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ABSTRACT

Construction of the Brazilian National Health SystéSUS) is inscribed as
a process of striving to affirm healthcare as asgaitiive social value for
Brazilian society. The SUS has produced reformthé healthcare sector,
while at the same time giving rise to ethical, erdt and political changes.
Over two decades of experimentation, the SUS hhagewad changes and
conserved characteristics that have marked Brazibree of the countries
with the greatest inequality of access. The Natidhamanization Policy
(NHP) was constructed with the dual recognitiort tha SUS works well in
some respects, but in other respects, there aldepne and contradictions
that need to be addressed. To achieve this, the biigBnizes a set of
concepts, methods and devices to confront the @nubithat remain limits
on healthcare services and practices.
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RESUMO

A construcdo do Sistema Unico de Satde (SUS) seeives como processo
de luta para a afirmacdo da saude como um valdalssgbstantivo da
sociedade brasileira. O SUS tem produzido uma mefoma saude
ensejando, a0 mesmo tempo, mudancas éticas, tskypaliticas. Em duas
décadas de experimentacdo o SUS tem realizado igasgl@conservacéo
de caracteristicas que marcaram o Brasil como wnpdéses com maior
iniquidade no acesso. A Politica Nacional de Humegé@o (PNH) se
constréi no duplo reconhecimento de que ha um S#Sdq certo e que ha
problemas e contradicdes que necessitam ser eadmmte, para tanto,
organiza um conjunto de conceitos, métodos e didpms para o
enfrentamento de problemas que ainda permaneceno coancas dos
servigos e praticas de saude.

Palavras-chave:Humanizac&o. Politicas Publicas de Saude. Sistémt
de Saude. Cuidado em Saude. Politica Nacional deaHizacao.

RESUMEN

La construccion del Sistema Unico de Salud (SUSBesil se inscribe
como proceso de lucha para la afirmacioén de ladsabmo un valor social
substantivo de la sociedad brasilefia. EI SUS hdugrdo una reforma en
salud dando oportunidad, al mismo tiempo, a caméim®s, culturales y
politicos. Eh dos décadas de experimentacion, 8 B&drealizado cambios
y oonservacion de caracteristicas que habian dixhwdrasil en uno de los
paises con menor equidad en el acceso. La Polileaional de
Humanizacién (PNH) se construye en el doble redamento de que hay
un SUS eficiente y de que hay problemas y contcamhies que es necesario
afrontar y, para tanto, organiza un conjunto deceptos, metodos y
dispositivos para afrontar problemas que permanagencomo marcas de
los servicios y practicas de salud.

Palabras clave:Humanizacion. Politicas Publicas de Salud. Sistdmiao
de Salud. Cuidado en Salud. Politica Nacional de&hizacion.



INTRODUCTION

Debating the humanization of healthcare is anual#itthat invites us to
reflect, to generously criticize the constructioh a Brazilian National
Health SystemSistema Unico de Sa(dgUS) that is ever more powerful at
expressing the public interest and common good.

Placing the Humanization Policy of the SUS in questis movement
towards opening. Opening to alterities, as alsormmea by those who forge
the way, giving passage and opening passage; mndlng and being
influenced. Synthesis is proposed, of displacemaritthe construction of
common perceptions, permitted by the encounter diierence; but also
the ratification of differences, disagreements aodagreements.

Courage, generosity, giving way, allowing oneselfbe touched by the
difference to dissent, solely for the purpose oprioving the public health
system. This is an ethical-political commitmenttthaites many individuals
who, through their reflections and practical acsioare intent on qualifying
services and health practices in the defense &, limproving our
experience of living in society. Above all else,lkiag about the
humanization of healthcare practices poses the rieednake certain
distinctions regarding the constitution of publieatlth policy, seeking to
understand the meaning of its commitments. Basdtiisrunderstanding, it
is thus possible to define the role and actionhef National Humanization
Policy (NHP) for the SUS, verifying the strategeasons for its formulation
and its importance in the construction of the S9$alusive and resolutive
policy. These are the proposals of this text.

