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ABSTRACT

Diabetes, a chronic disease which occurs when the body is unable to produce insulin, has become a major health burden in developing countries. If left untreated, or under poor control, diabetic patients will develop severe complications, such as eye disease, kidney failure and amputations, which represent loss in quality of life for the patient and increased costs to healthcare systems. Diabetes is part of a significant change in the epidemiological patterns of developing countries in the last decades: while still unable to curb infectious diseases, such as dengue, malaria and tuberculosis, these countries are facing growing rates of diabetes and other lifestyle diseases. This combination of factors creates a ‘double burden’ for healthcare systems. Brazil and Mexico, the two most populous countries in Latin America, have followed this pattern, and currently present very high prevalence rates of diabetes.
Considering that the care and prevention of diabetes is not only a health issue, but also a political one, in which public policies greatly affect how the disease evolves, it is of interest to ask: how are public health policies in Brazil and Mexico addressing the recent rise of diabetes in these countries? This project aimed at answering this question through a critical and comparative analysis of the public health policies in the two countries for the period of 2000 to 2010; more specifically on two levels: a) policy initiation and the use of Cost-effectiveness analysis (CEA) and b) policy implementation and evaluation. The project drew from a multidisciplinary theoretical background, including historical institutionalism and functionalist approaches, policy stages framework, so that each stage could be properly characterized and addressed.  

The research showed that initial efforts towards diabetes in Brazil and Mexico may have been instigated by the influence of intergovernmental organizations, and since then political attention towards the condition has grown gradually over the past decade. The formulation of the policies for diabetes demonstrated a degree of convergence between the two countries. Nonetheless, the actual implementation of these policies was directly affected by the different institutional arrangements and structures of the two healthcare systems. The analysis of the Mexican and Brazilian policies also reveal a parallel effort regarding health promotion as well as the use of CEA, with considerable structural changes done to the countries to promote both. While some landmarks have been achieved, latest assessments indicate that there is still inequality in access and quality of treatment, and the figures related to diabetes are still on the rise. Nevertheless, considering the efforts are recent, more research is needed in the future to assess their effectiveness, and whether or not they were able to curb the expansion of diabetes and foment a healthier population in Brazil and Mexico.
ACRONYMS
	ANS - Agencia Nacional de Saúde Suplementar (National Agency of Supplementary Health)

	ANSA - Acuerdo Nacional para la Salud Alimentaria (National Agreement for Food Health)

	ANVISA - Agência Nacional de Vigilância Sanitária (Brazilian Sanitary Surveillance Agency)

	CENAVE - Centro N. de Vigilancia Epidemiologica y Control de Enfermedades (National Center for Health Surveillance)

	CENETEC - Centro Nacional de Excelencia Tecnologica en Salud (National Center for Technological Excellency in Health

	CIT - Conselho Intergestores Tripartite  (Brazilian Tripartite Council)

	CMED - Câmara de Regulação do Mercado de Medicamentos (Regulation Chamber for the Pharmaceutical Market)

	CNHD - Coordenacao Nacional de Hipertensão Arterial e Diabetes M. (National Coordination of Hypertension and Diabetes)

	CNS - Conselho Nacional de Saúde (Brazilian National Council of Health)

	CNS - Consejo Nacional de Salud (Mexican National Council of Health)

	CONASEMS - Conselho Nacional de Secretarias Municipais de Saúde (National Council of Municipalities Health Secretariats)

	CONASS - Conselho Nacional de Secretários de Saúde (National Council of Health Secretariats)

	ELSA-Brasil - Estudo Longitudinal de Saúde do Adulto (Longitudinal study in Adult Health)

	FENAD - Federação Nacional das Assoc. e Entidades de Diabetes (Brazilian National Diabetes Federation)

	IBGE - Instituto Brasileiro de Geografia e Estatística (Brazilian Institute of Geography and Statistics)

	IMSS - Instituto Mexicano de Seguridad Social (Mexican Institute of Social Security)

	INEGI - Instituto Nacional de Estadística y Geografia México (Mexican Institute of Statistics and Geography)

	ISSSTE - Instituto de Seguridad y Servicios Sociales de los Trabajadores (Institute for social security and services for workers)

	NCD - Non-communicable disease

	NDP - National Diabetes Plan

	SCTIE - Secretaria de Ciência, Tecnologia e Insumos Estratégicos (Secretariat for Science, Technology and Strategic inputs)

	SPSS - Sistema de Protección Social en Salud (System for Social Protection in Health)

	SUS - Sistema Único de Saúde (Unified Health System)

	SVS - Secretaria de Vigilância da Saúde (Health Surveillance Secretariat)

	UNEME - Unidades de Especialidades Médicas (Medical Specialties Unit)


I. Globalization and its impact in Public Health 
Globalization has impacted many aspects of our daily lives. When understood in the context of health, it has consequences for both health determinants and health effects in the population. The increasing urbanization, industrialization, diet and life style changes worldwide (Lee et al. 2002; Parish 2006) have led to an outburst of non-communicable diseases (NCDs), namely diabetes, cardiovascular diseases, chronic respiratory diseases and cancers, all over the world (Parish 2006: 1). NCDs are now the world's biggest killers, causing an estimated 35 million deaths each year - 60% of all deaths globally (WHO Action Plan 2008). 
While communicable diseases (CDs) – such as tuberculosis or malaria - “have never been contained by the artificial boundaries established by nation states (…) and are carried through and influenced by a number of vectors” (Parish 2006:1), there are now commonalities among states as it relates to NCDs. This global “obesogenic” environment – one which fosters low levels of physical activity and easier access to energy rich diets (WHO 2004) – increases exponentially the risk of developing one NCD in particular: diabetes.  
Diabetes is a chronic disease, at present incurable, that occurs when the pancreas does not produce enough insulin (a hormone that regulates sugar levels in the blood), or when the body cannot use the insulin effectively (IDF Online). There are two main types of diabetes: type I and type II; with the latter being the most common (90-95% of all diabetes cases); its onset linked to genetic factors, but obesity, physical inactivity and unhealthy diet are main causal factors (Ibid). If uncontrolled, diabetes leads to severe complications: amputations, blindness, kidney and circulatory disease (ADA Online). Complications not only impact patients, diminishing quality of life and leading to premature deaths, but also add significant costs to health care systems: direct health care costs of diabetes range from 2.5% to 15% of annual health care budgets, depending on local diabetes prevalence and the sophistication of the treatment available (WHO Diabetes Online). Moreover, the biggest increase of type 2 diabetes is among adults of working age (Narayan et al. 2010), which has implications on labor, productivity and overall household income.
The fact that it is a chronic disease also means that treatment is extended to a person’s entire life cycle. For patients suffering from type 1 diabetes, treatment is a daily task: it requires a strict regimen of carefully calculated diet, planned physical activity, home blood glucose testing several times a day, and daily insulin injections (IDF treatment Online). For type 2 diabetes, treatment also includes diet control, exercise, and may require oral hypoglycemic drugs to lower their blood sugar, and/or insulin injections at some point (Ibid). It is a life-long commitment on the part of the person with diabetes (Ibid). 
At present, it is estimated that 171 million people worldwide have diabetes, with this figure likely to double by 2030 (Ibid). The figures show an additional worrisome aspect: four out of five people with diabetes now live in developing countries, with most affected being men and women of working age (IDF Online). It has also been estimated that by 2030, three-quarters of the total number of diabetes patients will be living in low-income countries (Dooley 2009). Low and middle-income countries (LMIC) will, therefore, bear the brunt of the diabetes burden.
I.1 ‘Double Burden’ in Latin America 

Middle income countries in Latin American, like Brazil and Mexico, follow these gruesome patterns in a precise manner: both countries have a high diabetes prevalence rates - currently at 6.4% and 10.8% respectively (IDF Atlas) as well as high rates of risk factors -  most importantly, obesity. Almost 50% of the Mexican adult population and nearly one third of Mexican children are overweight or obese (Sánchez-Castillo 2004) while Brazil has also experienced a significant increase of obesity prevalence, and this prevalence is proportionally higher in low-income families (Pinheiro et al. 2003). This is explained by the fact that high calorie diets tend to be cheaper, and overconsumption comes not despite poverty, but because of it (Davis 2010). These levels of obesity also suggest that prevalence of diabetes will continue to grow in upcoming decades, since as many as 80% of cases of type 2 diabetes are linked with overweight or obesity, in particularly abdominal obesity (Sánchez-Castillo 2004). 
Nonetheless, diabetes is not the only public health concern in Latin America. Concurrently with the rise of diabetes and other NCDs, healthcare systems in the region are still hampered by high rates of infectious diseases, generating what many scholars have coined ‘the double burden’: the world’s poor increasingly experiencing the collision of traditional pandemics and the modern environmental health risks (Johnson 2009;Leeder 2009). As an example of this extremely dynamic environment, as recent as March 2010, the Pan American Health Organization – PAHO, released a report that several Latin American countries should be "bracing (…) for a particularly virulent outbreak of the mosquito-borne tropical disease known as dengue fever” in the upcoming months (PAHO 2010). Traditionally, LMIC governments allocate fewer resources to non-communicable diseases than infectious ones; are less well equipped to deal with the consequences of chronic diseases (Davis 2010); and they commonly face financial stresses in their health care sectors (Oortwijn & Banta 2010). 

This growing complexity in health poses a problem for the proper identification and prioritization of conditions/diseases within policy-making bodies and healthcare systems. In order to understand how these changes impact governmental actions, it can be interesting to look at the public policy process; with attention focused upon how policy decisions are made and how they are shaped into action (Hill 2005: 5).
It is important to note that the rise of diabetes in LMIC is part of a larger picture, if we consider that “the health status of individuals and populations is a significant barometer of social progress, broadly reflecting the sustainability of the current, and prospective, forms of how we order our lives both locally and globally” (Lee et al. 2002: 3). The growing body of academic evidence linking health and long term economic development for developing countries (WHO 2001; OECD 2002) highlights the importance of studying such health issues. 

I.2 Problem Formulation

Due to this multifaceted health landscape, it is of interest to ask: How are public health policies in Brazil and Mexico addressing the recent rise of diabetes in these countries?
By investigating the Mexican and Brazilian public policy processes, with a focus in diabetes, this study aims to answer the problem in two levels: a) by evaluating the priority-setting process and readiness to deal with this shifting health environment and b) by analyzing the implementation and effectiveness of the policies closely related to diabetes. Furthermore, by critically comparing the two countries, the policies and processes can be more richly characterized. A further motivation for investigating policies comparatively is that results may provide insight into the dialogue and knowledge transfer among states, especially considering the shared factors influencing diabetes. More details of this analysis structure will be provided in the following chapter, Methodology. 

In order to tackle the question above, this project is divided into 4 main sections: a) methodological and theoretical approaches, b) analysis of the Brazilian & Mexican health policies separately, c) comparisons between the two countries and d) a final chapter for conclusions and perspectives.
II. Methodology
In this section, the methodological considerations will be presented, as they help pave the way to properly answer the problem formulation. 

The methodology will be based in a qualitative analysis of the public policy process in the two countries, and then a comparative analysis of the two. 

II.1 Use of Sources  

The analysis is based mainly on secondary data, for both countries.  These sources include regulatory documents, such as the congressional Bills and records, constitutional amendments, official applications and licenses. Additional material such as governmental websites, communication material, official statements and media interviews are also an important source of information. A bias is to be expected, particularly in what relates to the selection of the policy, as well as the outcomes. 

In order to overcome possible biases, a triangulation of sources will be used, with the purpose of increasing the credibility and validity of the results. As per the definition of O’Donoghue & Punch, triangulation is the “method of cross-checking data from multiple sources to search for regularities in the research data" (2003: 78). 

As the second vertex of sources, scholarly essays will be utilized, particularly in relation to the analysis of the evaluation of implementation and general outcomes of the public policies. The body of academic work produced in Brazil and Mexico, as well as internationally, to address public health policies in the region has been extensive. However, they illustrate one of the major disadvantages when using secondary data: inherent in its nature, the data collected in academic articles and papers may not have been collected to answer the specific research questions of this study, and particular information may be lacking. In any case, it is only possible to work with the data that exists. In this sense, many of the academic articles analyzed in this study evidence the use and tendencies of policies in the two countries, and some of these findings will be extrapolated. 
The third vertex of sources is the use of in-depth interviews. The purpose of the qualitative interviews is to gather a more personal perspective from the issue in each country. According to Guion (2006), an in-depth interview is an open-ended, discovery-oriented method that is well suited for describing both processes and outcomes from the perspective of the target audience or key stakeholder. In this sense, the in-depth interviews serve to yield information as well as to confirm some of the findings from other sources. 

The key characteristics from the in-depth, qualitative research interview include a script with a semi-structured format, in which “the flow of the conversation dictates the questions asked and those omitted, as well as the order of the questions” (Guion 2006: 1). Secondly, the script, available in ANNEX 1, contains open-ended questions, so that interviewees can explore topics freely. 

The interviews were recorded in audio files, which are available upon request. A full transcription of the interviews is available in ANNEX 2, with translation of main points. The profile of the interviewees will be representatives from the public health care systems of each country. While names will be omitted to preserve their identity, rank and title are available in ANNEX 2. 
Some of the scholar essays used are available in English, but the majority of the governmental documents, as well as the interviews, are in the respective languages of the countries, Portuguese and Spanish. Sections of such sources are translated by the author whenever necessary.  

II.2 Use of Theory

The starting point in understanding the public policy process is to embrace its multidisciplinary aspect: explanations on how the process of policy making works range from sociology, economy to political science. It is also important to acknowledge that the public policy process is, at its core, a potential or concrete exercise of power (Crinson 2009: 14) and therefore power and the role of the state in modern societies are important theoretical concepts. 
The public policy process/stages model, which divides the policy-making into a series of individually characterized stages, will be utilized as the main theoretical framework. The differing models and their limitations will be discussed in the Theory chapter. 

Social constructivism is embedded in the theory used in explaining the positions and perceptions of the different actors, particularly in what refers to decision-making. Constructivists in the social studies fields “base their research program on the assumption that the human world is not simply given and/or natural but that, on the contrary, the human world is one of artifice, that it is ´constructed` through the actions of the actors themselves.” (Kratochwil, 2001: 17). This is very much in line with the study of public policy, in which policy makers are often asked to be more aware of the ‘facts’, when “facts are actually matters of dispute between different interests” (Hill 2005: 4). Social constructivism will be used in alignment with both institutionalist and functionalist explanations “(…) to contextualize the essentially political process of formulating and implementing health policy by locating specific developments within a broader set of social and institutional processes” (Crinson 2009: 13).

Because policy making occurs within institutions, the sociology of organizations makes an important contribution to the study of the policy process, and “is particularly important for the interpretation of the translation of policy into action, exploring issues about the behavior of workers within complex organizations.”(Hill 2005: 14). A summary of the main tools provided by Institutionalism are presented in the following chapter. 

Functionalist explanations focus on the economic aspects of decision-making and implementation. Moreover, they are particular useful when understanding how governments measure and evaluate outcomes of their policies. Considering governmental concern with the ever increasing costs of health care, they present tools in understanding why the actors have chosen particular routes. 

II.3 Analysis Structure

At a general analytical level, health policy can be conceptualized in terms of macro and micro social processes: the macro level involves the assessment of the workings of social and institutional structures such as the State, as well as formal institutions of social welfare, and at micro level, the focus is on the impact of policy at the level of the practice of healthcare professionals, as well as upon the experiences of users of the service (Crinson 2009). While this study will focus on a macro analytical level, the outcomes for patients, or a micro social process as per Crinson’s definition, are featured in the analysis as well.  
This project is based on the assumption that “financing mechanisms and the rules under which the health systems operate create incentives, which in turn influence the patterns of care, costs and outcomes” (OECD 2003: 97). As a first and overall level of analysis, this study will seek to analyze the incentives embedded in the health policy structures and processes of each country. By comparatively analyzing the multiple stages of the public policy process, we attempt to highlight the aspects that could hamper or benefit the proper management of diabetes, or create a better prognosis for the population living in one of these countries. Analyzing the whole process in light of a particular issue (in this case, healthcare and, more specifically, diabetes) is described as the analysis of policy content (Hill 2005: 5). 

Whenever a particular program, action or policy is presented in chapter IV, it seeks to encompass a brief presentation of the context which led to the policy’s formulation, the actors involved in creating it, the established goals, beneficiaries, and scope of the policy (national, state or municipality level), and lastly its implementation and possible reforms. 

Within the public policy process, there are two particular stages (all stages as presented in detail in the following chapter) that receive special attention, because they significantly help to answer to the problem formulation: ‘initiation’ and ‘policy implementation, monitoring and control’ (Jenkins in Hill 2005: 20).

The focus in ‘initiation’, which encompasses the interest articulation and interest aggregation of the institutions, is essential to understand how much the particular issue (diabetes) is acknowledged in the national realm. According to Green Pedersen & Wilkerson, “A central insight of policy agenda-setting research is that political attention affects policy” (2008: 81). Furthermore, the use of structures and agencies for Cost-Effectiveness Analysis (CEA) when assessing priorities will also be investigated. 
CEA was first applied to health care in the mid-1960s, and has become a common feature in medical literature (Effective Clinical Practice 2000). It can be defined as: 

“(…)a technique for selecting among competing wants wherever resources are limited,  In its most common form, a new strategy is compared with current practice (the ‘low-cost alternative’) in the calculation of the cost-effectiveness ratio (…). The result might be considered as the ‘price’ of the additional outcome purchased by switching from current practice to the new strategy (e.g., $10,000 per life year). If the price is low enough, the new strategy is considered cost-effective.” (Ibid: 1)

Another term frequently used is the one of Health Technology Assessment (HTA), defined as “a form of policy research that examines short- and long-term social consequences (for example, societal, economic, ethical, and legal) of the application of technology.” (Goodman, 2004: 12). It considers the effectiveness, appropriateness and cost of technologies in the healthcare field, and it does so by asking among its fundamental questions how health technologies compare with available alternatives (Ibid). Consequently, the level of application of CEA in the priority-setting process may affect the attention of policy-makers.  Questions about CEA have been included in the interview script (ANNEX 1), and the available structures for cost-effectiveness will also be duly analyzed in chapter IV.  
The increase in health care spending and access to modern technology give a strong impetus to CEA but its use in middle-income countries is still uneven (Oortwijn 2010). Moreover, previous studies have emphasized the importance of “expert consensus” about the use of technologies, interventions, and strategies to fight disease within different public health actors (Frost & Reich 2010), and lack of consensus in deciding to use a particular technology “can be a significant barrier to promoting access to health.” (Ibid: 28).
The stage of ‘policy implementation’ will encompass the currently available policies directed at the treatment of diabetes. This focus is based of the assumption that “How governments manage welfare or health care programs clearly has important consequences for policy and politics.” (Green Pedersen & Wilkerson 2008: 82). Within this stage, the analysis will also focus on legislative and executive structures of government in Brazil and Mexico. As the public policy process is comprised of ‘feedback effects’ in which each stage influences the other, CEA is also be analyzed according to its feedback during implementation. 
Lastly, it is important to acknowledge that the study of public policy process frequently entails the debate of whether it is possible to distinguish between analysis of policy (descriptive) and analysis for policy (normative). For this study, it is understood that policy analysts are acting in a normative manner when they are asked to propose new policies and/or alternatives to the present policies. While a number of authors argue that it is impossible to separate these two (Hill 2005), this study aims to take as much a disinterested approach as possible. While the critical analysis assumes desirability for the most effective use of resources and best possible outcomes for patients, it does not include alternative suggestions for policies. 
While there are a number of honorable objectives involved in analysis for policy, it is important not to lose the perspective that the policy process is a highly complex one, and that prescriptive considerations should therefore be taken with extreme caution.  The objective of this study is limited to taking the first and essential step in understanding the current situation in an integral manner.

II.4 Delimitations and Reservations

The subject of health policy is a universally relevant one. But in order to narrow down the problem formulation into an achievable task, a selection of countries and issues was necessary. 

Brazil and Mexico are the two largest countries in Latin America, both in terms of population and size of economy. Therefore, they exercise a certain amount of influence in their neighbors, and their actions carry consequences that go beyond their domestic borders. Brazil in particular “has emerged as a regional pole of power in the Western Hemisphere, and a nation of growing stature, visibility, and influence” (Hakim 2010: 43). Moreover, it could be said that, due to a prominent role in the continent, both countries could potentially serve as exporters of ‘social technology’ – in this case, the replication of successful measures in health - to their smaller counter parts. 
This exercise in leadership in the field of social technology can be exemplified by the meeting “Brazil-Africa dialogue on Food Security, Fight against Hunger and Rural Development” (FAO 2010), held in Brasilia, in May 2010. The meeting, in which 36 African ministers and more than 40 countries participated, defined ways to further South-South Cooperation to promote food security and development in Africa (Ibid). This event is one from several meetings held with developing countries, to discuss the best practice cases from Brazil and their possible implementation in other contexts. Mexico, conversely, has led the inauguration summit for the creation of multilateral organization promoting regional unity — a body that includes all 32 Latin American and Caribbean nations: The Community of Latin American and Caribbean States (CELAC) (Times 2010). Salvador Beltrán del Río, Mexico's Foreign Relations Undersecretary for Latin America and the Caribbean has said that CELAC "makes possible an old desire that [we] have [our] own space for dialogue and political resolutions" (Ibid: Online). The two countries also have a number of characteristics that would make the comparison valid and feasible in terms of historical perspective, population size and health challenges. 

