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Editorial

his special issue of the journal addresses specific areas of healthcare development and

service delivery in Brazil. All of the articles recognize that Brazil, no different than
other countries in South America and Europe, is struggling with rising healthcare costs,
concerns about quality of care, access to care and the need to increased patient safety and
leadership in the healthcare sector. Brazil’s healthcare system consists of political, eco-
nomic, and institutional health policies designed to create conditions that ensure equality
of care and equal access to care. Brazil has formulated very specific health policies and
plans to improve population health. The National Health Plan is a tool which has been
used to develop guidelines and goals to guarantee the principle of unification and of social
participation.

Better public health and prevention policies, as well as more effective designs in health-
care delivery, can impact health in Brazil. The Federal Constitution in Brazil declares health
“... as a fundamental human right and that the state must provide necessary conditions that
are essential to maintaining this fundamental human right to health.” Brazil has three levels
of government including the Federation, the States and Municipalities. Each of these levels
are autonomous but are interdependent in providing access to healthcare services.

Health interacts with other sectors of the economy including the environment, work,
education, transportation, food service, and access to other social goods. Brazil has a model
of care that looks at family health as the first level of primary care. Healthcare is organized
to provide for specific needs responding to population and geography. Primary care has
been more difficult to achieve in the rural areas, especially the Amazon region. There is
a very strong family health strategy that has been implemented in Brazil along with other
advanced levels of care. The country has a hospital network and system that is classified
according to local, regional, state and national hospitals. The size of the facilities varies
depending on the population and healthcare needs of a specific region.

Brazil is paying a significant price for chronic diseases and the country as a whole rec-
ognizes that there are wide gaps in the provision of healthcare services within regions of
the country. The strong primary care system plays an important role in reducing health
inequalities, addressing the needs of aging Brazilians, and population health. Overall, it is
recognized that the health sector is a key economic sector and job generator in Brazil.

Daniel J. West, Jr., Ph.D., FACHE

Professor and Chairman

Department of Health Administration & Human Resources
University of Scranton
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Few words from the Editors-In-Chief

his journal brings authentic experiences of our social workers, doctors and teachers work-

ing for the International Scientific Group of Applied Preventive Medicine I-GAP Vienna
in Austria, where we have been preparing students for the social practise over a number of
years. Our goal is to create an appropriate studying programme for social workers, a pro-
gramme which would help them to fully develop their knowledge, skills and qualification.
The quality level in social work studying programme is increasing along with the growing
demand for social workers.

Students want to grasp both: theoretical knowledge and also the practical models used in
social work. And it is our obligation to present and help students understand the theory of
social work as well as showing them how to use these theoretical findings in evaluating the
current social situation, setting the right goals and planning their projects.

This is a multidimensional process including integration on many levels. Students must re-
spect client’s individuality, value the social work and ethics. They must be attentive to their
client’s problems and do their best in applying their theoretical knowledge into practice.

It is a challenge to deliver all this to our students. That is also why we have decided to
start publishing our journal. We prefer to use the term ‘clinical social work’ rather than social
work even though the second term mentioned is more common. There is some tension in the
profession of a social worker coming from the incongruity about the aim of the actual social
work practice. The question is whether its mission is a global change of society or an individ-
ual change within families. What we can agree on, is that our commitment is to help people
reducing and solving the problems which result from their unfortunate social conditions. We
believe that it is not only our professional but also ethical responsibility to provide therapeutic
help to individual and families whose lives have been marked with serious social difficulties.

Finding answers and solutions to these problems should be a part of a free and independ-
ent discussion forum within this journal. We would like to encourage you — social workers,
students, teachers and all who are interested, to express your opinions and ideas by publishing
in our journal. Also, there is an individual category for students’ projects.

In the past few years there have been a lot of talks about the language suitable for use in
the field of the social work. According to Freud, a client may be understood as a patient and
a therapist is to be seen as a doctor. Terminology used to describe the relationship between the
two also depends on theoretical approach. Different theories use different vocabulary as you
can see also on the pages of our journal.

Specialization of clinical social work programmes provides a wide range of education. We
are determined to pass our knowledge to the students and train their skills so they can one day
become professionals in the field of social work. Lately, we have been witnessing some crisis
in the development of theories and methods used in clinical social work. All the contributions
in this journal are expressing efforts to improve the current state. This issue of CWS Journal
brings articles about social work, psychology and other social sciences.

Michael Olah
Peter G. Fedor-Freybergh
Edition of the journal

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016






Original Articles 7

University-Based Partnerships: Designing Short Term Study
Abroad Opportunities for Graduate Students

D. J. West, Jr. (Daniel J. West, Jr. ), B. Ramirez (Bernardo Ramirez )?

' Health Administration & Human Resources,
4t Floor McGurrin Hall, Scranton, PA 18510-4699

2 College of Health and Public Affairs, University of Central Florida, 12805 Pegasus Drive,
Orlando, FL 32816-2200

E-mail address:

daniel.west@scranton.edu, bernardo.ramirez@uct.edu

Reprint address:

Health Administration &
Human Resources

4" Floor McGurrin Hall
Scranton, PA 18510-4699

Suource: Clinical Social Work and Health Intervention Volume: 7 Issue: 4
Pages: 711 Cited references. 5
Reviewers:

Doc. Dr. Andrea Shahum, MD

University of North Carolina at Chapel Hill School of Medicine, USA
e-mail: andrea.shahum(@unchealth.unc.edu

Dr.h.c. PhDr. PaedDr. ThLic. Gyorgy Herdics, PhD.

Vysoka skola zdravotnictva a socialnej prace sv. Alzbety, Bratislava, SK
e-mail: georgiuspaulus@gmail.com

Key words:

Globalization, Partnerships, Design phases, Health management education.

Publisher:

International Society of Applied Preventive Medicine i-gap
CSWHI 2016; 7(4): 7 - 11; D01 10.22359/cswhi_7_4_01 © 2016 Clinical Social Work and Health Intervention

Abstract:
University-based partnership provides an excellent foundation upon
which to build graduate study abroad opportunities. A closed exam-
ination of specific phases in the study abroad model are discussed.
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Assessment and evaluation of outcomes provides data to modify the
design for continued success in different countries. Study abroad op-
portunities can be built into graduate level courses to strength glob-
al healthcare management education.

Introduction

Designing and building a University-based
partnership model that allows for short term
study abroad learning experiences requires
a functional framework. Brazil is a country in
South America that lends itself to short term
study abroad (Vettori 2015). It is a country
with unique health reforms for post graduate
students to examine including the design of
healthcare systems, institutions and organiza-
tions, as well as special services designed to
meet specific needs of the population (Grag-
nolati, Lindelow & Couttolenc 2013). Like
most countries in the world, Brazil spends the
majority of its healthcare budget on hospital
care. Recent gross domestic product indi-
cators show that healthcare spending is ap-
proximately 9% of the GDP (OECD, 2014).
Brazil’s health system is a mix of public and
private funding streams and the government
is the source for approximately 45% of spend-
ing. In today’s global society, it is critical that
post graduate students are exposed to inter-
national learning opportunities in areas of
the world where healthcare systems are more
developed and functional, as well as systems
that are not well developed. This paper de-
scribes how to design study abroad experi-
ences; structure various phases; and suggests
teaching methods that enhance student learn-
ing outcomes (SLO).

The papers included in this special issue
of the Journal of Clinical Social Work reflect
research that was conducted by graduate
students in preparation for a study abroad
opportunity to Brazil in January 2016. The
graduate level course used for study abroad
is HAD 517 - Global Health Management (3
credits). This course is specifically designed
and used to increase knowledge about the

goals of globalization; global health; and
examine progress that has been made in
improving global health over the last 50
years. The course utilizes the definition es-
tablished by the World Health Organization
that ... health is a state of complete phys-
ical, mental and social well-being and not
merely the absence of disease or infirmity”
(WHO, 1946).

Students are exposed to determinants of
health; measurement of health status; the
importance of culture to health; the global
burden of disease; risk factors for different
health conditions; epidemiologic and de-
mographic transitions; and the overall orga-
nization and design of health services and
systems in various countries. Use of the mil-
lennium development goals (MDGs), as for-
mulated in 2000 at the United Nations Mil-
lennium Summit, provides for targeted ac-
tivities that are important for understanding
global health issues (United Nations, 2016).

Preparation for study abroad also entails
developing an understanding and apprecia-
tion for health, education, poverty and the
economy. Cross cutting cultural themes in-
volve ethical and human rights, and appro-
priate use of research methods. Each student
is required to select a very specific area for
focused research in preparation for the study
abroad opportunity. This requires a more
comprehensive understanding of the health
systems services, culture and environment
of health in a specific region or country. The
course further examines women’s health;
children’s health; adolescent’s health, com-
municable diseases; non-communicable dis-
eases; and ways of working together to im-
prove global health.

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016
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Designed Phases of Study

The course on Global Health Manage-
ment has a well-designed and articulated
educational process that is composed of 3
distinct phases. The model design includes
the pre-phase, which is approximately 2 to 3
months, involving academic preparation and
research prior to actually traveling to another
country. The study abroad phase, which is
composed of 10 to 14 days, involves the
actual visit to the country and participation
in cultural activities, educational site visits
and presentation of lectures at a University
and healthcare institutions. The post study
phase, which is approximately 1 to 2 months,
is completed after the study abroad visit to
another country. Each of these phases has
specific educational activities and outcomes
that develops graduate level skills, compe-
tencies and knowledge.

General Considerations

Short term study abroad is very different
from more extended periods of academ-
ic study in another healthcare system and
country. Certain universities utilize a semes-
ter study abroad opportunity (15 weeks) and
other University based partnerships utilize
a more extended period of time engaging
in the provision of the healthcare and inter-
ventions usually as part of a larger project.
Short term study abroad reduces the amount
of time in another culture. Consequently,
significant preparation is required in ad-
vance of the actual study abroad opportunity
to prepare the student and structure learning
opportunities. The University of Scranton in
the Department of Health Administration &
Human Resources, Graduate MHA Program,
has developed a specialization in Global
Health Management and utilizes elective
courses for purposes of study abroad in dif-
ferent regions of the world. These courses
have specific learning objectives that are
outcome based and focus on developing

a specific applied body of knowledge. The
course is competency-based with a results
orientation. The study abroad opportunity
occurs during semester breaks or at the end
of an academic semester so as to not inter-
fere with other regular academic courses.
An essential ingredient of the success of
these study abroad courses is the careful se-
lection and nurturing of international peer
University partners and their collaborating
healthcare organizations that play a pivotal
role in the design and implementation of this
learning experience.

It is important to note that the study
abroad elective courses and teaching re-
quires rigor and relevancy. Normally 8 to
10 students, who are in post graduate train-
ing, travel with 2 to 3 faculty members. The
ratio of students to faculty is intentionally
designed to be small so that there is a high
degree of faculty-student interaction, teach-
ing opportunities during the course, reflec-
tion and exposure to culture.

Organization and Structure
The Pre-Phase

In this phase of study, faculty are meeting
with the students in the classroom and at-
tempting to build a foundational knowledge
base and group cohesiveness. Readings and
texts are assigned and discussed in class.
Lectures are conducted. Each student is re-
quired to develop a professional topic relat-
ed to their area of interest and to engage in
self-directed research in order to fully devel-
op the topic for presentation to profession-
al audiences. Each student is also required
to prepare, in advance of the study abroad,
a PowerPoint presentation that is clear and
concise. These presentations are designed
for a 15 minute presentation to be given to
professional audiences at universities and
while visiting healthcare institutions.

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016
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It is during this pre-phase that attention
is also devoted to travel preparation. Faculty
members provide briefings on the countries
that will be visited during study abroad, vid-
eos are presented from prior travel abroad
experiences’ and issues related to Visas and
Passports are covered as well as insurance
coverage, security, legal disclaimers and cul-
ture specific behaviors and norms. Students
are required to make several presentations to
the faculty and fellow students in advance
of the study abroad. This provides an oppor-
tunity for refinement of the actual research
presentation so that it is appropriately devel-
oped and referenced in the PowerPoint pre-
sentation.

The Study Abroad Phase

The study abroad phase involves trav-
eling to the designated country and spend-
ing time on the ground in applied settings.
During this phase students are required to
keep a daily journal to document specific
activities, thoughts, impressions and reflec-
tions. Members of the student delegation
have an opportunity to take photographs
that will be used to prepare a PowerPoint
presentation upon return to the University.
During the actual study abroad, students
make presentations of their research to ac-
ademics at universities and to healthcare
providers in the community. Some of this
research is also augmented with lectures
from the host country. Professors at local
universities in the host country are utilized
to provide additional in-depth knowledge
about healthcare services and systems. Site
visits are conducted to healthcare facilities,
interactions occur with professionals in the
healthcare facility, and at the end of each
day students are asked to reflect on the edu-
cational opportunities. It is important to note
that during the study abroad phase reflection
is an important teaching tool that requires
faculty involvement. Time is spent with
the students helping them to appropriately

digest and reflect on what they have seen,
examine how they feel about what has been
seen, and discuss what the implications are
in terms of their own healthcare profession-
al careers and future development.

The Post Phase

The post phase can last 1 to 2 months upon
returning to the University. It is during this
phase that students finalize their manuscript
for presentation to the faculty as a course as-
signment for grading. It is also during this
phase that students consider presenting their
professional paper at a national or interna-
tional conference or to further develop their
research as a manuscript for publication in
an appropriate journal. Students are assigned
to 3 member teams to present their study
abroad experience to first year MHA grad-
uate students entering the MHA program.
They are also asked to make presentations to
undergraduate students in a cultural diversi-
ty class. Finally, each student is required to
undergo an oral examination at which time
all of the research, reflection papers, journal
entries, assignments and readings for the
course are examined.

Assessment and Evaluation

Study abroad opportunities need to be
carefully designed and implemented. They
also need to be evaluated. This requires the
use of assessment and evaluation processes
whereby student skills, knowledge and com-
petencies are evaluated, as well as looking
at the overall course experience in Global
Health Management. Students are asked to
assess the course and instructors in addition
to assessing their own skills, competencies,
knowledge and abilities. During this as-
sessment and evaluation phase the research
topic selection is evaluated, PowerPoint
presentations reviewed, debriefing sessions
assessed as well as grading the actual pre-
sentations that are made internationally and

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016
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domestically. Students find that the oral ex-
amination, which usually lasts 45 to 60 min-
utes, is an appropriate assessment process
of the Global Health Management course
learning experience.

Conclusion

A well rounded Jesuit education requires
that students be provided with opportunities
for learning about the larger community (the
world) in which they live. Students need to
understand the global aspects of healthcare
and that there are no country borders when
it comes to health. The internationalization
of health requires that students develop spe-
cific knowledge, skills, and competencies
that enable them to understand and appre-
ciate complex healthcare systems. Students
are also exposed to learning opportunities
in healthcare systems that are in low- and
middle-income countries. They need to un-
derstand poverty and complex social prob-
lems. Furthermore, students need to be ex-
posed to models and frameworks that enable
them to appreciate the constraints that are
placed on healthcare systems, and have an
appreciation for how access, cost and qual-
ity is organized and addressed in another
country or region of the world. The Global
Health Management course (study abroad)
provides an opportunity for post graduate
training programs to address global health
issues; to provide students with an under-
standing of government systems and pri-
vate payer systems; social health insurance;

communicable and non-communicable dis-
eases. Finally, Global Health Management
enables students to study governance, lead-
ership and management structures in differ-
ent countries that are used to improve and
strengthen health systems.
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Abstract:
Climate change has increased the likelihood of extreme weather events;
drought being one of them. Between 1990 and 2014, drought accounted
for only 8.7% of the reported natural disasters in Brazil (Basic 2015).
However, 58.4% of economic issues related to natural disasters were
drought related (Basic 2015). For the healthcare community of Bra-
zil, economic crunches tighten government spending. The impact of
droughts is difficult to document due to no assigned start and finish,
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with the effects accumulating slowly over time. Although great prog-
ress has been made to reduce social and economic vulnerability, Brazil
must look at reviewing current programs, particularly in public health,
and begin planning of new intervention with local communities. This
paper aims to discuss the droughts impact on Brazil’s population and
to provide a planning baseline for healthcare professionals and govern-
ment officials to alleviate the impact of drought for a population already
living within a vulnerable environment.