SUS: ethical, social and cultural reform in the helthcare system, its
services and practices

The Brazilian Federal Constitution of 1988 estdidd a new judicial-legal

basis for healthcare policy, defining health asgatrof every citizen and

thus, an obligation of the State. Moreover, in Bran understanding was
established that health represents a broader atiomcihan the absence of
disease and more concrete than the idea of weallgbéiealth began to be
understood as social production, thus resultingoimplex causal networks
that involve social, economic and cultural elemdhts are processed and
synthesized by the concrete experience of eachithail subject, of each

particular group and of society in general.

In order for the State to fulfill its constitutionabligation with regard to
health, the need to implement fair social and ecoagolicies that
distribute income and dignify life was establishieéicause health results



from the modes of life that define the quality ib#| which is better when
the capacity of society to produce rules that ptewahe interest of the
common good is greater.

Health as social production means recognizing the@tmore unequal the
distribution of wealth, the more precarious theesscof social groups to
consumer goods and public redistributive policteg, more heterogeneous
and inequitable the patterns of illness and maytali

However, the production of a "good life" througlréa social rules does not
eliminate the presence of injuries, illnesses asalth risks, rather it alters
their nature. The organization of health systemssiential for societies to
produce health; hence they should structure andnarg this sector, which
plays an important role in the quality of people/ss.

Thus, health production results from two macrocongmbs that influence
each other: (1) the organization of public polidiest distribute income and
(2) ensure access to services and comprehensivth fesdions. Among
other aspects, comprehensive actions corresporttetacombination and
articulation of health promotion and prevention meas with those of
healing-rehabilitation, the synergy of which shorddult in the provision of
guality, resolutive healthcare practices for sgcatd its citizens.

Guaranteeing access to healthcare services in|Beazrovided by the

organization of a decentralized healthcare systddecentralization

corresponds to the creation of healthcare stragdgieshared accountability
in healthcare between the three spheres of governnmsuch that,

preferably, the municipalities organize comprehensiealthcare networks,
sustainably and in cooperation with other managéhe basis of these
networks, according to the principle of integrality primary care, which is
organized nationwide and has the task of achiettegsimple, but very

significant guideline of achieving the effectiveaes the practices: every
citizen has the right to a team to take care ofmthaith whom they

establish strong therapeutic ties, the fulcrumrotpsses of coresponsibility
within the care network.

Another directive of healthcare policy in Brazil ggizen participation. In
other words, the system and healthcare servicesldhme co-managed,
which requires, among other things, the inclusidnnew subjects in
decision-making processes in healthcare, partigulsegments of users,
who through councils and conferences - co-manageareangements of
the State - encounter spaces for voicing inte@stisneeds, which, once the
negotiation processes have been surmounted, begirganically compose
the healthcare policies.



Citizen participation in healthcare is a spacepdrong for the construction
of processes of coresponsibility in the managenaértealthcare policy,
with society as a whole, without freeing the Sfaben responsibility for its
key functions. The construction of collective saaad arenas for decision-
making processes and management interests in thaulttion of public
policies is an important strategy in the democadin of the State and of
access to healthcare services.

Inscription of the new legal basis of the SUS regliln an accumulation of
forces within Brazilian society at a particulartbigcal time, driven by the
desire for the democratization of social and ecdnamlations, contending
with inequities regarding access to healthcareicesvand combating the
privatization of healthcare policies. The creatiohthe SUS was only
possible through the construction a movement faithereform, pluralist
and outside party lines, which brought togetheryvieoad segments of
society in defense of profound changes in the systaxd healthcare
services, reaffirming the right of the people tivensal quality healthcare.

The judicial-legal framework of Brazilian healthljpy, substantiated by the
ethical-political definition that health is a unrgal right, has emerged as an
important opening and opportunity to reform the rioyis healthcare
system. However, inscription into law is not in asfdtself a guarantee of
the transmutation of values and practices in thatheare system and the
judicial-legal basis of the SUS is presented, ppaty, as ethical, political
and organizational guidelines to construct a nealtheare system, based
on social justice, equity and solidarity; a comnatrhand an ethical and
utopian horizon.

