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Quadro l. Definicoes de unidade e servico hospitalar de Infecciologia

Integrados num Servico de Medicina — Com instalagdes & secratariado
Intema, com ambulatono da proprio
aspecialidade de Infecciologia Minmo de 25 camas

Minimo de 10 camas Minmo de 7 infecciologistas
Minimo de 3 infecciologistas

SETUBAL
Alcacer do Sal
Palmela

Unidade
H. Setubal

Servico
H. Almada

PORTALEGRE

SANTIAGO CACEM
Grandola
Sines

EVORA

Unidade
H. Evora

Servigco
H. Almada

BARREIRO MONTIJO
Moita
Alcochete

Unidade
H. Barreiro

BEJA

Unidade
H. Beja
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EsSTuUuDO PARA A CARTA HOSPITALAR

EsPECIlALIDADES DE MEDICINA INTERMNA, CIRURGIA GERAL, NEUROLOGILA,

PEDIATRLA, OBSTETRICLA E

18 DE ABRIL DE 2012

Alentejo:

INFECCIOLOG LA

Unidade Local de Saiide do Hospital José Joaquim Femandes - Beja Frimeralinha  Geral SUMC

Baixo Alentejo, EPE Hospital de 530 Paulo - Sepa .

Unidade Local de Saiide do Hospital Dr. José Maria Grande - Portalegre Primeira linha SUMC ndo

Norte Alentejano, EFE Hospital Santa Luzia de Elvas Progmidade. SUB nio
o Hospital do Espirits Santo de Evora, EPE Referéncia Geral SUMC sim

Hospitais nao integrades em

CHULS Hospital do Litoral Alentefano, EPE - Sanfiao d® primeirafinha Geral SUMC ndo

Algarve:

Centro Hospitalar do Baravents  Hospital do Barfavento Algarvio - Portiman Primeira linha

Algario, EFE Hospital Distrital de Lagos Proximidade 0 nio
. Hospital de Famo, EPE Referéncia Geral SUPeCT sim

Hospitais nao integrades em : o .

CHULS Centro de Medicina de Reabilitagao do Sul - 530 Referngia  Especializado 0 n3o

Bras de Alportel

LVT:

Centro Hespitalar Bameino
Mantzo, EPE

Centro Hospitalar de Lishoa
Central, EFE

Cenfro Hospitalar de Lishoa
Ocidental, EFE

Centro Hespitalar de Setiibal,
EPE

Centro Hospitalar de Tomes
Vedras

Centro Hospitalar do Médio
Tejo, EPE

Cenfro Hespitalar do Oeste
MNorte

EFE

I-hmiﬁsniuintenadcsan

Hospital de Mossa Senhara do Rosro - Bamein
Hospital do Mentii
Hospital de S0 José - Lishoa

Hospital Curry Cabral EPE - Lishoa
Hospital de Santa Marta - Lishoa

Hospital de Santo Antbrio dos Capuches - Lisboa
Matemidade Dr. Alfredo da Costa - Lishoa
Hospital de D. Estefania - Lisboa

Primeira linha
Proximidade

Geral

Especializada

Centro Hospitalar Lisboa Norte,

Hospital de S0 Francisco Xavier - Oeiras
Hospital de Egas Moniz - Lisboa
Hospital Santa Cruz - Oeirs

Hospital de 530 Bemarda - Setiibal

Referéncia  Geral

Frimeira linha Geral
Hospital Ortopédico de Sanflago do Outo - Setlibal  Referéncia  Especializade
Hospital Distrital Tommes Vedras Geral
Hospital Dr. José Maria Antunes Jiinior - Tomes Frimeira linha o
Vedras Especializado
Hospital Distrital de Abrantes
Hospital Distrital de Tomes Movas
Hospital Distrital de Tomar

Hospital Distrital Caldas da Rainha (Centro
Hospitalar das Caldas da Rainha)

Hospital Bemarding Lopes de Oliveira - Aloobaga
Hospital de 53¢ Fedr Gongalves Telmo - Peniche
Hospital Termal Rainha D, Leonor - Caldas da
Rainha