As evidenced in the previous chapter, “one of the most significant changes to the health policy context in a globalizing world is the realization that the determinants of health are more complex and wide-ranging as a consequence of globalization” (Lee et al. 2002: 14), and when it comes to Latin America and the ‘double burden’, other conditions could have served as an interesting focus of research. The choice of focusing on diabetes was based on several reasons: firstly, the established relevance of diabetes in the Latin American context – its high prevalence rates and burden to the healthcare systems. Secondly, its potential ‘trickle-down’ effect - in which health policies aimed at diabetes may also decrease/prevent other non-communicable diseases, since people with diabetes have a higher-than-average risk of having a heart attack or stroke (ADA Online). Thirdly, due to the complexity and quantity of actors involved in public policy process, it would not allow for a proper and substantiated analysis, if we were to analyze more than one condition.  

Another important delimitation when collecting and analyzing data is that it focuses in decisions, statements, actions (or inactions, as we will see later) realized in the past decade:  from 2000 to 2010, for both countries. This decision was based on the fact that the rise of diabetes is a very recent one, as evidenced by the epidemiological changes of the population: in Mexico the mortality rate of type 2 diabetes increased from 43.3 to 53.2 deaths by 100,000 inhabitants from 1998 to 2002, representing 30% of the total mortality in adults (Villalpando et al. 2010); in Brazil, the mortality rate for the condition increased from 16.3 to 24 deaths by 100,000 inhabitants in the period of 1996 to 2006 (SBD 2009). At the same time, this timeframe is long enough to enable the emergence of any possible trends within the public policy processes. Additionally, this delimitation in time covers the offices of Presidents Vicente Fox (from 2000 to 2006) and most of the mandate of Felipe Calderon (2006 to present) in Mexico; and Luis Inacio da Silva (2002 to present) in Brazil. These offices present stable political environment, in which the rise of long-term or, at least, systematic policies in health could occur. 

II.5 Comparative Analysis of Public Policies

Brazil and Mexico have different healthcare systems. Authors Green-Pedersen & Wilkerson (2008), whose research compares attention to health in Denmark versus in the USA, argues “(…) few if any studies attempt to compare how issues affect politics across systems.” (Green Pedersen & Wilkerson 2008: 81). 

The possibility that Brazil and Mexico might have differing approaches to the same issue does not hinder the comparison, but in fact, it can potentially serve as an interesting methodological approach: 

“The variation between nations in incentives and practices is the key reason why international comparative studies are so valuable – because the variation is substantial, there is indeed a “natural experiment” that offers a potential window into the consequences of the policies adopted by the different countries.” (OECD 2003: 103)
Considering the scope and objectives of this project, a potential contribution is to provide a new comparative policy perspective, as well as providing a background to the identification of policies that are most appropriate in the Latin American context. 

II.6 Terminology

In this project, actions and decisions taken by political leaders, influenced by domestic processes, are ascribed to the states as entities. As the focus lies on governments as actors and not on the behavior of individuals, this seems to be justified. Actors or agents carry the meaning of the policy actors: groups of individuals “with the capacity to influence, either formally or informally, the policy-making process.” (Lee et al 2002: 13).
For names of agencies and other governmental institutions, the full name will be given in their original language, translated in English upon first mention, but acronyms will be utilized as per their original language.
For the names of programs themselves, English translations will be used whenever appropriate, but in the majority of cases the programs will be referred by their original name. The exception are the National Diabetes Plans, which will be referred as NDP   
In Mexico, the main entity at federal level in terms of health is called Secretaria de Salud, which acts just like a Ministry of Health. Therefore, both the Ministério da Saúde in Brazil and Secretaria de Salud in Mexico will be referred as Ministry of Health, MOH for short. 

The term ‘Institution’ coins two separate meanings in this study: one refers the organizational entity within the public arena (such as congresses, parliaments, etc.). The second refers to the definition used in social sciences: ‘institutions’ are the set of working rules, patterns and actions are allowed or constrained within the policy-making dome. 
The terms ‘Health policy’ and ‘public health policy’ and ‘public policy’ will be used interchangeably. The same thing applies for terms such as ‘Public policy-making’, ‘public policy process’, and ‘policy process’. 

In the next chapter, many of these terms will be contextualized within their respective theoretical backgrounds.  
III. The Public Policy Process: Theoretical Perspectives

At a basic level, the public policy process can be understood as how societies decide to utilize their scarce resources (Cochran & Malone 2005), in order to provide public interest goods or services. For the case in point, the theoretical models help to explain the steps involved in the health policy processes in Brazil and Mexico, and how they are addressing the diabetes threat and occurrence. 

The policy process is determined by a variety of factors, including socioeconomic factors, forms of government, economic organization and culture. Hence, the policy process should be approached as a multidisciplinary topic, calling for some disciplinary ‘bridge-building’ (Klotz 2007:5). In this manner, it is possible to touch upon some of the determining factors by using a set of interdisciplinary tools, which assist and improve our understanding. It is important to note that “bridge-building requires openness to the terminology used in alternative schools of thought” (Ibid). Some of the main elements in understanding policy-making stem from political science and economics, as both disciplines are concerned with human behavior in competition for scarce resources, and public policy could be understood as a confluence of these two (Cochran & Malone 2005).  
Originally, the study of public policy emerged as a subfield within the discipline of political science in the 1960s, even if “in a broad sense, the analysis of public policy dates back to the beginning of civilization” (Cochran & Malone 2005: 1). According to Hill (2005), the definition of the public policy process is one that involves a course of action or a web of decisions rather than just one decision, which taken together comprise a common goal. Policies are also part of a larger system, with decisions in other areas – or other policies – influencing it. In defining the analysis of public policy process, Cochran & Malone (2005: 1) frame it as “the study of government decisions and actions designed to deal with a matter of public concern”. 

Governments are “a set of institutions with superordinate power over a specific territory” (Hill 2005: 10), and because public policy is ultimately connected with the government, there are some issues that must be addressed: firstly, the role of the state in society and secondly, the nature of power – as in the governments exercising their power through the formulation and implementation of public policies.

III.1 Ideologies, Exercise of Power and State Organization

The term ‘Ideology’ denotes a coherent system of political ideas (e.g. communism, liberalism, social democracy, etc), and embraces sets of moral and ethical values as well as more pragmatic political concerns. Ideologies may be one of the influencing factors in public policy, since they can be seen as operating not only at the level of the consciousness but also at the level of institutionalized thought-systems and discourses in a given society (Crinson 2009: 23). 

Considering an ideal democratic state, it can be said that it offers conditions towards the accomplishment of fundamental principles such as equality and political freedom, both from the perspective of individuals, as well as from society (Bobbio in Andriguetti 2009). Such principles, in their turn, are judicially and politically guaranteed, by a set of rules capable of ensuring them (Ibid). In this situation, the exercise of power can be understood as a way of intervening in the decisions of the society according to equity and participation principles. In other words, for power to be exercised democratically, it is necessary a set of fundamental rules that establish who is authorized to make decisions and with what procedures. 

Starting in the XX century, the idea that a diminishing distance between state and society was possible, and the concept of ‘co-management’ – the power sharing between state and a community of resource users - was popularized (Fleury et al 1997).  According to some authors, the ideal to be achieved in the representative democracy would be that barriers separating the state and the citizen would be abolished, and in creating “new public spaces”, concrete results would be achieved in a less bureaucratic manner (Ibid). As per Shah’s definition, the drive of this approach would be of:

 “citizen's empowerment to hold their governments to account for service delivery through an institutional framework with justiceable rights (liable to trial in a court of justice) to public services and redress and an accountability framework to deal with government failures” (2009: 207).

At the same time, “there are no public benefits unless public authorities authorize funds to pay for them” (Lipsky 2009: 138). In democracy, another common assumption is of the ‘social compact’, understood as the set of goods and services that the citizens broadly expect to be available to them and political authorities expect to provide. In this sense, citizens understand at some level that they are the authors of the social compact (Ibid). 

Assuming that such a compact exists within democratic states, authors such as Lukes and Dahl (in Crinson 2009) add that policy making encompasses both the action and inaction of the actors, in what they called ‘non-decision making’: “(…) in the absence of any observable-conflict, power is actually being exercised.  (…) power resides in the potential a person has to influence and direct the behavior of others (…)” (in Crinson 2009: 14). Lukes argues that the assumption of power is not only exercised in situations of actual conflict between different interest groups: this position “fails to acknowledge that the most effective and insidious use of power is to prevent such conflict from arising in the first place” (Lukes in Crinson 2009: 24).  In other words, non-decision making is also an exercise of power that serves to shape the needs, values and norms of behavior of actors. Hence, the policy-making process is formed by both observable conflict, in which different agents have conflicting interests and ideas, as well as the latent conflicts that could potentially arise. 
In order to reach such decisions – or rather to exercise the power of decision-making – actors function following a certain logic.  

III.2 Functionalist Approaches: Rational decision-making

Arguments about the extent to which actors are ‘rational’, following their interests much like they would in the ‘marketplace’ are suggested by the functionalist approach (Hill 2005: 14). Decision-making in the policy process is very often determined by powerful economic forces, and empirical examples – such as budget constraints in healthcare systems - abound. Therefore, it makes sense to look at the policy process through the economic vies, particularly by identifying governmental attempts to deal with limited resources and scarcity. While the needs and wants of the public may be limitless, the government has to deal with limited amounts of resources. When it comes to health, this becomes even more evident.
The rational decision-making model is hence concerned with the processes of decision as well as the processes of action, and points in the direction of equilibrium of preferences (Garson 1986): it argues that the rationality of institutions is mainly pragmatic, and ‘deciding’ is essentially selecting from a range of alternatives, choosing an option that maximized the attainment of values of the organization following a comprehensive analysis of the alternatives and consequences. The rational decision-making model thus presents some interesting connection to economic approach of maximization, and therefore could be connected to the rise of use of CEA in the public health sector. 

Moreover, the rational choice is based on the assumption that decision-makers are rational, self-interested optimizers (Hall & Taylor 1996). In this view, social phenomena are interpreted in terms of preference-maximizing strategies pursued by individuals. In the public arena, preference-maximizing strategies revolve around exchanging compliance for preferences in a social bargain which, if not kept, may lead to the breakdown of existing institutional patterns of power (Levi 1990). While rational choice theories do seek to analyze decisions affecting institutions, this tradition is often seen as a contrast to institutional theory. 

This model has been criticized by some authors stating that actors have a very limited amount of time to make decisions, and could not possibly go through – at least not systematically – all the available options before making a decision (Crinson 2009).
III.3 Institutionalism 
Institutional theories emphasize the “creation of institutions as well as their structuring effects on political life” (Hill 2005: 78). The common use of institutions as per the sociological approach is that ‘institutions’ are governance structures based on rules, norms, values, and systems of cultural meaning. Institutions are defined by Ostrom as "the set of working rules that are used to determine who is eligible to make decisions in some arena, what actions are allowed or constrained, what aggregation rules will be used, what procedures must be followed, what information must or must not be provided, and what payoffs will be assigned to individuals dependent on their actions" (1990: 51). In the public sphere, institutions create checks and balances, facilitate political cooperation, and reduce political uncertainties (Ibid). Repeatedly in policy-making, actors are constrained by the structures in which decisions are being made, or the “collective choice rules” (Ostrom 1999: 39). 
Campbell & Pedersen (2001) argue that academic interest in institutionalism grows more broadly out of post-WWII upheavals, such as the collapse of Communism, which made questions about the relation of institutions to political and economic change critical. Others trace the rise of institutional theory to a reaction against the rise of social science behavioralism after WWII (Hall & Taylor in Garson 2008). 
The thrust of this approach is to ‘bring the state back into’ the main stream analysis of politics and society. This theory holds a critical view of the behavior-oriented, social ‘agent-centered’ analysis of the role of the state. As per Crinson’s definition, the overriding concern of (neo-) institutionalism is “to argue that political decision-making processes cannot be understood without the reference to the institutions in which these decisions occur.” (2009: 25). This theory also characterizes the governmental systems as “rival groups fighting for the appropriation of resources, with asymmetrical power relations” (Flexor 2006: 6). 
III.3.1 Historical Institutionalism

Historical institutionalism focuses on the historical development of the institutions and structures, focusing on sequences of development: timing of events and phases of political change. It develops from theories of politics and structural functional theories in sociology: 
 “(…) explicitly focus on the development of the institution of the modern state (rather than its function alone). Its key assumption is that historically constructed set of institutional constraints and opportunities influence the behavior of politicians and interest groups involved in the policy-making process.” (Crinson 2009: 26) 

Overall, institutional theories argue that institutions doing the aggregating decisions are biased in particular directions and historical institutionalism points in the direction of maintenance of the status quo (Garson 2008). According to Skocpol (in Crinson 2009), the institutional configurations of governments and political systems influence the behavior of the actors involved in the public policy process, but the theory does recognize the autonomy of the agents. 

An important concept within historical institutionalism is of ‘Path dependency’, which points out the development of state institutions over time as a major factor in shaping its characteristics.  ‘Path dependency’ is defined by three distinct phases (Pierson 2000): first, a particular event gives rise to consequences to the policy process. Second, the direction of the policy gets more restrictive, and lastly, a policy pathway is followed, with a number of feedbacks. According to Mahoney (2000), path dependency assumes that certain events set in motion a series of institutional changes and arrangements. In terms of analysis, it would mean identifying a particular event and tracing it back to the changes in institutions that derived directly from this event. ‘Path dependency can be seen as a reaction against economic determinism, instead emphasizing the power of culture, values, and norms in institutional change. Pierson's (2000) work on path dependence fits in this tradition, emphasizing the inertia of institutions as self-reinforcing systems, as does the earlier work by North (1990) on the obstacles to change posed by organizational norms designed to make existing patterns self-perpetuating. Hence, historical institutionalism in general emphasizes the constraints institutional factors place on decision-making and individual discretion.

Other concepts developed from the same school are “incrementalism” and "muddling through". Baybrooke and Lindblom (1963) argue that, in practice, policy decisions are made incrementally. In other words, that the whole process of policy making is marked mainly by incremental decision upon a larger policy framework. This is what is called the incrementalist model – or also referred as muddling-through. This model fits with the approach of bargaining and negotiating between different interest groups. Cochran & Malone contextualize incrementalism in the following manner:   

“Incrementalism assumes the rational self interest approach of individuals and groups. Since individual and group interests usually conflict, compromise will be required in which everyone will have to settle for less than they hoped for. This results in relatively small changes in existing policy. The budgetary process is thus simplified into a task that assumes each existing program will continue to be funded at existing level because this level is perceived as fair. If the budget is growing, each program gets approximately the same percentage increase, with those programs having unusually strong support getting a slightly larger increase and those whose support or visibility are waning receiving slightly less.” (2005: 55). 
Incrementalism is frequently used as way to reach best budgetary decisions, with satisfying result, in which the policy adopted is acceptable from most view points. The main deficiency with incrementalism is that it loses empirical strength since it is unable to explain substantial changes in policies over time. 
III.4 Social Constructivism

Another important aspect that should be analyzed within the public policy process could borrow important insight from the sociology of organizations – mainly useful to explain the political behavior of institutions.
Social constructivism, while not a theory on its own, exhibit important similarities to institutionalism as it regards the basic underlying social mechanisms. Consequently, they could be compared, and used in parallel, since the underlying social mechanisms in the two theories are nearly identical, and they address the same dependent variables, such as identity formation and role enactment (Trondal 1999). 

Although the question of who benefits or loses from policy has long interested political scientists, when attention turned to the aspects of agenda setting, formulation and consequences, social constructivism became particularly relevant (Schneider & Ingram 1993). While a great deal has been written about the social constructions of social problems, this rationale becomes particularly beneficial in how it contributes to the studies of agenda setting and legislative behavior (Ibid). In the theory proposed by Schneider & Ingram (1993) they contend that social construction of ‘target populations’ (groups that benefit from public policy) has a powerful influence over the policy-making process: “there are strong pressures for the public officials to provide beneficial policy to positively constructed target populations and to devise punitive, punishment oriented policy for negatively constructed groups” (1993: 334). In this sense, this notion assists in explaining why some groups are advantaged more than others, independently of traditional notions of political power and how policy design can reinforce such advantages. 

Wendt (in Klotz 2007) drew from social constructivism based on the understanding that agents interact through overlapping social spheres – being them ethnic, ideological, cultural or other (Klotz 2007: 7). 

Similarly to the definition of ‘institution’ in the institutionalim school, social constructivism contends the existence of ‘structures’ within the political system. Structures are the cluster of rules and stable meanings that result from institutional practice (Wendt and Duvall in Klotz 2007). Agents will act based upon these rules – thus reinforcing or weakening these structures. More importantly, such collectivities “act in ways that create, perpetuate, and alter the environments in which they live. If people did not reinforce dominant meanings, sometimes expressed as `historical facts´ or unavoidable `reality´, structures would not exist.” (Ibid: 7). In this sense, ‘truth’ can no longer be understood to the ideal that our concepts match the world out there, because the concepts created in the social world are constitutive to it, instead of simply mirroring or describing it (Kratochwil, 2006: 7). It is precisely this interactive relationship between people and the perpetuation of meaning, in other words the mutual constitution of structures – or institutions - and agents, which is key to understanding the ‘health realities’ in each political system. 

Based on this understanding of multiple ‘realities’, agents are also shaped by their different perceptions and behaviors. The actor’s behavior shapes its identity, as it answers the question of ‘who am I?’ (Youde 2008). 

By analyzing institutions and agents, it is also useful to look at norms and their legitimacy. Legitimacy can help illuminate the constitutive processes of current structures (Klotz 2007), and therefore the legitimacy of a certain ‘reality’ will influence of the decision of an agent to deal with this reality.

Overall, these ‘high-range’ theories provide the basis for understanding the public policy process. However, it is also important to analyze in detail how the process works in practice. 

III.5 Public Policy Process as Stages

The original version of the public policy process model first came into use by Harold Lasswell in the 1950s to be applied to the understanding of public administration (in de Leon 1999: 19) as a series of functional stages in making public policy. The author’s original concept was to operationalize and produce mainly normative understanding of the practice. Later on the 1970’s Jenkins (in Hill, 2005) introduced a stages model for the process: 


These stages offered a way to think about public policy both as a concept and in operation, and since the model’s introduction many scholars have chosen to focus on each particular stage. 

Each stage is also expected to have a particular set of actors involved in each one of them. These systems have a very fluid dynamic in which policies are changing over time, and the each stage of a given policy provides ‘feedback’ to the other stages. As de Leon frames it: “The cumulative analysis of the various stages clearly demonstrated Laswell’s insistence on a multidisciplinary approach to the policy science, as well as the interactive effects among the different stages” (de Leon 1999: 22). 
Hogwood and Gunn (in Hill 2005: 20) later offered a more complex model, adding a few more details:
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The initial advantage was that it was possible to break down the process into a more pragmatic framework of analysis, as de Leon contends:

 “The policy stages models help disaggregate an otherwise seamless web of public policy transactions, as was too regularly depicted in political science. They proposed that each segment and transition were distinguished by differentiated actions and purposes. For instance, policy estimation was primarily an analytical activity pursued by (usually) staff analysts within an agency; on the other hand, implementation was performed by an entirely different set of actors, generally acting outside the agency, having to interact with  a defined set of external clients (…)” (de Leon 1999: 24). 
As a consequence of the use of the framework, and with the cumulative analysis of the various stages, the multidisciplinary approach was cemented as well as the interactive effects among them: “(…) the emphasis on the policy process moved research away from a strict adherence to the study of public administration and institutions, which was increasing in political science and of quasi-markets, which was the predilection of economics.” (de Leon 1999: 22). Thus, it helped to rationalize the process in a new problem-oriented perspective different from its disciplinary predecessors.
One of the main arguments for the use of the ‘stages’ framework or approach is complexity of policy actions. Hence, this framework helps to organize diagnostic and prescriptive inquiry (Ostrom 1999) and simplify it into workable segments for inquiry (Cochran & Malone 2005). 
Other authors argue for the policy to be analyzed as a cloud of elements, in which the elements would not follow a series of actions, but instead are intertwined in a more fluid manner. Figure 1.3 (adapted from Cochran & Malone 2005: 45) presents the cloud proposed by the authors:
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This model proposes a similar method of analysis by breaking the process down to its individual parts, but it does not place them as a serial, one-way road.

This model proves less useful in analysis as it brings together the influencing factors with actual parts of the process, making it less linear. Most importantly, this model could be interpreted in a way that puts the ‘problem identification’ as a given in the process. 
On top of the description of the policy stages model, Blank & Burau (2007) also propose a specific model for the health policy context, in which, similarly to the cloud proposed by Cochran & Malone (2005), they single out the determinant factors in the health policy-making context: 


Adapted from Blank & Burau 2007: 32

The context presented by Blank & Burau encompass the main variables involved in the policy making process directed at health. They have aimed, therefore, at citing and including main influential factors, not the actual stages within policy making. While they have developed this model for developed countries (only developed countries where in the scope of their research), it is safe to assume that the same variables are relevant to developing countries, even if the weight of each variable is different. This scheme also assists on emphasizing the elements that will be touched upon throughout this study. For example, by also focusing on the use of Cost Effectiveness Analysis in the two countries, it will be a way of analyzing the social factors in technology perception.

