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ABSTRACT

The objective of this exploratory study was
to understand the discourse leading to the
health intervention proposals approved
during the Health Conferences held in
Curitiba-PR between 1997 and 2007. The
results show that the approved health in-
terventions were related to epidemiologi-
cal indexes, the funding of the system, the
change of the health care model, and the
participation of the organized social move-
ment. To broaden the participation, discus-
sions were carried out before the final ses-
sion, in which the number of participants
remained nearly constant. In the final
remarks it was observed that no reviews
were done regarding the determinants of
the health-diseases process; there was a
tendency to make individuals accountable
for promoting changes in their reality, and
the model of broadened participation al-
lows for reflection on the representivity of
social movements in the political decisions
within the sector.
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RESUMO

Estudo exploratdrio que objetivou compre-
ender o discurso das propostas aprovadas
para intervengSes em saude nas Confe-
réncias de Saude ocorridas em Curitiba-PR
no periodo de 1997 a 2007. Os resultados
demonstram que as intervenc¢des em sau-
de aprovadas estiveram relacionadas aos
indices epidemioldgicos, financiamento
do Sistema, reversdao do modelo de assis-
téncia e participagdo do movimento social
organizado. Para a ampliagdo da partici-
pacdo foram garantidas discussdes ascen-
dentes anteriores a plenaria final, na qual
se manteve um numero de participantes
quase constante. Nas consideragdes finais
teve-se que ndo houve reflexdo sobre os
determinantes do processo saude-doenga;
a tendéncia foi responsabilizar o individuo
para promover mudangas na sua realidade
e 0 modelo de ampliagdo da participacdo
permite refletir sobre a representatividade
dos movimentos sociais na decisdo das po-
liticas do setor.

DESCRITORES
Conferéncias de Saude
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Atengdo Primaria a Saude

RESUMEN

Estudio exploratorio que objetivdé compren-
der el discurso de las propuestas aprobadas
para intervenciones sanitarias en las Con-
ferencias de Salud acontecidas en Curitiba-
PR entre 1997 y 2007. Los resultados de-
muestran que las intervenciones sanitarias
aprobadas estuvieron relacionadas a los
indices epidemioldgicos, financiamiento
del Sistema, reversion del modelo de aten-
cién y participacidon del movimiento social
organizado. Para la ampliacion de la partici-
pacién fueron garantizadas discusiones as-
cendentes anteriores a la plenaria final, en
la cual el nimero de participantes se man-
tuvo casi constante. En las consideraciones
finales, se expresd que no existi6 reflexion
sobre los determinantes del proceso salud-
enfermedad; la tendencia fue responsabili-
zar al individuo para promover el cambio en
su realidad, y el modelo de ampliacion de la
participacion permite reflexionar sobre la
representatividad de los movimientos socia-
les en las decisiones politicas del sector.

DESCRIPTORES
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INTRODUCTION

Public social control aims to provide democratic soci-
eties with the ability to exercise the right of citizenship,
in which representatives of organized social movements
participate in the elaboration of public policies, together
with other social entities, in order to meet the needs of
individuals and society at large. In Brazil, discussions re-
garding popular engagement processes were initiated in
the 1930’s and 1940’s, when public policies were created
to offer each individual state the opportunity to voice
an opinion on the infrastructure needed to supply the
demands of productive, highly populated and industrial
concentrations of people located in the outlying areas of
Brazilian cities”. The scope of these needs included the
access to goods, services and social-political rights denied
to those not belonging to the ruling classes of society®.

