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ABSTRACT

This article proposes an articulation between tmily Health and the Sanitary Surveillance fielfis o
action. It reflects on how essential concepts andajines of the Brazilian public health system §lsuch
as integrality, social control and health promotican be integrated into the practice of healtligasionals.
Family Health is both a strategy for taking on apeactice and a field leading to comprehensiveaesls
health promotion, in addition to being conducivetonmunity participation. Health promotion guides a
practice which can potentially transform the fiefchealth. Sanitary Surveillance acknowledges its
connection to health promotion and its ideologaféihity to the principles contained in the Ottalaetter. In
view of the complex social environment in whichfessional and user meet, and of the hurdles to more
effective health practices, training and enablinghln resources becomes a tool for transforming and
enhancing public health.

Key words: Sanitary surveillance. Family Health Program. ltteptomotion. Health human resource
training.

Introduction

This paper aims to discuss the main challengasetgalification of sanitary surveillance actiobased on
a family health practice approach, starting with iealth promotion logic. In this context appehesdritical
reflection on the possible creation of a spaceifibical reflection on sanitary surveillance, sirssveral
actions, such as interventions on environmentalhandt risks, and monitoring of quality of servicesll be
more effective with the improvement of social cohtequally important for the family health.



For a new work process, the co-responsibilizatidmoth the health team and the target populatiendesn
pointed out, aiming at the social construction @dlth demands and needs, expressed, among oth#rs, i
reorganization of practices to overcome primarggistance practices, in the sense of health promoti
actions, formally established in Ottawa (BrazilD28).

In this sense, health promotion is understood@sss-sectional articulation strategy, where viiybis
bestowed to risk factors/situations, to differemtial groups and to differences among needs,dée# and
cultures of our country, aiming to establish medé$mms to reduce vulnerable situations, incorporatéas
control and participation in public policies manamgst, and to defend equity. With this comprehension
the range of health interventions, where healttlpras and needs are articulated with their deteant)
health promotion approaches the field of healtlveiliances. The expression “health surveillanceshithe
plural form, since we recognize the existence efgpidemiological, environmental, sanitary and @0k
health surveillances, and that these have distmafigurations within the Unified Health System &)}Jand
different performances as well.

The notion of health social production is the fumetand primary objective, without which there smew
work process; it depends on a political guidane slupports the incorporation of society in thelysia of
the health-disease process and of values thatgsiofeals assume as rules for their practice. Based
knowledge nucleus (the specific knowledge of eacfiegsion), the health practice field would be acgpof
imprecise limits, where each professional woulddeéor support of another professional to carrytis
own work (Campos, 2000).

The World Health Organization - WHO (OMS, 1997)aernended the health promotion strategy as
methodology to develop comprehensive actions thed@age changes in life style and in environmental
economic and social conditions which determinethe#&dansforming the attention model; so it was
considered guideline to achieve “Health for althe 21th century” (HFA/21th century), reiteratig t
politics “HFA/2000” for the new century. Simultanesy, the conceptual renewal of Public Health pdace
the issue of essential functions - understood Henpeance of a specific and functional part of biealth
system - as directly addressed to actions of th@evpciety, social practices that comprise thadbrfeeld

of conditioning and determining biological and sddactors, and of its specific healthcare (Pan Acaa
Health Organization — OPS, 2002).

Health promotion is thus considered one of the rhamctions of public health and, as strategy alditad
with other policies and technologies developedu St makes it possible to think and operate asctim
meet social health needs, addressed to fellowsamednunity.

Within this perspective, health promotion can bdarastood as: level of care with actions that presidin
the sense of improving) health of non sick fellotwslistic approach of the health-disease procedtn
interventive ways (changes in the way of understendnd acting in health care); basic function wibljc
health, aiming at community actions that comptilsegugh active citizen’s participation, inter-se@b
strengthening and empowerment to facilitate healtture (Buss, 2005). According to this author, the
Family Health Program (FHP) is concerned with epfbmotion, whose object is population
(independently of its health conditions), and whpwssctice comprises broad promotion, prevention,
assistance and health recovering actions. The pop€empowerment has become important in the last
years, and in the field of public health it hasrbased as strategy to gain health. Authors as Bemst al.
(1994), Wallerstein & Bernstein (1994), and Thuk293apud Teixeira, 2000) define empowerment as
people’s ability to better understand and to cdritreir personal, social, economic and politicabsgth,
acting to improve their living conditions.