Drought Overview

Brazil has been called the “Saudi Arabia of
water,” having an abundance of the resource
that other emerging national economies
(BRICS) have issues with. With just 5.7%
of the world’s landmass, 20% of the world’s
freshwater flows through the Amazon basin
within Brazil. However, as rainfall dwindles,
populations and usage increase, and infra-
structure breaks down, a more frightening sit-
uation is unfolding: the taps are running dry.
Recently, 2012-2015, drought has reached
the most populated city in the Americas and
the surrounding state of Sao Paulo (Figure 1).
The drought afflicting this area for three years
has become the worst since the 1920s.

Causes

The precise time of a drought’s onset or
end are not easily defined. Unlike sudden/
rapid emergencies such as earthquakes, tsu-
nami’s or floods, droughts are slow/insidi-
ous emergencies that appear without show-
ing visible impacts in the short term. As
a climatological event, impacts of drought
depend greatly on human activities, and
can be exasperated by social vulnerability.
Drought is a natural disaster that generates
many second and third order effects. Health
implications can be numerous and far reach-

ing.

WATER LEVELCHANGE (cm)

Figure 1 South American Water Levels from NASA's Gravity Recovery and Climate

Experiment Spacecraft (Day, 2015)

Aside from Sao Paulo, a large portion of
Northeast Brazil falls within the semi-arid
zone. This region has a significant suscep-
tibility to extreme drought events, particu-
larly due to the low amount of annual rain-
fall and a concentration of the rainfall that
it does receive over a few months per year.

Climate Change

Humans have increased atmospheric Car-
bon Dioxide (CO,) concentrations by a third
since the Industrial Revolution began (NASA,
2016). Deforestation is one particular human
activity that has led to the increased atmo-
spheric CO, concentration. While an increase

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016
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in CO, within the atmosphere can lead to
warmer conditions which subsequently lead
to more evaporation and precipitation over-
all, individual regions will vary with some
becoming wetter and others dryer. Known
as evapotranspiration, the trees in Amazon
rainforest not only remove CO, from the at-
mosphere but also release vast amount of wa-
ter vapor, creating so called flying rivers that
subsequently fall as rain. These flying rivers
create a low-pressure system that sucks in
air surrounding it eventually and continual-
ly pumping moisture inland from the ocean.
Deforestation degrades the low pressure sys-
tems, essentially turning off the pump. Thus,
large-scale deforest-ation is believed to be
amajor contributor to the most recent drought
in South-eastern Brazil. The impact of the at-
mospheric block within the Amazon rainfor-
est and the impact it’s made on precipitation
in Brazil is depicted in Figure 2 below.

Infrastructure

For every ten liters treated by the Basic
Sanitation Company of S@o Paulo State in
2012, three are not consumed or used on
a regular basis (Leita 2014). These losses
occur because of leaks in the distribution;
illegal connections; theft; lack of measure-
ment. In comparison, the best systems in
the world such as Japan and Germany lose
around 8%. Sdo Paulo is not the only city/
state experiencing water loss issues. The av-
erage Brazilian cities lost 36.9% of treated
water between the treatment plant and con-
sumer faucets in 2012 (Leita 2014).

Human Activities

The average Brazilian citizen uses 187
liters per day (DATA, 2014), way above the
World Health Organization’s guideline of
100. This high usage coupled with population
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Figure 2 Altered Rain Patterns in South America Linked to Deforestation (Foster, 2015)
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growth has put the outdated reservoirs sup- constructed between 1960 and 1980. From

plying the populated cities at very high water ~ Figure 3 and Figure 4 below, the population

stress levels. growth in Brazil and urban areas has in-
To add to the infrastructure woes, the creased at an astounding rate from the time

water systems that supply a majority of Sio  of construction.

Paulo and other major urban areas were

Population Growth:
200

175 =

150

125 =

100 =

Millions

75 =

50

25

1950 1960 1970 1980 1990 2000

Yaoars

Figure 3 Population Growth in Brazil (Brito, 2006)

180000000
160000000
140000000
120000000
100000000
80000000
60000000
40000000
20000000

]

1940 1950 1960 1970 1980 1991 2000

|@ RURAL ® URBAN |

Figure 4 Population Growth in Rural & Urban Brazil (Brito, 2006)

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016



16

Clinical Social Work and Health Intervention

Health Risks

The health risks associated with the most
recent drought to plague Southeastern Bra-
zil have yet to be determined. However,
studies from droughts all over the world and
Northeastern Brazil have created a base-
line for what public health issues to expect.
Drought can have impacts on known health
risks such as inadequate or unsafe water
for consumption and sanitation; increased
population displacement; disruption of lo-
cal health services (Sena 2014). Inadequate
or unsafe water can lead to acute gastroin-
testinal issues; water-borne and food-borne
diseases; reduced crop yields; death of live-
stock; infectious and parasitic diseases; skin
infections. Local healthcare services can be
greatly impacted as the loss of power, loss
of medicines and personnel, and infection
control becomes issues. Brazil and poorer
regions of cities in particular could be prone
to water outages and electricity loss as 75%
of the electric power supply comes from hy-
droelec-tricity (EIA 2014).

Drought also asserts itself in acute and
chronic health effects including malnutri-
tion; vector-borne diseases; communicable
diseases; respiratory conditions; psycho-so-
cial stress; mental health disorders (Sena
2014). Vector-borne diseases such as Den-
gue, Chikungunya, and the Zika Virus are
spread via mosquitoes. It may seem that
mosquito populations and viruses spread
by them would dwindle as water becomes
scarcer. However, the opposite is occurring
in low income and rural areas within Brazil.
In the poorer areas of Recife, Brazil, the lack
of running water means residents have to
store their own, creating potential mosquito
breeding grounds. This is a common prac-
tice across many low income areas in Brazil.

One virus in particular, Zika, has received
much attention in the Americas. Recent-
ly, in Brazil, local health authorities have

observed an increase in Zika virus infections
in the general public as well as an increase
in babies born with microcephaly in north-
east Brazil. Agencies investigating the Zika
outbreaks are finding an increasing body of
evidence about the link between Zika virus
and Microcephaly. However, more investi-
gation is needed before we understand the
relationship between microcephaly in ba-
bies and the Zika virus. As recently as Jan-
uary 15, 2016, the United States Center for
Disease Control and Prevention has issues
a travel alert and out of abundance of cau-
tion, advised pregnant women to consider
postponing travel to areas where Zika virus
transmission is ongoing (CDC 2016).

Government Intervention & Plans
Going Forward

The 2015 United Nations Climate Change
Conference held in Paris, France, from 30
November to 12 December 2015 provided
a forum for world leaders to develop an agree-
ment on the reduction of climate change. In
preparation for the conference, Brazil sub-
mitted a six page plan that would contribute
towards achieving the objective in reducing
climate change impacts across the globe.
Brazil highlighted its plan in mitigation; ad-
aptation undertakings; implementation; and
further clarified how its contribution will be
implemented and upheld.

Brazil’s contribution to tackle global
climate change is to reduce greenhouse gas
emissions by 37% below 2005 levels by
2025. Subsequent indicative contributions
include reducing greenhouse gas emissions
by 43% below 2005 levels by 2030. Addi-
tionally, Brazil seeks to enhance its national
capacity in water security and conservation
and sustainable use of biodiversity. Further-
more, the plan enforces the implementation
of the Forest Code at all levels of govern-
ment. Thus, enforcing the protection and
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restoration of 12 million hectares of forests
by 2030 (Federative, 2015).

Impact on Healthcare Community

The healthcare community must learn
from any emergency or disaster, adopting
plans to mitigate the impact for the next event.
Disaster plans related to drought should aim
to alleviate social vulnerability by seeking
to build climate resilience, reduce econom-
ic and social losses, and alleviate poverty in
drought-affected regions. A comprehensive
approach that includes prevention and miti-
gation, preparedness, response, and recovery
requires an active partnership between all
relevant agencies and authorities.

risk management

Preparedness

coordinating with key partners and stake-
holders in drought efforts. Identifying at-
risk populations for different drought-re-
lated implications will be vital in providing
the proper care at the right place and time.
Strategies and recommendations for mitiga-
tion and response to drought should be com-
municated to the target audience (UNISDR,
2009).

Disaster preparedness is a continual pro-
cess that requires plans to be dynamic in or-
der to learn from past events and to be effec-
tive. Training needs to be done regularly and
the plan should be reviewed and amended in
light of each occurrence. Drought may not

proactive

Prediction and
m| Early Warning

Protection

Recovery

Recovery

crisis management

Impact
Assessment

reactive

Figure 5 The cycle of disaster management (Pischke, 2014)

Disaster mitigation in the healthcare
community includes: conducting an inter-
nal capacity assessment; participating in
a jurisdiction-wide hazard and vulnerabil-
ity assessment; conducting a public health
vulnerability assessment; identifying and

require a quick response like acute emer-
gencies. However, the power issues, worker
health, public health, and diseases should be
documented in the event an area becomes
drought stricken in the near future.
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The onset of Zika and the potential as-
sociation with increased microcephaly cases
has also reignited Brazil’s abortion debate.
Brazil’s abortion laws make the procedure
illegal under most circumstances. The only
deviation from the abortion law is when a fe-
tus is developing with anencephaly, a rare
condition in which the baby is missing parts
of'its brain and skull or if a woman is raped.
Decisions to legalize abortion due to micro-
cephaly are complicated because doctors can
only detect the deformities around the end
of the second trimester and often the doctors
cannot say what the effects will be if a baby
is born with the issue.

The sudden uptick in microcephaly cas-
es has reinvigorated a cadre of powerful
women’s rights activists in the country of
Brazil. Wealthy Brazilian women pregnant
with babies suffering from severe micro-
cephaly or fetal malformations have options
to terminate their pregnancies. These op-
tions include working with a private clinic
to perform a safe abortion or hiring an at-
torney to make their case to a local legal tri-
bunal. Poorer Brazilian women do not have
this luxury and are afforded fewer options.
Low income women seek illegal, dangerous
abortions that can cause serious injuries or
death.

Conclusion

Brazil is comprised of four major differ-
ent areas, all in contrast of each other. Two
of these regions, the Northeast and South ex-
perience droughts. In the Northeast, drought
is a constant threat and the water supply
struggles to sustain the population of 40 mil-
lion people living in oppressive poor condi-
tions. In the South, where the industrial and
financial centers are located, excessive con-
sumption and pollution has decreased the
available water supply to the populations.
These regions of Brazil present important
challenges in the healthcare community.
Collaboration between climate services and

health services are important to strengthen
risk management actions.

Even though drought is different from
other natural disasters, it does not mean
planning and actions should occur to help
protect a community from the effects. Pub-
lic health agencies across Brazil should be
prepared to address public health impacts
of drought within their communities at all
times. Many aspects of drought have been
well researched in the developed world,
although there is still much to be learned
about its public health implications. Epide-
miologic and other studies must be conduct-
ed to provide stakeholders with drought-re-
lated data pertaining to short and long-term
impacts of drought on health and the direct
and indirect health effects that water short-
ages have on different population segments.
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Abstract:
Brazil consistently ranks as one of the most violent and socially ineq-
uitable countries across the globe. Both violence and social inequal-
ity are associated with depression, resulting in Brazil having a high
prevalence of the disease compared to other countries. Depression
leaves a large burden on the residents of Brazil in terms of disabili-
ty-adjusted life years (DALY'), resulting in higher utilization of health-
care services, more hospitalizations, and lost productivity. Brazil is
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deinstitutionalizing mental health care by utilizing Psychosocial Com-
munity Centers (CAPS) to provide mental healthcare to the popula-
tion. However, there are a lack of centers in lower socioeconomic areas
consequently creating a discrepancy in coverage and access to mental
healthcare. Other Latin American countries such as Chile and Panama
have taken steps to improve access to mental health via integrating pri-
mary care and mental healthcare. Brazil can utilize similar ideas, along
with better education of primary care staff to improve access to mental

healthcare.

Introduction

When people are free of depression and
otherpsychological issues, they become hap-
pier, healthier, and more productive. Today,
depression is becoming more of a concern
in healthcare. Depression is the 4" leading
cause of disability worldwide affecting 350
million people. The World Health Organi-
zation suggests that depression will become
the 2™ leading cause of disability by 2020
(Kessler & Bromet 2014). The effect this
has on affected individuals includes limited
activity and well-being, compromised phys-
ical health, functional impairment, and oth-
er comorbidities.

Prevalence

The World Health Organization conduct-
ed a study on 12-month prevalence rates of
19 countries across the globe. The sample
included in the study was comprised of both
developing and developed countries. Of the
19 countries examined, Brazil had the high-
est 12-month prevalence rate of depression
(10.4%) compared to the average 5.4% (Kes-
sler et al 2010). It is estimated that Brazilians
have a 17% lifetime prevalence rate of major
depressive disorder, with 66% of the cases
occurring in females (Sila et al 2014). This
high prevalence is exacerbated by a lack of
diagnosis and treatment. It is estimated that
only 15.3% of individuals affected with major
depressive disorder are diagnosed and treated
for their illness (Fujii et al 2012). This un-
der-diagnosis is largely due to unequal access
to care and undertrained primary care staff in
mental health screening and detection.

Risk Factors

The high prevalence rate of depression
in Brazil is largely due to the high rate of
urbanization. Brazil’s urban population is
85%, which is in the top 20% of all coun-
tries worldwide (The World Bank (2016).
There needs to be an increase in facilities
and infrastructure to accommodate the in-
crease in population in cities. However, this
usually does not happen in parallel with the
rate of urbanization, resulting in poverty,
decreased social support, and an increase in
violence, which are all risk factors for de-
pression (Srivastava 2009). Therefore, this
high percentage of urban population leads
to more individuals at-risk for depression.

Burdens

Depression puts a significant burden on
the residents of Brazil. Burdens due to de-
pression are measured via disability-adjusted
life years (DALYs). DALYs are the years of
life lost due to premature mortality plus years
lost due to disability for people living with
a health condition or its consequences (The
World Health Organization 2016). DALYs
are associated with a decrease in economic
production, decrease of quality of life, and
an increase in healthcare costs. Mental health
disorders account for 21.5% of all of DALY's
in Brazil. Depression is the number one factor
for DALYs in women and number seven in
men. Depression puts a burden on affected in-
dividuals through co-morbidities. Individuals
with depression are significantly more likely
to have anxiety disorders, drug use disorders,
nicotine dependence, sleep problems, among
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many more (Fujii et a/ 2012). Additionally,
individuals with depression are significantly
more likely to visit the emergency room and
have hospitalizations for any medical condi-
tion. It is estimated that in 2011, 10.7% of all
the sickness benefits claims in Brazil were
due to mental health issues with depression
being the main cause (Barbosa-Branco et a/
2012).