In present day Brazil, the Health Councils are perma-
nent decision-making bodies. Health conferences are
regularly held in each area of government, aimed at con-
sulting the representatives of different social segments
regarding the healthcare needs of the popu-
lation, in accordance with the regulations of
the Unified Health System. The purpose of
these conferences is to define the guidelines
for each individual sector’s public policies®.
In the committees, councils and confer-
ences, designed to encourage popular par-
ticipation, the representatives of organized
social movements are expected to express
the demands of the people they represent,
as well as to influence policy to meet the
health needs of the people adequately. It
should not be forgotten, however, that all
interventions aimed at assisting the popula-
tion at large are expected to be carried out by the public
services*®, In Brazil's representative democracy, these
bodies of indirect participation are comprised of colle-
giate and deliberative groups, with the goal of establishing
each sector’s public policies. However, this is a relatively
recent phenomenon, implemented slightly more than
twenty years ago, and therefore needs to be expanded
and deepened®,

In the past decades, the economic structural adjust-
ment recommended by international agencies to aid
developing nations has led some countries experiencing
enormous social and economic challenges to adopt strat-
egies aimed at meeting the demands of the low-income
population. Brazil was one of these nations. The recom-
mendation of strategies toward the settlement of eco-
nomic reforms has created the so-called Minimum State;
that is, according to neoclassical economic theories, the
State abandons the position of inducing economic growth
and social welfare and transfers this responsibility to the
logic of the market!”. Added to the absence of the State
concerning the promotion of satisfactory life conditions
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for all populations is the lack of preparation on the part
of the representatives of organized social movements to
claim for and conquer their rights and autonomy. More-
over, the difficulties faced by healthcare managers regard-
ing their understanding of the role of councilors in the def-
inition of public policies, as well as the lack of preparation
regarding the follow-up of the application of the financial
resources in the sector, should also be highlighted®.

Taking into account the above-mentioned restrictions
and issues, the construction of a democratic, all-inclusive
society requires that this process be reanalyzed, so that
all social classes, as well as all ethnic, cultural and gender-
based diversities, are cared for under the services provid-
ed by the State®.

Advancements in the healthcare sector are directly
related to the economic and social policies that define
the social determination processes of the health-disease
continuum. Capitalistic societies are responsible for labor
insertion and social reproduction; in other words, they
are in charge of handling the life conditions of individu-
als, families and communities. These conditions allow in-
dividuals to meet their self-preservation and
life preservation needs within a socially de-
termined context, which concurrently deter-
mines their own needs!*?,

Based on the presupposition that the
proposals approved by the Health Confer-
ences and the interventions of the sector
should be able to meet the health needs of
communities and populations, the city of
Curitiba (PR) has been promoting various
Health Conferences since the beginning of
the 1990’s, in accordance with the recom-
mended frequency (once every two years).
Thus, the present reflections were aimed at
comprehending the discourse of the proposals approved
during the Curitiba Health Conferences held between
1997 and 2007.

METHOD

This is an exploratory, qualitative-based research. The
exploratory phase of the research may be considered to
be research itself, as it enables the construction of knowl-
edge and responses to previously set hypotheses*!, Ex-
ploratory studies allow the researcher to build knowledge
and gather experiences regarding a given problem. Such
knowledge can be used as a basis for the analysis of the
eventual elements related to that problem, so that the
next phase of the research can be developed?.

This study is founded on the Theory of Praxis Interven-
tion in Collective Health Nursing (TIPESC in Portuguese).
grounded on Historic and Dialectic Materialism (HDM)®*3),
Based on its adopted world view, the TIPESC was pro-
posed to the collective health field, which stands for the
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emergence of health intervention processes based on the
comprehension of the social determination of the health-
disease binomial. Therefore, the TIPESC provides nurs-
ing with a dynamic systematization profile that is able to
capture, interpret and intervene in a given reality through
the articulation between observed phenomena and social
production and reproduction processes. Similarly to Ob-
jective Reality, the theory should be comprehended in its
three dimensions, namely: the structural dimension, the
particular dimension and the singular dimension. This
allows the professional to identify the processes related
to the health-disease profile observed in a defined col-
lectivity, time and space. In its intervention in the real-
ity, the TIPESC recommends that it be reinterpreted over
and over again, so that the intervening instrument can be
once again inserted into a dynamic movement.