Hospital de Santa Maria - Lishea
Hospital Pulido Valente - Lishoa

Instituto Portugués de Oncologia de Lisboa
Francisco Gentl, EPE

Primeira linha Geral

Primeira linha

g

Proximidade

Rfartngi

g

Referéngia  Ecpecializadn

Hospital Garcia de Orta, EPE - Almada Referéncia Geral
Hospital Beatriz Angelo - Loures Primeira finha Geral
Hospital de Santarém, EPE Frimeira linha Geral
Hospital de Vila Franca de Xia Primeira finha Geral
Hospital Dr. Jose de Almeida - Cascais Primeira linha Geral
Hospital Professor Doutor Femando Fonseca, EPE - Primeira finha Geral
Hospital de Jiio de Mates - Lisboa (Centro - -
Hospitalar Psiquitrico de Listea) Referenda . Especiaiizado

Insfituto de Of@imologia Or. Gama Finfo - Lishoa ~ Feferéncia  Especializado

SUPeCT

SUPeCT
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A UNIDADE DE AMBULATORIO
(1992 -2012)




PRINCIPIOS BASICOS DA

REDE HOSPITALAR

O QUE FOI EFETUADO

- Nao tomar em consideragdo os pareceres técnicos
fundamentados em vigor, ou ja propostos para serem
implementados

- Pretender colocar médicos isolados, sem a necessaria
insercao em Servicos idoneos da respetiva especialidade

- Pretender colocar em Hospitais basicos especialidades de
média diferenciacao

- Nao distribuir os recursos proporcionalmente as
necessidades assistenciais decorrentes de dados demograficos
e da prevaléncia regional das doencas

Constituir Juris de Concurso compostos por médicos de outra
especialidade da dos concorrentes que irdo ser avaliados

O QUE DEVERIA TER SIDO FEITO

Implementar uma Rede Hospitalar baseada em estudos
aprofundados com a participacao de reconhecidos
especialistas

Garantir uma acessibilidade adequada a todos os doentes
ultrapassando os reconhecidos constrangimentos
geograficos

Rentabilizar a capacidade instalada e a experiéncia
acumulada, garantindo uma adequada massa critica
imprescindivel a uma pratica clinica de qualidade

Institucionalizar uma consultadoria presencial de algumas
especialidades e deslocalizar a prestagao dos cuidados em
termos da Consulta Externa entre Hospitais cuja distancia
quilométrica o justifique



O CHS / HSB E O HLA

Montljo Lisboa




CONSULTA EXTERNA INFECCIOLOGIA
PROVENIENCIA GEOGRAFICA DOS UTENTES

Acumulado a Setembro de 2013

Consultas de Infecciologia - Janeiro a Setembro de 2013

Tipo Consulta

Subsequen Total % N2
Concelho 12 Consulta te consultas Consultas Doentes % Doentes
SETUBAL
PALMELA 62 656 718 21,4% 219
SETUBAL 155 2.425 2.580 76,8% 770 12 Consulta
SESIMBRA 20 43 63 1,9% 26 = Sub .
Sub-total 237 3.124 3.361 75,5% 1015  73,8% ubsequente
concelhos ARS Alentejo (Alentejo Litoral)
ALCACER DO SAL 12 137 149 24,9% 41 Total : 4453
GRANDOLA 8 175 183 30,6% 69
SANTIAGO DO CACEM 7 131 138 23,0% 43
SINES 9 104 113 18,9% 38
ODEMIRA 1 15 16 2,7% 3
Sub-total 37 562 599 13,5% 194 14,1%
Outros Distritos/regides
sub-total 33 460 493 11,1% 166 12,1%
Total 307 4146 4453  100,0% 1375  100,0% Consulta Externa de Infecciologia - Acumulado a
Setembro de 2013
H concelhos ARS Alentejo (Alentejo Litoral) Total Concelhos
Total consultas Total N2 Doentes
SETUBAL 3361 1015 4453
concelhos ARS Alentejo (Alentejo Litoral) 599 194
Outros Distritos/regides 493 166 Total consultas

Total N2 Doentes

Total Concelhos 4453 1375



HDI

Litoral do Alentejo Outras

Hospital Dia - Janeiro a Setembro 2013

Area de residéncia Sessdes Ne Utentes % Sessoes % N2 utentes

Litoral do Alentejo 23 7 12,5% 14,3%
Outras 161 42 87,5% 85,7%
TOTAL 184 49
Sessoes N2 Utentes
INTERNAMENTO - INFECCIOLOGIA JANEIRO A SETEMBRO
DE 2013
Internamento - Infecciologia Janeiro a Setembro de 2013 M Litoral do Alentejo M Outras
Doentes Saidos por area de residéncia Total de doentes saidos %
Litoral do Alentejo 13 9,9%
Outras 118 90,1%

