, da
cadeira de Ecologia no curso de medicina
e aventaram-se esperangas na experiéncia
que a «Universidade Nova» podera pro-
porcionar, Quanto ao ensino especializado
para a sadde piblica, pds-se em evidéncia
o papel que deve caber a um organismo
como o Instituto Nacional de Salde ou a
uma escola a ele estritamente ligada para
esse efeito. Mencionou-se, também, a van-
tagem de encarar a utilizacac dos hospi-
tais para apoio ac ensino de medicina e &
formacao de profissionais de sadde.



5 —— Nio sobraram dividas sobre a necessidade

de organizar, com cardcter permanents e
mediante devida metodologia, estudos —
quer para colheita de dados de base, quer
para tratamento cientifico destes dados ©
pesquisa de solugdes -— quanto as virias
ordens de problemas que foram abordados.
Assentou-se, mais, na necessidade de di-
vulgar os resultados de tais estudes junto
das entidades encarregadas das activida-
des de execucéo directa e das que dirigem
ou orientam tais actividades; bem assim,
salientou-se a imprescindibilidade de in-
formacdo das entidades responsaveis pelas
decisdes — nomeadaments, as decisdes
politicas — por se entender impensével to-
mar resolucBes adequadas fora do conhe-
cimento das realidades e métodos técnicos
actualmente recomendaveis no sector.
Concluiu-se que tais estudos deverdo
ser participados na base, mas programados
e conduzidos por um organismo central
do tipo Instituto Nacional de Sadde, a que
também convird afectar as atribuicdes de
investigagio. Estudado o tema em con-
fronte com modelos j4 adoptados noutros
paises (para 0 que se aproveitou a expe-
riéncia comunicada pelo Prof. Eug&ne Au-
jaleu, quanto ao Instituto Francés de que &
director, e pelo Prof. Rocha Lagoa, relati-
vamente ao correspondente organismo bra-
sileiro que lhe estd confiado) apurou-se
que o Instituto Nacional de Sadde portu-
gués, tal como definido na lei vigente, sera
capaz de desempenhar a funcio que se
deseja, desde que dotado de meios suces-
sivamente reforcados conforme a evolugao
das solicitagdes de intervencio da sua

competéncia, € acentugu-se, particular-
mente, a vantagem de lhe ser respeitada
uma posigio independente comnpativel com
a independdncia cientifica, bem como de
so lhe facultarem adequadas relagdes di-
rectas com as entidades a convocar para
preenchimento da participagao de base
nos estudos que lhe devem estar come-
tidos.

Em resumo, concluiu-se que o Instituto
Nacicnal de Saide deverd encarregar-se
de: estudar as condicdes de salde, nas
suas sucessivas evolugbes e tendo em
conta a andlise permanente de toda a di-
versidade de factores gque as condicionam:
investigar no dominio das solucées capazes
de satisfazerem as necessidades de saude
por esse mélodo apuradas {nomeadamente,
atendendo ac imperativo de adaptar a or-
ganica dos cuidados de salide e o coOfres-
pondente sistemna de sadde as necessidades
sucessivamente verificadas); propor as so-
lugdes encontradas Aas entidades respon-
sdveis ao nivel de decisdo; informar as
entidades orientadoras e de execugdo di-
recta de actividades, por divulgagio dos
métodos aconselhaveis; e assegurar a for-
magdo de profissionais de sadde, por meio
de ensino especializado, directamente ou
recorrendo a escola que para o efeito |he
esteja adstrita, e cooperar com outras ins-
tituicoes de ensino — em especiq’!&_ as
faculdades de medicina— com vista a
promover-se o ensine conforme com oOs
métodos de trabalho actualmente’ aplica-
veis no sector e com os conhecimentos
de que, a seu respeito, se pode hoje dispor.
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APENDICE 1

— Tépicos das discussées da mesa.redonda n.” 1

1 — A politica da saade, ao definir a exten-
sdo dos direitos e a capacidade de intervencgao
junto das populagdes, tem como objectivo a
organizagio de sistemas de saude que melho-
rem a qualidade da vida, pelo ajustamento das
possibilidades de cuidados as necessidades
existentes, sentidas ou nao pelos individuos.

Quem deverd e podera fazer este estudo?

2 — Os tipos de sistemas de saude, nacio-
nais ou para grupos da populagdo, em activi-
dade no presente, tdm caracteristicas e defsitos
ou insuficidncias que podem ser melhorados
dentro de perspectivas novas de esiruturacio
dos servigos de salide.

Quem devera e podera fazer este estudo.?

3 — A experidnecia das modalidades de sis-
temas de sadde actualmente existentes — nacio-
nais, da previdéncia e para grupos restritos da
populagdo — permite ja uma avaliagio compa-
rativa da sua acgdo na prestagdo de cuidados
de salde globais &s comunidades.

Quem deverd e podera fazer este estudo?

4 — A posicdo dos cuidados primérios de
saide e dos servicos hospitalares nos sistemas
de saldde. O papel de uma realidade de centros
de salde da comunidade na nova estruturagac
destes servicos, como meio de prestacio de
cuidados priméarios generalizados e condmicos a
populagao.

Quem devera e poderd fazer este estudo?

5 — A crescente preocupacie dos governos,
com a evolugdo dos servicos de saudde, corres-
ponde a uma evidents falta de capacidade de
planear e organizar. Para planear e organizar
h& que estudar os problemas de forma conti-
nuada.

Quem deverda e podera fazer este estudo?

— Tépicos das discussoes da mesa-redonda n.° 2

1 — Factores que condicionam as novas
condigdes de salde. Seu conhecimento conti-
nuado e traducgio dos resultados em termos de:

— niveis de sadde e de doenga das comu-
nidades;

— organizaciio de servigos adequados para
toda a populacao;

-— avaliacdo de resultados e informacgho re-
gular da populagio, na base da educagao
para a saude.

Quem devera e poderd fazer sste estudo?

2 — Acompanhamento epidemiolégice da
mudanca dos padrdes de morbilidade na socie-
dade em evolugdo dos nossos dias.

3 — Estudo do papel representade pelas
condicdes de habitagdo, urbanismo, poluigao,
trabalho e nutricio nas mudangas da morbili-
dade das comunidades.

Quem deverd e poderd fazer este estudo?
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A — Caracteristicas dos aspectos demogré-
ficos relacionados com os condicionalismos que
afectam o crescimento das populagdes.

Quem deverd e podera fazer este estudo?

— Os Institutos Nacionals de Saude foram

considerados o0s organismos mais adequados
para efectuarem os estudos que servirdo para
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ajudar a informar os responsdveis pela politica
da sadide e a prépria pepulacéo.

Esta tarefa, que envolve muito trabalho de
coordenacdo, serd conduzida em ligagdo com
as direcgbes dos proprios servigos de satde,
as Universidades e outras entidades oficiais
ou privadas com capacidade para a investiga-
cdo neste sector fundamental da vida social.




APENDICE 2

Bases do Sistema

| —— A legislacio portuguesa publicada em 27
de Setembro de 1971 {Decretos-Leis n.> 413/71
e 414/71) definiu a politica de saude e assis-
téncia social e os seus objectives, bem como
as actividades de sadde e assisténcla, estabe-
lecendo a correspondente organica dos servigos
de sadde e as carreiras profissionais que os
servem.

— Os principios, os objectivos e as acti-
vidades de saude e assisténcia sdo descritos
nos artigos 1 a 5 do Decreto-Lei n.° 413/71:

Artigo 1.2

1. Incumbe ao Estado, pelo Ministério da
Saude e Assistdncia, a definigao da politica de
saide e assisténcia social, bem como o fomento
das correspondentes actividades que expressa-
mente ndo cumpram a outros Ministérios.

2. Para efeito do disposto no namero an-
terior, devera atender-se & necessidade de arti-
culacio dos programas de sadde e acgéo social
e de coordenagic e integragdo progressiva das
respectivas actividades, subordinadas a planea-
mento regular e continuado.

3. Na execucho da politica de salide e assis-
téncia social, ter-se-a presente a importancia
da iniciativa particular e da cooperacdo das
populacbes, devendo, nomeadamente, promo-
ver-se o interesse destas pela criagdo, manu-
tencdo e progresso de servicos apropriados.

de Sadde Portugués

Artigo 2.2

1. A politica de sadde e assistdncia social
visa garantir o direito a sadde, considerado
como direito de personalidade, bem  c¢omo
cooperar na seguranca e promocdo social dos
individuos e dos seus agrupamenios nhaturais
e valer aos seus estados de caréncia.

2. O direitc a saldde compreends o de
acesso aos servicos, nos termos estabelecidos
pela sua orgdnica, e nao sofre restrigdes, salvo
as impostas pelo |imite dos recursos humanos.
técnicos o financeiros disponiveis.

Artigo 3.°

1. A prossecucdo da politica de salde e
assisténcia social realiza-se por actividades de:

a) Promocio da saide e prevencdo da
doenca;

b) Tratamento dos doentes e reabilitacéo;

¢) Protecgdo e defesa da familia;

d) Protecgdo ao individuo socialmente di-
minuido, da infincia & terceira idade.

2. Na execucdc da politica de salde con-
sideram-se prioritarias as actividades de pro-
mocio da saide e prevencdo da doenca.

3. As actividades de assisiéncia social se-
rio exercidas coordenadamente com as da
saide e deverdo subordinar-se também aos

141



principios da prevencio e do estabslecimento
de prioridades.

Artigo 4.2

No exercicic das actividades de saude e
assisténcia atender-se-a:

a8} A naturaza unitiria da pessoa humana
o ao rospeito pela sua dignidade e Inte-
gridade moral;

b) A familia, como instituicdo bésica do
desenvolvimento integral do homem a

primeira responsavel pelo bem-estar dos
seus membros.

Artigo 5.2

1. O Ministro da Salde e Assisténcia dirige
a politica de saude e assisténcia social, com-
petindo-lhe, pelo Ministério, promover a sua
execugdo, assegurar o eficiente funcionamento
dos servigos previstos no presente diploma e
orientar as actividades particulares, coordenan-
do-as com as do sector publico.

1l — RESUMO DA ORGANICA DO MINISTERIO DA SAUDE E ASSISTENGIA
E DO SISTEMA CORRESPONDENTE DO EXERCICIO DE FUNGOES

ORGAOS

1 De Governo:

— Ministéric (com- a colaboragdo. solidéria
do secretério de. Estada e do subsecreta-
rio de Estado, e com ¢ apoio do seu
Gahineta).

2° De: coordenagdo interministerial:

— Comissoes interministeriais de coordena-
¢ao.

—--Gonselho Superior de Accéo Social.

3 Servigos Centrais

— Secretaria Geral.
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FUNCOES

1 Promocéo e direcgdo superior da politica de
saude e assisténcia sacial:

— Participacdo na definicao da- politica de
saide e assisténcia social,. ac: nivel do
Governo &, nomeadamente, enmr Conselho:
do M. S. A.

— Direcgao superior da politica de saude e
assisténcia social, ao nivel do M. 8. A,

2 Goordenagdo entre- departamentos ministariais.

diferenciados:

— Colaboragao na definigiio de uma politica
unitdria de salde e assisténcia social.

— Coordenacio das actividades de salde e
assisténcia dependentes de.departamentos
diferenciados do M. S. A., nomeadaments-
por apoio & execucée, nesse dominio, dos
principias téenices. unitariamente defini--
dos.

— |dénticas fung¢des no plano da coordena-
¢do entre o Ministério das- Corporagoes
e Previdéncia Social e o Ministério da
Saide e Assist&ncia {comr participacdo
de representagdes da- iniciativa- privada).

3 Coordenacdo, planeamento, direccdo da exe-

cucao

—Coordenacdo e- apoio técnico e adminis-
trativo.



— Gabinete de Estudos e Planeamento.

—— Instituto Nacicnal de Salide e Escola Na-

cional de Saude Publica.
— Direccoes Gerais:

— Sadde:

— Hospitais:

-— Assisténcia Social:

4 Servicos Locais

— Na regido: Inspecgao Coordenadora.

— No Distrito: Director de Sadde

Conselho Coordenador

Centros de Salde

— Fungdes consultivas, de estutlo ‘e planea-
neamento.

-— Investigagido e ensino (fornevendo, inclu-
sivamente, o apoio cientifico ao delinea-
‘mento do plano].

— Orientacio, direccéo e execugdo das acti-
vidades de salde e assisténcia:

— Funcoes gerais de cobertura médico-
-sanitaria do Pais; orientacéo e coor-
denagio das actividades de promogao
da salde e prevengdo da doenga: cui-
dados médicos de base.

— Funcgbes gerais quanto a estabelecimen-
tos hospitalares centrais e distritais;
apoio 3 D. G. S. quanto ao interna-
mento a cargo desta.

— Fungdes gerais quanto a servicos, esta-
belecimentos e instituigdes de assis-
téncia; actividades de promogado da
integragédo social,

Efectivacdo da politica de saide e assistén-
cia social, na respectiva drea, por execugdo
das normas emanadas dos Servicos Centrais,
através da D. G. 5.

— Representages das Diracgdes-Gerais, na
regido.

—- Coordenagéo, ao nivel da regiéo, das acti-
vidades médico-sanitarias, hospitalares e
assistenciais.

— Funcoes de Autcridade Sanitaria Jnica
para o conjunto da ‘drea distrital.

— Representagdo das actividades de sadde
o assisténcia exercidas no distrito,

— Nicleo funcional de intagragdo progres-
siva dos servicos de saide e assisténcia
da sede do distrito.

— Orientagio das actividades -de salde e
.assisténcia da sede do .distito.

— Prestagdo de.cuidados rédices de base.
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Unidade de Saude

(Embora referida aqui, para' melhor es-
clarecimento da funcicnalidade orga-
nica, a Unidade de Satide ndo é pro-
priamente um 6rgédo, antes representa
uma unidade funcional pela aplicagao
de um método de trabalho unitdric aos
varios érgdos).

— No Concelho: Delegado de Satide,

Comissao coordenadora

Centro de Saride

Unidade de Salde

{(Embora referida aqui, para melhor es-
clarecimento da funcionalidade orga-
nica, a Unidade de Saide nao é pro-
priamente, um drgao, antes representa
uma unidade funcional pela aplicagao
de um métido de trabalho unitario aos
virios drgaos).

-— Na freguesia ou para Grupos de Fregue-
sias:

Postos de Saide.

— Coordenagdo, com o Centro de Salde,
dos demais servigos oficiais e particulares
da sede do distrito.

— Fungbes de Autoridade Sanitaria tnica
para a &rea do concelho.

—— Apoio, ao Delegado de Sadde, para efei-
tos de exercicio da sua competéncia coor-
denadora de actividades de salde e assis-
téncia exercidas no concelho.

~— Ndcleo funcional de integragiao progres-
siva dos servicos de salide e assisténcia
exercidas no concelho.

— Nucleo funcional de iIntegracdo progres-
siva dos servigos de salde e assistdncia
do concelho.

— Orientag@o das actividades de saude e
assistdncia da area do concelho.

— Prestacédo de cuidados médicos de base.
— Coordenagdo, com o Cenfro de Salde,

de servigos oficiais e particulares da sede
do concelho,

— FungGes de apoio localizado & competén-
cia do Centro de Sadde concelhio.

Il — Os serviges de salide portugueses es-
tdo organizados em dois escalées funcionando

interligados:

a) o sector da cobertura médico-sanitéria
geral da populacdo, que presta os cui-
dados de base, ou primérios, directa-
mente, soh a forma de acgbes preven-
tivas e curativas que sio efectuadas ao
nivel local, tante para os individuos
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como para as comunidades, pelos cen-
tros de saldde e instituigdes por eles
coordenadas, Incluindo os laboratérios
de sadde puablica;

B) o sector hospitalar, ou de internamento
dos doentes, que realiza, na continui-
dade funcional das prestacdes de sadde,
o diagndstico e o tratamento especia-
lizado dos casos que ndo podem ser
atendidos no escaldo anterior.



Os centros de satde que constituem a rede
de cobertura geral sdo servigcos oficiais do
Ministério da Satde e Assisténcia, responsaveis
pela integracéo e coordenagio das actividades
de satde e assisténcia, bem como pela presta-
¢do de cuidados médicos de base, de natureza
nio especializada, com o oblectivo de assegu-
rar a cobertura médico-sanitaria da populagao
da area gue lhes corresponda.

Os gentros de salide existem em todos os
concelhos, incluidos os das sedes dos distri-
tos, e denominam-se ecentros de sa(de conce-
lhios» e «centros de sadde distritaiss. Ao nivel
das freguesias podem constitult-se «postos de
satide» na dependéncia dos respectives centros
concelhios.

Os centros de saide concelhios poderdo
compreender as seguintes valéncias e activi-
dades de apoio:

a) Higiene do meio ambiente, higiene do
trabalho & medicina do trabalho;

b) Higiene materno-infantil, pré-escolar e
escolar;

¢} Profilaxia das doencas evitaveis, com
centros de vacinagao;

d} Sauade mental;

¢) Enfermagem de sadide publica, com vi-
sitacdo domiciliaria polivalente;

f) Seleccio e cuidados médicos elemen-
tares, incluindo os domiciliarios;

g) Educacao sanitéria;
h) Servigo social;
i) Registos estatisticos;

Os centros de satde distritais poderdo com-
preender as seguintes valéncias e actividades
de apoio:

a) Higiene do meio ambiente, higiene do
trabalho e medicina do trabalho;

b} Higiene maternc-infantil, pré-escolar e
escolar;

¢) Profilaxia das doencas evitdveis, com
gentros de vacinacao;

d) Profilaxia da céarie dentdria;

e) Profilaxia da cegueira;

f) Profilaxia da surdez;

g} Profilaxia do cancro;

h#} Saude mental;

i) Enfermagem de salde publica, com vi-
sitacBo domiciliaria;

j} Seleccio e cuidados médicos, incluindo
os domiciliarios;

k) Educacgio sanitaria;

I} Servigo social;

m) Laboratério distrital de salde publica:
n) Registos esfatisticos.

IV — Com o objectivo primério da organi-
zagdo do trabalho, dentro dos principios da
administragio de saude publica, foi estabele-
cido o regime legal da estruturagio progres-
siva ® do funcionamento reguiar de carreiras
profissionais para os funcionarios do Ministério
da Saude e Assisténcia (Decreto-Lei n.>414/71).

As carreiras profissionais organizam-se por
graus ¢ classificam-se em trés tipos:

Tipo 1 — De profissionais com habilitagéo
de licenciatura universitaria;

Tipo 2 — De profissionais com hahilitagao
técnica devidamente titulada;

Tipo 3 — De profissionais com hahilitacao
para cargos de pessoal adminis-
trativo.

Estio estabelecidas as seguintes carreiras
profissionais:

a) Do tipo 1:

Carreira médica de saGde publica:
Carreira médica hospitalar;

Carreira farmacautica;

Carreira de administragio hospitalar;

Carreira de técnicos superiores de labo-
ratdrio.

b) Do tipo 2:

Carreira de ensino de enfermagem;

Carreira de enfermagem de salde pt-
blica:

Carreira de enfermagem hospitalar;

Carreira de técnicos terapeutas;

Carreira de técnicos de servigo social;

Carreira de técnicos auxiliares de labo-
raiério;

Carreira de técnicos auxiliares sanita-
rios.

¢) Do tipo 3, ou carreiras de pesscal admi-
nistrativo, a que se aplicam as normas
gerais estabelecidas em todo o Pais para
os funciondrios administrativos.
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APENDICE 3

Instituto Nacional de Saide (INSA)

ORGAOS

1 — DIRECCAQ '
-— Director
— Subdirector
—— Secretario

2 — CONSELHO CONSULTIVO

3 — CONSELHO TECNICO
fico)

4 — CONSELHO ADMINISTRATIVO

5 — COMISSAO COORDENADORA DPE IN-

VESTIGACAO MEDICA

6 — DEPARTAMENTOS
a) Biologia & Imunolcgia
) Bloquimica e Biofisica

{Técnico-Cienti-

FUNCOES

1 — Dar aexecucio a polftica do Instituto, asse-
gurando o funcionamento dos o6rgaos e
servicos e promover a elaboragio dos
planos e programas de trabalho.

2 — Definir a politica geral do Instituto e esta-
belecer as prioridades dos programas de
investigagao.

3 — Estabelecer os planos de trabalho, de
recrutamento do pessoal e de equipa-
mento dos servigos.

— Apreciar os projectos de orcamentc e ¢
rendimento do trabalho efectuado.

— Estudar a criacio de centros de investi-
gacdo e a concessio de bolsas de estudo
e de subsidios.

4 — Elaborar os projectos de orgamento, Os
relatérios e contas da geréncia.

— Coordenar as actividades administrativo-
financeiras e gerir o patrimdnio do Ins-
tituto.

5 — Coordenar a investigagdo médica.

— Atribuir bolsas de estudo e subsidios de
investigagao.

6 — Elaborar e executar 0$ projectos de tra-
balho, atribuidos pelo Conselho Técnico
aos diversos servicos.
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¢} Higiene e Saneamento do Meio Am-
biente

d) Medicina do Trabalho e Higiene In-
dustrial

e) Nutricdo e Higienc dos Alimentos

f} Comprovacdo de Medicamentos, Va-
cinas e Soros

g) Epidemiologia e Biocestatistica

h) Documentagdo e Informatica

7 — CENTROS DE ESTUDQ e CENTROS DE
INVESTIGACAOQ
a) Administragdo da Salde Publica
b)Y Medicina Social
c) Nutrigdo
d) Geneética

B — SERVICOS ADMINISTRATIVOS

9 — ENSINO

a) Divisdo de snsino técnico

b} Escola Nacional de Saude Piblica

10 -— DELEGAGCOES

11 — CONSELHOS E COMISSOES ADSTRI-

TAS AO INSA

a) O Conselho Técnico da Comprovacio
de Medicamentos

b} A Comiss&o Nacional Permanente da
Farmacopeia Portuguesa

¢) A Comissdo Técnica dos Novos Medi-
camentos

d) A Comissio Nacional para o Estudo
dos Problemas da Nutricéo

g) O Grupo de Trabalho sobre Poluicéo
do Ar
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— Colaborar no ensino e aperfeicoamento
do pessoal de satde.

7 — Promover e executar tarefas especiais de
investigagho em sectores prioritarios da
salde.

8 — Efectuar as tarefas relativas a expediente,
pessoal, contabilidade, economato e pa-
triménio.

9 — Desenvolvimento da educagdo no campo
da Saulde Publica.

— Promocao de Cursos de Técnicos Supe-
riores de Laboratdric

— Promogdo de Cursos de Técnicos Médios
de Laboratdrio

— Promogao de Cursos Médios de Pessoal
Sanitario

Preparar e especializar, apds a licencia-
tura, pessoal de Sadde Publica

— Curso de Sadde Publica

— Curso de Medicina do Trabalho
— Curso de Administragao Hospitalar
— Cursos Complementares

— Cursos de Especializacdo Eventuais

10 — Funcgdes idénticas as do Instituto, na area

territorial que lhes é atribuida pelo Con-
selho Técnico.

11 — Funcdes consultivas e de parecer nos sec-
tores de actividades a que dizem respeito.



National Institutes of Health

Their role in health research

The papers collected in this volume have been presented at a meeting
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INTRODUCTION

It is at present universally admitted that the
finding out of suitable ways for the supply of
the health needs of the populations is one of
the greatest challenges that modern communi-
ties are confronted with.

Since the health of peoples is, in fact, the
main capital of nations, the responsible entities all
around the world become more and more aware
of the imperative need to promote and preserve
the health of the individuals, In order not only
to improve the potentialities of the respective
communities, but also to satisfy a right that

people are entitled to and of which they be-

come more and more canscious themselves.

If economy, education and health are as a
whole the thres main conditions of progress,
the evolution that is now coming off lets us
foresee that in a very near future the primacy
of health will be the basic goal to reach to for
the sake of a betier quality of human life.

The search for suitable methods for the
performance of such a desideratum poses a
set of difficult problems, which have not yet
been solved in any country of the world. Such
problems involve basic options in the field of
social phylosophy and belong fundamentally to
the sphere of politics, science, techneology and
administration. These difficulties arise not only
from the fact that the needs to supply spread
through all the spectrum of the continuum health-
-disease, but mainly because such needs are
constantly changing and besides because they
are only partly known by the people who expe-
rience them.

In order to supply such needs, a continuous
in-depth study is required, following two main
lines: on the one hand, a detailled analysis of

the factors which condition health in modern
societies should be done. Such aspects as
housing, urbanism, pollution, occupation, nu-
trition, etc., must be taken into account, since
they are giving rise to deep changes in mor-
bidity patterns; on the other hand, an analysis
should be done in every country of the different
scientifical, technological, logistic aspects inhe-
rent to the working up of organized health
systems which, taking the available possibili-
ties into account, will prove capable of ade-
quately supplying qualitatively and quantitati-
vely the needs to supress, in order «to achieve
the greatest health for the greatest numbery. {)

With the purpose of giving a positive con-
tribution to this pariicular field, the Portuguese
National Institute of Health decided to take
advantage of the inauguration of its new buil-
ding to organize a meeting attended by health
research and health administration experts. In
this meeting an effort has been made to study
and define the role of National Institutes of
Health in the analysis of the already mentioned
problems, in order to enable these institutions
to provide with timely information and advice
the governmental agencies responsible in each
country for the development and progressive
adaptation of health systems to the modern
conditions of health and disease.

The program of the meeting, under the title
of eDefinition of the role of National Institutes
of Health in health research» included the fol-
lowing items:

(1) Brotherston, J. H. F. cit. in: Canad. J. FPublic
Health 64 [2) Mar./Apr. 1973, p. 117,
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1. Analysis of health systems
1.1 The different patterns of health care systems
1.1.1 National systems and the general coverage of the population
1.1.2 Health insurance systems
1.2 Health care organization

1.2.1 Primary or basic health care, and the structure of community health
care systems, with reference to:

— Health centres and related local services;
— Laboratories and other supporting services;
— Coordinated campaigns in mass medicine

192 The comnection between primary health care and hospital care

2. The study of the modern conditions of health
2.1 The epidemiological approach
2.1.1 Dominant preventable diseases
2.1.2 Genetic diseases. Chronic diseases
2.2 The ecological approach
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2.2.1 Environment (Housing. Urbanism. Pollution. Occupation. Nutrition)
2.2.2 Population (Demography. Family planning}.

The talks presented at the meeting as well as an abstract of the round-table
discussions are collected in this volume.
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1. THE STUDY OF HEALTH SYSTEMS

At the opening of this meeting, | would
like to introduce this subject — aHealth Care
Systemsy —- to you as a cruciai problem of our
days, and | insist an the need of its study within
the research programs to be undertaken by the
National Institutes of Health.

The concept of «Health» tends to be con-
sidered nowadays under new perspectives. From
secondary matter in the plans of governments,
it has become a first concern for nations, a
supreme factor which conditions the equality
of lifer. The importance of health involves the
growing responsibility of political leaders, ma-
nagers and scientists in the search for the best
solutions for the society.

The «problem of health» is currently consi-
dered as a synonime of the gproblem of human
existences, that is to say the «problem of
human survivaly. Influences fundamentally re-
lated with this problem may be found in such
factors as industrialization, urbanism, the plan-
ning or the lack of town-planing, housing,
environmental pollution, education, war, crime,
drug abuse and racism. These relations always
act in two senses: the health of the population
not only depends on every factor mentionsd
above, but also influences and conditions them
— in fact, health creates in people, as well
as in communities, a capacity for work and
self-initiative, a sense of stability and well-being
which lead to the development and perfectioning
of societies.

F. A. Gongalves Ferreira

If we agree that a good state of health is
the first, essential requirement for the indivi-
dual to be able to play an active role in so-
ciety, throughout his life, we come to the con-
clusion that health, as a factor to increase the
capacity of fulfilment, innovating ' balance,
energy and mental acuteness is the greatest
value that a man needs and is supposed to
aim on his way to progress.

There is no progress without health, and
we may say that every attempt of development
made through the ages by any population under
unsufficient health levels, has either led to
inferior results or simply failed.

The lack of health is a synonime of back-
wardness — sconomical, cultural, political and
social retardment— and in any country or
population in the world we may follow the steps
of their development through the improvement
of their heaith levels.

That is the reason why all the members of
a society, and mainly the most responsible ones,
of that society have something to do, directly
or indirectly, individually or collectively, cons-
ciously or unconsciously, with the evolution of
its health conditions and with the very idea
of health. -

It will be easier for us to understand the
concept of health if we agree that it is deter-
mined by four main factors: .

1} — The genetic inheritance, which con-
ditions essentially the constitution of every hu-
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man being, which is the basis of health. The
genetic heritage may be influenced by the new
knowledge and most recent programs of genetic
counseling, in the prevention of specific risks:

2) — enviroment, which includes the phy-
sical factors of housing, urbanism, means of
transport, nutrition, quality of the air and water,
as well as tha biological, educational, economi-
cal, and social factors. They all join in a struc-
ture to determine the conditions of health, be-
cause both human beings and environment make
an indissoluble whole of interdependency which
may be orientated and corrected in its abnor-
malities;

3) — habits and health behaviour, which
represent the response patterns of people to
the symptoms of disease and ailment, as well
as their concerns with the health practices
to be followed in everyday life. Other important
points are the precautions to be taken, so as
to prevent illness and accidents, including
opportune vaccination and periodical health
examination, food, as waell as the consumption
of tobacco and drinks, drug abuse, home care,
driving, occupation and leisure;

4) — systems of health services — accor-
ding to their role and structure, as well as to
the importance and quality of their tasks, health
sarvices are supposed to ocrient and take care
of the health conditions of individuals and
communities, and to assure the efficiency of
these tasks by the implementation of suitable
technical and administrative measures. Health
systems must also try to eliminate all the effects
resulting from critical health troubles that
occurred meanwhile, causing a premature or
excessive morbility, inhability and death.

An exact evaluation of the situation shealth-
-disease» is indispensable in the modern society
for an efficient promotion of health and recove-
ring. This evaluation includes the identification
of the determinant factors, their attributes and
evolutive characteristics, the planning of acti-
vities and the establishment of the operative
rules, as well as the organization of the suitable
services to carry out the appointed tasks.

In arder to maintain uniform peints of view,
| would like to make clear in what sense some
of the expressions used along this introduction
are to be taken. Let us emphasize four of them:

1) Health — According to the well-known
definition of the World Heaith Organization,
health is a state of complete physical, mental and
social well-being of man and not merely absence
of disease or infirmity. In the present context,
health will mean to us:
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a) individually — a well-balanced ceontext
of bio-psychic conditions concerning the diffe-
rent states of the normal organic functions,
along the life of the individuals. These con-
ditions must reflect, together with the gene-
tic characteristics of every human being, his
highest capacity of physical and intelectual
development, his endurance to disease, his
capacity for efficient work and his good adap-
tation to family and community life, as well
as his interest for the improvement of human
life conditions, and his fesling of self-value and
social effectiveness. Any attempt of develop-
ment and its inherent economic and social
progress has as supreme goal and unique fina-
lity the improvement of life conditions and
the extension of life which depends essentially
on health conditions of the individual, since a
high level of health tends to be considered
maore and more an actual and potential factor
of development;

b} at the community — in a public health
context, health may be analysed through the
measurement of prevalence and incidence of
disease and ailments, following indexes in-
ternationatly known, that can be applied
to speciflc sections of the population, to the
communities or to the population as a whole.
It is evident that this measurement must follow
a normalization in order to become concrete
and operaticnal, singe it is based on data that
may be coliected with more or less objective-
ness and deepness.

2) Health care — 1t includes all the private
and public services carried out in the commu-
nity by either individuals or institutions, with
the purpose of promoting or recovering health.
Health care services tend to become a structure
—- for this purpose, multidisciplinary entities
will be organized and supported by teams of
professionals of different levels -— and build
interdependent steps of activities on the way
to an increasing specialization, in order to carry
out better and better health services;

3) Health care systems — such is the ge-
neral expression meaning the sum of all resour-
ces employed by groups of the population, by
communities or by the society itself to organize
and carry out health services. An health care
systern, or just an health system means an
organized effort of communities or, from a na-
tiona! point of view, it means the carrying out
of medical care and other kind of health care
services, with the purpose of reaching a pat-
tern of pre-determined results. its general mea-
ning is the concept of a system made of a set



of interdependent parts that have been pre-
viously established in order to reach certain
goals. Out of this, there comes a structure with
certain characteristics and functions, with defi-
nite inputs and outputs. The existence of auto-
matic feedback control systems is also common.

The very idea of an health system, with all
its different branches of health care services,
brings along the need for a structure that
gathers both population and their resources in
sub-systems or in functional scales, in order to
lead to a better delivery of the suitable health.
At the same time, the necessary contacts with
other entities responsible for health must be
kept. The evaluation of the performance of the
system will be based on the analysis of the
work that has been produced {output) accor-
ding to the means employed (input) and to
each of the branch-activities carried out by all
the elements in the several levels of the
network.

4) Medical care — This is a generic expres-
sion for organization, financing and performance
of health services, as far as patients treatment
is concerned. It includes the services of physi-
cians, dentists. nurses, as well as the provi-
sion of drugs, orthopedic appliances or simi-
lar, hospitalization, nursing homes, and also
the use of mental health institutions and other
predetermined health resources. Consequentiy,
medical care represents a sub-set of branches
or systems, and is specially related with treat-
ment of disease. Historically, it corresponds
1o an evolutive siep in the conception of health
care organization.

Any system of health care that nowadays
wants to reach a rational purpose — may it be
a national, health insurance or prepayment sys-
tem has to develop itself In order to be able:

— to organize his services, so that survey
and preventive care may be taken as priorities,
keeping a simultaneously up-to-date treatment
and recovering services:

— to include in its programs all the types
of services, mental care and dentistry included;

— to replace individual practice in medi-
cine by practice groups and teams supported
by the most suitable technical devices. Health
teams must be created mainly on the basis
of general clinical medicine and specialized
medicine:

— to establish the structure of health ser-
vices in two main interdependent steps:

a) a sector for general medical-sanitary
coverage of the population, which is intended
to carry out primary or basic health care,

through the establishment of preventive and
curative measures, that may be undertaken by
the loca! services themselves, for the benefit of
individuals and communities. It is also up to
this sector to canalize the patients who must
enter hospital care centres;

b} a sector dealing with hospitalization, for
treatment and specialized diagnosis;

—to develop the system in a kind of
network services based on health centers and
their subsidiary posts, for primary care, and
on regional and central hospitals for highly
specialized services;

— to guarantee a better quality of the ren-
dered services, and their public control together
with a professional surveillance and the es-
tablishment of intensive sanitary education
programs, which must be a part of the services
themselves;

— to consider itself, on principle, directed
to cover all the population, keeping the quality
and level of the delivered health care.

The alternatives of patterns and structures
of health systems always depend on the poli-
tical and social development of the people,
since It conditions the planning of tasks and
all the decisions to be taken on what concerns
organization, financing, distribution and qua-
lity of health care.

But, on the other hand, history of health
services shows that development depends on
the study of recognized needs, on their impor-
tance and on the possibility of satisfying them.

More and more people become aware of
the factors and attitudes that still hinder the
quick establishment of effective health care
systems, which makes the organization of these
very urgent, a real top priority among domestic
problems of all countries, since health care
tends to be now considered a right for every-
body and no more a privilege for the very few
who can afford them.

This situation corresponds in the U, S. A.
and in many other countries to the so-called
«crisisp of the actual health systems, and in
fact we must define the situation, by a con-
tinuous study of the reason why we have to
keep on meeting so many difficulties in the
astablishment of efficient health systems to
cover all the population, even in the developped
countries, and in spite of all the technical and
administrative knowlledge they dispose of.

The government, the responsible for the
organic and performance of the involved ser-
vices and the population itself, in its individual
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segments or in its most developped communi-
ties have to be regularly and clearly informed
of the importance of these problems and of the
perspectives in health, as far as our skill to
produce and capacity of organization are con-
cerned.

It is up to the universities and other scien-
tific institutions and professionals of every
country to give a coniribution to the study of
the essential problems of «Health». However
we think that the National Institutes of Health
are the most capable to provide the complete
information on these subjects, at a national level
and with the desired opportunity.

In order to play their role, National Insti-

tutes of Health may embrace one of the three -

following lines, or even all of them simulta-
neously:
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1) Including this kind of studies in their
global research programs, with their respective
plans, and establishing coordinated programs;

2) creating special centres of study, in
charge of definite tasks related to the research
in this sector.

3} financing work teams charged, in part
or in the total, of the mentioned researches.

The purpose of our meeting today is the
analysis of problems inherent to the study of
health systems and the organization of the
necessary health care services for the popula-
tion. We will also try to define the role that
National tnstitutes of Health are expected to
play in their mission of informing the population
of what is being done, thus taking advantage
of their capacity for data collecting, research
and information.



11 THE DIFFERENT PATTERNS OF HEALTH CARE SYSTEMS

Our civilization is characterized both by
an extraordinary progress in science and by
very quick changes in its fundamental activities,
structures and social behaviour. Medicine is
closely connected with these movements.

On the other hand, medicine becomes morg
efficient, owing to such complex factors that
make its practice more and more difficult, requi-
ring a continuous improvement from the practi-
tioner, thus, leading to a rise of costs in
health care.

On the othar hand, medicine is expected
to suffer a constant adaptation to the needs and
" new demands of the Individuals and communi-
ties who at present consider health care a fun-
damental right they are entitled to, a right that
may become effective by the development of
health insurance systems.

Doctors themselves did not escape social
development and harder and harder they try
to carry a normal professional life, like any
other citizen. They long for the establishment
of a limit for their work time, as well as for
the establishment of a Ieisure time to be
devoted to family life, to hobbies and to con-
tinuous training.

Owing to this triple evolution which, from
the economical point of view leads to the con-
tinuous rise of health expenses, mainly left in
charge of the community, governments and
doctors, each at a time, have been siudying

E. Aujalen

the less expensive methods for the delivery of
hetter health care.

All countries have tried to solve these pro-
blems, some according to their long historical
tradition and to their recent social evolution,
some others according fo their political phylo-
sophy. Anyhow, we are not sure that the diffe-
rent systems adopted have been preceeded by
a careful analysis of their advaniages and
disadvantages. Such an analysis, if it is done,
is made upon a system already in operation
for some time. The conseguence is generally
not a radical change in the system, which could
drive to serious political problems, but a mere
change of certain points together with the adap-
tation of the structures of the systems, National
Institutes of Health are qualified institutions
whose role may be, among many others, the
understanding of such analysis, and the esta-
blishment of comparisons with other systems
as well as the presentation of suggestions to
the governing bodies, to which they are expected
to give advice.

For the sake of convenience we will con-
sider four fypes of health systems, according
fo which the health services of all countries
may be portrayed. But in fact, we find very
little systems that we may consider to be «in a
pure states, Many national crganizations have
borrowed elements from several systems.

Wae will just examine the general characte-
ristics, essential to these systems and not the
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structure of health care services, since these
wiil be the subject of another report.

1 — Health systems in the popular de-
mocracies of east Europe

The health care system adopted by the
USSR after the October revolution has been
improved along the times and became a model
for the popular democracies in east Europe,
after some adaptations fo the local conditions
have been made. We may say that it has gene-
rally been taken by the most of socialist
countries.

The main principles of this system may
be thus summarized:

a) The organization and delivery of preven-
tive and curative care is assured and entirely
financed by the State;

b} The plans for the development of public
health, considered like any other sector of the
economy, integrated in the general plans for
the national economical development. The dis-
tribution of health institutions and medical and
paramedical staff is consequently planned,
according to the needs, for the whole country.

c} Health professionals are employed either
by the State or by local administrations.

d)} Preventive and health care services are
organized and supervised by the central admi-
nistration. They are assured by local adminis-
trations, which must adapt the general principles
to the needs of the population.

The delivery of health care is basad on the
principle of a territorial sector {and a production
sector — see under) that disposes of prophy-
lagtic and treatment services: child health con-
farences, polyclinics, specialized out-patient cli-
nics and hospitals, as well as sanitary and epide-
miclogical stations, that assure a coordinated
program for the prevention and control of infec-
tious diseases.

e) Health care is free {') for the whole
population and medical care is equal for every
citizen. Meanwhile, industrial workers benefit
in the enterprises they work in from suplemen-
tary health care, owing to the existence of
special occupational health services that do not
confine themselves to preventive care.

(") Anyhow, «Syndicates menage nursing homes and
spas. According to their needs, the patients will be
relieved of the whole or part of the expenses by the
social welfare or undertake the treatment at their own
expenses « (USSR Ministry of Health, 1967).
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f) Emphasis is put on preventive activities
which have the* support and active participation
of the population. Health education becomes
therefore an important point.

g) Social Welfare, financed through the
contributions of state enterprises assures not
only the payment of indemnities, in case of
occupational incapacity, but also the creation
and maintenance of services with sanitary and
social purposes: recovery and rest homes, day
nurseries and diet canteens, etc.

h} Medical and paramedical schools depend
upon the Ministry of Health. Doctors are ex-
pected to follow periodical post-graduate
courses for several months (recycling or spe-
cialisation) financed by the State.

Maedical research is included in health orga-
nization. Several research institutes that cover
the main branches of medicine join their acti-
vities to those of medical schools.

We may thus summarize for the USSR:

a) medicine and public health are totally
assured by the State;

b} almost all of the health care services
are free;

c) absence of private medicine.

However the same strictness is not obser-
ved by all popular democracies. In some coun-
tries doctors are allowed 1o deliver paid medical
care, provided that they have accomplished
their public obligations. In fact this possibility
tends to a progressive increase. In the same
way, medicines are not always free for the
patients who are not affected by chronic disea-
s8s. In some countries, about 30 per cent of
the drug expenses is left in charge of the pa-
tients, even if they are covered by social in-
surance.