In line with the context proposed by Blank & Burau, other authors contend that in many cases - due to the myriad of determinants in health policy process - scientific knowledge has little or no influence in the actual public policies (Fleury 1997, Sommer 1996). If this is indeed the case, it is interesting to assess what are the determinants and dynamics involved in the ‘initiation’ stage of public health policy-making.   
III.5.1 ‘Initiation’: Agenda-Setting in Health 

Considering the stages framework, agenda-setting in health is part of the initial stages of the policy process, in which ‘deciding to deciding’, ‘defining priorities’ and ‘forecasting’ are all part of the ‘initiation’ process (Box 1.2).
Among the crowded agenda of politicians, an issue must attract sufficient attention and interest to take part in the public arena. There are only a finite number of issues that can occupy the public agenda for a period time. Additionally, there is also a constant tension between emerging issues and previously established issues: these items have already established a public legitimacy, and new items have not yet (Cochran & Malone 2005) Health in general is a permanent issue on the agenda, gathering attention due to its potential to gather votes from the electorate. One important aspect when looking at the agenda for healthcare is to consider that “the ability of political systems to initiate major policy changes is related to how political systems process information” (Baumgartner et al. 2008: 4).

Some of factors related to ‘why’ attention goes to certain issues, instead of others, are a) the changing political environment, b) new political players, c) policy entrepreneurs and what scholars from the field call “windows of opportunity” (Cochran & Malone 2005). In contrast to the incrementalist assumption, this view contends that the public policy process are “often created or changed in major ways during relatively short ‘windows of opportunity’ during which conditions were temporarily ripe for increased attention and action” (Kingdon in Baumgartner et al. 2008: 3). Windows of opportunity may arise when triggering elements raise the attention to a certain issue. A natural crisis, a terrorist attack, or other uncommon events are considered as some of these triggering events that gather attention. 

Researchers have also suggested a series of characteristics that surround the establishment of an agenda, dividing issues in two separate agendas: the systemic agenda, largely symbolic in nature, controversial, that create nothing more than discussion, and the institutional agenda which would consist of issues who are actually receiving attention and being dealt with (Cochran & Malone 2005). Another characteristic proposed originally by Downs (in Cochran & Malone 2005) is that the public agenda has an issue-attention cycle. According to Downs (Ibid) the five stages of the issue-attention cycle would bring an issue from a high priority on the agenda to a low again, all through the discussion and later realization of cost of the significant process: 1) the pre problem stage, 2) alarmed discovery and euphoric enthusiasm, 3) realization of the cost of significant progress, 4) gradual decline of intense public interest and 5) the post problem stage (in Cochran & Malone 2005). The cycle was based on a case study on the US, but it is not unreasonable to consider a pattern in the cycle of attention for the problem at hand. 

Agenda-setting studies are often concerned with why, in context where resources are limited, decision-makers focus disproportionate attention on some issues while ignoring others (Green-Pedersen & Wilkerson 2008). The explanations proposed are wide ranging: 

“Some are structural, emphasizing how institutions are organized to advantage some alternatives or issues over the others. Some are cognitive, emphasizing how individuals or even institutions process information in ways that limit what will be addressed at any given time. Others emphasize the role of external events or publics (…)” (Green-Pedersen & Wilkerson 2008: 83) 

Health consistently grabs attention in the public policy area because it affects everyone and becomes a ‘life and death’ matter. In this sense, it has the ability to attract votes: “No politician wants to oppose health or access to health care.” (Green-Pedersen & Wilkerson 2008: 83). Still, and despite its potential to attract political attention, the amount of attention actually received is governed by changing perceptions of the ‘problem’ (Ibid).  In this sense, it is once again useful to utilize a social constructivist approach, considering that “what serves as an explanation for an action is extremely context dependent” (Kratochwil 2001: 17). The constructivist approach understands that “social reality, after all, is nothing but in a sense, a subset of reality” (Jørgensen 2001: 40).
Interestingly, Cochran & Malone note that “the perception of a problem as being serious may even be more important than its actual seriousness. A triggering event such as, for example, a single act of terrorism, may focus attention on an issue” (2005: 48). As far as health is concerned, one could consider a serious of different conditions as being considered serious threats, the case of the swine flu - H1N1 - in Brazil and Mexico caused a lot of commotion, attention from the media and demanded a series of very fast-paced reactions from the ministries of health. By end of 2009, Brazil had 2,100 deaths related to the virus, while Mexico had 1,200 deaths (WHO Online).  Determining which issues move from the systemic to the institutional agenda is an extremely important part of the entire policy-making process. 

It is important to note that success in reaching the public agenda level does not necessarily ensure a response in the form of policy. There are in fact, a number of issues that may remain in discussion for years, without much action has been done around them. Usually these are items of the agenda where, apart from admitting its importance, the actors involved find hard to agree on how to solve the problem. However, the opposite – failure of getting the issue on the agenda – will guarantee that this issue will not be handled. Hence, “(…) getting on the policy agenda is the most critical step, and also the most nebulous and amorphous, in the entire process” (Cochran & Malone 2005: 46). 

To Orosz (in Fleury 1997), in order to understand the relationship between the evidence production and the elaboration of a public health policy, it is important to view it according to different dimensions: political context, and the influence of the different actors involved (in Fleury 1997). As far as the relationship between the scientific community and the policy-makers, some difficulties frequently arise in the interpretation of a problem, or during the search for a solution. To the author, these groups have distinct logical patters or “reference patters” (Ibid). Members from the scientific community tend to believe that logical and scientifically-sound argumentation are sufficient to guide health policies, and that they should be formulated according a rational process that would move forward based on data collection, its interpretation, and finally a scientific consensus (Fleury 1997). To them, the evidences would speak for themselves, and this would be enough to reach the formulation and implementation of policies in health. 
In certain situations, results from highly consistent academic research may not be sufficient to orientate actions in the public health arena (Fleury 1997). As an example that is also related to the rise of non-communicable diseases, it was only 30 years after the first report relating the consequences of nicotine to the body that public policies limiting the use of cigarettes started emerging in Brazil (Ibid). Moreover, the scientific community is unable, at times, to provide precise answers to the policy-makers, particularly in relation to multifaceted problems. 
III.5.2 Limitations of Stages Framework

The critics of this conceptual framework argue that its main flaw is its inability to predict future outcomes with the same precision as other science theories (Cochran & Malone 2005: 39). 
The model is also potentially misleading due to the risk of by focusing on each stage at a time, a policy researcher could lose sight of the process as a whole, or tend to differentiate the stages as shapely differentiated set of activities. 

More importantly, the policy stages implies linearity: first initiation, then estimation, and so for. As one of its critics, Sabatier (in De Leon 1999: 23) puts it: “the stages model is not really a causal model at all. That is, it did not lend itself to prediction, or even to indicating how one stage led to another”.  The role of policy sciences in prediction has been aptly refuted by a number of authors (de Leon 1999), and Hill (2005) notes that while there are grounds for seeing the stages as involving the progressive concretization of policy, the model was never intended to offers any basis for prediction about what will occur at any stage. Furthermore, the policy process framework implies a system; the whole is not diminished through the analysis of individual stages, but simply allowing for the feasibility of analysis within the intricate web of the policy process. 

In summary, the theories presented in this chapter will be used in different levels: keeping in mind the organization of the democratic state and the exercise of power, the institutionalist and functionalist approaches help us understand how the governmental institutions and agents interact. They also provide specific analytical characterizations on the policy process itself, such as incrementalism, path dependency and windows of opportunity. The ‘policy process stages’ presented serve as guidance for how to tackle the specific problem of diabetes, and by dividing it into stages, to provide a more linear and logical presentation of the policies in the two countries. It is also through this framework that we are able to analyze the particular issues involved in the formulation and agenda-setting for policy. Due to the focus on agenda-setting, it was also important to conceptualize how policy-makers perceive priorities, and to assume that these priorities are socially constructed. 

The following chapter will build upon these concepts to present the public policy process in Brazil and Mexico. 

IV. Analysis: Public Health Policies in Brazil & Mexico

This chapter focuses on public health policies in Brazil and Mexico as separate cases, so that they can be adequately compared in chapter V.  A brief section introduces worldwide recommendations for diabetes policies previously discussed in the academic world, and the analysis of the countries will be done in light of this understanding.  

For each country, a brief socio-economic and political backgrounds are presented, as well as each country’s basic health structure to ensure a proper comparison later on: “As with political systems, the comparative analysis of health policy often uses typologies of health systems to help capture the institutional context of health care and contribute to explaining health policies across different countries” (Blank & Burau 2007: 11). Following that, the analysis focuses in the actual stages of the policy process, following a structure from models discussed in the theoretical chapter. 

The initiation phases will be considered as one large group, encompassing, according to the detailed model proposed by Hogwood & Gunn (in Hill 2005): ‘deciding to decide’, ‘deciding how to decide’, ‘issue definition’, ‘forecasting’, ‘setting objectives and priorities’ and ‘option analysis’. Among these initial stages - and particularly for forecasting - agencies responsible for Cost Effectiveness Assessment (CEA) will be presented and considered within the diabetes context. It is acknowledged that CEA agencies also have an impact in other stages of the public policy process.
The remainder analysis for each country will focus on diabetes-related policies that are being, or have been, implemented within the time framework established (2000 to 2010). This is again following the Hogwood & Gunn’s model (in Hill 2005): ‘Policy implementation, monitoring and control’. This section of analysis aims at understanding what has been done towards the diabetes threat in the recent past. Looking at the policies already implemented is also an opportunity to understand the structural limitations or advantages of each country, which would allow for a more effective way of addressing the condition. Additionally, the implementation level of analysis is essential since it includes a potential ‘feedback’ dynamic between policy initiation and policy implementation. 

The analysis will lastly touch upon evaluation of these policies, both from governmental and academic sources. Evaluation, in this context, is understood as the measurement of the outcomes for the patients with diabetes as well as for the general population.   

IV.1 Diabetes: Directives for Policy 

The past decade has been described as the “golden window for global health” (Feachem et al. 2010: 340) since “new disease specific health initiatives and major new funding programs have contributed to impressive gains” (Ibid). Public health scholars and intergovernmental organizations have systematically produced reports and policy notes related to NCDs and diabetes in the past decade (OECD 2005). It is interesting to note that these reports usually address countries in the two extremes of the development scale: either recommending alternatives to developed countries, or focusing of the end scale of low-income countries (mainly Sub-Saharan Africa). Nonetheless, these normative studies have made recommendations related to diabetes, and may assist in the analysis of the actions taken by the two countries. It is not our goal to present them as policies that should be pursued in the Latin American context, but as policies that could be considered as alternatives and/or have been applied in other settings. It is also interesting to note that some of these studies often review specific interventions, but conclude that, ultimately, it is difficult to translate such interventions into public policies (Barquera 2003).  

Glasgow and colleagues defined a public health approach to diabetes as "a broad, multidisciplinary perspective that is concerned with improving outcomes in all people who have diabetes, with attention to equity and the most efficient use of resources in ways that enhance patient and community quality of life." (in Albright 2007). Among the latest and more prominent reviews on the diabetes issue (Unwin et al. 2010, Beran & Yudkin 2010) it is stated that “in view of the worldwide epidemic of type 2 diabetes, the prevention of diabetes and related diseases ought to be at the forefront of global efforts to reduce health inequity, alongside the targets of the Millennium Development goal” (Unwin et al. 2010). 

Additionally, when understanding the use of cost-effectiveness studies in this context, it is interesting to note the three relevant arenas of activity highlighted by Frost & Reich (2010: 30):  

“First, political commitment has been shown repeatedly to be a key factor for the success of health technology access. (…) Second, registration of the technology is often required by national regulatory authorities and has in some cases been a reason for delay of product introduction.(…) The process depends in large part on a nation’s regulatory authority policies and market incentives but also on various market imperfections that can slow down the process of regulatory approval. (…) The third arena that is important for national level adoption is acceptance of the technology by policy makers within health ministries, especially in countries with a large public healthcare sector whether or not the government is an important provider (either through the ministry or social security).” 
Assunção (et al . 2001) noted that prevention policies for diabetes comprise of one of the most difficult  challenges of public health, as they are related to a) behavioral change: it is necessary to develop “primary prevention routines” among the population and b) self-management: the patient has a significant responsibility towards the treatment and control of its blood glucose levels. Primary prevention routines are necessary both for prevention of the disease and the prevention of complications on diagnosed patients. 

Other specific feature from the disease that should be addressed by public health policies is that, beyond the access of insulin, the proper diabetes care requires “strong political will and local champions” (Beran & Udkin 2010: 217) to succeed, particularly in poor settings.  Moreover, the authors have identified a number of points “necessary for a positive diabetes environment” (Ibid: 218), which are: 1) organization of the health system, 2) data collection, 3) prevention, 4) diagnostic tools & infrastructure, 5) drug procurement & supply, 6) affordability & accessibility of medicines and care, 7) healthcare workers, 8) adherence issues, 9) patient education & empowerment, 10) community involvement and diabetes associations and 11) positive policy environment. This report also suggests that the development of national diabetes programme/policy is needed in order to ensure continuity and guiding principles, hence “assisting the organization of the health system (…) for diabetes management” (Beran & Udkin 2010: 220). Lastly, it states that diabetes associations have an important role in advocating for public policies and even offering treatment for people in poor settings (Ibid). 
Other reports point to the importance of a) Assessment and Monitoring of communities’ health and b) the development of a Chronic Care Model which would improve access (Albright 2007). 
The aspects underlined by these reports will be addressed in the analysis of the two countries.

IV.2 Brazil: Socio-economic Markers & Milestones


With an estimated population of 190 million people, Brazil is the fifth largest country in the world. Originally a Portuguese colony, it currently has a federalist system comprised of 26 states and a federal district (IBGE 2010). 

In 2008, Brazil registered a total Gross Domestic Product of R$ 2,9 trillion (around US$ 2 trillion), which represented a growth of 5,1% from 2007 (IBGE 2010). Since 2000, Brazil has seen a steady pace of growth in its GDP, and has a leading role in the region. 

While traditionally faced with social and economic unbalances, Brazil has been showing improvements: in latest statistics available, from 2009, Brazil is rated 75th in the world ranking of the Human Development Index – HDI, out of 177 countries (UNDP Online).  The health indicators have also improved in the last decades: in the latest National Report of Millennium Development Goals assessments (MDG 2010), the goals related to maternal health and childhood health have improved consistently in the past 5 years (Ibid). Moreover, the report points to a decrease in extreme poverty from 12% of the population in 2003 to 4,8% in 2008 (Ibid).    

After the end of the bureaucratic-authoritarian regime (1964-1984) in Brazil, decentralization process – the transfer of authority and responsibility from the central government to intermediate and local spheres, or to the private sector - was a major issue of the Brazilian democratization agenda (Almeida 2005). This process was extremely important in the shaping of the healthcare structured, since it can be understood in a) conveying decision-making capacity regarding policies and fiscal capacities to sub national authorities; b) transferring responsibilities for the implementation and administration of policies and programs defined at federal level to other spheres of government; and c) shifting national government’s attributions to the private or non-governmental sectors (Ibid).

Following this democratic reshaping of the country, in 2002 Lula Inácio da Silva, from the Worker’s Party, was elected for the presidential office, and assumed his post with a clear focus on social equality and state provision for the poor. One of the main platforms from Lula’s government was the social redistribution program entitled “Bolsa-família”. The program is a direct income redistribution platform benefitting families in poverty and extreme poverty (Bolsa familia Online). The program currently encompasses 12 million families with a monthly income of less than R$ 140 (around US$79) (Bolsa Familia Online). Compared to this and other social welfare initiatives, health received a fairly lower attention: out of the total GDP, around 3.2% is  spent in healthcare, public and private (CEBES 2007). Considering the Latin American region, this percentage is low in comparison to neighboring countries, and has not changed much after Lula’s election. Argentina, for example, spends up to 6% of its GDP in health (Ibid).  
IV.3 Brazil: Healthcare Structure

After the redemocratization process, a new constitution was passed in 1988, which established the seminal concept of the Brazilian current healthcare system. In it was devised a decentralized model with focus on the municipality (Fleury et al 1997). Almeida adds that:

“guidelines regarding health care were particularly detailed to include the blueprint for a unified and decentralized system called the Unified Health System (SUS) that embodied a clear conception of cooperation among different governmental levels. (…) Important responsibilities for the provision of health care, basic education and social welfare have been slowly transferred to municipal governments while the role of states and especially of federal government has been redefined.” (2006: 11)

The system entitled Sistema Unico de Saude (SUS) covers the entire population, offering open-ended access to healthcare. Universal healthcare systems, in their ideal conception, are characterized by tax-supported monopoly system of government provision and funding (Blank & Burau 2007). However, private health insurance in Brazil also has a robust representation: roughly 45 million Brazilians were privately insured in 2007 (Soares Santos et al. 2007). 

SUS comprises of the centers for healthcare and hospitals – the main providers, as well as centers for Sanitation, Epidemiology, and research institutes. Historically, half of the funds originate from the federal level, and the other half is under the responsibility of states and municipalities (SUS 2007).
The decentralization process in health did not occur in a homogeneous manner in the country (Ortiz 2002). According to Nepp (in Ortiz 2002), each municipality developed its own decentralization model, in which municipalities and states would search for their own resources - physical, financial and human. This process has a direct impact in the treatment and handling of a chronic disease such as diabetes: on one hand, a municipality is able to assess the burden of conditions in its population, which may lead to a wide array of solutions. Furthermore, many small municipalities simply lack the basic infrastructure, and therefore must rely on its larger counterparts (capitals, states) to provide access to health to its population. Ortiz (2002) also provides some reasons for this heterogeneous decentralization: the continental dimension of the country (with over 5000 municipalities). Additionally, the author characterizes the implementation of health policies in Brazil marked by traffic of influence in the exercise of politics, which is also very much embedded in the overall policy and political culture of the country (Gerschman in Ortiz 2002). 
While provision of health has been secured constitutionally, health services in the country have been often characterized by an insufficient offer, in other words, it has a small offer compared to its demand (Nishijima et al. 2006). The insufficient offer results in long waiting periods for the patient, particularly if the treatment is not characterized as an emergency (Nishijima et al. 2006). This is the case for most of chronic diseases, and more so for diabetes, since symptoms can often develop at a later stage of the disease. In addition to the public healthcare system, Brazil has a strong private offer of healthcare (Soares Santos et al. 2008). This public-private mix, therefore, is considered beneficial as it duplicates the offer and access to the population. The private insurance can be conceptualized as ‘complementary’ to the public services, as the citizen is not forced to choose between one and the other (Ibid). Even so, access to health services to lower-income population is often hindered by lack of insurance and poor services. According to analysis done on availability of hospital beds in the country, the offer of public hospital beds is of 1,81 bed/1.000 inhabitants, while the private hospital beds offer is of 2,9 beds/1.000 inhabitants (Soares Santos et al. 2008).

The private healthcare sector in Brazil, although robust, does not own up to the real costs of the services offered, because in many occasions it utilizes the public health infrastructure to do so (Nishijima et al. 1998). It was only in 2000 that the Agencia Nacional de Saúde Suplementar (ANS) was created as the normatization, regulation, control and fiscalization agency for private care activities (ANS Online).

The SUS, therefore, embodies the health delivery and access to a great part of the Brazilian population. Delivering health services is an essential part of what the system does, it is not what the system is (Baeza & Packard 2006). The Ministry of Health formulates the national health policies, but it does not implement them (SUS Online). For actual implementation, it will depend on its partners (municipalities, states, and other actors). Both state and municipalities are allowed to formulate their own health policies, as long as they are not in conflict with the federal ones. 

Another step further in decentralization of health was implemented in 2006 as the Pacto pela Saúde - Pact for Health (SUS 2007). For a period time, the discussion on how to update the SUS was a common theme among the implementation actors, mainly the states and municipal health secretariats, represented through their respective councils CONASSEM (municipal level) and CONASS (state level) (Miranda 2007). They are constantly faced with regulatory demands that seem out of date and even contradictory: “The managers [of SUS] are then lost in bureaucracy that seems to have no end, or live within a system of norms that seem to be inapplicable to its reality, making the implementation of SUS very difficult” (Miranda 2007: 9). 

Therefore, the Pact for Health embodies the array of institutional reforms among the three spheres of power with the objective of promoting innovation in the processes and instruments for health delivery (SUS 2007). Within the Pact, it was established that delivery would be provided through Redes de Atenção - Attention Networks (Ibid), which are at municipal level. 

Funding, on the other hand, has been modified in two ways. Firstly, the pact simplified the process of fund transfer from federal to municipality, as before that there were more than 100 ways of funding-transfer processes (SUS 2007). Secondly, while provision remains a municipal responsibility, funding comes primarily from federal level and state level. According to the Constitutional Amendment number 29 (one of the initial items of the Pact), of 2007, municipalities should spend at least 15% of its revenues in health, while the state should spend 12% of its total revenue (SUS 2007). Moreover, the transfers of funds were divided in five main blocks: ‘basic assistance’ – in which diabetes was included, ‘medium and high complexity assistance’, ‘pharmaceutical assistance’, ‘health surveillance’ and ‘SUS management’ (Ibid).

Overall, the Pact for Health was one of several attempts to articulate the different spheres (Carvalho 2001) within SUS, and has had a positive impact in diabetes considering the specific regulations for financing and responsibilities it proposes. 

IV.4 Policy Initiation in Brazil

It is possible to identify three main actors in the decision flow which are key in understanding how public policies for health issues come to be: firstly, decisions within the local level (municipalities and states) are made by health secretariats, which then have to request funding for the implementation based on the blocks of assistance mentioned above. Secondly, nationwide decisions are discussed in two distinct bodies Conselho Intergestores Tripartite - CIT.  CIT is composed by members of the Brazilian MOH, and members from the health secretariats from states and municipalities, CONASSENS and CONASS (CIT Online). CIT has monthly meetings and all decisions have to be taken by consensus, not by voting (Ibid). 