Healthcare in Brazil

Healthcare in Brazil is provided through
the Family Health Strategy (FHS) and Psy-
chosocial Community Centers (CAPS). The
Family Health Strategy is comprised of inter-
disciplinary teams that consist of physicians,
nurses, nurse assistants, and four to six com-
munity health agents. These teams provide
primary care to specific geographic locations.
Because these teams are interdisciplinary, it
provides an opportunity to integrate mental
health professionals onto these teams; how-
ever, these teams still largely focus on pri-
mary care. (Macinko & Harris 2015). Psy-
chosocial Community Centers are teams that
provide continuous treatment for individuals
with severe and persistent mental disorders.
These centers provide clinical care and psy-
chosocial rehabilitation in an outpatient set-
ting, while providing partial hospitalization
for more severe cases (WHO-AIMS Report
on Mental Health System in Brazil 2007).
Some of these centers are open 24 hours a day
providing access to diverse care, home visits,
and allow access to psychiatric medication.
There are approximately 1,500 CAPS centers
across Brazil, with most of the centers being
located in the south and southeast regions of
Brazil (Mateus 2008). This skewed place-
ment of centers results in unequal access to
mental healthcare. Unfortunately, the tradi-
tional evaluation of CAPS coverage in Brazil
is based on the number of centers in the geo-
graphic location divided by the population of
that area. Therefore, with the 1,500 centers
and approximate 200 million population, it

is estimated that CAPS cover 63% of Bra-
zil. However, this ratio does not account for
geographic location of centers, ultimately
miscalculating the actual coverage of CAPS.
For example, the State of Rio Grande do Sul
ranks 3™ in CAPS coverage based on this cal-
culation. When examined further, it was esti-
mated that only 51% of Rio Grande do Sul’s
population had adequate coverage to mental
health and “43.5% of the state’s inhabitants
live in municipalities in which coverage rates
are 30% below expected levels” (Lejderman
2010). The estimate of CAPS coverage is
misleading. Many areas that are lower in so-
cioeconomic levels have less access to men-
tal healthcare. The quality of mental health
in these regions ultimately depends on the
degree of communication and integration
between the Family Health Strategy teams
and Psychosocial Community Center teams.
The cities of Sobral and Petropolis utilize
good integration models, in which the Fam-
ily Health Strategy teams take all non-emer-
gency cases first. The CAPS teams visit the
Family Health Strategy teams once a month
to act as a source of support. This allows for
increased communication and teamwork be-
tween the teams, resulting in more appropri-
ate referrals to the CAPS. These cities saw
a reduction in hospitalizations by 45% due
to an increased degree of communication be-
tween primary care and mental health (The
World Health Organization). The ultimate
goal of CAPS is to de-institutionalize men-
tal health, therefore decreasing the number
of psychiatric inpatient beds. One initiative
that aids in decreasing the number of inpa-
tient psychiatric beds is the Return Home
Program. This program helps to “reintegrate”
individuals back into society and increase so-
cial inclusion of individuals with “long histo-
ries of hospitalization” (WHO-AIMS Report
on Mental Health System in Brazil 2007).
This program rewards individuals when they
leave the psychiatric hospital by giving them
financial incentives that are equivalent to
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$140 US dollars. There are approximately
3,000 individuals currently benefiting from
the Return Home Program.

Latin America’s Mental Health
Policy

When compared to the rest of Latin
America, Brazil is on the forefront of de-in-
stitutionalizing mental health. There are two
other countries in particular that are also
succeeding with their initiatives to de-in-
stitutionalize mental health: Chile and Pan-
ama. Brazil, Chile, and Panama have been
able to reduce the average number of psy-
chiatric beds per 100,000 from 24 beds to 9
beds over the last decade in their respective
countries. To put that in perspective, the rest
of Latin America’s average number of psy-
chiatric beds have only decreased from 20
beds to 15 beds over the last decade (Mi-
noletti et a/ 2012). Chile and Panama have
had success of decreasing the number of
inpatient psychiatric beds by focusing in-
tegrating primary care and mental health.
Chile utilizes community mental health
centers, similar to that of Brazil, which al-
lows for decentralization and improved lo-
cal resource allocation. Additionally, Chile
implemented the National Depression De-
tection and Treatment Program, which train
primary care physicians on mental health
screening and detection techniques. The
number of patients in this program has in-
creased by 600% since 2001 (Minoletti et
al 2012). Similarly, Panama trains all nurs-
es and non-physicians in early detection of
mental health and provides formal mental
health screening training for staff.

Improvements to Brazil's Mental
Health Policy

The World Health Organization has three
suggestions in regards to mental health poli-
cy: de-institutionalize mental health; integrate
mental health into primary care; develop

community mental health services (WHO-
AIMS Report on Mental Health System in
Brazil 2007).

Although Brazil is on the forefront of
de-institutionalizing mental health and utiliz-
ing community mental health services com-
pared to the rest of Latin America, there are
many areas of improvement to increase ac-
cess to these essential services. In particular,
the main issue is integrating mental health
intro primary care. A big concern is that the
Psychosocial Community Centers are pri-
marily located around higher socioeconomic
regions. This leaves a discrepancy in mental
health care for less wealthy individuals. One
solution to mitigate this consequence is to
create a model of integration for the primary
care teams and mental health teams. Similar
to models utilized in Sobral and Petropo-
lis, when these teams work closely together
there are improvements in quality of care
and more appropriate referrals to the mental
health teams. Brazil should also implement
a formal training program to train primary
care staff on early detection and screening
for mental healthcare. This training will al-
low primary care staff to diagnosis and treat
less severe cases, leaving the more severe
cases for the Psychosocial Community Cen-
ters (Gongalves et al 2011). Chile and Pana-
ma, both of which utilize formalized training
in mental health for their primary care staff,
have seen improvements in quality of care;
an increase in the number of patients being
treated for mental health; a decrease in the
number of psychiatric inpatient beds. Lastly,
it is important that Brazil implement a na-
tional database that can better track CAPS
coverage and performance evaluations. This
national database would help identity further
areas for improvement in care while more ac-
curately portraying the current status of men-
tal healthcare throughout Brazil. By utilizing
these suggested solutions, access to mental
healthcare could improve throughout Brazil.
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Conclusion

Ultimately, the cost of lost productivity
due to depression exceeds the cost of direct
treatment. Improving access to mental health
services will allow individuals to become
healthier, happier, and more productive.
The current budget for mental health care is
2.38% of the health budget (Mental Health
Atlas 2011). The World Health Organization
suggests that this should increase to 5% in
order to match the size of the burden that de-
pression has in Brazil (WHO-AIMS Report
on Mental Health System in Brazil 2007).
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Abstract:

This document provides an in-depth assessment of Brazil’s healthcare
system with specific emphasis on the characteristics that shape the distri-
bution of providers across the country. The drastic differences in the ratio
of providers between the public and private sectors, alongside an even
bigger distinction between available providers in rural and urban areas
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presents a hindrance to Brazil’s premise of equal access to care for all.
This document also presents three proven solutions that can successfully
redistribute healthcare professionals (physicians in particular), in favor
of Brazils remote vulnerable communities and rural regions. These prov-
en recommendations include (1) the use of telehealth; (2) Lucrative in-
centives; (3) Creating and strengthening public and private partnerships.

Introduction

e

Brazil's
Regions & States

B north

[ Hortheast

. Center West

Santa Catarina

I southeast Grande
do Sul
South

Figure 1Geographic Regions of Brazil

Since the institution of Sistema Unico
de Saude (SUS), Brazil’s Universal Health-
care System, access to healthcare in Brazil
has increased with utilization increases no-
ticeable in all 26 states and demographics.
Instituted under the belief that healthcare is
aright and it is the duty of the government to
provide it, SUS made Brazil one of the larg-
est public healthcare providers in the world.

However, increases in healthcare utilization
has consistently not been matched by suffi-
cient healthcare spending. Between 2011 and
2015, Brazil spent 9.7 percent of it’s gross
domestic product (GDP) on healthcare. With
a 2015 physician density “averaging 1.95
physicians per 1.000 habitants”, “far below
neighboring Argentina (3.2) and Uruguay
(3.7),” the impact of physician shortages on
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overall quality of care cannot go unnoticed.
Therefore, an increase in healthcare expen-
diture will help Brazil improve its allocation
of federal, state and municipal resources to
favor the poorest regions and segments of
its population: shifting from just a focus on
equal access to healthcare for all towards
high quality healthcare for all.

Public vs. Private Provider
Distributions

Brazil’s national health system is char-
acterized by a public and private sector. The
public sector which is funded by the feder-
al, state and municipal governments through
taxes and social contributions, accounts for
about 75 percent of the Brazilian population;
mostly the lower-income and poor. Care in
the public sector is provided free at point of
delivery by public or contracted private pro-
viders. The public sector makes up about 32
percent of all Brazil hospitals and about 44
percent of all Brazilian physicians. It is ev-
ident that the provider ratio is not sufficient
to handle the patient population in the public
sector which is often characterized by over-
crowding, long patient wait times, access dif-
ficulty etc. More so, “46 percent of Brazil’s
health spending was funded by public sourc-
esin 2012, compared to an average of 72 per-
cent in OECD countries.” Therefore, inade-
quate governmental spending in the public
sector is also a major contributor to the poor
quality of care commonly associated with it.

Brazil’s poor public health system is
“boosting the use of private healthcare and
employer-subsidized private health insur-
ance” among 25 percent of the Brazilian
population who can afford it. Responsible for
about 52 percent of total healthcare spend-
ing in 2013, the private sector is the main
source of health funding in Brazil’s national
health system. This sector makes up about
65 percent of all Brazils hospitals and about
56 percent of the physician population. With
healthcare professionals choosing to work
for the private system over the public due to

the favorable working conditions associated
with it, the significant disparities that exist
between the public and private health sec-
tors of Brazil are not surprising.

Urban vs. Rural Provider
Distributions

As with most other countries in the
world, the shortage of physicians in rural ar-
eas is one of the contributing factors to poor
health outcomes associated with remote re-
gions. In spite of SUS, and its push for equal
access to healthcare for all Brazilians, “peo-
ple living in remote and vulnerable com-
munities still face poor access to operative
health services.” In 2014, 14.6 percent of
the Brazilian population was considered to
be living in rural areas. The north, northeast
and center west regions are areas experienc-
ing the greatest shortage of physicians. For
example, in 2014, the State of Maranhao in
the northeast, had 0.58 physicians per 1,000
inhabitants while the richer Rio de Janeiro
had 3.44. (Figure 1. shows the geographic
breakdown of Brazil by regions).

Numerous initiatives, including the re-
cent Primary Care Professional Apprecia-
tion Program (Programa de Valorizagdo dos
Profissionais da Atengdo Basica -PROVAB),
have been implemented in efforts to attract
health professionals to remote areas. Howev-
er, these programs have not been as success-
ful given that physician professional partici-
pation has remained below local or regional
needs. In 2013, the “Mais Médicos” Program
was introduced in Brazil “as part of a series
of measures to fight inequalities in access to
operative primary care.” The Program was
structured on three levels of action: the “Pro-
jeto Mais Meédicos para o Brasil” (More
Physicians for Brazil Project or PMMB; an
emergency physician provision program for
vulnerable areas. As shown in Figure 1., the
success of PMMB was reliant on the success-
ful recruitment of foreign physicians from the
49 participating countries, primarily Cuba
(11,429 physicians); crediting PMMB to be
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the most effective in recruiting and placing
the magnitude of physicians demanded for
the remote communities. These foreign doc-
tors “sign a three year contract”, promising
to dedicate their “activities to basic family
medicine” in the city or town designated by
the ministry “in exchange for a 10,000 BRL
($5,000) monthly payment.”

that the core of Brazil’s physician shortage
problem actually lies in how physicians are
distributed throughout the country.

Recommendations

Rather than continue with foreign recruit-
ing, which although effective, is only a short-
term strategy which results in high turnover;

Figure 2 Countries of origin (professional practice) of the participating physicians of the Mais

Médicos Para o Brasil Program.

The recruitment of foreign physicians
was met with lots of opposition from most
Brazilian doctors who claim “the main cause
for inadequate physician coverage” is the
country’s “inadequate medical infrastruc-
ture.” In addition, the fact that these foreign
doctors are only allowed to sign three-year
contracts, questions the sustainability of the
PMMB program. What happens after the
three years is up and the doctor decides to
return back to his/her home country; does
the system start all over again with recruit-
ing and placing a new foreign physician, or
does that area return to its physician-short-
age condition? The problem therefore lies
beyond the numbers. The federal govern-
ment and medical groups must recognize

sustainable strategies must be implemented
in efforts to address long-term, the physician
shortage problem in Brazil. Investments in
telehealth, public-private partnerships, and
incentives, will result in the distribution of
physicians in remote vulnerable areas; re-
ducing the existing health inequities and en-
hancing the quality of health in these areas.

Telehealth

“Health professionals in remote areas
tend to be young and inexperienced and are
often isolated and in need of further train-
ing.” “The use of telehealth to provide care,
impart education or conduct research,” has
the potential to reduce existing healthcare in-
equities prevalent in rural areas. By serving
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as a platform for effective “communication
between primary care practitioners and spe-
cialists in reference centers,” telehealth facil-
itates access to diagnostic tests thus enhanc-
ing healthcare quality in underserved com-
munities. The results of pilot studies con-
ducted on the use of telehealth in vulnerable
communities of Brazil have been successful
in addressing the needs of healthcare pro-
fessionals in those regions. However, these
studies have not been replicated or enforced
as the standard of care in most of Brazil’s re-
mote vulnerable regions.

In 2005, the government of Minas Gerais
State funded the establishment of The Tele-
health Network, connecting the teaching
hospitals of five public Universities with
Municipal Health Departments.

electrocardiographs, digital cameras (e.g.
for photographing skin lesions), webcams
and low-band-width internet.” The “pri-
mary care professionals used the networks
website to address questions to University
staff in areas such as Medicine, Nursing,
Dentistry, Physiotherapy, Nutrition, Phar-
macy, Psychology and Audiology; allowing
them to perform their clinical activities with
the support of a network of Specialists on
duty in the Universities.” Monitoring for
quality, and user satisfaction, in addition
to using economic indicators such as im-
plementation cost per site, unitary activity
per site and patient referral cost to perform
cost-effectiveness analyses; the results of
the project proved effective, technically and
financially feasible, and physician satisfac-
tion in remote locations increased markedly.
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Figure 3 Electrocardiograms (EKGs) and teleconsultations conducted through the Telehealth
Network of Minas Gerais, Brazil, June 2006-0ctober 2011

In 2007, the Telehealth Network began
providing teleconsultations with a focus on
tele-cardiology (Minas Telecardio Project).
The “network relied on low-cost technical
equipment easily accessible to poor vil-
lages such as computers, printers, digital

Another pilot project, Connected Healthy
Children (CHC)-Brazil, was performed in
February 2014 by Cisco in partnership with the
state of Sergipe Brazil. This project also result-
ed in significant improvements to healthcare
access as well as the quality of care received
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by patients. Sergipe is located in the northeast
region of Brazil, an area prone to the shortage
of Medical Specialists. Limited access to col-
laboration technologies in Sergipe (and other
rural states) is also another challenge; leav-
ing clinicians in these rural regions “virtual-
ly unable to connect with medical peers who
have the specialized expertise they need.”
The CHC pilot program was first launched
“in collaboration with the Federal University

Patient

Patient

teftime

of Sergipe” in the Sergipe municipalities of
Tobais Barreto and Lagarto. The goals of the
program were to; improve clinician—to-patient
care; facilitate clinician-to-clinician collabo-
ration; enhance continuing medical education;
extend healthcare information and telehealth
communications to the community at large.
Figure 4 and 5 below show the steps taken
to ensure that consultations and collaboration
goals were accomplished.

patient’
health

Figure 5 Physician-to-Physician Collaboration
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“Telemedicine benefits the University in
the areas of research and information gath-
ering. But its role in the community is direct
and important. It can serve a large number
of children and other people where face to-
face visits aren’t possible” says Professor
Angelo Antoniolli, Dean at the Federal Uni-
versity of Sergipe. 40 patients were able to
benefit from telehealth consultations in the
initial pilot of CHC. This number included
the case of... “a two-year-old boy from ru-
ral Tobias Barreto who showed symptoms
of urticarial (hives), an allergic reaction that
can have many causes. The boy needed to
see a Specialist to confirm the diagnosis and
receive a treatment plan. Instead of making
a two-hour, 80-mile (130km) trip to Ara-
caju for an office visit, the patient’s fami-
ly walked with him to a local family health
clinic. There, using high-definition video-
conferencing, a Pediatric Allergy Specialist
from UFS’s Teaching Hospital conducted
a real-time consultation. The doctor never
had to leave the hospital, and the family
avoided a stressful journey—saving travel
time, travel costs, and missed work.”