The ethical aspects of the research project named
Evaluative competencies of the nurse in recognizing and
coping with the healthcare needs of families, from which
this present study was drawn, was assessed by the Re-
search Ethics Committee of the University of Sdo Paulo’s
Nursing School and approved under resolution number
740/2008.

The documents were analyzed in light of the analyti-
cal categories of the theoretical references proposed by
the six Final Reports of the Curitiba Health Conferences
held in 1997, 1999, 2001, 2003, 2005 and 2007. The ini-
tial analysis showed that the documents presented sig-
nificant differences regarding the systematization of data
recording processes. Aiming to pinpoint the changes re-
lated to the issues addressed by the approved proposals,
a thematic guideline was organized throughout the whole
period in order to enable the organization of intervention
groups related to specifically pertinent issues. The the-
matic analysis guideline was created following an exhaus-
tive reading of the material. Later, the guidelines were ap-
plied to each report, seeking to identify whether or not a
specific discussion took place during the event, and also
to confirm eventual alterations to the approved proposals
pertaining to each issue.

In order to comprehend the dimensions of the Objec-
tive Reality in terms of the specific approved health inter-
vention proposals made during the Curitiba Health Con-
ferences between 1997 and 2007, the study investigated
the public policies that defined the organization of the
local healthcare system — the structural dimension — and
the characterization of Curitiba regarding economic, pop-
ulation and epidemiologic aspects, as well as the public
health service network implemented during that period —
the particular dimension.

RESULTS

The Health Conferences debated the collective and in-
dividual character of interventions related to healthcare
promotion and prevention, as well as the treatment of
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various diseases, aiming to meet the needs of patients ac-
cording to the specifics of their life cycle or disease; more-
over, the meetings approached the concerns of health
professionals regarding the environmental impact of social
production and reproduction factors in the municipality. It
was noted that the approved interventions predominantly
focused on both the individual and on curative actions/
treatment interventions that should be developed by the
health services at all levels of complexity.

The conferences’ discourse presented indirect collec-
tive interventions aimed towards fostering quality of life.
A series of interventions aimed at preventing illness could
also be identified in the documents. These types of inter-
ventions were more prevalent in the proposals approved
during the last three Conferences (9™, 8th, 7th)(14-16),

The following is the discourse presented at the 7t con-
ference:

The theme: Conquest, advancements and challenges of
the Unified Health System in Curitiba. Subtheme: Mental
health, social control, intersectoriality, health rights, social
security and financing, health-based labor, social security
and health. The following proposals were approved: (...)
Increase in the actions of the healthy life program, aim-
ing to promote interventions in people’s daily lives and to
stimulate habit and attitude changes toward a healthy life
style (...) Encourage, support and participate in projects
that integrate governmental and non-governmental sec-
tors, as well as civil society, aiming to improve quality of
life and health conditions and seeking the social, economic
and environmental self-sustainability of the Curitiban pop-
ulation (...)

The reports of these events reaffirmed the need to
change behaviors and life styles adopted by individuals
in regards to proposals concerning health promotion. In
this sense, the proposals focused on the accountability of
subjects for their choices and habits towards an improved
quality of family and community life.

The reports presented a significant repetition of ap-
proved intervention proposals. Here is the explanation:
the proposal was approved in response to the demands
of a given group, according to life cycle characteristics;
later, another very similar, sometimes identical proposal
was approved in order to meet the demands of an at-risk
group. The repetition also occurred regarding interven-
tions that should be carried out in certain services based
on technological levels of complexity. Examples support-
ing this observation include proposals related to the prior-
ity care of elderly people facing a life- threatening illness
and the immediate recording of the same proposal when
the discussions targeted ways in which elderly people
should cope with the threat to their health when there
was a high prevalence of illness in the group, as can be
seen in the following fragments from the 9t Conference:

Advanced proposals to cope with the occurrence of
diabetes in the population at large:
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(...) comprehensive, multidisciplinary care in the various
healthcare levels that takes into account degrees of risk
toward the organization of hierarchical care based on a
referral and counter-referral system. In high biopsychoso-
cial risk situations, the care model must be carried out by
means of case management processes, where self-care
and the patient’s adherence to the treatment plan toward
controlling the disease are stimulated (...)