TOTAL 131



Custos com medicamentos - Janeiro a Setembro de 2013

Total Internamento 170.469,22 €
Litoral do Alentejo 16.452,98 €
Outras 154.016,24 €

Total Consulta Externa

6.287.237,29 €

Litoral do Alentejo

912.331,17 €

Outras 5.374.906,12 €
Total Hospital de Dia 2.567,00 €
Litoral do Alentejo - €
Outras 2.567,00 €
Total 6.460.273,52 €
Média mensal (Total) 717.808,17 €
Litoral do alentejo 103.198,24 €

%
2,64%
9,65%
90,35%
97,32%
14,51%

85,49%
0,04%
0,00%

100,00%

14,4%

. . 100
Consultas realizadas - Janeiro a Setembro N2 de Doentes N2 Consultas
90
80
% %
Proveniéncia 2012 2013  2013/2012 2012 2013 2013/2012 /0
60
50
ESTABELECIMENTO PRISIONAL DE SETUBAL 4 8 100,0% 10 19 90,0% 40
30
20
ESTABELECIMENTO PRISIONAL PINHEIRO DA CRUZ 34 32 -5,9% 95 79 -16,8% 0
1
0
Total 38 40 5,3% 105 98 -6,7%

Custos com medicamentos

mHLA

B Despesa em medicamentos

Consultas de Infecciologia - Reclusos

2012

2013

W ESTABELECIMENTO PRISIONAL DE
SETUBAL

W ESTABELECIMENTO PRISIONAL
PINHEIRO DA CRUZ
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3.500.000.000,00 €
3.000.000.000,00 €
2.500.000.000,00 €
2.000.000.000,00 €
1.500.000.000,00 €
1.000.000.000,00 €
500.000.000,00 €
0,00 €

licament

os em Portugal

2007

2008

2009

2010

2011

M Valor Total Consumo medicamentos em meio
Hospitalar

843.827.398,00 €

895.962.774,00 €

972.620.821,00 €

1.000.812.296,00

1.012.518.276,00

M Valor Total Consumo Ambulatério

3.287.570.234,00

3.353.040.217,00

3.321.438.272,00

3.237.850.618,00

2.100.739.455,00
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Cost-effectiveness of expanded testing

(ulian Perelman et al, ENSP, CNLCCS, 2011)

Cost-effectiveness of one-time expanded testing improves with

higher estimated undiagnosed prevalence

0 Lisboa 0.39%, Setubal 0.33%, Porto 0.26%, Faro 0.26%

o Highly cost-effective among high-risk groups (undiagnosed

prevalence >1%): MSM, IDUs

o Additional preliminary results for IDUs: testing cost-effective

every 5 years
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. hoje assistirmos a urm regresso ac sec. X Vil ac despojar o Estado das
i rogativas, rminarnmos a sua reputacio...”” sic. Tony
Os mesrficos Nao podrSen: continuerar a ser os Doifles expiatrorios N = I s - S

i mmeaEes Tumciomnamenio sio sSistTenea ~ ~ F ~ E
tributivas e a politicas fiscais progressis-

Sose M. D. Pocas"

e Perguntas Incomodas, mas Pertinentes:

* Fara algum sentido?
* 0O pre¢o dos medicamentos variar de Hospital para Hospital num mesmo pais!

* O preco do medicamento ser determinado com base numa negociacao que envolve volumes
de vendas que remetem para varias especialidades, e isso pesar nas estratégias de
tratamento dentro de cada hospital;

* O pre¢o compreensivo pago para os doentes com HIV ter sido calculado para os doentes
“naive”, e ser agora aplicado a todos, sem se ter em conta o custo das terapéuticas de
resgate;

* 0O modelo experimental concebido para o preco compreensivo dos doentes com HCV sé
prever a biterapia, e so6 abranger alguns hospitais! ( > 150 doentes);

* Os Hospitais PPP terem ficado de fora das negocia¢des na ARSLVT (ex: Cascais, Loures, VF
Xira, etc);

e Os Hospitais incluidos em ULS nao receberem nenhuma verba decorrente da aplicagao
daquilo que se prevé para o preco compreensivo do doente com HIV (ex: Matosinhos);