The effectiveness of telehealth in address-
ing inequities in the rural regions is evident
in the number of respondents who support
it (93%). The telehealth pilot programs de-
veloped to support healthcare professionals
in Minas Gerais and Sergipe, Brazil, have
produced good results overall at relatively
little cost. These programs are proving to
be sustainable long-term strategies, helping
to bridge access to care gaps between urban
and rural regions in Brazil. Government in-
vestment and enforcing of telehealth as the
standard of care across Brazil will promote
needed replication of such models in all ru-
ral regions helping the government fulfill
it’s constitutional premise of equal access to
high-quality care for all.

Incentives

In Brazil, “most medical students and
doctors tend to come from wealthier areas
which is usually where they stay.” Poor ur-
ban and rural areas are usually not attractive
to this elite group of professionals. Barriers
hindering physician desire to practice in ru-
ral areas include but are not limited to the
fact that these physicians fear professional
isolation—having no one to consult on a dif-
ficult case. Therefore, to better manage the
distribution of the healthcare workforce the
government must provide lucrative incen-
tives that attract physicians to rural vulner-
able areas. Educational, technological and
financial resources should be leveraged on
by the federal government to get physicians
to move shop.

Given that majority of Brazilian phy-
sicians come from wealthy communities
which is where they choose to practice, pro-
viding educational incentives such as schol-
arships, grants, and tuition reimbursements
to rural students who choose to study med-
icine, or to students who chose to practice
in rural regions, is influential in attracting
the workforce demanded in these vulnerable
regions. It must also be noted that as more
students from rural areas attain physician
status, the probability of them returning to
practice close to family is much higher than
that of students from wealthy urban areas.
China and Thailand (countries experienc-
ing similar healthcare workforce distribu-
tion problems as those in Brazil) have had
success in this strategy through the recruit-
ment of rural students for free education
in medical schools in exchange for home-
town placement. Thailand has also insti-
tuted a mandatory requirement for clinical
rotations for medical students in rural areas
during medical studies; all possible strate-
gies Brazil can emulate to attract and retain
physicians in rural areas.
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Governmental investments in telehealth
programs that foster collaboration between
Clinicians in remote and urban areas will
challenge the fear of professional isolation
typically associated with rural areas. Know-
ing that they can virtually connect with
medical peers who have the specialized
expertise they need access to, serves as an
incentive for more physicians to move. Of
course, lucrative salaries and benefits also
have the potential of incentivizing physi-
cians to move and practice in rural areas.
As stated by Francisco Eduardo de Campos
(Executive Secretary of UNASUS), one of
the barriers to attracting health profession-
als for work in rural areas is few job op-
portunities for their spouses. Often times,
such a move leaves the physician as the sole
provider for his/her household. Therefore,
offering lucrative salaries/benefits for such
remote locations eliminates this barrier and
increases the likelihood for physicians to
move and stay.

Public and Private Partnerships

Public-private partnerships (PPP) in Bra-
zil are essential to the quality of care. Such
partnerships allow for the expansion of care,
improvement of facilities and increases in
service efficiency. Opened in 2010, Hospital
do Suburbio, located in the underserved area
of Salvador, Bahia in the northeast region,
was the first PPP in Brazil. This facility was
built by the public sector, but equipped, op-
erated and managed by the private sector.
“The objectives of the government of Bahia
for this PPP were to ensure that all its popu-
lation had access to high quality emergency

health services while also establishing a new
benchmark within the public health sys-
tem that could be replicated throughout the
country.” Because payments to the private
partner were linked to key performance in-
dicators based on qualitative and quanti-
tative targets, this PPP “created incentives
for high levels of performance.” Also, mit-
igating government risk was done through
the establishment of a payment mechanism
which resulted in “increasing interest by the
private sector and the possibility of obtain-
ing financing for the project.” The success of
the Hospital do Suburbio’s PPP has resulted
in six other Brazilian states currently devel-
oping PPPs. An even more successful trend
will be to see more states, especially those
in rural areas replicate such PPPs so as to
fulfill the premise of universal access to high
quality healthcare.

Conclusion

To successfully move in the direction
mandated by SUS, Brazil must redistribute
its workforce to support its most vulnera-
ble populations. Lack of skilled healthcare
professionals in rural regions is a primary
contributing factor to the negative health
outcomes that characterize the overall health
status of the country. By investing in the
use of telehealth; provision of lucrative in-
centives; encouraging partnerships between
public and private sectors; all proven strate-
gies that have positively impacted the qual-
ity of care in certain rural regions, Brazil
stands a better chance of successfully bridg-
ing that gap between access and high quality
care.
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Abstract:

HIV is a significant health concern worldwide, and combating this dis-
ease is an important millennium development goal formulated at the
United Nations Millennium Summit in 2000. A target was set to halt
HIV/AIDS by 2015 and reverse its spread (Skolnik 2016). Brazil sets
a high standard of protocol for the prevention and treatment of HIV and
AIDS, not only in Latin America, but on a global level. The prevalence of
HIV in Brazil, Latin America, and worldwide are examined, along with
HIV prevention and treatment strategies in Brazil. Studies that have been
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conducted in other Latin American countries are reviewed that imply the
critical role education and community organizations have in combating
the disease which focus on key populations and high-risk groups. The
impact of the prevention and treatment strategies in Brazil demonstrate
the strong political and ethical commitment Brazil has towards the health
of their population.is very rare, CRP response in a patient was significant.

Introduction

Human Immunodeficiency Virus (HIV)
continues to be a growing pandemic concern.
HIV is spread through certain body fluids that
attack the body’s immune system, specifical-
ly the CD4 or T cells. The human body can-
not rid itself of HIV. Once HIV is acquired,
it is present for life. HIV destroys many T
cells over time, which hinders the body from
fighting off various diseases and infections.
HIV can lead to Acquired Immunodeficiency
Syndrome (AIDS) if left untreated. Antiret-
roviral treatment has been available since
the mid-1990s, and it is known to reduce the
spread of infection and decrease the risk of
the acquirement of AIDS. No cure exists for
HIV, so it is critical for individuals at risk or
living with HIV to seek education and treat-
ment (CDC 2015).

HIV prevalence
among adults (% of adults)
W 15.0-280 [l 05-1.0
M s0-150 [l <05
W 1.0-50 No data

Prevalence of HIV

There are an estimated 35 million people
worldwide that have been infected with HIV in
2013, and 1.5 million have suffered AIDS-re-
lated deaths (Skolnik 2016). There have been
2.1 million people newly affected with HIV in
2013. Of the 35 million people infected with
HIV, 55% are females (Skolnik 2016).

The region with the highest prevalence
rate of HIV/AIDS in adults 15-49 years of
age is sub-Saharan Africa at 4.7%, followed
by Eastern Europe and Central Asia at
0.7%. Brazil and the United States of Amer-
ica have comparable rates of HIV/AIDS,
around 0.6% (Skolnik 2016).

In Latin America, 1.6 million people
were living with HIV in 2013, with a preva-
lence rate of 0.4%. There were 94,000 new
infections, 47,000 AIDS-related deaths, and
44% of adults were on antiretroviral treat-
ment (AVERT 2015).

Figure 1 HIV prevalence by country. Reprinted from Global Health 101 3 Ed. (p 327), by R.L. Skol-
nik 2016, Burlington, MA: Jones and Bartlett Learning. Copyright 2016 by Jones & Bartlett
Learning, LLC, an Ascend Learning Company.
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Brazil represents the largest number of
people living with HIV in Latin Ameri-
ca at 47.3%. In 2013, there were 730,000
people living with HIV (a prevalence rate
of 0.6%). In 2013, there have been 44,000
new HIV infections, 16,000 AIDS-related
deaths, and 41% of adults receiving antiret-
roviral treatment (AVERT 2015). Brazil has
seen an average of new infections of HIV
on an average of 37,000 between the years
2002 and 2012. There has also been a rise of
new infections from 2005 and 2013 by 11%
(AVERT 2015).

High Risk Activities and Key
Affected Populations

HIV can be spread through unprotect-
ed sex, mother-to-child transmission during
birth or breastfeeding, blood, including by
transfusion and needle sharing, and/or trans-
plantation of infected tissue or organs (Skol-
nik 2016). Uncircumcised males bare a high-
er risk of acquiring HIV, and females are at
a greater biological and social risk than males
of being infected with HIV (Skolnik 2016).
Male-to-female sexual transmission of HIV
is greater than female-to-male transmission
(Skolnik 2016). The Progress Report of the
Brazilian Response to HIV/AIDS (2010-
2011) examined the high-risk groups of HIV
based on studies conducted in 10 Brazil-
ian municipalities between 2008 and 2009
(Manaus, Recife, Salvador, Belo Horizonte,
Rio de Janeiro, Santos, Curitiba, Itajai, Cam-
po Grande and Brasilia) (Brazilian Ministry
of Health 2012). The estimated prevalence
rates of HIV were 10.5% among men who
have sex with men, 5.1% among sex workers,
and 5.9% among injecting drug users (Brazil-
ian Ministry of Health 2012). It is important
to note that sex work is legal in Brazil, which
puts these individuals, especially females, at
a greater risk of acquiring HIV.

Goals of Brazilian Government

The government of Brazil has made
a significant contribution to the UNAIDS
Global AIDS Response Report 2015 which
provides progress and challenges of the re-
sponse to HIV developed by the Department
of STI, AIDS and Viral Hepatitis in 2014
(UNAIDS 2015). The government of Bra-
zil and other countries of the Latin Amer-
ican region have set 90/90/90 targets to be
achieved by the year 2020. These targets
are defined as 90% of people living with
HIV/AIDS knowing their HIV status; 90%
of people living with HIV/AIDS receiving
antiretroviral treatment; 90% of people re-
ceiving antiretroviral treatment virally sup-
pressed by the year 2020 (UNAIDS 2015).
The targets were defined in May 2014 during
the first Latin American and Caribbean Fo-
rum on the HIV Care Continuum held in
Mexico City. The ways in which these goals
will be achieved are by increasing access to
prevention, diagnosis, and treatment; com-
bating the stigma and discrimination of an
HIV diagnosis; promoting the human rights
of people living with HIV.

Hiv Continuum of Care in Brazil

The Global AIDS Response Progress
Reporting (GARPR) provides baseline sta-
tistics of the HIV Continuum of Care in
Brazil adapted from the Ministry of Health/
Surveillance Secretariat/

Department of STI, AIDS, and Viral
Hepatitis in 2013. As mentioned previous-
ly, there were 730,000 people living with
HIV and AIDS in Brazil in 2013. Of those
730,000, 80% (589,000) knew their diagno-
sis. Approximately two thirds of the 80%
(537,000) had been linked to health services,
and 61% (448,000) were retained in care. Of
the 48% (355,000) receiving antiretroviral
treatment, 82.5% (293,000) of those receiv-
ing antiretroviral treatment had an undetect-
able virus load (UNAIDS, 2015).
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HIV Prevention Strategies in Brazil

In 2013, the Department of STI, AIDS,
and Viral Hepatitis, in partnership with the
Ministry of Health and civil society orga-
nizations in Brazil, launched “Viva Mel-
hor Sabendo” or “Live Better Knowing”
as a strategy for rapid HIV testing with
oral fluid among the key populations. The
name of the project refers to the benefits of
knowing an HIV diagnosis. Testing occurs
in the communities of Brazil that have par-
ticipating organizations. In the first stage of
the project, 36 cities in all five regions of
Brazil were involved. “Viva Melhor Saben-
do” uses a peer sharing strategy which is de-
fined as the “sharing of knowledge between
equals or between people or groups having
the same profile and sharing the same ex-
periences thus facilitating the exchange of
knowledge and practices” (UNAIDS 2015).
This strategy enables key populations to be
reached in key locations outside of health-
care facilities and the spread of information
of HIV to peers of similar backgrounds.
At the end of 2014, “Viva Melhor Saben-
do” was carried out in partnership with 48

non-governmental organizations (NGOs)
from four key populations connected to
HIV: gay men, transgenders, sex workers,
and people who use drugs (UNAIDS 2015).
Tests performed by this project are displayed
in Table 1. Of the number of people tested
between March 2014 and January 2015,
43% were never tested before the project,
and 29% of the positive cases were never
tested before the project (UNAIDS 2015).

The prevention of HIV from mother to
child transmission is attempted by the pro-
vision of routine recommendations that
HIV positive mothers do not breastfeed,
rapid HIV testing in maternity units; routine
recommendations that all pregnant women
should be tested (AVERT 2015). Over the
last 10 years, the detection rates of HIV
among pregnant women have increased
significantly: in 2004 the rate was 2.0 cas-
es per 1,000 live births, which increased to
2.5 cases in 2013. The AIDS detection in
newborns has significantly decreased since
2004 by 35.7% (UNAIDS 2015).

Table 1 Tests by “Viva Melhor Sabendo”March 2014- Jan 2015
Key Populations # of People # of Positive % of Positive
Tested Cases Cases
Transvestites 626 80 12.8%
Transsexuals 435 29 6.6%
Male sex workers 504 21 4.1%
Female sex workers 3,418 40 1.2%
People who use drugs 2,697 47 1.7%
Gay men & other 3,011 142 4.7%
MSM
Other populations 5,142 52 1.0%
Total 15,833 411 2.6%

Table 1 Tests performed by “Viva Melhor Sabendo” March 2014 - January 2015. Adapted from “The
Brazilian Response to HIV and AIDS." (2015) Global AIDS Response Progress Reporting Nar-

rative Report, UNAIDS. Brasilia, DF.
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The government of Brazil has guaran-
teed universal and free of charge access to
antiretroviral treatment for people living
with HIV and AIDS since 1996. In 2002,
there were 300,000 people worldwide re-
ceiving HIV treatment, and half of those
people were receiving treatment in Brazil
(WHO 2013). This suggests the impact of
the strong political commitment Brazil has
towards fighting HIV and the mobilization
of substantial resources throughout Bra-
zil. By 2011, 80% of people living with
HIV and AIDS were receiving antiretro-
viral treatment, and the mortality rates of
AlIDS-related deaths significantly decreased
(WHO 2013). Mortality rates of AIDS-re-
lated deaths compared to non-AIDS-related
and unknown deaths are shown in Figure 2.