Advanced proposals to cope with the occurrence of ar-
terial hypertension in the population at large:

(...) Implement case management in high-risk (biopsycho-
social) situations within the Healthcare Unit's coverage
area. Stimulate self-care and adherence to the treatment
plan. Encourage the formation of physical activity groups
coordinated by a health professional (...).

Advanced proposals for health promotion and control
of iliness in the aged population:

(...) Develop preventive actions to mitigate elderly peo-
ple’s health risk factors, such as the cardiovascular risk
originating from hypertension, diabetes, obesity, sedentary
lifestyle and tobacco addiction, among others. Develop
actions toward preventing prevalent illnesses in aged pop-
ulations (...).

In this case, the proposals sought to address the best
method of systematization toward the elaboration and
approval of intervention proposals under the logic of the
Municipal Health Conferences, which presuppose a broad
participation of organized social movements in the health-
disease process. This all-embracing engagement subsidiz-
es the establishment of public policies to cope with the
health-related needs of various populations and also or-
ganizes the services provided by the sector, in accordance
with the principles of the UHS?3), The reports reveal dif-
ficulties in establishing the guiding axis of the collective
discussion, as this type of debate seeks to enhance the
participation of organized social movements, technicians,
managers and service providers.

The approved proposals were consolidated by the
guarantee of access and the enhancement of the scope of
interventions carried out by primary healthcare services,
pointing out a clear need to expand the Healthcare Com-
munity Agents Program (HCAP) and the Family Healthcare
Strategy (FHS), in addition to changing the work condi-
tions observed in local services, expanding healthcare
teams through the increase of personnel, introducing new
labor categories into the health labor process and, finally,
encouraging the participation of organized social move-
ments in the definition of health interventions in local ser-
vices, as shown below.

The access to, and the enhancement of, the scope of
interventions carried out by primary healthcare services:

Educational campaigns designed to inform the population
regarding programs and services offered by the Health-
care Units (HUs) (...) Promote and enhance home-based
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care interventions (medical-nursing) provided to families,
thus enabling their continuity (...) Implementation of Fam-
ily Healthcare Programs in all HUs (...) Ensure that the
UHS provides the necessary care during the morning, af-
ternoon and night periods (...) Train healthcare community
agents and ensure the continuation of the project (...) (5th
Conference).

The introduction of new categories:

Expand the physical education program to all healthcare
units of the City Hall, under the guidance of the health
professionals (physiotherapy and physical education) (...)
(7th Conference).

(...) Implementation of pharmaceutical education programs
regarding the prescribing of drugs to the elderly and the is-
sue of polypharmacy (...) (8th Conference).

The engagement of the organized social movement
in terms of defining health interventions in the local
services:

Propose that local health councils promote waste reduc-
tion, reuse and recycling in the municipality (...) Propose
that the Municipal Health Secretariat advertises and imple-
ments healthcare volunteer programs through the promo-
tion of annual volunteer meetings (...) Implement mecha-
nisms of participation for the Local Health Councils in the
programs developed by the HU, especially regarding the
promotion of healthcare and self-care actions (...) (7th
Conference).

The healthcare professional was identified as being
partially responsible for the development of health-based
interventions, prevention of illness and patient’s adher-
ence to treatment. Adherence to treatment is dependent
on the adopted lifestyle and the self-care status, aiming
at promoting health and preventing illness. The contradic-
tions observed in the discourse were found in the propos-
als that indicated the need for ensuring adequate funding
for the sector, accessibility to other services at different
levels of complexity, and the revision of the care model,
among other issues that can become obstacles in the de-
velopment of healthcare interventions on the part of the
professional and the knowledge of the individual regard-
ing the necessary care to maintain health.