* Qual sera o Hospital que trata doentes a 402 euros/més?l...
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- Figura 4 — Hospitais piblicos gerais com areas de abrangéncia limitadas ate 60

minutos de viagem em estrada

ENTIDADE REGULADORA cimwek
DA SAUDE

ENTIDADE REGULADORA DA SAUDE

RELATORIO SOBRE A REDE HOSPITALAR COM
FINANCIAMENTO PUBLICO

Figura 3 — Meéedias dos tempos de viagem entre os concelhos abrangidos e os

hospitais gerais ponderadas pelas populacdes'
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FUNRACAO 0PSS
SAU DE ‘ Observatdrio Portugués

. ’- —— SERVICO NACIONAL DE SAUDE —— dos Sistemas de Saude

Josée M. D. Pocas

Medico Especialista emn Medicina Interna e Infecciologia
Chefe de Servigo e Dhretor do Servigo de Dloencgas Infecciosas do
CHS HSB Setubal

As implicacOes da crise econOmico-social
no ambito das doencas transmissiveis

Texto de uma palestra efetuada sobre o tema ‘as implicacoes da crise economico-social: algu-
mas consideracoes no ambito das doencas transmissiveis’ numa mesa redonda organizada pela

Fundacao para a Saude — SNS, em 26 de Janeiro de 2013, em Setubal, naquela que foi a sua
12 reuniao distrital nacional.




Figure 1. Percentage point changes in the Gini coefficient of household market and disposable
incomes in OECD countries between 2007-2010.

W Market
income
inequality
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= Disposable
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=
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Saurce: QECD (2013), Crisis squaszes income and puts pressure on inequality and poverty”
Note, The Ginf coafficient is 3 measure of the fncome distribution of 3 country, where 0 represenis complefe equality and 1
Figure 3. Social determinants, vulnerabilities and health inequalities

TECHNICAL REPORT

«Structural determinants (income, education, employment, efc.)
Health inequalities, *Intermediay determinants g & working conditons)
the financial crisis, and

infectious disease in Europe

+Differential exposures
sVulnerabilities determined by population, community, and individual-levels

+Differential health outcomes depending on V and SD
+Health inequalities: adverse outcomes more common for disadvantaged

www.ecdc.europa.eu



Table 1. Selected examples of infectious diseases impacted by social determinants in Europe, 1000—

2010 (adapted from Semenza JC 2010)
Health endpoint

Campylobacter Intestinal disease

Clostridium botulinum Progessive bulbar palsy, diplopia,
dysarthria, and a positive
electromyography (EMG) test

Common childhood pathogens Infectious/ parasitic diseases

Cytomegalovirus (CMV) infectious mononuclecsis, with fever,
and mild hepatitis; congenital
abnormalities

Inflarnmation or abscesses related to
sites of heroin injection; death

Number of major health
consequences

Bacillus anthracis

Drug-related infections and
co-infections

Flaviviridae (Arbovirus)
transmitted by ticks

Herpes simplex virus type 1
(HSV1) and 2 (HSV2)

Tick-borme encephalitis (TBE)

Significant morbidity, and HSV2 is
considered a risk factor for HIV
fransmission

MNeissaria meningitidis
(meningococcus)

Meningococcal disease

Rubella Terminations and congenital rubella
syndrome (CRS)

Hepatitis & Acute infectious disease of the liver

Hepatitis B Malignant and non-malignant fver
disease

Influenza Vacdne coverage

Methicillin-resistant Postoparative infection

Staphylococcus aureus

(MRSA)

MNeisseria meningitidis Meningitis
ST1

Sexually transmitted diseases
(STI)

Toxoplasmaosis Encephalitis and congenital

malformations

Puumala virus (PUUV) Nephropathia
epidemica, 2 mild form of
hemarrhagic fever

with renal syndrome (HFRS)

Social determinants and site of study IRef |

Pakistani community at greater risk of infection than  |[22]
White community in England.

Injecting heroin drug users at risk, Dublin, Ireland.  [23]
High infection rates found in children in a lower [24]

socioeconomic area in Romania (Moldova)

Low socioeconomic status and social environment risk [25]
factor for CMV seroprevalence and congenital CMV
infection in Helsinki, Finland.