Within the idea of health promotion, this concepan important resource to sustain health educatbans,
both individually and collectively oriented in satgroups and organizations, through participative
educational processes. So it will try to articukstehnical and popular knowledge, and to mobilize
institutional, community, public and private resmes, in order to face and to solve health problanastheir
determinants (Buss, 2000).



Again, health promotion is regarded as possibititgomprehend the role of social determinants aithe
and in sickness, such as unemployment, starvatifficult access to education, inadequate residgnce
among others, shifting the traditional focus omlgvmanners, in a fragmented and individual perpedo
place it in the perspective of collective constiwtand in the context of the fellows’ own livesdan
communities. Conversely, it fosters the articulatid different types of knowledge, recognizing Hexeral
agents and power relations, analyzing the ansviees @y services for health demands.

Concerning politics, there are movements to qualiictices and strengthen social control, suches t
Humanized SUS (Brazil, 2003), user’s handbook (Bra206a) and social control at the SUS
Humanization presupposes professional capacitat@mal control and an operational preoccupatich wi
the reorganization of services and practices.thrigugh dialogue and communication that humarompati
becomes possible and solidarity opens a perspdotiveimanization. In this sense, humanizationezltin
care implies both listening to the user and tohisath professional, so as they can be part cdlaglc
network, in which health actions are conceived tdasethe ethical dignity of word, respect, mutual
recognition and solidarity (Betts, 2006).

Based on sucpresuppositions, the following questions arise: a) what educatignacesses have been
implemented to capacitate both health professiomhtscarry out sanitary surveillance actions, drubeé in
the family health teams, for this practice?; b} @ossible to articulate such practices basederfamily
health locus, having health promotion as guidelio®Pow can we exert positive impact on healthinit
the families, guided by integrality, co-respongation and empowerment of fellows targeted by tti®as?

However, it does not propose a definitive answethe above mentioned questions, but to make &alini
approach and critical reflection on these issuea,dialogue with some authors and official docutsien

The first step was to choose documents and litexaithe six letters from the International Confeesion
Health Promotion (OMS, 2005; Brazil, 2001a) weralgred, focusing on action fields and on the rofies
mediation, education and health defense, and tiadtiHef the Americas Project (OPS, 2002), which
discusses the “new” public health, its basic fusrtsiand social practices. Then we analyzed docunant
the Brazilian Health Ministry (Brazil, 2006b, 20Q01£€93), highlighting the Family Health Stratedyet
Health Pact and the National Politics of HealthrRstion; and the National Sanitary Surveillance 8yst
that guide the organization of practices (healtimmtion, family health and sanitary surveilland&y.
complementary technique, scientific publicationsex@nalyzed - mainly Lucchese (2006), Buss (2005,
2000), Starfield (2002) and Freire (1997), refeesni this theme.

Based on these procedures — choice of documentitenadure — elements were gathered accordinei t
meanings, to facilitate the analysis of the makeria

Groups were formed according to the following nacleategories: a) family health as a health pracbg
health promotion setting in the family health Igctsintersection between sanitary surveillance fanaly
health practices, as follows.

Family Health as a health practice

The Family Health Strategy (FHS) is a possibildyéstructure primary health care, based on af settions
aligned with the principles of territorializatioimter-sectoriality, decentralization, co-resporighbtion and
priorization of population groups at risk of sickseor death (Brazil, 1993), Since thé" Mational Health
Conference, in 1996, this strategy has been anrianmicexpression of the national health politicg] Aas
been pointed out as being able to change the hegemurative model, to fullfil the guidelines ofeth
Unified Health System: integral health care.