Mortality rate per 100 person-years

positive adults begin treatment regardless of
their CD4 cell count, or before their immune
system has yet been compromised. “Option
B+” was implemented in 2012, which al-
lows pregnant women to begin treatment re-
gardless of their CD4 cell count. “Test and
Treat” was implemented in 2013, which ex-
panded this philosophy to all HIV positive
adults. Brazil was the third country in the
world to adopt the “Test and Treat” program
in its nation recommendations (UNAIDS
2015). These programs are used as forms of
prevention of the spread of the disease.

In 2014, 75,000 new people living with
HIV and AIDS were receiving treatment,
which was a 31% increase since 2013. Based
on the clinical data, 36% of Brazilians receiv-

1986-91
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1995-97

w— AIDS === non-AlDS unknown

1998-00
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Figure 2 Mortality Rates in Brazil for AIDS-related, non-AIDS-related, and unknown causes of
death, 1986-2009. Reprinted from Global Update on HIV Treatment 2013: Results, Impact
and Opportunities (p. 44) 2013 World Health Organization.

In Brazil, the mortality rates from
AlIDS-related causes have declined dra-
matically, from 9.2 deaths per 100 per-
son-years in 1986—-1991 to 1.4 deaths per
100 person - years in 2007-2009. The rates
of non-AIDS-related deaths and unknown
causes of death have remained relatively
stable over time (WHO 2013).

There are treatment programs in Brazil
that have been implemented to allow HIV

ing treatment in 2014 had CD4 cell counts
above 500 cells/mm?®. This data suggests the
prevention strategy is effective (UNAIDS
2015). Overall, there is a tendency of to-
wards a decrease in the population of peo-
ple living with HIV and AIDS seeking health
services with late HIV infection (CD4 counts
below 200 cells/mm?), decreasing from 31%
in 2009 to 26% in 2014 (UNAIDS 2015).
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Figure 3 Evolution of ART. Reprinted from The Brazilian Response to HIV and AIDS (p. 50) in Global
AIDS Response Progress Reporting, 2015, Brasilia: UNAIDS.

Hiv Prevention Studies in Other
Latin American Countries

HIV testing and counseling to low in-
come and key populations is vital to re-
duce the spread and increase the education
of HIV. Community leaders play a critical
role in education, which is evident from an
HIV testing and counseling study conducted
in Colombia by the Corporacion de Lucha
Contra el Sida (CLS) published in 4/DS
Research and Treatment (2014). This study
noted that a mere 20% of individuals in Co-
lombia are tested for HIV (Galindo-Quintero
et al 2014). CLS implemented a multidisci-
plinary, provider-initiated, population-based
HIV testing and counseling strategy called
BAFI. CLS used two different approaches:
the 1st Group was led by healthcare pro-
viders (BAFI-1); the 2nd was led by CLS
and community leaders (BAFI-2). Both
groups provided consented HIV screen-
ing testing; a demographic questionnaire;
self-reported HIV knowledge and behavior

questionnaires; pre & posttest counselling;
confirmatory HIV tests; clinical follow-up;
access to comprehensive care; antiretroviral
treatment (Galindo-Quintero et al 2014).
The results for this study for BAFI-1 and
BAFI-2 are respectively: HIV positive-con-
firmed prevalence = 0.29% & 3.86%; return
rate for confirmatory results = 62.5% &
93.7%; return rate for comprehensive care
= 83.3% & 92.8%, and ART initiation rate
=20% & 76.9% (Jaime Galindo-Quintero
et al 2014). BAFI-2 was significantly more
effective on each indicator used in the ap-
proaches. This study implies that commu-
nity-based approaches to high-risk groups
are optimal, and it supports the communi-
ty-based education strategy used in Brazil,
“Viva Melhor Sabendo.”

The impact of a professionally-facilitat-
ed peer group was examined in a study con-
ducted in Chile, known as “Mano a Mano:
Mujer” published in Health Care Women
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International (2012). The intervention and
control groups consisted of low-income
Latino women between 20 and 40 years of
age. The peer group consisted of trained
female health educators that provided the
intervention group with six sessions, two
hours each, of education on various HIV
topics.

12.34

directed to the key populations at risk, as
well as treatment programs that are shown
to be effective. As mentioned previously,
the goal established by the Brazilian gov-
ernment is to reach 90/90/90 targets by
2020. Based on the baseline statistics of the
HIV continuum of care in Brazil, it is possi-
ble to achieve these targets. Brazil has set an

s 13 12.09
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Figure 4 HIV risk knowledge at baseline, six weeks, and three months of follow up. Reprinted from
“Mano a Mano Muijer: An Effective HIV Prevention for Chilean Women," by Cianelli, R. et al
2012, Health Care Women International, 33(4). 2012 by PubMed Central.

The results displayed in Figure 4 show
the intervention group had significantly
higher rates of HIV-related knowledge, more
positive attitudes towards people living with
HIV, greater self-efficacy, more communi-
cation with their partners of safe sex, and
decreased depression symptoms. This study
implies that working with low-income wom-
en is a key element for HIV prevention in
Chile and Latin America, and should be ad-
dressed broadly at a community level.

Conclusion

HIV is a growing pandemic issue, espe-
cially in Africa, Eastern Europe, and Asia.
Although Brazil has the highest prevalence
rate of HIV in Latin America, there are
strong educational programs implemented

example for HIV prevention and treatment
for many countries around the world. The
studies conducted in Colombia and Chile
support the critical roles of the community
leaders and organizations for involvement
in education and intervention of low-in-
come and key populations at risk, which
have been ongoing and supported by the
government in Brazil.
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Abstract:
The health sector in Brazil has undergone important changes, partic-
ularly with the development of the Sistema Unico de Saiide or Uni-
fied Health System (SUS). Decentralization is an important principle
of SUS and advances have been made in transferring responsibilities
and resources to the local government units, known as municipios. The
decentralized SUS system has fostered progress in several aspects and
areas of healthcare system, especially with the implementation of the
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Family Health Program (PSF). With the implementation and growth
of the decentralized program, The Family Health Program (PSF) has
resulted in substantial benefits to the healthcare system, but research
shows it does not necessarily improve the primary care services deliv-

ered in Brazil.

Introduction

Brazil is the largest country in South
America; it covers 8.5 million square kilome-
ters which is nearly half of the South Amer-
ican continent. In 2010, Brazil had an esti-
mated population of 190,732,694 with most
of the population living in urban areas. Bra-
zil is the world’s fifth most populous country
and functions as a federal republic with 26
states, a federal district and 5,563 municipal-
ities. Brazil was once a colony of Portugal
from the year 1500 onward and gained polit-
ical independence in 1822 and became a re-
public in 1889. Brazil has undergone major
political, economic, demographic and social
changes in the past 40 years which shaped
the healthcare system in the country.

Federative Republic of Brazil has made
major changes to its healthcare system with
the development of the Sistema Unico de
Satide or Unified Health System (SUS). From
1964 to 1985 Brazil was ruled by military
dictatorship. The health system during this
time period of military rule was riddled with
inequality in accessing healthcare services.
The wealthy had much better healthcare than
the poor; the unemployed had very limited
access to care. A civil-society movement to
restore democracy began in the 1970s, which
lead to the development of a major health re-
form movement. An economic recession in
the early 1980s brought with it the downfall
of the military dictatorship and a transition to
democracy. After the downfall of the military
dictatorship, the Sistema Unico de Saiide
was put into place when the 1988 Constitu-
tion was signed; recognizing health as a citi-
zen’s right and a duty of the state.

Background on Brazil's Healthcare
System

The Sistema Unico de Saiide was created
to provide universal healthcare access to all
of the citizens of the country of Brazil. The
SUS aims to provide comprehensive, univer-
sal preventive; curative care through decen-
tralized management and provision of health
services; promote; community participation
at all administrative levels. The Sistema
Unico de Saiide is composed of three parts:
(1) services funded and provided by SUS it-
self; (2) private healthcare services, made up
of for-profit and not-for-profit organizations
and providers, from which the SUS and the
private insurance system contract services;
(3) a private insurance system, the Supple-
mentary Health System which includes over
1,500 private insurers, and which supports
the purchase of services by the insured from
either SUS providers or private providers.

One of the primary purposes of the
Sistema Unico de Satide was to decentralize
health policy down to the state and munic-
ipality level where they are responsible for
managing and providing primary care ser-
vices. According to Merriam-Webster Dic-
tionary, decentralization has two meanings
which include the dispersion or distribution
of functions and powers; secondly, the del-
egation of power from a central authority
to regional and local authorities. The Bra-
zilian health system’s challenges include
reforming its financial structure to ensure
universality, equity, and long term sustain-
ability; renegotiating public and private
roles; reshaping the model of care to cater
to Brazil’s rapid demographic and epidemi-
ological changes; lack of human resources,
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especially doctors; assuring quality of care
and the safety of patients. Brazil also has to
overcome a political challenge of strength-
ened political support so that financing can
be restructured and the roles of both the
public and private sector can be redefined.

In 1996, Brazil implemented a decentral-
ized primary care program called The Fam-
ily Health Program (known as PSF). The
Family Health Program is designed to pro-
vide accessible, comprehensive care for the
whole person at the community level. PSF
provides and coordinates care and health
promotion in clinics, patients’ homes and in
the community. A Family Health Program
team is made up of a Doctor, Nurse, Nurse
Assistant and four to six community health
workers/agents. Each team is assigned to
a geographic area defined by 600-1,000 fam-
ilies. In 2008, Oral Health Workers became
part of the Family Health Program teams.

Outcomes

The Family Health Program (PSF) grew
rapidly since its implementation which means
coverage from the program has also grown
rapidly. The PSF is the world’s largest com-
munity-based primary care program. In 1999,
the Family Health Program had 4,114 teams
to provide care. In 2010, Brazil had about
33,000 Family Health Program teams. About
70% of Brazil’s population is covered by
the Family Health Program (PSF). Despite
the fact that the Family Health Program has
grown rapidly since its implementation, it
needs to expand coverage to all of Brazil’s
population to better improve primary care in
the country.

With the implementation and expansion
of the Family Health Program, there has
been an increased access to health services
in Brazil. Family Health Program partic-
ipants are generally more likely to have
a usual source of care because of more

professional healthcare teams at the com-
munity level. In 1998, 54.6% of Brazilians
had seen a doctor at least once in the past
year; this percentage increased to 62.8% in
2003 and increased again to 67.8% in 2008.
Between 1998 and 2008, the number of Bra-
zilians who had access to yearly dental care
also expanded from 33% to 40%. The Fam-
ily Health Program gives access to primary
care services to a significant portion of Bra-
zil’s population but access to these teams
calls for improvement.

With the implementation of the Fam-

ily Health Program (PSF), there was been
significant reductions in Infant Mortality
Rates and Post-neonatal Infant Mortality
Rates. Infant Mortality Rate is defined as
the number of deaths under one year of age
per 1,000 live births among the population
occurring in a specified geographical area
during the same given year of the given
geographical area. From 1996 to 2004, the
infant mortality rate decreased from 24.1
to 16.1 per 1000 live births. Post-neonatal
Mortality Rates defined the number of ba-
bies who die between 29 and 365 days of
life per 1,000 live births. Between 1998 and
2006, Post-neonatal morality fell to nearly
half of its initial value due to the expansion
of the Family Health Program; due to the
increased number of ambulatory care facili-
ties per capita; improvements in clean water
supply; and lower illiteracy rates. Post-neo-
natal morality rate per 1,000 live births went
from 14.24 in 1998 to 6.92 in 2006.
Other outcomes from Sistema Unico de
Satide and the Family Health Program in-
clude the under-5 mortality rate, decreasing
from 55 per 1,000 live births in 1990 to 19
per 1,000 live births in 2010. The average
life expectancy has increased from 67 in
1990 to 73 in 2010; maternal mortality has
decreased from 120 per 100,000 live births
in 1990 to 56 per 100,000 in 2010.
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Does Brazil's Decentralized
System Improve Primary Care?

Brazil’s decentralized system doesn’t
necessarily improve primary care in the
country because it was never associated
with worst performance. With the expan-
sion of the Family Health Program, substan-
tial health benefits have resulted in a some-
what better delivery of healthcare. Going
forward, Brazil has to address the over-
whelming need to improve healthcare in the
country, and to identify problems in access
to and quality of care. Brazil also has to
address issues and problems to further im-
prove primary care in the country. It has to
address issues/problems such as reforming
its financial structure to ensure universality,
equity, and long term sustainability; renego-
tiating public and private roles; reshaping
the model of care to cater to Brazil’s rapid
demographic and epidemiological changes;
with lack of human resources, especially
Doctors, to assure the quality of care and
the safety of patients. Also, since the Family
Health Program (PSF) covers about 70 per-
cent of the population in Brazil, the program
needs to expand to reach 100 percent of the
population especially in rural areas which
need primary care services. These actions
have the potential not only to improve the
health system’s efficiency but also to im-
prove the quality of people’s lives.

Comparison of Healthcare in India
& Finland

India: Healthcare is one of India’s larg-
est services sectors. Under the Constitu-
tion in India, health is a state subject; each
state has its own healthcare delivery system
in which both public and private operate.
The challenges its healthcare system faces
include the need to reduce mortality rates;
improve physical infrastructure; the neces-
sity to provide health insurance, ensure the
availability of trained medical personnel;

etc. There has been a rise in both commu-
nicable and non-communicable diseases.
In 1982, the National Health Policy started.
Within the campaign, a three-tier system of
self-governance was established and com-
prised 900 villages (panchayats). During
the NH Policy, primary health care centers
and their referring sub-centers were brought
under the jurisdiction of villages in order to
engage more closely with the community to
identify and implement effective changes to
respond to local health need. The National
Rural Health Mission (NRHM), launched in
2005, is the first health program to improve
the health system and the health status of the
people. One of the areas NRHM sought to
increase was decentralization and to achieve
district management of health program.

India has varying levels of success with
having a decentralized system. Kerala, In-
dia, has been an outlier with better health
outcomes in a number of areas compared
to most states in India. The following are
some examples of the outcomes: lower
infant mortality rate of 12 per 1,000 live
births in Kerala vs. 40 per 1,000 live births
in India; lower maternal mortality ratio of
66 per 100,000 live births in Kerala vs. 178
per 100,000 live births in India. These out-
comes can be attributed to factors such as
strong emphasis from the state government
on public health and primary healthcare;
health infrastructure; decentralized gover-
nance; financial planning; girls’ education;
community participation; willingness to im-
prove systems in response to identified gaps.

Finland: In Finland, the organization of
healthcare services have been considered
a public responsibility; municipalities be-
ing responsible for providing basic medi-
cal services. During the 1980s and 1990s,
state regulation gradually decreased. After
1993, changes in legislation, planning and
financial incentives were introduced which

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016



Original Articles

45

increased decentralization in the system.
Legislation eventually brought three major
changes: redesign of the state subsidy sys-
tem; relaxation of the rules on service provi-
sion; decentralization of detailed planning.
There are some structures in the Finnish
healthcare system which are perceived as
problematic: the level of decentralization;
poor steering capacity in the system; rela-
tively weak position of primary care; a lack
of cooperation between primary and sec-
ondary care; dual financing. Finland’s de-
centralized system does not work in its favor
to the following reasons: municipalities ap-
peared to be too small to provide sustainable
quality services for local needs and achieve
advantages of economies of scale which
means efficiency is decreasing; inequality in
access and utilization of services increased
between municipalities and is related to de-
centralization of healthcare to small units;
planning and development capacity and
knowledge are scarce in local municipali-
ties, especially regarding secondary levels
of care; municipalities’ power position over

hospitals is low, leading to transfer of hu-
man and economic resources from primary
health services to specialized healthcare and
from rural areas to urban regions.