Outbreak among (predominantly) people who inject
drugs in Scotland

Marginalisad (Roma or homeless) people who inject
drugs suffer risks from injecting and sexual behavior
risks, as well as from poor hygienic living and
injecting conditions in Budapest, Hungary
Socio-economic factors influence transmission of TBE
in Central and Eastern European countriss.

HSV1 seroprevalence increase with age among
people of Turkish and Moroccan origin, men who
have sex with men, and individuals with low
educational level in Amsterdam, Netherlands.

Parental smoking and unfavorable socioeconomic
circumstances among children in the Czech Republic,

Low socioeconomic status associated with low rubella
seropositivity in Dogankent Health Center, in Turkey.
Outbreak in Lomnicka, 2 village in the eastem part of
Slovakiz among the Roma populztion associated with
low socio-economic conditions.

Immigrant women in Greece significant higher
prevalence,

Lower vaccine uptake in socio-economically deprived  [34]
populations in Britzin.

Patients from the most deprived areas at higher
infection risk than those from the lkeast deprived areas
in England.

Association with area deprivation of socio-economic
environment in England.

High-risk sexual behavior among immigrant groups in [37]
Amsterdam

Migrants in Northern Italy not correctly monitored for ([38]
toxoplasmosis during pregnancy, which precludes
timely application of preventive measures.

PULV infection risk higher among low-income
populations in remote forest areas, where level of
urbanization is low in Belgium.

[26]

[27]

(28]

[29]

[30]
[31]

[32]

[33]

[35]

[36]

[39]

Figure 6. The AID framework for addressing health inequalities and infectious disease in Europe.
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CDC NEECTIONS DISEASES FErcFECTE

The New Global Health

Kevin M. De Cock, Patricia M, Simone, Veronica Davison, and Laurence Slutsker

“... AS DISPARIDADES ATUAIS NO DOMINIO DA
PRESTACAO DE CUIDADOS DE SAUDE SAO
TAO NOTORIAS ENTRE OS DIVERSOS PAISES, i
COMO NO SEU PROPRIO SEIO... DE TAL MODO B\«
QUE, O GRANDE LEMA ATUAL E O DE QUE’

NENHUM PAIS POR S| SO E AUTOSSUFICIENTE p~
PARA  OS ASSEGURAR DE  FORMA i,
GENERALIZADA E ADEQUADA ... " . Cinitiative
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Articles

Articles

Disability-adjusted life yvyears (DALYs) for 291 diseases and Iy
injuries in 21 regions, 1990-2010: a systematic analysis for
the Global Burden of Disease Study 2010

Global and regional mortality from 235 causes of death for [
20 age groups in 1990 and 2010: a systematic analysis for
the Global Burden of Disease Study 2010

A B

100+

Hl War and disaster

[ Intentional injuries

[ Unintentional injuries

[ Transport injuries

3 Other non-communicable
diseases

[ Musculoskeletal disorders

L N Diabetes, urogenital,
blood, and endocrine

Il Mental and behavioural
disorders

[ Neurological disorders.

Il Digestive diseases

[ Girrhosis

Bl Chronic respiratory
diseases

3 Cardiovascular and
circulatory diseases

B Cancer

[ Other communicable
diseases

B Nutritional deficiencies

[ Neonatal disorders

Il Maternal disorders

@ Neglected tropical diseases
and malaria

[ Diarrhoea, lower
respiratory infections,

and other common
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Figure 2: Percentage of global disability-adjusted lifeyears by age, sex, and cause in 2010
Distribution of DALYs for male individuals (A) and female individuals (B). DALY=disability-adjusted life years. An interactive version of this figure is available online at
http://healthmetricsandevaluation.org/gbd/visualizations/regional.

All causes Communicable, Non-communicable  Injuries
maternal, neonatal, and diseases
nutritional disorders
1990 DALYs (thousands) 2502601 1181610 1075297 245694
DALYs expected with 2010 population, 1930 populationage 3444678 1744235 1374650 325793
structure, 1990 DALY rates (thousands)
DALYs expected with 2010 population, 2010 populationage 3386762 1481435 1579654 325673
structure, 1990 DALY rates (thousands)
2010 DALYs (thousands) 2490385 868024 1343696 278665
Percentage change from 1990 due to population growth 37-6% 47-6% 27-8% 32-6%
Percentage change from 1990 due to population ageing -2:3% -22:2% 19:1% 0-0%
Percentage change from 1990 due to change in DALY rates -35-8% -51.9% -21.9% -19-1%
Percentage change from 1990 to 2010 -0:5% -26:5% 25-0% 13-4%
DALY=disability-adjusted lifeyears.
Table 2: Decomposition analysis of the change of global disability-adjusted life years (thousands) by level 1 causes from 1990 to 2010 into total
population growth, population ageing, and changes in age-specific, sex-specific, and cause-specific disability-adjusted-life-year rates