The construction of a new legal reality does natrguatee the production of
changes at the desired velocity, since the orgtoizaf healthcare services
Is constantly permeated by multiple interests afiadogroups, instituting

forces that cause tension and provoke changesinutes and practices of
healthcare. Not even the direction of change isiragsand the dispute
between antagonistic interests - privatization ahd common good,

universalist theses or of restrictive access, ttowipion of comprehensive
practices or basic menus, among others - are ardeartte defined through
the game of politics.

In these twenty years of the SUS, in the twentyryed struggle, many

advances have been made and, indeed, Brazil isdie¢lamong the nations
that consider health as a substantive social valweew has taken shape in
the construction of a robust public health systéine, largest healthcare
organization in Latin America. In these twenty yweaf the SUS, the care



network has been reorganized, solidifying the saased on strengthening
strategies for primary care; people's access tacesr has expanded, the
entire country has been integrated through carearks at municipal and
regional levels, the quantity, diversity and quelif health workers has
expanded, advancing the organization of teamwankestment in research
and scientific and technological development hasuomed both in
equipment and strategic resources, including vasciand medicines;
information and management systems have been gmdlovhich has
permitted the monitoring of results and improvemendecision-making
processes. In addition, the SUS can now count earakprograms and
policies recognized as excellent, such as the inmation and STD/AIDS
prevention programs, among others.

However, these advances are only equal to theertggb that SUS has yet
to face: overcoming the biomedical health culturghich associates
healthcare with medical action and access to mednsa and hospital
attendance, a concept that permits the medicalizatf life; insufficient
contribution of resources to finance health actigmsderfunding of the
SUS); inequities in access; lack of assistance amymareas; operational
deficiencies in the care network, which hinders ¢batinuity of treatment;
inefficiency of primary care, which is still undésed as action directed
toward the poor; the strong presence of a hospaafric culture and
private, corporate and party political intereststie definition of health
policies and the organization of healthcare sesvi@erivatization); an
underdeveloped federal culture that leads to coitgpetffor resources and
low accountability between municipal and state thealecretaries; low
planning capacity for workers’ training procedurmegelation to the needs
of the healthcare system, especially in graduatgrams and health career
residencies; the absence of a "career in the SttSidalth workers, among
others.

Thus, after twenty years, the Brazilian health eyststill shows, in its
structure and organization, strong signs of corscdpt have hegemonized,
especially since the mid-1960s (Oliveira and Te&eil986), which
instituted a private, assistentialist system prilpafocused on disease
intervention, and thus devoid of the ability to toes life, to place health
production first, to place humans at the centdreafith policy actions.



National Humanization Policy: the experience ot SUS that works as a
strategy for coping with the problems and challenge that still mark
Brazilian public health policy

It is important to understand that the advanceseseld and the prominent
presence of challenges in the SUS should be thendgs of public
policies, which are permeated by political and ecoic interests that
systematically (re)update. Public health policibeudd be reviewed and
evaluated in the light of their historical, polalcand institutional elements,
which allows us to understand the patterns of gibction and selectivity
of the State machine regarding the actions of @stegroups. In addition, the
effectiveness of health policies stems from thditsbof the health sector
itself to deal with organizational issues and tmeanagement, including the
cumulative forces to change the modes of attendahathering the
interests of the common good, of the collective.

Analysis of the social, political and institutionabnstruction of the SUS
prompts the understanding that it is an ambiguousvement,

simultaneously presented as progress towards tlsersalization and
qualification of access and as the conservationootradictions that have
marked the Brazilian healthcare system as one efnibst unjust on the
planet. The SUS is at one and the same time, chandeconservation
(Pasche et al., 2006).

The NHP (Brasil, 2007) is presented and is consttluprecisely on this
fold, this dual recognition: there is a SUS thatkgoand there are problems
and contradictions that need to be addressed.

The NHP considers that constructs and experimenatideveloped in

public health policy exist in many planes, sphened places that permit the
affirmation that much progress has been made istoaeting new modes of
management, such as the constitution of new mofleare in accordance
with the discursive basis of the SUS.

It was due to the investigation of, listening toakysis and synthesis of this
SUS that works that the principles, methods, divestand instruments of
action and the devices of the NHP were produceddiBr2007). Thus, the
NHP has no means if not its own accumulation ofeelemces from a large
quantity of collective subjects scattered in margces in the country,
which work and produce innovations in a wide ranfeervices, in "care
spaces” and in "management spaces".