Conclusion

Brazil has undergone major political,
economic, demographic and social chang-
es in the past 40 years which have shaped
the healthcare system in the country. The
healthcare in Brazil has undergone import-
ant changes, particularly with the develop-
ment of the Sistema Unico de Saiide (Uni-
fied Health System (SUS)) in 1988. Decen-
tralization is an important principle of SUS
and advances have been made in transferring
responsibilities and resources to the muni-
cipios or at the community level in Brazil.
With the implementation and growth of the
decentralized primary care program, The
Family Health Program (PSF) has resulted
in substantial benefits, but doesn’t neces-
sarily improve the primary care in Brazil.
Brazil has to address its major issues and
problems to further improve primary care.
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Abstract:

Throughout Brazil, there is a wide gap between the rich and the poor in
respect to their resources. There are about 12 million people in Brazil
who live in extreme poverty within shantytowns, known as favelas.!”
These people lack basic public services, such as education, space, and
most importantly healthcare. These people lack basic public services
such as education, space, and most importantly healthcare. As a result,
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there are high incidences of malnutrition, diarrhea, skin diseases, and
many other diseases.!® In addition, living in such conditions can neg-
atively impact one’s health. Six factors that can greatly improve and
maintain healthy living in the favelas: cleanliness; nutrition; doctor
visits; herbal remedies (fomar cha); sympathetic magic; spirituality. In
order to better the quality and access of healthcare for the people liv-
ing in the favelas, it is necessary to use low cost strategies. Using oth-
er countries’ strategies and implementations can help Brazil improve

healthcare in the favelas.

Introduction

The extreme differences in socioeconom-
ic status among people in Brazil contribute
to the health conditions. '* Poor living con-
ditions in Brazilian favelas, also known as
shantytowns or slums, present a major chal-
lenge; increases in health problems, diseases,
and mortalities. For example, the crowded
housing increases the spread of tropical dis-
eases; a major problem Brazil must address.
To improve healthcare in the favelas, it is im-
portant for healthcare managers and leaders
to look at the costs, quality and access. There
have been many models and programs used
in other countries with similar conditions
like the favelas to improve healthcare. Three
low cost strategies proposed to improve both
the quality and access are 1) Information and
Communications Technology, 2) Transpor-
tation Program, 3) Target Program that Ben-
efits the Poor.

11%

10%

B A%

B% T.5%

Problems and Challenges

Favelas are units of irregular self-con-
structed housing that are occupied illegal-
ly. These housing units are usually located
on the hillsides; some overlook urban cities
and rich areas of Brazil. > Poor living condi-
tions are the root of many problems Brazil-
ians living in the favelas face. Some of these
conditions include the crowding of build-
ings; unsanitary conditions; poor nutrition;
pollution. As shown in Figure 1, health and
education are the two topics which matter
the most to people in Brazil.* However, as il-
lustrated below the favelas suffer in regards
to health, quality of education, and safety.
Specifically in Rio de Janeiro, residents liv-
ing in the favelas live about 13 years less
than people born in the wealthy areas. Child
mortality rates are also five times higher.

Figure 1 Topics that Matter the Most to People in Brazil. ?
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One of the barriers people living in the
favelas face is the lack of education. Bra-
zil recognizes the importance of education,
and provides free public education at all
levels. However, due to the socioeconomic
gap present in Brazil, there is a major ac-
ademic difference among the schools. Due
to the lack of resources and adequate ame-
nities, the children in less affluent areas are
unable to receive a proper education and
suffer for this later in life. In addition, there
are children who are unable to attend school
because they are malnourished. Other fam-
ilies need their children to start working in
order to contribute to the household income.
There are many laborers as young as 10
years old who decide to forego a public ed-
ucation to earn money to help their family. *

Due to the overcrowding of buildings and
narrow roads, most of the favelas lack effec-
tive sewage systems and have limited access
to portable water and waste management sys-
tems.'? Most diseases such as Cholera, Malar-
ia, and Dengue Fever are all linked to defi-
cient waste and water systems. Poor sewage

diseases, major health problems, and mortal-
ity rates.

Neglected Tropical Diseases

People living in favelas face an increasing
number of cases of, and deaths by, Neglect-
ed Tropical Diseases (NTD). It is crucial that
Brazil address these diseases by educating the
people, and implementing low cost strategies
to fix healthcare in these areas. According to
the World Health Organization, several of the
world’s major NTDs occur in Brazil. How-
ever, most of these NTDs are found in the
favelas because of the overcrowded housing,
inadequate supply of water, and poor sewage
system and waste management. Table 1 illus-
trates the types of NTDs, along with the num-
ber of reported cases and number of deaths
from 1998 through 2007.° Malaria and Den-
gue Fever show a high number of reported
cases, and Tuberculosis is the cause of a large
number of deaths. Although this is data from
2007, the number of reported cases of and
deaths from NTDs has increased and the new
Zika virus is a major health concern in Brazil.’

Meglaoizd Tropacal Diszases lintal mormier of reponed coses Nurmier of deaths L g Zaraliry rmie
¥iszaral Leishmaniasis LE WL ) L, 34H 4.1 1%
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Table 1 Estimated Number of Neglected Tropical Diseases in Brazil (from 1998 through 2007)°

systems and waste management systems re-
sult in increases of mosquitos.'? Infestations
of mosquitos carry viruses which are then
transmitted to a large number of people liv-
ing in these favelas. Poor living conditions in
the favelas of Brazil are linked to the rise in
cases and transmission of neglected tropical

Parasitic, bacterial, fungal, ectoparasit-
ic, or viral agents can cause these NTDs.
The majority of these NTDs are transmit-
ted by mosquitos, which is a big problem
in the favelas. The favelas create a perfect
environment for disease causing mosquitos
to breed. " The WHO has separated these

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016



Original Articles

49

NTDs into 3categories based on emergence,
control, and drug availability. Table 2 di-
vides the NTDs into the three categories. °
Understanding how NTDs are separated into
3 categories is important. In order for Brazil
to prevent and lower the cases of NTDs, im-
plementation of low cost strategies to help
improve the quality of life and access to
healthcare must move forward. Following
models from countries with similar condi-
tions and diseases as Brazil is a step in the
right direction to fix this problem. Although
most of these NTDs are transmitted in poor
living conditions in the favelas, Figure 2
shows the distribution of the NTDs through-
out Brazil.

similar conditions to the Brazilian favel-
as have implemented models focusing on
low cost and improvement of healthcare. In
healthcare, cost, access, and quality are all
connected. Even though many of the health
problems come from poor living conditions,
and most of the living conditions cannot be
fixed, there are ways of improving health-
care. Implementing programs and using
models from other countries with similar
conditions can help improve the healthcare
in the favelas. It is proposed that three low
cost strategies can promote better quality of
life and access to care in Brazilian favelas.
3 low cost strategies are:

Category 1.
Emerging and
uncontrolled disease

Category 2.

Disease burden persists

Control strategy available

Category 3.

Control strategy effective
Disease burden falling
Elimination planned

Leishmaniasis Malaria
African Trypanosomiasis Schistosomiasis
Dengue fever Tuberculosis

Chagas® Disease
Leprosy

Lymphatic filariasis
Omechocerciasis

Table 2 WHO categorization of NTDs based on emergence, control and drug availability

Low Cost Strategies

In order to fix a problem, it must first
be identified by analyzing all the contribut-
ing factors. Many poor environments with

o [nformation and Communications Tech-
nology

e Transportation Program

o Target Program that Benefits the Poor

= Ning NTD%
" Eight NTDs
= Seven NTDs
® Five NTDS

¥ Four NTDs

m 06360682
0.683-0.705
0.706-0.746

n D.7470.778
m 0.779-0.844

Figure 2 (A) Distribution of the main Neglected Tropical Diseases in Brazil from the Health Surveil-

lance Service (Ministry of Health) °®
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Information and Communications
Technology

Technology can have a tremendously
positive effect on healthcare. Implementers
are searching for innovative approaches to
eliminate geographic and financial barriers
to health. Several countries are using a va-
riety of information and communications
technology tools to help improve quali-
ty and access of healthcare with low cost.
There are many purposes of technology-en-
abled programs, some of which are illus-
trated in Figure 3, and each program serves
a certain purpose in the use of technology. !

Percentage of all
technology-enabled programmes

Implementing technology-enabled pro-
grams in Brazil is a low cost strategy that
will be useful in the favelas. Technolo-
gy-enabled programs overcome distances
between physicians and patients by replac-
ing a traditional office with telemedicine.
By facilitating greater communication with
patients, technology-enabled programs pro-
vide health workers or programs, and pa-
tients with general health education outside
of regular office locations and hours. Tech-
nology-enabled programs may additionally
improve diagnosis and treatment, which
will allow health workers to improve clin-
ical performance during training or in the
field, and will allow health workers to make
better decisions and diagnosis. !

Extending Data Facilitating  Improving  Mitigating  Streamlining Other (13) Unknown (15)
geographic  manage-  communi- treatment&  fraud & fiman
docess (74)  ment (67)  cations (55) diagnosis (29) abuse (14) transactions (7]

Purpaose of technology use (absolute no. of programmes)

ote: Individual programmes can fall under multiple purposes; as such, percentages do not sum to 100.

Source: Center for Health Market Innowvations.

Figure 3 Technology-Enabled Programs, by Purpose of Use of Technology™

Technology-enabled
programmes as percentage
of all programmes

Eye care

Rehabiittative care

Number of technology-enabled
programmes

Percentage

Source: Center for Health Market Inmovations.

T
a0 0 0 40 [}

AIDS, acquired immunodeficiency syndrome; HIV, human immunodefidency virus.

Figure 4 Technology-Enabled Programs, by Health Focus™
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As stated previously, some of Brazil’s
NTDs that are increasing in cases and num-
ber of deaths are malaria and tuberculosis.
HIV/AIDS is also a problem in Brazil, es-
pecially in the favelas. In 2013, there have
been about 730,000 people living with HIV
and 16,000 AIDS-related deaths. '’ Figure 4
illustrates the number of technology enabled
programs used to improve certain diseases
and types of care. Implementing these pro-
grams will help improve the problems and
health issues that occur in the favelas. That
being said, many devices can be used to
move the programs forward in the right di-
rection. Table 3 illustrates how many devic-
es such as phones and computers are used
for technology-enabled programs. A large
part of the population in the favelas uses
mobile technology and computers. !!

Phones serve many purposes besides
communication. In fact, the Brazilian Gov-
ernment has invested heavily in mobile
telephone networks and in broadband. In
the favelas, “LAN houses” allow many peo-
ple to access the internet and have become
quite popular. UN Women, UNICEF and
UN-Habitat launched an online website and
smartphone app in 2013 to provide support
services for women and girls and to report
any violence, especially in the favelas. '8 If
Brazil took this initiative to improve safety,
then implementing technology-enabled pro-
grams specifically for phones will improve
the quality and access of healthcare at a low
cost. A simple messaging system and data
system that can be reviewed by Doctors
could improve the healthcare in the favelas.
Table 4 discusses the outcomes of mobile
devices used in countries. The results pro-
vide Brazil with valuable data, and support
the integration of mobile devices into every-
day healthcare.

Device Programmes
No. %

Phone 125 71
Computer 68 39
Camera [video/photo] 13 7
PDAs/tablets 11 6
GPS g 5
Remote diagnostic tool 8 5
Smartcard 6 3
Unique identification 5 3
Radio 5 3
Other 14 8

P5, global positioning system; PDA, personal digital assistant.
* Represents the percentage among all technology-enabled programmes.

Source: Center for Heafth Market Innovations

Table 3 Technology-Enabled Programs, by Type of Device™
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Country
Disease

United States HIV

Indication /

Results

"...high satisfaction with the messaging
system ... it helped with medication
adherence."

Participants reported missing one or
more doses on 36% of 743 queries.

Tenerife Diabetes

Patients used system every 2.0 days
and doctors reviewed data every 4.0
days Seventy five percent expressed a
preference for sending their data via
the mobile phone SMS

South Africa Tuberculosis

Adherence not measured

South Africa HIV

Data published at the Civil
Engineering Department of The
University of Cape Town.

Table 4 Outcomes of Mobile ©

Transportation Program

Transportation is a critical area in health-
care access, serving as a link between home
and health facilities.! Not many hospitals
are located in the favelas, and transportation
can be costly for many people in Brazil, es-
pecially the people living in favelas. Also,
favelas are filled with narrow roads where
travelling can be difficult. A perfect example
of a transportation program that Brazil can
implement is Riders for Health, an orga-
nization used by many countries in Africa.
This organization makes sure that healthcare
is more widely available for people. “Their
mission is to make the ‘last mile’ is the most
important mile in healthcare delivery: cre-
ating, showing and sharing the solutions
for achieving truly equitable healthcare.”™
Similar to Brazil’s health issues such as ma-
laria, tuberculosis, HIV/AIDS, Riders for
Health serves a great purpose to prevent,
educate, and treat people with these dis-
eases in Africa. By managing motorcycles,
ambulances, and other four-wheel vehicles,
health workers are able to follow up with

patients, conduct health education meetings,
and create a link with primary health centers
to improve patient samples, supplies and
medicines. ' Riders for Health is a program
Brazil can implement or use as a model to
develop a transportation program reaching
out to the people in the favelas.

Target Program that Benefits the Poor

To improve both quality and access to
healthcare, specifically for poor and de-
veloping areas, a low cost strategy that tar-
gets vulnerable populations would be most
effective. An example that Brazil can per-
haps follow is Mexico’s implementation of
PROGRESSA. Mexico used this program
as a strategy to decrease poverty while im-
proving health and education.

PROGRESSA’s role was “to lay the
groundwork for a healthy, well-educat-
ed population who could successfully
contribute to Mexico’s economic devel-
opment and break the intergenerational
cycle of poverty.”
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This program offered cash transfers
to the poor in exchange for sending their
children to school and regular attendance
at health clinics and sessions that focus-
es on nutritional education. This program
proved to be extremely successful and had
positive outcomes in Mexico.!” For exam-
ple, children involved with PROGRESSA
had a 12 percent lower incidence of illness,
households were consuming higher-quality
foods, and there were an increased number
of prenatal visits.!” Implementing a similar
program like PROGRESSA that benefits and
targets the poor in Brazil will certainly im-
prove the quality of life of the people living
in the favelas at a very low cost.

Conclusion

There are many ways to improve the
health conditions in a certain area. Healthcare
Managers and Professionals must identify
the problems, and take the necessary actions
and steps to solve them. Brazil’s social gap
between the rich and the poor will not change
overnight. The problems and challenges of
Brazilian favelas such as poor living condi-
tions and Neglected Tropical Diseases in-
crease the rate of disease transmission and
the number of deaths among that popula-
tion. By implementing low cost strategies it
is possible to alleviate identified problems
and therefore improve access to healthcare
and people’s quality of life. The three low
cost strategies discussed, 1) Information and
Communication Technology, 2) Transpor-
tation Program, and 3) Target Program that
Benefits the Poor are just some approaches
that are used by countries with living condi-
tions and health problems similar to Brazil’s
favelas.
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Abstract:
Cervical cancer is one of the deadliest forms of cancer killing an estimat-
ed 260,000 women worldwide. Most deaths are in developing countries,
where screening and treatment for precancerous lesions are unavailable
or women have limited access to healthcare. This holds true for Brazil,
as cervical cancer is the second leading cancer amongst Brazilian wom-
en killing an estimated of 8,400 women annually. Yet cervical cancer is
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one of the easiest preventable cancers by routine human papillomavirus
(HPV) and cytological tests. These have been proven to significantly
decrease cervical cancer deaths and rising incidence rates. The state of
Brazil has aimed to increase knowledge and awareness of cervical can-
cer screening and prevention through initiatives throughout the coun-
try. Other Latin American countries have implemented initiatives that
found success in increasing awareness of cervical cancer screening in
low resource settings. However, there are still challenges and barri-
ers that women face in cervical cancer screening such as social eco-
nomic factors. Nevertheless, the future of cervical cancer prevention is
promising by increasing the availability of cytological tests, promoting

screening efforts, and using evidence-based recommendations.