his figure is available online at htrp//

All causes Communicable, Non-communicable  Injuries

maternal, neonatal, and ~ diseases

nutritional disorders
1990 deaths (thousands) 46511 15859 26560 4092
Deaths expected with 2010 population, 1990 population age structure, 1990 death rates (thousands) 61307 23295 32647 5365
Deaths expected with 2010 population, 2010 population age structure, 1990 death rates (thousands) 70316 1513 43062 L/l
2010 deaths (thousands) 52770 13156 34540 5073
Percentage change from 1990 due to population growth 31-8% 469% 229% 1%
Percentage change from 1990 due to population ageing 19-4% “112% 39.2% 0.2%
Percentage change from 1990 dueto change in death rates 7% -527% -321% -163%
Percentage change from 19900 2010 13:6% -70% 30:0% 24:0%

Table 1: Decomposition analysis of the change of global death numbers (thousands) by level 1 causes from 1990 to 2010into total population growth, population ageing, and changes
in age-specific, sex-specific, and cause-specific death rates




1990 2010
Mean rank Disorder Disorder Mean rank % change (95% Ul)
(95%UI) (95%UI)
| 10(1t02) || 1 Ischaemic heart disease }—{ 1 Ischaemic heart disease || 10(1tol) || 35(29t039) |
[ 20(1t02) | 25troke ————— 25troke | 200t02) | 26(4t032) |
| 303t04) || 3 Lower respiratory infections beoe 3C0PD | 343t04) | 7(12t00) |
| 403t04) | 4coep "+1 4Lower respiratory infections | 36Gto4) | -18(24t0-11) |
50(5t05) 5 Diarrhoea 5 Lung cancer 58(5t010) 48(24t061)
61(6to7) 6 Tuberculosis 6 HIV/AIDS 64(5to8) 396 (323 to 465)
73(7t09) 7 Preterm birth complications 7 Diarrhoea 67(5t09) -42(-49to-35)
8.6(7t012) 8 Lung cancer 8 Road injury 8.4(5t011) 47 (18 to 86)
94(7t013) 0 Malaria 0 Diabetes 9.0(7to11) 93(68t0102)
104 (8t014) 10 Road injury 110 Tuberculosis 101(81013) -18(35t0-3)
[108 (8t 14) | 11 Protein-energy malnutiition /[~ 11 Malaria [103(6t013) | 21(-9to56) |
[12:8(11t016) || 12 Cirrhosis 12 Cirrhosis |118(10t014) | 33(25t041) |
[132(9t018) | 13 Stomach cancer 13 Self-harm l141(11t020) | 328t049) |
156(12to 20) 14 Self-harm .4 14 Hypertensive heart disease 142 (12t018) 48(39t056)
15-8(13to19) 15 Diabetes N 15 Preterm hirth complications 14-4(12t018) || -28(-39t0-17)
16:1(12t0 20) 16 Congenital anomalies 16 Liver cancer 169 (14 t0 20) 63(49to78)
16.9(13t0 20) 17 Neonatal encephalopathy® " 17 Stomach cancer 170(13t022) -2(-10to5)
183(14t022) 18 Hypertensive heart disease 18 Chronic kidney disease 174 (15t021) 82(h5t09y)
21.1(6to 44) 19 Measles 19 Colorectal cancer 185(15t021) 46(361t063)
| 21-1(12t036) || 20 Neonatal sepsis 20 Other cardiovascular and drculatory || 197(18t021) || 46(40t055) |
[21:3(19t026) || 21 Colorectal cancer {21 Protein-energy malnutrition | 215019t025) | -32(-42t0-21) |
|21:6(18t026) | 22 Meningitis 22 Falls [3301t029) | s6(20t084) |
232(21t026) 23 Other cardiovascular and drculatory p 23 Congenital anomalies 244 (21t029) || -22(-40t0-3)
237(20t028) 24 Liver cancer i | 24 Neonatal encephalopathy® 24-4(21t030) -20(-33t0-2)
[238(20t027) | 25 Rneumatic heart disease .. 25 Neonatal sepsis [251(15t035) | 3(5t02) |
27 Chronic kidney disease - \ | K | 29 Meningitis |
|30 Falls 4 33 Rheumatic heart disease |
[35 HIVAIDS "2 Meashs |
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Figure 4: Global death ranks with 95% Uls for the top 25 causes in 1990 and 2010, and the percentage change with 95% Uls between 1990 and 2010
Ul=uncertainty interval. COPD=chronic obstructive pulmonary disease. *Includes hirth asphyxia/trauma. An interactive version of this figure is available online at
http://healthmetricsandevaluation.org/gbd/visualizations/regional.