The 4t Conference highlights were as follows:

(...) Increase financial support and other resources for the
operation of the Municipal Healthcare System (...) Sensi-
tize the healthcare teams regarding the relevance of em-
bodying healthy life habits and carry out health-based edu-
cational programs in the communities (...).

The same Conference evidenced some difficulty re-
garding the comprehension of the true attributes of the
sector, and which interventions were dependent on in-
tersectoral cooperation in order to be carried out. This
was due to the fact that whenever a given proposal was
approved, the search for partners to carry it out was also
commenced. This reality caused us to reflect on the con-
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cept of partnership on which the healthcare interventions
were based, as several of these interventions did not de-
pend on other sectors for implementation, but rather on
the health sector itself. Here is an example:

Intersectoral cooperation towards health promotion by
means of the prevention of traffic accidents — to establish
a program aimed at providing vehicle inspection bodies
with a higher degree of strictness and control (...) Disclose
pedestrian-related information concerning the prevention
of traffic accidents (...) build pedestrian footbridges on BR
277, BR 116 and in other critical areas; place bus exhaust
pipes on the upper rear of the vehicle, at the roof level, as
a method of decreasing the amount of toxic gases inhaled
by users [...] Collect and disclose statistical data regarding
traffic accidents per district and major intersections, thus
enabling data information to be fully uncovered (...). (4th
Conference).

The sequence of the debates on intersectoral issues
showed a misunderstanding of this principle. This fact can
be clearly observed in the 7t Conference®, when Protec-
tion Networks were approved. The documents show that
these entities should integrate health services with other
local services, so that the necessary interventions aimed
at altering the undesirable realities of some segments of
the population — children, teenagers, aged people — could
be made available.

Provide parents with collective awareness interventions
and relationship education regarding the child and adoles-
cent protection network (...) Encourage the implementa-
tion of a protection network for elderly people living in situ-
ations of abandonment, violence or ill-treatment (...) (7th
Conference).

As for the organization of the municipal healthcare
system, the discourses range from the services provid-
ing pre-hospital care up to those services that should
be held responsible for more complex actions. Regard-
ing pre-hospital care, the proposals debated during
the 6™ Conference™® pointed out the implementation
of the Trauma and Emergency Integrated Care Service
(TEICS) and the Urgent Medical Care Service (UMCS)
in order to provide support for pre-hospital emergen-
cy care processes, which had previously only been car-
ried out in the 24-Hour healthcare units, which had
become totally overwhelmed in terms of their care
capacity.

Under a similar perspective, some approved pro-
posals pointed out the need for the establishment of
guidelines that could ground the interventions carried
out by the professionals at the various levels of health-
care complexity. The 6™ Conference® provides a good
example of this matter, discussing the approval of the
creation of the Health Service Integrated System (HSIS),
so that integrated interventions could be carried out at
different levels of the system in a more effective and
efficient way.
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(...) offer integrated services directed towards meeting
the demands of populations located in the HUS coverage
area; satisfaction of the population regarding the HSIS (...)
Expansion and diversification of health care branches (...)
intersectoral integration between health care services and
other public policies (...) integration with the municipalities
in the Metro Area (...) aiming to implement the UHS’s prin-
ciple of universality (...) enhancement of the outpatient de-
partment’s decision-making capacity (...) articulation with
social services (...) higher level of rationality of the HSIS
(...) economic assessment of healthcare services (...)
cost-benefit assessment of the healthcare-technological
aggregate (...) (6th Conference).