Another actor participating in the first deliberations of priority-setting is the Conselho Nacional de Saúde – CNS, National Council of Health, which acts in a supporting role (CNS Online), much like the CEA agencies. What distinguishes this body is fact that its participants are not only the three spheres of power but also members from the civil society. Among the participating Unions, NGOs and healthcare professionals associations, the Federação Nacional das Associações e Entidades de Diabetes – FENAD, National Diabetes Federation is also present. Being a member of the CNS, FENAD can not only exercise pressure among the governmental agencies, but also participate in the implementation phases through support and recommendations. 

Overall, all three spheres have the opportunity to bring to the agenda what they consider to be most important, as well as members from the civil society. The issues raised and actions presented are often supported by a string of other agencies and sub-agencies, some particularly related to scientific evidence-building, which are discussed below.  
IV.4.1 CEA Structure

As support to the decision-making process within CIT, the regulatory and surveillance agencies play an important role in the assessment and implementation of policies related to diabetes. The national regulatory authority (ANVISA), the Drug Market regulation council (CMED) and the Secretariat for Science, Technology and Strategic inputs (SCTIE) are all governmental bodies that aim at establishing the best use of resources in health (Oortwijn et al. 2010).  Among them, the SCTIE in particular is very active in supporting both the formulation and implementation of health policies. 
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It is a very recent agency established in 2003 by a presidential decree that reshaped the regulatory and surveillance bodies of the MOH (GECIS 2008). It is divided into three main departments: department of pharmaceutical assistance, which acts as the main drug purchasing body for the Union, department of science and technology, which finances research such as ELSA-Brasil, and lastly the department of Health Economics, which in a reform from 2007 received a new name and is now called department of the Industrial complex and Health Innovation (GECIS 2008). SCTIE implemented in 2005 the Agenda Nacional de Prioridades de Pesquisa em Saúde – National priority agenda for health research. It contains a section fully dedicated to NCDs. 
An important initiative promoted by the SCTIE is a study called ELSA-Brasil  - Estudo Longitudinal de Saúde do Adulto - a longitudinal study in adult health in the country, currently being conducted among six federal institutions, involving 15,000 participants.  The study is particularly relevant for the identification of NCDs due to its long-term assessment – it aims at continuously investigate its sample, without a predetermined date to end. It is an initiative from the Ministry of Health, through the SCTIE in conjunction with the Ministry of Science and Technology (ELSA Online).As part of the structural reform in research agencies within the MOH from 2003, the Secretaria de Vigilância em Saúde (SVS) – Health Surveillance Secretariat was created. It was established to reinforce an “extremely strategic” (SVS Online) area within the MOH, through the strengthening and increasing actions of epidemiological surveillance and substituted the previously established Centro Nacional de Epidemiologia (CENEPI) - National Center of Epidemiology (Ibid). Among its responsibilities and functions are included the “coordination of non-communicable factors and conditions”, which not only includes NCDs but also accidents, addictions and violence (Ibid). 

With the extinction of the center for epidemiology, the ministry argues that there was a higher centralization of information within one single organism, allowing for a more “integrated and efficient approach” (SVS Online). The SVS works in partnership with the state and municipality agencies, and also is responsible for the implementation of the National Policy of Health Promotion (discussed in section IV.5).

IV.5 Policy Implementation in Brazil

With the growing support from agencies such as the STCIE, it is up to the Coordenacao Nacional de Hipertensão Arterial e Diabetes Mellitus – National coordination for hypertension and diabetes, to establish policies specifically related to diabetes at federal level (CNHD Online), but also in articulation with CIT. 
The National Diabetes Plan - Plano de Reorganização da Atenção à Hipertensão arterial e ao Diabetes mellitus was established in 2001 by the Ministry of Health (CNHD Online). According to official sources, the plan was conceived in articulation with the medical and patient societies, such as the Brazilian society of cardiology, etc, as well as the state health secretaries, through CONASS and the municipal health secretaries, through CONASSEMS. The plan is called “the reorganization” of the attention, probably because, since SUS constitutionally guarantees open-ended access to treatment, the assumption is that diabetes has always been treated in the system. However, prior to the establishment of the plan, there were no specific regulations related to the condition. 
The plan also seeks to integrate previously established actions or platforms: it established some parameters for pharmaceutical treatment, defined particular responsibilities among the different spheres of power, and established a national registry for patients with diabetes, called Hiperdia (NDP Brazil 2001). The program gave rise to a number of protocols, consensus and manuals elaborated by different technical areas within the ministry of health and the healthcare societies. It aims to do that mainly through the investing in the training of the professionals of the basic care, and offering the guarantee of diagnosis and to add the patient within the system (Ibid). The plan stresses that it is only through the “solidary pact among Union, state and municipalities and with the participation of the scientific societies it will be able to achieve these goals” (Ibid: 2). The plan was divided into 4 stages: 1) professional training, 2) information campaign and identification of suspect cases of hypertension and diabetes, 3) creation of a database of treatment for identified patients within the basic unit of health and 4) diagnostic confirmation and treatment initiation (Ibid). To achieve the steps proposed by the plan, the following decrees were passed: ministerial decree number 371, instituting the National Program of pharmaceutical assistance for hypertension and diabetes, adjunct decree number n. 002/SPS/SE, instituting the registration of the patients and defines the adhesion terms for the municipalities and adjunct decree number 112/SPS/SE establishing the feeding flow for the national base of Hiperdia (NDP Brazil 2001). Regarding Hiperdia, it is up to the federal government to coordinate the registry, and to establish the routines and technical solutions for its proper utilization.  Concretely speaking, Hiperdia was designed as one software that enables the municipalities to collect data and then resubmit it for analysis in the federal level, and its implementation became official in March 2002 (Hiperdia Online). This part of the policy is not imposed to any of the municipalities, because some municipalities and states, mainly the largest, already had information systems of their own. 

While in theory the NDP addressed most of the issues related to treatment of diabetes in the country, several other decrees were passed after the implementation of the plan, which again suggests that the regulatory platform of diabetes policies is done in small steps, “marked mainly by incremental decision upon a larger policy framework” (Baybrooke & Lindblom 1963). It suggests that further adjustments in the plan were needed: the publication of federal decree MS/GM 1105 in June 2005 and MS/GM 2084 in October 2005 marked further changes in the management of the pharmaceutical assistance for diabetes (DAFIE 2006). These decrees reorganized the groups of medicines according to each action and national health program, overcoming the previous organization through “ kits” of medicines and also promoted changes in the form of execution and decentralization of resources for the acquisition of drugs for the hypertension and diabetes, since before these drugs were centrally controlled by the MOH (Ibid). 
Another landmark regulatory decision, orchestrated by the CIT and the CNHD, was the establishment of the federal law number 11.347 from September 2006 (Casa Civil 2006). According to this law, all diabetes patients throughout the national territory are given access to free diabetes care, including the provision of drugs and supplies. The law also implicates that the annual list of drugs and supplies will be reviewed and updated yearly for the “proper adequacy” of this list. It was seen as a landmark in the sense that it established that the care was to be provided freely, without the need of a judicial action from the patient (see section IV.5.1). 

It is important to note that the law was built in a way that it does not establish where the funding of the treatment must come from. It could mean that, in the case the municipality does not have the funding, it could try to essentially “pass on” the responsibility of the funding of the treatment to another municipality, or the state, and so on. Once again, this law was building up on previous policies: the SUS did provide treatment to patients, however the treatment varied considerably depending on the health unit and region the patient was requesting it from.

There were two articles from the originally submitted project that were vetoed during its process of approval (meaning vetoed by both House of Representatives and the Senate): it does not allow for the patients who already had “out-of-pocket” costs to seek reimbursement from the state. In that way, the state protects itself. And secondly, it removed any responsibility penalties as crime for the public servants that do not abide by the law, as well as direct responsibility by the ministry and secretaries. 

An additional effort that is directly related to the treatment of diabetes is the National Policy of Health Promotion (SVS Online). It was created in 2006, and while SVS is responsible for its implementation, it was also initiated by CIT and related agencies. Among the priorities of the National Policy are included the promotion of physical activity and healthy diet (NHP 2006). It could be argued that, following an intense period of focus on access and treatment, the directives are changing towards health promotion and prevention. A further responsibility from SVS is the Vigitel, a monitoring system for risk factors and protection of NCDs. Vigitel is a research done on a yearly basis (Vigitel Online), since 2008 and was implemented by the SVS. All analysis from Vigitel feeds the CNHD and other bodies. 

IV.5.1 Access to Treatment:  Judicial Cases 

Pharmaceutical access and distribution has been an issue for the treatment of chronic disease for quite some time in the country. Long before the implementation of law number 11.347, there were many cases of judicial requests by patients asking for treatment via SUS, whenever the system was unable to provide the drugs or supplies for treatment (Vieira & Zucchi 2007).   In general, the federal government funds 80% of these medicines and these are given to the secretaries of health (SUS 2007).  

According to Vieira & Zucchi (2007), the ‘judicialization’ of diabetes in Brazil follows an international trend, which is mainly caused by the scarcity of resources. These cases lead to the individualization of the demand, in detriment to the proper planning and proper management of health issues. The guarantee of universal and equalitarian access to health, while aligned with the democratic and representative governments, leads to such problems. This “exponential growth of the judicial cases” (Vieira & Zucchi 2007) interferes in the continuity of the implementation of public policies as a whole. In Brazil, the most solicited medicines through judicial cases are several types of insulin, followed by chemotherapy drugs, for cancer (Chieffi & Barata 2010). 

With the ever increasing number of judicial cases involving treatment of diabetes in previous years, it is possible to establish causal relationship between them and the Law 11.347(for details about the law see pg. 13), from 2006: with the state acknowledging the differences occurring in the system, and trying to curb these differences with a detailed regulation on how to provide access to treatment. This particular issue could be seen in light of ‘path dependency’: the judicial cases set in motion a series of changes in access to treatment. In other words, the establishment of the law was a consequence of the ‘learning effects’ of the judicial cases. The Law, however detailed, did not stop all the civil actions against the system. 
While extensive numbers of judicial cases both in state and municipality level exist, some of the latest cases were selected to exemplify the case in point. In the southern state of Santa Catarina state, in July 2010, a civil public action was accepted by the Union and the state of Santa Catarina, establishing that all patients with diabetes type 1 will be provided with long and fast acting modern insulins (also called ‘analogues’). In that state, from the data collected considering all cases and judicial appeals, 20% were in reference to diabetes (MPF 2010). This decision was reached and implemented precisely due to this assessment. The Secretary of Health from that state was then asked about the implementation of clinical protocols for the treatment of diabetes, with the state answering that, according to the standardized procedure established by SUS – again, in relation to the Law 11.347, there would not be the need to implement a new one for the state (Ibid). This exemplifies a case in which the state passes on the responsibility of provision to the federal level – even if done by a judicial request. Another way of looking at it is that, from the Santa Catarina state’s perspective, the federal decision was above the state’s own decision, and shows evidence that the decentralization process in health, and in particular in diabetes treatment, is uneven. 

The main justification for the need to implement a protocol that included analogues was that that the proper control of blood sugar levels were not achieved by the drugs provided by SUS. During the public hearing, a proposal of a clinical protocol for insulin analogues was presented by the medical association of the Santa Catarina state. According to this proposal, for the patient to receive analogues, he or she must abide to at least two criteria: the failure of the treatment with the current drug, consistent lack of proper blood glucose for a period of 12 months and the occurrence of serious hypoglycemia (extremely low blood sugar levels that may be caused by the wrong management of insulin). These criteria, according to the proposal, would guarantee that the provision of analogues would not be indiscriminate, and it would bring “more rationality” to the provision of analogues, since today it is only done by judicial order, without any criteria (case by case basis). By including analogues in the existing protocol, this would even lead to the extinction of the pending cases in the court. According to the public federal ministry, patient complications due to inadequate treatment in 2009 resulted in more than 5,000 hospitalizations and 100 deaths (MPF 2010). Just with these hospitalizations, the state of Santa Catarina spent more than R$ 3 million (Ibid). In other words, while the MPF seems to be providing a comprehensive assessment of what it must be done, nothing was found on whether the MPF actually did a cost-effectiveness assessment, concluding, for example, that the inclusion of analogues would cost less than the R$ 3 million spent in hospitalizations.   

In the Federal District, the state of Parana and the state of Minas Gerais, SUS is already required to provide analogues, which are included in their protocols (MPF Online). 
Apart from drugs, there are other frequent judicial requests to obtain the diffusion insulin pump and other supplies, and so long the healthcare professional provides a detailed declaration of the clinical case, the case is very likely to be positive for the patient. There is also the need to prove that the patient does not have the financial conditions to obtain these instruments, nor to maintain them on a monthly basis (ADJ JUR 2009). 
Another case, in contrast with the Santa Catarina state, is the Programa de Dispensação de Insumos para Diabetes organized and implemented in the southern state of Sao Paulo, and it was launched in 2001 (SES-SP Online). Therefore, it is interesting to note that the state of Sao Paulo established criteria and a protocol for the treatment of the condition prior to the federal law number 11.347, and more or less at the same time of the launch of the National Diabetes Plan. To this was added, only in March 2008, the deliberation number CIB 43, by the state of Sao Paulo, to define how and where the funding for this treatment should come from: it would be a joint responsibility of the municipalities and the health secretariat in the state (SES-SP Online). The deliberation also defined that the there would be an annual fixed value per inhabitant (Ibid).
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IV.5.2 Access to Treatment: State & Municipal Initiatives

Other important initiative from states and municipalities is the Medcasa or Remedio em casa - this program was given different names, depending on the region it was implemented. 

Even though other states and municipalities may have implemented the program, the two cases presented below show the first initiatives. The action is described by the state of Rio de Janeiro as a “tool for pharmaceutical distribution” that is part of the Hypertension and Diabetes Program in the state (TMC –RJ 2005). Among the difficulties presented by the secretariat to be able to provide treatment for all these chronic patients are lack of resources and management difficulties, and even the lack of compliance by patients (Ibid). The impact of this “discontinuity” in the attention for chronic care reflects directly in the complications and increase in hospitalization. The program Remedio em casa, in Rio was implemented in January 2002, and began as a pilot project in ten unities of the health network (TMC–RJ 2005). 

In the state of Bahia, the program was also implemented with similar logistics (Medcasa 2007), considering that only patients registered in the Family health units of each municipality would be eligible to participate. There is an inclusion criterion for the municipality to be included in the program, and a commitment agreement must be signed. The municipality must also agree to add information in Hiperdia, the diabetes registry (Medcasa 2007). That way, the municipality that starts tracking its patients through the federal system. Those with a minimum of 30% of patients registered in the system will be granted the possibility of joining the program – which is then federally funded. This example shows the articulation occurring between state and federal levels, as well as the level of autonomy from the different spheres.  
IV.6 Policy Evaluation & Outcomes in Brazil


The evaluations from the diabetes programs publicly available are few and far in between. Little academic research has been done to evaluate public policies within the field, and few governmental evaluations are publicly available. In most cases, the evaluations focus on case studies. This means that a national picture of the outcomes is difficult to assess. 


There are some academic studies which focus on evaluating the implementation of programs, and most of them have focused on the quality of the treatment received by patients through SUS.   

In a study done to evaluate the clinical treatment of the diabetes foot in the state of Rio de Janeiro (Pozzan 2009), the author assessed that there were a) difficulties in access for patients with chronic ulcers to the “different health service levels”, b) lack of integration among the services, no basic nor specific training for the staff, c) difficulties in the realization of Doppler exams and angiography, d) delay in the surgery, e) length of time of hospitalizations, which diminishes the access to hospital beds for future patients and lastly f) insufficient offer of prosthesis. It is interesting to note that the problems d, e and f are all related to the complications that could potentially be avoided by preventive measures (proper treatment and blood glucose control, and screening for diabetes foot). In that sense, it can be said that the latter difficulties are also caused by the first difficulties presented (a, b and c).  

Pozzan mentions that “the organization of actions, particularly the ones that involve preventive aspects, in a network with the dimension and complexity from the SMSDC-RJ has been a constant challenge” (2009: 2). The fundamental aspects, according to the author, should be: prioritization of actions based on epidemiological data, organization of the network in an integrated and hierarquical manner, screening and attention protocols, based on the risk scale. The difficulties to be overcome are the great number of new technologies available in the curative area, without a careful evaluation of its cost-effectiveness, the continuous training of health care professionals, and the inclusion of regional and local managers. The author also includes that there is difficulty in obtaining “structured and objective information” related to the newly launched technologies and, lastly, identifies a “culture that attaches great importance to the most modern technologies, relating them directly to an improvement in health” (Pozzan 2009: 2). 
In the study “Self-reported diabetes in the elderly: prevalence, associated factors, and control practices” (Francisco 2010), done in one Brazilian municipality, the main findings indicated that the public health systems were guaranteeing the access to medical treatment to 75% of the diabetic elderly population in the region. The author concludes by saying that the offer of educational interventions by the public health services, focusing on weight loss and healthy lifestyle adoptions is essential, since it can allow the patient to be more aware of the disease and be more in charge of its treatment (Francisco 2010). Another study, “Healthcare assessment for patients with diabetes and/or hypertension under the Family Health Program in Francisco Morato, São Paulo, Brazil” found that 58% of the evaluated population did not receive all the drugs from the public service – and up to 84% needed out of pocket payments usually. It was found also to be a common practice among patients to search for treatment in different municipalities, when their municipality of residence does not have the treatment available, and that several were also waiting for the drugs to arrive in their municipality (De Paiva et al. 2006). The author argues that treatment compliance is related to the availability (access) to treatment, and therefore the lower the availability, less chances of the patient being in compliance (Ibid). 
There are also recent attempts to evaluate and assess the implementation of the Physical Activity programs, which are all under the auspices of the National Policy for Health Promotion of SVS, mostly recorded in a supplement from June 2010 of the Journal of Physical Activity and Health (JPAH 2010). Most of them (Simões 2009, Ribeiro et al 2010) evaluate the level of knowledge of the population regarding the physical health initiatives. Despite the narrow interpretation on how to evaluate the program, the results showed a general knowledge and acceptance of the populations towards physical activity. Once again, these studies were done in separate municipalities. The assessment on whether these initiatives increase the levels of physical activity of the population, or even assessing connections to an improvement of health of these populations, is still unknown. 

Lastly, the financial auditing body at federal level, TCU (Tribunal de Contas da Uniao) implemented an audit in all the programs related to family health from the Ministry of Health (Veja 2010) - which includes the program for diabetes. The audit found that, among the difficulties, there was an overall “poor organization and structuring” of the municipality systems, lack of planning, poor infrastructure and “lack of efforts to the promotion of health” (Veja 2010). In several municipalities, there was no municipal plan not annual programming of health, while in others, the plans contained several errors. “Such findings demonstrate that, even after 20 years of implementation from SUS, the planning in health continues to be neglected, especially in terms of basic criteria for its functioning” said TCU Minister José Jorge, who authored the audit (Ibid). TCU also advised the Ministry of Health that, when choosing municipalities to build health units, to look for locations where the treatment still has not reached the population. It was also recommended that mechanisms are put in practice to ensure that municipalities also join with the expenses in the implementation of some of the programs (Veja 2010). 

These assessments, while unable to provide a complete picture, demonstrate that despite increasing efforts to better manage the programs, there are still serious problems in implementation. Moreover, it showcases that the more general aspects of the system, such as infrastructure and funding, still harm the correct implementation of the diabetes programs.  

IV.7 Mexico: Socio-economic Markers & Milestones
Mexico, with a population of around 107 million (INEGI Online), is the 11th largest country in world (CIA Online). A former Spanish colony, it gained independence in the 19th century, however its independence was marked by a number of economic and social crises which culminated with the Mexican Revolution in 1910 (Ibid). Since then, democracy was established in the country, and it is currently a republican federation, comprising of thirty-one states and a Federal District (Ibid). 

General elections held in 2000 marked the first time that an opposition candidate - Vicente FOX of the National Action Party (PAN) - defeated the party in government, the Institutional Revolutionary Party (PRI), which had been ruling the government since the Mexican Revolution. He was succeeded in 2006 by another PAN candidate, Felipe Calderon (CIA Online). Since assuming, Calderon has stated that his top economic priorities remain reducing poverty and creating jobs (Ibid).

The 2008 financial crisis affected the Mexican economy, with a shrinking of 6.5% of the GDP in 2009 (INEGI Online), with the total GDP currently estimated at US$ 1.482 trillion, but it has been recovering in 2010. Mexico is firmly established as an upper middle-income country, and is considered a newly industrialized country. It has the 13th largest nominal GDP and the 11th largest by purchasing power parity (OECD Mexico 2005).

Close relationship with the US and Canada, especially in terms of trade, has nearly tripled since the implementation of North American Free Trade Agreement (NAFTA) in 1994 (CIA Online). It was also in 1994 that Mexico became the first Latin American member of the Organization for Economic Co-operation and Development - OECD (OECD Mexico 2005). It is the second poorest country belonging to OECD, after Turkey (Ibid), but when compared to its Latin American counterparts, it is certainly one of the richest.
 While the economic instability stemming from the 2008 international financial crisis is a concern, the most relevant challenges to the Mexican government remain the low real wages, underemployment for a large segment of the population, inequitable income distribution, with significant differences between the poorer south states and the richer states in the north (CIA Online). The GDP participation per capita from the richest states, such as the federal district, Estado de México and Nuevo León are up to 6 times higher than the participation from poorer states, like Chiapas and Oaxaca (INEGI Estado de Mexico Online). This will also reflect in the access to public services, which is higher in entities from the middle and south of the country. 