Finally, we must point out that in most of
these countries there is less variety of medi-
cings than in the so-called «capitalist» countries.

2 — Health systems based on private
medicine only

In oppaosition to the soviet system, we may
prosent the U. 8. A. system, as well as some
others In western countries based on private
liberal practice. In fact, certain recent changes
have been introduced in the application of
limited measures to state health insurance sys-
tems, but anyhow they are not enough to modify
the general principles of the system. These prin-
ciples may be summarized as follows:



a) preventive activities (prevention of di-
sease and environmental hygiens) are partly
organized and financed by the State as well as
by public agencies;

b) Some preventive care (mainly check up}
and treatment services depend on private medi-
cine, which is mainly characterized as follows:

— doctors are quite independent: they are
free to settle themselves, to organize their work,
to choose their own patients and to fix their
own fees, which are directly paid by the patient;

—_there is freedom of prescription con-
ditioned only by the licensing of specialized
medicines:

— medical secrecy is observed;

— patients are equally free to choose their
doctors.

c) public heaith services coexist with pri-
vate institutions, the patient being thus free
to chose between them.

d) Freedom in professional training in pu-
blic health schools or mainly in private schools,
under an acereditation of the issued certificates,
which is not done by the State.

e) absence of generalized state health in-
surance, the access to private health insurance
being free. Health care for indigents is financed
by the State.

f) Importance of private funds in the finan-
cing of medical research.

Between these two systems we may find a
lot of intarmediate systems where state and pri-
vate medicine are found at different proportions.
Thess intermediate systems way be grouped
in two main groups: the system of the British
National Health Service and the cne in which
private medicine coexists with an health insu-
rance system that is either generalized or ex-
tended to an important part of the population.

3 — The system of the British National
Health Service (')

The British National Health Service is the
first and most important attempt to cover the
whole population, conciliating state medicine
with some essential rules of private medicine.

lts principles may be summarized as fallows:

a) The Ministry of Health must establish
and bring into action an accomplished health

(') Though their legislation may be different, Scotch
and North Ireland health systems are similar fo those
of England and Wales.

service, always ready to deliver services 1o
anyone who needs it. This health service must
assure not only general medical care, but also
speciallzed services like obstetrical care, dental
care, correction of this service is expected to
offer all the resources of medical sciences.

b} Preventive health care and treatment
services o be rendered by the Nacional Service,
as well as the providing of drugs, under some
restrictions and the providing of some prosthe-
sis are free.

The financing of such a service is assured
in more than B0 per cent by the natiopal budget.
The remaining is assured by a weekly contri-
bution paid by the National Insurance, and also
by the patients, as far as certain dental prosthe-
sis, corrective lenses and hospitalization under
certain comfort conditions (amenity beds) are
concerned.

¢) The National Health Service is not a
monopoly. A sector of private medicine is still
operating in a quite liberal way (it includes
a hundred hospitals). Doctors are free not to
join the national health service, like patients
are free not to benefit from this service.

d) The general practitioner working for the
National Health Service {the family doctor)
may choose his potential patients, provided that
his list does not exceed 3500 patients {one
list generally includes 2500 names).

The patient may choose his practitioner
under the same restriction and he may very
easily change from one doctor to another,

Freedom of prescription and medical secrecy
are assured, as well as the traditional rela-
tionship between doctor and patient.

The general practitioner is paid by the Na-
tional Health Service on the basis of a fixed
fee plus an additional sum, proporiional to the
number of patients enrolled on his list.

The fact that the practitioner has joined
the National Service does not prevent him from
having his own private clientele.

e) Hospital doctors are employed at full
or part time and in this second case they may
have their private patients out of the hospital
and sometimes even at the hospital.

) Health Services administration is descen-
tralized.

— at the regional level, hospiials are ma-
naged by regional hospital boards and hospital
management committees.

_—at the local level, general medical ser-
vices, as well as general denial services and
pharmacy are managed by executive boards
composed of members appointed by the Minis-
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ter, by the local health authority and by some
professional organizations. In the same way,
preventive services, domiciliary nursing and
health centres are managed by the local health
authorities (Country Counci! and Country Be-
rough).

g) Medical degrees are taken at public
medical schools and school hospitals, which
do not depend from regional hospital boards.

Medical research which is flourishing is
financed through pubii¢c funds and, to a minor
degree, through private funds.

4 — The system where private medicine
and general health insurance coe-
xist

In this fourth systern, medical practice is
liberal, much more liberal than in Great Britain,
though a great part of the population, if not
the whole, is covered by a compulsory insurance
system. This is the system adopted by nume-
rous countries of western and south Europe.
We may point out the French organization as
an example of this system. .

a) Preventive care is organized and finan-
ced by the state and administered by local
authorities {departments and communes). Either
state or private doctors are responsible for these
services.

b) 98 per cent of the population is covered
by the compulsory health insurance which is
administered by semi-public organisms —
- gcaisse d'assurance maladie» — (private bo-
dies submitted to a very strict state controle).

c} Doctors who do not work in full time
at public hospitals follow the private system as
it has been defined for the USA, except for
what concerns their fees which are to be clai-
med at the soclial insurance.

The choice of the general practitioner, the
specialist and the health care establishment by
the patient is totally free and does not imply
any previous formalities; this choice may be
changed ai any time.

d) The hospital network is composed of
public hospitals generally accountable to the
municipalities, although submitted to State re-
gulations, of non-profit private hospitals and
private hospitals with a lucrative purpose (private
clinics}.

Doctors working in full time at public hos-
pitals work only for the hospital and receive a
fixed salary. They may receive private patients
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at the hospitals, under certain conditions. Doc-
tors working in part-time at public hospitals
may have their private clientele out of the
hospital.

e) Every doctor may render his services to
the patients enrolled in social insurance, without
any limitation of their number. All health care
establishments are ready to receive any social
insured patients.

b) Medical fees relative to social insured
patients are not established by each doctor but
by a convention among medical syndicates and
the social insurance services. If both parts
cannot agree, the fees will be fixed by the
State.

Patients pay directly to their doctors and
are reimbursed by the health insurance from
80 to 100 per cent in the case of long duration
diseases. The same applies for drugs. Undet
gertain conditions (special qualification of doc-
tors and special requirements from the pa-
tient}, doctors are allowed to exceed the con-
ventional fees. Anyhow the insured patient will
be reimbursed on this basis.

Doctors are free not to join the convention.
In that case, their social insured patients are
reimbursed on the basis of a fee which is lower
than the conventional one.

g) Hospitalization charges in the several
health care establishments are directly paid by
the health insurance in public hospitals {where
the daily charge will be established by the
public authorities), as well as in private hos-
pitals and clinics that made an agreement with
the social insurance concerning daily charges.
In the private clinics which have not made this
agreement — in fact, only a few clinics of a
high standard of comfort — the insurance pays
but a part of the daily charge.

h) The five-year planning is also compulsory
for private health care establishments. Their
creation must be sanctioned by the State, and
they are included in the plans of sanitary
eguipment.

I) The training of doctors and dentists is
made in Hospital and University Centres (cen-
tres hospitaliers et universitaires} which depend
both from the Ministry of Health and the Mi-
nistry of Education. The number of students
is limited according io the capacity of hos-
pitals available for their training. Private medi-
cine schools are allowed and private hospitals
may be used as teaching hospitals, but the
students must sit for the test in front of a
state jury and their certificates are always
delivered by the State. .



Post-graduate studies are still carried out
by private initiative, but its public prganization
is now under study, in connection with medical
syndicates.

i) Medical research is organized in the Hos-
pital and University Centres and public research
laboratories or in the private ones which are
financed by the State. Private research Is made
by pharmaceutical and medical equipment firms.

In short, the analysis of health services in
the several countries shows that even if health

systems are in fact very different from one
another, the organizations tend to join.in the
same patterns. The system based on private
medicine only has littie by little undergone a
transformation to give room to new variants
of a more or less state character.

We may finally add that it is quite remar-
kable that the structure of the services is very
similar even for completely different systems.
This is not surprising, since the possibilities of
supplying the heaith needs of the population
are in fact quite limited.
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111 NATIONAL HEALTH SYSTEMS AND THE COVERING
OF THE WHOLE POPULATION

In order to answer your kind request, Pro-
fessor Goncalves Ferreira, | have tried to gather
some considerations about our national health
systems and the coverage of the whole popu-
lation to be discussed in this meeting.

The health systems were already schema-
tically referred in your note about «Social Se-
curity and Health Concern». You are certainly
aware of this note; it was published together
with the texts of the communication presented
by our Institute at the first Portuguese Social
Woelfare Congress, held in Lisbon last July. In
that note, four schematic types were described
which summarize the great health systems, with
their advantages and disadvantages: the North
American system, the English system, the ane
which is followed in the Socialist countries,
especially in the Soviet Union, and, finally, the
system corresponding to the great development
of the medical-social activities of the Social
Insurance,

The careful study of the health systems,
which has just been presented today by the
director of this institution, will ¢onstitute, from
now on, a comblate source of elucidation. It
must be considerad with special attention by
every research worker and even by the membears
of the government.

So we shall not dwell too much on critical
sbservations about the meaning and value of
such methods and solutions which are meant

Domingos Braga da Cruz

to meet the needs of the population, as far as
health is concerned, by using the available
means. Besides, according to the decrees issued
in September 1971, the only thing to be done
is to put intc practice the prin¢iples then de-
fined.

The position of the government was clearly
defined in the communication presented by the
Health Secretary of state last May:

«The establishment of a unified health
system must agree with the functional point
of view, and may integrate the preventive
and curative aspects, as well as those of
health rehabilitation. In accordance with
the institutional points of view all health
services should be considered as a whole,
and thus be subjected to common plans and
policies. Their administration should be
coordinated, thoudh, of course, there must
exist a difference betwgen them as a result
of the origin and organization of those
structures, institutions and servicesy.

it will be convenient to remind, though very
briefly, that our rulers, since remote days, have
always been maily interested both in preven-
tive measures and in assuring medical assis-
tance to the population of small crowded pia-
ces. Big cities were expected to have better
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health conditions, in spite of not being good
enough.

Professor Ricardo Jorge, the patron of this
Institute said about municipal doctors on the
report that preceded the General Legislation
of the health and welfare services, and which
was issued on December 24 th 1901, that:

gBesides providing for medical and sur-
gical assistance in his council, the muni-
cipal doctor has sanitary duties to perform
which are closely connected with his clini-
cal practice and his allocated area., These
duties are stipulated and, at the same time,
the ruling principles of this secular insti-
tution of medical parties, so characteristi-
cally Portuguese, are reintroduced.»

And twenty-five years later, on the re-

port of the Decree n.? 12,477 in october
12 th 1966 he wrote:

«The medical entity of the municipal
party is the object of improvements that

have been claimed since long.»

The deficiencies of the system, are well
known but it is also tfrue that at least and
through it we were sure of medical permanent
assistance in the rural centres, while nowadays
we can hardly find one.

During long years [ was responsible for
the direction of the health services in the dis-
fricts of Oporto and Coimbra, so allow me to
take the opportunity of reminding you of the
beneficial influence and action of almost all
the assistant medical officers of health in the
last decades. They always performed their du-
ties efficiently, in spite of working under very
difficult conditions. It is enough to say that
undoubtedly they are responsible for the great
sucgess of the National Vaccination Program in
1966-87.

"| think it is my duty to say these words and
now | shall try to point out, though very briefly,
the means we have at our disposition, regarding
the coverage of the population.

The Minister of Health, said during the
inauguration of Pévoa de Varzim Healih Centre,
last September 22th, that 14 district health
centres and 103 municipal health centres had
already been created and were already working,
and that at the present 2 more of the former
and 356. of the latter ones were expected to
to start working very scon. And he added that:

eMost .of the others were waiting the
accomplishment of essential work, according
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to a common program established for the
health centres, the medical-social insurance
unities and municipal hospitals, in a global
prospect which is implicit in the new health
policiesy.

During this period of installation, the new
centres, with few exceptions, were not yet able
to develop such a rhythm of work that could
assure an effective, justified and indispensable
efficiency.

On the other hand, in order to give an idea
of the development of the medical-social insu-
rance unities, we may mention some elements
of the volume «Health Statisticss concerning
last year (1972). In fact, In services where
there is no hospitalization, from a total of 6,803
doctors, 5,753 doctors carry out their duties
in the insurance unities. Also in addition to
the 247 health posts and dispensaries depen-
ding upen the government where 1 076 nursing
professionals are working we should also refer
1,533 insurance posts having 2,693 nursing
professionals.

A special reference must be made to the
implementation and great expansion:or the me-
dical-social insurance services, which attained
the large number of 14,115,179 general and
specialized consultations.

| think, however, that this is the right mo-
ment for a more qualified evaluation of the actl-
vities, of the health centres and of the Medical
Social Insurance unities, to ohtain a betier
profit from their, human and financial resources
available.

| shall also point out that the directors of
some local corporation organizations do not
possess the necessary qualifications for ‘the
adminlstration of services with the peculiar and
responsible characteristics which are demanded
by the efficient medical social action.

In relation to the hospital sector, the situa-
tion has been well defined and it does not
matter if | refer to it again, considering the
amount of elements available and the adequate
considerations of the Health Secretary of State,
when of the assignement of Dr. Mario Margques
as General Director of the Hospitals, last
June 8th.

| shall only emphasize the reference made
to the external consultations of the hdspﬁa!s
in his communication:

#Regarding the ambulatory sector, the
numiber of consultations, must be Implé-
mented having In mind the coverage of



the population of the service area, benefiting
or not of the social Insurance: the same
must be said about the complementary
means of diagnosis and treatment, namely
the laboratory analysis and X Rays, which
should also provide support needed by the
preventive medicine, as well as by the
practice of public heaith in the health
centres.»

To the exactnass of these principles we have
to add a more advanced orientation, so that
the external consultations, could be modified
specially in the central hospitals, whenever the
services are intended to study the patients
whose diagnosis is of great responsibility and
complexity. So, these hospitals may inclusively
collaborate with the private clinics, so that
everybody may receive the benefits of a spe-
cialized structure, having qualified technigques
and disposing of complete auxiliary means of
diagnosis and treatment.

Besides these three main sectors referred,
it is important to mention the private health and
insurance institutions, specially the traditional
Charity Houses {Misericérdias) that play an
important rele, at all levals — municipal, dis-
trict and central — In the hospital activities,
not to mention any other social activities.

In the last years some private initiatives
have been developing their own structure and
following an ordered system of work, very
different from the one of the health institutions,
sither of the government or of the Social Wel-
fare. So, they constitute another strong element
of the dispersion of their available means. | shall
mention, among many others:

— Medical Assistance for the Civil Servants

— Social services of the ministries having
special schemes for medical care

— Public Agencies for the Social Welfare

— Social Welfare Autonomous Organiza-
tions

This progressive and increasing establish-
ment of schemes and services demands a quick
implementation of the health policies. They have
just been defined in the 1+ article of the Decree
ne 413/71, to which the Health Secretary of
State, Dr. Jorge Santos, alluded in his commu-
nication, in May, and which | have already
mentioned, that | will quote:

«We recognize that it is useful to pre-
sent fegal solutions integrated in a co-ordi-

nated plan regarding the public or semi-
-private health services, as well as medical
and social welfare services. The hint to
such a solution will be found in the good
performance of the duties of the co-ordina-
tive councils and of the consultive and
informative services, at a local and district
level. ‘

But we also recognize that now is the
time to overcome such a situation, by en-
tering upon a new phase of real institutio-
nalization of the competence for the unitary
plan of the health services. This plan is to
be made by a single department, having
a mixed personnel structure and national
ambit, and working under the Health Mi-
nistry.»

This orientation was once more reaffirmed
in the communication of June Bth that | already
referred to, in the following terms:

«The ideal institutionalized solution
should be considered more important and
urgent than this organization which we
may call informal. It should be, of course,
both the integrator and the unifier, but, at
the same time, with the convenient protec-
tion and respect for the specified c¢haracte-
ristics and differentiations that are a result
of the origin, propriety and structural nature
of the entities, institutions and services
which will be included in the new systemy.

Once the principles are settled and legally
confirmed how can such a dificult task be put
into practice, and how can it be continued and
accomplished?

It seems to me that the solution that was
at first foreseen could be schematically carried
out in this way: orientation and general plan-
ning by the Health Ministry, sanitary authorities
at a municipal or a district level, helped by
local councils and co-ordinative commissions,
and, besides, «a system of methods of work,
named health unity {article 50th, item F} of the
Decree n.2 413/71. Since the fulerum of this
unit is the health centre, it will have to join
the activities of this institution and those of
the services which have not been integrated info
this systemy.

The success of the future structure will
depend, in my opinion, of the personnel struc-

ture, the competence and the attributions of the
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«health unityr which will be defined and con-
cretized {converted Into a real fact). It will
be indispensable, however, that the directors
and all those who carry cut health plans should
truly and entirely devote themselves to the ex-
traordinary work they are going to accomplish. It
is absolutely necessary to create a hew mentality
s0 as to assure a complete sysiem of medical
care in order to guarantee the coverage of the
population.
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As far as health is concerned, it is neces-
sary to have in mind that authority should
never be imposed, It is preferable to try that
people will accept the reforming principles and
the indispensable collaboration and support for
a true and perfect connection of all the sectors.
Adhesion should be given in a clear and
conscious way, since it is the health of the
Portuguese people the best of all riches — that
must be defended.



1.1.2 HEALTH CARE UNDER SOCIAL INSURANCE SYSTEMS

1. «Whole covering» and «bit covering»
systems — an opposition between
two broad kinds of health-services
organizations

Among many suggestions stired up by this
first itemn we take now, we must point out the
opposition between healt-services organizations
looking for «whole covering» and othaer ones
whose guidelines or realities provide nothing
better than «bit covering». {')

| said gopposition», not ¢alternatives, be-
cause it is not a question of equal manners one
choose for reasons of personal tendencies or
occasional political quarrel. The relative megit
of each one of those systems forces us to
adopt «whole covering» organizations. At first,
it must be so for reasons of health politics and
technique, some of them already related in
this same meeting: moreover, ¢or may be just
because we have nowadays available knoweedgs
compelling to that conclusion, one can seize
an historical trend in the aforesaid way. Either
daring or under endurance often suffered by

(') By swhole covering= we mean «widest health cares
under a double sense: first, it implies teking care of
evetybody's health without distinction for reasons of group
appartainance; secondly, it must include all sorts of care
that people in each case need accordingly to health techni-
cal criteria. By «bil covering- we mean sfrequentary me-
dical cares, either because there are several organiza-
tions each one only for some social proup or because care
is provided in each case merely on a specific health coin.

Pedro M. Barbosa

innovation, the tone is that health-services reor-
ganizations actually disclose this fundamental
tendency: otherwise, it deals with an evolution
based on studies concerning health politics and
administration, carried on in some countries
as well as by international bodies, whose con-
clusions prove that basic deficiencies of the pre-
sent health care cannot be solved but with
whole covering organizations, which reveal
themselves coeherent, well established, appro-
priated to all health needs, like only gunified
systems» come to be {%}.

2. Basic guidelines of 71's reorganiza-
tion of health-services

The important iegislation from 1971, by
which we tried 1o find ways to promote a modern
health in one country was just founded in this
same principles.

Without repeating what by the way all of
us could already hear of, | add some essential
ideas, Insisting on four masterpoints to which
we devoted our renovation:

1st In the ideological range, the aim was
to ensure the right to health understood
as a general and universal right.

(2) To have a »unified system» means that in a
country there is a unigue organization appofnted to take
health care of the whole community and to carry on this
task in the wide technical sense above mentioned.
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2nd Technically, the way of integrated
health care, was selected meaning widest
care attained by puiting in due segquences
the participation each ground or branch of
services is asked for.

3rd About functioning methods, means
of useful work were raized, bringing up
multidisciplinary teams aware of knowledge
and methods ppropriated to the present stage
of health administration and reported about
realities dealing with their action.

4th Thus, the framework of services
was a unified system composed of a whole
of services (designed to research, planning,
directorate and co-ordination, technical sup-
port — e.g. laboratories — executive of in-
tegrated activities); besides, these services
ware arranged on a chain accerding to the
sequence of participations, complementing
one anather, which is necessary fo the
health care pattern we were trying to make
real,

3. Medical services in Portuguese So-
cial Welfare face to face with the
aims of a new health policy (an in-
troduction to the following analysis)

it is not necessary to undertake a deep
analysis to come to the conclusion that medical
care under Social Welfare pattern is far from
performing the aforesaid aims. As we can
verify, in Social Welfare services:

1st The right to health s not ensured
neither as universal nor generally;

2nd The method consisting of integrated
activities is not pursued (what we can unfold
hy saying that neither actions are «integra-
teds nor truly chealth carey is provided
like it must be understood); otherwise, if
there is no integral services chain, and out
of another system with this kind of services
sequence available, it is, too, definitely not
possible to reach the sequence of care
interventions we are claiming for;

3rd It seems not feasible to carry out
the aims neither of counting on multidisci-
plinary teams nor duties required by health
labour in waht congerns learning and re-
porting:

4th At last, that Social Welfare services
still exist gives a fact which is in itself
incompatible with the conception of a Uni-
fied Health System.
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4. First analysis factor: the right to
health

The right to health is an acquisition of
civilization and, as a principle, nobody disagreses
on this matter.

Unlike what some thought — due, perhaps,
to their lack of deep reflexion or their want of
aequaintance with studies on law — there is
in our Constitution no expression by which we
could consider this right enough sanctioned.
Seeing that, among us, constitutional Ilaw
doesn’t surpass the value of other laws but
in formal dignity, and as better than a simple-
-minded statement of ideals seems, about con-
creta results, to set up means — either legal
texts or under other forms — allowing right’s
effectiveness, from my point of view much more
important than prescrihing this right in the
Constitution would no doubt be to face other
rules able to ensure that it could become pra-
tically existing. In a certain way the opportunity
failed to do so on the occasion of 71's reform
legislation, but | dare say it will take place on
the development that the reform arouses, spe-
cially in a wide health law revision. Neverthe-
less, some important proceeding in the desired
direction were attained through rules which
organized services and ruled professions of
the health branch.

Passing from the level of principles state-
ment to the executive means, we face some
diversity of undestandings, and then of prac-
tical measures; — everybody admits without
hesitation the right to health when in abstract:
how is, however, this right in concrete, what
contents is it given, what an extent, how and
how far is it thought and what solutions have we
for its involvements, what means have been
mobilized in order to give this right effecti-
veness? The answers to these questions —
maybe even to other similar ones show a great
deai of wvery different alternatives we must
discern. Short ago, | expressed the hope that
full and clear solution could be met for these
points; | add now that practical achievements,
and therefore results attainment, depend on the
kind of answer one chogses for them.

We shall see that these reflections are
connected with the problem under study, 1. e.,
comparison between values of Social Welfare
medical care and patterns of the whole covering
system we aim to and so, validity of the farmer
now that law ordered the latter.

It can be caught in legal texts and in official
explanations delivered on the occasion of their



issua that 771°s reform endeaveured the right
to health as an universal and general right.

To be universal means that every citizen is
entitled to this right — in other words: that ‘its
practical results are to be addressed to everyone
—-what, with some little explanation, implies
that distinctions in attendance are not lawfufl
but when proceeding from the exact personal
case of recipients taken this sitvation under
the technical criteria which guide health organi-
zation's activities. (Thus, according to the health
idea as usually adopted, in what we said re-
mains implicit that attention must be paid to
individual characteristics as well as to condi-
tions of seccial insert and of environment, both
calling all the aspects with importance in the
specific case which motivates services inter-
vention}. Any distinction which is not derived
from these eriteria becomes an unequality com-
pletely unacceptable and, if it occurs, the right
to health is either failing or one is breaking
its universal character. '

How is medical care by Social Welfare
connected with this at first ringht merely theo-
retical reasoning?

The Portuguese Social Welfare is a way
to accomplish the aimis usually entrusted to
Social Security. Discussions are frequent on
the right meaning of these two terms and on
other related ones, but, within our purpose
in this moment, it is enough to start from the
idea that Social Security exists te warrant, by
one way or another, the so-called social right
{among which the right to health appears);
furthermoare, to know that three procedures were
called to fulfil those aims — Public Assistance,
Social Insurance and Public Health Organizstion
— being possible to find in this exact order
of enumeration an historical evolution, at least
showing a trend {assertion that, for the mo-
ment, | |limit to the right to health, which, | add,
gets more and more increassed value as it
comes from the first of those procedures to the
second and thereafter from the second to third).

The three above-mentioned systems are
usuvally distinguished on a double standpoint:
— by mentioning characteristics concerning the
constitution duties and, on the other hand,
by refering conditions of the right to receive
care {let us mention by tha way that someatimes
there is a misleading between what is truly
essential and what are no more than equal
alternative forms to be freely choosen).

In what concerns the right, public assistance
doesn't warrant it (as under this method atten-
dance depends on voluntary initiative sprouting

from compassion or charity}; or even if recogni-
zed to a small extent, it is not recognized as
universal fsince the economic case — even
the sociel position — of individuals decides of
individuals decides of attendance).

Obviously, this system doesnt obstruct
madical care delivery — even as content of a
right — through other means for other economic
or social classes, so that one could be led to
argue that, as there is assistance for a group
but side by side with it other systems devoted
to each one of the remaining groups, then the
whole population will be covered by the entire
collection of institutions existing in the country.
However, it is easy to reveal the fallacy invol-
ved in this reasoning: to be universal the right
must be equal for everyone and, in the assump-
tion, what one would be ensuring would by no
means be ghealth aqual for evnryone «buty health
for groups» {being, morever, probable, as we
shall see, that it is not even thealth care» but
merely «medical carep for groups).

Poor law, in England, gave an exemple of
the systermn; medical care in Portuguese medical
institutions of public assistance (now being
converted to the patterns of the new legislation)
gives another one.

Even about right, social insurance, as the
term suggests, is based on a scheme of contra-
balanced payment — apaid premium covered
risky.

Social . security afforded an obvious im-
provement in view of public assistance and was
established in England in order to historical
evolution and not only to be nothing but one
more social institution; in Portugal it gave a
solution which, due to its basic principles, be-
came no doubt better than public assistance and
made possible to enhance gradually care {un-
derstood here as a certain kind of medical care)
side by side with the growing enlargement of
the groups served.

Nevertheless, even with this procedure re-
main the characteristics of assistance concer-
ning the universality of the right to health:
— here again, we can see wmedicine for a
group» — the group being supposed the nume-
rous and having tendency to coincide with the
whole population in working countries, but even
so remaining a differentiated group which cannot
remove the need of thinking over the other ones.

The third procedure — Public Health Ser-
vice -— gives the very performance of the
exact right to health. Public service is bound for
everybody; the «group» corresponds hera to the
whole community, as the word epublicy» sug-
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gests itself; the right to health is no more under
any conditions and delivery, in order to its
concrets being in each specific situation, is
determined only by reasons according to techni-
cal criteria on health care delivery.

Further still: as we shall see, with the aid
of a certain framework, public service model
offers the possibility of truly promoting «health
for everyonex instead of emedicine for groups».

Summing up, let us say with an unigque
expression that, under this model, one can
expect health for the whole community, for
which we are aiming nowadays.

It woul be now oportune to take the other
aspect initially pointed out; — the duty.

Distinguishing the three aforesaid proce-
dures it is usual to start from this verification:
— assistance systems live either on private
payments made for other people or on public
funds, or even on both kinds of means together;
social insurance is paid by the very insured
{said «beneficiario» {*}) either by himself or by
another who takes his place of payer, and for
himself or for another who takes his place of
services utilizer; public service is supported by
taxes according to criteria followed by fiscal
justice.

It was thinking on such a kind of distinctions
that | dropped a hint saying that sometimes we
fall in mistake confounding essence with acci-
dents. Financing forms, allotment of responsi-
bilities on maintenence of the system one
adopts, have neither absolut nor unvarying
implications on the nature of the syslem in
itself. Surely It will be interesting to discuss
this matter. Postponing it to be taken again this
afternoon, | put only forward that / dont reject
a public heaith system financed with the aid
of a procedure basically inspired on the finan-
cial scheme of Social welfare.

Portuguese Social Welfare assumes the
model «social insurance», dotted with some
marks of assistance system (what— it may be
said by the way — elucidates the reason why
there is still some resistance to adopt the word
asegurador (**) and persisting on e¢benecia-
rior {*"*), so resulting depreciated the right to
health as well as, otherwise, other rights that
social security must ensure}.

[*) «Bensficidrlo» means, in Portuguese, one who can
take profit of a benefit given undar beneficence’s purpose.

(**) »Segurado= means, in Portuguese, one who is
covered by the Social Insurance.

(***) As we already wrote, «bencficiario» is a word
related with beneficence.
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This assertion offers a basis to svaluate
the merit of that system in what concerns the
universality of the right to health: — even when
the insured groups become more and more
enlarged (as especially recently they have been)
it is the logic of the system itself to frustrate the
aim of universality, what in my conception
seems to be important not for devotion to aca-
demic strictness but because of practical rever-
berations that this perspective reflecis on effec-
tive conditions of health delivery.

Released with the attribute of universality
— to which we paid attention — appears the
generality of the right to heaith.

To be gereral means that, in what concerns
the content of health delivery, we cannot agree
to restrictions but those explained by the techni-
cal appreciation of the cases which motivate
services intervention.

It will easily be admitted that criterion ex-
pressed by the idea of acovered risks cannot
satisfy the objectives of health care generalized
delivery as it must he faced to ceincide with
values actually peremptory in this field. The
explonation we heard hefore about the method
which can guarantee that aim exempts us from
a long commentary in this moment. Meanwhile,
wa can repeat the frame of the argument we
used about the universality of the right; we
shall then say that, even when the risks are
covered with an always growing enlargement
{as, too, recently, can be seen);the logic of the
system itself is opposed to the generality of
the right to health.

No covering, made by amounting, of each
one of the possible risks would be able to
pursue the reguirements valid to define a cor-
rect ¢generality».

5. Second factor to analysis: — inte-
grated health care delivery

The concept | employed could, in fact, be
expressed by another — gintegrated health care
delivery» where the idea of gintegrated delivery»
refers to a technical model of action which
is not possible to put into effect through the
procedure of apgregating differentiated inter-
ventions, running parallel with each one cf the
risks covered, and where the idea of thealth
carer» involves a type of intervention which is
not compatible with rough models of answer
to disease», not even with prevention under
classic terms (assertion to be made because one
could perhaps oppose that there are texts of law



which entrust to «Servicos Médico-Sociais da
Previdéncia» () some competence exceeding
the rough answer to disease, which is right but,
in my conception, does not ovestep a fashion
plate of preventive health from the past now
rajected by modern public health administra-
tion).

So | called at one inadequacy more of those
at the beginning atributed to health delivery un-
der Portuguese Social Welfare: — more than
not to ensure an universal and general right to
health, Social Welfare method can never make
possible an integrated health care delivery as
it must be undestood and pursued.

I think that this question takes, in the matter
to which we shall devote the afternoon, prin-
cipal relevance. ft js, in fact, a certain, and
well defined, type of health care what must be
furthered in order to attain the useful results
health policy aims at; so, it will be & system
able to facilitate that kind of intervention that
we must elect to make real health policy.

Besides, { insist that only with a complete
chain ot well co-ordinated services, will it be
possible to line up a functional sequence of
interventions, which gives the key of the very
integrated health care delivery.

6. Third factor to analysis: — pressup-
positions about research, learning,
multidisciplinary work

It comes to the purpose to consider one of
the last points that by the ennunciation | am
compelled to take: | mean a certain number of
conditions of labour efficient because served
by teams enlighted and enough learned.

We already heard to point out the necessity,
to pursue an efficient health, of counting on a
certain number of pressup positions about re-
search, permanent learning and labour methods
{being also necessary to take each one of these
factors under several standpoints — political,
administrative, technical).

Actually, it is impossible to reach valid
resuits in health if we dont start from the
research of needs to satisfy, if there is no
scientific treatment of information caught by
this way, if conclusions so obtained are not
applied to the purposes of permanent learning
of the professionals called together to labour
in this field, if it is not assured that in this

(*) Medical orpanization of Social Welfare.

work different qualifications and if these indi-
vidual competences are not rearranged with the
spirit of acting in multidisciplinary feams.

What happens in this moment has given
an exemple about this purpose: that physicians,
devoted either on university’s careers, or on
research on Health, or on direct carrying out
of several kinds as services, engineers dedicated
to implications of their competence in the health
field — implications which are claiming every-
day more for our attention — experts on social
matters, directors, burists devoted to one branch
or another from those by which the preocupa-
tions of this field unfold, students, converge in
calm reflexion about the destiny of Health in
Portugal —-is here a fact which reflects a
metrod of labour and an willingly predispo-
sition which would be unbelievable before the
foundations appeared with the 71’s reform, as
it seems only possible in the frame of a system
of services unique and complete (where, for
example, can take place such an institution like
this which at this moment welcomes us).

We may analyse to what an extent and how,
such pressupositions have been accomplished,
or can be fulfilled, in the sphere of action of
Social Welfore. A comment seems, in every
case, pertinent: if in that ambit were developped,
to desirable limits, the conditions we have
meantioned, and if would be added the re-
maining ones indispensable to assure a whole
covering by the means of an adequate system,
then what would so be established would not
be, in short, an Health System — like we aim
at— even under the cloak of appartenaince
to Social Welfare Organization? And, being so,
reasons of specialization and work alloment
— if not, moreover, the very nature of the
ingtitution by that way born — should not com-
pell, clearly, to the sel-government of such a
system which would be perfectly defined and
differenciated?

7. Last point of analysis: incompatibi-
lity of systems

It is the logical strengt of the essential idea
of an Health System which explains itself that
the proceeding of health delivery by Social
Welfare draws an incompatibility whith this
system and, therefore, that it creates an ana-
chronism befween this institution and those
created by 71's reform at the implementation of
which we are looking now.
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The Health we want needs an Unified Sys-
tem carrying out whole covering, idea in which
are included: the universality and the generality
of the right to health, ensured in due form:
the proceeding of integrated delivery of health
care, undersstood accordingly to present techni-
cal conception: availability of multidisciplinary
teams, under permanent learning and guidance
on methods: presupositions of basic enquiry,
taken in a sclentific way: research on health
needs and choice of such a model of services
that can be able to satisfy the verified needs
{being this last aspect one in which the neces-
sity of a Unified System, is clearly pointed out
as that kind of system Is the only one to make
possible the fulfilment of this condition).

The Health we have had does not satisfy
these characteristics and we find that Social
Welfare System, which in part has carryed out
health is against those conditions in essencial
aspects.

8. Sketching integration of services in
a Unified System

Let it be said that | am not leaving out a
certain number of factors which show a posi-
tive sign in the direction | extol. Beyond the
purposes present in joining two portfolios in
a single minister {on what too much has been
insisted and about what | mantain the hope
of seeing practical results concerning the
matter under study), it would be oopriune to
emphasize, above all: the so called «Acor-
dos» {*) between Social Welfare and public
services on Health: the wuniformization, that
seems to be recently adopted, of the statute of

(*) Agreements,
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Social welfare professionals and health carrers:
and, mainly, the project, about which we already
heard, of adding to 71's legislation a faw
designed to. integrate medical services of Social
Welfare in Healfth Ministry,

We have there themes on which | shall in
this moment put on nothing more, but | think
that it will be useful to analyse this afternoon,
in order to think over some shortcoming in
what, even so, from my standpoint these sket-
ches fall, and so clarify, besides that, the
reasons why they may be, till a certain point,
be considered positive.

9. The essential question

In every case, the essential guestion remains
there: — the coexistence of systems (health
and social welfare) which brings into focus a
missing synchronization, easy to eliminate now,
redounding in financial damage and functional
embarassment, but can, as | believe, be solved
thinking on the distinction between financial
allowance and direct services delivery (the
former remaining on. charge of Social Welfare
and the latter being assigned to heafth unified
system).

Thus, it certainly seems opportune the pro-
posal made to us of reflecting on the opposition
{which — | repeat— in order to actieve as
| began — is not alternative) between models
of health systems. 1 think that is gambled there
the destiny of health in Portugal. As the essen-
tial option was already made by 71's reform,
the courage to choose this future may be called,
perhaps, nothing more than intention of keep
the law’ word — what, in my conception, that |
suggest to analyse together, advises a revision
of social welfare system, guided by the prin-
ciples broached in this introductory note.



1.2 HEALTH CARE ORGANIZATION
COMMENTS ABOUT A BRASILIAN HEALTH EXPERIMENT

1. Introducgao

1.1 — General Concepts

During man’'s biological cycle from birth
to death, he suffers continuos aggressions of
his habitat.

Though these aggressions vary according
to the level of environmental development.

So, it can be said that the health is di-
rectly connected to the standard of living of
the population. Their problems vary according
to the socio-economic, educational, climatic
and demographic conditions.

By this way, in spite of the biological simi-
larity that makes everybody potentially sus-
ceptible to the same diseases or capable of
benefiting of the same prophylatic anc tera-
peutic measures, one verifyes that in practice
the morbidity, mertality and their causes are
different depending on the level of development
of .the countries wherever peaple live, - -

Truly, every gecgraphic region, every type
of society and every economic group has his
peculiar medical needs. This fact determines
that the control of sickness in tropical regions,
for instance, has different aspects and diffe-
rent practical problems from those common
to other areas; the same happens between the

Francisco de Paula da Rocha Lagoa

rural areas, agriculturai in nature, and indus-
trial urban centers.

The infectious diseases, deficiency disea-
ses and even the degenerative processes are
in some way or other strictly related to the
economic situation. The undernourishment, for
example, is responsible for a lot of healthy pro-
blems, and it is one of the faciors that most
contributes to high child mortality always pre-
sent in underdeveloped countries or those in
development. 't conditions the decrease of the
resistance to the infectious diseases specially
the gastroenteritis, the main cause of children’s
death.

In developing countries the miost important
diseases are parasitism and deficiency disea-
ses, for which the population pay an heavy
tribute.

Since Winslow has been pointed out, that
the poverty and the disease make a vicious
circle epeople get sick because they are poor,
and they continue poor because they are sick
and they continue sick because they are poors.

The distribution of the right to live is even
more unjust. The natural tendency has been
to measure health and well being in ferms of
higher or lower human productivity, or by the
expenses with medical care to reintegrate him
on his social environment. Only now, the atten-
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tion has been turned to measure the health in
function of enterprises, that lead to the use
of natural resources or the utilization of tech-
nigues capable of reduecing the risks of the
habitat.

It is now being recognized the importance
of the harmony between health and socio-
-economic objectives and can be enhanced by
the measures of public health, though in essen-
ce they are measures on which the human ca-
pital constitutes the main element. Conseguen-
tly, the global plans of development include
healthy programmes. The basic sanitary pro-
phylatic and curative measures are the crucial
point in any developing project from the prein-
vaestment phase on, and are formulated with
much flexibility to allow the necessary adapta-
tions to work's advancement and the consoli-
dation of the programmes.

The experience on this multidisciplinary
form is still very limited even in countries
considered developed. Meanwhile, there are
perspectives, considering the importance of
their objectives, that they will rapidly spread
and increase.

It has to be taken into account, by the
light of the facts and by what the observations
confirm, that the fight against misery and
disease will only succeed if conducted as a
global enterprise and if it could count on the
active participation of those who have the
suitable knowledge to be used in sanitary edu-
cation. Thus, must be promoted a tenacious,
continuous and permanent work to assure the
basic education and by this way to change
the attitude and population’s ideas to best use
the benefits offered by the health services.
That is the way for the population to be able
to avoid many of the evils that reach people
or to resist them, while we racionalize the
application of resources to reduce and control
these negative elements. That is the way, | in-
sist, and only this will place people in a posi-
tion to escape the agpgressions, or to oppose
themn until we have at our dispositions the
weapons that we can use to eliminate them at
once, and once for all. And that is really the
big basic difference between people of deve-
loped countries and in developing ones.

We have assisted to the extraordinary in-
crease of world population. To an increase
of 600 millions of persons, from 1680 on,
were needed two hundred years.

Meanwhile, from 1930 to 1975, in only
45 years the world population will have dupli-
cated from 2 billions to 4 billions.
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That edemographic explosion» characteris-
tic of the dynamlics of the population in deve-
loping countries, though contrary to what it
seems, is the result of the progress obtained
from the reduction of general mortality and
not from the increase of birth rate, which has
heen kept practically unalterable in these coun-
tries.

In the other countries considered develo-
ped, besides the reduction of mortality, the
birth rate diminished progressively, to the
actual rate of 12 to 20 per 1,000 thousand of
inhabitants, half or even less of recorded hirth
rates in areas that are fighting for the deve-
lopment, where the child mortality rate is,
characteristicaly very big because of the higher
incidence of infectious diseases. This situa-
tion is one the most serious challenges that the
world will have to face in the next 25 years.
Some poeople for scientific or religious convic-
tions do not accept any deliberate interference
in the structure and size of the population.
Somebody also believe to be urgent to reduce
the rate of this increase so that it will grow
at the same speed as the resources. There are
also those that do not see any antagonism
between ‘the population growth and the deve-
lopment, believing that the science, the techno-
logy and the economy can find the solution
to any sort of problems.

In the first World Health Assembly the
governments decided, in pringiple, to base the
general policy of work on the respect for peo-
ple’s opinion, without compulsion or any other
influence, considering private to evary couple
to determine the number of dascendents. But
every family, must have the right to be well
informed to make this decision, and it will be
necassary to intensify the parents’ education
and general education. The paternity should
be absolutely conscious of the rights and res-
ponsabilities assumed.