The concept of Primary Health Care (PHC), as coeckby Starfield (2002), points out that servicethis
level of attention must beommunity-oriented, aware of its health needs, according to the enamand
social contextsfamily-centered, able to respond to its demandsiturally competent, to recognize the



different needs of population groups, understanthieq representations of the health-disease psodémse
propositions have interfaces with the FHS, undests politics to reorganize the Brazilian heajtstam.

So the re-organization of primary health allowsea/mwork process, where the link professional/patierl
co-responsibilization of both staff and populataye requirements to achieve resolution and humiioiizan
health care. There are several health actionsisthetel and they have great impact over population
mobidity and mortality patterns. According to anfoiesearch work carried out by the Brazilian Healt
Ministry, Sdo Paulo University and New York Univigysfor each 10% of coverage of the Family Health
Strategy, infant mortality rates are reduced ié.6'he Family Health Expansion and Consolidation
Project [Projeto de Expansédo e Consolidacao daesdaidFamilia — PROESF], carried out in 2004 andb200
produced several papers containing evaluationteedle point out Szwarcwald (2006), whose work best
indicates the potential to change health care atdis. Based on these facts, it is expected tivagpy care
offers high quality, resolutive services, valuireatth promotion and protection, as part of a hanaed
system (Costa & Carbone, 2004).

In order to tackle the complexities of primary tikaare in an unequal society, the family healémtenust
be closer to the population, what is not clearliagal in “traditional” primary care units, whereganization
is centered on the biomedical health care modeth&damily health team would be prepared to opetta
concept of integral health care. Integrality coneerwith health practices and acting beyond demands
usually in health care, and that, while proposieglti protective actions, be able to do it in dadlé
manner, preventing future risks. Consequently giratiety as a broad comprehension of the fellow'sdse
the ability to place the offers adequately, scoasgéntify the best moments to make such offers Tieans
being able to recognize the need to adapt healthaters to the specific context of the situatiamere
fellows meet the health staff (Mattos, 2004).

To account for the new role played by the heatiff sthis team must change its practice in healtcation,
no longer facing the problems (whose limits andsgmbkties are given by educational interventioimsan
authoritative and normative manner. The challesde propose culturally sensible interventions paeid to
the population contexts. To fulfill this, healthaptices must be regarded as social and culturitiesg Trad
& Bastos, 1998), health education techniqgues maiginiancipatory and its main instrument must be
dialogue (Alves, 2005). It is undeniable that Healtiucation practice is also able to multiply Heatre
actions —preventing diseases and / or promoting health — and so it is subordinated to the immediate and
mediate objectives of services, as well as to steircture.

The above mentioned limits and possibilities ofadional interventions must be considered in thlet lof

the social dynamics and changes in the world okwestablished by modernization. This imposes
productive flexibilization, new work organizatioarins, stronger competition, technological revolutiand
requires a new subject of knowledge, more autonemaod in a constant learning process. The worket mu
articulate several specific knowledges with ethaad political, communicational dimensions, and
interpersonal relations, that form the subjectigtynutual relationships, and share of ideas, amdtgart of
this knowledge is built in the work environment (Gadho, 2004; Deluiz, 2001).

Changes in the world of work have showed healtligggionals the need to develop competences that go
beyond dignosis, prevention, planning, interferepceposing solutions, ruling, managing, negot@amnd
evaluating health. They require ability to neg@jab carry out cooperative work and share decssion
Particularly in health formation, such requiremeantply an articulation of several types of knowledg
scientific and technical knowledge, professionafrfation and implied qualities, in work experienaesl
social life; supporting the establishment of muétigelation among peers — professional staff amdngonity
— that stimulate collaborative and exchange presss well as in the development of significantpsses
that comprise not only the know-how, but the revathinking manners (Tavares, 1998; Offe, 199hjsT
posture demands a previous educational procesbequart of the health professional, which develups
creativity to welcome the patient’'s needs. Freli@9({) and Belkt al. (2003) highlight that to educate is to
respect the pupols autonomy, it means to be awahe dunfinished” human being, and to create
possibilities for dialogue, recognizing, at the saime, that education is ideology. This reflectmnthe
professional’s capacitation in the contemporaryglized scene is worrisome, due to the performémeateis
expected from the family health staff in particulaho suffer the consequences of the inadequate
professional formation and are not sufficientlyrteal in the public health area (Gil, 2005).