This methodological option has the effect of pestation on the SUS,

since although it considers the problems and amgdle of the SUS, it does
not come from them, rather from the location ofstahtive elements of the
experiences that allow the challenges to be surtedyto propose ways of
doing and direction for the processes of changeh@althcare. This

positivization movement potentializes the action soibjects and social
groups, since it is not derived from the negativeglicits effects of the

amplification of and contagion to change. Thus, gheblems are not taken
on except to face them, constructing with discwsand concrete tools of
action based on the positivity of experience.

This is a significant and radical difference, anpartant dislocation for
confronting the contradictions of the SUS, sinceekelrer the problem is
announced (modes of management and caring), whetleeenore radical
problems are located (autonomous action of the estd)] and the
impossibility of constructing plans for common adti(relation between
subjects with noncoinciding needs and interestsyhsre the strength and
the possibility of producing change are sought.a&tion of contagion for
the SUS that works, which "works" as a way of doargl as an ethical-
political direction.

It is from concrete experiences in the services jrattices of the SUS,
from the analysis of its construction, that the Né#®acts its discursive and
practical constructs. Its organizational framewanganically articulates
principles, methods, directives and devices.

From the experiences of the SUS that works, the NidRved a set of
articulated and inseparable principals:

- inseparability of modes of management and carderstanding that they
are mutually influenced and determined;

- transversality of knowledge, power and affectghe everyday action of
services and health practices, encouraging subgedislocations and the
production of plans for common action, but not be fpoint of denying
specifics, rather arranging them in relationships, network, to dissent;

- commitment to the autonomy and leadership of ghbjects, who in
relationship and oriented by ethical guidelinesd &istorical constructs -
are capable of effecting the will and desire forarmte, constructing
networks of coresponsibility.

These principles - the starting point - evoke i concerning what to do
so that they are effectively inscribed in healtecaractices; i.e., they
demand that the modes of doing are defined. Thgsgtiestion is raised



regarding the method, the path requifedthe construction of new realities.
The experiences of the SUS that works clarify wahettuld be included; i.e.,
they indicate the creation of strategies for thetusion of the subjects in the
production processes of these changes. The NHFs tdke principle,
amplifying and qualifying it as a method of tripkelusion:

- the inclusion of all subjects in the arrangementsocesses and
management devices, in clinical and public hedhiclusion implies the
construction of collective spaces to put subjestsadntact, in relationship,
such that, when meeting, they produce understaading common actions.
In other words, to promote the comparison of déferes between subjects
for the construction of processes of corespongibih management and
care and the responsibilities arising from these;

- the inclusion of social groups, networks and alogiovements. The SUS,
as a commitment to change the modes of managenmehtcare in
healthcare, solidifies and tends to be more staleimbodied as a collective
experience, as a synthesis of the plurality of doggeneous interests and
needs. The promotion and production of social neksvin both the conduct
and management of public affairs and in effectihigical care and public
health, expand support for changes in public polaiyways a synthesis of
plural and heterogeneous interests) and the caistnuof new subjects in
production processes of care (coresponsibility) pulolic health (collective
action regarding territories, from the perspectvencreased production of
health and citizenship);

- the inclusion of social analyzers, of the peratidn arising from the
inclusion of individuals and social groups in theaagements and devices
of management and care (individual and collectivE)is inclusion is
perhaps most radical in the NHP, since the meaifngiterities cannot be
understood only as opening toward the participatbmisers and workers
for greater adherence to heteronomous requirements, simple
improvements in the processes of conventional namagt of the
organizations. Including the other implies a gensrattitude that gives rise
to changes in power relations between subjectsn@hg power relations
requires dislocations and resignification of thacgs and positions they
occupy in relation to the other from the perspectof the production of
coresponsibility; which, in turn, requires relanwig constructs prior to
meeting, SO common action can be produced. This doemean giving up
tradition, science, social mandates, rather udmagntas resources for the
coproduction of healthcare. Including the other aimtluding the
perturbation of this inclusion imposes the needdal with difference with
less paranoia; and dealing with/and managing adsfliunderstood as



spaces of opening, of passages to the other, iscassary condition for
producing change.