1.2 General Guidelines on Health Services
Organization

The modern states have the duty of preser-
ving their population health. But, only in the
sacond half of the twentieth century the public
health services and environmental services
such as the potable water supply sewerage
system, garbage removal and the cleaning of
urban centers were increased. In the twentieth
century were initiated the public services for



personal medical assistance till then exercised
privately or only by charitable means.

In our days, in developed countries, the
individual medicine acquired importance mainly
through medical insurance.

Although in countries considered develo-
ped or in development there is yet the neces-
sity of a slowly improvement of individual
assistance services.

Thus, every country to develop the organi-
zation of the public health services, must,
first, make a strategic survey of the real sani-
tary situation, and only after that should be
created a system of health care to protect
their people, because people constitute the
biggesi capital.

It is admitied that 4 main obstacles are
difficulting the improvement of the sanitary
conditions.

1 — People’s insufficient preparation to
assume the responsability for their own health
as well as somebody’s health, shows that it
is necessary to emphasize the need of basic
sanitation — such as water-supply and of sewer
facilities fo improve man’s environmental con-
ditions helping his best adaptation to the
habitat.

2 — The comunicable diseases can be avoi-
ded by vaccination and good hygienic habits.

3 — The shortage of health manpower,
meaning specialized personnel, physicians, me-
dical technologists, is found mainly on less
protected areas.

4 — The scarcity of financial resources to
support the tremendous needs demanded by
health problems, since the modern technology
is very expensive.

Such difficulties are the main obstacles
to improve health programme in underdevelo-
ping countries.

Thus, at the present is accepted that the
denominated basic measures are necessary to
cope with all situations and without them Is
not possible to conceive the existence of mi-
nimal conditions for the preservation of health,
Besides these measures we have to consider
the existence of a sanitary unit network of dif-
ferent sizes distributed according to the needs
of the areas to be served, as well as regional
and central laboratories to support the epida-
miological works under. the direction of the
NATIONAL INSTITUT OF HEALTH.

The couniries with serious problems of
communicable diseases and dangercus ende-
mic diseases need in. their organization of an
offensive system to attack them, and capable

of making efficient campaigns against mass
diseases affecting the communities. It is also
indispensable to have an hospital network
with the function to attend all needs.

2. Health policy

Therefore when a government establishes
his health policy must estimate the real con-
ditions available in the country, to be paid
attention to the most pressing needs, considering
its financial and specialized human resources.

Brasil is a country with an area superior
to 8 millions and five hundred square kilome-
tres, and, in spite of its economic potencial,
possesses a diversity of areas: some develo-
ped, some developing, and some others under-
developed, so its sanitary programmes must
necessarily be adjusted to this reality.

The brasilian population Is mainly concen-
trated in the rural areas, though at the moment
there is a tendency to change the situation
since the population is increasing in the urban
centers. :

The distribution of the population through
the physiological areas has its own' peculiar
aspects influenced by the heterogeneity of the
environment.

The public health problems already com-
plexes, in themseives, and due to the deve-
loping condition of the country, inciude high
coefficient of child mortality, endemic disea-
ses with the occurrence of some mass disea-
ses, and undernourishment in regions lass de-
veloped.

The demographic aspect of Brasil presents
in certain regions low population purchasing
power, and its characteristics are:

a} — high rate of growth;

b) — decreasing curve of general mortality;

¢) — high birth rate;

d} — in the structure of. brasilian popula-
tion the youth is predominant:

e) — high concentration of the population
in great urban centers.

Naturally these facts compel us to a special
strategy for the HEALTH POLICY progress,
considering mainly the prophylactic medicine.

2.1 Brasilian Health Services Organization
Thus, when heading the BRASILIAN K MI-

NISTRY . OF HEALTH we established the
HEALTH POLICY based on the following:
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a} — intensification of communicable di-
seases’ fight;
b) — improvement of the protection and

recuperation health system, fo increase the
medical assistance;

¢) ~— expansion of the health local units
network;

d) — expansion of measures looking for-
ward to a better child protection;

a) — development of scientific research on
individual and collective health;

f) — increment of basic sanitation aiming

at the enlargement of water-supply, and sewer .

systems, to avoid water-born diseases;

a) — organization of Educational Sanitary
Campaigns aiming at a better Individual educa-
tion towards certain illnesses:

i} — special care with the selection, pre-
paration and improvement of health human
resources.

To carry out this POLICY the BRASILIAN
MINISTRY OF HEALTH compelled us to a
complete change of the structure (Decree
n.g 66 623 on May 22, 1970}. The undertaken
reform placed several organisms under unified
direction giving them more simplicity and
exscutive efficiency. Two SECRETARIATES
were created, the PUBLIC HEALTH for collec-
tive medicine and the MEDICAL ASSISTANCE
for individual medicine; the «FOUNDATION,
OSWALDO CRUZ INSTITUTE», for sclentific
reseach, preparation of specialized human re-
sourges, and preparation of drugs to be used
by other ministerial services, and finally the
PUBLIC HEALTH SERVICES FOUNDATION
with suppletive functions to the other two
SECRETARIATES, and acting mainly on spe-
ciatly health activities as on the TRANSAMA-
ZONIC road. Assisting these services there is
the ADMINISTRATIVE DEPARTMENT, and all
the services depend on the planning of a GE-

NERAL SECRETARIATE under the direction of

the Minister of Health, .

All the services fighting several endemic
diseases were unified under the denomination
of CAMPAIGNS SUPERITENDENCE, charged
to carry out programmes against mass disea-
ses. Another organism the DEPARTEMENT OF
PREVENTION AND CONTROL OF DISEASES
with several divisions, among them, the SA-
NITARY ENGINEERING which looked after the
environmental programmes, providing for water-
-supply and polution control; and SANITARY
EDUCATION, for educational, epidemic and
statistical programmes, among others.
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MEDICAL ASSISTANCE SECRETARIATE in-
cludes the coordination of MATERNAL and
CHILD PROTECTION and the coordination of
MEDICAL and HOSPITAL ASSISTANCE and
the MENTAL HEALTH DIVISION which was put
in charge to organize and carry out the indivi-
dual medical programmes.

The federal system, adopted by Brasll, which
is independent of the STATES® action, consti-
tutes in reality a big obstacle to the implemen-
tation of any sanitary programme, since each
federal unit has its own-planning.

Trying to avoid this impedment, it was
suggested a basic health legislation, which
would allow the execution of more compiete
sanitary programmes, with a central planning.
The plan would be carried out by federal statal
and municipal services since the main difficulty
to the development of the NATIONAL HEALTH
POLICY it was the jack of fegislation limiting the
rasponsabilities of federal, statal and municipal
action; since these organisms many times stri-
ved paralelly or even In antagonism.

The compaigns made by the federal Go-
vernment allowed the indispensable collabora-
tion of the HEALTH SECRETARIATES on the
big preventive programmes.

In every sanitary region of the country,
wers also created HEALTH FEDERAL OFFICES,
whose leader was directly connected to the
Minister and was the permanent responsible
person in connection with the health secretaries
of the states.

The FOUNDATION, OSWALDO CRUZ INS-
TITUTE working as NATIONAL INSTITUTES
OF HEALTH was supporting all this structure
with central and regiona! laboratories network.

2.2 implementation of heaith programmes-
-campaigns against mass diseases —
Coordination — Laboratorial support

With this organization was undertaken an
extensive action programme, being given prio-
rity to smallpox eradication, obtained after the
immunization, in a short time, of 86 million of
people; and the eradication of Aedes aegipty
on Northern regions of the country, were it was
reintroduced by clandestine navigation; inten-
sification of malaria’s fight, with short and
long term programmes; increment of BASIC
SANITATION — as water-supply and sewer
systems —was made in two and half years
with the construction of almost 800 systems
for water-supply, that benefited about 6 millions



of people living in areas less developed. By
the same way, was reinitiated a great cam-
paign against some other endemic diseases
such as american trypanosomiasis (Chagas di-
sease) schistosomiasis, tuberculosis, leprosy
and worm diseases.

in the field of assistance and individual
medicine the problem was more complex, ¢on-
sidering the organization operating In Brasil

All sanitary and hospital assistance units
are not controlled by HEALTH MINISTRY. The
regional units depend upon the HEALT SECRE-
TARIATES OF THE STATES. The majority of
the hospitals belongs to the NATIONAL INS-
TITUTE OF SOCIAL INSURANCE (Instituto Na-
cional de Previdéncla Social), of the LAROR
MINISTRY or is connected to it through con-
ventions. From the SECRETARIATES OF THE
STATES are depending specialized hospitals
for: Tuberculosis, leprosy and mental diseases.
The municipal services having bigger financial
means maintain also first help hospitals and
general hospitals: the ones disposing of less
means have only ambulatory services. It still
existe a big private hospital network, which is
expanding without any central planning and
which is trying to make partial conventions
with NATIONAL INSTITUTE OF SOCIAL IN-
SURANCE, thus supplementing their economies.

Depending directly on the BRASILIAN Mi-
NISTRY OF HEALTH are: integrated health
units of the amazonic region, where the FOUN-
DATION, THE SPECIAL SERVICES FOR PUBLIC
HEALTH had been the pioneer of the introduc-
tion of some tuberculosis hospitals, leprosarium
(CURUPATTI — on GUANABARA state) and in
RIO DE JANEIRO — previous federal capital —
a big hospital complex for mental patients.

The biggest deficiency in the system for
medical assistance in Brasil is its diversifica-
tion, as well as the absence of one unique
directrix. There are insurance institutions main-
taining connected the medical assistance to
other MINISTRIES but not to the MINISTRY
OF HEALTH, as well, there are FOUNDATIONS
created to give assistance and practice medi-
cine not under federal direction, though recei-
ving big subsidies from public departments,
happening the same at statal and municipal
level.

Many of the private assistance institutions
are depending upon federai subsidies but their
programmes are not under a central planning.
The lack of standards for the hospital organi-
zation methods and the treatment systems
adopted, conduct to exaggerated costs for the

setvices offered and to the reduction of the
activities.

However it was suggested for a bétter techni-
cal efficiency and economy, that all these ser-
vicas should be under the MINISTRY OF
HEALTH, constituting a ¢SYSTEM FOR MEDI-
CAL ASSISTANCEs, but the individuality of
these organisms should be maintained, though
coordnated by a central office of the MINIS-
TRY, that would create the necessary laws to
control it, but being careful, however, to main-
tain the private initiative supported and deve-
loped according to the guidance of the system.

The coordination of the systam for medical
assistance would have as objectives to Increase
the efficiency and to amplify the extension of
the settled services, having in consideration
for that:

a} environmental characteristics
b} resources available

¢} sanitary epidemiology

d)} technology used

e} operational capacity

f) socio-cultural determinants

From brasilian experiment are standing out
two facts putting in evidence that the organisms
operating as NATIONAL INSTITUTE OF
HEALTH, can give efficient logistic support 1o
the campaigns mass diseases and about the
indispensable function of inquiring about the
problems, as wel! as the epideminlogical survays
made by regional laboratoriez and the detec-
tion of diseases of certain areas that could
prevent man’'s conquest of inhabited regions.

The smallpox eradication campaign and the
sanitary organization suggested for the settle-
ment in the region crossed by the Tranzama-
zonic road, are self-evident of the support given
by the very important scientific Institution that
plays the role of National Institute of Health.
‘This Institute takes part and evaluates the epi-
demiological surveys, tries to find solutions
for the problems and also assures the capacity
of immunization of the products used in the
prophylatic campaigns, making them or con-
trolling their potency when they are made
somewhere else.

One can also states, consequently, that the
big sanitary campaigns will succeed only, with
the logistic support of a big Institution that in
the rear assures the study of the problems and
the capacity of immunization of the products
used in mass campaigns. As an example we
have the case of the recent eradicaticn of the
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smaltlpox in Brasil, which was introduced in
century into this country and resisted all tenta-
tives for its control initated before the discovery
of Jenner's vaccine.

At the beginning of the century, we even
had an army uprising protesting against com-
pulsory vaccination introduced by a law pro-
moted by OSWALD CRUZ. In 1964 the smallpox
reached the highest level in Latin America and
in that period Brasil occupied the first place.
The higgest problem conducting to the sys-
tematic failure of all campaigns, was mainly
due to the poor quality of the vaccine used,
supplied in cappilary tubes, and to be applied
they had to be carried long distances, many
times under unfavourable conditions. In this
way the number of positive vaccinations was far
from the expected and the protection was very
low. In second place there was a need of a
large volume of vaccines available to obtain
an high index of vaccinations in each conta-
minated area. Considering that Brasil has a
very big extention and a fast annual increase
rate of population at the average annual rate
of 3.4, and that in 1960 had about 72 millions
of people, and in 1970 had already reached
95 millions, so it should reach 130 millions
in 1980. In fact, it can be seen that the rate
of growth of the brasilian population is one of
the highest in the world, and about 44 % of
the people is younger than 15 years. On the
other and, in the group from 15 to 44 years
is concentrated 42 % of the remaining populfa-
tion, which is the group of the highest fertility
or high reproductivity of the women. Therefore
it would be necessary to have always vaccines
in large quantities to make the annual vaccina-
tion of the new group of children susceptibie
of contamination.

However, for any campaign to succeed
would be needed the following three requisites:

— enough quantity of a good vaccine to
resist unfavourable temperatures;

— intensive attack in order to cover the
population of several areas of the country and
in a short period;

—and finally & phase of consolidation fo
revaccinate those not protected during the
attacking phase, and the ones coming from
the new generations as soon as they are born.

The work in Brasil was done on this bases
After the installation of the laboratorial equip-
mente, the OSWALDO CRUZ INSTITUTE star-
ted the production of antivariolic vaccine liofi-
lized, with high potency, to resist intact, to long
transportation under unfavourable conditions.
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This vaccine, when diluted at the innoculation
time is highly efficient.

Big volumes of it were made and stored
since the experience had taught, that, in spite
of all care taken, the loss of 50 % was impos-
sible of being avoided. That work had been
analysed when | was leading the OSWALDO
CRUZ INSTITUTE as Director. When, at the
end of 1969, | becams the HEALTH MINISTER
existed already the minimal conditions consi-
dered favourable to the vaccine. We then started
using the services of people whith large expe-
rience about endemic diseases, as Malaria, for
instance, to make massive immunization, cons-
tituting a small flexible and efficient army.
With the support of SANITARY PAN-AMERI-
CAN ORGANIZATION, a regional office of the
World Health Organization, we obtained the
jet-injectors needed and vehicles to carry our
vaccinatiors. An intensive psychological pre-
paration of the people was made, rising the
interest of the statal and municipal services
to participate in the compaigns which were
intensified at the beginning of 1970.

Thanks to those measures, in this year were
vaccinated about 30 millions of people and
the campaign intensively continued tifl the end
of 1971 when we reached 886 % from a total
of 90 millions of people, plus the ones vacei-
nated from the beginning of the campaign, since
1962. During that period were made 160 mil-
lions of doses of vaccines of the best quality.

The decrease and vanishing of smallpox
was immediate. In May, 1972 it was commu-
nicated to the WORLD HEALTH ORGANIZA-
TION that «for the last 5 monihs in the country
we have not had any smallpox caser and re-
cently after elapsed the minimum period of two
years, was finally declared eradicated the
smallpox in Brasil.

This example is sufficiently Illustrative
about the minimum of organization that must
exist in a sanitary service for an efficient eradi-
cation campalign of a communicable disease
in a developing country.

2.3 Medical-sanitary protection plan — Tran-
samazohic road

The second example to be pointed out from
brasilian experiment is the organization proposed
for people protection, who were going to live in
the rural villages and agricultural towns bor-
dering the TRANSAMAZONIC road. As we will
refera is self-evident the function of the inte-



grated SANITARY UNITS and regional labora-
torfes situated in strategic places, as well as
the need of indispensable relations between the
services to the public at- the front, and the
colonization nucleus with the hospital and
support services for treatment, placed in more
developed areas.

When we were concerned with man’s settle-
ment in the TRANSAMAZONIC region these
following sanitary directrixes were established
to the poles of development of the denomina-
ted NATIONAL INTEGRATION PLAN.

1 — To implement . the activities of pre-
ventive medicine to a better protection
of the population and the seitling of
the nucleus installed during the cons-
truction of the TRANSAMAZONIC
roads on Cuiaba-Santarém.

2 — To stimulate the medical assistance
to the population groups of the region
with the support of fixed or movable
specialized wunits, according to techni-
cal strandards suggested by the MI-
NISTRY OF HEALTH.

3— To develop the epidemiological and
research work on medical problems of
the Amazonic region.

To reach this goal was created the
¢«OSWALDO CRUZ OPERATION», so called in
honour of the great brasilian sanitary man, the
first to elaborate a plan to fight malaria in the
region where then it was being built the railway
Madeira-Mamoré.

In first place general rules, for health tests
{screening), and for health protection and re-
cuperation, were made to be accomplished by
the firms building the road, which would have
about 5,600 kilometres of extension, starting on
the Atlantic coast and penetrating till the Pe-
ruvian border, through the States of Para, Ama-
zohas and Acre. It was determined to use the
advanced sanitary posts, built by the construc-
tion workers of the road, for prophylaxis and
any other medical care that should be offered
to the workers and to the inhahitanis of the
colonization nucleus on the road.

In the area, that was being cleared up, wers
present several zoonosis, that could be trans-
mitted to man directly or through vector insects
or from the dejections of infected animals.
Besides poisonous animals, could be found
dermatosis caused by mushrooms or by bites
of venomous arthropoda.

From the studies made in the regional labo-
ratories, it was verified that in the areas of the
TRANSAMAZONIC road, were identified disea-
ses caused by bacteria, parasita and virus.

Among the isolated virus, the only one
pathogenic for man was the virus of jungle
yellow fever, happily this one was sensible to the
prophylaxis by vaccination. The other arbovirus
isclated, presented low human pathogeny.

Among the parasitosis were found tha
leishmaniosis, amebiasis, filariasis, american
trypanosorniasis and malaria, {with some resis-
tent forms to the drugs generally used, mainly
the ones caused by aPlasmodium falciparume},

It was alse considered the possibility of
being introduced in this region some diseases
from outside areas, which could be carried in
by the colonizers. It constituted a special func-
tion of the MINISTRY of HEALTH on the so
called National Integration Plan, to protect the
man against any possible evils existing locally,
and to avoid that man would carry to the envi-
ronment any outside diseases.

After establishing the rules of preventive
medicine as the systematic application of antia-
maril vaccine and antityphoid prevention; clea-
ning of the camping grounds, which should
never be at less than 100 metres from the
forest; the protection of the houses with special
material to avoid the entry of anopheles that
carry the malaria parasite and transmit the
disease. All the population working at the front
was under rigorous prophylatic measures every
week. It was still determined that the camping
grounds should have showers and laundries to
aveoid the population’s contact with local waters,
and should exist potable water-supply systems
and convenient removal of the dejections.

The previous selection of the people settling
in the region was staried, to avoid their con-
tamination by diseases of the virgin areas, an
individual «sanitary bulletiny was created and
medical tests were repeated every 6 weeks.

Finally, was organized a permanent alert
system for a quick identification of the diseases
not usually known and the ones unknown, that
could appear.

The regional research organism EVANDRO
CHAGAS INSTITUTE with head offices in Be-
lém (Para), is a local unit of OSWALDQ CRUZ
INSTITUTE charged to identify the refered di-
seases; for that, researchers’ teams were sent
to the interior of the areas in foccus, to attempt
the identification of the possible infectious
agents, through the capture of the carriers and
of ather small animals.
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To carry out the plan of medical assistance
were installed mixed and integrated sanitary
units movable or fixed to act in the region,
The mixed ones were of three types: Regional
unit, zonal unit and local unit and were designa-
ted to work in an area of 150 kilometres. The
mobile satellite units were also of three types:
Ground units, fluvial units and air units. Each
basic component of tha system should act in an
area of 600 kilometres, having at the center a
regional hospital connected with two zonal hos-
pitals, «one on each side, and of this connected
with twa local hospitals», constituting the base
of the mobile ground units, fluvial units and
air units.

The type of hospital chosen, was the pre-
_fabricated in three versions, having the advan-
tage of being built very quickly and not ex-
pensive.

With the described measures we iried to
assure the preservation of the sanitary stan-
dards for the success of this great enterprise,
the conquest of the amazonic jungle and
its effective occupation. Thousands of workers
ware mobilised on this big journey, and while |
was in charge of the Health portfolio had not
happened any unfavourable event to them.

3. Conclusions
From what is referred one can conclude that:

1 —The organization of the PUBLIC
HEALTH SERVICES, must obey always to a
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careful planning suitable to the regional con-
ditions previously studied.

2 — The medical-sanitary programmes must
be well executed with the peripheric units
strictly connected to the supporting services.
Including as essential:

a) — Primary measures or basic ones, ne-
cessary in all situations, for the organization of
an efficient system, to protect the health of the
population, such as: supplying of potable water,
sanitary sewerage system, garbage removal and
urban cleaning.

b} — Sanitary units of several sizes, regio-
nal laboratories and emergency services connec-
ted to hospitals for treatment, strategically
placed, all this must constitute a network
covering all the areas to be served,

3 — The medical-assistance services cons-
tituting a system under an unique direction,
with standardized working methods, unification
of the type of material to be used, to make
easier the maintenance, and orientation of the
hospital network.

4 — The campaigns against mass disease,
to be efficient must be organized in a very
dynamic and flexible way and should always
be preceded by a psichological preparation of
the people served by them.

5 — The National Institutes of Health must
play always a relevant role in the study of sani-
tary actions, supporting them logistically and
evaluating the epidemiological conditions of
the population.
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DIAGRAM I

1 — REGIONAL HOSPITAL
11 — ZONA HOSPITAL
111 — LOCAL HOSPITAL
IV — FIXED SATELLITE UNILT
V — MOBILE SATELLITE UNIT
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1.2.1 PRIMARY HEALTH CARE AND ITS STRUCTURE
IN PORTUGAL

1. When speaking of healtfr care it becomes
convenient, due to the great diversity of con-
cepts found in this field, to clarify the meaning
of this and other related terms which will be
used in this paper.

We may schematically say that health care
{Table 1} covers not only the care delivered
to people in good health, aiming at the pro-
motion of health and the prevention of disease,
but also the care provided to people suffering
from disease, including diagnasis, treatment
and recovery, that is to say, medical care. This
comprehensive concept implies that medical
care is a component of health care and that

Alotsio M. Coelbo

the latter should cover the whole population
-— bath healthy and sick people — or, in other
words, that the whole population must be under
the care of the Institutions that provide the
afore mentioned services. In terms of public
health it is superfluous to emphasize the im-
portance of such a concept.

From an operational point of view health
care can be divided into two great categories:

a) primary or basic care, generally delivered
in ambulatory forms and including both
the services provided to people in good
health and elementary medical care, i. e.,

TABLE 1

HEALTH CARE

PROVIDED TC PECPLE
IN GOOD HEALTH CONDITIONS {

PROVIDED TO PEOPLE

IN BAD HEALTH CONDITIONS

DIAGNOSIS
TREATMENT
RECOVERY

PROMOTION OF HEALTH
PREVENTION OF DISEASE

] PRIMARY 1 8T LEVEL OF
OR —" THE HEALTH
} BASIC CARE CARE SYSTEM
ELEMENTARY I
| SECONDARY 2ND LEVEL OF
SKILLED ~—* CARE ~—* THE HEALTH

CARE SYSTEM
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the medical care that does not require
elaborate methods of diagnosis and treatment;

b) secondary care covering the medical
care that requires the use of more ela-
horate technical means and that is
usually found in hospitals and specia-
lized services.

We shall be concerned mainly with the
first category and will try to describe in a
concise way how the services that, in our coun-
try, provide such care operate.

It must, however, be stated that this ana-
lysis will refer only to the services dependent
from the Ministry of Health. ln our country,
as in many others, medical and health servi-
ces are also provided by other public or pri-
vate entities, of either collective or individual
character. Nevertheless, the action of these enti-
ties is generally confined to the field of se-
condary care and for this reason they will not
be analysed here. A brief reference will only
be made tc the work done by health insurance
{Ministry of Labour), since its field of action
is now fairly wide (it covers nowadays over
70 per cent of the population} and also due to
the growing connection between its services
and those under the Ministry of Health rela-
ted to health care.

2. According 1o what has been stated at
the opening of this meeting one of the requi-
sites of a modern health system, adapted to
prasent day needs, is that the structure of its
services be based on two different though clo-
seﬁ/ interconnected functional levels that may
operate, in a coordinate and harmonious way,
in two different plans, corresponding ta the
two kinds of health care we have mentioned,

It rests upon the primary level — respon-
sible for the general medical and health care
in the community — the tasks of establishing
direct and active contact with the population,
with the purpose of providing the care aiming
at the promotion of health and the prevention
of disease, locally and even at homme, both at
individual and community level, and also of
developping curative actions, when the latter
do not require more than the locally available
resources.

This first level of care also functions as a
selective filter through which the individuals in
the community are screened and then placed in
either of the afore mentioned groups: one

188

group made up by the individuals in good
health and by those suffering from light con-
ditions, i. e., people for whom the local re-
sources of diagnosis and treatment (including
short term in-patient treatment) are sufficient —
all these people remaining under this level of
care; a second group made up by patients requi-
ring technical resources which are not locally
evailable and which are referred to the second
lovel of operation-—i. e., to hospital or other
specialized medical services. This second level,
responsible for medical care, only comes into
action when more elaborate methods of diagno-
sis and treatment are required.

3. This kind of functional structure, operating
in several stages — active contact with the
population; population screening; provision of
care to part of it; referral of the remaining
one to the appropriate place — allows the
fulfilment of one of the fundamental principles
on which the delivery of health care is based:
the officient coverage of the whole population.

Another principle of health administration
which is nowadays also considered mandatory
is that the tasks accomplished by the system
be performed by multidisciplinary teams con-
sisting not only of physicians but also of
technical staff with different backgrounds, so
that a satisfactory rationalization of work
becomes possible, each member of the feam
being assigned toc tasks strictly corresponding
to this technical skills, according to a criterium
of sound economy in what concerns the use
of health manpower.

A third general principle, also derived
from reasons of administrative economy, which
is nowadays widely accepted, is that health
care must be delivered In an integrated and
coordinate way, if the system is to be effective.
This aiming at efficacy can only be hindered by
dispersion and duplication of efforts and ex-
penses.

4. Our country has possessed since 1971
the legal support for the delivery of health
gare based on a siructure which, on the
whole, follows the administrative principles
that have just been outlined: general cove-
rage of the population; rationalization of work
through the use of multidisciplinary technical
teams; coordination of all health activities.
in fact:

a) This network acts in the two mentioned
operating levels, the first one being made up
by health centres — to which municipal hos-



pitals are connected — and the second one
by district and central hospitals.

Health centres are legally responsible for
the integration and coordination of health and
welfare activities at the local level.

b) To fulfil the tasks for which they have
been created, health centres adopt the system
of team work {health teams}.

c) fn agreement with the concept of unitarian
health policy which was the basis on which
the structure of the services was reshaped
in 1971, health centres are the functional unit
on which the system of basic health care is
founded.

Two fundamental principles have been
taken into account in its organization: the
direction of health centres rests on the local
health authority, which is also responsible
for the general management of all local
health activities, either public or private; the
different health and welfare services existing
in the corresponding area under the supervision
of the Ministry of Health will gradually be
integrated in health centres.

It has been thus attempted to gather in the
health centre or within its field of action all
local health and welfare resources so that they
may be adequately used in a coordinate way.

4.1 From an administrative standpoint
there are district health centres (under the
district health authority), and municipal health
centres {under the municipal health authory).
The latter are financially and administratively
accountable to the former. The creation, whe-
never necessary, of rural health posts, under
the parish health authority, has also been
anticipated. These health posts are accountable
to the municipal health centres.

In what concerns their structure, health
centres consist of a certain number of sections
and ancillary services. A list of these sections
conveys the image of the activities health cen-
tres are expected to perform {Table ll).

To achieve a good degree of flexibility
the legislation admits the alteration of the
indicated sections according to local condi-
tions.

4.2 As it is impossible to develop all the
above mentioned activities at the same time, at
the present stage of organization of the ser-
vices, priority has been given to maternal and
child health care, to home care, and to envi-
ronmental health,

Having in mind the principle of the coor-
dination of the different health activities it
has been thought that health centres might

widen the range of their resources by means
of cooperation with other public or private
entities, namely with those depending on pri-
vate local welfare institutions {Misericordias)
and on health insurance services. Thus, muni-

TABLE Il
Munict-} pistrict
Sections Hggllth gg:{:];
Centre

— Environmental hygiene and

occupational health ......... X X
— Maternal and child heaith,

pre-schocl and school health X x
—— Prophylaxis of preventable

diseases ...............0ooinn X x
—- Prevention of dental caries X
— Prevention of blindness ... X
— Prevention of desafness ... X
— Prevention of cancer ...... X X
—- Mental health ............... X x
— Public health nursing ...... X X
— Screening and basic medi-

cal care ..........oiiihiiann, X X
— Education for health ...... X
— Social service ............... x x
— Public health laboratory ...
— Statistical records .........

cipal hospitals, which have been Integrated
in the Directorate-General of Health by the
1971 reform, may act as health centre suppor-
ting services, as far as diagnosis, treatment
and hospitalization of light cases (child deli-
veries, for instance) are concerned. It has
also been thought that this system can be
extented to other entities with the purpose
of ensuring a convenient coverage of the po-
pulation. The agreements made with health
insurance in what concerns maternal and child
health care offer an outstanding example of
this policy.

4.3 The legislation passed in 1971 advi-
sed the creation of a health centre in every
municipality. Until now 14 district and 108 mu-
nicipal health centres have already been crea-
ted. According to the estimation made by the
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Directorate General of Health 31 others are
due to be shortly inaugurated, perhaps before
the end of 1973. So, half the network will
have been completed by the end of the year.

The so far created health centres already
cover a vast population area, though their staff
is still rather insufficient {Table 1Il).

Through Tables IV and V one may get a
notion of the activity of health centres in the

TABLE 1l
Technical staff working at health cenires
(August 1973)

Physicians .......ieeeeaiaiiiiniirens 510"
NUrSes ......ooinieiiiiiiinirrnninenans 183
Auxiliary nurses ...............co.n. 257
Public health aids and visiting
MIUFSES vvvnararaussrrnnransssnsinren 101
Health inspectors ................... 120
Laboratory technical staff ......... 48
Laboratory aids ............ccoiiinn 28
1 300 in part time.
TABLE IV
Maternal health
1972 1973
(1st 6
months)
Consultations .............. 40 782 |36 389
Puerperal examinations ...| 3513 | 3 542
Childbirth in hospital ...| 2042 | 2237
assisted by physician ... 126 116
assisted by midwife ... 390 330
without assistance ...... 557 570
Routine examinations ..... 89 160 |74 921
Laboratory tests ........... 16 188 |18 058
Tetanus immunizations ...| 1015 548
Health education ..........
individual ............... 37 695 |19 018
Group .ovvvviverivinnannns 1568 | 1686
Home visits ...............
Families present ....... 48761190187
Families absent ......... 18971 4045°
Not matriculated ....... 931'f 31561°

1 GCorresponding to 72 centres.
2 @orresponding to 99 centres. Comprehending maternal
and child health.
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field of maternal and child health care during
1972 through the first half of 1973, according
to the data collected by the Directorate-Gene-
ral of Health.

Some data concerning expenses with milk
and medicines furnished by health cenfres du-
ring the same period are shown in Table VI.
Some figures relative to the expenses incurred
in with health centres (Table VIl) demonstrate
the effort made in this sector during the two
years of its existence.

5. Having described the general structure
of Health Centres, we shall now make a short

TABLE V
Child health
1972 1973
(st 6
months)
Consultations ............
a) First exam .........
6 months ......... 17 684 | 13 987
B-12 months ...... 4385 1982
1 year ....ooovvivns 12 313 6 780
b} Other exams ......|132 352 | 126 886
c) Total ............... 166 644 | 149 635
Laboratory tests .......... 1328 2433
Health education ........
Individual ......... 1878971177 7757
Group ..cciieviinn. 59337 41877
Home visits .............
Families present .| 23284 | 190187
Families absent .. 4 678 4 0457
Not-matriculated . 3703 31517

1 Corresponding to 73 health centres.
2 Corresponding to 99 health centres.
2 Corresponding maternal and child health.

TABLE V1

Expenses with milk and medicines
provided to health centres
{(From 1971 through the 1si half of 1973)

Year Milk Medicines
1971 ......... 1086 716%10{ 533 3655800
1972 ......... 5925 447540| 636 783830
1973 .........

5 0B7 429570( 1 005 532460

Total ......... 12 099 593520| 2 175 680890




Expenses with health centres

TABLE VIl

Milk

14 482 4614$90
1086 716510
533 365800
2122 516430

15 818 433470
5925 447540
636 783430

6 254 115540

Description 1971 1972 1973 *
Bulldings .......oiviviiii 10 381 224570 4 293 036510 1762973500
Staff ... 2 537176800 | 15 138 267560 | 46 180 700500

2 022 934510
5087 429570
1 005 532460
2779 333570

31 143 530800

43 066 083450

58 838 903810

* Including July.

reference to one of its sections which is of
great Importance for the operation of all the
others: the health laboratories.

On administrative grounds these laborato-
ries are integrated in health centres, but from
the operational point of view they are inte-
grated in the national network of public
health laboratories -— an unified network that
covers the whole country and compre-
hends three different levels, under the super-
vision of the National Institute of Health.
This network includes 2 central laharatories
{those of the MNational Institute of Health in
Lisbon and Oporto), 12 district laboratories
and 2 municipal laboratories (Figure 1), The
National Institute of Health laboratories are
the national reference laboratories. Besides re-
presenting the central [evel in the network
they also function as district health labora-
tories in the distritcs of Lisbon and Qporto.

At present 16 of the 18 districts of the
country are provided with the services of a
public health laboratory.

The laboratory of Vila Real being about
to be inaugurated, the districts of Santarém
and Beja are now the cnly two that do not
possess adequate laboratory support at the
local level. This represents a considerable flaw,
for there are already four health centfres func-
tioning in the former district and two in the
latter.

Only the two central laboratories, in Lisbon
and Oporto, are integrated in the National Ins-
titute of Health. The remaining laboratories are
located in health centres and it is their function
to give support to the normal activities of these
centres. This means that these laboratories are
equipped for the performance of routine labo-
ratory tests both for clinical and sanitary pur-

poses mainly in what concerns drinking water
supplies}.

District laboratories support all the health
centras in the corresponding districts, the labo-
ratory network operating in a complementary
way — i. e., each laboratory referring to the
next higher level for the performance of the
tests which, for technical or any other reasons,
are beyond its capabilities.

Being integrated in the health centres,
public health laboratories depend on the Di-
rectorate-General of Health for their adminis-
tration. They receive, however, technical su-
pervision and support from the National ins-
titute of Health. Through an agreement made
with the Directorate-General of Health, the
National Institute of Health is also responsible
for the management, coordination and controi
of the activities performed in the health labo-
ratories, as well as for the training and tchni-
cal improvement of their technical staff.

The laboratory coverage of the country in
the sector of public health is, thus, rather
satisfactory in geographical terms. As we have
pointed out two important gaps exist, however,
in two districts which together correspond to
an area of over one million. The overcoming
of this difficulty is obviously of the greatest
importance.

Setting these difficulties aside, we may
say that the logistic configuration adopted for
the laboratory services -——which follows the
cne advised by W.H.O. — appears as quite
adequate to the needs it is meant fo meet.
Some defficiencies that have come to light
in its operation seem generally to be amena-
ble to a satisfactory solution in the course of
time, if due measures are taken by the directly
responsible entities. The problem that appears
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Central laborafories
District laboratories

Municipal |aboratories

Flg. 1 — Geographical distribution of public health laboratories in Portugal
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Districts with Public Health
l.aboratory

Districts without Public Health
Laboraiory

Fig. 2 — Public health laboratory coverage of the couniry
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to be most dificult to solve in this sector, as
in the others, is the maintenance of the technical
staff in peripheral areas, If a way is found
to solve this difficulty the laboratory resources
now available ars thought to be flexible enough
to face the growing demand that, thanks to
the development of the services, are bound io
appear in this sector.

6. Another aspect we still want to mention
concerning the structure of the services respon-
sible for primary health care is the in¢lusion
of mass medicine campaigns in the normal
actions developed by such services.

Among the purposes of this kind of cam-
paigns we may mention the direct studies
of morbidity in the population by means of
screening surveys for the diseases under study.

The use of such programs in connection
with the services which regularly deliver pri-
mary health care is of great practical interest
owing to the characteristics of these programs
-—such as their great speed and flexibility
of action, and the use of simple, quick
working methods, put into practice by spe-
cially trained teams, that permit the screening
of high percentages of the population in
a short period of time. Operating in the
forefront of the health services, mass medicine
campaigns can greatly widen their field. of
action and their screening capacity, particularly
if these services are still at an early stage
of development, as is the case with ours. The
coordinate action of a screening program of
this kind with that of permanent health services
—that will try to confirm the diagnosis of
suspect cases detected by the screening proce-
dures, and give proper support to the confirmed
ones — becomes thus an extremely atiractive
measure, from the standpoint of health admi-
nistration.

This kind of approach has already been
put to trial in Portugal, in the district of Braga,
when the first health cnetres were inaugura-
ted. This has been made with the collabora-
tion of the Mass Medicine Pilot Project of
the National Institute of Tuberculosis which
was then (1971) cperating in the district of
Settibal and in the Azores Islands,

The Pilot Project, started in 1964, dit not
cover at first more then the screening of tuber-
culosis. Its initial designation wvas «Pilot Pro-
ject for the Erradication of Tuberculosis». Later
it spread its action to the screening of other
diseases. Seven years after its inauguration it
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possessed not only well structured operational
devices but also considerable experience in
mass screening.

It was in July 1971, in the municipality of
Guimardes, that its action began, in coor-
dination with that of health centres. The re-
sults obtained may be considered as quite
satisfactory since within one year over 100.000
residents, corresponding to about 86 % of the
total population, have been examined, The tests
performed are shown in Table VIII. In proportion
to the population submitted to the tests about
7 per cent of suspect or abnormal results have
been found. These have later been confirmed
by the corresponding health centre.

"~ TABLE VIl
Mass Medicine Pilot Project
(Municipality of Guimaries, 1971)

e | suoc o
mer- |
ventions
Observed individuals ...... 103 665] © 965
X-rays (micro) ............. 96 867 —_—
Tuberculin tests .......... 69 529 —
B. C. G. vaccinations ...| 30613 —
Screening for strabismus
(2-6 years) .............. 9946 102
Visual acuity in school
children 3064 221
Urine tests 77 408| 2 058
Urobilinogen ............... 5 880 8
Uremia .......covcvvveneenns 234 19
Tests for urinary infection 1231 42
Blood pressure measure-
MENES -eoviiiiiiiiinininns 77 622] 4515

Special attention is called to the results of
blood pressure measurements. According to the
previous experience of the Pilot Project, the figu-
res found in Guimardes in relation to this deter-
mination should correspond to some 3,300 ca-
ses of hypertension, which cannot but be con-
sidered a wvery important finding, sufficient
in itself to justify the operational association
of the two kinds of approach involved in this
field experitent.

7. To finish with, we may state that in
Portugal the delivery of primary health care



has been of a fragmentary, incoordinated and
incomplete nature up to 1971, both in what
concerns the spectrum of services provided
and the range of the covered population.
But since 1271 there is legislation enabling the
usa of a service network adequate to this task,
structured in accordance with the principles
of modern health administration. As this network
is not yet complet, it is absolutely necessary that
the effort made for its organization proceeds, for
in our fimes it is no more possible to admit,
either on economic, political or social grounds,
that populations may not have access to the
whole range of health care they are entiltled
to receive — from health promotion to the
prevention, treatment and recovery from di-
sease.

In relation to the efforts which are now
being made — a notion of which we have tried
to convey — it is still necessary to emphasize

a very important aspect that must not be for-
gotten. If this efforf Is to pay dividends, it is
absolutely necessary to evaluate in a systema-
tic way the efficacy of the services provided
and of the conditions for their permanent impro-
vement,

This is one of the aspects in which, we
believe, the National Institute of Health may
give a useful contribution, through the study
of community needs in this field and the
definition of appropriate criteria, so that 1t may
be possible to assess how far the existing
needs are being met by health services, not
only quantitatively but also qualitatively, Apart
from any other consideration, the cost of health
is nowadays so high that it is not possible
to maintain an efficient action in this field if
the way in which the potentialities of the avai-
lable resources are used is not strictly con-
trolled.
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1.2.2 THE CONNECTION BETWEEN PRIMARY CARE
AND HOSPITAL HEALTH SERVICES

The connections between primary medical
care and hospital services are extremely diffi-
cult to put into practice in Portugal, because
they do not really correspond to a well defined
model. In fact, though the last published legis-
lation points to the rising of a health service
pyramid, structured at three levels — primary
care, assigned to health centres, secondary care,
entrusted to district hospitals and tertiary care
performed at central hospitals —it must be
admitted that it was not possible, until now,
to build up that pyramid, nor to establish the
necessary links among its parts. This is the
present situation in spite of the efforts that, in
such a way, represent the remodelling and
construction of new hospitals and health cen-
tres, carried out in relationship with the establish-
ment of the professional careers in the Ministry
of Heaith.

The effactivation of this renewal process,
whose infrastructures were, in fact, though late,
ted to work in an area of 150 kilometres. The
settied, has been a result of some evenis to
which the portuguese history of medecine are
conditioned and which are worthy of reflection.