Mexico shows high socio-economic inequalities, with the poorest families representing 1.3% of GDP and the richest 39.7% in the latest data available (Secretaría de Hacienda y Crédito Público 2004). Still, the situation has been slowly improving: bbetween 1980 and 2007, Mexico's Human Development Index (HDI) rose by 0.45% annually, and it is currently at 0.854, which gives the country a rank of 53rd out of 182 countries with data (UNDP Mexico Online).  
Considering the last decade, Mexico has also experienced the implementation of social welfare programs, particularly the program called Oportunidades, that since 2002 offers allowances to families, according to certain criteria (including education, nutrition and healthcare) (Fineberg 2007).  

With the rise of purchasing power and economic development, the burden of diseases has changes accordingly: 

“Mortality and morbidity patters in most Mexican states are no longer determined by communicable diseases and the share of chronic and lifestyle-related illnesses has increased. Nonetheless, a considerable backlog remains in states with lower levels of socio-economic development and in rural areas.” (OECD Policy Note 2006: 3)  
The urbanization process in Mexico has been extremely accelerated, and many times, uncontrolled. In 2001, three quarters of the population lived in urban zones. The majority of the population that is living in rural areas are the indigenous population (around 11 million) living in remote areas with significantly less access to public goods and services (OECD Mexico 2005).
The slow improvements in access to public services and goods are connected to a number of factors, among them significant reforms in areas of fiscal and pension realized in the last two governments. These reforms include changes to the healthcare structure, which are presented in the following section.

IV.8 Mexico: Healthcare Structure

The healthcare system in Mexico is characterized by low levels of public spending in health, and most spending in health is done through out-of-pocket payments (OECD Mexico 2005). Prior to 2003, a common conceptualization of health system in Mexico would set it closer to a Free Market system (Blank & Burau 2007), in which there is no or very little public involvement in healthcare. However, these ideal models can only serve as a starting point, since Mexico actually encompasses several different models, or it is a ‘hybrid’ model, and has gone through significant changes in last years. 
The great challenges to be overcome in Mexican health are, as in other social areas, still related to equity – particularly considering the epidemiological changes, financial protection - in regards to prevention of “Health Shocks” (Baeza & Packard 2006) and loss of income due to illness, and lastly, quality of the services provided (Soberan 2001). Historically, authors have described that many of these issues stemmed simply from lack of sufficient funding for healthcare “which have led to a series of chronic setbacks” (Ibid: 3). 
In the latest data available, from 2008, Mexico spent 5.9% of its GDP in healthcare (OECD 2010). It is still under the average Latin American funding for health, of 6.1%, and it is also inferior to the investments done in countries from Latin America with inferior levels of development, or at least smaller GDPs, such as Bolivia. Other studies link Mexico’s poor performance in health to its institutional fragmentation in healthcare, considering its many providers - these tend to create inefficiencies in the care delivery (OECD Mexico 2005). The fragmentation can also be seen in the funding for health: there were numerous insurance schemes, and a significant share of the private sector in both provision and funding (OECD Mexico 2005).
 Even though out-of-pocket payments are frequent, the country has had a social insurance model since the 1940’s, called the IMSS – Instituto Mexicano del Seguro Social – Mexican Institute of Social Welfare. The IMSS is responsible for health coverage of all salaried workers in the formal sector and somewhere around 40% of Mexico’s population was served by IMSS in 2000 (OECD 2005). A similar institute to cover workers in the public sector is entitled ISSSTE – Instituto de Seguridad y Servicios Sociales de los Trabajadores – Institute for welfare and social services for workers. Both provide prescribed medicines free of charge at the point of care, with no co-payment required (Wirtz et al. 2010).  It is important to note, however, that “these institutions are described as social insurance, this is somewhat misleading. Each one functions more like a miniature health service. Within each institution, there is no guaranteed package of services, and affiliates must use clinics operated by their insurance fund, meaning there is no competition among providers.” (Lakin 2010: 317).

There is further fragmentation. Apart from IMSS and ISSSTE, the Ministry of Health and the secretaries of Health cover for workers from the informal sector or the unemployed and medicines prescribed in ambulatory care (outpatient) are subsidized for uninsured individuals, and fees are inversely related to patients’ income (Wirtz et al. 2010). 
Studies had also been done to assess the costs of diabetes in the country, and the total annual cost of managing diabetes and its complications in 2000 was estimated at over 15 billion United States dollars (US$), of which approximately US$ 765 million represented direct medication costs (Sosa-Rubi et al. 2009). In that same year, an estimated 44% of adults who had been previously diagnosed reported having no health insurance, and were less likely to adhere to medical care (Ibid).

Mexico was also one of the few OECD countries that had not yet achieved universal or near-universal insurance coverage, and there are large disparities in public expenditure and health statues between the northern and southern states of the federation (OECD Policy Note 2006). 

The first major reform in the system occurred in 1943, with the creation of the secretary for health and assistance, and the establishment of the IMSS, which was guaranteed by the constitutional article 123 (Soberan 2001). With these efforts, the medical attention and healthcare went through an “institutionalisation” process (Ibid). 
The second large reform of the system was called “structural change of health” between 1983 and 1988, and comprised of a legislative renovation and structural reform and administrative reform that aimed at the previously uncovered population by the IMSS (Soberan 2001). The legislative renovation started with the inclusion, in the constitution, of the right to the protection of health, and in the further years six new regulations were introduced, which actually substituted and simplified others (Ibid). These reforms also gave way to a higher decentralization process, and higher parity among the three spheres of government in the formulation and implementation of public policies for health, through the creation in 1986 of the Consejo Nacional de Salud (CNS) - National Health Council (OECD Mexico 2005). 

In 2003 a new model of health coverage was introduced, named Seguro Popular - Popular Health Insurance (Lakin 2010). The program was an attempt to “radically alter the country’s existing health service and convert it into health insurance” (Ibid: 1). The goal of the Popular Health Insurance was to transform service for the uninsured into a voluntary health insurance scheme (Ibid). Additionally, the program aimed at increasing the level of funding from the government in healthcare, and it was an attempt to “eliminate the segmentation by population groups that characterized the healthcare system” (Pier 2005: 1). 

The process to create the Popular Insurance started in 2001, with a pilot project in 5 states and an initial investment of US$ 25 million (Ibid). In 2003, 24 states were part of the program, and finally in January 1st 2004 the law regarding the program was passed, and it became a part of the Sistema de Protección Social en Salud – SPSS, or the System of Social Protection in Health (Ibid). The reformers, mainly the MOH, “opted for an insurance design because they wanted to introduce a ‘culture of prepayment’ in Mexico, which they believed would reduce costly out-of-pocket payments and medical impoverishment” (Lakin 2010: 315).

The expansion of the program was gradual, and was to culminate with 100% of the population covered by 2010 (Fineberg 2007).  This was a pragmatic decision by the government, since it would allow the gradual increase of coverage accompanied by a raise in the quality of the services offered, and at the same time, allowing for adjustments in the program if necessary  (Fineberg 2007).  

Nevertheless, the goal of reaching the entirety of the population has not been achieved in 2010, so the plan has been extended to 2012: with a loan of US$ 1.25 billion from the World Bank, the Mexican government is committed to giving continuity to their goals (Financial 2010).  At the time of the loan, in March 2010, Salomón Chertorivski, Director of the National Commission for the Protection of Social Health, said: “I am convinced that the Seguro Popular will set new standards of social protection in health care, which the World Bank may want to encourage in other nations”. The loan from the World Bank is also a partial consequence from the implementation of Seguro Popular. As of 2008, Lakin described its implementation as failing in several levels: “ 

“(…) the attempt to introduce a culture of prepayment has failed, and the guaranteed basic package has not, in practice, been fully guaranteed. (…)  the introduction of new public management has lagged. While health spending has increased, expected contributions from states and families have not materialized, leaving the program severely underfinanced and its long-term sustainability threatened. The net result of these changes has been an improved version of the National Health Service but a failure, as of at least 2008, to transition to an insurance system.” 
While the reform was only partially successful, it had an impact in how diabetes was addressed in the country.  

IV.9 Policy Initiation in Mexico
The health policy initiation process in Mexico is overseen by the National Health Council (CNS) and in particular for diabetes it is done in close collaboration with the Council for NCDs - Consejo Nacional para la Prevención y Control de las Enfermedades Crónicas No Transmisibles (DOF 2010). 

The Council for NCDs has been created by a presidential decree very recently, in February 2010, to serve as the permanent coordination body for prevention and control of NCDs. Included in its functions, the Council will, among other things, formulate proposals for action to be incorporated by the federal programs; propose educational plans and programs, as well as healthcare professionals training programs; stimulate the growth of preventive programs - based in both national and international experience; stimulate the inclusion in the national ‘Medicine Catalogue’ of medicines utilized for chronic diseases; develop and propose a national program specific for the diet-related conditions, such as obesity, in connection to the treatment of NCDs; stimulate the creation of a National Registry for NCDs for the evaluation of results and quality of treatment; promote the coordination of actions among the entities of the federal governments within the CNS. The president of this council is the Health Secretary himself, and vice-president is the sub secretary of the Secretariat for Prevention and Health Promotion (DOF Online). It is possible that the council came to address some of the implementation problems faced by the diabetes programs in Mexico. Moreover, up until the creation of this council, there was no particular body that coordinated the actions among all the different entities, so it could be assumed that this articulation was done in a less systematic fashion. 

Out of its many responsibilities, it is interesting to highlight that the official decree passed mentions the council should “boost” (impulsar), or stimulate, the inclusion of certain medicines in the basic list provided by the government and the IMSS. Considering strictly the formulation of the decree itself, it is possible that the Council for NCDs was envisioned not only as an implementation actor, but also one that should exercise pressure, or in other words, advocate for the case of NCDs.   

The CNS, on the other hand, has a much broader agenda, but it is the main arena for decision-making in health. The National Council meets at least every four months, to discuss the current policies and propose new ones, and it is comprised of a heterogeneous number of representatives: the Health Secretary, which is the president of the CNS, the National Defense Secretary, Navy Secretary, IMSS Director, ISSSE Director, ISSFA Director (Social Security for the Army), Director of Petroleos Mexicanos (the National Oil company), Director of the National System for the integral development of the family (responsible for the social redistribution program) and lastly, 32 members of the State Health Secretariats (CNS Mexico Online). The president of the Red Mexicana de Municipios - Mexican Municipalities Network – is a permanent guest (Ibid). This means in practice that the municipalities are not an integral part of the decision making process. In this sense, while there is a representative balance, particular problems from the municipalities do not reach this level of decision. With the urbanization process, the municipalities represent independently much of the Mexican population, with many cities exceeding 1 million inhabitants (CONAPO Online), and are at the forefront of the challenges of health. It could be said then, that there are asymmetrical power relations, with regards to decision-making within the health realm. 

Moreover, the two social security institutions, IMSS and ISSSTE participate in the Council meetings, but they enjoy a higher level of autonomy than the municipal and state sphere, considering that they can formulate and implement their own programs on a national scope. Some authors have also interpreted the role of IMSS in policy formulation as having a large, powerful union that has tended to prefer the status quo (González-Rosetti & Mogollon 2000). 

There are also frequent meetings devised by the Council for NCDs, to gather experts and request for further input towards policy initiation. One of the most recent occurred in September 2009, under the auspices of the World Health Organization (WHO), and particularly focused on technology use to improve treatment, as well as discussions on a system to collect and track the treatment that the patients are receiving (Cisneros-Gonzalez & Ceballos 2009). Among the objectives to be achieved with this tracking system, increasing quality of life and diminishing costs for the health institutions in Mexico (Ibid). This meeting displays the growing concern with CEA studies and registries. It could be said that, in this particular case, an intergovernmental body like WHO could have a significant influence on the policy formulation of a country. 

All of these actors, either within or outside of the CNS, receive assistance from other agencies for the initiation of policies, among them, the CEA agencies. 

IV.9.1 CEA Structure


Cost-Effectiveness studies in Mexico are still at a very early development stage. Specifically for the evaluation of health technology, the main actor involved is the CENETEC – Centro Nacional de Excelencia Tecnologica en Salud, National center for Technological Excellence in health.  It is an independent body that cooperates with the MOH, created in 2004, and focuses on 3 areas: medical equipment and devices, health technology assessment and e-health (CENETEC Online). 

Additionally, there is a department of Health Economics within the MOH, with a specific focus on CEA studies, and the body for epidemiological surveillance, Centro Nacional de Vigilancia Epidemiologica y Control de Enfermedades – CENAVE (CENAVE Online).

A program that has been implemented  for a more evidence-based decision process as SINAIS (Sistema Nacional de Informacion en Salud) - National System for Health Information, which has a very broad range of responsibilities: “obtain, integrate, organize, process, analyze and communicate the information in health, in what refers to population and access to healthcare, available resources, services given, disease burden and evaluation of the performance of the National Health System” (Sinais Online). It was also created in 2004, but it operates from within the MOH, differently from CENETEC. The fact that it tracks basic health indicators, among them demographic, economic, social and environmental factors linked to health (Ibid) can provide relevant information for CNS when formulating a policy, including diabetes. SINAIS seems to be part of an effort to make better use of public resources within the health system, but also an effort in providing more transparency to the whole process: in accordance to a federal law, SINAIS is committed to “providing the necessary to guarantee the access of every person to information in possession of the spheres of the Union, the autonomous constitutional organs, or any other federal entity” (Ibid).
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IV.10 Policy Implementation in Mexico

The major efforts in relation to diabetes in Mexico during the 2000 and 2010 period have been the formulation and implementation of two National Diabetes Plans, one covering from 2001- 2006 and the other from 2007-2012.  

The first Diabetes Plan, from 2001, started as an integral part of the National Health program. It contained among its priorities to increase the promotion of health and early detection of diabetes (NDP Mexico 2001). The plan was divided into 3 strategic components: integrated detection, disease control and complication prevention, and for each of them, there were specific actions that should take place, as well as goals for each of the areas, with the evaluation of the achievement to be done by CENAVE (Ibid). Among the quantitative goals, the plan aimed at achieving , by 2006, 23 million annual detections, achieving metabolic control of 40% of the patients in treatment and changing the average age for death of a diabetic patient from 66.7 (average age of death in 1999) to 69.5 years old. The plan also proposed a series of additional councils for evaluation as well as maintenance of the program, but as we have seen it has a council for the specific coordination for NCDs has only recently been implemented. 

Upon the election of Felipe Calderon in 2007, a new edition of the National Health program, covering the period 2007-2012 was issued, and in it, several action points were dedicated to diabetes (NHP Mexico 2007). The National Health Program (NHP) contained the main strategic framework for how diabetes would be tackled during the Calderon’s administration, not only giving continuity to the Diabetes Plan from 2001, but mentioning some of its results, which, unfortunately, were not very promising: 

“The main strategies for the control of this condition are case detection, physical activity promotion, weight control and monitoring of the quality of treatment. The results, however, leave much to be desired. The numbers corresponding to the effective reach of treatment for this disease are inferior to 40% in the great majority of the federal entities, and the mortality, far from diminishing, has increased from 53 to 63 per 100,000 inhabitants in the last four years” (NHP Mexico 2007: 69).   
Additional results provided by CENAVE mention that coverage for treatment of hypertension only covers 23.2% of the national territory, even though this is an improvement from the 2000, in which only 16% of the population had access to effective hypertensive treatment (Ibid). 

With these results in mind, the NHP proposes to modify the strategies so that they include the ‘literacy in diabetes’ (NHP Mexico 2007), which would comprise of a focus in physical activity, adequate diet and the self-care in health. Moreover, there is an understanding that one of the major factors in complications in diabetes is due to lack of adherence, or compliance, from the patient. In that sense, focusing on ‘training’ the patient him/herself makes sense.  

The plan confirms that one of the actions proposed by the 2001 Diabetes Plan has been implemented, and is aligned with this new ‘literacy’ strategy: the creation of self-help groups, for people with hypertension and diabetes. This action came to be implemented in 2005, and in that year more than 300,000 participants joined in such activities (NHP Mexico 2007).

Lastly, the NHP presents the specific goals related to diabetes for the 2007-2012 period, and it is clear that they build up and continue upon the 2001 Diabetes Plan: the overall goal is to reduce in 20% the growth velocity of diabetes mortality, considering the trends identified during 1995-2006. The action steps are to a) consolidate an ‘inter-institutional’ program in regards to health promotion and prevention of obesity, diabetes and cardio-vascular risks, b) achieve 45% of diabetic and hypertensive patients under control and to put together at least one self-help group per health unit, c) consolidate the ‘inter-institutional’ coordination in regards to prevention, promotion and control of the cardiovascular risks and diabetes, with the goal of increasing the risk detection in 15% (only valid for the population older than 20 years old) (NHP Mexico 2007). 

Apart from these specific goals, there is not much available in terms of concrete suggestions for improving treatment quality, and this is actually a characteristic shared also by the 2001 plan: there is very little mentioning or proposals in terms of funding, organization or system for treatment provision. 

In the new NDP, covering 2007/2012, they lay down the programmatic actions to be taken in the period, and compare the achievements from the previous Program. Differently from the NDP from 2001, this program is under the responsibility of Secretariat of Prevention and Health Promotion (NPD Mexico 2008). Most importantly, while the programmatic actions follow similar lines from the 2001 Program, the 2007-2012 version presents a much more detailed and concrete model of how the actions are to be divided between the different actors. A simplified structure can be seen in Figure IV.1.
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 Adapted from NDP Mexico 2008: 37  
The image demonstrates the concern of the authors in addressing the health system’s segmentation so that they can achieve a proper implementation of the plan (and it could be one of the reasons the 2001 plan was unable to achieve so many of its goals). The image also highlights the large amount of actors involved in healthcare delivery in Mexico.
Based on the Program 2007-2012, it becomes clear that the Mexican MOH strategy for diabetes has a strong focus in prevention programs, and more specifically the ones designed to curb the overweight, obesity trend. The Program also establishes, once again, the proposal to create a national diabetes registry, and includes the criteria and indicators that such system would have, “based on international experiences” (NDP Mexico 2008). 
One example of concrete implementations from the Program was the development of medical units specialized in the care of NCDS (i.e. overweight, obesity, cardiovascular risk and diabetes), named UNEMES: they are units -consisting of an ad-hoc, trained, multi-disciplinary teams- that provide patient education and assistance to improve treatment adherence, while also providing treatment through standardized protocols (Córdoba-Villalobos 2008). UNEME is an action point that has been established by the MOH, however, the IMSS has had its Unidades de Medicina Familiar – Family Medicine Units, which since 2001 have standardized protocols and education tools for the treatment of diabetes. The date of implementation of the protocols is very likely connected to the first Diabetes Program.
One of the particular features from the Mexican policies related to diabetes and NCDs is the fact that there are many current prevention programs, and some of the most relevant, and most recent, are described below.    
One of the very popular prevention programs has been the 5 Pasos por tu Salud, para Vivir Mejor – 5 steps for your health. It is a nation-wide campaign, with emphasis on the participation of NGOs and media outlets. It was devised by the MOH to encourage the population to follow 5 simple rules: to be physically active, to drink water, to eat fruits and vegetables, to measure oneself (waist circumference) and to share the rules with friends and family (5pasos Online). It was a program conceived to support the 2012 goals of the Program, as well as the goals established by WHO (Ibid). 

Still on the prevention front, the Mexican government has very approved in January 2010 the Programa de Prevención y Control de la Obesidad – Program for Obesity Prevention and Control. While it encompasses the entire population, the program has set aggressive targets for children: the goals are to ensure that 85% of children practice at least 4 weekly hours of physical activity. Regarding adults, it aims at a 10% weight reduction in 30% of the obese population - at present nearly 40% of the Mexican population are overweight or obese (Gobierno Federal Online). In partnership with the Ministry of Public Education (SEP), a diagnosis of the education environment has been done, so that the inclusion of a healthy diet in the education system becomes an essential part of it (Ibid). The program also mentions that its actions should be articulated with the Program for Diabetes and Hypertension, however no concrete measures related to this were found. 

Also in January of this year, the Acuerdo Nacional para la Salud Alimentaria – ANSA was signed, and the objectives stated in this document should be followed by compulsory guidelines (ANSA 2010). Among ANSA’s main objectives are to reduce consumption of fats and sugar in beverages; decrease consumption of sugar and other caloric sweeteners added to foods, including increasing the availability and accessibility of food with reduced or no added caloric sweeteners; reduce daily sodium intake by reducing the amount of added sodium and increasing the availability and accessibility of low- or no-sodium products. These goals highlight how connected the issue of obesity is to other sectors, being them of the food and beverage industry, education and agriculture. The Agreement also led to the creation of the National Council for the Prevention and Control of Chronic Diseases, which will serve as an instrument for the evaluation and follow-up of commitments established and the results that emerge from the forums that will also be organized. The council was proposed in the original ANSA agreement (ANSA 2010).  
The goals intended to be under the responsibility of Ministry of Public Education, namely the addition of 30 minutes of daily physical activity in public schools and the ban in high-calorie, low-nutrition food in schools, stirred a lot of controversy.  The Minister of Health, Alonso Lujambio, had been accused of opposing the “anti-diabetes law”, as it became known (Informador 2010) and the Union for Education Professionals SNTE called the law “vertical and authoritarian” (Universal 2010).  Lastly, some members of the situation party PAN stated they would ban the minutes once it reached the Senate - it had passed without alteration through the Congress (Economista 2010). The PAN Senator Ricardo Torres argued that firstly, the law did not attack the reasons for obesity, since “food habits is a cultural matter” and secondly that its goals were financially unfeasible, as much more teachers would require hiring to be in compliance with the 30 minutes of physical activity (Universal 2010). Finally the law was approved on the senate in May 2010, and the first report with accomplishments of the agreement should be issued on 2011. 
Prevention programs are of particular importance when we consider that, no only a reduction in the prevalence of diabetes is expected, but also that they tend to reach a broader spectrum of the population: they are not targeted for specific populations that rely on the MOH delivery system or IMSS delivery systems, for example.