In the process of defining the organization of the mu-
nicipal healthcare system, the Conference’s participants
agreed that the management of public and accredited
services should comply with the principles and guidelines
established by the UHS in regards to the development of
the interventions under their responsibility. Accordingly,
the approved proposals recommended: the definition of
the healthcare model be carried out within the services;
an articulation with other sectors for the development of
cooperative interventions — intersectoriality; adequacy of
the health service infrastructure towards the expansion of
the healthcare coverage; guarantee of access for patients
and hiring of professionals by means of civil servant ex-
ams in order to increase the existing number of employ-
ees; and insertion of new professional categories into the
healthcare labor process.

A certain number of approved proposals presented
interventions aimed at altering social determinants and
requirements in the health-disease process; however, the
following discussions showed a retreat in the direction of
the proposal. This was because the majority of proposals
referring to the social determination of illnesses either
recommended interventions for groups and individuals
at risk or affirmed that patients and their families should
adopt a healthier lifestyle in order to prevent the threats
to their health discussed in the conference.

Violence-related morbidity and mortality indexes were
the focus of discussion from the 6% Conference onward®®.
The approved preventive-based interventions were aimed
at combating violence against aged people, women, ado-
lescents and children, as well as decreasing the mortality
index of adolescents resulting from external causes. As
for the latter, the Conference recommended an expanded
analysis of these cases by means of the identification of
the social-economic variables related to its determination.

(...) Broaden the protection network for victims of violence.
Expand violence notifications against children. Implement
care protocols toward women victims of violence. Imple-
ment the Information System for Violence Prevention (IS-
VP). Encourage the population to adopt a healthy lifestyle
(...) Recognize violence against women as a public health
problem. Build an information network regarding violence
against women and children (...) Insert intra-family vio-
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lence as a criterion toward the identification of populations
at risk, aiming at prioritized care within the HU (...) (6th
Conference).

As for the finance issue in the municipal healthcare
system, this theme was identified at all Conferences due
to the fragility of the sector in guaranteeing resources
to implement and maintain approved interventions. The
search for financial resources at the legislative level in
the different government spheres was recommended. In
spite of the lack of defined financial resources in the sec-
tor, observed in the regulations of the Unified Health Sys-
tem throughout Brazil, proposals indicating the need to
expand or implement interventions were approved at the
Conference without clear knowledge of where the finan-
cial resources for their implementation would come from.

Regarding the application of resources in the sec-
tor, the 7*" Conference*® approved a proposal that held
the Municipal Healthcare Council (MHC) accountable for
overseeing the application of resources, as previously set
out in regulations on the books since the beginning of the
1990’s.

The revision of the current care model was pointed
out at all of the Conferences. The issue was addressed
both when it related to the interventions to assist indi-
viduals in coping with a given illness and when it referred
to a healthcare intervention designed to meet the needs
of individuals in a given phase of their life cycle. In this
sense, the envisioned care model was created for the
healthcare program, according to the Healthcare Pro-
grams established by the Ministry of Health. The adoption
and updating of clinical protocols aimed at complying with
the changes that took place in the sector’s labor processes
and improving the efficiency of the healthcare interven-
tions provided were also approved. Under this perspec-
tive, the 6™ Conference!*® proposed the implementation
of nursing consults, as well as the International Classifica-
tion of Nursing Practices in Collective Health (ICNPCH®),
as strategies to reverse the current care model in the pri-
mary healthcare programs.

The demand for training programs for the Secretariat’s
healthcare professionals could be observed in a great
number of approved proposals. The need to improve pro-
fessional knowledge in order to meet the organization’s
demands and the specificities of the interventions carried
out in the public and accredited services was seen as a
way to reverse the current care model. According to the
analyzed reports, the desired model was based on the
health program and required the development of the ac-
tivities set out in the protocols. Thus, the training program
referred to in several different proposals aimed to instru-
mentalize professionals, so that they could intervene in
accordance with the sector’s management programs and
protocols.