At the outbreak of the Second World War,
the human and material means necessary for
the diagnosis and subsequent treatment of the
majority of pathologic conditions with possibi-
lities of cure, if viewed pragmatically, were
in the domain of private practice, which, by

Mario Margues

means of consulting rooms and elementarily
structured nursing homes were adequate for
the needs of the population within the ambit
of curative medicine.

The necessary costs could be borne, nearly
always, by the various levels of the privileged
and middle classes, since the social organisa-
tion and way of life of the time allowed the
patients to be under home care and there atten-
ded by the assistante doctor, analyst and others,
even in the poorest families. The nursing was
in the hands of the female elements of the
community or, less often, of professionals,
whose fees were not exorbitant. The surgical
cases, on the contrary, since they led to hospi-
tal admission and high fees, obliged a large
section of the patients, who for other medical
care did not frequent state hospitals, to a
sporadic use of these institutions.

Thus, the state hospitals which, from a
functional point of view, did not offer more subs-
tantial advantages than the private care system,
served the poor and indigent classes in all
branches of medicine and were used, though
reluctantly, for surgical cases by the lower
middle class. The services rendered in the
outpatient or inpatient departments, considering
the low economic level of a great part of the po- |
pulation, were very important quantitatively
and due to the technical hability of the hospital
staff, frankly satisfactory qualitatively.
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But the low quality of the accomodations
and their lack of confort did not atract patients
to hospital care and the choice was not dictated
not for technical reasons but by necessity.

The state hospitals, thus relegated in the
field of medical care to a function, which
assumed, essentially, supplementary and charity
aspects, had another important task — that of
fraining doctors. These acquired an excellent
training, working as volunteers or for a mini-
mum fee, in contact with more experienced
colleagues and through the observation of
relatively well studied cases. This training
could not be obtained in private practice, where
the professional was on his own and frequently
limited the working-up of cases under treat-

ment, in ordar to avoid the extra costs incurred-

by complementary but dispensable tests.

This situation conditioned the main lines

of the present problems of the Portuguese
health service, namely, the poorness of many
of the installations and technical resources;
the bad use made of those that exist, the avoi-
dance of state hospitals by a large part of
the population, the deficient level of the care
offered and the lack of professionaiism of the
hospital doctors. .

These tendencies were not, unfortunately,
corrected by a suitable health policy, since those
in charge, in face of the resigned acceptance
by the patients of existing hospital deficiences,
merely limited their activities, for decades, to
diving subsidies to cover administration losses.
They did not care to invést in better installa-
tions, which would attract new clients, or in
up-to-date equipment that would secure a level
of work comparable to that of more develop
countries. They also ignored that the advan-
tages obtained by the doctors who attended
the hospitals were, considering their long term
characteristics, easily forgotten. Thus the work
dorie at the hospitals was considered an act of
pure altruism and doctors felt almost no ties to
the institutions, excepting those on an ethical
basis to the individua! patient. This ignorance
paved the way to many anomalies in medical
practice and caused hospital activities to be
relegated by the doctors to a secondary place,
when faced with the offers of other and better
paid functions.

Just before the war, which caused so many
changes in the world, the state hospitals, used
by the poorerest classes, became more and more
decrepit as to buildings and activities, and were
almost entirely divorced from the portuguese
society. Although part of the community, the
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hospitals practised a ferociously individualistic
medicine. They did not fee! responsibie for any
particular groups but only for a certain part
of their elements, while the privileged classes
had lost interest in the institutions which they
did not make any use of.

The war simultaneously provoked an unpre-
dictable leap of technical progress and shook,
almost to ruins, the existing social structure.
The will to live with the minimum of suffering,
the spread of knowledge, the break up of family
life, the professionalization of women, were all
determinant factors in the increasing regquest
for medical care and also of the impuossibility
of maintaining under home care many of the
cases until then included in this system. To
counterbalance this iendency, the discovery of
néw drugs must be mentioned. This fact trans-
formed some. eonditions previously considered
hospital cases and a source of strain to the
family group, into short-term illnesses, suscep-
tible of home or ambulatory treatment.

On the other hand, the discovery of new
techniques that made possible the diagnosis
and suitable treatment of numerous cases,
considered incurable in the past, caused ordi-
nary private practice to be unable to guarantee
an efficient coverage of all sectors of. curative
medicine. This because, even for wealthy people
the new methods were extremely expensive.

This new aspect changed considerably the
sphere of hospital action in regard to the middle
and privileged classes. The hospitals began to
take in not only surgical cases, with an increa-
sing incidence of traumatic cases, but also
serious medical cases which needed specialized
treatment, requiring complex eguipment. Chronic
medical cases, especially those proper to otd
age or prolonged invalidismn alsc increased.

Similarly to this evolution, the Social Se-
curity System was developed, destroying many
of the barriers which separated a large section of
the population from medical care. Thus, the
access to medical care began to depend less
on the socio-economical level of the patients.
It was speedily verified, as the necessity for
admission or ambulatory hospital care develo-
ped rapidly, that the present structures and
long acquired habits did not allow state hospi-
tals to satisfy the needs of their potential
patients. .

The changes that gave to Portuguese me-
dicine its present aspect occured then. Portu-
guese medicine is distinguished partly, by the
growing development of a Social Security
network of primary ambulatory care, with sorme



spocialist care. Although a para-statal entity,
the Social Securty began to make great use
for in-patient care, of the growing network of
private nursing homes set up with a view to
profit and in detriment of possible investments
in state hospitals.

The hospital organization suffered greatly
in the event, not only through a substancial
lowering of the number of patients able to pay
at least part of their treatment, but also in the
scientific aspect, as the number of common
surgical cases, so negessary to medical training,
declined systematically in the hospital wards.

To justify this, the deficient accomodations
of the state hospitals and the difficulty of rapid
admission of patients are pointed out. This
contrast with a reasonable level of accomoda-
tions and possibility of rapid admission found
in the nursing homes.

The Insistence on the firsi mentioned reason
led, as corollary, to the unproved statement
that Social Security patients chose private nur-
sing homes, since they whould not accept the
deficient conditions offered by the state hos-
pitals. This statement omits the fact that, in
medical cases, Social Security patients, almost
without exception, continue to apply for admis-
sion to state hospitals, without complaining
about the conditions of the services to which
they are admitted.

The long waiting lists given as a proof of
the difficulty of admission to state hospitals
are a consequence of the different criteria of

admission followed by state hospitals and
private nursing homes. Thus, while state hos-
pitals admit all the patients whose state of health
demands it, the establishrments which work for
profit admit, almost exclusively, surgical cases
of simple solution and in which a short stay is
foreseen. Since this type of case assures the
best for the use of operating rooms, surgical
material and other services. Besides, the
salaction of the patients admitted allows a more
rapid drainage of convalescents to their homes,
while in the state hospitals, almost exclusively,
the socially difficult cases accumulate with no
possibility of rapid discharge, during the period
of convalescence.

This problem is only one of the aspects of
the lack of co-ordination between primary me-
dical care and hospital services, It is taken as
a particulary serious example since it endangers
the survival of the state hospital network. For
its solution, as that of other problems, there must
be renewed efforts to establish on solid basis the
means of communication between the various
levels of the pyramid. Only after a concrete
definition of the areas of responsibility at each
level, will this be possible.

An important part in the study of conve-
nient solutions will fall to the National institute
of Health. We are glad to note that it is
particularly well fitted for this, as Its Director,
Prof. Gongalves Ferreira, is undoubtedly, one of
the major Portuguese authorities on the subject.
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2. Modern health conditions
2.1 The epidemiological approach
2.1.1 Dominating preventable diseases
2.1.2 Genetic and chronic-degenerative diseases

2.2 The ecological approach.—The modern health conditions and its basic
factors

2.2.1 Environment (Housing. Urbanization. Pollution. Qcupational health.
Food hygiene).

2.2.2 Population — Demography — Family planning
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2. MODERN HEALTH CONDITIONS

In order to make health systems meet the
needs brought about by modern life condiiions,
it is indispensable to have a general know-
ladge of to what an extent health can be pre-
served or modified by the influence of new
or different factors working on individuals, as
a consequence of the changes occurred in the
populations” way of life.

Such a concept as «modern health condi-
tionsy reflects the specific aspects of the new
situation and tends to become nowadays a
synonym to the standard of desirable hsalth
conditicns both at the individual and commu-
nity level as a consequence of the never-en-
ding evolution of the factors which go on de-
termining the characteristic changes.

Since we may consider health the main
problem that nations have to face in their strug-
gle for survival and development, we must be
aware of the evolutionary stage of its appa-
rent characteristics evaluated through such in-
dexes as the prevalence of disease or any
other ailments, and still other complemeantary
criteria (utilization of physician’s services and
medical facilities, the use of medicines, etc.).
Simultaneously, it is necessary to evaluate the
results of health promotion and control mea-
sures introduced, as well as the capacity of in-
tervention achieved. At the same time, the rela-
tionghip must be established between these
characteristics and the factors mainly from the

F. A. Gongalves Ferreira

environment, which determine them and which
should be duly inventoried.

As to the mentioned characteristics, three
main points must be stressed:

— the importance of the changes which are
occurring in health conditions, on one hand
by the extinguishing or lessening of many di-
seases, and on the other by the increase of
some others, including the still incurable disea-
ses (the so-called «cterrible diseases») and men-
tal health breaks, all enhanced or triggered off
by certain habits or by harmful environmental
factors;

—the evidence that — since hereditary
factors are, to a great extent, sirange tc these
changes — they derive from the alterations

which are continuously being introduced in the
anvironment;

— the increasing influence of the ecolo-
gical disadjustments created by man, from
unsuitable housing, urbanism and nutrition, t
pollution and movements of the popuiation
that, according to experience can only be
readjusted, corrected or avoided by the firm
implementation of well-planned measures,

When we take into account the occurring
changes, the tendencies of the adverse effects
implied by them, as well as the attempts at
their study and correction, we may conclude,
in accordance with the present knowledgs,
that the main relationship between man and
its environment, being of a physical and biolo-
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gical nature, tends to become more and maore
complex on technological, economical and so-
cial grounds, keeping up with the development
of society itself.

These aspects may be summarized in four
groups:

1) physiological aspects — resulting from
the effect of fundamental factors — water and
food, climate and microclimates, infectious
agents and pollution;

2) technological aspects — connected with
industrialization, means of transportation, hou-
sing, urbanism, occupation and collective ea-
ting habits, as far as the adaptation of indi-
viduals and the attempts to correct eventual
maladjustments are concerned:

3) social and economical aspects — that
through habits, life standard, financial availa-
bility, education, culture and motivation of the
individuals determine new health care needs
and a more frequent utilization of organized
health care services, what may bring about
insatisfactions as to the way theses services
are being delivered.

The belief that poverty, bad housing, nu-
trition and education deficiencies, as well as
some other economical and social factors of
similar meaning were directly responsible for
the general low health standards, was in fact
true for a period of the history of mankind,
when most of these conditions happened to
be dominant. But this perspective has gqui-
ckly changed in our times: we are beyond the
phase of the great elementary deficiencies and
new possibilities of favourable intervention
have been created, while some unfavourable
factors were introduced threatening the ba-
lance of health. Such factors are mainly rela-
ted to bad health habits and to the introduc-
tion in the man/environment cycle of innu-
merous substances unnecessary to man’s life,
many of which are endowed with toxicity or
other aggressive capacities to the human body;

4) political and legal aspects — involving
the opportunity and power to enact laws, to
regulate and enforce them, by means of coor-
dinated efforts at the three levels of inter-
vention (central, regional and local), orienta-
ted for the preservation of environment and
the creation of new health conditions which
will favour the expression of the full genetic
potentialities of individuals.

The increasing capacity for the analysis of
these conditions and the planning of actions
to be carried out depend on the research on
the intervening environmental and human fac-

204

tors, and should contribute to the achievement
of a solid basis of knowledge, continuously
brought up to date and improved. This research
must take into account:

a) the genetic characteristics of individuals
and populations (genotypes, hereditary
affections in subspecies or groups);

b) the environmental factors favourable to
health (positive factors) which must be
strengthened and improved:

c) the unfavourable environmental factors
— (negative factors) — existing or in
development which include the agents
responsible for actual diseases, as well
as deficient environmental conditions
(related with air, water, food, housing,
urbanism) and the occurrence of new
agents (mainly chemical) responsible
for the disturbance of individuals’
health balance.

The first group is considered to be more
stable, since genetic composition seldom chan-
ges. Its study will be of great interest in order
to determine the importance of the detected
alterations as a cause of disease. We become
thus aware not only of the actual situation, but
also of other possible changes occurring in the
future. Some of the causes leading to normal
and pathologic aging are now being brought
into relation with genetic characteristics.

Both groups of environmental factors are
at present undergoing deep changes — some
favourable and some unfavourable. We must do
our best to become aware of them and to study
the suitable measures for their improvement,
trying to eliminate the unfavourable and as far
as possible to create new favourable ones.

In the study of modern health conditions
some priority areas in applied research are
being considered and five of these areas may
be summarized as follows:

1 — The one concerning public health pro-
blems related with the prevention and fight
against:

— the diseases responsible for premature
death that are avoidable according to pre-
sent knowledge (infectious and nutri-
tion diseases, as well as accidents);

— the diseases which are more and more
frequently responsible for premature
death and are not easily controlled
(cardio-vascular diseases, cancer and
chronic respiratory diseases);



— the diseases responsible for a high
morbidity rate, of long duration and
leading to incapacity for work, inclu-
ding mental diseases.

This area is also related with the organiza-
tion of health care services able to provide
all the population with general health care on
the basis of morbidity studies, of the applica-
tion of mass medicine methods and of the
organization of emergency health care and reha-
bilitation.

2 — The one concerning present and fore-
seeable problems of the environment:

— housing and urbanism, including rural
and urban sanitation;

—water and air policy, including the ma-
nagement of rescurces;

— pollution and ecological systems, fun-
damental for health;

3 — the one concerned with the balanced
nutrition of the population:

— new food habits and collective con-
sumption of food;

— its relationship to the production of
convenient food, in connection with agri-
culture, industry, new microbiological
sources and oceans;

— the adaptation of industry and trading
of food according to regional needs;

4 — Problems of the population and its
tendencies:

— social and economical development
and a lessening of fertility and mor-
tality. Rationalization of reproduction and
contraceptive methods. Family plan-
ning:

— demography, social demography and po-
pulation systems;

— ethnic and social groups; rural-urban
morbidity and migrations;

— pressure of the population and modern
conditions.

5 — Problems of biomedical research:

— human genetics;

— cell differentiation, organ and tissue
differentiation. Metabolic and degene-
rative pathology;

— microbiology and immunoclogy;

— neurological sciences, biopsychology
and behaviour;

— aging;

— medical education, system analysis and
teaching methods.

Besides the afore mentioned aspects, are
also of permanent concern to us all the pro-
blems related with the development of big
towns and vast urban areas, industrialization
and the enlargement of the communication net-
work and still everything that implies mass
movements towards great towns or new deve-
loping areas, caused by artificial conditions of
life recently created, and still the consequent
inadaptation of the individuals of all ages
involved in the process, who thus run severe
risks as to their physical and mental health
balance.

As far as housing and urbanism are con-
cerned, three main levels of intervention must
be considered in our working programmes:

1 — The need to study, on terms of health
and disease, the influence of the habitat along
the life of individuals, since birth, identifying
the role played by housing and local and regio-
nal conditions, what implies the organization
of suitable research methods;

2 — The practical organization of the essen-
tial tasks for the collection of the existing or
potential statistic data, as well as of medical
and sociological data, which indicate the reac-
tions of the individuals to the factors of the
environment they live in, and their capacity
of adaptation, without prejudice for their
health;

3 — The working out of convenient sche-
mes based on the acquired experience and
knowledge intended for the codification of
rules that may be applied to the definition of
a new type of housing and of urban residential
areas. These areas will be made of the home
agglomerates or groups of homes which will
be considered most recommended for the
health of individuals and families. It is also
essential to develop new models which will
take into account all the necessary social sup-
ports, including urbanization, education, day
care centres and playgrounds, health and emer-
gency care, trade, leisure and sport.

Another field that also demands more
attention is the one concerning food and nu-
trition.



Since the great nutrition deficiencies which
by means of starvation or malnutrition affected
great masses of low income, rural and urban
population of low educational level have been
either lessened or suppressed, the attention
is now centered on the new food habits of
the affluent society which unfavourably affect
all the perspective of nutrition, giving rise to
very serious consequences to health.

This perspective shows the greater and
greater influence of nutrition in disease pat-
terns of the near future, and it will become
more and more gloomy if it does not change,
in order to take into account three dominant
factors of our society:

1) the increase of obesity in a significant
part of the population, since the beginning of
adulthood and even in infancy, especially in
urban areas, followed by a high diabetes rate;

2) the steep rise of cardiovascular disea-
ses, particularly ischaemic heart disease which
frequently accompany the disorders mentioned
in the preceeding paragraph, and which de-
pend on the food habits and life conditions
of the affluent societies;

3) the consumption of alcoholic bevara-
ges, mainly the destilled ones, drank between the
meals. Many of these have been specially
corrected on what concerns taste and some
other characteristics via industrialization and
beeing drank with an empty stomach, they
are quickly absorbed through the gastrointes-
tinal mucosa, entering almost immediately in
the blood stream, thus causing temporary di-
sorders in the normal metabolism.

The most important changes in nutrition
brought about by the new habits or by the
extension of some old ones deeply reoted in
the high income segments of the population,
may be summarized as follows:

a) the replacement of cereals or their
respective flours by highly modified
industrialized products with an unba-
lanced composition, as is the case of
the current flours and wheat pastes,
bread and rice. The progressive decrea-
se in the consumption of bread and the
using up of a very white bread are one
of the worst characteristics of the cur-
rent food habits. leading to a rise in
food costs;

b) prolonged and complex cooking of food
under high temperatures, as well as the
abusive use of saturated animal or ve-
getal industrialized fats;

c) the use of sugar since early childhood
in a larger and larger scale, under all
shapes of cheap food most pleasant to
sight and taste, thus leading to the
replacement of fruit and natural foods;

d) the drinking of alcoholic beverages bet-
ween meals within a lapse of time suffi-
cient for its absorption, thus modifying
normal apetite and the imediate meta-
bolism of food elements.

The lack of regularity and the excessive
intervals between meals, as well as the malad-
justment of their bioenergetic value to daily
occupacional needs are some more negative
causes to be taken into account.

There is still another problem that specially
concerns our country — the extremely low con-
sumption of milk, not only during childhood,
but also along the growing period and in active
adult life with all its demands regarding appli-
cation and intellectual efforts and even after
the so-called third-age period, when milk should
become a normal irreplaceable food.

We may presume that, as nutrition condi-
tions come to adaptate themselves to the ge-
neral and psychological needs of the individuals
submitted to new life conditions, milk will re-
place wine. Wine will then be considered not
a food stuff, which it is not, but as a food
complement, like additives or edulcorants.

Finally, as far as population is concerned,
we must agree that family planning is at pre-
sent a problem of the utmost importance. Re-
garding this point we must especially take
into account:

— the analysis of the conditions under
which family planning is being studied;

— the main factors, health factors inclu-
ded, that advise or determine the need
for family planning;

— the data about the users of family plan-
ning and the methods applied;

— the prospects in the use of family plan-
ning and the disparity between those
who need it and those who really use it;

— the rules for health professionals dea-
ling with family planning.

An important step is now being taken
concerning the study of modern health con-
ditions in our country, by means of mor-



bidity surveys, on the basis of a direct evalua-
tion of the health and disease conditions of the
individuals, their families and communities.
The MNational Institute of Health, in colla-
boration with the WHO and several entities

from the Ministry of Health and the Ministry
of Labour and Social Security is planning an
importante survey of this type which will begin
in 1974. Some more details of this survey will
be given at the round-table this afternoon,
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2.1 THE EPIDEMIOLOGICAL APPROACH

1 — General Introduction

a) A National Institute of Health should
have a section concerned with the permanent
observation of the health conditions of the
population, at the service of the sanitary au-
thorities. Such a centre would study mortality
statistics, as well as the statistics of general
morbidity and morbidity due to the most impor-
tant dis=zases. However, the well-known insuf-
ficiency of the current statistics on morbidity,
including those on reportable diseases, makes
National Institutes of Health turn to the methods
of descriptive epidemiology. Besides the data
provided by health care services, these methods
resort to systematic surveys, which may be
either monovalent or polyvalent — when direc-
ted to the study of several diseases— and
applied to the whole population or only to a
representative sample of it. Descrintive epide-
miology provides information on the frequency
of morbid events among the population, thus
leading to a better establishment of priorities
and to the evaluation of the progress made
under a given health policy. It may also give
suggestions for further research.

b) Anyhow the role of National Institutes
of Health will not only be to determine the inci-
dence and prevalence of the several diseases.
They must take part in the research to esta-
blish the causes of disease. While people
working in biochemical research try to find

E.  Aujalen

out these causes through the study of particular
cases, the National Institutes of Health expect
to come to the same results by means oi analy-
tical epidemiology. This branch studies the re-
lationship between certain factors and diseases.
Analytical epidemiology has at first been con-
cerned only with the study and explanation of
the causes of diseases, but lately it has also
devoted itself to the study of populations under
high risk, which are entitled to priority care in
what concerns preventive efforts.

c) From the results achieved by the des-
criptive and analytical epidemiology, National
Institutes of Health may start off new methods
of operations research that lead to the elabora-
tion of an health and social strategy, taking into
account the study of previsible or actual risks,
and the available means.

d) We may thus say that epidemiology
observes groups, communities and systems in
order to start an health policy in the three suc-
cessive levels of health alteration: the precli-
nical level, in which pathological changes ought
to be determined out of the behaviour and en-
vironmental factors statistically related to them;
the clinical level, in which sequels and relapses
must be prevented; the post-clinical level which
concerns eventual inadaptation to social and
eccnomical constraints.

We see thus that the epidemiological
approach is a capital point in the study of mo-
dern health problems and that epidemiological
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methods play an important part in public
health research and consequently, in the nor-
mal activities of National Institutes of Health.

The suggested plan for this talk included
the epidemiological approach of the so-called
preventable diseases, as well as of the genetic
and chronic diseases. In fact, many chronic
diseases and even a few genetic diseases may
be prevented. So, it seemed more convenient
to examine successively the communicable,
chronic (non-communicable) and genetic di-
seases.

2 — Communicable diseases

Epidemiology was born out of the study
of communicable diseases epidemics — hence
its name —, not only discriptive but also ana-
Iytical owing to the important place given to
the evaluation of the most suitable causes for
epidemics.

In spite of the decrease of communicable
diseases in many countries, the epidemiolo-
gical appreoach of these diseases still remains
very important for the planning, preparation and
evaluation of the activities that intend to pre-
vent and control such diseases. But this subject
is so well-known that it does without further
explanations.

As far as this field is concerned, the main
purposes of Naticnal Institutes of Health will
be the assurance of an epidemiological surveil-
lance, the determination of syndrome etiology
observed in this group of diseases, the esta-
blishment of prophylactic measures to be un-
dertaken, and the evaluation of the efficacy of
such measures.

In order to accomplish these purposes, Na-
tional Institutes of Health should undertake
such activities as:

a) the creation and improvement of no-
tification systems for comunicable diseases and
epidemics — not only epidemics of diseases
but also epidemics of symptoms (fever, diar-
rehea, cutaneous reactions, paralysis, etc.) At
the same time methodological studies should
be done on data collecting for communicable
diseases and vaccinations;

b) the collection of the available data co-
ming from all sources;

¢) the analysis of the tendencies of com-
municable diseases (morbidity, mortality,
assemblement of cases, etc.), in order to fo-
resee the occurrence and characteristics (se-
verity, massivity) of epidemics and be able
to interfere as early as possible;
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d) etiological research, for which some
examples may be given:

— the occurence of paralytic febrile syn-
dromes is no more sufficient to deter-
mine poliomyelitis incidence, after the
massive introduction of immunization
programs, thus leading to the search
for other virus than poliovirus, also
able to determine paralysis syndromes
(Coxackie A 7 for instance);

— the search for meningococci in every
case of purulent meningitis and the
study of sulfamido-resistance allow an
orientated chemoprophylaxis of the con-
tacts;

— only the systematic cultivation of gono-
cocci and the study of their sensitivity
to antibacterial drugs would make us
aware of the identification of resistant
strains;

e) immunological surveys on the immu-
nity state of a population (before and/or after
an epidemics, before and/or after an immuni-
zation program);

f) the collecting and analysis of the data,
in order to make them available to the decision
bodies ().

It seems quite clear that the collecting of
epidemiological data from several sources de-
mands a complete utilization of the most recent
knowledge, as well as a coordinated working
program with the experts of other scientific
fields. It would thus be interesting for Public
Health Institutes to count on such experts
among their staff,

3 — Chronic and genetic diases

The usual distinction between chronic (non-
-transmissible) and genetic diseases is, to a
certain extent, artificial. Some chronic disea-
ses, such as diabetes (diabetes mellitus) and
some mental deficiencies are nowadays consi-
dered genetic diseases. Others are probably
influenced to a large extent by genetic factors
and their number increases according to the
progress of genetics. Such is the case of gout,

('] The ecological approach, which will be the subject
of the next report, may largely benefit from the same
epidemiological methods (study of animal hosts, ecologi-
cal changes, concerning projected or carried out measures,
nutrition surveys, ... efc.



ankylosing spondylitis, hypertension and arte-
riosclerosis. Meanwnile, this distinction between
the two types of diseases will be kept here for
the sake of this report.

3.1 — Chronic diseases

Every chronic disease is susceptible of an
epidemiological approach; National Institutes of
Health will generally be in charge of this task,
if they exist. This approach would be meanin-
gless if it confined itself just to the evaluation
of the incidence and prevalence of such di-
seases. |ts real purpose must be to reduce the
amount and severity of such diseases, which
is already possible for a great number of them,
as mentioned at the begining of this report.
The chronic diseases which are, nowadays, the
most suitable for prophylaxis are specially those
related to degenerative processes and metabo-
lic and psychic troubles, as for instance: athe-
rosclerosis and its cardiac and cerebral com-
plications, rheumatic diseases, chronic respira-
tory diseases, cancer, mental diseases and pre-
natal pathology. Poisoning should also be in-
cluded in this group.

a) The methods used for the evaluation of
incidence and prevalence of chronic diseases
are not very different from those applied to
communicable diseases. They are mainly:

— mortality and morbidity statistics, which
require more exact and more detailed
definitions and clinical diagnoses, than
for communicable diseases, which are
easily characterised through their etio-
logical agent;

— the record of people suffering from cer-
tain chronic diseases (disease records).
This record is more than a notification,
since it is expected to include the fol-
low up of the cases to recovering or
death. A record is of no value unless
it contains the majority of cases ocurred
in a well-defined area and it is the
more useful for the epidemiologist the
more longlasting it is. The maost fre-
quent records are those concerning can-
cer, mental diseases, myocardial infarc-
tion and congenital malformations.

In fact, these records are not in charge of
the National Institutes of Health, but it is up
to them to define their limits and operating

rules, as well as to organize and supervise
their programs:

— epidemiological surveys are of course
the most efficient methods, not only
for descriptive but also for analytical
epidemiology. These surveys demand
very accurate diagnostic methods. The
requirements for such methods have
been established by a WHO Experts
Committee and may be summarized as
follows: they must be sensitive (i. e.
they must detact a very large proportion
of affected individuals), specific (a very
little proportion of non-affected persons
are classified as affected), reliable (eve-
ry test must give the same results whe-
never repeated), and finally, they must
be easy to apply and well accepted by
the population.

Epidemiological surveys are often irrepla-
ceable in the search for the causal agents of
certain chronic diseases. Such is the case of
poisoning: we know, for instance, that only
the epidemiological methods made it possible
to attribute to the ingestion of thalidomid the
responsability for certain congenital malforma-
tions (namely phocomelies) suddenly observed
in a great number of newborn children.

b) Epidemiological methods are also used
to start off the prevention of most chronic di-
seases, We may generally consider three pha-
ses in this process: I

— in the first phase, an attempt is made
at risk evaluation, through the use of
epidemiological surveys, which establish
the relationship between patient and
control groups, thus causing the main
risk factors to become apparent. In the
case of coronary disease, for instance,
such methods have established the role
played by hypertension, obesity, hyper-
lipedimia (cholesterol), sedentarity and
stress. Yet this is not enough. Health
risks must be evaluated according to
the different risk factors, which presu-
mes not only a quantitative evaluation
of the risks inherent to each factor,
but also the risk that may result from
the connection of all the factors in-
volved.

The role of tobacco consumption in lung
cancer, i. e. the discovery of the higher risk
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of developing such a cancer by the usual smo-
ker may be considered one of the most remar-
kable sucesses of the epidemiological method
aplied to chronic diseases.

— In the second phase, the determina-
tion of high risk individuals or groups
is made, in order to establish priorities
regarding preventive measures, This me-
thod is extremely useful, not only for
the planing of preventive programs, but
also for the evaluation of needs in what
concerns health care.

This determination is made upon previous
data. It is also possible thanks to the data pro-
vided by systematic screening surveys, often
organized for other purposes. The usefulness
of such surveys may always be increased for
the sake of the epidemiologist, if the collection
of complementary data is inclused in the sur-
vey at his request, even if at first sight these
complementary data may seem strange to the
purpose of the survey. The epidemiologist may
by himself evaluate these screening programs
and determine the effect of the early screening
of a selected disease and of its treatment upon
each individual, as well as upon morbility and
mortality rates for the same disease.

The epidemiological suryeillance of groups
of individuals exposed to the most differents
kinds of risks is a connected problem of the
same phase. Still more important in what con-
cerns epidemiology is the determination of the
frequency of disease in groups supposed to be
runing high risks in comparison to a control
group presumably not exposed to the same risk.

— The third phase consists of preventive
measures or treatments: reduction of one
or more factors of risk, using as evalua-
tion criteria, either the change of biolo-
gical parameters, or the value of treat-
ment considered in a global perspective
that takes into account not only the
disease under study, but also intercurrent
diseases, as well as treatment’s effi-
ciency, disadvantages and cost.

All these phases might be considered as
normal attributions of the National Institutes of
Health.

To conclude this chapter on chronic diseases
| will say a few words on the epidemiology of
the psychiatric illness. Owing to the complexity
of the subjact, we have to be very careful in the
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epidemiological approach of psychiatry. Anyhow,
this is the only approach able to provide us
with scientific answers for several diagnostic
problems, as well as for prognostic and treat-
ment problems that occur in psychiatry. We
may, in fact, ask epidemiology:

— to evaluate the frequency and distribution
of the different types of mental disorders
in the population as a whole, or in
special groups;

— to find out the relationship between cer-
tain characteristics of both individuals
and environment and the different types
of troubles, what allows the improve-
ment of our knowledge concerning the
very factors that determine the occurence
of such troubles, their evolution and
distribuition:

— to test the etiological assumptions resul-
ting from clinical studies or laboratory
work, by the study of a sufficient
number of cases suitable for statistical
analysis:

— to evaluate recovery or remission rates
in order to determine the efficacy of
preventive measures or treatments.

3.2 — Genetic diseases

The importance of hereditary abnormalities
in medical practice is now well-known, mainly
in connection with the prevention of infant mor-
tality and the control of infectious diseases. The
epidemiological approach of genetic diseases
becomes thus more and more relevant.

The idea that hereditary diseases are by
definition incurable is far from being grounded.
If it is impossible to modify the assortment of
genes possessed by an individual at his birth,
we may at least, more and more frequently
operate upon the manifestations of the harmful
genes, provided that the abnormality is early
and correctly diagnosed (galactosemia, phényl-
cétonuria, renal diabetes, etc.).

On the other hand the prevention of here-
ditary diseases is possible to a certain extent.
Eugenics does not allow to reduce the frequency
of harmful genes in the population, but at least
it may avoid disadvantageous combinations of
such genes, mainly in what concerns recessive
traits. We may as well avoid the increase in
the number of harmful genes, through the pro-
tection of the population against mutagenic
agents, as for instance: ionizing radiations,



which is relatively easy and chemical mutagenes,
a certain number of which may be absorbed in
the form of medicinal drugs, food additives or
conservants.

The epidemiological methods used for ge-
netic diseases are very similar to those men-
tioned in the chapter devoted to chronic disea-
ses, allowing us to be brief on the subject.

Generally speaking, epidemiological methods
are applied to genetic diseases in the same way
and with the same purposes as for diseases.
They allow, in particular:

— to measure the incidence of genetic di-
seases according to populations, to the
regions and environmental conditions,
as well as to detect any occasional in-
crease on the frequency of particular
types of malformations;

— to determine which congenital affections
are due to a genetic trouble and which
have been caused by a disease or an
intoxication during pregnancy;

— to find out the factors that determine
the frequency of the genetic affections
in human populations, making the retrie-
val of the different records generally
used in public health: civil records (mar-
riages, live births, still-births, deaths),
hospital records and, in several coun-
tries, the records concerning certain
diseases, congenital malformations, han-
dicapped children and adults.

-— to study the mutagenic power of che-
mical substances on mammals and the

relationship between the mutagenic po-
tentiality of new substances, before they
are on the market,

4 — Conclusion

We may thus see that the traditional epide-
miological methodology assume more and more
certain characteristics that become particulary
evident when applied to chronic and genetic
diseases.

— It will always be a question of multidis-
ciplinary research, which is expected to
associate epidemiologists, cliniciams,
biologists, physiologists and statisticians.

— This research is closely related to scree-
ning, what makes it similar to daily
clinical practice.

— This research is based on a very special
technology. Besides the biclogical tests
which may be used in epidemiology,
provided they can be automated, there
is the problem of data collecting, which
demands the use of well-defined techni-
ques by a specialized staff (functional
tests, epidemiological analysis of clinical
symptoms, morphological analysis, ques-
tionnaire surveys, etc.).

It is indispensable to have these notions in
mind when organizing National Institutes of
Health that will be in charge of the epidemio-
logical study of communicable, chronic and
genetic diseases.
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2.1.1 DOMINATING PREVENTABLE DISEASES

Health situation of Portugal (Mainland and the Adjacent Islands)
in the early 1970's (*)

1. Introduction — The main role of Epidemic-
logy in the Public Health

1.1 The main role and importance of the
Epiderniology in Public Health are well known
and have been showing a rising interest; the
health authorities, responsible for the health
services administration independent of their
action’s level, need to use the epidemiological
investigation methods including the statistical
methodology, for:

—- the evaluation of the health of the popu-
lation and the sanitary characteristics of
this population’s environment.

— the identification of the health problems
and the prevision of their probable evo-
lution.

— the research of the eco-system determi-
nant factors of these same problems.

— the establishment of suitable program-
mes for control and prophylaxis.

— and the evaluation of the results of these
programmes,

(*) Sent for publication Movember 1873.

L. Cayolla da Motta
Margarida Moura Tbheias

1.2 In these circumstances, is well understood
that the epidemiological methodology is the
fundamental technique, used by the public
health scientists and their taskgroup, for their
professional activities, as well for the investi-
gation of health problems of the mass, in other
words the ones of the community.

Its application is well known, from the
second half of last century on, to investigate
the determinant causes and other factors of
the diseases, malformations, and accidents of
the population. Recently, its contribution to
the operational research in the health sector
has been increasing its practical application.
However, the necessity and the development
of the techniques of evaluation and planning
in this same sector has been imposing the
increasing use of the epidemiological metho-
dology.

Independently, of the political systems, and
also of the socio-economic develobment of the
countries one verifies that the world’s health
authorities are deeply concerned, not only, with
the problems of preventive medicine, but also
with medical care, in a global view of the me-
dicine. This fact and the rapid increase of the
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health services cost, are imposing, even to the
well-favored nations, a priority and a criterious
elaboration in the action plans, whose results
must be regularly estimated, for a best use of
the manpower and financial resources demanded
by these plans. The planning and evaluation of
action programmes need a very precise infor-
mation about the state of health of the popu-
lation and their evolution, which are the vital
and health statistics usually, insufficient — what
frequently demands the surveys and other epi-
demiological studies.

1.3. In the specific case of Portugal, (we have
just finished the most important reorganization
of our health services, after the reform done
by Ricardo Jorge at the beginning of the cen-
tury), the use of the epidemiological method
for research and hierarchy of health problems
and for planning and evaluation of health pro-
grammes is becoming more imperative.

The use of the epidemiological method is
mainly being imposed into societies like ours,
which are now going through a phase of transi-
tion to an higher level of economic and social
development. One verifies, that in Portugal at this
moment exists a «mixed» sanitary situation, in
which are coexisting some of the characteristic
problems of the population in a stage of develop-
ment and some health problems characteristic
of developed countries — mainly those caused
by the increasing environmental pollution, origi-
nated by the industrial development, and the
transportation, by the populational concentration
in the urban centers and by the rapid change of
the patterns of behaviour, by the rural flux, by
the increasing of social mobility and its con-
sequent illiteracy. In similar situations, the
epidemiology must play an important role in
the correct evaluation of the sanitary situation
and in the enlightenment of this complex net
of the determinant factors of such problems.
1.4 The organization of the health services
must be based on the results of the epidemio-
logical studies and on the operational research,
and must knew how to take advantage of the
epidemiological investigation technique for the
study of the biggest health problems in the
community,

1.5 In this communication we will try to show
how epidemiology can be used for the evaluation
of the sanitary situation in Portugal (mainland
and the adjacent Islands) and for the quick iden-
tification at the present of the biggest health
problems of the portuguese population. Later
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tification at the present (1973) of the biggest
health problems of the Portuguese population.
Later on, we will make a more detailed reference,
though still superficial considering the nature of
this communication, to the identification and
quantification of the Portuguese preventable
diseases, with a reference to the main role that
the epidemiological studies will play in the
investigation of the respective determining fac-
tors and in the elaboration of programmes for
contral and prophylaxis.

2. An evaluation of the health situation at the
present in Portugal

2.1 As we have said, the evaluation of this si-
tuation and the identification of the most im-
portant health problems must be the main objec-
tive for the health authorities — at the national,
regional and local level.

During the preliminary studies of the Fourth

Development Plan (six-year plan) which will
be initiated in January 1 st, 1974, the Studies
and Planning Bureau, (Gabinete de Estudos e
Planeamento) depending upon the Ministry
of Health and Welfare, has done a study
about the sanitary and social situation in Por-
tugal being as detailed as possible, and using
for that purpose the statistical and informatic
systems available. The results of this, constitute
the preliminary report of the Fourth Develop-
ment Plan — Health and Welfare Division —,
presented in 1972 (4 Volumes).
2.2 To syntnetize that situation and to salient
the evolution verified lately in Portugal (main-
land and the adjacent Islands) were chosen from
the health indicators available, some of the
most significative ones, which are shown in
Table 1.

If one analyses briefly the Table |, will get
an idea, about the evolution verified in the last
15 years, and this will confirm the intermediate
position or the mixed position of Portugal, in
relation to the general situation in the health
sector. Though presenting an high rate of child
mortaly, and of infecto-contagious mortality and
tuberculosis mortality for instance — conside-
ring that we make part of Western Europe — we
find also an high mortality rate in the group of
people over 50, (Swarcop and Uemura index)
and an high motor wvehicle accident mortality
rate, which are the charateristics of developed
countries (Table ).



Portugal (Mainland and Adjacent Islands)

TABLE |

Some indicators of the sanitary situation of the population in 1955, 1960, 1965, 1970 and 1972

1955 1960 1965 1970 1972
Indicators
] F M r M F M F M F
(a) (a) (b) | (b) (c) (c)

Expectation of life at birth| 58,8 | 63,8 | 60,7 | 66,4 | 63,3 | 69,3 | 63,7 | 70,3 | 65,3 | 71,7
Expectation of life at age (b) {b) (c) (c)

1= T T ————— — —_ 658|709 |167,1| 726|664 |725|67,4| 734
Infant mortality rate ...... 90,2 77.5 45,3 58,0 41,4
Neonatal mortality rate ... 28,2 27,9 30,3 25,4 19,7
Maternal mortality rate ... 1,50 1,15 16,5 0,73 0,55
% of childbirths without

medical assistance ..... 60,3 55,3 170 29,8 23,2
Mortality rate ages 1-4 ... 1053.,1 630,1 1165 315,8 268.0
Swaroop-Uemura index ... 59,4 65,3 11563 76,2 79.7
% of deaths without medi-

cal certificate ........... 14,4 13,7 34,3(f) 2,7 2.2
Specific mortality rate

from infective and para-

BTG il 89,5 64,9 64,9 27,0 38,4
Specific tuberculosis mor-

tality raté ........coeeven 64,0 48,2 25,4 16,4 14,6
Specific mortality rate

from traffic accidents 10,7 12,3 0,85 24,2 271
Ratio of inhabitants to hos-

pital bed ucasssanas 185 184 43,5 163 169
Ratio of inhabitants per

physician ......eeiienn 1331 1253 485,5 1091 950
Ratio of inhabitants per

(5101 = - 1744 1424 70,6 890 792
% of population having

piped water supplies ... — == 4,3 39.2 —_

(a) 1955-56.
(b) 1959-82.
(e] 1971.

(d) Existing.

(f} MNurses + auxiliary nurses + midwives,

(f) 1964.
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2.3 For a better appreciation of Portugal's
position in Europe it was made a comparative
Table on which were included Yugoslavia, ltaly,
France, Sweden and Portugal (Table Il). To
simplify the comparison the Table was shorte-
ned, on purpese, to only 4 european countries —
two latin ones one of them is much more
similar to Portugal due to its geo-climatic and
social conditions, and a scandinavian one; re-
presenting a much more developed community,

and Yugoslavia, that lately has been presenting
health records very similar to ours.