IV.11 Policy Evaluation & Outcomes in Mexico
While the proposed policies for diabetes encompass a wide range of areas, including mostly very detailed follow up and evaluation proposals, not many of the official reports are available. Nevertheless, there is a surprisingly large body of academic work evaluating the healthcare system in general, and how it is addressing diabetes. 

  In a comprehensive analysis of diabetes outcomes for patients enrolled in Seguro Popular, published at the Bulleting of the WHO, Sosa-Rubí et al (2009) examines the effect of Seguro Popular enrolment on access to health care, specifically health resources such as medical visits, laboratory tests and use of medication, including insulin injections; and on blood glucose control, as measured by the gold standard for blood glucose control surveillance called HbA1c. Their findings show a concrete connection between enrollment in the program and achieving better treatment results:

 “Seguro Popular enrolees had appropriate glucose control, based on HbA1c levels, in greater proportion than uninsured patients (8.9% versus 7.4%, respectively). Conversely, uninsured patients had very poor glucose control in greater proportion than Seguro Popular enrolees (46.2% versus 36.7%, respectively).” (Sosa-Rubí 2009 Online).
The main findings of this study suggest that Seguro Popular has improved both access to health services and biological health outcomes among adults with diabetes and therefore demonstrates the success of an insurance programme targeted to the poor in Mexico. The researches do make, however, a parenthesis in terms of ‘biological outcomes’: a large proportion of both the insured and uninsured remained in the ‘very poor glucose control’ category, and therefore conclude that “it is too early to determine whether the Seguro Popular will reduce premature deaths from the chronic complications of diabetes” (Sosa-Rubí et al. 2009 Online). These findings should at the same time provide encouragement regarding the numerous reforms implemented in the past years in Mexico, but also show that a commitment to continuity is essential if the biological improvements are to be achieved.  
The study “Satisfaction of patients suffering from type 2 diabetes and/or hypertension with care offered in family medicine clinics in Mexico” (Doubova et al. 2009) provides interesting insight towards the evaluation of some of the projects from Mexico, since it is taken from the perspective of the patient. Nonetheless, it is a nation-wide survey, and it sheds light in the services provided by the IMSS and the ISSSTE, which are central entities of the Mexican healthcare system. According to these researchers, because of its effect in user behavior, satisfaction could be linked to higher treatment compliance. And compliance, as noted, is one of the key issues to a successful treatment and avoidance of complications. Additionally, the authors note that “Although there is a substantial body of literature addressing patient satisfaction, its focus on chronically ill patients is still incipient in the international arena.” (Doubova et al. 2009: 232). 
 Among some of the findings from the study are that little more than half of patients in the study with type 2 diabetes and hypertension receiving care from IMSS and ISSSTE were satisfied with the care they received and that “these findings are consistent with those of other studies reporting that patients with chronic conditions stated being dissatisfied more frequently”. The mean rate of satisfaction of the family doctor-patient relationship index was 3.84 points (on a 1 to 5 scale); satisfaction score for the organizational arrangements index was 3.89 points (Ibid). The authors conclude by stating that “both health institutions have rigid structures and processes to provide health care and patients and family doctors are forced to adapt to conditions that the services impose on them, the former to receive care and the latter to provide it. (…) In practical terms, it is desirable to study, in-depth, the organizational conditions that hamper the provision of health care and generate user dissatisfaction, particularly among patients with chronic conditions.” (Doubova et al. 2009: 237). 
In the following chapter, some of these outcomes are analyzed comparatively with the Brazilian outcomes.
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V. Comparative Analysis: Public Health Policies in Brazil & Mexico 

As a starting point, in an overall comparison, the two countries formulated and implemented policies targeting diabetes in a very balanced manner: none of them can be labeled as doing less than the other. Another overall similarity is that public policies specifically related to diabetes have only started in the last 10 years: all legislative and programmatic initiatives date from 2001 and forward, in both countries.  It is possible that actions towards diabetes had been implemented prior to this date, however, not with this level of detail, or with such strong regulatory impetus.
However, during the research it became clear that the healthcare structures in Brazil and Mexico, which have been slowly built over a much larger period of time, have affected the pace of adaptation related to the threat of diabetes, and consequently affected the outcomes for diabetes patients. The structure of the healthcare system itself is important when considering access and quality of treatment to diabetes patients. While Brazil has a universal healthcare system, that, at least constitutionally, ensures the treatment for all citizens through SUS, the Mexican system is characterized by a strong segmentation – in funding and delivery - according to ‘types’ of population: IMSS for employed workers, ISSSTE for public officials, etc. With the introduction of the Seguro Popular in 2002, however, the country ensures that basic treatment would reach the poorer population, but, as Sosa-Rubi (2009) stated, effects from Seguro Popular for the diabetes are still to be felt.  

Another aspect that refers to the more general aspects of the health systems but that have close connection to diabetes is the decentralization process. It could be a reflection of another commonality between the two countries: their continental size, ands considerable socio-economic differences in different regions within each country (the north and south divergence in both countries). Traditionally, both countries have experienced different development rates in different parts of the country. What the decentralization means for the diabetes policies is that implementation then becomes an additional challenge. 
The judicial aspect of the policy in Brazil does not have a particular point of comparison in Mexico. In Mexico, each institution is able to establish a very autonomous course of action in relation to treatment and access to medicines for diabetes. Therefore, it is one of the reasons why such cases aren’t seen in a Mexican court. But at the same time, it is very likely that access to last generation treatments, such as analogues, can only be reached by Mexicans who are able to afford it. By contrast, the judicial cases in Brazil occur because patients exercise their right to request for treatment access. As a response, the government limits this access tightly, with much stricter regulations than Mexico, as far as pharmaceutical assistance is concerned. 
Considering the hypothesis that ideologies influence the public policy process, the case of health policies in Brazil and Mexico offered an interesting context: within the period analyzed, Brazil was governed by a self-defined leftist President, from the Workers’ Party (PT) since 2002; Mexico – after being governed by more than 70 years by PRI, elected two consecutive Presidents from a PAN, a party commonly defined as center/right-wing, starting in 2000. It is possible to consider that these different ideologies have implications on how these governments perceive their responsibilities towards the health of the population. Nonetheless, when analyzed in view of specific diabetes policies policies, both countries reflect a global trend of focusing on budgetary constraints and evidence-based introduction of technology. The Brazilian government has made strong efforts in creating a legislative framework that ensures universal access, but in practice, it will still impose several restrictions based on budgetary notions (see section IV.5.1 for details). Mexico, on the other hand, advanced in efforts to create a more egalitarian system in its territory, even if these reforms were not initiated because of the diabetes threat.
While ideologies may not have been a watershed element for the implementation of diabetes policies, both countries moved towards securing better legislative and regulatory frameworks, strongly utilizing the democratic tools available to them. Referring to Mexico in specific, Fineberg (2007) has stated that, much like the reforms in social welfare, the reforms in the Mexican healthcare system will survive the administration that implemented them, a sign of a democracy that is politically mature. A very similar conclusion can be drawn to the Brazilian case, and even more so when we look at diabetes specifically. 
For both countries, the public policy models seem to apply adequately: the processes follow a similar course of action. In this specific case, particularities to health issues make formulation and implementation of such policies more complex. Firstly, the issue of equity in access to healthcare: is it possible to have a system that ensures the highest quality of treatment to all of the population? The two countries struggle to balance equity and quality of access, and the governments are faced with the limitations on how much it can be achieved. Secondly, regarding prevention & health promotion policies, the outcomes of these policies are much more difficult to assess, since ‘being healthy’ is a multi factor concept, with significant input from many more areas other than healthcare.

V.1 Comparing Initiation Processes & Priority-setting
Considering the National Diabetes Plans (NDPs) as one of the landmarks in diabetes related policies, both countries developed and implemented their first NDPs in 2001. It is interesting to note that the formulation of  these Programs and their subsequent launch were realized at the same time of WHO’s report “DIABETES INITIATIVE FOR THE AMERICAS (DIA): Action Plan for Latin America and the Caribbean 2001–2006”, which had the purpose of suggesting improvements in the capacity of health services for treatment of diabetes (PAHO 2001). The launch of the DIA plan in 2001 was the culmination of an effort made by WHO, through its representative in the region – PAHO, since 1996. In that year, PAHO, together with IDF and the pharmaceutical industry, issued the “Declaration of the Americas on Diabetes” (Ibid). Therefore, it could be said that the creation of the Brazilian and Mexican NDPs at the same time was not coincidental, but linked to a strong international effort to improve the prevention and management of diabetes.  Hence, the presence and influence of multinational organizations could partially explain the strong convergence noticed between NDPs. This issue has been previously discussed by many scholars, with some arguing that the “many international actors believe it is possible to devise a recipe for reforms with international applicability” (McPake 2002: 121).

The timeframe for the implementation of NDPs did not allow then for a proper articulation of the CEA agencies in the priority-setting process: in both countries, the agencies were created after the implementation of the NDPs: 2003 in Brazil and 2004 in Mexico. Therefore, there was no input from CEA agencies. Moreover, the prevention policies are being formulated and implemented by different agencies other than the coordination of diabetes. Still, the challenge of translating evidence into policy is felt in both countries. 
There are differences in how the CEA agencies are utilized in the two countries. Both countries have a systematic flow of ‘feedback’ among entities and an increasing dialogue with the CEA agencies. In Brazil, for example, VIGITEL and the Secretaria de Tecnologia & Insumos constantly provide studies to the Diabetes Coordination. 

In Brazil, two clear examples of this feedback are: a) the judicial system feedback: with the constant judicial processes related to glucose-measuring tapes by diabetic patients, this device is now regulated in the majority of the states and therefore is part of the pharmaceutical assistance provided by the state; and b) Secretaria de Tecnologia & Insumos feedback: an extensive research is being conducted to evaluate whether insulin analogues (a modern form of insulin) should be included in the pharmaceutical coverage of patients. Mexico, on the other hand, has separate routes of publishing and sharing of data, which perhaps leads to this disconnection in generation of meaningful feedbacks for the diabetes policies. Nonetheless, they are able to count with the clearinghouse from OECD, which has been a powerful source of data and analysis and guided the diabetes program development closely. 

It is interesting to note that both Ministry of Health and the CEA agency under it, Secretaria de Tecnologia e Insumos, mention that the main bottle-neck in utilizing data to create evidence-based actions is the lack of “similar semantics” (Guimaraes, see pg. 30) between the producers of knowledge (mainly, the Secretaria) and the responsible for implementation (mainly, the municipalities). Without proper dialogue paths internally and externally, the use of CEA is diminished. This statement goes in line with previous scholarly reports that “The challenge often lies in coordinating these perspectives to ensure that when a policy is established, it is meaningful and useful.” (Albright 2007). 
Cost-effectiveness studies could also help establish not only “how” strategies are implemented, but also “who” (Kumaranayake & Walker 2002: 151) should be implementing it. This use of CEA could be particularly useful, considering the segmentation of Mexico’s health structure: as Lakin (2010) evidenced for the Seguro Popular, during policy adoption phase, reformers were able to marginalize opposition but at the implementation phase of the reform, they could no longer be sidelined. The same process seems to be occurring in relation to the diabetes policies, and the lack of clarity in the roles of each institution affects the implementation process.  With their growing importance, CEA may be able to address these issues in the future.
As far as external stakeholder dialogue, Brazil and Mexico seem to be very engaged in dialogue with other countries as it relates to health. It was only very recently, in June 2010, that the “1st Latin American Diabetes meeting” occurred, with the presence of the ministries of health of both countries to particularly address diabetes. As far as concrete technologies or programs are concerned, there aren’t lessons directly from one another. The NDPs share similarities not because of direct exchange, but due to a more globalized effort. The analysis of other diabetes policies programs did drawing from other countries directly. 
While Brazil reported having particularly close relationship with the Portuguese-speaking countries through as CPLP (Comunidade dos Paises de Lingua Portuguesa) as well as Cuba, Mexico has established several partnerships with the United States. In both cases, these relationships are obvious by both geographical (Mexico bordering USA) and historical reasons (former Portuguese colonies). The value of these partnerships notwithstanding, the differences between Brazil-Africa and Mexico-USA in terms of social conditions, and most importantly health structures, are certainly wider than the characteristics bringing Mexico and Brazil together. Hence, considering all the commonalities shared by Brazil and Mexico in terms of diabetes, it is peculiar that they do not engage with each other more frequently.  
V.2 Comparing Policy Implementation and Evaluation
When looking at the strategies presented by both NDPs, they are fairly similar in their goals: in summary, they focus on improvement of treatment through better articulation of current resources and the prevention of the condition through health promotion. These are very much aligned with the international directives for policy (see section IV.1, page 37), and aim at a rational use of available services, an item emphasized in the DIA Plan from WHO. Additionally, both countries address hypertension and diabetes as one single health issue in their NDPs. 

The NDPs, however, do differ when it comes to implementation. One important item of the Programs refers to the establishment of National Diabetes Registries. Brazil was able to successfully implement its National Registry for Diabetes –Hiperdia - soon after the Program launch (March 2002). The federal government has also actively promoted Hiperdia to the municipalities. Mexico, however, has made two separate attempts to create a national registry for diabetes - a draft for such a registry was included in the NDP from 2001 and in the NDP from 2008. Thus far, the government has not been able to implement this long-standing suggestion. The most apparent reason for the difficulties in creating a National Registry is due to the segmentation of Healthcare in Mexico: IMSS has control over the population it oversees, and the same can be said about all other institutions and providers. A National Registry would mean a data sharing among all of them, and conflicts regarding who would be responsible for overseeing it would probably arise. With the recent creation of the National Council for NCDs, perhaps the Mexican government will be able to address this issue properly.   
The trend of ‘health promotion’ policies is recent in both countries, do it does appear to be picking up momentum. Policies directed towards prevention and health promotion, when they are addressed in a multidisciplinary manner, for e.g., the Health Promotion Plan in Brazil and the Anti obesity Law in Mexico, are directed towards a very broad audience, and it is difficult to precise who will it affect, and how.  

V.2.1 Outcomes 

On the particular issue of outcomes, based on the interview with both secretariats of health surveillance as well as the studies available, the focus on assessment of the programs and policies has always been on the training levels, on the knowledge level of the population about the program, the focus on the continuity of the programs. These evaluation criteria differ from what was initially expected – for example, a reduction in prevalence of diabetes, increase in diabetic patients with optimal control of the blood glucose levels, reduction in obesity levels, and increase in activity levels of the population, etc. Nonetheless, the fact that the governments are looking to assess how much of their programs is actually being implemented shows a sign in a positive direction and the aforementioned criteria are much more difficult to assess. At least at this point in time, 9 years after the first official federal level plans were implemented, the outcomes in the health of patients is still not the focus, but the outcomes in the health of the programs themselves. 
Looking at the features of the NDPs again, the Mexican version presented much clearer goals, than its Brazilian counterpart. While this is probably due to the fact that Mexico’s NDP is suppose to cover one single presidential mandate, making it a short term plan in this sense, these clearer goals made the evaluation on the Program much more attainable. 

Even though it is difficult to pinpoint the causal relationship between policies and the outcomes for patients, the two countries share commonalities, mainly in the sense that most of the funding dedicated to diabetes goes to treating the complications. While clear-cut data is not available, it is possible to assume this based on the studies (De Paiva et al. 2006; Sosa-Rubi 2009; and interviews (ANNEX 2). This means that prevention and quality of treatment still remain a challenge to policy-makers in Brazil and Mexico, despite recent efforts. Additional obstacles can be considered in terms of establishing what are the outcomes achieved: in the WHO report “Strategy on Diet, Physical activity and Health”, it is stated that approaches that target individuals at high risk of developing type 2 diabetes are unlikely to have a major preventive effect at a population level (WHO 2004). 
VI. Conclusions

Both countries have taken significant, gradual measures to address diabetes during the period investigated. Particularly if we look at the combined efforts made in each country, it is possible to say that these countries have a stable, unifying public health policy to address diabetes. The initial efforts towards diabetes could be viewed as a response to brief ‘window of opportunity’, a momentum created by WHO, and which the countries have taken up.

The issue of diabetes seems to have started as part of a ‘systemic agenda’ and moved on to become a part of the ‘institutional’ agenda. Moreover, while this study focuses in the particular condition, both countries have addressed the issue not by looking at it individually. Both Brazil and Mexico have literally and pragmatically treated hypertension and diabetes as one single challenge. In the latest part of the decade, the efforts than seem to become focused on health promotion, with physical activity and diet being the key aspects in these policies. Therefore, it could be said that the issue itself went through a transformation to become, rightly so, a multifactor case, with actions toward positive reinforcements (i.e. health promotion) and negative (i.e. bans on junk food).

In Brazil, what is started out with a single NDP developed over the years; addressing detailed issues from the diabetes treatment in the country, in all the executive, legislative and judicial spheres. The decentralization of the system creates a series of problems for implementation, and tends to leave the municipality to “fend for itself”. At the same time, the decentralization is based on the understanding that the municipality is indeed the sphere that should be at the forefront, at least when it comes to access and delivery. As far as CEA is concerned, but the structure that was built to support such studies is fairly evolved. The importance of health promotion is still growing within the MOH radar, including the creation of the Health Surveillance agency – SVS. The growing attention to the health promotion agenda is very promising in curbing diabetes in the country.           
In Mexico, the continuation and feedback provided between the implementation of the first NDP and the second NDP was clear, with adjustments being made to try and successfully implement the strategy. The creation of the NCDs Council should help alleviate the concerns over who is in charge of formulating and implementing the policies related to diabetes. Considering the use and support of CEA, Mexico seems even less evolved in this issue then Brazil. But then again, once it is able to address the issues of roles and responsibilities within its system, it may be able to expand in this direction. It is also important to say that, while CEA structures are still incipient in Mexico, a concern over ensuring the follow up and evaluation of the policies is palpable. Lastly, the formulation and implementation of a series of health promotion policies, with the anti-obesity law being its most obvious component, address the diabetes problem in its most crucial aspect: the preventive actions.  

The differing healthcare structures in Brazil and Mexico evidence the implementation obstacles of the proposed policies. Because of structure, the pace of adaptation has been affected, partly to limited political support for key aspects of the reform from providers, implementers, and civil society. Both countries have managed to create – albeit with varying degrees of detail – a regulatory and judicial framework for both diabetes and health promotion. This ensures these changes will survive the administration that implemented them. This not only is a sign of the political maturity of the two states, but it also stimulates the continuity of these policies in the future.
While this project has not explored the ‘advocacy efforts’ from the initiators of each program, it is possible to assume that because of a single system in Brazil, the articulation in Brazil the process is more integrated because all spheres are integrated, and most importantly, providers and initiators all belong to one single structure (SUS). In Mexico, the segmentation of the system continually harmed the implementation process. Now, the country is making efforts at regulating its initiation process, and the NCDs Council was a positive step in that direction.  Nevertheless, it faces problems whenever there were attempts to articulate the initiation of some policies. This becomes worse for the case of diabetes and NCDs, considering that the efforts in this disease should be multidisciplinary.

Some of the obstacles in properly addressing diabetes have yet to be met even in high-income countries, which have well resourced health systems. The broad range of policy measures, including measures designed to modify the built environment, affect food pricing, etc is only at the initial phases in both countries. The effort in making a population distribution shift, to prevent diabetes, is a truly remarkable effort. In that sense the two governments and healthcare systems seem to be in the right path to foment a healthier population.
VI.1 Perspectives 

While this project briefly touched upon the influence exercised by international stakeholders in the policy process, it could be interesting to investigate more closely the relationship between the large intergovernmental and international NGOs, and the dynamics between them and the developing countries. Traditionally, these international actors have exercised a significant amount of influence in developing countries, including funding of several of the actions carried out in the countries, hence, making these actors particularly interesting to investigate in the light of diabetes policies. 

A further topic of research that could stem from the findings of this study is the issue of private health: considering that at least a third of the populations in Brazil and Mexico are privately insured, or rely on the private sector to obtain health, it could be interesting to investigate how much of these policies influence the population under private care. Moreover, it could be interesting to analyze the institutional development of the healthcare systems over a longer period of time, and assess how much of the development of the private healthcare was influenced by the lack of state provision of healthcare. 
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ANNEX 1: Script for in-Depth Interview 
INTRO: Good morning/afternoon.  Thank you very much for taking the time for our discussion. As previously mentioned by email, I am a Master’s student at Aalborg University, and I am currently writing my thesis on how public health policies in Latin America are addressing diabetes. I would like to discuss some of the particular aspects of the MEXICAN/BRAZIL IAN political structure and actors, and the main interventions done in diabetes. This interview will take approximately 40 minutes. Our conversation will be recorded and all information will be under the ownership of Aalborg University. 