Reorientation of services, objective of the FHSyrie of the five action fields of health promotiarhich
replaces the incorporation of determinants of #ath/disease process both for teaching health
professionals and for its practice, and pointh®isolation of the health mechanicist concepttédvailing
in the contemporary health care model (TavaresQ)199means to overcome a practice still refeteethe
hospital-centered health care model, centereddividtuals and on curative medical action, to seamnch
everyday care, a broader view, more consistent lngittith promotion, reaching individuals and the
community, and shifting the focus on the fellowisedse.

Concerned with the way people are cared for in @nyniealth units, privileging their knowledge nuddo
act only over the disease, Cunha (2005) proposedghlication of the amplified clinic in primaryrealt
aimed to change the way of taking care of the iddial and the community, improving the offer of lieg
tools beyond the traditional medicine, and undediteg the particular expectations of each patient,
considering the therapeutic approach less normatdecollectively constructed among professionats a
individuals.

Finally, primary care is where most part of healtbblems are solved, and the genuine place to cartry
integrality and social control - more than attrimjtthese are SUS'’s values. The challenge is tatgpleasic
care, called primary by some authors and considengldmental (plagiarizing education) by us.

The health promotion scene in the family healttocus

Health promotion, defined as the process that erepppopulation to control health, thus concerning
individual and collective welfare (WHO, 2005, 1986&s been the center of debates and scienfic giiodu
The Ottawa Letter (WHO, 1986) proposes five figflaction for health promotion: health-friendly
environments; making of healthy public policieseaghtening of community action; development of
personal abilities, emphasizing health informatioealth services re-orientation.

Considering that for SUS, integrality decentral@atand social control are guidelines, its headtrec
network must be valued to become a privileged sfmcsociability and politicization of users, workeand
managers, spaces that help improve the abiliteltdf's to reflect and intervene in society (Carealb004).

The convergence between the fields of action dstadal by the Ottawa Letter, ratified by the Bangkok
Letter (OMS, 2005), and SUS’s guidelines, from¢baceptual viewpoint, has been matured along tee pa
20 years. The challenge is to transform these esninto practical actions, considering the compylef

the social and cultural environments where healtloas are carried out. The other aspect of thizesa
challenge is to articulate determinant and/or dioraing factors involved in the genesis or mairnaaice of
health/disease problems and to transcend the letdbgpproach prevailing in everyday practices.

In general lines, this is the health/disease ifisaedemands primary care services, and whichrseifa
Brazil — have been insufficient to meet the bagieds, concerned with the configuration of povdrat t
determines the several forms of being alive, sictemad in most part of the population. Needs whose
answers are not always found in the health seataf for this reason require inter-sectorial actigravares,
1998).

The objective is to overcome procedures that hiridgaractice, the vision of how the social and the
biological facts interfere in the health/diseasecpss. That is, to conceive and to incorporatsdieeal as an
important dimension of this process and to perciige a historical reality, socially built, idefying it in

the individual. To proceed with the re-orientatadrservices, health promotion action at primaryeaaust
be formed by activities of several workers, formahabled to carry them out iastitutionalized care
(italics by the author), and are aimed to integeaie to health care needs, with actions in therahitant
factors and the consequent search for inter-satitgti(Tavares, 1998).