This comparison — for the year of 1870,
because it was the last year having data
available — allows to place Portugal, between
Yugoslavia and ltaly. However it must be
pointed out that the Portuguese rates were
for the year of 1972, while those of the other
countries were for the year of 1970, and though
some of the indicators for Yugoslavia in 1970,

TABLE 1

Some health indicators in Portugal and some European countries,
in last available year (1970-1972)

Yugoslavia ltaly Portugal France Sweden
" 1970 1970 1972 1970 1970
Indicators
M F M F M F M F M F
Expectation of life at birth| 65,1 | 69,9 | 68,5 | 74,6 | 65,3 | 71,7 | 69,1 | 76,7 | 723 | 77.4
Expectation of life at age
1 Vear covvvveriiiinnnnnns 68,0728 |69,8|756 |674| 734|693 |767|722|77.1
Infant mortality rate ...... 55,5 29,6 41,4 18,2 11,0
Neonatal mortality rate ... 23,4 20,5 19.7 12,6 9.1
Maternal mortality rate ... 0,57 0,55 0,55 0.28 0.10
Mortality rate ages 1-4 ... 2486,2 100,2 268,0 79,6 52,9
Swaroop-Uemura index ... 74,1(a) 84,7 (a) 79,7 87.6(a) 91,0(a)
Specific mortality rate
from infective and para-
sitic diseases ............ 35.8 17.6 38,4 15,5 9,1
Specific mortality rate
from tuberculosis ...... 18,5 7.0 14,6 8,2 4,7
Specific mortality rate
from traffic accidents 17.8(a) 25,4 27 24,2 19,4
Ratio of inhabitants per
hospital bed ............ 180(a) 90(a) 159 110(a) 70(a)
Ratioc of inhabitants per
PRVSIEIAN, wvivmseammmanss 1050(a) 560(a) 950 770(a) 770(a)
Ratio of inhabitants per
HUFSE SRR 710(a) 440(a) (b) 792 360(a) 200(a)
(a) 1969.

(b) Only hospital staff.
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{for instance the mortality of children whase
age was between 1 and 4, and the specific
mortality caused by communicable diseases and
also by accidents) are better than the corres-
pondent indices for Portugal. It would be much
more correct to affirm that the sanitary position
of Portugal in Europe, is still similar {o that of
Yugoslavia, showing however that it occupies
a transitory position between the countries in a
developing stage and the ones already developed
in the western Europe.

2.4 Still with the objective of enlarging this
sketched picture, since it is impossible to have
data about the general morbidity because they
are not available, so the specific mortality
rates were calculated per 100,000 popula-
tion for the 14 biggest groups of causes of
death of the International Classification of the
Diseases of W. H. 0O, (7th and 8th revi-
sions— 19568 and 1968 respectively) for the
years from 1960 to 1972 (Table [Il). These
figures still allow to estimate, though in a su-
perficial and not too correct way, the evolution
of the biggest groups of causes of death, in the
country, during the last years.

To have a better analysis of the chronolo-
gical evolution of specific mortality rates, four
graphs were made and on them are included
those 14 groups of causes of death (Table | —
Graphs | to V). Among other information, the
curves show, for instance, that from 1960 to
1972 while the mortality rates caused by com-
municable diseases have been reduced to almost
an half, and children’s diseases to 1/3, neoplams
mortality rates have increased of 50 %, and
the mortality caused by cardiovascular diseases
is double (*).

(*] Attention should be called for the fact that from
1971 on, we started using the 8th |. C. D. revision, so due
to this there is not a perfect correspondance between
the causes of death of some of those 14 biggest groups
recorded between 1960 and 1970 and the ones of 1971
and 1972.

The main changes of the big group of causes, from 7th
to 8th revision were verified mainly in the group of infec-
tive diseases and the diseases caused by parasita that
from 1971 on, started including also the deaths by gastro-
-enteritis and enteritis, being these before included in the
group of the tract digestive disesses and in the group
of children's diseases which suffered mainly a reduction
of some diseases primarily included in the group of the
Tth revision and it was restricted to the morbidity causes
and prenatal mortality ‘and in the group'of central nervous
system di , which missed the cerebro-vascular disea-
ses [main cause of death in our eountry) which has passed
to the cardio-vascular diseases group.

2.5 The statistical elements referred, though
restrict, will only allow to have a general
idea, though not correct, but they will allow to
have an approximated image of the actual situa-
tion in Portugal and its evolution in the last
10 to 15 years. However, they already reveal
a reasonable number of the most important
health problems in our country, and in relation
to these problems were imposed measures,
which were introduced with the Health Services
Reform already referred (Decrees numbers 413
and 414, of September 27, 1971), and were
concretized by the action programmes elaborated
by the Studies and Planning Bureau depending
upon the Health and Welfare Ministry, to carry
out the Fourth Development Plan (1974-1979).
2.6 Indeed the referred records were about
Portugal (mainiand, Azores and Madeira) so
these figures do not show the big differen-
ces, — sometimes so huge —, verified in some
areas of Portugal.

The analysis of the situation, presented in
1972 in the preliminary Report of the Fourth
Development Plan, which we have already
referred, charaterize such differences in a very
detailed way.

Though, being almost impossible in a work
of this nature to do a detailed work, we do not
want to finish these brief references of the
general health situation in Portugal (mainland
and the adjacent Islands) without including the
maps 1 and 2 where are outlined the health
positions of each of the 22 districts of the
continent and the adjacent Islands during the
period from 1960 to 1963 and from 1970 to
1972. This relative position (indicated graphi-
cally) was obtained through summarized regio-
nal (districts) indicators, about the general situa-
tion of the health of the population and they
were estimated, for those years, and for each
of the mainland and the adjacent Islands dis-
tricts. In this estimate, were also included the
indicators available (at a distrital level) conside-
red too significatives * to which were attributed
values according to the methodology described
in the Preliminary report of the Fourth Deve-
lopment Plan (*").

(*) Infant mortaly, maternal mortaly, childbirths without
any assistance, child mortaly (between 1 and 4 years],
comunicable diseases mortality, respiratory system diseases
mortality, mortality caused by pneumonia, gastro-enteritis
and enteritis mortality and percentage of deaths without
death certificate.

(**) Preliminary report Fourth Development Plan of
Studies and Planning Bureau under the Health and Welfare
Ministry, Volume |, page 109 to 420; and Volume IV
pages 33 and 34; Lisbon 1972.
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TABLE 11l
Portugal (Mainland and Adjacent Islands)
Specific mortality rates per 100,000 inhabitants, from main groups of causes of death

(1960-1972)
= E )

Clocees () | 8 Eifsel ¢ 2e2 | 2§ 25 g8 28 | 2.2 | 233 gz (1
= 0 ET5og k<] Lo L 21 “% b S8k 0@ g =0 @ g e

w8 = EopdD 5 Loy BaE ) 55 B = SE5E3 e =9 g LEE

g5 k 25 az® £ - P o w > "o @S SE- o =50 5= ac- SEg

ge a2 |efgsgl = gez | 85 85 32 Bs | GEES| 485 | 25 | =2 | B>
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E8 z |ges=8E| & 982 23 9% 28 2g | 8522 | 858 | ©F i =5

g EE%W = acsg oz ag a5 Q‘E», £ 35": i)

1960 64,94 99,22 | 16,40 4,97 166,08 | 175,59 | 113,89 | 113,156 | 23,43 5,35 3.98 7,49 74,47 | 47,562
1961 60,34 | 100,73 | 16,90 4,78 153,85 | 173,65 | 128,06 | 150,68 | 23,89 5,51 4,34 7,70 77,03 51,16
1962 53,62 | 105,04 | 16,07 4,73 155,36 | 178,99 | 131,64 | 126,36 | 22,27 5,45 3,96 7,56 70,25 | 49,87
1963 51,40 | 105,44 | 16,22 4,40 169,14 [ 174,92 | 145,63 | 108,07 | 22,28 3,92 3,29 7.35 58,98 51,04
1964 49,90 | 109,71 | 16,72 1,59 171,26 | 175,28 | 118,83 | 114,74 | 24,49 3,84 2,84 8,90 57.73 54,72
1965 54,35 | 109,70 | 16,63 1,08 173,66 | 172,07 | 128,68 99,90 | 24,36 3.73 2,28 8,36 51,70 52,06
1966 42,98 | 117,89 | 16,19 0,99 181,70 [ 178,43 | 133,28 | 104,02 | 25,79 3.61 2,26 6,72 51,03 56,06
1967 38,65 | 117,09 | 16,62 0,94 193,60 | 177,02 | 117,59 91,22 | 23,39 3,63 2,40 6,98 49,23 60,59
1968 35,88 | 120,06 | 15,64 0,68 197,09 1 174,02 | 119,54 | 87,63 | 22,50 3,03 2,35 7.48 47,59 55,10
1969 31,87 | 121,66 | 16,94 0,74 219,24 | 194,92 | 144,55 81,60 | 21,64 3,18 1.93 7,09 46,87 56,83
1970 26,97 | 122,85 | 14,53 0,63 206,23 | 177,88 | 125,84 78,48 | 20,40 2,72 2,26 7.91 43,47 57,30
1971(b) 57,10 | 131,32| 20,41 | 1,25 13,26 | 406,69 | 134,61 | 52,90 | 21,06 | 2,21 1,22 | 7.09 | 25,49 | 64,66
1972 38,42 | 134,59 | 16,48 0,68 11,63 | 411,36 | 111,99 51,64 19,18 2,14 0,80 7,62 21,72 59,70

{a) Main groups of causes of death; W. H. O,, International Classification of Diseases (|. C. D. 7th and 8th revisions).
(b) The rates estimated from this year on, reveal in some cases hig changes, in relation to the previous years, due to the adoption of the new classification
(1. C. D. 8th revision).
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The evolution of specific mortality rates
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MAP 1

PORTUGAL (Mainland and Adjacent Islands)
Summary of the population's health situation in 1960-1963
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MAP 2
PORTUGAL (Mainland and Adjacent Islands)
Summary of the population’s health situation in 1970-1972
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According to this estimate one verifies that
at the end of 1960's decade there are still big
differences on the sanitary positions of the dif-
ferent districts of the couniry, with indices that
oscillate between the values of about 5 (San-
tarém, Portalegre, Horta, Coimbra, Leiria, Lisboa
e Setdbal) and values superior to 14 (Vila Real,
Braganca and Oporto), there are big differences
almost three times higher, between the more
and less favoured districts. Considering the
country divided only in 4 regions, we can
affirm that, on that decade the best indices
were verified in the region of Lisbon ({(dis-
tricts of Lisbon, Santarém and Setubal), fol-
wed by the southern region (districts of Alen-
tejo and Algarve), having lower indices than
the average of Portugal, and the central region
(districts of Leiria, Coimbra, Castelo Branco,
Aveiro and Guarda) having a situation above the
average (mainly because of the situation of
Guarda and Viseu); while the worst sanitary
positions are verified in the northern region
(districts of Oporto, Braga, Viana do Castelo,
Vila Real e Braganca) and in Azores and Ma-
deira in which districts is verified the existence
of higher indices.

As an example and using only a few indi-
cators we can point out that:

— while in Portugal (mainland and the
adjacent Islands) the infant mortality from 1968
to 1970 reached the value of 58°/,, however
in the districts of Leiria and Setubal was infe-
rior to 40°/,, but in Oporto, Braga, Braganca.
and Ponta Delgada had a value of 70°/y, and
reached the value of 80°/, in Vila Real.

— ther communicable diseases mortality
during the same period was of 10 °/us in Por-
tugal (mainland and the adjacent Islands); but
while in the districts of Evora and Castelo
Branco decreased to 4°/.y it reached values
three times higher in Braga, Oporto, Aveiro,
Ponta Delgada e Angra do Heroismo.

— still from 1968 to 1970, the percentage
of deaths without death certificate in Portugal
was 3 %, and reached 12 9% in Vila Real,
14 % in Braganca, 19 % in Guarda and 28 %
in Castelo Branco.

— though the number of inhabitants per
physician was of 1,200, this number increased
to 3,000 in Beja and even passed the 4,000 in
Viana (this without making any reference to
the average age of the physicians living outside
of the big centers which is high and quickly
increases (7).

—while the number of inhabitants per
skilled nurse in Lisbon was of 327 in 1964,

in Beja was of 3,500 and in Braganca was
of 4,000,

—in 1964 the percentage of childbirths
without any medical assistance was around
47 % in Portugal, but reached 72% in the
district of Braganca and 74 % in the district
of Viana do Castelo and 85 % in Vila Real.

From 1968 to 1970 and on, though the
general situation improved, the Northern dis-
tricts (Braga, Vila Real, Braganca, and the lIs-
lands’ districts of Ponta Delgada and Funchal)
still occupy a very bad position, followed by
the districts of Viana do Castelo, Oportio,
Aveiro, Viseu, Guarda e Angra do Heroismo all
of them having indices superior to the national
average, thus showing worse situations.

The best positions in respect to health,
according to the referred methodology are
occupied by the districts of Coimbra, Leiria,
Santarem, Setubal and Evora, followed though
in a slightly more unfavourable situation by
the districts of Lisboa, Beja, Portalegre, Faro,
Castelo Branco and Horta.

During that period the position of the dis-
tricts of Evora and Setubal have improved and,
less markedly, the district of Oporto.

3. Dominating preventable diseases

3.1 — The concept of preventable diseases has
evolved with the scientific and technologic
progresses, not only in Medicine, but also in
other sciences’ field and with the development
and the potenciality of the health systems res-
ponsible for the practical application of such
progresses.

The causes of the diseases, the accidents
and any other changes of health state and the
factors influencing their distribution and their
spread in the community should be known to
avoid these diseases. So, it is necessary to
study the natural history of the disease and the
respective epidemiological chain so that the
prevention may be done in scientific bases.
The main role of epidemioclogy is to orient the
investigations for the discovery of the ecosys-
tem determinant factors of the disease and to
establish its respective natural history.

3.2 This became possible, only in the cen-
tury before, thanks to the methodology concei-
ved by John Snow and improved by others.

(*) For instance, in that same year, in the distriet of
Funchal 85 % of the physicians were more than 50 years
old, and from them on this situation got worse.
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Due to the microbiology progress in the
last century, and due to the simplicity of the
natural history and the epidemiological chain
of the infecto-contagious diseases, it was in
these affections’ field that the epidemiology
reached its first sucesses which allowed the
conception of practical and efficient measures
of control and prophylaxis.

However, the epidemiological methodology
had practical successes, almost from the be-gin-
ning of its application, not only in the commu-
nicable diseases’ field. We can remember, for
instance, Goldberger epidemiological studies
about pellagra and even the investigations
(undoubtedly of epidemiological type) which
allowed Percival Pott, in the XVIIl century to
show simple and efficient measures to avoid
the scrotum cancer which affects mainly the
chimney-sweeper in London.

It was shown, from the beginning, that the
epidemiological studies are absolutely neces-
sary to know the basic or primary cause of the
disease or the links of the epidemiological
chain in order to conceive and carry cut an
efficient programme for control and prevention
of the disease.

The epidemiological history since John
Snow’s study of cholera and its mode of
spread, and the Royal Commission study of
Malta fever till the most recent studies allowing
to individualize the factors associated to lung
carcinoma and coronary thrombosis, for ins-
tance, have shown to be possible to adopt
efficient measures of prevention for a crescent
number of affections even when not well-known
its respective etiology.

3.3 The main role of Epidemiology is to iden-
tify the most important diseases and also the
health problems prevailing in the community,
quantify them and study their natural his-
tory. In relation to each disease of any health
problem, the epidemiology should characterize
the population in danger, to search for the
ecosystem factors responsible for ‘the occurren-
ce and spread of the disease and to establish
the epidemiological chain in order to elaborate
efficient programmes for control and prevention.

These investigations and the progress in
Medicine and even in other sciences, have
contributed largely to the prevention of some
diseases and morbidity cases.

3.4 On the third part of this communication
when speaking about the interest of Epidemio-
logy to study the health conditions of the por-
tuguese population and as a complement of
the sanitary situation of the country, a brief
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reference will be made to the main preventable
diseases presently recorded.

We will mention as dominating preventable
diseases, the ones that are considered in that
way, such as the communicable diseases (infec-
tious and specific or «classical») as well as the
specific or not specific most important infections
of the different systems and organs (such as the
respiratory diseases including the influenza,
those of the digestive tract including not specific
enteritis), avitaminosis and some other nutri-
tional diseases, and some diseases associated
with pregnancy, childbirth and of the puerpe-
rium, some infant diseases whose prophylaxis
is well known, the accidents and even sui-
cides.

Among these diseases or affections are
included some which are more easily preven-
table than others; it is also well-known that
is already possible today fit the prophylaxis or
at least the control of some chronical degene-
rative diseases. We are not proposing to make
any special reference to the latter ones. (")
3.5 Considering the various groups of preven-
table deseases we will make a special reference
to the infectious and parasitc diseases which in-
clude the group of simpler epidemiological affec-
tions known. For this reason, these diseases show
a decline which is due to the increasing pro-
gress of the medicine (with rare exceptions).
it has been easy to prevent them, and their
control and even in some cases, their eradica-
tion, can be easily conceived and carried out.
3.5.1 It does not exist in Portugal regular mor-
bidity statistics, at a national level, excepting
for the compulsory notifiable diseases, in which
group are included some of the infectious and
parasitic diseases, already referred.

Considering the deficiency of the notifica-
tion and the variable degree of that deficiency
verified among the notifiable diseases, we thou-
ght of some interest to refer the evolution of
morbidity rates (in other words, of notification)
per 100,000 of inhabitants due to the notifia-
ble communicable diseases in Portugal (main-
land and the adjacent lslands), during the last
two decades (Table IV). The analysis of these
rates shows that there is a considerable reduc-
tion in the incidence of most of these disea-
ses, thanks to suitable plans of prophylaxis,
and among others should be pointed out, «the

(*} This problem about chronical degenerative diseases
and .genetic diseases in Portugal and the main role of
Epidemiology in thelr investigation is a theme to be
focused by Dr. Corino Andrade.



TABLE IV
Portugal (Mainland and Adjacent Islands)

Average morbidity rates (100,000 inhabitans) from some notifiable diseases
in 1949-1951, 19591961 and 1969-1971

Morbidity rates
Diseases
1949-51 1959-61 1989-71

Brucellosls sescansisnssmasmnmrnmnnsnnnnrrames 2,94 2,66 3,47
ARG s s S R S e N S N K e 15,66 1,78 0,10
DIPITNEIIA vvvvvsesseeis et eesssesseeaeseeseansensaanenees 19,66 23,13 2,62
Dysentery (bacillary and amoebic) ........covviievennnnnn. 1,23 0,37 0,06
Encephalitis oo s s i S s Ui s S T v e 0,17 1,35 1.56
Boarlet TeVEE sviavenmm s SR A TR 8,05 6,94 2,59
TYPHOTA FOVEL  weeeees e eeeeee e e e e e e e e e 53,23 28,95 14,09
Paratyphoid fever and other salmonellosis ..........c..... 1.67 0,93 0,80
Epidemic hepatitis  ........ccvvvmeerermirenecnnoreannnsaeens 0,40 3,06 6,90
e | T P 2,61 1,47 0,37
LBPIOSY 4. eseeeneeteee et e et et e e e e e e e 1,75 0,20 0,04
Meningococal mMeningitis .......cececverniieiiiiiieaniinanees 2,28 1,75 5,83
PoliomMYElITiS oottt 1.53 3,30 0,10
T AN s s T e o o B B S B o ST oseans — 4,84 2,65
Rickettzial digeases . casssrmsmmnensasns S smsTe 10,65 3,73 1,72
Whooding TOUGh: awussssvaemss i s s es s e e eas 27,76 19,85 2,34
Trachoma ..oviveieiiriiieiiiiie e e e ctae s aeaanes 9,00 6,79 0,48
TUBEICUIOSIS v utreeieneeeseeaeaeaseneaesnaenrenannsnennns (n.v) 155,02(a) 127,09
O DO s s S S A D I s B SRS 0,01 — —

SYPHIHS: oo ae i s S e s 5,44 1.68 3,90
GONOITHOBE] v ssm e e T RSB A 9,47 7.28 14,68

— Mot been recorded any cases.
(n.v.) Mot verified.

{a) This disease has been included in the group of the compulsory notifiable diseases some January 1861, but
the first records arrived at the Public Health Department enly in 1952.

National Vaccination Programme», which star-
ted in 1966. Thus, for instance, the diphtheria
morbidity rates per 100,000 population were
reduced from 20 in 1950, to 2.62 in 1970;
the whooping cough from 28 in 1950, to 2 in
1970; tetanus from almost 5 in 1960, to 2.65
in 1870; the smallpox was eradicated in 1952;
anthrax, which in 1950 affected 16 per 100,000
population, in 1960 affected less than two
people and in 1970 presented a morbidity rate
of 0.10 % in twenty years the occurrence
of the leprosy was reduced from 2%/ to
0.05 ?/e; the morbidity rate of the typhoid
fever was almost 54 °/., in 1950, declined
to 14% 5, in 1970; the kala-azar decreased
from 2.63 °/ww to 0.37 °/sw during de same
period. However some of these infections as
brucellosis, epidemic meningitis and venereal
diseases, during the infectious period, have

maintained their previous rates during the last
twenty years or at least have had approxima-
ted rates, or have evolved in the cyclic way pe-
culiar to them in the absence of control and
prophylaxis measures. Some others presented
an increase, as has been also verified in other
countries, this happened with acute infectious
encephalitis and mainly with epidemic hepati-
tis (whose rate increased in twenty years from
4.40°/0» to almost 7 °%/um) and it does not
surprise anyone that among the compulsory
notifiable diseases in Portugal, are the diseases
for which we are not disposing of efficient
and pratical methods of prophylaxis.

Malaria and other parasitic diseases were
not included in Table IV, due to the fact that
their frequency has been decreasing lately and
they affect mainly the armed forces returning
from Africa.
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3.5.2 Though, these diseases have a very
well-known etiology and epidemiology, the epi-
demiological studies still have a main role in
the investigation of patterns of distribution and
its evolution in the national territory. All the
contrel and prevention programmes must be
based on the epidemiological studies, after the
convenient adjustment to the characteristics
and possibilities of our country.

3.6 In regard to other diseases and violences
(accidents and suicides) already referred as
preventable, it has not been and it is not possible
to have correct elements, at a national level,
about their morbidity though some tentatives
have been done for that purpose by the sta-
tistic services under the Health and Welfare
Ministry. We still do not dispose of an orga-
nized system of hospital morbidity statistics
(through the General Hospital Office) or of
morbidity indicators by the Medico-Social Insu-
rance Services — which are the two most po-
tential statistical sources for the morbidity in

our country. Due to the rising interest of the
establishment of the statistical morbidity, the
Studies and Planning Bureau (under Ministry
of Health and Welfare) is eager to pro-
mote the organization and the implementation
of those studies and of some other important
statistical activities in the sector, with the
objective of establishing a national health sys-
tem of statistics. This system could conveniently
help the Epidemiolegy, and the Planning and
Evaluation activities indispensable to the correct
action of any national health service. It is also
expected that the survey of the general mor-
bity and the evaluation of health resources
planned by the National Institute of Health with
the collaboration of the World Health Organi-
zation, at the beginning of 1974, will aliow
to obtain qualitative and quantitative data about
the prevalence and incidence of the national
morbidity.

3.7 Since we do not have such data we will
make a reference about some statistical ele-

Correspondent designation |, C. D.
Selected diseases Al List

Tth Revision Bth Revision
TYINOIE TOVED vvvsimnsmmmsumserssssser s ooty s Al12 A2
Gastro-enteritis and enteritis  ........coivveiriiiriarnniranenans A104 A5
Tuberculosis [all Aypes) s s R W TR A1-AB AB-A10
DIPHIEEIA commommmas s s s R A T e AT A21 A15
Whooping ' Cooghl s swssi e e g s S e e A22 A16
B == = A26 A20
POlIOMYEIIEIS  ueiieiiiiaeeesaticiiant s st eeeanaaas A28 A22
MRS e s s R S R R A N IR RN A32 AZ5
All infectious and parasitic diseases ........ccvvvvvnnn A1-A43 Al-A44
Avitaminosis and other nutritional diseases AB4 AB5
Meningitis (not MeningoCoCEIiC) ...viieeviriniemminiieiiiiaaaans AT1 A72
Otitis media and mastoiditis  .......ccovviiiiiiemiiiaiiinaiienis AT7 ATB
Rheumatic fever oo ssmamisnsrrrnimrmesngs A79 A80
ITHUBNZE o e e S e e e S e A88 AS0
Pneumonia and Bronchopneumonia ......ccoiiiivvmesaiiissnaenis AB89-A%0 A91-A92
Respiratory infECtioONS  ....ovivnereit e iiaisnecaenrreeananas AB87-AS1 AB9-A92
Acute mepheitls S R T R Al08 A105
Childbirth and puerperal infections .......occiiiiiiiiiiiinainn, - A116
Pregnancy, childbirth and puerperal diseases ..........cocoovet A115-A120 A112-A118
INFant diSBASES . .oiiiitriei it e et A130-A135 A131-A135 (")
Traffic accidents A138-A139 A138-A139
Other accidents A140-A147 A140-A146
All the accidents A138-A147 A136-A146
T o - T —— A148 A147

(*) In the 8th Revision only the prenatal morbidity and mortality.
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TABLE V
PORTUGAL (MAINLAND AND ADJACENT ISLANDS)

Specific mortality rates (100,000 population) from some preventable diseases (") (from 1860 to 1972)

Diseases L ::;{_Isni'o;th 1960 1961 1962 1963 1964 1965 1966 1967 1968 1969 100 | Iz\'fi;'o:‘h 1971 1872
Typhoid fever ............... A12 0.60 0.55| 0,31 0,34| 0,35| 0,37 | 0.29| 0,29| 0,22 0,19 0,20 A2 0,30 0,19
Gastro enteritis and enteritis A104 71,74(106,91| 81,88| 65,09|66,61|51,06 50,93 |40,34|40,92 | 31,58|31,61 Ab 27,19 (14,60
Tuberculosis .......ccovveninns A1-A5 48,21| 40,33|36,36| 35,53|3189 |30,30(30,18|27,25|24,44| 23,01(16,44)] A6-A10 [18,94]|14,61
Diphtheria .......ovrerenennnees A21 1,69 2,38] 2,14 1,43 1,83 1,23| 0,80 | 0,45( 0,37 0,18| 0.18 0,19 | 018
Whooping cough ............ A22 0,70 0,56| 1,20 0,99] 1,02 0,39| 0,78| 0,43 | 0,25 0,12 015 A16 0,28| 0,15
Tetanis: owrsmamenammEssanRem A26 2.97 3,20| 3,26 2,34 3,07| 2,57| 2,10| 2,18| 1,82 1,701 1,61 A20 1,41 1,15
Acute poliomyelitis  ......... A28 0,35 0,25| 0,54 0,32| 0,43| 0,33| 0,04| 0,02| 0,04 0,01 0,02 A22 0,00| 0,11
Measles ..oooovvinieriennnarans A32 1,35 4,61 2,97 1,85| 2,72| 2,11] 2,22| 2,00| 2,61 1,36 2,85 A25 2,30| 1,92
All communicable diseases...| A1-A43 |64,94| 60,34| 53,52 | 51,40(49,90(45,35|42,98|38,56|35,88| 31,87|26,97§ A1-A144 |57,10|38,42
Avitaminosis and other nutri-

cional diseases ............ AB4 4,05 493 3,81 391| 484| 4,18 4,21 | 3,33| 3,04 3,22| 2,40 ABS 479 3,70
Meningitis {not meningoccic) AT 3,15 2,24] 2,35 3,28 2,37| 2,09! 2,37| 2,02| 1,92 1,87 1,85 AT2 3,26| 2,87
Otitis media and mastoiditis AT7 4,47 7.28| 5,98 6,15| 5,72| 5,87| 6,36 5,13| 4,96 3,37| 2,99 AT78 2,60 1,87
Rheumatic fever ............... A79 0,50 0,74| 0,61 0,48| 0,61| 0,54| 0,42| 0,38| 0,29 0,301 0,20 ABO 0,44| 0,22
Influenza  eonvmmsmsmismns ABS8 4,16 5,48| 4,34 6,67| 5,11| 6.86| 5,78| 3,76| 3,83 7.17| 6,83 A90 10,96| 0,43
Pneumonia and bronchopneu-

MONIA  vineasiiniieenaisaons A89-A91 |79,65| 88,91| 89,96| 98,49|80,60(86,13|89,39|79,93|81,92| 97,52(83,83] A91-A92 |65,46|52,98
Agute infections of the respi-

ratory system .......i...oo A87-A91 |84,44| 95,67| 95,45(106,21|86,40|93,65|95,88|84,40|86,44|106,27|97,36] AB89-A92 (94,44 |76,53
Acute nephritis ... A108 3,92 4,63 3.67 3,18| 3,96| 3,08| 2,58| 1,52 1.06 0,90 0,76 A105 0,86 0,74
Childbirth and puerperal in-

fections ....oeeeiiiiiiiiiiin. -—_ - — | — — — - — — — - - A116 0,17 0,16
Pregnancy, chidlbirth and

puerperal diseases ......... A115-120 | 5,36 5,67 5.45 3,921 3,84| 3,73| 3,61| 3,63 3.03 3,18| 2,72§A112-A118] 2.21| 2,14
Certain diseases of early in-

T — A130-135 |74,47| 77,03| 70,25 | 58,98|57,73{51,70(51,03|49,23 (47,69 46,87|43,47 |A131-A135}25,48 21,72
Traffic accidents .............. AE38-139 [12,35| 14,93| 14,36| 14,82|17,21(16,48|18,93|19,89|20,68| 22,26|24,19§AE138-139{29,00(27,10
Other accidents ,.............. AE140-147 | 25,64 | 25,85| 26,06| 25,73|26,85(|25,38(|26,56(29,23|24,16| 24,96|25,75 AE140-146]25,22 (23,11

AE138-147 |37,99| 40,78| 40,42 | 40,56|44,06|41,86|45,48|49,12|44,74| 47,23|48,32|AE138-146}54,31 50,21
SUTEIHE! svvmavriinssmesesims AE148 8,73 8,95| 8,51 9,49]| 9,45| 9,20| 9,63| 9,98| 9,46 8,68| 8,17] AE147 8,21| 8,29
(*) I, C. D. — Tth revision (1960-1970);
(") I. €. D.— 8th revision 1971-1972,
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ments of mortality in Poertugal in the last years,
as a consequence of diseases and other chan-
ges of health which ws have labelled as pre-
ventable (paragraph 3.4). Having in mind this
objective, 'we started calculating the specific
mortality rates for the following causes or
groups of important causes, in principle, con-
sidered preventable, which were selected for
that purpose.

The respective specific rates per 100,000
population were calculated for Portugal (main-
land and the adjacent Islands) and for each

of the last twelve years; from 1960 to 1972

(Table V, Graphs 5 to 7). These causes of
death were in 1960 responsible for 28.52 %
of the total deaths registred in Portugal (ma-
les 33.28 % — females 23.62 %) while in
the next twelve years they represented only
19.41 % of the general mortality (males 23.23%
and females 15.45 %). Though, the small re-
duction verified, .we can still consider exces-
sive, for an european country, at the begining
of the decade of 1870's the proportion of deaths
due to causes that are normally preventable
(1/5 of the total deaths).

A comparison, considering the correspon-
ding proportions, with the other 4 european
referred countries (Table VI) shows that in
our country such rates have higher values: the
percentages of deaths in Portugal caused by
preventable diseases in 1972, are still higher
than the corresponding percentages in Yugos-
lavia, in 1970.

Though being almost impossible a perfect
comparison between the elements recorded till
1970 and the figures from 1971 on, according
to causes of death of list A of |. C., D. (the
most detailed used since 1955, by the Natio-
nal Institute of Statistics — and even this is

only used for Portugal — mainland, Azores and
Madeira — because it dees not give complete
elements to allow the comparison by districts),
considering the changes of some basic diagno-
sis distributed through other rubrics of the
list A, that were verified when passing from
the 7th to 8th revision of |I. C. D. in 1971.
We think to be useful to study the mortality
evolution (from 1960 to 1972) due to those
causes of death, which could be avoided today.

The referred data of Table V and the graphs,
where we tried to schematize the evolution
of some of those causes of death (graphs 5,
6 and 7) show that a considerable progress
in the reduction of most of deaths that could
be prevented, has been reached in our country
during the last 12 years, though this decline
was not so relevant as we wished.

For instance, from 1960 to 1972, the mor-
tality rates per 100,000 population were
reduced — typhoid fever frem 0.80 to 0.19,
not specific enteritis from 71,5 to 14.59, tu-
berculosis from 48.07 to 14.61, diphteria from
0.70 to 0.15, whooping cough fram 2.97 io
4.18, tetanus from 0.35 to 0.11 (0.54 in 1962),
poliomyelitis (0.00 in 1971) and so on;

It was verified in relation to the total of infec-
cious and parasitic diseases a decrease from
64.76 to 38 "/, ( *); this rate for the year of 1972
is still very high compared to those shown by
western eurcpean countries, as we have already
seen. We can still state that during the period

(*) From 1971 on, the rubric «The total of Infecticus
and parasitic disezses (reference Al-A4d-|. C. D. 8th
revision) -stated alse including gastra-enteritis and ente-
ritis: (rubric A 104 - 7th revigion) and this brings up a
‘problem for any comparison in relation to the corresponding
rubric of the precedent revision.

TABLE VIl

Percentage of some preventable causes of death (a) to total deaths (1970)
in some European counfries

Total % of desths from some preventable diseases per total deaths (1970)
Countries
M F MF
Yugeslavia (b) ...veevvvrinnainn. 20,01 12,54 16,43
Ml s s 14,47 10,96 12,82
Portugal  coonssssesmasssns 25,79 17,54 21,79
FIAHCE scvmminasmimsssamssssmen 15,12 12,40 13,80
Sweden  .....iciiiiiiiiiiiien. 13,17 10,46 11,83

(a) The same as discussed oh 3.4 and 3.7.

(b) Included all accidents, peoisening and violence [(AE 138 - AE 150).
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from 1960 to 1972, it was verified also a reduc-
tion of deaths caused by otitis media and mas-
toiditis (from 4.45 to 1.87 "/uw) the rheumatic
fever (from 0.49 to 0.22 °/ ) the pneumonia and
bronchoprieumonia (from 79.42 to 52.98 “/uw).
acute nephritis (from 3.91 to 0.74"/ww) the
pregnancy, childbirth and puerperal diseases,
from 5.35 to 2.14 /. and the infant diseases
(from 74.26 to 21.72 “Vu). (**)

In regard to the last causes, we see that
the reduction considered is very small not
only because of the extent of the lapse of time,
but these affections should present today a
very low mortality or even null, considering
the powerful weapons that can be used by the
health services to fight and control them.

The specific moriality rates of some affec-
tions which were presented here have not been
modified in the last twelve years, so the actual
picture about mortality due to «preventable cau-
sesy got darker.

This happened, for instance; with the sui-
cides, accidents (except traffic accidents), res-
piratory infections (all types) and even avita-
minosis and other nutritional diseases, menin-
gitis (not meningoccic) and measles (Table V).

The unfavourable sanitary position, when

comparing our figures with european onss, be-
came worse after 1960, due to the increase
of diseases, violences and of some moriality
rates considering that some of those could be
avoided, mainly influenza and motor vehicle
accidents (the accidents have gone from
12.32 %/ o in 1960 to 27.10 %o in 1972).
3.8 It should be of much interest to analyse
the distribution of specific morbidity and mor-
tality rates, due to these causes, in different
regions of the country (districts and counties)
for each sex-age group, and for a better unders-
tanding of the respective epidemiological situa-
tion, a survey about the determinant factors
should be carried out and suitable programmes
should also be conceived and organized for
control and prophylaxis.
3.8.1 However we have already mentioned that
we do not dispose of any data about the causes
of death occuring in the districts, but only
do exist morbidity rates about some communi-
cable diseases.

(**] In this rubric the comparison is not correct and
gives an aparent image more favourable than the real,
because from 1971 on, the 8th revision includes in that
rubric only tre morbidity an mortaly pernatal causes,
conseqguently less causes than in the rubric A 130-A 135 Tth
revision.

3.8.2 For that reason and because we do not
wish to extend any further these considera-
tions, we will make only a reference to the dis-
tribution of the specific mortality due mainly
to some selected number of deaths for each
sex-age groups that had occurred and could be
avoid ed (tuberculosis — all types — diphtheria,
measles, the total of infectious and parasitic,
nutritional diseases,
acute infections of the respiratory system —
including the influenza, motor vehicle accidents,

avitaminosis and other

‘the total of accidents and suicide). These sta-

tistical elements are presented as specific
mortality rates per 100,000 population in 1962
and 1972 — Table VIl.

The analysis of this table shows that
some of the selected preventable causes reach
mainly very restricted age-groups. This can
be seen with measles and diphtheria that
normaiy only affect people under 15, while
the other dissases affect mainly the elderly
pecple (B5 or over) as it happens with the
respiratory affections, (those show also high
child mortality), the accidents (mainly their
total), the suicides and even the tuberculosis
{but only in 1972 and mainly in the masculin
sex; so in the previous ten years, the higest
mortality rates caused by tuberculosis were seen
mainly in the age group of 45-64. The evo-
lution verified in the last ten years shows a
progressive improvement of these causes of
death in all the age-groups, and the proportions
of deaths, among the big 4 groups considered,
were also steady (excepting the group over
65 years, though having a decline on tuberculo-
sis mortality rates, was still in 1972 showing
for other diseases the highest mortality rates —
as we had already said and also in accordance
with the characteristic evolution seen a few
years ago in other developed countries (*).

From my previous considerations, should
be excepted the respiratory infections affec-
ting the elderly people (65 or over), because
on this group was not observed any improve-
ment at all, contrary to what was verified with
younger people, also the suicides, whose rates
had not shown any considerable change, and
the accidents (mainly traffic accidents whose
frequency have increased from 1962 to 1972,
mainly among people aged 15-44.

(*) Problems of the oldest cohorts presenting the
worst experience in tuberculosis mortaly.
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TABLE VI
PORTUGAL (Mainland and Adjacent Islands)

Specific mortality rates by age-groups (per 100,000 inhabitants) from some preventable diseases, in 1962 and 1972

1962

1972

Causes of death k C'_D.' Age-group b CD Age-group
Tth revision 8th revision
0-14 15-44 4564 | 65 and | 7ol 0-14 15-44 4564 | B5and | yoa
over over

T 9,07| 33,94| 69,654 67,74| 36,36 2,08 7,73| 32,37| 40,55 14,61
Tuberculosis Al1-A5 M 9,89 47,23|117,26/113,73| 53,35 AB-A10 2,21| 11,85| b58,03| 73,68| 23,65
F 8,31| 21,61| 28,10| 37,65| 20,75 1,94 4,03| 10,09| 19,05 6,48
T 7,28 0,05 — — 2,14 0,62 — — —_ 0,18
Diphtheria A21 M 7,36 0,05 — — 2,31 A75 041 — — — 0,12
B 7.21 0,05 — — 1,99 0,84 — — —_ 0,22
T 10,17 0,03 —_— — 2,87 6,77 — — 0,12 1,92
Measles A32 M 10,26 0,05 —_ — 3,27 AZ5 7,20 = —_— 0,30 2,21
F 10,07 — —_ _— 2,76 6,32 — —_ — 1.67
T 51,22| 38,03| 78,93| 83,60 53,62 73,92 9,60| 38,16| 56,13| 38,42
All communicable diseases A1-A43 M 54,06| 52,11/131,48|134,63| 73,10 A1-Ad4 77.49| 13,67| 66,19 91,98| 50,41
F 48,261 24,95| 34,08| 50,12 35,53 70,23 5,94 3,84| 32,79| 27,66
P ) T | 10,09 0,18 1,30 6,72| 3,81 6,48| 0,23| 1,56| 14,63| 3,70
A‘”fa‘“'l’w;"s g other Pl AB4 M| 11,18 021 1.47| 938 445 AB5 8,43 030 1,32| 13,57| 4,07
Uonal digeases F| 899| 0,15 1,18 499| 3,22 4,47\ o016| 1,77| 15,32| 3.36
T |168.,40 9,65| 51,32|399,29| 95,45 107,93 6,15| 35,77|364,61| 76,53
Acute respiratory infections A87-A91 M |176,79| 13,36| 80,36]|482,32|107,87 A89-A92 118,568 8,39| 51,16]|423,70| 84,95
F | 159.67 6,20| 26,53|344,98| 83,97 96,96 4,14| 21,54|326,13| 68,97
Complications of pregnancy, T — 12,60 0,10 — 5.45 — 5,12 0,21] — 2,14

childbirth and the puerpe- A115-A120 M — —_ — —_— — A112-A118 — — — — —
rium F - 12,60f 0,10 — 5,45 - 512 0,21 — 2,14
T 7.61| 15,26| 18,22| 24.82| 14,35 12,87| 27,27| 35,43 47,21 27,10
Traffic accidents AE138-A139 M 10,33| 28,15 | 32,44| 37,79| 24,07| AE138-AE139| 16,45]| 49,71| 63,07| 70,57 44,51
F 4,57 3,30 6,08| 16,33 5,43 9,19 7,14 11,45| 32,00 11,47
T 30,58| 31,67| 45,66|108,11| 40,41 29,11 41,21| 61,45(122,25| 50,21
All accidents AE138-AE147 | M 36,50| 57,30 | 78,27|126,21| 59,37| AE138-AE146| 37,97| 75,42|108,51|161,34| 78,52
F 24,40 7.87| 17,83| 96,39| 22,68 19,98| 10,52| 20,60| 96,80| 24,96
i § 0,04 7.48| 17,03| 23,72 8,51 0,37 5,34 15,.93| 26,64 8,29
Suicide AE148 M 0,07| 10,97| 29,98 49,68| 13,73 AE147 0,49 7.84| 27,10| 54,58| 13,49
F —_ 4,23 5,98| 16,80 3,67 0,25 3,11 6,24 8,44 3,63




3.9 Finally, should be of interest to compare
the mortality, due to a restrict but significative
number of diseases and other preventable cau-
ses of death registred in Portugal, in 1970,
with the corresponding mortality verified in the
other 4 european countries (France, Italy, Yugos-
lavia and Sweden) — Table VIII.