The triple inclusion method is thus presented astrategy for the
construction of collective processes, since it &sbonfrontation, in public
spaces, of positions that are not necessarily m@nt - hence the
expression of the collective, always plural - féwe tproduction of the
common within difference.

The principles of humanization and its triple irgthn method, however,
cannot be devoid of ethical, clinical and politicgluidelines, which
generally indicate the direction of action, of tb@production of subjects
and healthcare.

The NHP indicates a set of directives, which sigdakction for the
collective constructs. These are:

- reception, understood as an attitude of openteseceiving healthcare
needs that are expressed in the form of demandseimices and health
professionals. Reception requires the construafaatisfactory answers to
such needs, regardless of the organizational logithe services, which
must involve reception as a guiding directive conitgy their manner of
functioning. Reception is an ethical directive,rédfere, non-negotiable and
thus, a fundamental direction for the construciddrattendance networks,
care networks;

- participatory-management and co-management, waiehexpressions of
the democratization of healthcare institutions #redrelationships between
subjects. Democracy presupposes openness, theareatollective spaces
and their substantiation, permitting the confraotatof differences in the
shared production of coresponsibility in managenaguwl care;

- the expansion of clinical attendance, whose praicmeanings tend
toward the expansion of dialogue and the interiegenf the subjects
regarding the definition of contracts (managemaeuat @inical); inclusion of

alterity implies accommodating difference in thenttactualization of tasks
(extending management offers of care, practice parsonalization of care
and management methods, considering that all elimelationships and
management is always determined by the interestsyed and needs of
subjects that update and individualize in thistreteship;

- the provision of networks of valorization of theork and the worker.
Valorizing the worker (and their doing, their camsts) implies at least
three major movements: (1) inclusion of the workar definitions

concerning the functioning of the healthcare orgaton; i.e., the



decentralization of decision-making power over tthaly life of the
institutions; (2) the construction and achievemehtmprovements to the
concrete conditions of employment, such as payjre@mwment, access to
appropriate technological supplies for the produchf healthcare, etc.; and
(3) the regulation and intervention of elements taudors that interfere in
the production of healthcare by the workers, engluding workers in the
mapping and control of risks;

- defending the rights of users: the SUS recogrizaisusers are the holders
of rights in healthcare, which pervade the managemgstem (collegiate
system of management of the SUS and its servittes}linical relationship
and that of public health. Recognizing these rigatgiires the perception of
the constitution of the subjects of alterities (indual and collective),
whose references and thresholds are consensuagaedd upon as social
relations. User rights — an ethical-political catogsion — must (1) regulate
and determine the organization of work processek qande clinical and
public health practices. Moreover, they presupp@3ehe construction of
contracts of coresponsibility, a synthesis betw&be social mandate of
healthcare workers" and the "rights of users",remmiian extremes. Thus,
the tension between the rights and duties of usdes the place of shared
construction of care, which means recognizing sgintd social mandates,
which are updated in the construction of individzed attendance/care.

- the environment: work and healthcare occur withieas of healthcare
organizations, among others. These workspaces tlalways respond to

the immediate interests of users and workers, olgegiher interests and
multi-interest institutional logic. The productiah subjects and health also
results from the organization of workspaces, whsgtiould reflect the

principles and directives of the SUS, the humaiopatof healthcare.

Humanization means putting the subjects, peopl,ifi the construction of
care and management and, from this perspectiveiettanstruction of the

workspaces should be a collective exercise to dgqaate the work

environment to the directives of the reorganizatdnvork processes (as a
team and co-managed) and (2) respond to the canaafrrhealthcare

workers and users (warm, pleasant environment @avige for producing

well-being and health);