According to this analysis, the health practiceterndeals with several types of knowledge. Oneem
from science, refers more to the concept of distteme of health, and the other arises from theestive



experience of disease and health of the individodl population. Departing from the idea that thenftion
of health professionals is based on the knowledgksease, what efforts are needed to allow ancsmbr
that takes health into consideration? There areeqmasible answers for this question: investment in
continuing education for these professionals, me#odology to apprehend knowledge arising from
practice; in the strengthening of local health siréind in the formation of social fellows committedhe
operation of a broad health concept. For the extgt®f knowledge and the recognition of health serd
not enough to face such a complex practice conidedre must be a professional with ethical andipali
values, and competence to learn beyond his knowladgleus, overcoming dichotomies between collectiv
and individual practices, and able to recognizee$h and act on the existing social resourceslliina
recognizing the challenge to be tackled, one negatsfessional able to invest in the partnership wie
population and with the other health professionatduding the ones from the sanitary surveillance.

So the qualification of health professionals’ piaes is the main tool to transform the approagbetients,
family, community and care re-orientation, maingchuse these professionals are in charge of denglop
health education actions, important to meet the’'&ldBjective, to promote health and sanitary suievece,
as we will see in details.

As a result of this analysis, we see the convemrgehproposals of the family health strategy analthe
promotion, being the former in a privileged placeihtervention actions in health determinants, as
preconized by the latter. It is expected that ttudgssionals involved in its development are matet@
face, in this complex context, the contemporarytagnchallenge. The field of social epidemiologylects
upon this complexity when it brings the focus demtion, formerly concerned with health risk fastdo
closely examine the social context where such gksir (Carvalho, 2004).

Somes studies (Valkt al., 2004; Valla, 2000) emphasize the importancenolas support strategies for
health maintainance, diseases prevention, anctiliidte convalescence, where health educationrbeso
necessary to set up conditions for human developrbased on equity, sustainability and democracy -
values addressed at health determinants, accaalimgalth promotion guidelines (Tavares, 2004).

We insist that professional capacitation is arrimsent to make primary health care operate. Trginin
professionals must be dialogic, critical and reftexSimilarly, professional and population must ige
touch with one another. It is possible to introdunghe everyday practice of FHS teams, healtimotan
actions, to establish partnerships and articulataomong the several social segments, and to impletine
fields of health promotion. The critical dialoguayrlead to the emancipation of individuals andrisuze
health with quality of life. According to Heidema(2006), the incorporation of health promotion @i is
still far from the concrete practice of health gssgfionals, because it is hard to incorporate tloetmeir work
process, especially when still there is a health o@odel based on biomedicine

What is the insertion of sanitary surveillance pratices in the family health practice?

Up to this point we have worked with the idea tiedlth promotion guides a new practice, able taosfam
the health arena. We defended that family healthsigsategy to build a new health practice, ableclp
implement the dimensions that the broad concepealth places for the organization of integral tieehre.
Now we must reinforce the necessary approach afdhéary surveillance towards this reality, ovenatg
the little social visibility that surveillance haad so far.

Conceptually speaking, Sanitary Surveillance istaginstitutional, administrative, programmaticia
social strategies, integrated and guided by pytdiwies designed for the social production of treddased
on services, integral actions and essential pestic defend and promote life within environment.
Surveillance actions are developed through theceseepf management and sanitary actions, supposedly
democratic and participative, in a team work baasislressed to the populations of specific terggrunder
their responsibility. In order to extinguish, redumr prevent risks to health, a set of actions roast
articulated, including integration with primary eaactions.



Abroad, the institutional arrangements designddlfdl public health’s basic functions of regulati and
inspection vary from one country to anofhém Brazil, both this arrangement and the prastim@mprised in
it are called sanitary surveillance. Accordingtie Brazilian Constitution, it is part of the SUSlanust
intervene in health risks among the populationmadter if these risks come from the environmerther
production process, trading and consumption of gpad well as services rendering of sanitary istete
other words, sanitary surveillance actions layha$cope of social relations in production and gongion,
which originate most part of health problems reiggiintervention (Costa & Rozenfeld, 2000).