This comparison reveals that Portugal’'s po-
sition, about the specific mortality and the pre-
ventable causes selected (infectious and para-
sitic diseases, as well tuberculosis, diphtheria
and measles, nutritional diseases, respiratory
diseases, complications of pregnancy, childbirth
and the puerperium, infant diseases, accidents
and suicide) ranks the worse of the european
countries, used for comparison, excepting the
suicide mortality rate that is lower in Italy but
higher in Sweden.

There is a considerable difference between
the preventable swedish diseases rates and the
Portuguese ones, but the yugoslavian rates are
slightly better than in those european countries.
This group of nations chosen, are already more
developed than Portugal, having a bigger num-
ber of cars per capita and on intensity of
traffic superior to ours.

This picture confirms once more, the pre-
sent peculiar position of Portugal, because are
coexisting health problems characteristic of
different socio-economic levels of development
— as the occurrence of some of the highest
specific mortality rates recorded in \Western

Europe — not only in relation to infecto-conta-
gious and parasitic diseases but also in rela-
tion to respiratory infections, as well as traffic
accidents, i. e. for causes of death that could
be prevented or at least controlled; besides
those records still show a defficient sanitary
coverage of the population.
3.10 — Without pretending to make ‘a study
about the economic repercussion of this ex-
cessive mortality, we tried to make a close,
but rough, estimate using for that the mortality
due to diseases and accidents considered pre-
ventable, with exception of suicides (Table V.
first columm). From the 1972 data, one ve-
rifies that those causes were responsible for
16,826 deaths. This number should decline
to 9,080 if in Portugal would be verified the
same specific mortality rates of Sweden (*);
the country used for comparison is the one
that has the most favourable rates for those
causes of death considered. We could say
that in Portugal have died «mores 7,746 peo-
ple than should have died if our rates were
the swedish ones.

Considering that 44.4 % of those «preven-
table» deaths occcurred in Portugal in the age
group below 15 years, 28 % victimized people

(") After being verified, for each considered cause
how many times the portugueseé rates were higher than
the swedish ones, and applying the respective proportion
to the absolute number of deaths for each cause.

TABLE VI

Specific mortality rates (per 100,000 inhabitants) from some preventable diseases
in Portugal (Mainland), in 1971, and in some European countries, in 1970

(0 o :
Causes of death Sﬂ';w_ﬂe:visicn Yu?‘;:;l;)v . {:';I;r] F?:;;??I E::g;]e S::fue}n
ist A
Tuberculosis (all types) ......... AB-A10 18.6 7,0 18,9 8,2 a,7
Diphteria ...ocevvvvreereierenenennnns A-15 (o) 0,2 (o) S
Measles ...cevvviiiiiiiiiiiiiaanns A-25 0,1 0,3 2,3 (o) (o)
Infective diseases and parasitic
dISEAsEs uossrnesss ST Al1-Add 17 17,6 57,1 1856 9.1
Avitaminosis and nutritional di- 35,8
SEASES Liiiiiiiiiiiiiieeeaaeeaas ABS 0,3 0.1 4,8 7.8 0.3
Acute respiratory infections...... AB9-92 45,8 53,6 94,4 32,7 44,2
Complications of pregnancy Al112-118 19 1,8 2,2 0,9 0,1
Traffic aecidents v AE138-138 l 25,4 29,1 24,2 19,4
All deBIdents o...owovvamssaiis AE138-146 I 63,7(a)| 46,6 54,3 74.9 42,4
SUIiCides ..vviiiiiiiiea AE147 5,8 8,2 15,4 22,3

{a) AE138 — AE150.
(o) < 0.1
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over 65, and the remaining 27,6 % correspond
to people between 15 and 64. If to simplify the
calculus we will exclude the people over 65 as

«economically inactive» — but knowing this not
to be true—; and if we will make a group
with all the other people — this is also not

correct, because people under 15, are not pro-
ductive, though their potential productivity
should be considered —, it will be left over
only 5,629 people. If we estimate an average
income of 43,726%00 per capita (this was
cbtained, for the year of 1970 dividing the Natio-
nal Income 148,488,000 thousands of escudos
by the productive population 3,395,865 (*"}
it was verified that the extra-deaths would cor-
respond in the year of 1972, to an economical
loss of 250,000 thousands of escudos, this
considering only the loss of the labor force
brought up by those deaths, which could have
been avoidad.

On this very rough calculus was only con-
sidered the direct economical consequence of
the «supplementary» deaths. We have not con-
sidered the number of cases not mortal, and
the days of disability, the partial or total disa-
bility and temporary or permanent disability
that the victims of those diseases or accidents
sufferad, not considered also the medical care
{diagnése and treatment) or the patients’ reha-
bilitation.

So, we are sure that the referred number

is far from the reality. However, we think that
we are not exaggerating about the heavy price
that our country has paid and is still paying due
to the considerable number of deaths, since
today most of them are preventable.
3.11 These facts justify our doubled efforts
to fight the preventable diseases and accidents
and salient the rising value of the epidemio-
logy to study the patterns of distribution and
the determinant factors of these afections and
for the elaboration of suitable programmes for
its control and prophylaxis.

4. Conclusion — Epidemiology role in the study
of modern health conditions and in the orga-
nization of health services and systems.

4.1 We tried to show the general situation about
the health of the Portuguese population using for

(**) Sources: Study number 46 of the National Insti-
tute of Statistics (N. |. E.), «Portuguese Accounts=, (Contas
MNacionais Portuguesas) 1968-1971, M. 1. S., 1973 and XI Cen-
sus of Portuguese Population.

that purpose some very simple available data.
We have referred mainly the dominating pre-
ventable diseases and the causes of premature
death and that the epidemiology must play a
relevant role in the organization and implemen-
tation of health services.

The results of the epidemioclogical studies
must influence, the health services and health
systems’ organization. In fact this organizatio-
nal structure must be based on the funda-
mental public health problems, after their iden-
tification and quantification by a methodology
suitable for the evaluation of health within
the community and also for the search of
patterns of distribution, and the causes and
other determinant factors of the diseases, acci-
dents, malformation and other types of disa-
bility either physical or mental. Finally, the
planning of the programmes for sanitary action
justified by the health situation, as well as the
evaluation of its results, need the support of
the epidemiological methodology.

4.2 The epidemiological studies about the
sanitary situation of a different population ha-
ving different habitats and also different so-
cio-economic status and through the operatio-
nal researches done, we see that normally the
medical care systems (clinical care) even when
efficient and very well organized have very
little influence on the health of the population
to whom they were made. Though, some me-
dical care measures could avoid the occurrence
of some individual affections and also to pre-
vent the overcoming of some other ailments
and to reduce the premature mortality (in an
individual basis). Indeed, most of the action
that we think could promote the state health
of the population are not depending upon the
extent and level of medical care (clinical).
In fact, W. Winkelstein Ir said that the incidence
and prevalence of the most important diseases
and other causes of disability affecting the
population and which are responsible for the
highest morhidity and mortality rates verified
in the community, are not practically affected
by the current activities of medical care systems.

Since the beginning of this century the clas-
sical example of the declining incidence of
cancer of stomach, followed by the increase of
lung cancer in the United States, Sweden and
Great-Britain is well known. On these nations
the medical care services have been increa-
sing the amplitude and efficiency of their action
and always improving the level of medical care
offered to the individual, so they have reached
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the highest standards in this sector, but howe-
ver this progress has not apparently contribu-
ted to the decline of stomach cancer or has
in any away stopped the rising of lung cancer
incidence. In fact the occurence of these two
types of neoplasia, since the beginning of the
century, are connected to environmental fac-
tors which are filiated in facts having nothing
to do with Medicine or at least with clinical
care. We can affirm that the state of health
of a community should not be confounded
with the individual health of its members, prac-
tically it does not depend of medical care sys-
tems, but in reality depends of other several
factors such as, housing, nutrition, convenient
water supplies, occupation, and of cultural and
economical status. Some of these factors as
the hygiene and preventive medicine measures
which have evolved during the last century,
are today already incorporated in a larger health
care system which includes also the medical
care system.

4.3 Undoubtedly, in every country or com-
munity should exist an organized medical care
system always subject to constant improvement
to meet the needs of the population, based on
the health resources available — such system
should be the most efficacious and efficient
possible. This system will be responsible for
the relief of suffering, reduction of premature
deaths, renabilitation of the patients and treat-
ment of the retarded people. But evidently it
will not contribute much to the improvement
of the degree of health of the population, since
it is not its main function.

The Public Health Services, mainly the acti-
vities concerned with Environmental Hygiene
and Preventive Medicine, must promote the im-
provement of individual and community health.
Should not be forgotten the powerful influence,
positive or negative, of many other factors on
the community health. In these circunstances
can be cited, for instance, the policy about
education, wages, agriculture, nutrition, hou-
sing and industrialization consequences whose
have much more influence on population's health
than we could think.

4.4 \Warren Winkelstein J., professor of Epi-
demiology, University of Berkeley, California,
has recently written that much more atention
should be paid and that more funds should

be available for epidemiological reseach
oriented to the identification of the specific
environmental components (physical, chemical,
biological, mental and social), which are acti-
vely promoting the individual and community
health.

The «Epidemiology of Healthy which has
been used with frequent and rising interest,
offers a valuable contribution to the progres-
sive identification of the conditions promoting
the individual and population’s health, By this
reason is enlarged the main role of Epidemio-
logy to the enlightenment of the modern health
conditions of the communities — tneme of our
meeting today.

4.5 To end these considerations we would like
to point out the main role of the epidemiolo-
gical investigations for the study of suitable
health services and systems (including the me-
dical care, the protection and promotion of the
health of the population) not only for the iden-
tified problems and the needs in the health's
field (diagnosis of the situation) as well as to
characterize the population and the resources
available (human, material and financial). One of
the most recent applications of epidemiology and
to which we predict an important future is the
analysis of health systems — this theme was
also focused on these meetings, promoted by
the National Institute of Health on the inaugura-
tion of their new installations.

4.6 We think that the main task for epidemio-
logy and epidemiologists, which must also in-
terest an Institute of health investigation, like
ours, is the identification and definition of the
ecosystem factors responsible for the health
diseases of the individual and population. This
permanent identification represents a fundamen-
tal contribution for the introduction of suitable
measures of control and prophylaxis of diseases,
accidents and other causes of disability and of
health promotion in the general medical care
system and for the implementation of health sys-
tems more suitable to each community.

Therefore the conception, principles, organi-
zation and implementation of any national health
system (including the medical care, the protec-
tion and the promotion of individual and envi-
ronmental health conditions) must be based on
the results of the epidemiological studies,



2.1.2 GENETIC AND CHRONIC-DEGENERATIVE DISEASES

Until recently those responsible for health
problems were mainly if not exclusively con-
cerned with the diseases considered preven-
table and this has been the case even in indus-
trialized countries of higH cultural and techni-
cal level. The problem of hereditary diseases
and chronic degenerative diseases came in me-
rely for bitter fatalistic mention.

Ever since Mendel set out the first laws
of phenotypical genetics, the field of genetics
has developed so rapidly that the situation has
changed in a very significant fashion. The
work of Thomas H. Morgan on the genes, the
discovery of the nucleic acids by Miescher
and the studies of Watson and Crick on the
structure of DNA have contributed to a deep
knowledge of the mechanisms of heredity and
made it possible to create theoretical models
that have proved fruitful. In 1908 in his fa-
mous Croonian lectures Garrod, taking as his
foundation the study of six hereditary diseases
begun during his work on diseases with alcap-
tonuria, defined the concept of Inborn Errors
of Metabolism with brilliant foresight and pre-
cision. For many years Garrod's work was not
known to geneticists, pathologists or clinicians.
In 1949 Pauling and Itano showed the electro-
phoretic difference between hemoglobin A and
S and also indicated that the red globules of
the heterozygous carriers of the sickle trait had
almost equal quantities of the two hemoglobins.
This statement made it possible to apply Men-
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del’s law to the proteic level and for the basis
for molecular pathology.

While a correlation was established between
biochemistry and genetics, morphological stu-
dies of the chromosomes supported by new
staining techniques and fluorescence have led
to the analysis of fragments of chromosomes.
The discovery of Down's syndrome is associa-
ted in the majority of cases with trisomy of
chromosome 21. The variation of the increasse
of chromosomes in other syndromes as for
example in Turner's and Klinefelder's syndrome
and other anomalies as for example the trans-
location and the non-dijuntive meiosis were a
valuable contribution to cytogenetics.

The repercussion of all these discoverias
and the application of theoretical models which
have proved fruitful in Biochemistry and Me-
dicine has been of an importance whose con-
sequences for the future of mankind can har-
dly be guessed at. So diseases until recently
considered incurable, there being no possibi-
lity of interfering with their evolution, are now
detected at a very early stage and something can
be done about them.

Progress in biochemistry simultaneous with
progress in genetics has enabled us to identify
biochemical defects in about 2.000 clearly ge-
netic diseases. Approximately forty different
Inborn Errors of Metabolism with clinical symp-
toms can at present be diagnosed by amnio-
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centesis and their number is continuously in-
creasing.

While it is already possible to make an
early diagnosis of these diseases it has also
been possible to intervene during their evolu-
tion by various means:

1) Adequate diet as for example in phenyl-
ketonuria and galactosemia.

2) The use of inhibiting metabolites as for
example the use of Allopurinol in the
treatment of gout.

3) The removal of the deposit substance.
Bal or penicilamina can remove copper
accumulated in Wilson's disease.

Besides these processes others are being
tested and experiments are already emerging
from the field of mere speculation or fiction.
The transplantation of enzymeproducing organs,
genetic engineering, the introduction of DNA
by viral infection, etc.

In spite of all this progress it is still not
possible in the majority of cases to alter the
evolution of the disease and the solution would
probably be to try to diminish the frequency of
the pathogenic genes.

Whatever attitude may be adopted towards
this or that disease, early diagnosis will always
be necessary and this can only be carried out
if there is an adequate health organisation. Eu-
genics will, as we can already see today, asso-
ciated with other preventive measures, be the
concern of Public Health.

Gradually hereditary diseases will join the
group of preventable diseases. This aspect of
the problem is growing more and more impor-
tant in Public Health owing to the deep and
rapid changes that the ecological environment
in which we live is undergoing.

Miscygenation of populations, the alteration
in the genetic pool of populations and the tre-
mendous changes in the ecological environ-
ment on a planetary and local scale are certain-
ly factors which will influence and have, in a
most decisive fashion, influenced the evolution
of the pathology affecting us.

Modifications, though planetary, will take
on a special aspect in different countries accor-
ding to local characteristics (geographical, so-
cio-economical, cultural and population gene-
tics). This means that each country will have
to study its own morbidity in the light of fun-
damental factors, genetics and ecology. The
experience of other countries and the conclu-
sions of studies carried out elsewhere will
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not be sufficient as a basis for an adequate
national health policy. We may conclude that
it is urgent and necessary to make a study in
depht and extent of the obviously hereditary
or chronic-degenerative diseases in our coun-
try. Studies of morbidity in Portugal are, in
our opinien, only beginning. We merely have
vague impressions. Hospital statistics and even
those of Teaching and Central Hospitals simply
do not exist or are not valid, as the medical
records have no valid content and advantage
has not been taken of day-to-day experience.

In these circunstances to begin serious
prospection and the series of most adequate
measures to enable us to face the problem
we have indicated, we have to draw up a plan
of action, organise structures and prepare tech-
nicians with a sense of reality.

The structure must be planned so that it
is an active centre of prospection and cultural
information in relation to the organisation
where it is to function: pediatrics, child and
maternity care surgeries, obstetric departments,
gynecology, etc.

Functional correlation and capacity for
action must be considered basic and indispen-
sable requirements for the centre to be pro-
ductive.

Staff should be chosen and trained accor-
ding to an adeqguate standard of selection.
— Good human contact, initiative and a high
level of technigue are basic qualifications for
persons to be given responsibility at various
levels.

While a centre for studies in genetics and
chronic-degenerative diseases is being set up,
the possibility of forming work-groups to study
the ecological conditions of the environment
in which the affected families live should
also be envisaged. These groups should have
the support of a system of laboratories for
biochemistry, cytogenetics and population ge-
netics, analysis techniques and information.

We clearly realise the tremendous diffi-
culties inherent in this project owing to the
almost complete absence of adequate means
at our disposal and perhaps, what is more
serious, real comprehension of these sugges-
tions. In a paper given in 1944 on scientific
investigation in the service of Public Health
we said: ¢«We Portuguese find ourselves, toge-
ther with other countries, at a cross-roads in
history. We must, from this very moment
begin to prepare ourselves for the tasks ahead;
they will demand physical and moral resis-
tence from our people. We must consider



Public Health as a public good, a battle to
win and consequently we must begin to study
the diseases and ills that affect us, in loco.
We must prepare technicians and investiga-
tors, sending a large number of young men
to centres abroad where they can work and

research. Steadily and carefully we must pre-
pare the necessary conditions for organising
research centres for medical studies, centres of
creative work.»

What we said in 1944 is still, in our opini-
on, valid in 1974.
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2.2 THE ECOLOGICAL APPROACH. THE MODERN HEALTH
CONDITIONS AND ITS BASIC FACTORS

My first words are not oniy to congratulate
you, Mr. Director, but also your work, since both
are united on the most profound and elabora-
ted, on the most enlightened and laborious
perspective and is undoubtedly the most use-
ful for the Portuguese; neither the organization
of Health Systems nor the Public Health Ser-
vices have had anything similar in Portugal
and overseas. For that reason when inaugura-
ting, yesterday and today, the National Insti-
tute of Health we are praising the eminent
Director of this Institute.

As professor of Hygiene and Social Medicine
and also responsible for Medical Ecology (this
latter function will be initiated in the next 48
hours, with the introduction of a reform for
the medical studies), | must thank you for the
honor of inviting me to develop one of the
four themes of this meeting: The ecological
approach of modern health conditions; the ba-
sic factors influencing health.

Ecological approach

The theme is very large and is directly
connected with what has been said this mor-
ning and pointed out yesterday. The repetitions
are unavoidable, but perhaps they are pedago-
gically useful because they are presented as
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different versions of the same theme and diffe-
ring with introducer’'s perspective.

What is the ecological approach more than
the ambitious perspective of desiring to look
«from the top»? The desire to look through is,
to try understand how man is incorporated in
a system with several orbits, the physical, the
biological and the socio-cultural.

The man is not, and has never been, as
less as today, like a stone thrown to that lands-
cape. He interferes with the physical, the bio-
logical and the socio-cultural environment. He
dilapidates the first, wastes the second that
eventually destroys, and carves the third till
its intolerance and destruction. But this pheno-
menon is reversible and this same Man can
suffer the harmful influence of the physical,
biological and socio-cultural environment, and
can also see exposed at any moment and in a
variable degree, the stability of his vital perso-
nal adventure. The stability corresponds to the
dynamic equilibrium of all these forces. None
of them is null. The ecological system is har-
monious.

Where, in this argument, is included the
medicine, more precisely the health systems?
They try to assure to one individual or to
all of them the health and well-being, through
all this big adventure, that is life. The preven-
tive function of our profession is the promotion

245



of positive health or specifically the prevention
of many diseases.

However, at any moment, an heterogenous
group of agents potentially responsible for the
diseases (biological, physical, chemical, me-
chanical, and food agents) can appear, set free
or develop themselves. This is the moment to
prove the ecological system. Most of the times
the equilibrium is not broken. Although in some
other times, either due to the individual vulne-
rability or due to the environmental influence
that promotes the agent’s action the disease
appears.

At this moment we can still refer to the
secondary or tertiary prevention, but effecti-
vely we should speak in terms of curative me-
dicine, which must identify in detail what is
the physiopathologic degree of the several func-
tions affected, and to be able to choose the
best way for the total recuperation, if possible,
or the partial one, if any of the damages are
irreparable. In any case the physician does his
best to help the man to pursue his vital adven-
ture.

Medical teaching problems

| have been speaking about preventive and
curative medicine. However, it exists only one
sort of medicine. This ambiguity is followed
by general practitioners, and until now was
perpetuated by the Schools of Medicine, We
are going to try to correct this ambiguity when
in a few days we will initiate the next course
of medicine.

We have already referred more than once:
«that must exist a perfect integration in order
to avoid the false idea of the existence of two
medicines, the curative one and the preven-
tive one. The same pedagogue should be able
to make this integration, and about this we have
excelent and unique examples, 'which have
been too fruitful in the last decades, mainly in
phtisiology and pediatrics.

«Millions of souls have been spared by the
integration of preventive and curative measures
in these two areas. Evidently a curative pe-
diatry and social pediatry or well-child care do
not exist separated: the pediatry is one, and
only one.

«We could gquote numerous examples to show
how easy is the integration. In Biology when
teaching the blood groups, should be pointed
out the prophylaxis of the hemolitic diseases
of the newborn. In Embryology when dealing
with the formation and development of the
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embryos should also be studied the damage
that can come upon, when an expecting woman
has been either under the emition of X rays,
or taking drugs, or also in cases of infections
like rubella or any others caused by other vi-
rus, and advice should be given to avoid these
agents’ harmful action.

«ln Cardiology, would be very useful
— though not having the sensationalism of
the open heart surgery — to teach that the
prevention of the streptococcal diseases in
order to avoid the rheumatic fever also avoids,
the acquired cardiopathies.

«Finally | would like to mention one more
exemple, the genetic and metabolic diseases.
The medical student has his first contact with
thess when studying genetics. He studies the
mechanism of Mendel's laws, and later on he
learns how to diagnose the diseases related
to these laws, but at the time he learns this,
they are already in & phase that is impossible
to treat them.

The student missed the harmonious inte-
gration, because the negative eugenics could
teach him how to avoid the occurrence of
these diseases, and the secondary prevention
with early diagnosis and prompt treatment would
also teach him how to cure, for instance, either
the galactosemia or the phenilketonuria.»

Many other examples could be referred to
show, how a correct integration could elimi-
nate the individualized preventive teaching. It
is exactly this new pedagogic approach, that
will prevail in the course, which will be initia-
ted in a few days. It is an unique opportunity
and we are going to take advantage of it.

From what it has been said one can infer
that the physician we are wishing to prepare,
(we have already lost a precious time in the
discussion about this) will be the professional
having the solid knowledge about the exact
sciences and also about Man, and who will
try to keep the individual, in his own commu-
nity, healthy and happy and who should have
the capacity to diagnose as a general practi-
tioner. His diagnostic should be the most exact
possible to foresee the changes of health of
the population and he should also use for the
treatment of diseases the great resources of
modern therapeutic.

Evaluation of the ecological system

After this inevitable incursion into the me-
dical teaching, which in the future will permit



to have a better perception of the medical sys-
tems and health conditions, let us turn to the
ecological system ant its evaluation. Not too
long ago, | pointed out the negative interac-
tions or the disadvantages between man and
its ecological system, and vice versa. However,
we should not estimate the value of these inte-
ractions. The ones that could be easily labelled
as negatives or destructives are as |egitimate
in terms of auto-organization of the ecological
system, as the others that could be denomina-
ted as having a positive value. The evil deeds
only came upon when Man perceived that he
could and can interfer deeply into his ecolo-
gical system.

Though the Man did interfer he did not
know the facts about anthropo-sociogenesiz, of
this painful chain that must have been the
hominization, only today these facts are unders-
tandable. They are being interpreted in opposi-
tion to current tnought, but that is being accep-
ted due to the understanding of the ecological
system. Must have been the nature, the society,
the intelligence, the technics, the language and
the culture which created the Homo sapiens as
a whole and through a process that took mil-
lions of years, and not the contrary as is usually
admitted. Therefore some people states, even
Morin, that the natural and social eco-system,
to which the man belonged, started to be out
of equilibrium because the ratural order is
strongly dominated by the homeostasy, by the
regulation and the programming, but, on the
contrary, the human order is under the disorder
sign being therefore as much clear and violent
as ‘we approach our days.

Another example of the evaluation of the eco-
logical system is the criticism that one can make
about the eradication of communicable diseases
mainly of those having an epidemiological com-
plexity including living agents or vectors. Many
of the eradication techniques are a disruptive
factor of the ecological system. When one in-
cludes the destruction by pesticides or other
insecticides it is verified that we are easily
and unwisely contributing to the break of nature
equilibrium. Now, as Raquel Carson eloguently
states in «The Silent Soring», the birds do not
sing because they died when feeding on conta-
minated insects; the rivers are tombs without
life without fish to survive but further on
will we be able to survive? It has been
said often that if we are really interested in
the human-being survival we can not continue
on making this war to the rest of the biosphere,
and systematically destroying the animal and

vegetal life, and polluting the air, the ground
and the water. All in all, is related to the era-
dication technigues that should be revised ha-
ving in mind the ecological concepts.

Health conditions

Which are the basic factors conditioning
the changes of health of the population? The
health represents a dynamic equilibrium in which
the man, the agents causing the diseases, and
the physical, biclogical and socio-cultural envi-
ronment take part altogether.

There are already some rules, that when
followed by man, contribute to his healthy state.
Effectivelly one knows very well many of the
conditions for the health promotion, and the
rules of specific protection that will help us
keep healthy, thus avoiding the morbidity and
mortality caused by communicable diseases.
This primary prevention is one of the most cre-
ditable potentialities of preventive medicine,
though unfortunately not having the credit and
sensationalism of other conguests of curative
medicine.

On the other hand, considering the second
factor referred, the agents, the medicine is
equipped to fight most of them. We must re-
member the success of the fight, against the
bacterial-reservoirs of virus either patients or
carriers; in this field the antibiotics are solving
all today's problems.

The etiologic medicine has been brought up
to our attention by the discoveries made by
Pasteur, Koch and other researchers, which
originated in our days the glorious curative
medicine, but to be accepted it needed to oppose
and ridicule the ideas, that the sanitarians, of
that period, were trying to introduce,

The people having a narrow mind considered
that in the communicable diseases’ field eve-
rything was between the micro and macrorga-
nism and, by this way, was excluded the envi-
ronmental influence, and also ignored during
50 years the basic factor or factors conditioning
health. The two last world wars, mainly the
second world war revealed the value of these
ecological factors which are playing today a
relevant role.

During a million of years the man has been
hunter, farmer and sailor. The environment must
have had a strong influence on him, at the
beginning he was influenced by the physical and
biclogical environment, the social environment
would appear later on with the farmer and the
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man living in the urban centers, and it is in
this third and last orbit that the man meets
today the biggest difficulties.

Let us see again the exemple about commu-
nicable diseases. How to control and eradicate
the smallpox from Africa, the cholera from India
or schistosomiasis from Africa, if are the socio-
-economic condition or the cultural values pre-
vailing in those areas the cause of these disea-
ses? Such conditions are the overpopulation,
promiscuity, ignorance, illiteracy, famine, misery
lack of physical strength and disease. This is a
vicious circle and we do not see any easy way to
solve again, that the Sciences studying the Man
and the relations among men, the happyness and
brotherhood are themes less known, also less
studied than the molecular biclogy or the use
of biomathematics in cardiology.

Modern conditions of life and the basic factors
conditioning health

To individualize the basic factors of modern
health conditions is necessary to distinguish the
traditional conditions from those of modern life.

The population has increased, with these
modern conditions and drifts to the cities. With
these growing urbanization the cities become
very large and overpopulated and their structu-
res are rapidly saturated. The housing problem
coutributes also to the promiscuity.

One acquires new habits or exaggerates the
old ones and they will be generalized to all
the population, including Women and Youth:
It is noticed that the consumption of tobacco,
alcohol and drugs is always increasing.

All these changes coincided or were suppor-
ted by the increase of the industrialization,
which on one side has contributed for work's
monotony, having consequently repercussion on
mental health, and on the other side has chan-
ged completely our feeding habits. Now, with
the introduction of a new technology is possible
to transport and conserve food in such good
conditions that were unthinkable in the past,
However the need of feeding large urban centers
forced the preparation of big quantities of food
which are consumed only a few hours after being
cooked. But, here, also new bad habits were
acquired as the excessive consumption of sugar.

The population growth occurred parallel to
the car promotion and the increase of a road
traffic. Man, today, moves more frequently
and much faster by car. But his inactivity and
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sedentary life increased and inevitably has
increased the number of car accidents.

But, in the socio-cultural field, one verifies
that profound changes have also occurred mainly
after the second world war. The world comu-
nications have been improved, the youth has
been introduced into the social life earlier, and
this same youth is trying to impose on us their
prefigurative culture, (as Margaret Mead would
say) and their dislike for the adult's world (the
writer would say: «We have not descendants,
our children have no parents). Finally the
introduction of sex liberalization without having
the support of sexual education and also the
spread of contraception measures, which unex-
pectedly did not eliminate the abortion and
illegitimacy but are competing with them.

We have been referring to the main charac-
teristics of modern standards of living, which
are connected to the modern health conditions
and consequently making evident its most im-
portant basic factors influencing health.

Urbanization, housing and health

The health authorities, who are responsible
for the implementation of Health Systems can
hardly interfer in all health basic factors, consi-
dering those conditions of modern life already
referred.

It is not my intention to develop all these
health factors, since | do not consider myself
an expert on the subject. Though | will cite
them | will only develop one or other. Besides,
the eminent Director of this Institute has already
disserted about them using perfect synthesis,
which sum up the main worries of today’s sani-
tary man.

Regarding the increasing urbanization which
is now a world wide tendency, we see that in
all countries, excepting China, the cities are
getting bigger everyday. The growing rate of
the cities is 5 %, mainly in the areas in deve-
lopment, 2.5 % is due to population growth and
the other 2.5 % is due to rural flux, The previ-
sions are that Calcutta may have in the year
2000, around 50 millions of people. We can
foresee the big citie, drama and some cities
present a more tragic picture than others. When
paople arrive at the cities they all start longing
for the same opportunities and this is the be-
ginning of the conflict. About 80 % of the
people can not pay to have a house, 50 %
of them live in slums or are sleeping on the
streets. The high unemployment rate affects



mainly the yoGth betwen 15 and 24, and con-
trihutes to the increase of delinquency, crimina-
lity and drugs consumption. There is a shortage
of water and most of the houses lack sewer
facilities. This is a dark colour picture of that
indian city but it becomes clear to us that those
basic factors, housing and urbanization, can
contribute to a better health or cause the disea-
ses. In some other regions predominate the
pollution, car accidents and mental diseases.

To oppose the growing urbanization it is
not an easy task. China avoided the drift to the
cities and maintained mainly the rural centers,
but this worked out because it wwas based in
their life phylosophy and their own ideology
which are difficult to be spread all over the
world.

Doxiadis considers the modern city not hu-
man, because the conditions offered to Man
are not favourable to his welil-being. Since we
can travel confortably in a jetplane, whose speed
and outside frame are not human at all, will
we be able to plan an human city, though having
the same inhuman frame, that is its today cha-
racteristic? This Js a todays’ challenge! The
city are not only houses. But it is the nature,
the man, the society, the buildings and ali
services network. The three former ones do
not suffer much from outside influence but the
other two are certainly influenced. They can
be recreated by the EKISTICS or the science
of the human aggregation. If one admits that
an inhuman big city can be divided into harmo-
nious human units, having about 40,000 of
inhabitants each, and withaut pollution, noises
or car accidents, with side-walks to be used
only by man and roads for vehicles, with an
underground services network, where the people
will be free, and living not in shefves but cclose
enough to help each other and far enough from
each other not to get disturbed», feeling happy
and secure; we can already accept that the basic
factors — housing and urbanization influence
favourably the state of health and not its alte-
ration into disease.

The population problem

The famine, the promiscuity and. the bad
conditions of hygiene were the factors influen-
cing health, but now they are lacking their
importance in Europe and North America though
maintaining their value in the third world.
On the other hand, in developed societies
these basic factors must be identified mainly

with pollution, with car traffic, the smoking
and drugs habits, the sedentariness, or the
rising consumption of calories and glucose.
There is, however ancther factor which had
operated in the past and that today is still fun-
damental not only in the developing societies
but also in the affluent ones. | am referring to
the population problem, which Is the main
worry of the present and presents different
aspects according to the type of society con-
sidered,

Today this medico-social problem is un-
doutedly the most serious, the most embarassing
and the most delicate one, worrying us. It Is
familiar to us that 3,600 milllons of souls were
inhabiting the world in 1970, and considering
that the population growth is of 2 % per year,
we will see that this number will rise to 7,000
millions, at the turn of the century. [t is also
familiar to us that 34 % of world population
is the afluent population and owns B87.5 % of
the gross world product, while the remaining
12.56 % is left for the 66 % people living in Cen-
tral and South America, Africa and Asia. A deep
gap lies betwean the developed and under de-
veloped countries and in no time, it will get
wider and deeper. These numerical data reflects
the world perspective of the population problem
— the overpopulation —with it set of socio-
-cultural consequences, such as, malnutrition,
illiterdcy, also the limitation of the individual
freedom and the impossibility to maintain the
social structures of the democracy.

The population problem facing us ¢an be
considered under three perspectives concerning
mainly the world, the nation, or the family. If
we leave the world ambit to the national
ambit a new perspective completely différent
faces us. In this national perspective the problem
is mainly about a political option, should or
should not be defined a population policy. Each
country can choose ons of four ways: the one
favouring ‘natality; the one against natality; the
third with a population stability or having a
population growth null; and finally the indiffe-
rent or having not option at all. Every country
will choose the most convenient way for its
own purposes and if choosing the first policy
it must .not come as a surprise to.be cansidered
a selfish country. But the country can choose
freely. Today's world is united by the informa-
tion and communication plans but the nations
are not interested at all in the universal fra-
ternity.

Very good outstanding examples of what |
have been pointing out are: the Russian and
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Chinese ideological policies faveuring natality
which had been effective till some years ago,
but recently they have changed to a policy
against natality. The United States have a popu-
lation growth null. India is trying, but in vain,
to enforce a policy against natality. Japan had,
until now. a policy against natality but today
the Japanese have doubts about its Tesults.

In Africa, Ghana and Nigeria have a policy
against natality, Dahomey, Guinea, Zaire, Congo-
_Brazaville have indifferent policies, Gabon and
ivory Coast have a policy favouring natality.

In Portugal we ara not following any speci-
fic policy, spontaneously, the population has
been steady for the last 12 years, and has been
around 9 millions, (8,935,000 in 1961 and
8,532,600 in 1972). Curiously the natality, per
1,000 of inhabitants, had been steadily declining
from 24.21 {in 1961) to 19.30 ({in 1970). In
1971 increased again to 21.12 and in 1972
it was 20.49. The birth rate in conjunction with
the mortaiity (10.60 per 1,000 of inhabitants
in 1972) would increase the population of 1 %
{0.98) per year. However this rise has not been
verified due to emigration. In the year of 1972,
around 175,000 of people were born though
90,000 died, the population remained almost
steady.

Beasides, the world and the naticnal perspec-
tive, a third one the family perspective, should
be considered. The former ones interest mainly
the demographer, the economist, the sociologist,
the politician_ and the physician, but the latter
one concerns mainly the physician. The popula-
tional problem acquires the character of the
family planning or planned parenthood or res-
ponsible parenthood.

Because of the importance of this problem
its teaching at the Schools of Medicine must
be dome very carefully. |t must be taught
to the medical studenis not to criticise the
others but to learn to understand them objec-
tively. Must be alsc discussed the counseling
for family planning like the best age to get
married, the timing of the first child, the child
spacing, the number of chiidren, and the impor-
tance of sexual and affective adjustment between
husband and wife. Should alsc be attempted an
opportune integration of the several subjects
of the medical course, to reveal to the student
averything about the contraception techniques.
so that he will he able to put in practice the
advices given.

It must be pointed out that the family plan-
ning is not the childbirth control and it is not
made to overcome the overpopulation problem.
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Though being the most effective way to avoid
the overpopulation, is however insufficient to
fight against it. The family planning hes its own
individuality and meaning. There are several
facts justifying the family planning and | am
proposing to analyse them now:

1 —in the first place the family planning
promotes the marriage stability, the
affective and sexual union. In the mari-
tal life the most important thing is the
global fertility which Is much bigger
than the biological fertility. From the
global fertility will result, to the family,
the improvement of mental health,
which will be a very precious help for
the stability of the social organization.

2 — In the second place, the family planning
promotes the human dignity, allowing
psople, not only, to llve because they
were born but allowing them to live
¢a quality of lifes.

3 -—— Besides these two points already re-
ferred the family also favours the so-
cial promotion. The optimized fertility
defined by reason and in function of
the family’'s socio-economic status and
in a climate of good mental health and
permanent education favours effectively
the social promotion.

4 — One fourth point includes the family
planning In the rules or mather and
child heafth. The spacing betwsen
births helps the physical and mental
recuperation of the mother, and it
allows the mother to take the neces-
sary care of her other children, because
the lack of attention can affect irreme-
diably her chiidren’s personalities. The
infant and maternal mortality rates
decrease with the introduction of
the family planning. The International
organization W. H. 0. and UNESCO
opened their door to the family plan-
ning based on the mother and child
health.

5 — Another very important fact is that the
family planning makes the abortion
unnecessary. The number of annual
abortions in Portugal must be superior
to 100,000,

6 — Finaily, the family planning must
oppose the illegitimacy which in Portu-
gal is responsible for 7.4 % of stil-
Ibirths. It is seen that 32 % of those
stillbirths occur, when the mother’s



age is below 21. But in some of our
districts the picture is darker: 12.2 %
of children born in Lisboa in 1972
were illegitimate, in Evora 13.5 % and
in Beja 17.8 %.

These children are not wanted and
sometimes cared in public residential
nurseries. They will [ive at the margin
of our society. It is seen that this group
presents higher mortality, and their
childhood is filled up with moral and
physical suffering, having this suffering
the most serious repercussion on their
personalities.

After the understanding of the population
problem on its three perspectives, as | have
refarred, one sees clearly that this is one of the
mast important basic factors that at the present
time is influencing health.

If we look at it from the cverpopulation
point of view (this is perfecily understood at the
world level but not only), we will see that in
fact it is a fundamental factor influencing health,
because the overpopulation carries over all its
own characteristics, the high number of depen-
dents and the underdeveloped communities with
a low level of education and illiteracy with pro-
miscuity and misery, malnutrition and diseases.

But if the problem is appreciated from the
family planning point of view one sees clearly
that it influences favourably health, as | have
referred a few minutes ago, since it promotes the
conjugal stability, the human dignity and the
social promotion, and makes unnecessary the
abortion and avoids the illegitimacy.

The experts of the population problem and
who consider it the most important medico-so-
cial chapter in our days, are worried however
that an over interpretation of it, will make the
others believe that the family planning or the
birthcontrol will be enough, by themselves, to
reach the family, and community well-being
which is the highest hope of the world popu-
lation,

This is an illusion! Because the family plan-
ning and the birthcontrol are fundamental, and
unavoidable but they will only benefit the po-
pulation if the society will have a political and
socio-economical device allowing the distribu-
tion of the prosperity to the mass. But, this
prosperity will never be created by the family

planning or the childbirth control. To think
otherwise is to perpetuate the ambiguity, that
the economical growth will also force the so-
cial development, and this ambiguity contributes
to the suffering of half of the world population.

To speak today about the scientists” social
responsability is to remember the liberation of
atomic energy, tragically oriented in the direc-
tion of the destruction: is to remember the sys-
tematic defoliage of the forest caused by her-
bicides, in the South East Asia; is also to
mention the thalidomide victims and the dis-
persion of the delsterious genes caused by
medical progress, and so many other examples.

The modern science have stepped over three
hierarchies: of the individual scientist who stu-
died the pure science but who not take the
responsability of the conseguences; of the scien-
tific societies and closed institutions having only
a sectorial view of the world and life; and of
the governments which are responsible for the
scological conditions which allow man’'s evolu-
tion and survival.

An extreme centralized orientation would
make Picht to consider indispensable fo create
a institutionalized science, which would be a
fourth power besides the legislative, executive
and judicial, whose strenght would come from
the great international conscious of its members,
men constituting the scientific community. Only
their precious help could avoid our genocide.

All this argument about the scientists” social
responsability can be taken over by the Health,
Also in this science field we have not too long
ago arrived to the third hierarchic level, but we
have arrived. It is government’s duty to interfer
giobal and directly in Health.

The modern health conditions and the basic
factors influencing them the option, and imple-
mentation of health systems are actual scientific
aspects, so complex and important for Man’s
physical and psychical well-being and survival,
which makes imperative the governments’ inter-
vention. Though in a recent past the activities
of some individuals and institutions were very
useful and generous.

| strongly believe that the scientists’ social
responsability does not end where the central
administration starts; the socia! responsability of
the scientists lies in the humbly recognition of
the need of the central intervention and on its
ardent request.
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2.2.1" ENVIRONMENT (HOUSING. URBANIZATION.. POLLUTION.A'
«.". OCCUPATIONAL HEALTH. FOOD HYGIENE)

1. SCOPE OF THIS PAPER IN RELATION TO
THE GENERAL SUBJECT OF THE CONFE-
RENCE. RESTRICTION OF THE ANALYSIS
TO THE PROBLEMS OF PHYSICAL ENVI-
RONMENT.