Introduction

Cervical cancer is a type of cancer that
starts at the cells lining the cervix at the
lower part of the uterus, which connects to
the vagina (Mayo Clinic 2015). These cells
do not become cancerous instantaneously,
but gradually develop into pre-cancerous
cells in an area called the transformation
zone. Some women with pre-cancerous cells
in the cervix will develop into cancer, while
many women’s pre-cancerous cells will go
away on its own without any form treatment
(American Cancer Society, 2015).

-
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The World Health Organization (WHO)
estimated that over 520,000 women are diag-
nosed with cervical cancer annually and over
260,000 deaths are due to this disease (Bruni,
Barrionuevo-Rosas, Albero et al 2015) (Fig-
ure 1). Cervical cancer ranks as the 4™ cause
of female cancer in the world and the 2" most
common cause of cancer in women ages 15
to 44 years old (Bruni, Barrionuevo-Rosas,
Albero et al 2015). Many deaths are from
developing countries, where detection and
treatment for pre-cancerous lesions and cells

Data source: GLOBOCAN 2012
Map production: LARG
Warld Health Organization

(@) o

£WHO 2015, All rights reserved

Figure 1 Source: Estimated Cervical Cancer Incidence Worldwide in 2012. Reprinted from Cervi-
cal Cancer Estimated Incidence, Mortality, and Prevalence Worldwide in 2012 by Globocan
(2012) and the World Health Organization (WHO 2015) Retrieved from http://libguides.

gwumc.edu/c.php?g=27779&p=170358
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are unavailable or women have limited ac-
cess to healthcare services. By 2030, the
Pan American Health Organization (PAHO)
estimates a 45% increase of mortality rates
in countries such as Latin America and the
Caribbean due to the inequitable health ser-
vice distribution (PAHO 2014). This hold
true for Brazil, as cervical cancer is the 2™
cause of cancer amongst Brazilian women,
where there is an estimated annual incidence
rate of 18,503 and 8,414 deaths due to cervi-
cal cancer. In comparison, Latin American
countries have an incidence rate of 45,008
and 19,374 deaths (Bruni, Barrionuevo-Ro-
sas, Albero, & et al., 2015).

Risk Factors

The human papillomavirus (HPV), is
a sexually transmitted disease and is one
of the most common risk factors that cause
most cervical cancers. Since HPV is so com-
mon, a majority of sexually active men and
women will be infected at some point in their
lives (CDC 2014). There are over 100 strains
of HPV and many do not cause any prob-
lems or show any symptoms, while some
strains of HPV can cause genital or skin
warts (CDC 2014). According the World
Health Organization (WHO), HPV types 16
and 18 are responsible for 70% of cervical
cancer cases worldwide (Bruni, Barrionue-
vo-Rosas, Albero et al 2015).

There are several risk factors that can
increase the chances of developing cervical
cancer such as smoking, human immunode-
ficiency virus (HIV), taking oral contracep-
tives for a long period of time, early sexual
activity, and having multiple sex partners.

Brazil Initiatives

One of the first population-based screening
programs in Brazil for cervical cancer started
in 1956 at Rio de Janerio. The Social Pio-
neers Foundations (Fundagdo das Pioneiras

Sociais) was a philanthropic organization that
was very active in education and health, es-
pecially in the field of chronic degenerative
diseases and female cancers. In the area of
female cancers, they directed two problems
that were challenging Brazil for this type of
cancer. The two issues were fostering engage-
ment with lower-class women who had a dif-
ficult time in obtaining healthcare services
and medical information, and increasing the
quality of cytological tests (Porto & Habib,
2014). In order to improve these problems,
the organization reached out their activities
to 10 Brazilian states creating specialized
hospitals, a research center, and a “Health on
Wheels Program,” which included hospital
units floating on the Amazon (Porto & Habib,
2014). In 1968, the first official cytopathology
school was created to “provide suitable train-
ing for technicians who had the strategic role
of taking the first readings of test slide” (Porto
& Habib 2014). Another early initiative began
in 1965 at the City of Campinas, Sao Paulo by
the leadership of the University of Campinas
in accordance with the Pan American Health
Organization guidelines. The Cervical Can-
cer Control Program was considered Brazil’s
first experience with a continuous on-going
action of cervical cancer screening (Porto
& Habib 2014). During the 10 years of the
program, there were 19,195 cytological tests
per year annually and during its 4 year it
showed a decrease in the number of detected
pre-cancerous lesions (Porto & Habib 2014).
Nevertheless, another program was initiated
around the same time in the Campinas region
focusing on three areas: Campinas, Piracica-
ba, and Sao Jodo. Since this program began,
cervical cancer screening in the public health
system ensured that diagnosis and treatment
were free of charge (Zeferino, Pinotti, &
Neves et al 2006). Overtime, the number of
cervical cancer screening has been increasing
as shown on Table 1. In 2002, over 400,000
cervical cancer tests that were performed by
the public health system laboratories.
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University of Campinas Other cytopathology
Year cytopathology laboratory laboratories Total
(Number of tests) (Number of tests)
1995 139,435 81,175 220,610
1996 147,317 77,056 224,373
1997 193,249 66,503 259,752
1998 219,290 57,275 276,565
1999 221,572 57,613 279,185
2000 219,635 72,274 291,909
2001 235,212 150,238 386,450
2002 289,837 112,190 402,027

Table 1Source: Total number of Pap smears performed annually from 1995 to 2002 in the Campinas
Region, Sdo Paulo State, Brazil. Reprinted from “Organization of cervical cancer screening
in Campinas and surrounding region, Sao Paulo State, Brazil" by Zeferino, Pinotti, & Neves
et al. Satide Publica, Rio de Janeiro 22(9), 1909 - 1914. Copyright 2006.

The National Cancer Institute of Brazil
(INCA) introduced a cervical cancer-screen-
ing project, Viva Mulher (Long Live Wom-
en) that assisted in controlling cervical can-
cer disease. It was established in 1997 at six
localities: Belém (Pard), Curitiba (Parana),
Brasilia (in the regions of Tabatinga, Ceil-
andia and Samambaia, as well as the Fed-
eral District), Recife (Pernambuco), the
west zone of Rio de Janeiro City (Rio de
Janeiro), and the state of Sergipe (Teixeira,
2015). The campaign’s goals were to lower
incidence and mortality rates by expanding
access to cytological tests and to give the
appropriate treatment to precursor lesions in
100% of all cases. Additionally, their target
was to “collect samples for cytological ex-
aminations from 70% of women ages 35-49
years who had never taken the exam; guar-
antee that all exam results will be given back
within one month or less; monitor all wom-
en with a positive cytology result until com-
pletion of treatment” (Teixeira 2015). The
campaign consisted of two phases: the 1st in
1998, the 2nd in 2002.

The 1st phase had several successes such
as performing over 3 million pap smears:
72.1% of women were in their target’s popu-
lation and 38.6% of women examined never
had a pap smear; implementation of an elec-
tronic system for monitoring results; estab-
lishment of 244 Centers for high-frequen-
cy surgery was available; the formation of
aregional tertiary healthcare network (Porto
& Habib 2014). Brazil’s Ministry of Health
used the opportunity to make a pledge in
Beijing, where many Health Professionals
and Academics warned, “about the weak ef-
ficacy of temporary actions and the need to
create an ongoing, standardized program to
control cervical cancer in Brazil” (Porto &
Habib 2014).

The 2nd phase began its preparation
much earlier than the 1st phase. The goals
of the second phase were similar to the first
phase targeting the same age population who
had never had a pap smear or not had one in
the past three years (Porto & Habib 2014).
The goal was to test 2.5 million women by
sending out materials for pap smear test. It
was deemed successful as over 3.8 million
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women received a pap smear test (Porto &
Habib 2014). With a high response rate, the
campaign coordinators expanded the age
group from 25 to 59 years old and decided
that no women would be turned away when
requesting a pap smear test.

There has been no new campaign for the
Viva Mulher since 2002, the program is cur-
rently focusing their priorities in supporting
and improving the network of oncology care
by providing technical assistance to Brazil’s
Health Departments and reviewing the indi-
cators used for its initiatives (Teixeira 2015).

Latin American Intitatives

When compared to other Latin American
countries, Brazil had similar initiatives to in-
crease awareness and knowledge to women
in low-resource settings. PAHO developed
the Regional Strategy and Action Plan for
Comprehensive Cervical Cancer Prevention
and Control (PAHO 2011). A project was
developed to support the implementation
of this Regional and Action plan in select-
ed countries. The goal of this project was to
prevent cervical cancer in low resource set-
tings in selected Latin American countries
and the goals were as follows:

* To increase knowledge and awareness
among women, their partners, and health
providers about cervical cancer risk fac-
tors, prevention, and early detection.

» To strengthen the competencies of health
providers and the capacity of the health
system to deliver high quality cervical
cancer screening, early detection and
pre-cancer treatment.

* To increase the number of women
screened.

* To ensure that at least 95% of women
screened and detected with cervical ab-
normalities in the project are followed
and treated appropriately.

(PAHO, 2011)

Guatemala and Honduras participated in
this project and showed success in increas-
ing awareness for cervical cancer screening.
In Guatemala, it helped “expand access to
cervical cancer screening and pre-cancer-
ous treatment services and establish Cervi-
cal Cancer Early Detection Clinics in 8 high
burden health areas in the country” (PAHO
2011). In addition, the country developed
standardized protocols of early detection
and treatment for pre-cancerous lesions that
were distributed to 29 Health Care Areas
in the country. Also, a “Cervical Cancer
Pathology Manual” was published, which
contained the framework for clinics on the
detection and treatment for cervical cancer
screening and precancerous lesions (PAHO
2011). Another main strategy that Guatema-
la used was a “Screen and Treat Approach:
”This idea was that women who had pre-
cancerous lesions through visual inspec-
tion screening would receive cryotherapy
treatment that same day (PAHO 2011). This
strategy improved access to treatment and
reduced the losses of follow up care.

In order to increase awareness and
knowledge in Honduras, educational ma-
terials and over 37,500 brochures on cer-
vical cancer prevention were distributed to
women’s health clinics and communities. In
addition, to strengthen the competencies of
healthcare providers, the Honduras Nation-
al Norms and Procedures for Cervical Can-
cer Prevention and Control were developed
(PAHO 2011). As the result of the new norm
of cervical cancer, an additional 14,672 pap
smears were performed in 2010 as com-
pared to 2009 (PAHO 2011) (Figure 2).
With that said, one of the most important
developments that Honduras had was the
implementation of the information system
that allowed patient monitoring and ensured
follow-up care (PAHO, 2011).

Clinical Social Work and Health Intervention Vol. 7 No. 4 2016



60

Clinical Social Work and Health Intervention

Challenges

There are still many challenges and
barriers that many women face, especially
those living in low-resource settings and
poverty. Additionally, personal and commu-
nity barriers hinder women from receiving
health care services. For example, some
women fear that their husbands will reject
them if they have this disease (Goodman
& Nour 2014). Another personal barrier is
their religious guilt and cultural belief that
women were being punished for their sexual
behaviors and activities (Goodman & Nour
2014).

In Brazil, Lorenzi et al. stated “Brazil has
not implemented an organized population
based cervical cancer screening program,
and not even a universal system to invite all
women to realize these examinations™ (Lo-
reni, Syrjénen, Longatto-Filho 2015). How-
ever, the government has a program to con-
trol how cytopathology examinations are
performed so that women who are sexually
active ages 25 years and older can get a pap
smear test every 3 years as long as there
has been two consecutive negative smears
within five years (Loreni, Syrjinen, & Lon-
gatto-Filho 2015). Yet, it is not recommend
for women under the age of 25 years to get
screened for cervical cancer due to the fact
that many precancerous lesions clears on
their own (Loreni, Syrjénen, Longatto-Fil-
ho 2015).

Future of Cervical Cancer
Prevention

When looking into the future of cervi-
cal cancer in Brazil, it is important to have
a strong medical infrastructure; financial
stability; the community at large must pro-
mote screening efforts. Also, that primary
screening with HPV testing will be expect-
ed in the future as a standard of care and
Healthcare Professionals should consider
educating women about HPV vaccines and

new cytology tests. Furthermore, it is rec-
ommended that Healthcare Professionals
use evidence- based recommendations be-
cause if these are not followed: over-treat-
ment of lesions that may normally clear
within a few months; certain treatments
may increase the risk of complications in
pregnancy; unnecessary psychological dis-
tress (fear of cancer, anxiety, and being stig-
matized) may result (Arrossi, Silvina, Paoli-
no et al 2010).

In 2011, Brazil’s president, Dilma Rous-
seff, and Minister of Health, Alexandre
Padilha, announced that $2.8 billion US dol-
lars will be invested to fight against breast
and cervical cancer which would assist in
strengthening the primary healthcare, in-
creasing awareness through campaigns, and
supporting an outpatient and hospital net-
work of the Brazilian Public System (UICC
2015). With continuous strategies; new ad-
aptations; encouragement of technical and
financial support especially in quality of
care; continuous monitoring and evaluation
can lead to a decrease of cervical cancer
incidence and mortality rates.
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Abstract:
Over the past century, the country of Brazil has seen tremendous growth
in their economy, including — increased mechanization, urbanization,
and industrialization. Collectively, these changes have made a nega-
tive impact in the public health sector in Brazil because they have con-
tributed to the increasing number of individuals who have developed
a non-communicable disease. Non-communicable diseases (NCDs),
also known as chronic diseases, are developed over time and are caused
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by a various number of risk factors. With these risk factors uncon-
trolled, the burden only continues to rise and have a profound impact
on the health and quality of life for any individual living with a NCD.
Additionally, those individuals living with a NCD can be heavily bur-
dened financially, psychically, and socially. Currently, NCD’s represent
the largest mortality and morbidity burden in the Brazil. The increasing
burden of NCD’s have not only become a serious public health issue
for the country of Brazil, but for many countries across the globe. An
important way to reduce NCDs is to focus on lessening the risk factors
associated with these diseases. Currently, Brazil has implemented and
continues to develop solutions to reduce this burden but they still have
a long way to go. This paper will examine the impact of NCD’s on
the population of Brazil including: risk factors associated with these
chronic diseases; how this country’ prevalence of NCD’s compares to
other countries across the globe; what is being done throughout Brazil

to combat this growing burden.

Introduction

Having good health is something to be
thankful for because it is not something that
everyone possesses due to various ailments
such as non-communicable diseases (NCD).
Living with an NCD can cause a significant
burden on not just one’s health, but one’s
overall quality of life. There are several ele-
ments about NCDs which can provide clear-
er understanding of what they are.