The theme of social control was also present in several
proposals at all Conferences due to the relevance of the
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participation of organized social movements in the elabo-
ration, organization and implementation of the event. The
need to educate patients to enable them to participate
in discussions regarding the population’s health-related
issues, as well as the Public Policies to be approved in
order to meet those demands, were the major concerns
recorded at the Conferences in this area. However, it was
agreed that these training processes should be carried out
by the healthcare service management itself, by means of
permanent education projects.

During the ten years of the Conferences, the reports
showed several changes in the manner in which they were
organized. The documents of the 4" Conference!*” did not
record the moments preceding the Conference’s plenary.
In later years, the reports revealed the collective mo-
ments preceding the Conference, aiming at expanding dis-
cussions and elaborating proposals®. Thus, the courses
and the local and district conferences that preceded the
plenary of the Municipal Conference ensured an increas-
ing number of participants. The documents show that the
records of these moments were significantly enhanced
throughout time; hence, it is believed that there has been
a wide distribution of opportunities for the engagement
of organized social movements in all areas of the munici-
pality. However, the number of participants in the Confer-
ence plenaries held steady, despite the population growth
in the last years, as well as the improved organization of
the conferences based on preparation and the enhance-
ment of the proposals to the sector.

DISCUSSION

The Conferences’ documents showed that the system-
atization of the reports related to the approved propos-
als throughout the ten year-period analyzed by this study
was improved. The content of the proposals shows that
the discourse became closer to the healthcare reality in
the municipality, based on epidemiologic and popula-
tional indexes. The results of the Conferences highlighted
the repetition of different approved intervention propos-
als, justified by the need to develop actions to cope with
distinct problems. As such, the discourse seemed to have
its origins in the healthcare system’s technical or mana-
gerial fields, not in the organized social movement. This
finding agrees with the results of the 11* National Health-
care Conference, which points out the lack of preparation
on the part of the representatives of the organized social
movements to represent the population’s interests in the
definition of Public Policies®.

The strengthening of the councilors’ academic and
professional background was one of the approved propos-
als found in all Municipal Conferences; however, no record
whatsoever was found regarding their preparation. None-
theless, some records contradictorily showed that such
preparation should be carried out by the managers of the
sector. It is believed that the training programs organized
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for healthcare councilors must focus on their autonomy in
order to represent the people effectively, which was the
purpose for which they were elected. Additionally, the ac-
ademic and professional background of healthcare profes-
sionals must be enhanced by means of a training process
that allows them to critically and reflexively comprehend
the reality of the dimensions that surround them, in such
a way that they are capable of understanding the social
determination of the health-disease process in order to
promote interventions that go beyond the mere iden-
tification of signs and symptoms of illness presented by
people seeking healthcare services®329),

The compliance with recommendations aimed to pro-
vide minimum care, or to an extent defined by the avail-
ability of resources, require the establishment of exclusion
criteria??. In this sense, the analyzed discourse supported
the logic of the healthcare program. In the majority, such
a healthcare program is based upon the risk criterion;
however, this profile poses several obstacles against the
recognition of healthcare needs, as recommended by the
Unified Health System.

It is up to the public power to regulate and predict the
resources required to promote interventions that are capa-
ble of efficiently meeting the health needs of both patients
and families. These interventions, in their turn, must be
carried out by competent professionals. This has been the
historical claim of the movement that supports Brazilian
Sanitary Reform; thus far, it has not yet been achieved®?.
The major consequence of this lack of regulation can be
the exhaustion of the capacity of the local healthcare ser-
vices to provide answers for social determination process-
es that extend beyond the healthcare sector.

The advancements in the organization of the Health-
care System, according to achieved results, are related
to the implementation and updating of protocols and
programs designed to systematize health care in recent
years®31%), Among the innovations we note the Curitiban
Mother Program, the International Classification of Nurs-
ing Practices in Collective Health (ICNPCH®), the single
electronic report, the online disease notification system,
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