This paper follows the ecological approach
of modern health conditions; which were so
brightly summarized by Professor F. Gongalves
Ferreira during the opening speech of this con-
ference. Professor A. Torres Pereira expressed
himself just as brilliantly when referring specifi-
cally to the ecological view of the problem,

It is now my turn to submit to the floor
discussion, certain topics concerning environ-
ment.

This subject has a very wide range of as-
pects including biophysical factors {physical.
chemical and biological) as well as mental and
social ones (educational, economical and socio-
logical}. But time-is so limited that | will only
cover problems of physical environment concer-
ning water, air, soil, food and artificial human
habitat. .

| must also point out, that | will avoid as
far as possible referring to environmental pro-
blems which do not directly affect health, such
as economical implications, like the azero
growth» question, pessimistic views of ecolo-
gical doomsdays, or the transfer of certain evil

Antdnio Lobato de Faria

pollution consequences from wealthier to poorer
countries. Although the sensationalistic views
aroused by mass media have in a way obliterated
the true and essencial importance of the above
problems, | think that they deserve very-careful
attention. The sole reason for not dealing with
them here, is because there is so much -fo be
said on the sanitary side of environment that
the time would not allow it.

Assuming that everyone here is acknowled-
ged with this matter and due to the vast infor-
mation that has been published on this subject,
I will begin with a very slight reference to the
influence which environment has on health con-
ditions of modern communities, and to the very
important part played by health promotion acti-
vities in' their attempt to improve such con-
ditions.

| will then examine the present situation
of the country in relation to this matter, taking
into consideration the latest and most trustwor-
thy statistical data. | will end this study by
evaluating the possibilities of an efficient practi-
cal field control made by sanitary [ocal authori-
ties and by assessing the way in which health
research may contribute to the improvement
of health conditions. This last purpose is most
relevant given the primary goal of this confe-
rence.
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2. HEALTH CONDITIONS IN MODERN COMMU-
NITIES AND INFLUENCE OF ENVIRONMENT
IN THEIR IMPROVEMENT

2.1 Diseases and other troubles caused by
poor environmental conditions. Infec-
tious and parasitical diseases. Diseases
and troubles due to population increase,
urbanization and industrial growth.

Diseases and inconveniences caused by
deficient environmental conditions may nowa-
days be classified into two distinct groups. The
first group would depend on basic sanitation, i.e.
basic health conditions capable of hindering the
development of microorganisms and agressive
agents. This group includes both infectious and
parasitical diseases which used to be the only
signs of low standards in health environmental
avaluation. Waterborne, foodborne and soil refa-
ted diseases, with or without the help of vectors
and reservoirs and all sort of parasitical diseases
are included in this group. The second group
is concerned with the specific health conditions
derived from population explosion, urban deve-
lopment and industrial spread. This group em-
braces those diseases caused by what is eom-
monly -called environmental poellution. These
troubles depend on the amount of chemically
or radiologically inert and active substances
present in the human environment. Thay are
a source of new and more difficult problems
which make the task of public health services
harder and harder.

22 The three main components of natural
physical environment: water, air and
soil. Importance in modemn health con-
ditions and control of their pollution

The three main components of the natural
physical environment are, as it is weil known,
{i) water, (ii} air, {iil}) seil. The importance of
each of these three alements per se, or of their
interconnection in what regards health condi-
tions of man and communities, has been conti-
nuously emphasized by WHO in its decisicns,
publications, expert committees, criteria setting
and such other activities, and by all the resear-
chers who have set about to study the aspects
of the different interactions between the human
being and the surrounding environment, The
most important aim of human ecology is to
ensure the full devetopment of genetic capa-
cities, by the regulation of the machanisms
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which control the grganic balance of the ecosys-
tem which concerns man’s life, that is to say
the complete health of man and his commu-
nities. This fact is of the utmost importance
and when not properly emphasized may direct
research work towards different and not desi-
rable fields.

Following this line of thought, a division
of the problems concerning environment into
thres groups under the headings water, air and
soil, and a study of their mutual relationships
have proved to be very helpful. As far as the
above divisicn is concerned, work is already
being done all over the world, while as to
establishing a relationship between the three
components this is a rather more complicated
task which only in some particular cases has
been achieved.

It is easier to control pollution if it is con-
sidered that its aspects depend mainly on the
environmental components which are subject to
quality deterioration. Water or air pollution is
determined by the existence of substances which
may change what is generally considered their
normal composition and by limiting the con-
centrations of these substances, while soil
pollution can be determined considering the
consequences produced by refuse products, even
in an indirect way, to the health and well
being of the populations.

As far as the protection of public health is
concerned, this approach has failed until now
to produce concrete results which would allow
{i}) the establishment of acceptable standards
and codes of practice, (ii) studies and resear-
ches on the interaction of air, water and soil
behaviour.

2.3 Food: relationship with environmental
components and quality control

Food is a very complex part of the biophysi-
cal environment owing to its relationship with
the three components already mentioned. The
separation of studles concerning the nutritional
value, the composition and the human needs
of various foods, from others on food pollution
and contamination, so common until now, has
gradually become more and more difficult to
accomplish. The F. A. 0. and the W. H. O.
have a joint program on food quality criteria,
within which thers are published and devele-
ping studies on the control of toxic substances,
the protection ageinst blological, chemical and
radiological contamination, the danger of addi-
tive substances to human beings and animals,



and of products injected in animals to stimulate
and accelerate their growth.

It is my feeling that in a simultanecusly
qualitative and quantitative study of food neads,
on the one hand, and of food compesition, on
the other, lies a rational and efficient approach
to the problems of nutrition and food control.
since they are important environmental factors.
Nutrients, inactive substances and other com-
pounds which should only exist in certain
amounts due to the ill effects they have in
health, must be carefully investigated under this
perspective.

2.4 Artificial human habitat and the impor-
tance of its construction based on health
criteria. Housing, working places, leisure
centres, urban-planning.

Due to the close relationship between urban
development and environmental pollution, the
artificially built human habitat is today consi-
dered as something of the uimost importance.
By artificial human habitat | mean not only
housing itself, but also working and leisure
places, urban zones and all other structures
connected with these.

| have already mencioned here the impor-
tance of these problems but | think it will not
be toe much if | remind you of the urgent need
for studies based on health promoting criteria.
As a matter of fact, most of the diseases and
troubles which man living in cities has today,
result from deficient water supply and sewearage
systems and waste disposal facillties, bad ther-
mal, acustical and lighting conditions, ill-
-planned or ill-built buildings, transportation
difficulties, failing environmental conditions of
working and leisure places, and others.

25 Role played by health promoting activi-
ties in environmental sanitation

The intervention of health promoting acti-
vities in environmental sanitation can be made
in several ways: (i} simple or applied research,
{ii} application of codes of practice and legis-
lation, (iii) health education, (iv) specialized
teaching, (v} local health authorities, (vi} bull-
ding of technical facilities for the control of
environmental pollution, and {vii} meeting the
quality needs of drinking water and other
foodstuff.

These activities may take the form of cor-
rective measures, i. e. put a stop to or weaken
the already existing harms, but it would be
much better if they could entirely prevent
environmental health agressors from reaching
the alarm degree level.

This would only be possible with the exis-
tance of a suitable and modern health topo-
graphy as well as a well organized coardination.
If the different public services try to solve their
various problems before the above requirements
have been achieved, a preventive plan will be
difficult to establish. Before going any further.
practical measures congerning these require-
ments should be taken.

3. DATA ON ENVIRONMENTAL QUALITY RE-
FERRING TO PORTUGAL

| will now summarize the situation of Por-
tugal in what concerns _environmental quality,
adding some brief remarks on and references
1o available statistical data. The sources of
statistical information were: the General Direc-
tion of Health, the District Health Authorities,
the National Institute of Statistics  and. the
Ministry of Public Works.

3.1 Drinking water supply systems

In what concerns the supply of drinking
wvater, the general view of the Continent and
the Adjacent Islands of Azeres and Madeira
is the following: 40.3 % of the population had
piped water at home; 2/3 of the systems which
supplied this water are in good conditions,
1/4 in irregular conditions and the remaining
8 % in bad conditions, i. e. not attaining a degree
of purity to be regarded as good. These data
relate to 1970; some progress has been made
since then.

A half of the population which has piped
water at home in good cenditions lives in the
Lisbon area. 26.3 % of the population get thair
water from piped taps outside their houses,
which means that almost 1/3 of the population
{about 2,900,000 people} have mneither water
at home nor immediate acess to tap water.

Comparing these results with the ones | got
in 1964 from the preparation of the 3rd. Deve-
lopment Plan, the only significant improvement
made was in regard to tap water outside the
houses which increased from 11 % to 26 %.
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As far as piped water at homs is concerned,
the improvements were very disappointing, with

an increase of only 2 % {38 % to 40 %) i. e. an
increase of 0.5 % per year (see TABLE I).

TABLE 1

Comparison between data mentioned in the «Report of Work Group n.° 4», referring to the
preparatory works of the 3rd Development Plan (1964) and data obtained in the inquiry made
by the Ministry of Public Works in 1970 (Continent)

Districts water at home (percent.] haouse (percent.) (percent.)
1964 1970 1964 1870 1964 1970
AVOITO ... ivviiiiiiiiininns 17.6 16,9 17.9 55,6 8,3 4.1
Beja ..o 28,7 24,6 2.8 14,8 19,6 9.8
Braga ....oooiiciiiiiiiiiiiiins 17.5 17,3 2.5 52,0 7.8 4,2
Braganca .................eeel 16,2 12,6 31.3 63,6 10,4 6.8
Castela Branco ............... 29,9 20,0 24,4 56,0 27,5 9.4
Coimbra ....................0 24,5 3C.8 15,9 36,2 16,0 9.6
EVOFa ... .ioiiiiiiiiiiaiinants 39.8 38,5 1.4 11,5 43,5 14,6
Faro ...... P, 39,6 42,2 3.4 12,8 43,1 23,6
Guarda ..... it 15,8 14,8 23,3 65,7 6,3 29
Leirla ... - 24,3 21,5 24,8 40,4 21,8 6,0
Lishoa .......ovovvieiveiinnnnn. 84,2 82,9 71 6,1 65,9 44.9
Portalegre .......ocoovuivenians 38,6 39,6 13,3 24,6 42,4 8,7
Porto .........coivviiiiannn. . 39,7 43,3 0.3 13,0 35,2 14.4
Santarém ... 311 27,9 12,1 291 43,5 8,4
Setdbal ...............oiiiie 63,1 68,4 3,2 3.1. 48,3 38,56
Viana do Castelo ............ 13.3 14,0 6,8 40,3 8.1 29
Vila Real ..................... 16,2 12,1 314 76,7 11,0 3,0
ViSBU ...iviiiiiieiiiiianinnenn,s 171 10,0 16,6 11,5 9,2 3.1
Total ............... 38,0 40,0 11,0 27.0 — 17,6 %

32 Drainage and treatment of sewage and
industrial wastewaters

The building of drainage systems for sewdge
and industrial wastewaters as well as treatment
plants, is an essencial need to ensure modern
haalth conditions. Without them it is imposible
to overcoms a noxious and frustrating primi-
tivism. '

The figures for the Continent and Adjacent
Isiands concerning this type of sanitary equip-
ment are the following:

17 % of the population have sewage systems,
and of this only 10 % is in good working con-
ditions; only a very small part of the popuiation
has access to collective septic tanks, and the
result of this is that 82.7 % of the population,
i, e. about 7 million people, have no sewerage
system at all for the drainage of their was-
tewaters.
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Considaring the inquiry made in 1964, thesa
data came apparently as a surprise, because
30 % of the population was expected to be
properly served. This difference can be explai-
ned by the fact that it was wrongly assumed
at that time that a few sewers could solve the
sewage problem of a village and so all its popu-
lation shou!d be included {see TABLE I}.

As far as treatment plants are concerned,
there were 29 such plants in 1870 most of
which in deficient working conditions because
their capacity for reducing pollution had long
been exceeded. In a .country with. 9. million
people and 304 «concelhos» {counties), these
figures speak for themselves.

There is not much to be said about industrial
wastewaters. No legislation has so far specified
the exact standards for pollutants to-be dischar-
ged into running or other open waters, and it
is extremely difficult to propose imediate solu-



tions to private enterprises, without having a
previous plan, embracing not only technical but
also economical and financial aspects, And
thus, there are so few treatment plants that you
can almost count them, although one may hope
for a marked improvement.

3.3 Collection, transportation and treatment
of urban refuse. Sources of rural poor
sanitary conditions

Only 1/3 {about 38.7 %} of the population
have their refuse collacted in urban areas. The
Lisbon and Setubal districts, with percentages
of 86.8 % and B0.4 % respectively, are excep-
tions in this irregular and disappointing outline.
Even more disappointing is the sight of dumps
and dunghills where refuse has been heapped
without hygienic conditions. On the bright
side, Lisbon has the largest refuse treatment
plant in Europe, working since May 1973. There
is another plant in Oporto, and no others worth
mentioning.

3.4 Air and water pollution

In this country thare are no systematic
water and air quality measurements. This situa-
tion will fortunately have an end when the
program proposed by the 4th Development
Plan comes into action.

There is a working group dealing with the
problem of air pollution, which has been very
busy collesting data since the 6th of June
1966, when this group was set up by Govern-
mental Decree n.2 22.036.

Their latest conclusions are that apart from
certain individualized areas, Lisbon and Bar-
reiro are the cities in most iminent danger. Lis-
ben has not yet reached a very serious degree of
pollution due to car traffig, not having excesded
the maximum concentrations for air pollutants
considered by the WHO. On the other hand,
the present situation in Barreiro, requires severe
measures in conecting, replacing and supervising
the existing pollution sources.

In what regards water pollution, since
there is no systematic data on freshwater, | will
only show datae collected in beaches and public
swimming-pools in 1972. Thus, of the 172
seaside resorts legally recognized, 81 are in
good sanitary conditions, 80 in regular condi-
tions and only 11 in poor sanitary conditions.
The sewage discharges made into the sea are:

{I} in 30 cases directly within the perimeter
of the beach; (ii) in 16 cases 100 metres away
from the beach; (iii} in 18 cases from 100 to
500 m away from the beach; (iv) in 16 cases
from 500 to 1.000 m away from the beach;
{v) in 92 cases {53 %) more than 1.000 m away
from the beach.

89 (about 75 %} out of the 118 swimming-
-pocls where the inquiry was made, do not
have a suitable water treatment, which means
that a great number of swimming-pools requires
imediate measures to be carried out.

3.5 Housing, working places, town-planning

Concerning housing sanitation, the following
figures refer to 1960: (i) 68,2 % of the houses
in Portugal have no water-closet, {ii} only
18,6 % of the houses have kitchen, water-closet
and bath. These values have greatly improved
during the last 10 years because the inquires
on housing, made in several districts during
1972, show that there was a range from 4 %
to 50,6 % in houses with no water-closet,

The growing development processed in these
last years by both Occupational Medicine and
COccupational Hygiene and Safety within public
services in the Ministry of Health and in ths
Ministry of Corporative Bodies and Social Se-
curity, has very much improved the working
environment in Portugal lately.

On the other hand, the anarchic buiiding
and the lack of houses near big cities have
not improved the quality of city and town envi-
ronmental conditions. While waiting for the
results obtained through the legislation published
last year by the Ministry of Public Works, | do
not expect to find a marked improvement in
them, reckoning that certain basic sanitary
premisses were forgotten.

4. CONTROL OF NATIONAL ENVIRONMENTAL
PROBLEMS CONCERNING HEALTH. DIFFl-
CULTIES IN COORDINATION BETWEEN SEC-
TORS. THE ROLE OF HEALTH AUTHORITIES
AND RESEARCH IN THIS FIELD.

Having given a synthetic idea of the posi-
tion of the environmental components in modern
health conditions of both man and his communi-
ties, and having commented on their most
representative values, | will now end by pro-
posing some topics concerning the control of
environment at a national scale.
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To enable this, a choice of the environmen-
tal problems related to health, has to be made
in the first place. This is fundamental since
environmental problems follow no order in gene-
ral, and it woutd be very helpful to share with
the various public and private services, the
tasks of analysis, decision and supervision of
the economic and social implications of these
problems. In my opinion it is now utopic to
hope that one single service dealing with the
problems of environment will work with success.
This might only result when the different ser-
vices agree with: {i) the separation of different
tasks according to their subjects, (Ii) the orga-
nization of team work, (iii} the distribution of
the various tasks among the services, and (iv)
the joint efforts of specialized organisms, very
experienced in their respective fields,

A choice of priorities of these problems at
a national scale has not yet been made, but
there is the utmost urgency in having it done.

In order to do so, a more precise and
practical definition of «environmental health»
should be given. By <genvironmental healths
| mean that part of Public Health dealing with
the problems resulting from the effects that
environment may have on the physiologic,
mental and social state of both man and his
communities. A detailed study on its scope,
purposes and most relevant problems should
be started.

The difficulties in the coordination of the
different sectors which cause a delay and disturb
alt the practical resolutions on environmental
inconveniences, would certainly be overcome
if the propositions put forward in this paper
were followed.

But | must get down to facts and face the
problems according to our [imitations and needs.
As a worker on public health, | must also con-
sider the rational and efficient uses of our
human potentialities, and the adequate and
rentable application, in regard to health, of the
wide possibilities offered by the recent reor-
ganization of services belonging to the Ministry
of Health such as, (I} the opening of more and
more Health Centres, (ii} the large sums of
money granted by the Government to be spent
on public health works, {ili} courses organized
or reorganized during the past years by the
central and local public services.

In this context, health authorities and health
research play most relevant roles, the former
for being responsible for a technical and legal
action, the latter for lending it a scientific
character.
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The role of the sanitary authorities was
greatly discussed during the day committees
organized by the General Direction of Health a
few days ago.

Although the Government Decree 413/71,
which reorganized the services of the Ministry
of Health, states and develops the general lines
to be followed by health authorities, diffi-
culties arise in solving problems such as: the
establishment of a relationship with the local
governmental authorities, the guidance of the
executive and practical organs In gach commu-
nity, the action against the pollution agressors by
means of information, penalties or supervision,
They are also concerned about the urgent need
of preparing standards, regulations, or legis-
lative certificates which may enable us to solve
the several problems daily occurring, such as
giving out permissions, supervising over and
giving opinions on: {i} animal fixation In urban
and rural areas; {il} dumps, litter ditches and
such other places; {iii} drinking water and
wastewater treatment plants; {iv) sites for the
disposal of refuse; {v] construction, remodeling
and enlargement of buildings: (vi) public lod-
gings, commercial and industrial stores, working
places; {vii) food hygiene,

The romans used to say «Sapiens nihil
affirmat quod non probety (i. e. Wisdom does
not say anything which cannot be proved}, the-
refore the urgent support to be given to sanitary
authorities fails for lack of better basic notions
than the ones we have at the moment, To achieve
such notions the role of health investigation
in the field of environment has to be considered.
It is only with the complete security such as
thai obtained through a secure investigation,
that we can work out regulations or rules with
a viable solution. The elaboration of viable
regulations and rules can only be made based
on absolutely reliable research Information.

To enable the research on health in the
field of environment to progress, | suggest the
following three points:

1st. Instructions given by the 24th World
Health Assembly in 1971 {WHA 24.47
resolution}:

a) Improvemant of basic sanitary condi-
tions of the environment, namely
water supply and hygienic wastewater
treatment in developing countries;

b} Establishment of internaticnal treaties
on criteria and codes of practice of



2nd.

practical use appliable to factors
harmful to man’s health;

¢) Encouragement of an epidemic sani-

d)

tary control by activity against the
the adverse effects that environment
has on man's health;

Centralizing and spreading of know-
ledge and encouragement of research
work.

Urgent and most relevant studies to be
done by the National Health Institute,
proposed by Professor Gongalves Ferreira

on

«Health and Disease as a dilemma

in modern society»n:

a)

b)

c)

d

—

e}

Population nutrition and measuring
proccesses used on population
groups; nutritional education followed
since childhood;

Urbanization, sanitary conditions of
the communities; fight against pollu-
tion;

Ecology and biological approach to
the studies on pollution;

Problems of a rational nutrition of the
population;

Present and future predictable envi-
ronmental difficulties such as urba-
nization and modern health condi-

tions since birth, water and air
policies and natural resources mana-
gement according to health sanitary
and ecological needs.

3rd. Needs felt by health authaorities, such as:

a) Standardization of efficient physical,
chemical and biochemical systems
for small wastewater treatment plants;

b) Establishment of numerical values for

wasiewaters, freshwaters and swim-

ming-pocel waters;

Establishment of standards for ther-

mal, acoustical and lighting factors

which contribute to environmental
comfort;

Sanitary implications of room height

and room volumes in buildings;

e) Updating of concepts concerning
dumps, litter ditches and animal
housing.

c

—

d

—

These three main points may help in
establishing research plans and programs. Their
proper ohservation together with the use of the
present available financial and human possibi-
lities of tha National Health Institute may bring
important advantages for the improvement of
our modern health conditions.
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2.2.2 POPULATION — DEMOGRAPHY — FAMILY PLANNING

The man is the fulcrum of all problems that
are being put in equation, at this very moment
in any science’s field to find the solution for
the health problems, so it will be logic to think,
first, about the ideail quality and quantities of
ways to reach this nbjective.

The infectocontagicus diseases almost ex-
tinguished, improved the feeding standards,
reduced the physical hardship, improved the
housing and working conditions, finally satis-
fied the primary needs, man is suddenly awaken
by two serious problems that will affect his
own fate, if not solved in time. They are the
demographic explosion and pollution.

In fact, the figures corresponding to the
first, one are really impressive. Almost 500
thousands of years were needed for the world
population to reach around 1830 one thousand
of millions of souls. In the one hundred years

TABLE |

Rate of world population increase
(From «The Victor Bostrom Fund Reporis)

Rate of annual Underde-
increase World veloped Develo!:ved
total N countries
{percentage) countries
1965/1970 ...... 2.0 2.4 1.0
1996/2000 ...... 1.7 20 0.8

Albino Aroso

that followed, the number duplicated, and in
the three decades after, we found one more
thousand of millions of people inhabiting the
earth.

If these demographic index figures, shown
in table | and Il, remain as they are now, the
population will be more than 6 thousands of
millions in the year 2,000,

TABLE I

World population in 1970 and prevision for the
year 2000 (From «The Victor Bostrom Fund

Reporta)
Total population World Un?erdz— Developed
[in millions) total ve opt.a countries
countries
1970 ... 3,831 2,541 1,090
2000 .............. 6,493 5,040 1,453

But the worst thing is, that this quick in-
crease is mainly characteristic of poor countries,
whose population will reach the five thousand
of milllons of people, while the developed
countries will have only about one and half
thousand of millions.

On the other hand, the technologists from
responsible international organizations — con-
trarily to what are saying some unconscious
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or optimistic people — are frightning the go-
vernments, calling their attention to the limits
of agricultural productivity of the earth and
consequently to the necessary reduction of
population growth. As Phyllis Piotrow affirmes
«no fantastic antibiotic, no magic formula for
economic development, no miracle wheat or
rice will, even In combination, provide the pana-
ceas 1o save mankind from the plague of over
population.»

Only the responsible actions of millions
or even thousands of millions of human beings,
through the control of their own fertility, can
make a much better living world for the new
generation.

Parallel to the population growth, appears
other problem not less serious than the scarcity
of the resources. The primitive man would not
change or pollute his environment. The species
were in a reduced number and not able to take
advantage of the techniques, to use the resour-
ces and consequently not able to originate the
degradation of the products.

The industrialized man, is the biggest con-
sumer of the goods and for that reason the one
that mostly contributes to the pollution. As his
living standard improves, he changes his car
mare frequently contributing to the growth of
the pile of scrap, he spends more gas, which
pollutes the air that we breath, he needs refri-
gerators and electric appliances but all this will
conduce to the bullding of new factories or the
increase of old ones to satisfy his needs. He
spends more water and demands for a better
quality, he looks for pure air, but does not avoid
of carrying to the countryside or to the mountain
all the waste that will pollute the environment.

In this aspect, the situatiocn is mostly serious
in industrialized countries specially due to the
concentration of the population in the big urban
centers; on the other hand the population growth
started declining and show now a tendency to
be steady. It Is not happening the same in the
majority of underdeveloped countries or in
those in a development stage,

The unusual decrease of child mortality and
the increase of the average lifespan were rea-
ched by a not too expensive preventive medi-
cine, but this was not followed by the socio-
-economic progress, needing much more ex-
pensive ways.

One assists to a relative impoverishment
that makes much more difficuit the starting of
the industrialization and much more difficult
ta reach living standards compatible with phy-
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sical, mental and social well-being, correspon-
ding to a better life.

The organizations depending upon the United
Nations and other international or national con-
geners, are trying by all means to inform the
leaders and the people, so that they will be
able to accept a populational policy, which will
allow the man to control his own fertility. In
this field the situation is different varying if
the countries are industrialized or underdeve-

ioped.

The birth rate is progressively decreasing
in the majority of the countries, and lately this
decline has been noticed in Portugal.

On the other hand, considering health con-
ditions and the average lifespan, one can sup-
pose that in Europe and world’s developed
regions the fertility will have already reached
the maximum.

The birth rate here is the lowest, because
almost all fertile population are using contra-
ceptives and from 10 to 15 children, theore-
tically possible per couple, we notice a reduction
to the totai of two or three per couple. From
1900 to 1970, Portugal’s birth rate decreased
from 30 to 20 per thousand. It ¢an be affirmed
that, by our intention or by our behaviour we
live in a society of contraception.

Why should be mentioned the family plan-
ning among ourselves?

In the first place, because the total birth rate
is low, though does not exist however an equal
distribution of people by the socio-economic
groups.

From what is happening in several suropeen
countries, and from what we have been obser-
ving here, we notice that the birth rate is still
too high in the low socio-economic group, and
this fact brings many inconveniences. The birth
rate is excessively low in a group not.well
defined economically, but corresponding to
the middle class and it increases again in the
group of liberal professions.

The family planning is aiming mainly at
the progress of population’s education, for a
responsible fatherhood and motherhood in the
interest of family and society well-being.

From fthis arises one of many difficults.
The poverty and big families are concomitants.
We find poor people —we should not think
that they only exist in Portugal ——in big dis-
tricts and prosperous cities as New York, Rome
and London, which are lacking the knowledge
about birth control and therefore having the
tendency to have large families. These children,
though wanted, they will grow up under poor



conditions, so they will be undernourished and
ignorant. Since their environment is unhealthy
and dirty they will make a poor new generation.

Due to their lack of knowledge and care-
lessness, they do not look for help from the
health services and this consequently aggravates
their physical and mental precarious conditions
and creates problems to the health authorities.
Others, are the product of uncontrolled sexua-
lity, so they are not wanted because they will
be a burden to their progenitors and will fill
up our asylums already over crowded.

The children, that grow up in a deficient
environment, are not physically or mentally
prepared to improve their own lives.

Living in asylums and almost deprived of
human affect and love, these childreen will not
be able to integrate themselves into the society,
because this same society is a strange to them.

We have to fight for the humanization of
the sexuality and for a better marital life, so
that it will be an happier one and not destroyed
by uncontrolied fertility, and to fight for a
society that will be the fruit of solid love,
free of inhibitions and faults that make the
majority of the mothers in our society to feel
miserable.

What is really happening about contraception
in our country?

Which are the methods used to limit birth
rater

The most used contraceptive is the inter-
rupted intercourse, as an example of what is
still happening in France and Belgiurn, shown
by recent statistics, but this contraceptive causes
many emotional disorders.

A lot of other contraceptives are also used,
such as irrigations, vaginal pills, creams and
sponges, but are not causing less disorders
into the couple’'s affective life, than the for-
mer one.

Other people are abstainers either for reli-
gious or any other convictions.

Finally, a very small group with a tendency
to get bigger is using more efficient and less
inoffensive methods, such as the preservative,
the hormonal contraceptive and Intra-uterine
devices. From a statistical study done by us,
though not too representative, were found the
following percentages:

— interrupted intercouse .................. 60 %
—irrigations, vaginal pills, creams,

=T TeTy T 1= T 18 %
— preservatives .............cciiiiieeinn.. 10 %

— hormonal contraceptive {oral, injec-
table) ...oveiii e
— not using contraceptives .............. 2%

These figures are related to fertile couples
living in Oporto or in the suburbs, and whose
women were having normally a gyneacology
check up.

So, we are absolutely conscious that the
methods used by portuguese couples are, on one
side, the most dangercus for the health of the
couples, and on the other side the less efficient
ones, conducting their failure to the most serious
result, the abortion.

The endless lines of women, that are
dragging themselves through the gynaecology
check up rooms, imagining that they are the
victims of genital disorders, are rmainly consti-
tuted by wives or mothers prematurely aged,
anxious and worried and to whom the marital
lifo lacks Interest, and it is an heavy c¢ross to
he carried over.

Every sexual act that should be an act of
love, of mutual sharing and spiritual enrichment
for the couple, It is converted into a feeling
of revolt and rape for one of them, while for
the other it is pure sexual pleasure.

If the woman Is worried with the health
and future of her children and is afraid of more
pregnancies, it is impossible for her to share
her life with her hushand.

None of the women, will accept to become
a mother against her will.

But even worse is the feeling that one was
brought into [ife unwanted, but fruit of a care-
lessness. ..

Why are we not taking a more realistic atti-
tude towards the family planning?

Why do we not follow a Christian attitude,
and help the families with less financial means
and poor culture background, and guide them
towards a conscious and responsible child birth?

When following these ideas we should
always present:

— the unity of the family;

— their spiritual, moral and economic enrich-
ment;

—- their religious convictions;

— the freedom of the family towards childbirth
planning;

What is existing, in Portugal, about family

planning?
What have we done?
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It was created the Family Planning Associa-
tion, ond its regulations were approved by the
Health and Assistance Minister in August 17,
1967, but during its first period of action, the
Association made only medical examinations in
their head offices in Lisbon.

Later on, it was created a regional office in
Oporto and about twenty advice centers are
going to start working, still this year, in some
of the dispensaries belonging to the Maternal
Institute of Lisbon and Oporto; we are, by this
way trying to help the people that really need
assistance. We have also advice centers, ins-
talled in the gynaecology and obstetricy clinics
of the big hospital units. To these centers
should be sent the women, that in a big number,
are looking for treatment after an illegal abor-
tion.

We have at our disposition a very reduced
number of statistical elements about the back-
ground, the socic-economic situation and the
motivation that drive people to these centers.

The number of medical examinations made
in one of the centers in activity, is very elucida-
tive about the interest in the family planning:

TABLE 1l

Contraceptive methods used by the women
attended at the Family Planning Center of
St. Anthony Hospital in Oporto

1971 1973
Methods Oct.-Dec. 1or2 Jan.-June
a) Injectable .... 29 128 171
b) Cral ........... 40 169 138
c) Intra-uterin de-
VICBS ..vviveen- 1 9 10
Total ........... 70 306 . 319

a) Normally the association — estrogen-progesierons;
progestogen with retarded action is rarely used.

b) Normally the association — estrogen-progesterone.
c) Lippes-Loop.

264

60 — in the last three months of 1971
306 —in 1972
311 — in the first three months of 1973.

Of all referred methods, the one that people
like best and that shows an increase in Table lll,
is the hormonal contraceptive-injectable,

These women or better saying, these couples
used several contraceptives and in case of their
failure they use as last resort the illegal abortion,
In 80 % of them, we found that from 1 to
10 abortions were made.

One of main difficulties, besides the ones
raised by the social conditions of the environ-
ment, is the shortage of skilled people psycho-
logically and technically prepared to be able to
solvo health problems.

Thus, the Family Planning Association made
special courses that benefited people working
already at the health posts of the Maternal Ins-
titute, but initiating enly now their activities in
the family planning.

What are we expecting in the future?

Certainly, other courses will be organized
in Lisbon and Oporte and if possible, other re-
gional offices will be created mainly in the
districts presenting higher morbidity and child
mortality, and we will do our best to help in
these regional offices. It will be mainly outside
of the big communities, in the health centers,
that besides the maternal and child assistance
and any other basic medical care, will be given
adequate help to the families by qualified per-
sonnel. We hope that, this will happen in a
future not too far distant, because this help
will contribute to an happy and wanted mo-
therhood.

We need badly, to be prepared to help the
coupies solving the problems raised by new
freedom of choosing the number of children
wanted and thne most suitable time to bring
them up.



DISCUSSION (Round Tables)

Round table nr. 1 formed by Arnaldo Sam-
paio {Chairman}, Alaisio Coelho (Co-Chairman},
Eugéne Aujaleu, F. Rocha Lagoa., D. Braga da
Cruz, Mério Marques, Pedro Barbosa ¢ F. Gon-
calves Ferreira *.

A. Sampaio — Opens the session pointing to
the Importance of Public Health and stressing
that all progress in health, either medical or
social, is due to scientific investigation.

To provide for the necessities in this fieid
it has been necessary to delineate a health
policy and to organize a structure of services
which is always complex and expensive and
for which a more and more efficient technology
is necessary.

The situation of the country in this field is
difficult and if we don’t take rapidily the right
course we will not have efficient services, not
even in relation to the investments we are making.
There is a need for planning and good use of all
resources. He emphasized that the state services
have been and still are competitive, not comple-
mentary. He based this statement on the paper
presented by Braga da Cruz in which it [s said
that the Health Centres are not yet working
efficiently. Regarding this staternent, he points
to the fact that a modern structure of services,
based ¢n the Health Centres, constitutes a new
idea and that new ideas take time to get started,
because they go against established routines.
The services responsible for the running of the
Health Centres should have magic wands, but
the Misericordias dindn't hand them over. The

* See Appendix 1.

Health Centres have had great difficulties be-
cayse, although there is the law which created
them, nobody will abdicate past routines.

Braga da Cruz — Says that he is not against
the policy which created the Centres. He only
pointed to the fact that one doesn’t yet feel the
Centres are working properly, they have no soul.
He has been receiving reliable news from eve-
rywhere on the work done by Health Centres,
opened a year or more ago. The fact that Health
Centres are not working properly may be due,
he asks himself, to their having too many
different responsibilities from the beginning. One
should not boast that the Health Centres are
doing basic medical care. In his opinion the
Centres should have a direction, based not on
authority but on persuasion and there should
be a collegial organization, headed by the Cen-
tre, to organize basic medical care.

Jaime Pinto — Refers to the need of a unity
of points of view in the planning and execution
of the National Health System. The services
must be adequate to the state of the population
{groups and type of activity] which implies
the study of regional differences in the eultu-
ral, economic, ecologic and social fields. On
the other hand with whom can we count for
the reorganization of the Health Services, as
medicine cannot be done without doctors even
with the colaboration of other kinds of health
workers? What is known about doctors and
hospitals, makes one reach the conclusion that
it is not difficult to plan a good health system,
what is not easy is to make It work efficiantly,
immediately.
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A. Sampaio — Points out that a Health Cen-
tre Is a health unit that will integrate everything
in an unitarian line. Call it Health Centre or
something else the point is that the Health
Centres of today are not organized as in the
thirties. They are units which will programme
according to the necessities and the possibilities.

J. Lopes Dias — Compares, in terms of me-
dical care, the conditions under which the
Servigos Medico Sociais of the Caixas de
Previdéncia work, with the different type of
health care the Centres are already doing. In
the Centres the priorities up to now have been
Mother and Child care and the Vaccination
Programme and already some very important
results have been obtained. Also some Centres
ars trying to extend their action to basic
medical care. The new structure of the Health
System, of which the Centres are the basic
structures, will have to be concerned with the
quality as well as the quantity of the services
rendered, as it gradually integrates all the
presently scattered services of preventive and
curative medicine.

E. Sendas — Stresses that the criticisms of
the Health Centres are made by people who
don’t know them or don't understand them. Also
the activities of the Centres could already have
been more developed if there were less difficul-
ties, created by the old organization in which the
Centres must be inserted. Therefore, the im-
portant thing will be to organize a unified health
system, which in Portugal is not an easy task
on account of conflits of prestige, competence
and interests. It is not the system that is
attacked what is at stake are the privileges
no one wants to lose. He emphasizes the
necessity for a good education of doctors and
the population if one wants to go on.

Correia de Campos — Focuses 3 points: The
purpose of this meeting, the doctrine of the
Ministry of Health and the role of the National
Institute of Health.

About the meeting he emphasizes its un-
doubtful importance as one listens to a discus-
sion about the best solutions for the country
and for the evaluation of the health systems.
He deplotes that meetings of this kind have
not been held before and also the lack of
publicity given to this one.

About the doctrine of the Ministry of Health
he affirms that it is expressed in perfect terms
but calls attention to the fact that reality is
always far from the perfection of the written
word. [t is putting together the Centres and
the Caixas de Previdéncia that the health reform
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must be achieved. One must know the country,
the health policy and the pressures of interest.
The pratical application of the law presents
wo points of cleavage. One is the incomplete
analysis of the present situation and the other
is the hesitating way in which the present
structure has been touched. The reform of 1971
cannot be achieved without a study about the
future of the Misericordias and the integration
of the medical systems of the Previdéncia. On
the other hand there is no organization without
personnel, Thus our health structures will con-
tinue in crisis if there is nc organization of
careers of personnel. It is necessary to improve
the distribution of doctors with the help of the
two ministries — Health and Education.

About the role of the National Institute of
Health he considers that it must be an executive,
a directive and a strategic one. The executive
role should consist in a day to day pilot and
field work (not to perform clinical tests for
patients) and discussions and information about
the problems, there heing therefore a need for
many more meetings like this one. The directive
role is not so marked but must be done in
collaboration with Direcgdes Gerais and Dirac-
coes de Servigos.,

The fundamental role of the Institute is a
strategic one, one of policy, in order to guide
the autharities for the taking of decisions.

Veiga Vieira — Stresses that ours is one the
few countries of the world which has a well
defined health policy and that, although there
are some difficulties in putting it into practice,
they are not neverthless as many as it has been
said. Personally he has had no problems with
Miserciordias in the organization of Health
Contres in the Concelhos of his own District
{Leiria).

F. Nogueira — Refers to the situation of the
country and to the necessity for options in health
policy in regard to the expenses of a health
system and to the country’s gross national
product. In his opinion the options that has been
taken have not been the most desirable, like
the one favouring Regional Hospitals against
Contral Hospitals, which still have great shor-
tages of technical personnel.

G. Ferreira — Explains that the policy about
Hospitals was completely changed in 1970.

Pedro Barbosa — Stresses the necessity for
the organization of more meetings for the study
of a health policy. They must be organized not
to discuss either the advantages of the unified
health system or the ending up of the Previ-
déncia but to establish the role of the Institutes



of Health and their field of work, so they will
be able to orientate and make that policy.

As a matter of fact this was the objective
of the agenda of this round table.

Miério Margues — Asks if in reality the
agenda for this round table has been taken in
consideration.

A. Sampaio — Asks the opinion of R. Lagoa
and E. Aujaleu about the role of the National
Institutes of Health in health investigation.

R. Lagoa — Points out that the role of the
National Institutes of Health is an old cne. They
must make epidemiological studies, standardiza-
tion of methods, form personnet and, funda-
mentally, act as organisms which plan the
strategy of health problems.

E. Aujaleu — A National Institute of Health,
says, is different from an Institute of Hygiene.
Besides the functions of a Public Health Labo-
ratory and teaching activities it must have
functions of investigation in order to improve
health systems. It is necessary to understand
that Public Health workers in a National Institute
of Health are also investigators and that it is
fundamental to develop this field of investiga-
tion in health.

Veiga Vieira — Complets his first speech,
stressing the necessity of post graduate teaching
in health of all the technicians of health units,
which must be a role of the National Institutes
of Health.

Corino de Andrade — Asks, if a National
Institute of Health has the roles of collector of
information, laboratory Investigation and tea-
ching, how it should act in the compilation of
useful information for the orientation of health
pelicy and Improvement of its executive ser-
vices.

E. Aujaleu — Says that it is necessary that
the National Institute of Health should inform the
country and the government in order that, in
any specific situation, the services can be
improved. The National Institute of Health must
he the [eader. It should be at the base of the
general policy of the country in health questions.
It should also be concerned with the organization
of the personnel necessary for specific inves-
figation activities, either for the whole country
or for a single region.

On the other hand it should have labora-
tories for investigation. He also stresses that
a National Institute of Health must be relatively
independent of the Health Minisiry. As Schools
of Public Health are concerned, in his opinion,
the two institutions should work side by side.

Torres Pereira — Thinks that, amongst the
several roles of a National Institute of Health,
the one concerned with public health investi-
gation is the most important and must be
independent of ministerial cabinets.

A point not yet clarified concerns the purpose
of medical teaching. The basic medical teaching,
except in the countries of Eastern Europe, is
still tied to the Universities, I, 8., to the Ministry
of Education. But the Faculties do not teach
the modern concepts of Public Health. There
is therefore a new language the University must
introduce in its teaching.

The role of the National Institutes of Health
should also include the coordination of investi-
gation in Public Health and thus putting them
in the base of the organization of health policy.

A. Sampaio — Points out that in Health one
must work as a team. So the Health Services
must be called to take part in the teaching at
the Universities. It is essential that a dialogue
be started between Public Health and the
University for the solution of the problems of
the populations.

Pereira Guedes — Makes a critical analysis
about the line followed at the round table,
pointing the 3 ways in which it could have
been conducted.

— to follow the topics presented in advance
for discussion;

—- to analyse the situation of the country;

— to follow the suggestions of the moderators,
i.e., to give to the National Institute of Health
the role of studying the solution of the national
health problems.