First, NCD cannot be spread from per-
son to person by an infectious agent, even if
they might be associated with one. Second,
they tend to last a long time. Third, they can
be very disabling, can seriously impair the
ability of people to engage in day-to-day
activities, and often lead to death if they
are not treated appropriately. NCDs kill 38
million people each year and almost three
quarters of NCD deaths - 28 million - occur
in low and middle income countries. The
four main types of Non-communicable Dis-
eases are cardiovascular diseases (like heart
attacks and stroke); cancer; chronic respi-
ratory diseases (such as chronic obstructed
pulmonary disease and asthma); diabetes.
In Brazil, cardiovascular diseases account-
ed for the highest percentage of NCDs,
followed by cancer, other NCDS such as
respiratory diseases, and finally diabetes,

as shown in Table 1. Additionally, the main
risk factors that contribute to the develop-
ment of NCD’s include tobacco use, physi-
cal inactivity, unhealthy diet and the harm-
ful use of alcohol. Strategies that focus on
lessening the risk factors that lead to NCDs
is a vital element in the aim to reduce the
large burdens they create for Brazil and so
many other countries worldwide.

Impact in Brazil

Brazil, a country that is filled with
beautiful beaches, mountains and home to
many famous tourist attractions to which
individuals travel from all over the world
travel to see, faces the unwavering burden
of non-communicable diseases (NCD’s).
There are several statistics that can pro-
vide a clearer idea of how negatively this
burden impacts Brazil. For example, in
2007, 72% of all deaths were attributable
to NCD’s. Additionally, they are the main
source of disease burden in Brazil. Next,
the percentage of avoidable chronic disease
hospitalizations in Brazil was 20% in 2007,
for adults ages 20-79. Lastly, the economic
impact of NCDs in Brazil was $72 million
in 2005. (World Bank 2005) The driving
forces that have contributed to the rise in
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NCDs include greater income; more mech-
anization and industrialization; improved
access to food; urbanization; a globalization
of unhealthy eating habits.

Compared on worldwide and regional
levels, the chronic disease burden in Brazil
can be further examined. In 2014, the total
percentage of the population who died from
an NCD in Brazil was 74%.; the total per-
centage of the population who died from an
NCD in Latin America was 36% in 2007
and worldwide was 68% in 2012. These sta-
tistics indicate that the prevalence in Brazil
exceeds both national and worldwide per-

and alcohol consumption following behind,
as shown in table 2. Currently, the high-
est trending risk factors in Brazil related to
NCDs is overweight and obesity. In 2012,
around one in seven Brazilians were classed
as obese. Globally, Brazil is far behind coun-
tries such as the United States and Mexico,
where around a third of people are obese, but
the concern is the rapid rate of weight gain.
With healthier foods becoming more expen-
sive, lower income families have to opt to
choose foods that may be higher in sugar and
fat because they are the cheaper option. Col-
lectively, the high prevalence of these risk
factors are the triggers that

Table 2 Risk Factor Prevalence in Brazil, Data from World Health Organization

Obesity (2008)
Tobacco Use (2011)
Raised Blood Pressure (2008)

Total alcohol per capita consumption, in liters (2010)

centages of deaths due to non-communica-
ble diseases. If prevention measures are not
properly implemented, and management of
NCDs goes uncontrolled, the direct and in-
direct costs of NCDs will continue to pose
important fiscal and public challenges for
the country of Brazil.

Risk Factors

As mentioned earlier, the main risk fac-
tors that contribute to the development of
NCD’s include tobacco use, physical in-
activity, unhealthy diet and the harmful
use of alcohol. These factors are also main
contributors for obesity and raised blood
pressure rates, which greatly contribute to
the development in NCDs. In Brazil, raised
blood pressure in adults (18 or older) con-
tributed as risk factor the total highest per-
centage, followed by obesity, tobacco use,

Male Female Total
16.0% 21.4% 18.8%
22% 13% 17%
36.8% 25.3% 30.8%

13.6 4.2 8.7

Prevention Strategies

Because of the extreme burden NCDs
place on Brazil, several prevention strategies
along with health promotion initiatives have
been put in place that aim to combat the risk
factors that lead to NCDs. In 2006, after dis-
cussion and agreement at federal, state, and
municipal levels, a broad health promotion
was approved. To further support local health
promotion actives, the Ministry of Health
contributed a great deal of funding to expand
on the interventions put in place to combat
risk factors and increase promotion of health.
For example, to combat the highest trend-
ing risk factor of obesity, the country has
launched a nationwide program to increase
physical activity and improve diet, known
as the Academia’s da Saude. The Ministry
of Health’s goal is to expand Academia'’s
da Saude of Brazil’s promotion of physical
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activity to 4,000 municipalities by 2011. By
2010, this physical activity network already
included 469 projects. This is just one indica-
tor that the promotion of a healthier lifestyle
is a priority of Brazil’s health system.

In 2006, to respond to the increasing
prevalence of tobacco use, Brazil ratified
the WHO Framework Convention on To-
bacco Control. A free national hotline,
whose number is placed within the cigarette
pack warning, offers guidance on smoking
cessation. Additionally, several new to-
bacco control bills have been approved at
the national, state and municipal levels. In
February, 2011, to respond to the increasing
prevalence of those with raised blood pres-
sure (hypertension), Brazil’s Ministry of
Health initiated the Health is Priceless Pro-
gram. This program offers free medication
to control and reduce the burden of hyper-
tension, diabetes and asthma. The program
distributes, free of charge, 11 medicines
- six for hypertension and five for diabetes -
to control blood pressure and diabetes. As of
February, 2014, the program, active in 4,119
cities through a network of 30,136 pharma-
cies, has provided services to 6.6 million
diabetic and 16.4 million hypertensive pa-
tients. The three initiatives discussed within
this section are an example of how Brazil
has been taking action to combat their high-
est concerning risk factors for NCDs.

Strategic Action Plan

Looking towards the future of the non-
communicable disease burden in Brazil, the
Unified Health System of Brazil (SUS) and
the Ministry of Health set forth an NCD Ac-
tion Plan 2011-2022. This action plan includ-
ed a wide array of initiatives to respond to
the ongoing epidemic of NCD’s throughout
Brazil. One aspect of the action plan includ-
ed a National Health Survey administered
in 2013. This survey was distributed for the

purpose of producing data on national health
status: risk behaviors; health services access;
financing; etc. Data collection is very benefi-
cial in the healthcare industry because it pro-
vides a deeper insight on the issue that has
to be solved therefore makes it possible to
produce the most appropriate solution to that
specific issue, such as NCD prevention strat-
egies. The strategic action plan also included
targets to help reach their goals of reducing
mortality and risk factors from NCDs. Some
of the targets include reducing NCD prema-
ture death rate (<70 years) by 2% a year;
increasing fruit and vegetable consumption;
reducing the prevalence of harmful alcohol
consumption; reducing average salt intake;
increasing the prevalence of physical activity.

Because the NCD burden is not a prob-
lem unique to Brazil and affects a majority
of countries around the globe, The World
Health Assembly endorsed the World Health
Organization (WHO) Global Action Plan for
the Prevention and Control of NCDs 2013-
2020. This plan aims to reduce the number
of premature deaths from NCDs by 25% by
2025 through nine voluntary global targets.
The nine targets focus in part by addressing
factors such as tobacco use; harmful use of
alcohol; unhealthy diet; physical inactivi-
ties that increase people‘s risk of develop-
ing these diseases. The plan offers a menu
of “best buy” or cost-effective, high-impact
interventions for meeting the nine voluntary
global targets such as banning all forms of
tobacco and alcohol advertising; replacing
trans fats with polyunsaturated fats; promot-
ing and protecting breast feeding; prevent-
ing cervical cancer through screening. More
than 190 countries, including Brazil, agreed
in 2011 to adopt all nine voluntary targets
in the WHO Global Action Plan 2013-2020.
The adoption of the WHO voluntary targets
were incorporated into their country’s ac-
tion plan. These initiatives show that Brazil
is taking a proactive approach to reduce the
burden of NCDs.
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Conclusion

In conclusion, it is clear to see how
non-communicable diseases have become
a major health priority in Brazil due to the
large economic and social adverse effects
they have throughout the communities
within the country. On an individual level,
NCDs impose financial, social, and health
burdens. With obesity being the highest
trending risk factor for NCDs due to un-
healthy eating habits and a lack of physical
activity, the initiate to promote a healthi-
er lifestyle has to start at a young age. It
is also important to stress that the most im-
portant way to reduce NCDs is to focus on
lessening the risk factors associated with
these diseases. In the long term, it is much
less expensive for government to invest in
prevention measures than to provide costly
medical treatments to treat NCDs. In sum-
mary, Brazil has made significant progress
in their efforts to reduce NCD by creating
initiatives and having programs in place

that have successfully reduced various risk
factors such as tobacco use and raise blood
pressure. Additionally, Brazil is active in
its efforts both domestically and globally
to address the threat of NCDs by striving to
reach critical targets set out in their strate-
gic action plan. Although progress has been
made, comparing the NCD burden in Brazil
on both a national and global level indicates
that they have long roads ahead of them in
order to reduce the mortality and morbidity
rates associated with these diseases. With
the continuous population growth and in-
dustrialization trends in Brazil, the NCD
challenge will remain prevalent for years
to come. So it is vital for healthcare sector
and government in Brazil to remain proac-
tive in their approach to reduce the NCD
burden. In conclusion, Brazil has shown
a great effort in reducing the NCD burden
and in time, future data will allow the world
to see the progress that has been made by
the various initiatives set forth.
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Abstract:

Developing future health care leaders continues to emphasize the need
for competency based education. Given the increasing impact global
health issues has on health status and population health on a country,
graduate health care management program should include exposure
to knowledge and skills in the curriculum. The geographic boundaries
of domestic based graduate education often limit the ability for global
engagement. Many student experiences diversity among the profile in
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classroom, whether on-line or residential, and some content related ma-
terial on global issues. The paper reviews a strategic global partnership
model used to expose students to health issues and health systems using
study abroad learning. A three-year case study between partner institu-
tions in North and South America is examined. The findings identify
critical factors and best practices needed for sustaining global health

partnerships.

Introduction

The movement towards Competency-
based Health Management Education is
well underway. Demands from stakehold-
ers continue to push the need for capable
healthcare leaders who are high performers
engaging in various domains of manage-
ment. Assessment and continuous devel-
opment of healthcare managers is needed.
Several competency models and assessment
exist such as the Healthcare Leadership
Alliance and American College of Health
Executives 2016 Competencies Assessment
tool identifying competency attainment in
five domains (ACHE, 2016). The Interna-
tional Hospital Federation (2015) has also
identified leadership competencies required
for healthcare leaders to be effective in
global environments. Several other mod-
els exist. A core component to competency
development in both academic and clinical
settings depends upon the translation of the-
ory to practice. The additional challenge in
preparing students and clinicians for global
work is providing an environment and con-
text for competency development. Truong,
Paradies and Priest (2014) discuss theory
to practice through specific interventions
aimed at developing cultural competency in
healthcare professionals to improve patient
healthcare outcomes. Opportunities for stu-
dents to gain exposure to context where
cultural competence can be developed is
particularly important when dealing with
health disparities and social justice issues
(Rajaram & Bockrath, (2014).

Although workforce and classroom di-
versity exposes individuals to ethnic and
cultural activities, it is far from a full emer-
sion experience that often occurs in study
abroad or Physicians Without Borders op-
portunities to develop global health compe-
tencies. This article describes how strategic
global partnerships are formed to provide
a platform for health management educa-
tion, research, and service. Special empha-
sis is placed on a North American and South
American partnership between academic
and health institutions.

Steps in Partnership Formation
and Structure

Building global partnerships is an endur-
ing process that requires a vested interest
by at least two individuals. Common values
and intention to fortify a lasting relationship
needs to be present. An essential first step
1S commitment, in most cases volunteerism,
by a few individuals to establish the partner-
ship. The perseverance to work through the
technology, language, time, and other poten-
tial barriers is needed. Cultural competence,
respect, and appreciation for the hard work
to form a partnership is needed in the ear-
ly stages. Without this commitment early
partner-ship formation is virtually impos-
sible. Once the intention is present by the
vested individuals, in many cases faculty
and clinicians, buy-in from senior leader-
ship is needed. If the institutions where the
vested individuals preside, proclaim as part
of their mission global outreach, service,
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or collaboration, support is more easily ob-
tained. The strategic plan can then serve as
the basis for supporting the global partner-
ship with direct and indirect backing. Di-
rect support can be in the form of financial
and human resources. Indirect support can
be in the formal documentation to establish
ongoing partnership activities. Evidence
of ongoing faculty and clinician teaching,
scholarship, and service can eventually lead
to resource allocation from the institution.

A  memorandum of understanding
(MOU) serves as a basic document that out-
lines the mutually agreed upon activities of
the global partnership. Initially, the MOU is
intended to facilitate less formal activities
such as faculty to faculty research and teach-
ing; clinical peer to peer sharing; hosting
student lectures. As the partnership grows,
the MOU can be modified to include more
formal initiatives such as enrolling in class-
es, joint degrees, and other educational en-
deavors to provide context for global health
management competency development.

University-based partnerships often serve
as the platform for global health education
initiatives to flourish. Universities have his-
torical foundation and stability to support
sustainable partnerships. University-based
partnerships are more stable resulting from
long-standing faculty commitment to educa-
tion. Additionally, many health management
and allied health professions schools have
existing clinical-based partners who have
staff willing to support educational endeav-
ors intended to support global health educa-
tion and population health.

Critical Factors in Sustaining
Health Management Partnerships

There are several factors that contribute
to the success of health management part-
nerships. Some of these factors include:

* Institutional support

» University-based and health institution-
based partnerships

» Faculty scholarship and research

» Co-teaching between partner institutions

* Student learning

+ Service-orientation

» Building on existing global partnerships

* Friendship and common ground

*  Succession planning

» Early/mid-careerist commitment

Institutional support is a key element to
sustainability. Senior administration needs
to recognize and commit to long-term en-
gagement. This is more likely when faculty
or clinicians have established a track record
of research and scholarship, teaching, and
opportunities for students to participate in
service learning. Service orientation, social
justice, and principles of human rights can
serve as the premise for ongoing collabora-
tion.

Building upon existing partnerships pro-
vides a solid framework for sustainabili-
ty. Health Management Partnerships that
have realized long term accomplishments
can be used to form multi-national models.
Recently, partners from St. Elizabeth Uni-
versity, Slovakia, PUC-RIO, Brazil, and the
University of Scranton, USA, conducted
a global forum for health services research
in January 2016. The Scranton-Slovakia
Health Management Education Partnership
was established in 1995 (West 1995) and the
Scranton-Brazil Health Management Edu-
cation partnership was established in 2013
to include University and Health Institu-
tions.

Conclusion

Global Health Management Education
Partnerships provide opportunities for stu-
dents, faculty, and clinical staff to engage in
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educational activities that supports holistic
personal development. Emma-Louise Avel-
ing and Grahman Martin (2013) describe the
transformative nature of international health-
care partnerships in developing countries be-
yond traditional market forces and national-
istic initiatives. Julio Frenk and Suerie Moon
(2013) recognize the challenges for gover-
nance in global health settings. Through
university-based and healthcare based initia-
tives, governance is more informed through
individual leadership and partnership agree-
ments at a more micro-level.

Long-term and short-term study abroad:
student research; faculty teaching; exposure
to social justice issues in underserved com-
munities in both Brazil and United States
can provide the contextual setting for global
competencies to be developed. Acknowl-
edging the importance of global health, nur-
turing healthcare leaders who understand
the impact of global health at a local level,
and obtaining buy-in from institutional ad-
ministrators can establish Global Health Ed-
ucation Management Partnerships that birth
the future of healthcare system delivery de-
signed to meet the needs of a global society.
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