Historically, Sanitary Surveillance has the powkadministrative police in the field of health, itsost
visible face for society. Due to this power, whatsures it the ability to intervene in sanitaryipems, the
Sanitary Surveillance is in charge of restrictindividual rights on behalf of the public interdss.types of
action comprise activities of authorization (regiibn of products, license and authorization fasibess),
normatization, health education and communicatidgh mcietyﬁ. Authorization and normative activities
assign it a character of regulatory action, of&tattion, and must be carried out by public agasggyned
for such’; therefore, these activities cannot be performequtesent by the family health teams.

However, without the education and communicatidivdies which should permeate health care, esfigcia
in primary care, sanitary surveillance has not emessful. On one hand, there is its specifimkhow,
concerning quality and sanitary safety of servamed goods, which must interact with the populatamd
professionals’ knowledge of other health care asti&o, in dealing with services and goods of elagyryife
and concerned with people’s basic needs, the sastiaveillance becomes a privileged setting falthe
communication and promotion. On the other hanthéninteraction between sanitary surveillance and
society, one must also consider its participatiothe definition of the assumed risks, thus redytie
eminently technical characteristic of the reguhatdecision-making form that excludes the population

The organization of municipal sanitary surveillaseevices is quite variable among the Brazilian
municipalities. The professionals have differenieational levels (high school and graduation), and
different types of graduation course. Accordinght® 2004 National Census of Sanitary Surveillance
Workers, 80.4% of municipalities had sanitary sillaece workers, and in 23.7% there was only one
worker; from all, only 32.5% were graduated. Iratien to the type of graduation, 18% were veterame,
13% administrators, 12% pharmacists, 8% nursegj@dfists and 5% physicians. Based on this data, the
following tasks were considered challenges for hunegources in sanitary surveillance: to fostedgation
for workers with high school level; adapt workevghie needs and attributions of services; creale an
implement a continuing education program; and ¢éai& mechanisms to set and value workers @als,
2005).

Sanitary surveillance actions carried out in thenitipalities also vary, and comprise, in healtrecar
services, offices (typical municipal action) andviees of medium and high complexity (generallytates
action). However, there is a basic sanitary suagke action which is more regularly developed lanids
significant potentiality for dialogue with the FHBhis is the surveillance over pharmacies, foodrass
(butcheries and supermarkets), and medical andtoldgical offices (including FHS units).

There are still a few initiatives of education axminmunication developed in the scope of sanitary
surveillance and there is a large space, poorly explored,dacational action in sanitary surveillance, both
concerning awareness of risks to health, in everadidtudes ans situations, and concerning citizigns

rights (Lucchese, 2006).

Considering the little social demand for collectaaions of health promotion and protection, aredréstrict
and particular space where sanitary surveillantabéshed itself, one of the main challenges isrisure
that educational actions reach the population hadhealth protection resources are used in thaipeaof
every health professional. A legitimate way of sharg this approach is through the partnership ¥eithily
health teams, whose health agents are closer fwhdation.

Based on health promotion proposals, sanitary flawee is co-responsible for the development os
promotional actions, and reinforces sanitary awassithrough information and communication, among
others. A first issue is: how can we communicati wociety in order to qualify surveillance in faafe



challenges and bring it near to health promotidioas? That is, how can we put communication with
society into practice? For this purpose, consideFRHS practices, we will point out the opporturdfy
sanitary surveillance to work, together with comityrinformation and communication in a contextaat
way, as demanded by the best effectiveness in c@hisol.

A significant opportunity for such communicatiorthi® moment when families are registered and ressur
are mapped, carried out by the community agentnwine community’s physical, environmental,
institutional and social resources are describedth® occasion, the institutional spaces wheréagn
surveillance actions will take place can be mappied.expected that the community informs aboaet th
space where they live, including information on dgjuelity of health services. The sanitary survegkis in
charge of monitoring the quality of health serviased by the population, and its main attributetoi
diagnose problems of services and to propose sokitiThe awareness of users on the importantargf us
satisfactory services points to the possibilitypadgress in the exercise of citizenship, conquérsaligh the
joint orientation of surveillors and other healtiofessionals.