Figure 5: Percentage of global years of life lost (YLLs) from 1990 to 2010 for all ages and both sexes combined

by cause and year
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ABSTRACT

Background

Global and regional projections of mortality and burden of disease by cause for the years
2000, 2010, and 2030 were published by Murray and Lopez in 1996 as part of the Global Burden
of Disease project. These projections, which are based on 1990 data, continue to be widely
quoted, although they are substantially outdated; in particular, they substantially under-
estimated the spread of HIV/AIDS. To address the widespread demand for information on likely
future trends in global health, and thereby to support international health policy and priority
setting, we have prepared new projections of mortality and burden of disease to 2030 starting
from World Health Organization estimates of mortality and burden of disease for 2002. This
paper describes the methods, assumptions, input data, and results.

Methods and Findings

Relatively simple models were used to project future health trends under three scenarios—
baseline, optimistic, and pessimistic—based largely on projections of economic and social
development, and using the historically observed relationships of these with cause-specific
mortality rates. Data inputs have been updated to take account of the greater availability of
death registration data and the latest available projections for HIV/AIDS, income, human
capital, tobacco smoking, body mass index, and other inputs. In all three scenarios there is a
dramatic shift in the distribution of deaths from younger to older ages and from
communicable, maternal, perinatal, and nutritional causes to noncommunicable disease
causes. The risk of death for children younger than 5 y is projected to fall by nearly 50% in the
baseline scenario between 2002 and 2030. The proportion of deaths due to noncommunicable
disease is projected to rise from 59% in 2002 to 69% in 2030. Global HIV/AIDS deaths are
projected to rise from 2.8 million in 2002 to 6.5 million in 2030 under the baseline scenario,
which assumes coverage with antiretroviral drugs reaches 80% by 2012. Under the optimistic
scenario, which also assumes increased prevention activity, HIV/AIDS deaths are projected to
drop to 3.7 million in 2030. Total tobacco-attributable deaths are projected to rise from 5.4
million in 2005 to 6.4 million in 2015 and 8.3 million in 2030 under our baseline scenario.
Tobacco is projected to kill 50% more people in 2015 than HIV/AIDS, and to be responsible for
10% of all deaths globally. The three leading causes of burden of disease in 2030 are projected
to include HIV/AIDS, unipolar depressive disorders, and ischaemic heart disease in the baseline
and pessimistic scenarios. Road traffic accidents are the fourth leading cause in the baseline
scenario, and the third leading cause ahead of ischaemic heart disease in the optimistic
scenario. Under the baseline scenario, HIV/AIDS becomes the leading cause of burden of
disease in middle- and low-income countries by 2015.

Conclusions

These projections represent a set of three visions of the future for population health, based
on certain explicit assumptions. Despite the wide uncertainty ranges around future projections,
they enable us to appreciate better the implications for health and health policy of currently
observed trends, and the likely impact of fairly certain future trends, such as the ageing of the
population, the continued spread of HIV/AIDS in many regions, and the continuation of the
epidemiological transition in developing countries. The results depend strongly on the
assumption that future mortality trends in poor countries will have a relationship to economic
and social development similar to those that have occurred in the higher-income countries.
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Table 2. Changes in Rankings for 15 Leading Causes of Death, 2002 and 2030 (Baseline Scenario)

Category

Disease or Injury

2002 Rank

2030 Ranks

Change in Rank

Within top 15

Outside top 15

Ischaemic heart disease
Cerebrovascular disease
Lower respiratory infections
HIWV/AIDS