It is evident that the National Institute of.
Health can take up all or almost all the tasks
as everything is to be done. He asks if, after the
reform of the Health Services, it was a decisive
and important step to compromise institutions
already existent in the solution of the problems.
The hospitals continue ignoring the existence
of the National Institute of Health, paying no
attention to the necessity of doctors having a
simultaneous education in preventive and cura-
tive medicine. The hospitals must take cogni-
zance of the informations collected and elabo-
rated by the National Institute of Health. If
there is such an information programme it is
necessary 1o make it known.

Corino de Andrade — Agrees entirely and
declares that as far as medical investigation is
concerned that has already been done. A booklet
has been published with information about
fellowships and subsidies for investigation. There
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are already several projects with collaboration
of Preventive and Curative Medicine.

Maério Marques — Makes some remarks
about the two types of madicine — preventive and
curative — that in our country have been antago-
nic. Medicine needs the preparation of doctors
for special tecniques. The University should give
the basic preparation (licenciature) and the
MNational I[nstitute of Health — glory not of
Prevantive Medicine but of the Portuguese Me-
dicine — must prepare the doctors necessary
for Preventive Medicine and, In coordination
with the Universities organize post graduate
courses for all doctors,

Torres Pereirga — Stresses that one is not
gloryfing Preventive Medicine as the concept of
Medicine one is defending is not Preventive
Medicine or Curative Medicine but a giobal
cencept of Medicing.

G. Ferreira — Thinks that after all the papers
prasented at the morning session and all the
points of view, criticisms and suggestions
presented at this round table, it is possible and
convenignt to stress some important facts about
the present health systems and the role of the
National Institutes of Health in their study.

The first point to stress is that all over
the world the traditional medico-assistencial
structures have been growing oild in their
objectives and working methods and are anky-
lozed. Some sectors try to survive at all costs
using all means of influence, politic, economic,
personal and social, in order to maintain their
privileges and avoid changes. As their malad-
justment to the conditions of society grows,
they become l|ess efficient and their renewal
mere difficult.

The second point refers to health care.
Health care is beeing organized pragmatically
by trial, starting from the traditional structures
that up to quite recently were based in a system
that, basically, involved only the docter, or his
equivalent, and the patient. The modern necessi-
ties of health care and the possibility of
satisfying them, both originating from the
educational, economic, technical and adminis-
trative progress of the present society, lead to
the organization of new types of health care,
with improvement of its quality, and offered
to the whole population.

The result is that at present there are many
experiments for the perfecting of systems of
health care starting with the disconnected
systerns of iree practice to those of group
practice, of insurance and to national systems
of social security. The Portuguese system is
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hased on the recent definition (1971) of a
unified and integrative national health policy (*}.

The third point refers to the performance
of tasks of health care which need organized
groups and not only physicians. The preparation
of doctors and para-medical personnell, as it
depends on plans and programmes of education
and training, which are coordinated and adjusted
to the evolution of the situation, is becoming
difficult and inadequate.

The fourth point is concerned with the
present worries in presence of the Incapacity
shown both by the government and by the people
to find rapid and adequate solutions for .the
organization of efficient systems of health care,
both progressive and economic, so as to reach
levels of health which are possible and lowering
the morbility in the population. )

One asks who must and can make the conti-
nuous study of the problems connected with

.these four points, so that the Administration {Go-

vernment), the Executive Services and the popu-
lation can be informed. The Universities, the
Central Services of Health Planning or the
National Institutes of Health? The example of
the U. S. A. show how a country with such
enormous possibilities is so backward in the
planning of health care for the population and
how difficult it is, without an organization
with capacity to orientate and coordinate studies,
to perform those tasks in time.

It is thought that the collection of elements
to help elaborate informations is the duty of
all the above mentioned entities but the Natianal
Institutes of Health should have an important,
official and continuous role in the investigation
of health systems in their coordination and In
the presentation of resulis to the Government.
This will be one of its fundamental functions
one that we believe to be an absolutely essential
one in our time.

Round table nr. 2 formed by Torres Peraira
{Chairman), Corino de Andrade {Co-Chairman},
F. Rocha Lagoa, Eugéne Aujaleu, Albino Aroso,
l.. Cayolla da Motta, Lobato de Faria e F. Gon-
calves Ferreira. :

Torres Pereira — QOpens the session and es-
tablishes that this round table will be concerned
with the problems of the modern -conditions of
health in two perspectives, epidemiological and
ecological.

* See Appendix 2.



Veiga Forres — Focuses the Importance of
the environment and points to the risk of some
ecological problems, local or regional, already
considered dominated such as malaria, cropping
up again. Also calls atention to an economic
and social problem in the disirict where he
works (Evora}, the high percentage of illegiti-
macy. He suggests that the National Institute
of Health and the Health Services should study
these aspects of the influence of the environ-
ment on health.

Torres Pereira — Comments the importance
of these problems and agrees that the Institute
could be of great aid in the study of those and
other sanitary problems.

Veiga Vieira — Considers the epidemiologi-
cal and ecological perspectives the health autho-
rittes must take into account in order to
appreciate the evolution of the modern con-
ditions of hsalth of our population and the
role of the National institutes of Health in its
study. Calls attention to the advantages gained
by the populations in their migrations from
rurai to urban zones, better equipped with
medico sanitary help and with a letter economic
level.

Jaime Pinto — Stresses that among the roles
of the Instifutes that of the information of the
population seems to be.fundamental and in its
absence the action in health is inefficient if
not utopic. In relation to other roles it seems
to him that there were some forgotten areas,
mostly in relation to certain types of polution
such as that related to drugs so used nowadays,
without control, some of them with effects
imperfectly studied, local, colateral or distant.
The risks connected with drugs have been and
still are large on account of a careless study
of their effects. Another role the Institutes must
have Is to elaborate sanitary statistics specifying
the elements necessary for reaching conclusions
on the evolution of health problems and for the
information of authorities and population as a
whole.

Pais Ribeiro — Hopes there will be more
meetings of this type. Considers the environmen-
tal defficiencies of our country, which badly
affect the morbidity, but stresses that several
areas like water, sewage, etc. are in dependence
not of the sanitary but of the municipa! authori-
ties and hopes the small progress verified in this
field wiil greatly increase in a very near future,

Cipriano de Sousa — Stresses two points,
the first one refers to the concept of health and
its evolution, which has adapted itself to the
scientific and technical development and con-

sequent social progress, as science offers
technical capacity to interfere with the deter-
minism of biological laws, or laws of nature,
clarifying and modifying the complex proble-
matic of disease and the circunstances of its
appearance.

Comprehensive and constructive medicine
give a pluridimensional vision of health, syste-
matising the respective conditioning factors,
psychic, social and economical, cultural and
environmental and also visualizing man in
his totality and circunstances, as an animal,
as a rational, as an element of a community
and as a cibernetic organism competing for
a place, habitat and 'status. This concept of
global health in which man is represented as
the nucleus of a dense polyhedron more or less
transparent, surrounded by concentric areas,
corresponding to family, community and envi-
ronment, allows an understanding of the multiple
causes for the appearance of disease. and its
identification is dependent on acquired know-
ledge related to new or more perfect diagnostic
techniques or to conclusions of experimental
medicine.

The Iinterpretation of the etiopathogeny of
disease, by the identification of causal factors
or the condition of the ecosystem in which
those factors can alter the ultra stability of the
liuman beeing, makes possible the national
applicability of preventive and curative mea-
sures, of fundamental importance for the pro-
motion of health.

The social and tecnological evolution of the
modern world constantly creates new situations
of health risks. The Increase of the world
population and the predominant type of an
urban-industrial society are progressively taken
to be responsible for the bigger incidence of
many diseases, above all those characterized
by a chronic evolution. ’

As a second point he states that, due to a
changed methodology, the ‘investigation in the
epidemiological field is not able to accompany
the sources of pollution and organism response.
At what level can Public Health exert an
influence on the different situations — model,
methodology, plans of action — so as to satisfy
individua! needs?

An important aspect would be ths centra-
lization of the sources of information and of the
norms of orientation and planning.

All the medical and para-medical elements
and local sanitary authorities, in contact with
isolated individuals or limited groups, with
abnormal conditions of hygiene, salubrity and
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safety, should be included as primary sources
of information. Also included: private and so-
cial security practicians as well as industry,
schools, sports and military doctors, visiting
nurses, midwives, social assistants, sanitary
agents, welfare organisations, insurance com-
panies and the police.

The secondary sources of information should
include the medical and sanitary services for
the community such as health-centers, hospital
services, dispensaries, social institutes, nursing
homes, maternities, policlinics, nursing centers
and regional organisms related to housing, work,
industry and agriculture.

Tha information should be canalized, through
the sanitary authorities, to the directive orga-
nisms so as to coordinate and control, by means
of its analysis, the scheme of actions undertaken
and the planning of new goals.

The health policy should be the consequence
of a logical conclusion of the results obtained
and the collaboration given by the National
Institutes of Health is considered of the utmost
importance, not only in the establishment of a
methodology appropriate to the actual conditions
but also in the definition of levels of action in
accordance with scientific development and
existing structures, or future structures with a
prior claim.

The orientation and programmaticn of health
information, at a national level, must be under-
taken by means of a joint affort which includes
the work of the National Institutes of Health,
as the doctrinal organism; of the Ministerial
sections for plans and direction and of the
National Statistics Institutes as a technical
organ especializing in the definition, collection
and analysis of data.

Special situations may need an adequate
investigation which would pertain specifically
to the MNational Institutes of Health, thrcugh
questionaires or special studies, or by the
perfectioning, divulgation or appraisa! of diagno-
sis techniques, or by the development of a
complete laboratorial support.

The universality of the health concept,
emergent from local circumstances attributes the
function of tiertiary sources of information to
the National Institutes of Health.

Soares de Oliveira — Asks the other mem-
bers to enlighten him as to the priorities to
be considered in the epidemiological studies
in this country related to transmissible diseases,
genetic and cronico-degenerative illnesses and
advanced environmenta! problems.
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Laura Ayres — Stresses that it is undoubtedly
necessary that the Nationa! Institute of Health
should be given the many and varied tasks here
mentioned. It seems to her, however, improbable
that this Institute has a sufficient number of
collaborators to undertake them. So, to this
Institute should pertain the important function
of coordinating all the studies to be made in
the country in the preventive or curative health
field and the Institute should give impulse to
the more important ones, As to the preparation
of doctors asks how the teaching of preventive
medicine and curative medicine can be integra-
ted, so as to meet the nacessity of docfors
well trained in a global concept of health.

A Sampaio — Agrees and notes that the
difference between preventive and curative
medicine is more arbitrary than real and a form
of instruction must be defined in which the two
types of medicine are integrated. On the other
hand he stresses the importance of a hew
mentality for doctors, as the present preparation
is wrongly based on a capitalistic spirit of
profit. 4

Torres Pereira — Summarises the debate up
to this point and asks Gongalves Ferreira to
give his opinion as to the organization of
services.

Gongalves Ferreira— The diversity of sub-
jects here discussed and the fact that there is an
unanimous point of view as to the factors that
will lead to a better health standard in our
time, deserve some considerations.

On the one hand, the analysis of the
evolution of health services, in their growing
capacity for action, resulting from a better
organization and discipline of activities and
the appraisal of its present action, show that
a large and thorough re-structuring of the health-
-care systemn is absolutely necessary. They must
be capable of meeting the needs of the
population and this rearrangement will require
our utmost effort in what concerns planning
and organizing capacity.

On the other hand, and this is a well-known
fact, looking back on the experience of the last
decade we may chserve that the capacity of
the people actually in charge is not enough to
meet this challenge.

The problems appear in all clarity when one
understands the enormous benefits that can be
given to humanity by centering the objectives
of life on health. We shall have to redouble
our efforts to point out to those who are not
interested, sceptical, or utilitarianists and to



politicians not well enlightened and govern-
ments that:

— Health is the supreme good of man, to
which all educational, economical and
administrative interventions of the com-
munity should be subsidiary since it is
at an high health level that is centered
the equilibrium and strength of the
progress of man.

— Health, depending as it does on multiple
factors of genetic and enviromental na-
ture, which individuals, families and
communities need to conirol, has the
necassity for sufficient knowledge and
determination to develop the favourable
factors.

— Health must be cared for, and Iits
maintenance and promotion require a
complex technique, which, besides trying
to avoid the risk of sickness, have to
give cure. This requires the organization
of adequate services.

— The health services, as now functioning,
are antiquated both in structure and in
their non-efficient means and are be-
coming very costly in their medical
aspect. They do not assure coordinated
and opportune health and sickness care
to all the population, with the final
purpose of improving the comfort and
quality of life of the individual.

The levels of health and iliness are expressed
through indices and it is through these that
are made clear the changes and differences
both of health conditions in the community or
between communities and also of the appeals
that the services must consider and give
answaer to.

But the classic methods have been judged
insufficient and Inadequate and it is urgent
to establish the indices that will enlarge the
knowledge of the various sltuations which
individuals and communities go through, in
terms of necessities of health care.

This study is essencial and must be made
at family and community level, at regional and
national extension, springing from a determinant
and systermatized idea, hearing in mind the
amplitude of the study and the methods to
be used.

Cnce the problems have been defined, there
must be people to work them out, so that the
various forms of orgenization and remodelling
have as an objective the satisfaction of the

needs of the population, also equationed and
defined in a list of priorities.

The role of the National Institutes of Health,
in connection with the sevsral health services
and other medical sources, which intervene in
heafth care or investigation, schematized in
terms of active participation in studies,. ought
to contain the official of cellecting infermation
both national and foreign, which will allow:

-~ The analysis of health systems and
evaluation of their merit, independently
of their possible present political rela-
tionships.

— The schematization of health services
correspondent to the analized systems in
their organic and functional aspects, at
various levels of action.

— The evalution of health conditions existant
in the population, as a whole, and in
its social and regional sectors, for a
period of time, to ascertain its evolution.

—— The study of the needs — eithar required
or unrequired by the population — of
health care and the means to meet them
in terms of coordinated services and
action.

The rele assigned to the National Institute
of Health by the portuguese legislation in 1971,
either directly or in connection with other
Institutes, of the very structure of the health-
-services created by this legislation indicate
a geood path towards a definition of a contem-
porary health policy (*).

The Institute has at its disposal, for the
initial working phase, means relative to its
service functions {laboratorial support) and
public health teaching, It is developing, in all
that refers to the function of investigation,
means of study of morbility or operational
research, covering the epidemioclogical or ecolo-
gical services. Investigation is one of the
components of the activities of the departments,
which are the great functional units of the
Institute and it will expand through the activity
of special centers, already created (public-health
administration, social medicine, nutrition, gene-
tics) or to be created (environmental health},
also by subsidying special projects.

Arnaldo Sampaio — Recalls that, since 80 %
of the portuguese population Is under services
for medical care, this makes possible the

* See Appendix 1.
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collecting of basic elements, indispensable for
discerning the needs of the population. But, to
achieve this, the services and doctors, especially,
will have to work hard, directed by a guiding
policy, which will make them responsible for
the task of gathering data.

Corino Andrade — Notes that three aspects
have to be considered in health problems — their
specification, their equation and the organi-
zation of services to solve them. The specifi-
cation of the problems is a most important stage.
The National Institute of Health has a very
important role, in collaboration with the Direc-
cio-Geral de Saude and eventually with other
entities, in the equation of these problems. The
National Institute of Health and the Direccéo-
-Geral de Saldde are the two entities that
dispose of the greater number of elements to
do so. The problems having been described and
considered the possibilities for solving them,
it will be necessary to prepare the structures
capable of realizing the executive tasks. At the
moment we can do very little and the incipient
services must be developed to obtain rapidly
the necessary basic elements.

A. Sampaio — Agrees completely with these
assertions but sustains that, although the
problems are known in detail, there are basic
situations which, if not politically solved, will
hinder the development of the organization of
indispensable services and inquires how to find
people necessary for these tasks.

We cannot have health care for all the
pepulation while there are very marked differen-
ces bhetween those who serve or are served.

Aloisio Coelho — Supports previous sugges-
tions, especially those relative to the necessity of
the study of the indices which define situations
of health or iliness, which must be clarified.
Asks, in accordance with the subjectes given
for this round-table, who can and must study
the new factors in the pattern of sickness and
the suitable structure of services.

Torres Pereira — Finds no difficulty in ans-
wering these questions. Since we are concerned
with new concepts and methodclogy, the Natio-
nal Institute of Health should be the one to
take up this work. If a votation is necessary,
there wiil be no hesitation in attributing this res-
ponsability to the Institute.

E. Aujaleu — Stresses that the Naticnal
Institute of Health must undertake epldemio-
logical studies either in the Institute or giving
its support to other Institutes or Services, in
which dominant diseases in the country can
be studied. The support can be technical or
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materiai. To the Institute, however, should
belong the sorting out of the data ‘obtained. It
will transmit its conclusions to the Ministry
of Health.

Rocha Lagoa — Asserts the same, accentua-
ting that the National Institutes of Health should
do guides to the Government, which, in its
turn, must provide the means for the execution
of the programs stablished for the solution of
those problems.

Correia de Campos — Explains that he is
preoccupied with the type and extension in
which the Investigation, in the epidemiclogical
studies and organization of services, must be
carried out. The fundamental elements must be
obtained at the executive level of the health ser-
vices, but the Institute must not be directly
connected with this task. It should accompany
the collecting of data.so as to have the necessary
documentation which will allow the elaboration
of an adequate information, either directed to
the Administration or to the population.

Mendonca — Stresses that if the informa-
tions are wrong so will the answers be. He thus
thinks that it is important that the cooperation
of those in charge of collecting information
should be obtained by all means, so that they
work correctly.

E. Aujaleu — Refers to the importance of
demography in Public Health enterprises and
considers that its study must be connected with
specialized Institutes and must not constitute
a basic attribution of the National Institute of
Health.

He also stresses the importance of funda-
mental demographic studies so that countries
may delineata the population policy suitable
to them. He considers that this task belongs
to the National Institute of Health.

Torres Pereira— He also considers the role
of the National Institute of Health in the study
of demographic problems owing to the many
implications that these matters have on health.

Gongalves Ferreira — Thinks that the collec-
ting of statistical data that concern demography,
migration and evolutive tendencies of the
population is a function of specific organisms,
such as the National Institute of Statistics, in
the case of Portugal. This does not mean that
the WMational Institutes of Health should not
study demographic problems, always closely
related with the health of the population, and
that they should try to find out their causes
and consequences. This type of information,
which embraces many different aspects such as
natality and mortality, migrations, nourishment



and nutrition, family planning, is essential for
an objective and up to date demographical
policy.

A. Sampaio — Considers that, given the im-
portance of having knowledge of demographic
elements for carrying out enterprises, it is
sometimes necessary for the health services
to find them out directly if they are not obtai-
nabte from other services. As oficial statistics
are still limited, from the demographic point of
view, he inquires what will the portuguese
policy be as to family planning and acentuates
the difficuity of introducing, at the moment,
a program of family planning in the organic of
the Health Centres.

Laura Ayres — Stresses the need for ade-
quate information for education of the population
in this aspect of family planning.

Torres Pereira — Closes the session, accen-
tuating once more the importance that the

National Institutes of Health may have in the
study of modern health conditions and, as a
corollary of this study, the important role that
it has in the orientation of the national health
policy.

Gongalves Ferreira — As director of the
National Institute of Health, the interest shown
by all those who intervened in this meeting
pleased him greatly. This interest was visible in
the papers read, in the round-tables, when
definitions were sought as to the manner of
regularly - studying the great health problems
of to-day, in the appraisal of systems and in
the organization of the respective executive
services, which make possible the needed health
care of the population. The general opinion,
that the National Institutes of Health must take
as its responsability the orientation of this
regular course of study and the elaboration of
the consequent information was thus re-asserted.

273






CONCLUSIONS CONCERNING PORTUGAL

1 — The existent modalities of health systems

were carefully studied, as well as those
already put into practice, but only unitary
systems covering the whole population were
considered capable of satisfying the pre-
sent health needs.

On that purpose, an estimation of the
experience of the Social Welfare Medical
Services was formed and it was concluded
that the process adopted there was a
partial covering, carrfed out by associating
interventions that the users themselves have
encouraged. This system is not in harmony
with the technical criterions of the health
policy, and does not fulfil the purposes
of the above-mentioned slogan aunitary
systems covering the whole populations,
which, being established by the reform of
the services in accordance with the Decree
n.t 413/71 of September 27 th, can mean
nothing but the duty of assuming the
responsibility for the integration of the
Social Welfare Medical Services into the
Unigque Health System. This integrated
system. is being progressively constituted
s0 as to execute the above-named decree.
in order to observe this orientation, it was
suggested that services delivering monetary
assistance should be itreated differently
from those delivering direct medical care.
Mevertheless, the general basis of the
scheme which is now applied by the Social

Pedro M. Barbosa

Welfare should be kept on as far as the
former are concerned, and, according to
the law, the latter should be entrusted
to the Unique Health System. Reference
has been made to the evolutionary solution
contained in a bill elaborated with that
purpose, simultaneously with tha publi-
cation of the Decree n.2 413/71,

As an Immediate continuity of this first
subject, and in direct correlation with
it, the typs of medical care that is
necessary to promote has been defined,
s0 as to effect the heaith policy already
adopted, that is to say, in order to succeed
in affording physical and moral well-being
through the haalth we are aiming at.

According to the given definition,
health care corresponds to a very different
methodoiogy from that of the commoen
medical care, and it implies the evaluation
of all the conditioning factors of health
in the perspectiva and value that they
show when the present realities are analy-
sed with the help of the knowledge avai-
lable now.

According to the interpretation given
to the health care regulations, a convenient,
well-structered and functional organization
of the services has been recommended. It
ought to be found in the ambit of an unitary
system that may deliver integrated health
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assistance, according to the method of
giving continuous medical care to an
individual along his most representative
stages of life in health strategy. A sequent
chain of services must also be applied,
by means of which the necessary inter-
ventions are sucessively completied, from
the very basic health cares up to the
hospitalization considered in its various
and possible utilizations, and including
the means of recuperation.

Due to the obvious difficulties that we
have met to fulfil all the formalities
exproessed In the Decree n.2 413/71 about
the connection between the basic medical
care and medical treatment in hospitals,
as we have already mentioned, there has
been shown a desire of the implementation
of immediate and wise measures capable
of allowing the indispensable adjusment.

3 — The study of the modern health conditions

was carried out in two perspectives: the
epidemiclogical and the ecological
approach.

The evolution of the determining con-
ditions of modern epidemiclogy has been
analysed, and a critical summary of the
Portuguese situation, as to these aspects,
was presented; hence we started the defi-
nition for the work methods which are
nowadays requested. Emphasis was put,
specially, on the strict necessity of basic
information and on the respective scienti-
fical treatment. This angle, through which
the problem must be studied, has to be
differentiated from other type of admi-
nistrative interventions that are presently
to be effected in the planning ambit and
in an ulterior phase.

The difference between the application
of these criterions to the case of the
dominant preventable diseases and to that
of genetic and degenerative chronic disea-
ses, made it possible to have a better
definition of the fundamental lines of
orientation in each of these hypotheses.

Regarding the ecological perspective,
attention was paid to the principal basic
factors which condition health in relation
with the environment {namely, the aspects
referring to Housing, Urbanization, Poliu-
tion, Occupation, Nutrition), taking into con-
sideration statistic data and sanitary indica-
tors, according to a critical vision which
was mathodologically outlined. Thus the

subjects that speciaily demand an inguiry,
investigation and suggestions for their solu-
tions can be studied and definitely settied.
The implications of the population
{general demographic, and those relating
to the family planning which was speciaily
considered} have been evaluated for the
purpose of attaining the peculiar aims of
the sector, with the intention of satisfying
the needs concerning health, So, we came
to the conclusion that it is possible to
face the above-mentioned plan in such
terms as to avoid the wrong interpretations
of some opinien groups. The consideration
of these aspects are no doubt a great
concern of the entities responsible for
health care, specially for primary care, as
well as the practice of the corresponding
activities as being subsidiary to those of
health and closely connected with them,
were considered to be most worthy.

Still in reference to the modern health
conditions, the consequences of the alte-
ration of factors to be taken into conside-
ration as regarding health care, were
presented; this change demands a special
attention when teaching Maedicine, and,
generally, when training health professio-
nals. An agreement was made according
to the principles of the ovientation that
seems 0 have bheen assumed by the
introduction of the new discipline of
Ecology in the course of Medicine, and
hopes were manifested about the experjence
that the &New University» will be able
to offer.

Regarding the specialized teaching for
the public health, great importance was
given to the role that must be played by
such an organization as the National Ins-
titute of Health or by a school strictly
connected with it for that purpose. The
better utilization of hospitals was also
mentioned, not only to suppaort the teaching
of Medicine, but also to train health
professionals.

There wera no doubts left about the need
for organizing permanent studies by means
of a suitable methodology — either for
gathering basic elements or for a scientific
treatment of these data, and for the
search of solutions — c¢oncerning the
various kinds of problems that have been
briefly treated, it was also settled about



the necessity of divulging the results of
such studies to the entities who are in
charge of the direct performance of the
activities, and to those who manage or
outline such activities; the indispensability
of information provided to the entities
who are responsible for the decisions
was emphagized — namely, the political
decisions — for it is considered hard to
believe to take adequate resolutions not
being aware of the realities and technical
methods which are not suitable for the
sector.

The conclusion was that such studies
should be imparted from the very beginning,
programmed and controlled by a central
organization having characteristics similar
to those of the National Institute of Health,
which should also have research attri-
butions. After having studied the theme
by comparing the methods already adopted
in other countries (and for that we have
profited by the experience communicated
by Prof. Eugtne Aujaleu, respecting the
French Institut where he is the director,
and by Prof. Rocha Lagoa, relating to the
corresponding Brasilian organization which
was under his leadership) it was concluded
that the Portuguese National Institute of
Health, according to s definition in law,
will be able to fulfil the functions for
which it was created, if it will be given
the necessary means fo act, every time
it is called to intervene in the study of
Public Health problems. It was particulary
emphasized that it would be advantageous

to keep an independent position suitable
for its scientific individuality, as well as
to afford adequate direct relations with
the entities that will be calied to participate
in the basic studies which the Institute
is expected to undertake.

tn short, It was deduced that the
National Institute of Health should be in
charge of the study of health conditions,
in its consecutive evolutions, bearing in
mind the permanent analysis of all the
different factors that influenced them, as
well as of the investigation of the solutions
that are considered capable of satisfving
the health needs that are found out by
using such a method (namely, paying
afttention to the Important adaptation of
the health care regulations, and its res-
pective health system, to the needs that
are consecutively verified; it should also
propose the chosen solutions to the entities
responsible for the decisions and inform
the entitiss that manage and directly
axecute activities, by divulging the advi-
sable methods. The training of health
professionals should be assured by means
of a specialized teaching, diractly or having
recourse to a school which, for that
purpose, may be in close connection with
the Institute. This organization may also
co-operate with other teaching institutions
— especially, the School of Medicine —
having in view the promotion of teaching
according to the methods of work which
are nowadays applied in this sector, and
by putting into practice the available
notions about it.
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APPENDIX 1

— Topics on the first round-table discussion

1— The health policy, when defining the
capacity of intervention among the population,
has for objective the reorganization of the health
systms to improve the aquality of lifes, through
the adjustment of the health care t0 meet the
socially recognized health needs, which can
be perceived or not by the individual.

Who musi and will be able to study it?

2 — The Health National System and the
Health Systems for populational groups, existing
at the present, have characteristics and defi-
ciencies or imperfections which must be impro-
ved within the new perspectives of health
services structure.

Who must and will be able to study it?

3 — The experirment acquired through the
application of the present health systems, such
as the National, the Assurance and the ones for
restricted groups of population, allows to eva-
luate their action in relation to the identifiabla
needs of the community.

Who must and will be able to study [t?

4 — The position occupied by the primary
care services and hospital services within the
health systems. The importance of the health
centers network, in the new structure of the
former services, in regard to the primary, gene-
ralized and economic health care provided to
the population,

Who must and will be able to study it?

5 — The problem that mainly concerns the
governments, considering the constant evolution
of the health services, is the lack of capacity
to plan and organize. The planning and orga-
nization requires a continuous studying of health
problems.

Who must and will be able to study it?

— Topics on the second round-table discussion

1 — Factors influencing the new health con-
ditions. The study of these factors and the
evalution of the results which can be measured
in terms of:

— health and sicknesse levels in the com-
munities;

— organization of appropriate health servi-
ces for all the population;

—regular information to the population
based on people’s health education.

Who must and will be able to study them?

- 2-—The epidemiological study provides a
picture of the change of morbidity patterns
within our society in constant evolution today.

Who must and will be able to study It?

3 — The housing conditions, urbanization.
pellution, work and nutrition are of paramount
importance in the change of morbidity in the
communities.

Who must and will be able to study it?
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4 — Characteristics of the demographic
aspects of the country in relation with the
conditions affecting the growth of the popu-
lation.

Who must and will be able to study them?
— The Natiopal Institutes of Health, being

considered the most adequate services, were
designed to carry out the studies about health
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problems in order to give information not only
to the authorities, responsible for the fulfillment
of the health policy, but also to the population.

Since this task requires a lot of co-ordination,
it will be done in connection with General Health
Offices, the Universities and other official or
private entities having the capacity for investi-
gation in this fundamental sector of our social
life.



APPENDIX 2

Basis of the Portuguese Health System

| — The portuguese legislation published in
September 27, 1971 (Decrees number 413/71
and 414/71) established the health and welfare
policy and its main objectives, as well as the
health and assistance activities, determining
the corresponding organizational structure of the
health services and profescional careers serving
these same services. '

The principles, the objectives and the health
and assistance activities are described in the
Decres 413/71, articles from 1 to 5.

Art. 1

1— U is government's duty, through the
Health and Welfare Ministry, to establish the
health and social assistance policy, as well as
to develop the corresponding activities which
are not expressly depending upon other mi-
nistries.

2 — To accomplish what is focused in the
previous number, it must be considered the
need of adjustment of health and social assis-
tance programmes and the co-ordinaticn and
progressive integration of the respective activi-
tieg, depending upon regular and continuous
planning.

3-—To carry out the health and welfare
policy, it must be considered the importance
of the privaté initiative and the co-operation
of the population, and must be also promoted
the population interest in the ellaboration,

implementation and progress of the appropriate
services.

Art. 2

1 — The health and welfare policy is aiming
to ensure, the «right to healths, which is
considered a right of the personality, as well
as to cooperate for the social promotion and
well-being of the individual and his natural
groups and to overcome their deficiencies.

2 —The «right to health» Includes the
access to the health services, in the terms
established by its organizational structure,
without any restrictions excepting the ones
imposed by the limit of manpower, technical
and financial resources available.

Art. 3

1 — The accomplishment of the health and
welfare policy includes the following activities:

a) Promotion of health and the prevention
of the diseases;

b} Treatment of sick people and their
rehabilitation;

¢} Protection and defense of the family;

d) Protection of handicapped people {(from
the infancy to the third age}.

2 — The activities of promotion of health
and prevention of the diseases, are considered
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as having priority for the accomplishment of the
health policy.

3 — The activities of social assistance will
ba carried out In co-ordination with health
activities and both must depend upon the pre-
ventive principles and the establishment of
the ‘priorities.

Art. 4

To carry out the health and assistance
activities it must paid attention to:

g} The unitary nature of the human being
and to the respect for his dignity and
moral integrity;

b} That the family, is the basic institution
for man's integral development and is
also responsible for the well-being of
its members.

Art. 5

1 — The Health and Welfare Minister is
responsible for the health and soclial assistance
policy, and through the Ministry he promotes
its fulfillment and assures the efficient running
of the services considered in the present
diploma, and gives advice to private activities
co-ordinating them with those ones of the public
sector.

Il — A SUMMARY OF THE ORGANIZATIONAL STRUCTURE OF HEALTH AND WELFARE MINISTRY
AND THE CORRESPONDING SYSTEM OF FUNCTIONS

DEPARTMENTS

1 Government:

— Ministry {having the solidary coilaboration
of the Secretary and Under Secretary of
‘the State and with the support of its
Cabinet).

2 Interministerial Co-ordination:

— Interministerial comissions.

— Council for Social Action.
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FUNCTIONS

1 Promotion and supervision of health and
socifal assistance policy:

— Participation on the establishment of health
and social assistance policy, at the Go-
vernment level, expressly in the Ministers
Council.

— Supervision of healt and social assistance
policy at the level of the Health and
Welfare Ministry.

2 Co-ordination among the different ministerial
departments:

—— Collaboration on the establishment of an
unitary policy of health and social assis-
tance.

— Co-ordination of the health and assistance
activities depending upon different depart-
ments of other ministries and also to
support them in implementing the unitary
technical principles defined.

— Similar functions, for the co-ordination of
the plan between the Ministry of «Cor-
poracoes e Previdéncia Sociafy {Labor and
Insurance) and Health and Welfare Mi-
nistry {with the collaboration of the
members of private sectors).



3 Central Services 3 Co-ordination, planning and direction of the
of the health system

— General Secretariat. -— Co-ordination and technical and adminis-
trative support.
— Secretariat of Studies and Planning. — Consultative functions, and functions of
- study and planning.
— National Institute of Health and National — Investigation and teaching (giving scien-
School of Public Health. tific support for the preparation of planning
guidelines).
— General offices: — To orient, direct and carry on the health
{Direcgoes Gerais) and assistance activities:
— Health: — Responsible for the medico-sanitary

coverage of the country; management
and co-ordination of the activities for
the promotion .of health and preveniion
of the diseases; basic medical care.

-— Hospitals: --— General administrative functions em-
bracing the Central and Distrital hos-
pitals; to support the General Health
Office in relation t6 the admission of
patients to the local hospitals.

-——-Social Assistance; — Responsible for the services, establish-
ments and institutions of assistance
including activities for the promotion
of social integration.

4 local Services 4 Accomplishment of the health and social
assistance policy in the respective area, in
accordance with the rules issued by the
Central Services, through the General Health

Office.
— Regional — Inspection for the co-ordina- -~ Representations” of General Offices in the
tion of the services. region.

— Co-ordination, at the ragional level, of
the medico-sanitary and hospital activities
and also assistance activities.

— Distrital ~— Director of Health. —- Functions of Sanitary authority in the
distrital area (only one authority).

— Council for the co-ordination of the — Distrital representatives for health and
services. assistance activities.
— Health Ceanters. — The basi¢c operational unit promoting the

progressive integration of health and
assistance services in the distrital head-
quarters.
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- Health Unit

{Though referred here for a better
understanding of the organizational
structure, the Health Unit is not pro-
perly a department but represents a
Unit whose function is to apply the
unitary working methods to various
local services].

— In the County: Medical officer of health

({Delegado de Satde).

Commission for the co-ordination of
the services.

Health Centers.

Health Unit

{Though referred here for a better
undarstanding of the organizational
structure, the Health Unit is not pro-
perly a department but represents a
Unit whose function is to apply the

unitary working methods to various .

local services).

— In the civil parish or groups of parishes:

Health Posts.

— Management and co-ordination of health
-and assistance activities in the distrital
headquarters.

— Basic Medical care.

— Co-ordination {with support of the health

center)

of other officlal and private

services of the distrital headquarters.

— Functions of Sanitary authority

in the

county area (only one authority).

— To support the medical health offices in
relation to the co-ordinative activities of
health and assistance in the county.

— Basic operational unit promoting the pro-
gressive integration of health and assis-
tance services in the county.

— Management and co-ordination of health
and assistance activities in the county.

— Basic medical care.

«— Co-ordination, (with help of the Health
Center), of official and private services
of the county.

— To support the Health Center in relation
to allocated subjects.

Il — The portuguese healt services are

organized in two different sectors which are
however inter-related as follows:
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a) The sector whose main role

is the
medico-sanitary coverage of the popu-
lation, and which provides the basic
medical care or primary care services;
as well as preventive and curative

b)

medicine, at iocal level, not only for
individuals but also for communities,
through Health Centers including public
health laboratories and other institutions,
co-ordinated by the former ones.

The hospital sector which provides, in
the continuity of operational health-care
services, the diagnose and specialized
treatment of cases that can not be
secured in the previous sector.



The Health Centers, constituting the ba-
sic unit for the assessment of the health
needs of the portuguese community, are
official services depending upon Health
and Woelfare Ministry. Their main res-
ponsabilities are the integration and
co-ordination of health and assistance
activities, as well as the provision of
basic medical care — not specialized —
with the objective of making the medico-
-sanitary coverage of the population in
the corresponding area.

In all portuguese counties are settled Health
Centers including those ones that are the
distrital head-quarters. They are called «County
Health Centersy and «Distrital Health Centersy.
In the parishes are the aHealth Posts» accoun-
table to County Health Centers.

The County Health Centers can include the
following departments and the complementary
activities:

a} Environmental sanitation, industrial hy-
giene and occupational health services;

b) Maternal and child hygiene (pre-school
and school age);

¢} Prevention of contagious diseases {with

vaccination centers);

d) Mental health;

e¢) Public health nursing, and domicilliary
sarvices;

f) Basic medical care, including home me-
dical care, screening and patient referral;

g) Health education;

h) Social services;

i) Statistical records.

The Distrital Health Centers can include the
following departments and complementary acti-
vities:

a) Environmental sanitation, industrial hy-
giene and occupational health services;

b) Maternal and child hygiene (pre-school
and school age);

¢) Prevention of contagious diseases {with

vaccination centers});

d) Prevention of dental caries;

e} Prevention of blindness;

f) Prevention of deafness;

g) Prevention of cancer;

h} Mental health;

i} Public health nursing and domicialliary
services;

/) Basic medical care, iIncluding home
medical care, screening and patient
referral;

k) Health education:

I} Social services;

m) Distrital Public Health Laboratory:
n) Statistical records.

IV -—~The objective, in reorganizing the
portuguese health services, obeying to the
administrative public health principles and
working conditions, was tc establish a legal
regimen for the progressive structure of the
health-care professions depending upon the
Health and Welfare Ministry.

The health-care professional careers are
organized by groups and are classified in three

types:

Type 1 — Health-care professional people
graduate of the University;

Type 2 — People having specified technical
qualifications;

Type 3 -— Health-care professional people
having qualifications for the
administrative posts.

The health-care professional careers are

stablished as follows:

a} Type 1:

Medical public health career;

Medical career {in the hospitals);

Pharmaceutical career;

Hospital administrative career;

Carears for laboratory technologists (at
a superior leval}.

b) Type 2:

Nursing teaching career;

Public Health nursing career;
Hospital nursing career;
Therapeutic caraer;

Career for social workers;
Career for laboratory auxiliaries;
Career for sanitary Inspectors.

¢) Type 3:

includes the careers for the administra-
tive personnel to which are applyed the
rules established in Portugal feor the
administrative services.
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APPENDIX 3

National Institute of Health

BOARDS AND DEPARTMENTS
1 — ADMINISTRATIVE DIRECTION:
— Director

— Deputy Director
— Secretary

2 — ADVISORY COUNCIL

3 — TECHNICAL COUNCIL (Technico-Scien-
tific})

4 — ADMINISTRATIVE COUNCIL

5 — COMITTEE ON MEDICAL INVESTIGA-
TION

FUNCTIONS

1 — Promotion and enforcement of the Insti-
tute policy, assuring the running of all
its departments and services and the
elaboration of the plans and programmes
of action. ' o

2 — Settlement of health policy of the Ins-
titute and establishing the priorities among
the health investigation programmes,

3 — Making suitable programmes for working,
for recruitmeni of persocne! and also for
the equipment.

— Appreciation ¢f planning-programing-bud-
geting and evaluation of appropriatness,
adequacy, effectiveness and efficiency of
the wark performed.

— Studies for the establishment of inves-
tigation centers, allocation of scholarships
and funds for research. : S

4 — Planning and programming of the budget,
making the yearly report and statement
of account.

— Co-ordination of the financial ‘and exe-
cutive function and administration' of Ins-
titute’s patrimony.

5 — Co-ordination of the medical investigation.

— Allocation of scholarships and funds
for medical research.
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6 — DEPARTMENTS:

a) Biology and Imunclogy

b) Biochemistry and Biophysics

¢} Hygiene and environmental sanitation

d) Occupational health and Industrial
hygiene

e) Nutrition and Food hygiene

f} Control of drugs, vaccines and serums

g} Epidemiology and Blostatistics

#} Library and Public Information

7 — STUDY AND RESEARCH CENTERS

a) Public Health Administration
b) Social Medicine

¢} Nutrition

d) Genetics

8 — ADMINISTRATIVE SERVICES

9 — HEALTH EDUCATION

a) Office of Education

b) National School of Public Health

10 — REGIONAL OFFICES

11 — COUNCILS AND COMITTEES
{Operating in the National Institute of
Health)

a) Technical Council for Drugs Conirol

b) National Committee of Portuguese
Pharmacoposia

c¢) Technical Commiitee on New drugs

d) National Committee on Nutrition

e) Committee on Air-polluticn

6 — Making and carrying out the working
projects allocated by the Technical Coun-
cil to all different departments.

— Collahoration on health sducation and
training of personnel for health services.

7 — Promotion and carrying out of the ope-
rational research and special studies in
health sectors presenting higher priority.

8 — Carrying out overall management, per-
sonnel management, purchasing, accoun-
ting and the control of the patrimony.

9 — Implementing the education in the fislds
of public health and school health.

— Promotion of Courses for Laboratory
Technologists

— Promotion of Courses for Laboratory
Technicians

— Promotion of Sanitary Inspector's Courses

Promotion of special post-University

Health Courses.

— Public Health Course

— Qc¢cupational Health Course
— Hospital Administration Coure
— Complemantary Courses

— Specialization Courses

10 — Carrying out functions similar to those
of the Institute but in the area allocated
to the regional offices by the Technical
Council.

11 — Providing advisory and consulting services
to the sectors in relation with the acti-
vities of these Committess or Councils.
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