This partnership allows that sanitary surveillappafessionals get in permanent contact with theuladion,
during the monthly household visits and meetinggppsed by the FHS staff, whose practice exceeds the
boundaries of services and allows a new spacaterocution.

The family health team may be the link between comity and sanitary surveillance team. The community
agent is the first professional with whom the comityidentifies itself. He must be a leader in the
community and has to be aware of the communitytsasand geographic context. He is the first
professional to identify risk situations that magd to epidemiology and prevention, as well asitotary
surveillance. Some risk situations, as discontisuoeatment, abandonment of elderly, children reégle
alcoholism, excessive migration, unemployment ahdrs are identified everyday by these professgnal
and approached by the whole family health staffh@onust incorporate important risks or injurieshe
scope of the sanitary surveillance, such as: aliamgrntoxication, environmental contamination, woisks,
inadequate use of medication, among others.

When sanitary surveillance and FHS professionaisesivith the population the surveillance of riskgy
empower the population and promote social confifoé improvement of social control, which is a cahtr
issue for the family health, is also regarded asl@umental for sanitary surveillance, as it candansn the
effort to establish auditorships, to open commuivcechannels that allow users to send complaigfgrts,
suggestions and praises. Since th&lational Conference on Sanitary Surveillance {ffiplement the
Sanitary Surveillance National System: to protexct promote health, building citizenship” — BraZ1001b,
2001c), issues like social control, public respbitisy, information democratization, ethics andzgnship
are in the agenda of sanitary surveillance.

The first point in the dialogue between family heand sanitary surveillance concerns the idearotary.
Traditionally, sanitary surveillance considers Filfolitical and administrative division, which mean
jurisdiction. On one hand, the fiscal component&ction justifies it. So surveillance actions ar
circumscribed to the federative entity responsibiehat action, so as to have legal force. In Heisse, there
may occur simultaneous actions in the three goventahlevels in the same place. For the FHS, to
delimitate areas for teams to work, for clientedsaition, is a geographic issue, but generally ltased on
the amount of population, not considering the daud political dynamics of territories (Pereira &
Barcellos, 2006).

However, the concept of territory, originated ino@eaphy, is more compatible with collective health
practices, where territory is the space lived bygbe (Santos, 2003), and also is the setting walere
enterprises and institutions act. So the concegeographic space represents a category of systaedi
convergence which generates the several processsgad in life conditions, environment and health
populations (Barcelloet al., 2002), and holds a large potential to explait identify problems (Monken &
Barcellos, 2005). This concept of geographic spalceerritory-process, which is not incompatiblewihat
of jurisdiction, has been more employed in famigalih, since it is articulated with the proposalghange
the health care model.



The comprehension of territory by technicians asetsiof the health care system tends to infludneavay
this territory will be incorporated to practices.its origin, the FHP tries to regard the territtwwards a
multi-territorial perspective. But the operatiozalion of this idea meets reductionist trends, raa#les local
managers, community agents and the general stafdiEferent ideas about territory (Pereira & Béias
2006).

Another issue is financing, within the context m@rtsformations brought by the 2006 Pact. In 20@atct
for Health was approved (Brasil, 2006b), as resililitense discussions involving technicians ared th
direction of several areas of the Health Ministng National Council of Municipal Health Secretarie
(CONASEMS), and National Council of Health Secriem(CONASS). This pact retakes issues on
decentralization, integrality and social contrasiales financing. The progress identified heresearthe
strenghtening of the FHP and on the definitionedlth regions, ensuring the offer of services of émd
medium complexity. Unfortunately no progress wasifibin tasks concerning sanitary surveillance
financing.

Formerly, the Primary Care Minimum Tax (PAB), amanthyer actions, financed the municipal family hiealt
and sanitary surveillance, and primary health eat®ns. Among the five financing blocks establibg

the Pact, one is for Primary Care and one for He&lirveillance. The first, regulated by Act n. ZO7,

aims to support the family health (except pharmtcalucare, supported by its respective block) fra
2007). The health surveillance block is formed ésources previously destined to the epidemiologindl
environmental surveillance, and to the sanitaryeillance; and these resources can shift from one
component to another, and may weaken the procesmefruction of these services at municipal level.