WARM UP

1. Could you briefly tell me about your experience inside the AGENCY/MINISTRY and your current role and responsibilities?

2. Considering the overall public health policies in the country, do you believe there are current diseases/conditions that receive a higher level of priority than others?  

· IF NOT PREVIOUSLY MENTIONED:

·  2.1: Why do you think that is? 

· 2.2: taking funding into consideration 

· 2.3: taking human resources & research into consideration 
DECISION-MAKING PROCESSES  

3. Please comment on the main long-term framework/strategies related to diabetes and or non-communicable diseases

· IF NOT PREVIOUSLY MENTIONED:

· 3.1: discuss role of sub-agencies responsible for diabetes, if any

4. Considering health policies and diabetes in particular, how do you perceive the country’s openness for dialogue with other countries? 

5. Considering the current debate over the “double burden” of infectious diseases + NCDs in developing country, how does that affect – if at all – the health agenda of the country?

CURRENT PLANS/POLICIES/PROGRAMS

6. Could you please comment on the “Diabetes Program” (CHANGE ACCORDING TO RESPONDENT) established by AGENCY

· IF NOT PREVIOUSLY MENTIONED:

· 6.1 In terms of formulation
· 6.2 In terms of implementation 
7. Considering the current initiatives, how are the issues of Diabetes being organized (in terms of prevention, education, obesity, treatment) – is there a particular issue within diabetes that is considered priority? 

CEA STRUCTURE AND STUDIES

8. How is the use of Cost-Effectiveness studies affecting the interventions towards diabetes

9. How do you perceive the efforts of the government as it relates to cost-containment 

· IF NOT PREVIOUSLY MENTIONED:

· 8.1 structure wise

· 8.2 for diabetes specifically

FUTURE PRIORITIES

1. How do you envision the agenda for health in the country in the next 5 years? How does diabetes would feature in it?

2. How do you envision the use of Cost-effectiveness in the future? 

REQUEST CONTACT: Could you please share with me the contact information (name, title, telephone number) of someone within AGENCY/MINISTRY that may have knowledge and experience with this topic? 

END OF INTERVIEW: That was my last question. Thank you very much for your help! If you have any other comments or questions related to this topic in the upcoming days, please feel free to contact me. I will also be happy to share a summary of the finalized project with you, if you like.  

ANNEX 2: Interview Transcripts
Interviews transcripts, audio files available upon request.  

Interview # 1
Date: 15/07/10, 14:00 

Respondent: R.S. M.C. – National Coordination of Diabetes and Hypertension/Brazilian Ministry of Health

Recorded interview

TRANSLATED EXCERPTS
· Brazil is no longer at the mercy of groups, of pharmaceutical laboratories, because we have formalized the incorporation of technology
· There is a failure of the state whenever it does not regulate the drugs, because in fact some of these drugs are already being used. But there is also an abuse of the [judicial] system by the society. (…) Only recently the state and municipalities are articulating this with the Ministry
· We have tremendous difficulties of [lack of] installed capacity. Particularly for diabetes complications: “For example, the diabetic foot, where in many states we don’t have a specialist, so a patient in the countryside of the state of Paraíba, or Pernambuco [for e.g.], is he going to be able to access a specialist? (…) From the regulation point-of –view, medicines, everything else, this is all well established and regulated. But the network, the assistential networks…we are trying to implement them for the past two years, let’s see how far it will go.

· Brazil has always been in an open dialogue, specially with countries from Latin America, and now with the Portuguese-speaking countries, though the CPLP. There is the Research Center in Bahia, called CEDEBA, which has a formal partnership with CPLP (…). And there is a series of meetings from PAHO; in this last meeting [Latin American Diabetes Summit occurred in June 2010] it became very clear that countries indeed need the support from one another (…). And who has solicited some assistance is Cuba; we will have a meeting next month (…)
FULL TRANSCRIPTION (IN PORTUGUESE)

Você poderia contar resumidamente sobre a sua experiência dentro do ministério e seu papel atual? 

Eu to na coordenação de hipertensão e diabetes desde 2003, de agosto de 2003, e essa coordenação faz parte da secretaria de assistência a saúde, e dentro do departamento de atenção básica. Então após a entrada do hipertensivo e do diabético no sistema, elas fazem parte do sistema de atenção básica, e acho que é aonde de fato ela deve estar. Mas ela se articula com diversas outras políticas do ministério da saúde, assim como outros setores. A nossa responsabilidade, agora no segundo pedaço, é que a gente tem a responsabilidade, primeiro, atualizar sempre protocolos clínicos de atenção básica, ou primaria, como você queira chamar, a gente não faz protocolos de alta complexidade, e toda a parte da ???, ou seja, assistência farmacêutica,  toda a parte de inter-relação de exames necessários, é a parte de integração com os outros setores, e também a área do HIPERDIA, que é um sistema de informação, informatizado, onde você tem o cadastro dos pacientes hipertensos ou diabéticos da rede básica, não é um sistema obrigatório, mas é um sistema que nos temos em torno de 35% da prevalência estimada no pais são cadastrados neste sistema, e alem do mais, a gente ta sempre em contato com as gestões estaduais, que também a gente tem contato com os estados e municípios, e uma outra coisa é a capacitação de recursos humanos, essa é uma grande área, a gente vem sempre atualizando protocolos, a gente muda as capacitações e forma tutores, tutores em todos os estados, e capitais, que multiplicam essas capacitações no nível municipal e estadual. E a relação com as outras áreas, com a vigilância, que é uma relação que a gente tem uma relação muito estreita e com a área de pesquisa, porque a diabetes esta na área de prioridades de pesquisa do ministério da saúde, e a gente tá em contato então com a área de ciência e tecnologia, então são essas as responsabilidades, fora todos os processos de judicialização, ouvidoria, etc. 

Considerando o conjunto das políticas de saúde pública no país, você acredita que existem doenças corrente / condições que recebem um maior nível de prioridade que os outros? 
Sim, inclusive eu agora a pouco estive na cúpula latino-americana de diabetes, e agente ainda esta muito no foco das metas do milênio. Então as políticas publicas ainda estão muito focadas naquilo, nos documentos de âmbito internacional de metas do milênio. Eu diria que ta muito focada ainda na mortalidade infantil, com a saúde materna, esse binômio mãe e criança, e também do câncer do colo de útero, e também nas doenças infecto-contagiosas, tuberculose, as doenças emergentes, então acho que o foco é muito ainda, em doenças infecto-contagiosas, doenças da pobreza, que é ainda o foco de países em desenvolvimento. Mas, já com a transição epidemiológica, que as doenças crônicas já ocupam primeiro lugar nos índices de morbi-mortalidade, mas eu garanto que não são uma prioridade em países em desenvolvimento. Pode até gastar dinheiro, tem políticas publicas, e o Brasil tem políticas amplas na área de diabetes, mas ainda não é um documento político, assim, não é explicitamente colocado como prioridade. 

Recursos financeiros também seguem essa linha

Sim, sem duvida, só que, no caso do ministério da saúde, os recursos financeiros eles são muito amplos.  Existe o bloco de assistência farmacêutica, e aí esta incluída a diabetes e hipertensão, que eu tenho certeza que tem muito recurso que é pago mas não existe uma rubrica especifica para diabetes. Outro bloco é o de assistência a saúde, atenção primária, e o nosso bloco, onde você tem varias outras doenças,  de agravo,  um monte de coisa incluída aí. Então o financiamento do SUS ele se da em grandes blocos, e não especificamente por doença. Mas sem duvida que a hipertensão e o diabetes requerem muito dinheiro porque é disparado a primeira causa de morbi-mortalidade no país, então mesmo sem ter uma rubrica especifica, sem duvida que o recurso financeiro vai pra essa área. 

Os processos de decisão, estratégias de longo prazo no que se refere a diabetes, quais são as iniciativas a longo prazo

Olha, as políticas são sempre macro, eles insistem muito que as políticas não são voltadas pra uma doença especifica, assim um agravo, esse ou aquele, a não ser quando exista uma epidemia, esse ou aquele, que daí a atenção de volta para aquele agravo, mas normalmente elas são incluídas em macro políticas, e a diabetes no Brasil, ela tem uma lei especifica, de 2006, regulamentada em 2007, e essa lei da uma perspectiva de longo prazo muito grande, porque a lei dá garantia que oferece ao cidadão, de universalidade, já que pela constituição, é uma garantia, e a diabetes sem duvida tem essa prevalência, mas alem disso você tem a lei especifica. Ela da mais uma garantia que a diabetes jamais vai deixar de ser uma prioridade nacional, ate porque logicamente não é possível, mas o que tem de longo prazo. Por conta da lei foi garantido todo o tratamento, a garantia de insumos, da glicemia, nível do domicilio, os protocolos, todos os protocolos, os treinamentos de profissionais, tudo isso são políticas que entra governo, sai governo elas não vão mudar. Não vão acabar. Outra coisa é o sistema de vigilância de doenças crônicas, é um sistema que foi montado, porque a vigilância de fato é um problema fundamental, e ela não existia, o vigitel foi montado em 2006, aquele de acompanhamento telefônico, e que vai ser continuo. Então isso deu uma lento muito grande, porque nos permite avaliar e monitorar, como é que anda as nossas pernas., como é que tá o resultado do trabalho. Então eu acho que o sistema de vigilância, a lei da promoção da saúde, a atividade física e o trabalho nas escolas, e que é uma coisa que, em longo prazo vai ser muito importante. 

Estruturas existentes da diabetes:

Eu acho que o Vigitel, por ser uma política estruturante, vigilância por telefone, que é semelhante ao sistema americano, todos os países que já lidam com doença crônica, no sentido de vigilância, tem uma estrutura técnica muito boa, tem a questão da promoção da saúde, incluindo a rede nacional de atividade física e de educação na escola, quer dizer, isso já são coisas que estão estruturadas, e a nível do diabetes mesmo já instalado você tem  hoje uma equipe de saúde da família, porque a diabetes e hipertensão entram como agravos prioritários da família, e mesmo que não entrasse, a prevalência da diabetes já esta tão grande que se impõe, né? Então a questão da saúde da família é bastante estruturante, que é de longo prazo, porque desde 1993 a saúde da família, fez 17 anos, acredito que já é uma política de saúde plenamente estabelecida no Brasil. Então isso vem dar um alento muito grande ao cuidado da hipertensão e da diabetes, que prioritariamente se da na saúde da família. Então eu acho que essas estruturas, elas estão consolidadas sob o ponto de vista de regulamentação, de portarias do ministério, eu não acredito que fique ao sabor dos governos. Elas são assim, uma visão de longo prazo, e elas estão aí, todos sabem que a gente tem que lidar com elas no país, e elas já estão mostrando resultados, que é dessa forma que tem que fazer, então eu acredito que tecnicamente, e sob o ponto de vista de regulamentação, isso já esta bastante estruturado. Não acredito que haja nenhuma mudança ao longo dos dez anos neste perfil. Outra coisa que o Brasil já definiu é a assistência farmacêutica. Quer dizer, todos os medicamentos são dados gratuitamente, eles fazem parte da lista dos medicamentos essenciais, que é outra política, que foi criada a partir de 2004, assim como a distribuição gratuita de insulina. O país desde 2000 distribui todas as insulinas. Então acredito, no meu ver, que todas essas políticas estão cristalizadas, que elas não vão, assim, dá pra trás, não dar continuidade nelas. 

Custo-efetividade: o papel dos estudos na formulação e implementação de programas

A gente não tem muita... No Brasil, apesar de ter uma estrutura excelente, que é o departamento de ciência e tecnologia, que trabalha com isso, quer dizer, o exemplo que eu posso dar é o exemplo das insulinas, as insulinas análogas, que nos estamos estudando, então é toda uma equipe que trabalha com isso e já tem uma metodologia. No Brasil já está completamente regulamentado a questão da incorporação tecnológica, ela é feita já mediante a CITEC, que é a comissão de incorporação tecnológica, uma comissão que tá dentro do departamento de ciência e tecnologia, e também membros da sociedade civil, unidades de base, etc., então isso também já esta regulamentado, e é tudo isso pela CITEC, então o Brasil não acredito que fique mais a mercê de grupos, de laboratórios, pela questão de incorporação da tecnologia, porque a gente já tem isso formalizado. 

A gente tem uma serie de prioridades de estudos que são feitos anualmente, e também no caso especifico das insulinas análogas, que eles demandaram o estudo de custo-efetividade. Mas ele não foi realizado, porque a gente viu que esses estudos já existiam mundialmente, as análogas ainda não foram aprovadas mas os estudos já estão prontos, então a gente fez as revisões sistemáticas dos estudos já existentes, e se chegou a conclusão de que não era mais necessário fazer um estudo de custo-efetividade no Brasil, que são estudos muito caros, como você sabe, e a gente já havia na revisão sistemática informações o suficiente para analisar e fazer o julgamento. Mas esses não foram feitos pela CITEC, então na área de diabetes é o único estudo que eu conheço de custo-efetividade, foi com o uso de insulinas análogas. 

Dialogo internacional

O Brasil sempre fez a política de parceria, sobretudo com os países da America latina, e agora com os de língua portuguesa, que são aqueles que compõe a CPLP, então as iniciativas aqui no Brasil a gente sabe que tem parcerias com países do caribe em outras áreas. Na área de diabetes o que é que já foi desenhado, existe o centro de diabetes da Bahia, que é o CEDEBA, que é um centro publico, já tem uma parceria formal com a CPLP, então no momento ele esta se organizando pra se tornar o centro de referencia para o Brasil e países da CPLP e da organização mundial de saúde. Mas então a Dra. ??? já veio aqui varias vezes, esse processo ainda não esta concluído, mas acho que até o final do ano deve ser concluído. Ela teve aqui durante a cúpula. Então esse o Brasil vai ter o CEDEBA como centro de referencia mundial para a educação de diabetes, e os beneficiários são os países da CPLP, que eles tem muito pouco material de educação em português, é formal e já tá estabelecido. Enquanto isso eu tenho sido muito abordada por outros países e pela organização mundial da saúde, eu mesma já dei alguns cursos em Miami, e já ta se tentando fazer uma serie ampla da OPAS, nessa cúpula ficou muito claro como estes países precisam do auxilio de outros, e acho que os países que tem uma política mais adiantada, e o Brasil sem duvida, não porque eu sou brasileira, é claro, mas também por isso, eu me orgulho de dizer que o Brasil é um dos países que tem uma política publica muito avançada,  ate porque tem uma assistência farmacêutica toda gratuita, coisa que deixa mesmo os países da Europa um tanto admirados, que não tem uma assistência tão alta gratuita. E quem tem solicitado bastante ajuda é Cuba. E vai ter uma reunião agora em julho, mas não posso adiantar nada porque eu não sei. Porque o pessoal do ministério da saúde de Cuba. Mas você sabe que o governo brasileiro sempre esta aberto, é uma política do governo atual, acho que tem que ser uma política de estado. Acho que a gente deve ajudar os outros, porque em termos de legislação é sem sombra de duvida uma das melhores do mundo. 

Descentralização

Sem duvida, é um avanço muito grande, ele é descentralizado, mas pactuado, onde todas as esferas de governo, tem suas responsabilidades encima do mesmo ato.. não é simplesmente você repassar pro município e ele faz, na área de diabetes, todas as políticas são pactuadas, a de assistência farmacêutica, a portaria geral da cesta farmacêutica básica, regulamenta essa lei que eu falei que faz a distribuição da insulina e dos insumos, tudo isso é pactuado, inclusive o orçamento. Tem uma parte do ministério, do estado e do município. E a gente mantém coordenações estaduais e municipais, principalmente nas capitais, que a gente tem uma relação muito próxima com a coordenação nacional de saúde, pra acompanhar o encaminhamento disso, então de qualquer modo eu diria que é uma municipalização meio monitorada. Ela fica, tem uma política, uma só, mas ela é descentralizada na execução e no que é peculiar. Por exemplo, a política de educação alimentar, no norte do pais, o norte do pais é um continente, não pode ser a mesma da região sul. Alguns indicadores a gente coloca como standard, nos temos os indicadores básicos, que são os de hospitalização por AVC, e hospitalização por complicação da diabetes., esses dois indicadores são iguais para o pais inteiro. Então eles pactuam e registram os eventuais registros de queda, isso é pactuado, não é nada imposto pelo ministério. A gente analisa a serie histórica, e o quanto que eles podem diminuir esses indicadores, que são obrigatórios. Outra coisa, muitos municípios, e principalmente as capitais, eles tem sistemas próprios de informação, então a gente não impõe o HIPERDIA, a questão agora é criar, ainda não foi possível, é criar um indicador, em que mesmo que o município tenha um sistema de registro próprio, que ele possa encaminhar e se inserido no HIPERDIA. Que possam gerar indicadores, online, nacionalmente. Porque hoje a gente já consegue cruzar os dados, a universidade do rio grande do sul, eles trabalham muito com a questão primaria, talvez seja a universidade no Brasil que mais trabalha em questão primaria, que é uma coisa nova, as pesquisas não são muito comuns em atenção primaria no Brasil. A gente tem trabalhado com eles tentando fazer os links, linkar com o HIperdia, já tivemos bons resultados, já cruzamos com mortalidade que daí você vê o tempo de diabetes, ou seja, da pra fazer uma serio de estudos através deste link. Então são coisas que, com o amadurecimento da política, a gente vai tentar dar qualidade a elas, mas deixando os municípios executarem a ação, que tá na constituição e isso a gente não pode mudar, acho que é lá mesmo onde a coisa acontece, eu vejo muito positivamente a questão da descentralização do SUS. 

Eu gostaria de fazer uma ressalva, a gente tem muita dificuldade de capacidade instalada, principalmente nos pequenos municípios, essa é uma outra linha como facilitar, então a gente tá estudando o arsenal, que é um instrumento que tem remédios, no sangue capilar, isso já facilitaria pros municípios que não tem laboratório, que são todos os que tem menos de 20,000 habitantes, como você sabe. Que nem sempre eles tem essa estrutura, né? E as vezes, as redes especiais, elas falham muito, pra mim esse é o nó critico do SUS, que a gente necessita de um paciente que vive anos, e nem sempre os municípios tem a capacidade instalada pra monitorar, então esse é o grande desafio, caminhar nestes próximos anos.  

Complicações – por exemplo, no México ainda se gasta mais com as complicações do que no tratamento do paciente.

No Brasil não é diferente, é o mesmo perfil. Eu não conheço os dados do México, a gente tem um foco maior na assistência primaria, muitos dos pacientes alguma forma já estão ligados a saúde da família, e na atenção básica, então tem acesso ao tratamento, então eu não sei fazer este comparativo com o México, mas de qualquer maneira a gente tem o problema das complicações, grandes e crescentes, quer dizer, a complicação pra diabetes tem caído em mulheres e não em homens, isso já é um dado que a gente viu recentemente, porque a gente vê que as mulheres vão mais à unidade de saúde e os homens menos, é uma característica masculina. Mas a falta de estrutura para as complicações é grave, a gente tá com um problema do pé diabético, onde a gente não tem em muitos estados essa referencia, então um paciente com uma lesão no pé no interior do interior da Paraíba, ou Pernambuco, ele será que consegue acessar um especialista? Então como eu falei esse é o nó critico, do ponto de vista de regulamentação, medicamento, tudo mais, tá bem estabelecido, mas a rede, a rede assistencial, que o ministério vem tentando montar há dois anos, são as redes assistenciais, vamos ver até que ponto isso vai evoluir nos próximos anos. 

Judicializacao

Olha, as questões da judicializacao, é algo crescente, causa muitos problemas, você cria uma iniqüidade, e isso causa muitos problemas, porque os custos também vem crescendo. De uma forma correta, porque de fato houve uma falha do estado de regulamentar o medicamento, porque de fato alguns já estão em uso, e outros porque existe abuso por parte da sociedade. Direito de todos é dever de estado. Vejo uma serie de abusos de ambos os lados, tanto do lado do governo quanto do lado do judiciário, o cidadão, é papel dele, ele vai pedir. Mas a questão dos casos de diabetes, eu não tenho isso agregado, não tenho isso por estado. Eu uma vez ate solicitei, tem todas as patologias, porque eu não tenho? Muito raramente tem chegado ao ministério da saúde, ficam lá no município e no estado, e eles que ficam arcando com a despesa. Isso tem sido uma coisa muito cruel que agora os municípios estão articulando muito com o ministério, que é a judicializacao. De alguns lados, algumas coisas vem pro ministério, mas no caso da diabetes é o estado que esta arcando com as despesas, ou o município. Porque alguns estados já regulamentaram, porque a judicializacao da diabetes esta se dando hoje por uma coisa: a insulina análoga. Só isso. Porque antes eram os insumos, a questão da ??? e da fita. E isso praticamente, que chega na minha mesa, tá praticamente zerado. Depois toda a questão da regulamentação da lei, tá tudo regulamentado, então a questão da fita, já tá tudo regulamentado, porque quando chega na justiça, a justiça já sabe o que fazer, que tá tudo regulamentado, quem é o responsável. Esse é o grande mérito de ter a regulamentação. E a regulamentação já diz inclusive quem é responsável pelo pagamento da fita, já ta tudo na portaria. Agora, a questão da insulina análoga, pela falta de regulamentação continua crescente o numero de processos judiciais, que tem outros que são aberrações, que são pessoas pedindo determinado tipo de alimento, o que eu já acho que é uma paranóia, pedindo determinado alimento da Nestle, então, não é possível. Aí eu acho isso um absurdo, mas aí são exceções, mesmo que não dá nem pra contar. O grosso mesmo, 99% dos casos é insulina análoga. Então a falta de regulamentação do ministério tem gerado essa situação. Agora, alguns estados já regulamentaram, o Paraná, a Bahia, Sergipe, Minas Gerais, então são esses quatro que eu saiba que já tem protocolizado. 