- the construction of memory of the processes @nge: the politics of
narrativity; new modes of doing require new waysnafrating, making
these the producers of meaning for change. Thetrcmtion of meaning in
changes in the production of healthcare, the taskilojects and collectives,
is essential for the maintenance of the ethicaikipal principles in the
reorganization of the services and practices oltihesre. Perceiving the self



as constructor of the story, as a constructor aks/¢Campos, 1997), is to
appropriate the condition of the subject who credtee world and who
reinvents him/herself within it. This means recagmy, as Freire says
(1996, p.19), that "we are conditioned beings, Imat determined.
Recognizing that history is a time of possibilitydanot determinisms, the
future [...] is problematic and not inexorable". sisting the subjects to
recognize themselves as constructors of the stogugh the narrative of
their own trajectories is a strategy of dealiemgtiaf the production of new
subjects and the construction of possibilities afnsunting the new
challenges that arise from the very constructiopuiflic policies.

It should be emphasized that the exercise of tdasetives should always
question the ways of doing, which, from the persgeof the NHP, implies
the inclusion of subjects, of collectives, of sb@aalyzers in the multi-
interest production of new realities.

The NHP incorporates a set of methodological ppilesi that affirms it as a
way of doing, a mode of addressing problems intheate services and
practices. Thus, the way of doing considers priesipand directives,
general guidelines for the process of change, warehexperienced through
working arrangements devices). By devices, the rstaieding is not one of
requirement, rather of forms of organization of kv@rocesses that are
updated and take on meaning in each of the unigperences, or are
amenable to the experimentation of the subjects #oair political-
institutional contexts.

The National Humanization Policy as an offer to delawith the problems
and contradictions that persist in the SUS

Another element that comes from the NHP - besidaes positive
productions of the SUS - is the existence of, as@ortant point of public
health policy, a set of problems and contradictiondiose presence
indicates that there are visible signs of crisis hiealthcare in Brazil
(Campos, 2007). This crisis is highlighted, on dme hand, by society as a
whole, and particularly by users, who complain réglect in attendance,
discontinuity of treatment, long waits in queuesl daff-book” payments,
among other problems, which often earn the desonptof the
dehumanization of attendance

On the other hand, health workers have also higtdd) a series of
limitations in the SUS, whether in relation to tbencrete conditions of
work - such as low pay, lack of career plans arldries - that lead to
precarization, exploitation and devaluation of warkin relation to ways of



organizing the work process, in general, towards #xpropriation of
workers in decision-making processes.

These problems mentioned by users and workersdwekgrcising activities
and by those who occupy posts in management) cartpesconstitution of
complexity, because they coincide with the genetia set of elements of
different plans, which are mutually engendered, stoicting complex

causal networks. To confront these hypercompleXitiess the NHP

indicates the need for the exercise of method,etk@oration of which

places the subjects in contact and in relationhat, ttollectively and with
reference to the ethical-political principles argtamulations of the SUS
that works, they construct unique solutions.

Thus, the NHP presents as an expression of the tBatSworks, whose
synthesis organizes a set of concepts and toolsviencoming the problems
and contradictions that still remain as marks anhbalthcare services and
practices.

Thus, the NHP cannot have a single value, sometbimghich the practices
aspire to and are sustained by, rather it mustrnmfthe production of
concrete changes (Barros & Passos, 2005) thatrmedfumanization as a
value; i.e., humanization depends on a dual vakeeial practice.

Experimentation and consolidation of more equitainieusive and
supportive public policies is a civilizing task la@se it trusts in the capacity
to confront and outline social contradictions, wiwhen surmounted, assist
in the emergence of new consciousness, new etmchpolitical thresholds,
fulcra for the qualification of life and experienicesociety.

The task of the SUS for the next twenty years isstep alive, strengthen
and sustain the vibrancy of the social and polificeces that create and
drive Brazilian healthcare reform. Radicalizingleotive interest in the
actions of the State, affirming the nature of peikbcial policies, inviting
civil society to "play the game of politics", tosgiute the guidelines in the
conduct of public affairs, is an action undertakeall the unique spaces of
micropolitics, and on other planes, within and enpassing the limits of
the State machine.

This is the role and strategic function of the Na#il Humanization Policy:
maintaining vibrant within the SUS, in each ofpticies, the spirit of
solidarity and action, the construction of the coonngood and the
uncompromising struggle against the sense of ctiopthy the State
machine in general, or by any particular institntay individual group.
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