With regard to the Primary Care Pact, nowadays\tidely known that the FHP is nationwidend that its
network requires implementation. Among others,ptagress comprises: multi-disciplinarity, which
becomes relevant with the inclusion of a dentighanteam; valuation of the work process, includingad
family care, monitoring of care through follow-upteria; obligatory input in information systemshieh
allows the dialogue among the many federativeieafitjualification and capacitation strategieseaits
based on definitions of attributions, continuingieation and investments in graduation. The Managéme
Pact clearly defines the sanitary responsibilitg@th level of the SUS: federal, state and murlicipa
overcoming the previous qualifying process. Thatjdecentralization is highlighted, where intedralth
actions are ensured with the creation of the Hddtgions. These regions are territorial portiona in
continuous geographic setting (not restricted ¢rtfunicipality) comprising a network of actions and
services that grant a certain degree of resolylidithe municipality, with enough primary care gradt of
medium complexity.

The municipality is in charge of primary care amdlth surveillance actions. The region must enaacess
to complementary health actions. So, politicallgadgng, there is a scene of a new sanitary redpititysi
joined by managers, able to implement integralityag the actions on hand. This integrality is naeno
restricted to the rationalization of services qffanceived asihtegral health care”, within the perspective
of medical, individual, curative care (Teixeira02), since the municipality has already embodiedalth
surveillance actions. The FHP, which in the preseane fails to join, form and qualify its workeissunder
the municipal manager’s responsibility, who musbansure health surveillance actions, includimagny
health surveillance actions. The management ofahnéary risk, although perpassing the three gareemt
levels in the same geographic territory, has, @llevel and as a municipal health system, thg diut
exerting social control, which will be strengthernmsdthe joint action of the FHP and the sanitary
surveillance.

Independently of rules and management forms, sgrgtaveillance must enlarge its object of actiod a
working manner. Beyond products and services, gtrimclude as object of action the determinanthef
health-disease process and of quality of life, laegbnd inspection, it must include in its work,
communication techniques (with society and othaitherofessionals) and inter-sectorial actions.



Final remarks

So far we have defended the idea that the “newhgny care fundamental care, in our opinion) is able to
become more resolutive, approach integrality arfatittg humanization to services; and that sanitary
surveillance is a partner in the task of protecting promoting health. We mean that we believaen t
theoretical construction of the SUS and its profsgsand we do not forget that humanization of sEwi
must happen everyday, at th@int (employing a jargon of the area). The meetingsafruprofessional and
team is qualified by the investment in educatidoatative processes for staff and users, with thetm
effective social control. Education, proposed &so must recognize its emancipatory ideology oka
relation. This is the challenge, to invest in humasources, putting communication with the popakatnd
exercise of citizenship into practice.

As it has been pointed, to implement the concepttefyrality is not an easy task. It is a change,amly of
strategy or reorientation of the health care mdalel of value, in which the user does not feel thatsystem
is excludent and that it favors him, offering seed that are close to his needs, but that he kaggtit to
such services. And that the staff humanizes itkwefusing the exercise of power in its relatiapshith
the user. In doing so, we will met with the stretegiing of community action and a new interlocutipace.

We cannot ignore the great progress of the FHS@ziB in the last years, nor the effort of theitay
surveillance to capacitate its professionals amewkealize its actions. However, the family healthrerage
still needs improvement, as well as the surveillestcucture. The capacitation processes for health
professionals, although deserving a lot of attenéiod investments on the part of the Health Mipjsttill
are incipient in some regions and do not meet tipailation’s needs.

Still there is a lot to be discussed on the isdueealth practice at the SUS, health educatiorfegsional
capacitation and social control. Most of all, thesra lot to be done. However, we do not quit theaithat
this is the time to implement a Unified Health ®ystable to promote, protect, assist and recover the
population’s health.
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