COPD

Perinatal conditions
Diarrhoeal diseases
Tuberculosis

Trachea, bronchus, lung cancers
Road traffic accidents
Diabetes mellitus

Malaria

Hypertensive heart disease
Self-inflicted injuries
Stomach cancer

Mephritis and nephrosis
Colon and rectum cancers
Liver cancers
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Table 5. Changes in Rankings for 15 Leading Causes of DALYs, 2002 and 2030 (Baseline Scenario)

Category

Disease or Injury

2002 Rank

2030 Ranks

Change in Rank

Within top 15

Outside top 15

Perinatal conditions

Lower respiratory infections
HIV/AIDS

Unipolar depressive disorders
Diarrhoeal diseases
Ischaemic heart disease
Cerebrovascular disease
Road traffic accidents
Malaria

Tuberculosis

COPD

Congenital anomalies
Hearing loss, adult onset
Cataracts

Violence

Self-inflicted injuries
Diabetes mellitus
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PROPOSTAS PARA A RESOLUCAO

DESTES PROBLEMAS

Preambulo de Considerandos

1)- A autonomia regional como principio deve implicar uma
populacdo minima de cerca de 1.000.000 de habitantes;

2)- O Alentejo tem vindo a perder sistematicamente
populagao, nao ultrapassando presentemente os 750.000
habitantes, ao contrario da Peninsula de Setubal que possui,
segundo o censo de 2011, uma populagao semelhante, sendo
apenas 1/6 da sua area;

3)- As boas vias de comunicacgao existentes, a capacidade
instalada, a diferenciacao dos recursos médicos
especializados, bem como a tradicdao de assistir as populagdes
do Litoral do Alentejo e de outras freguesias limitrofes do
Distrito de Evora

4)- A centralidade geografica da Cidade de Setubal
relativamente ao territdrio que corresponde ao Distrito com o
mesmo nome

Proponho

1)- Que se crie uma regido de saude que resulte da fusdao do
Alentejo com os Concelhos da Peninsula de Setubal (ou pelo
menos, dos que estao sob a responsabilidade direta do CHS,
uma vez que os restantes se poderdo eventualmente
enquadrar no arco circundante de Lisboa);

2)- Que o Hospital de Setubal assuma definitivamente a
responsabilidade da assisténcia da populacao do Litoral do
Alentejo para as Especialidades Médicas nao basicas (pelo
menos, no imediato, nas de média diferenciacao);

3)- Que no caso concreto da Infeciologia, o médico especialista
gue venha a ser colocado no HLA no Concurso recentemente
aberto, transite de seguida para o HSB, integrando o seu
Servico, com o compromisso de se deslocalizar a Consulta
Externa desta especialidade nesse Hospital e na Prisdao do
Pinheiro da Cruz, bem como de uma assessoria aos colegas e
aos Servicos da Unidade Local de Saude onde o HLA estd
inserido



OPINIAO

Carta Aberta
aos Colegas Directores

de Servico
dos Hospitais Publicos
Nacionais

José M. D. Pogas

Diiretor do Servige de Doengas Infeciosas do CHS HSE Sehibal

Carta aberta ao CA do Hospital onde Trabalho
Propostas (1)
1)- Compra centralizada dos Medicamentos
2)- Preco de referéncia igual p/ farmacos do

Propostas (Il)

8)- Constituicao de uma CFT nacional
c/ funcdes de (no ambito do INFARMED)

mesmo grupo farmacoldgico e geracao

3)- Preco das coformulacdes idéntico ao da
soma dos seus componentes (incluindo
genéricos)

4)- Estabelecimento de um n°® maximo de
doentes a serem tratados anualmente para as
patologias que utilizem farmacos inovadores
¢/ impacto econdmico significativo (acima
desse valor a IF suportaria os custos)

5)- Financiamento especifico adequado p/
patologia (HIV, HCV);

6)- O pagamento ao Hospital prestador
devera acompanhar o doente (e a doenca)

7)- Informatizacao do PC e avaliacao
periddica de resultados

\

Atualizar o formulario terapéutico nacional
hospitalar

Elaboracdo de “guidelines”nacionais

Avaliacao farmacoecondémica prévia dos
medicamentos inovadores

Atribuicdo dos regimes de comparticipacao
Negociacao dos precos

Negociacdao do n° maximo de doentes cujo
tratamento anual é comparticipado pelo

SNS das patologias ¢/ elevada despesa
associada

Definir as condi¢des dos programas de
financiamento especificos p/ patologias
cujo tratamento comporte um impacto
econdémico significativo
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