End of interview # 1

Interview # 2
Date: 02/07/10, 14:00 

Respondent: Dr. F.M. – Mexican Institute of Social Security – non communicable diseases department

Recorded interview

TRANSLATED EXCERPTS
· There will be a moment where the structure will not reach the financial resources that it needs to attend to the problem of diabetes. This ‘modular’ attention, here in the country, with each institution advancing according to its own capacities. But I can safely say that IMSS advances faster tan others in this area
Su experiencia dentro de la organización y su papel actual 

Bien, doctora, quiero decirle que yo tengo trabajado para el Instituto Mejicano del Seguro Social veinte y nueve años. Ingresé al Instituto Mejicano de Seguro Social al hacer la residencia de Medicina Familiar y me he desempeñado como médico familiar, médico de fomento a la salud y en puestos administrativos, directivos de unidad, como jefe de Departamento Clínico, como expert de Unidad de Medicina Familiar. Posteriormente, como coordinador delegacional de Medicina Familiar y actualmente soy jefe de División de Medicina Familiar. En el cargo actual que tengo, es el nivel normativo de mi Institución, tenemos que ver con la elaboración de planes, normas y sistemas de evaluación de 1210 unidades de Medicina Familiar extendidas por  toda la República Mejicana. Estas unidades de Medicina Familiar son, 413 de 5 consultorios y más, y 718 de1 a 4 consultorios. Nosotros al central, marcamos las normas, trabajamos sobre los programas que posteriormente se aplican, se desarrollan en las Unidades de Medicina Familiar para el beneficio de los pacientes.
Las políticas generales de salud pública en el país, ¿cree Usted que existen enfermedades actuales / condiciones que reciben un mayor nivel de prioridad que otros? 

Mire, doctora, actualmente en l País… ya que no dejamos de  observar  padecimientos de la pobreza como desnutrición, como parasitosis, y se ha incrementado por transmisiones demográficas y epidemiológicas en gran medida las enfermedades crónico-degenerativas. Actualmente, y como en todo el mundo, las instituciones…el gran problema que tienen con la atención del paciente diabético. Que muchos de esos pacientes diabéticos no son diabéticos puros, sino están…se constituyen en el síndrome metabólico de diabetes, hipertensión, obesidad e hipercolesterolemia, y el mayor gasto que hace la Institución para la atención de esos pacientes crónico-degenerativos, y sobre todo en diabéticos, en los programas de diálisis, peritoneal, en las tres modalidades , y de hemodiálisis. También se ha presentado en los últimos cuatro años un incremento en las enfermedades. Entonces, la Institución tiene que administrar muy bien sus recursos para designarlos  en cantidades suficientes para los padecimientos de la pobreza, desnutrición, infecciones de vías respiratorias agudas, gastroenteritis, parasitosis…Mucho, la atención de crónico-degenerativo y mucho también, bueno, la atención de pacientes con padecimientos oncológicos, con padecimientos de asesoramiento lisosomal, que aunque no son muchos casos, sí, representan un gran gasto para la Institución.

Esto ocurre de una manera en general para estas enfermedades por qué razones
    

Mire, doctora, me voy a referir específicamente a las enfermedades crónico-degenerativas, especialmente en diabetes. Diabetes, sí, tiene registros, tiene registro nominal de 4 millones y 800 mil pacientes diabéticos en la Institución. No en el País, simplemente en el Instituto Mejicano de Seguro Social que ampara a la mitad de la población de la República Mejicana, alrededor de 50 millones de derecho-habientes. De esos 50 millones, 4 millones son diabéticos, y esto ocasiona que la institución tenga una gran demanda de atención por pacientes con diabetes, por hipertensión, por hipercolesterolemia…En el primer y segundo nivel de atención, le puedo mencionar que el 15.8% de los dictámenes de invalidez…quiero decir…asegurarnos…económicamente activos que se tienen que invalidar debido a la retinopatía diabética, un porcentaje importante terminan amputados y un porcentaje mayor termina en los programas de diálisis simple. Esto que la Institución le está dando actualmente un impulso, sin descuidar los otros frentes y la atención de las otras patologías un impulso importante a la atención del paciente diabético. Hacer prevención secundaria para el paciente diabético, paralelamente seguimos haciendo los programas preventivos, de detección oportuna de diabetes, modificación de estilos de vida, pero ya en el paciente que ya tiene la enfermedad, lo que se intenta es hacer prevención secundaria para retrasar o evitar las complicaciones crónicas a temprana edad. Si se va a presentar un paciente, bueno, al final de la vida, y no en una edad productiva o a un mayor todavía activo…También los países avanzados tenemos una gran demanda de atención para accidentes …Accidentes en la vía publica, accidentes en el trabajo, accidentes por violencia en las personas y todos nuestros servicios de urgencia y de ?? son bastante demandados por accidentes desde el esguince hasta la fractura de algún miembro, no.

Los procesos de decisión de largo plazo
Bien, la Institución desde el mes de Septiembre de 2008 ha implantado actualmente  en 40 unidades de Medicina Familiar módulos para la atención del paciente diabético. Le puedo decir que en nuestras unidades de Medicina Familiar de primer nivel que tienen 10 consultorios que amparan a una población de 48 mil derecho-habientes, más o menos  5 mil de esos derecho-habientes son diabéticos. Y estos 5 mil pacientes diabéticos, un porcentaje alrededor del 24…25% son los que tienen buen control metabólico y 75 tienen mal control. Nuestra imagen-objetivo es trabajar sobre los pacientes que tienen buen control metabólico, que no tienen complicaciones crónicas de la diabetes está conservada, que no tienen ¿??para, a través de un equipo multidisciplinario de 7 personas, tener al paciente con asistencia continua en la clínica de Medicina Familiar para ayudarlo a evitar que haya desequilibrio metabólico y que esto lo lleve a  desarrollar las complicaciones que son tan costosas, tanto para la calidad de vida del paciente como costosas para la Institución que tiene que invertir gran cantidad de recursos financieros. Entonces, en las unidades…en las clínicas de Medicina Familiar, hay pacientes diabéticos que los atienden su respectivo Médico Familiar por qué no ha sido posible que haya controlado metabólicamente…Hoy, ya tienen algún tipo, algún grado de complicación y los pacientes diabéticos que tienen alrededor de 10 años como diabéticos  a los que nos estamos enfrentando. En un programa a largo plazo de 5 a 7 años, esos pacientes, evitar que se den complicaciones y que lleven a la hospitalización  de  segundo  y de tercer nivel, para intervenciones costosas.

Se ha desarrollado guía de práctica clínica para la atención de diabetes basado en la práctica de evidencia y que se ha difundido entre los 16 mil médicos familiares que tenemos actualmente en el Seguro Social, para ellos estén actualizados. 
sub-agencias responsables de la diabetes 

Bueno, así…la unidad…la instancia rectora del sector de salud del Méjico es el Ministerio de Salud y la Secretario de Salubridad y Asistencia. Ellos también tienen en algunas de sus unidades atención modular para el paciente diabético. Y hay otra Institución, que es la responsable de los trabajadores del Estado, de los burócratas, que también están caminando en poner, en primer nivel de atención, módulos especializados de control del paciente diabético. Es una disposición nacional, en dónde el Seguro Social ha caminado un poco más rápido y, actualmente, debido a la gran cantidad de pacientes diabéticos, y que le puedo decir, por ejemplo, que en la realización de estudios de laboratorio, cuya es muy onerosa, se están empezando a abrir, en una sociedad pública o privada, la participación de algunas instancias privadas en el manejo de esos pacientes diabéticos en sociedad con la institución pública, ya que bueno, la atención es onerosa.  

Por favor describa las consideraciones iniciales al crear un nuevo programa para la diabetes

Bueno, lo que se pretende con el programa que se llama “Diabetinx” (las ultimas 4 letras es por “inx”, así se llama el programa en el Seguro Social) pues es formar un equipo multidisciplinario conformado por médico, enfermera general, nutricionista dietista, trabajadora social, participa episódicamente el odontólogo…participa  el psicólogo clínico para darle apoyo a este paciente. El paciente asiste una vez al mes a su consulta, en tanto se da su control metabólico, y asiste una vez al mes a una actividad grupal de grupos de autoayuda. Para lo que se pretende es empezar a formar pacientes líderes, para que ellos funjan como monitores de otros pacientes diabéticos. Esto, a largo…algún buen resultado, y el médico en el consultorio se centra en el interrogatorio de exploración del paciente diabético. En ese mes que el médico  … en decirle que debe de comer, que dieta de cuántas calorías…Porque ese paciente lo tienen fuera del consultorio, en el equipo de autoayuda, dónde practica la enfermera, la trabajadora social, la nutricionista que le da cada una de esas profesionales las indicaciones para que a lo largo de…nosotros tenemos calculado que…unos 6 o 7 meses que el paciente esté en el modulo, hayamos logrado que modifique su estilo de vida, que modifique su habito de alimentación, que empiece a controlar… luego el control metabólico. Es un modelo especializado, capacitamos a los médicos familiares para que exclusivamente vean pacientes diabéticos o con síndrome metabólico. En Medicina Familiar no utilizamos médicos internistas ni médicos endocrinólogos, ellos están en los hospitales. Entonces, preparamos a los médicos familiares apara que puedan atender a ese paciente diabético sin complicaciones y evitar el mayor tiempo que sea posible que desarrollen complicaciones y en la medida que logren su control metabólico.    

la actual estructura en la formulación de políticas de salud en términos de la diabetes? 
Claro, la estructura, las disposiciones del más alto nivel sectorial, tienen que ir cambiando, de acuerdo con la disposición epidemiológica de la populación. Porque va a llegar un momento que la estructura no va alcanzar los recursos financieros para atender el problema de la diabetes. Esta atención modular, aquí en el país, pero cada institución ha avanzado de acordó con sus capacidades, pero puedo decir que el instituto social ha avanzado mas rápido, pero todas las instituciones han avanzado en esta línea. Además que el paciente latino, el paciente mexicano tiene una gran carga para desarrollar la diabetes, en la parte de la alimentación, del ejercicio físico, esto nos lleva a que la diabetes sea un problema social, no solamente un problema médico. En donde sea que prevenir las políticas de salud de prevención, de hacer políticas para que la gente haga ejercicio, se espera que se cambie, se modifique el hábito de alimentación, la gran cantidad de carbohidratos en la dieta, además que la comida de carbohidratos es más accesible, más barata que la comida con proteínas, con baja tasa de grasa. En las escuelas se venden productos que son, e y la educación en México, se está intentando hacer con que las escuelas tengan alimentos saludables, en sobrepeso y obesidad en la infancia, e que así va avanzando en varios ¿?, en varios ministerios, para lograr que el mexicano haga ejercicio, coma más saludable, no coma en exceso ni beba in exceso, e igual que en todos los países a un esfuerzo contra las adiciones, así como el tabagismo, que todo el sistema federal trabaje para lograr esto. Además que en el sector de salud, el gran problema, es que vamos a perder la batalla. 

apertura para el diálogo con otros países

Esto es muy importante y es algo que el seguro social ha mantenido. Le puedo decir que igualmente otra gente, del seguro social, NHS en Inglaterra, el sistema español de salud, cubano, brasileño, para intercambiar y tomar las característica de otros países  para que puedan  aterrizarse en México en lo que la realidad institucional del seguro social, entonces este intercambio, las visitas reciprocas a los países, y para los sistemas de salud, es muy importante, ya que  hay muchos países, como Inglaterra, o España, que ya tienen un camino andado, por cosas que estamos enfrentando. No conozco el sistema de Dinamarca, ni el sistema de Israel, pero conozco lo de cuba, de España, y el seguro social mexicano se asemeja en muchas cosas a eses otros sistemas de salud. 

agencias de Costo-Efectividad del país 

Hay mucho interés, de los laboratorios farmacéuticos, en algunas cadenas privadas de hospitales en intervenir en la diabetes, y ya han estado buscando una sociedad, entre lo público y lo privado, este, ya que en el publico, el dinero está limitado, y en lo privado lo que tenemos que cuidar es que realmente el beneficio sea el paciente, y no solamente el benéfico económico en el caso de la industria farmacéutica, o para las cadenas de hospitales privados, que son muy fuertes, y el interés son de ellos. Yo considero que es un padecimiento de toda la sociedad, y todas las partes de la sociedad, porque es un problema publico que se no nos va a… e no vamos a alcanzar los recursos necesarios para tratar eso.

Además frente a otras condiciones, este momento, en México la diabetes ya han llamado la epidemia del siglo, no digo que es la única, pero es una de las grandes prioridades del país es atender el paciente con diabetes.

la "doble carga" de las enfermedades infecciosas + enfermedades no transmisibles en los países en desarrollo

Si que afecta, porque le puedo decir que hay zonas del país en donde el dengue es endémico, por ejemplo. entonces por temporadas, hay que investir grandes recursos para atención de las epidemias de dengue, hay combinado con las infecciones de la pobreza y que debemos atenderlas. Pero se podría decir que en la republica mexicana se esta invirtiendo en las enfermedades crónico-degenerativas sin descuidar a las enfermedades transmisibles, ya que los epidemiólogos hacen un gran labor para suplementar y identificar e hacer estudios epidemiológicos. 
 ¿Me podría decir sobre el "programa de acción diabetes mellitus", establecido por la Secretaría de Salud desde 2001-2006? ¿Hay planes de hacer un seguimiento de este Programa? 

Si, el programa, le he mencionado que yo llevo 29 años de estar trabajando en el instituto, dentro ¿?, es el cargo más alto para un médico familiar… Y bueno, en estos 29 años fue mi gran preocupación, y my función siempre ha sido con la diabetes, y el control pre natal, son dos de los programas que a lo largo de los años se han fortalecido. sin embargo, los resultados de largo plazo a longo de los años no han sido positivos, que se hubieran querido, ya que el numero de diabéticos pues se incrementa, la población se ha incrementado en gran medida, pero la populación de diabéticos, y los niños, que sin ejercicio, esta parejas, familias monoparentales, que ocurre con mucha frecuencia aquí en México, que la madre trabaja, y el niño se queda grande parte del día en su casa, sin vigilancia en su alimentación, en grande parte en frente a la computadora, sin hace ejercicio, abusando de los carbohidratos, entonces por eso es que le mencionaba que es un problema social. Hay, en los 11 años que llevo en esta institución, entonces también tenemos algunos resultados en diabetes, resultados en hipertensión, y lograr un numero de consultar prenatales que han incidido favorablemente en la mortalidad materna. 

la contención de costos

Aquí, como yo le decía, mi percepción es que faltan esfuerzos, faltan esfuerzos, ya que cada institución un problema que México, que tiene un problema, diferente de Inglaterra y España, es que su sector de salud esta seccionado, hay el IMSS, otra que atiende el ejercito, otra que atiende a los pacientes que tienen una relación de trabajo patronal o formal, entonces que la misma política de salud no avance en la misma intensidad, y con la misma velocidad, en cada una de las instituciones, es un problema que el sector de salud en México ha sentido en diversas instituciones, que es diferente de otros países, no solo para diabetes, pero para otras condiciones. 
 ¿Cómo ve el programa de salud en el país en los próximos 5 años? 
bueno, las iniciativas que está tomando el gobierno, y sus instituciones deben, en los próximos 5 a 7 anos, empezar a reportar los niveles de calidad, de calidad de vida de los pacientes, y lo que se esta invistiendo en los programas son las investigaciones para la calidad de vida de los pacientes. 

¿Cómo ve el uso de costo-efectividad de estas iniciativas? 
me parece que cada dia podemos coger mejores resultados, le puedo comentar que, aquí en el seguro social, tiene un sindicato muy fuerte, por lo menos los proyectos de la universidad, y los sindicatos cuidan mucho de los intereses de los trabajadores, y es una práctica donde los sindicatos son fuertes. 

End of interview # 2

  Interview # 3
Date: 22/07/10, 14:30 

Respondent: D. M. C. – Brazilian Ministry of Health – Secretariat of Health Surveillance

Recorded interview

TRANSLATED EXCERPTS
· In practice, there are many differences in how these programs are implemented from north to south [of Brazil]. There are many different in the local management, the better the management, the better the results. There is a very wide regional variation… Including in the results.
· Sometime a patient arrives with a prescription, a single document from the physician, the the judge takes that as the absolute truth, without considering a report from other physician, or the SUS representative, he [the judge] does not deal with the collective necessities.
FULL TRANSCRIPTION (IN PORTUGUESE)

Você poderia contar resumidamente sobre a sua experiência dentro do ministério e seu papel atual? 

Tá certo. Eu coordeno no ministério da saúde a área de vigilância de doenças e agravos não-transmissíveis e a promoção da saúde. Então essa área no ministério da saúde ela esta inserida dentro da secretaria de vigilância e saúde, então é uma área de monitoramento, de vigilância, então é uma área que tem três grandes objetos. Vigilância das doenças crônicas, a vigilância de acidentes e violência, e a vigilância de promoção da saúde. Sob a nossa organização, sob nossa coordenação nós estamos coordenando toda a parte de doenças e agravos não transmissíveis, então somos responsáveis seja pela realização direta, seja pela coordenação dos inquéritos de fatores de risco, tanto da população adulta como da população de adolescentes, temos toda a responsabilidade da análise das bases de dados de mortalidade, análise de dados sobre morbidade, e na política de promoção da saúde, nós publicamos então, em 2006, a política nacional de promoção da saúde, fazemos então dentro do ministério a articulação entre as prioridades e o comitê gestor da política nacional de promoção da saúde.  Todas essas ações transversais, de integração, de promoção da saúde, de alguma forma elas são articuladas por essa coordenação,  e nos conduzimos diretamente as atividades ligadas a promoção da saúde, promoção da atividade física, promoção da cultura da paz, anti violência e também de acidentes de transito. Então em linhas gerais, em síntese, essas seriam as maiores atribuições da nossa área. 

Considerando o conjunto das políticas de saúde pública no país, você acredita que existem doenças corrente / condições que recebem um maior nível de prioridade que os outros? 
Eu diria que o que ocorre no Brasil é que a promoção da saúde, essa sim é uma agenda recente. E que nos temos isso enquanto prioridade de agenda a partir de 2006, enquanto o SUS que já tem quase 20 anos, a ênfase ate então era na questão dos cuidados, e também na questão da assistência direta aos pacientes. Maior ênfase nas doenças. A política nacional de promoção da saúde lançada em 2006 inaugura a ênfase e a prioridade da promoção da saúde. Nesse sentido, o ministério eu diria que ainda tem um desequilíbrio, se gasta ainda muito mais em assistência, do que promoção e prevenção. Eu não diria que tende a se inverter, mas com certeza nos próximos anos nos vamos ver maior ênfase em promoção. Agora, em relação a doenças, eu não diria que há uma prioridade maior em relação a determinada doença do que outra. Ate porque você atende muito, nas suas portas de entrada, as demandas, você acaba tendo maior prioridade, tratando mais o que é muito prevalente, o que ocorre mais. Então eu diria que na unidade básica de atendimento, os pacientes atendidos, eles são pacientes crônicos, com hipertensão, diabetes, etc. então isso do ponto de vista de atenção, de assistência, você acaba tendo maior prioridade para o que tem mais magnitude, na hospitalização destes pacientes, você acaba tendo mais gastos no que se trata mais. A maior magnitude acaba por refletir maior no orçamento.  Eu diria que o que claramente existe é uma tradição, no sistema, inclusive o que não é só uma disfunção, um problema só do Brasil, mas acaba que no mundo inteiro você acaba gastando mais no tratamento do que na promoção e na prevenção destes agravos. 

O peso duplo: doenças transmissíveis e não transmissíveis  

O Brasil ele existe uma transição epidemiológica. Em 1930, 40% das causas de óbito era por doenças transmissíveis, em 2007 ele muda completamente. Em relação às doenças cardiovasculares, isso se inverteu completamente, agora a gente tá com em torno de 30%. Se você considere o câncer, agora em 2007 isso soma 12%. Os conjuntos das doenças crônicas, incluindo aí a diabetes, hoje no Brasil as causas de morte respondem por 60% das causas de morte, eu não os dados de hospitalização, mas tende a comparar, tanto no Brasil hoje 50% hoje se interna mais por doenças crônicas, quanto se morre mais por doenças crônicas, quanto no ambulatório, na atenção primaria, especialmente adultos predominam por doenças crônicas. Nós temos hoje uma aceleração da proporção de idosos e tudo isso faz com que a gente tenha uma mudança nesse perfil. Agora o que acontece é que nos temos também a presença de doenças transmissíveis, ainda tem doenças transmissíveis, especialmente na internação, nos temos uma proporção grande que se internam por pneumonia, em crianças, o perfil que seria intermediário, nos países mais desenvolvidos e o que acontece em outros países. Então isso faz com que, evidentemente, em termos de carga e de gastos no sistema único e também no setor privado isso se faca acompanhar. Hoje a maioria dos gastos já é para doenças crônicas, em razão do perfil de morbi-mortalidade. 

Em relação aos processos de tomada de DECISÃO, como funciona a articulação entre os diversos atores, como por exemplo, o processo de surgimento e implementação do programa de promoção da saúde:

O programa, Ele tem sido bastante exitoso do ponto de vista de integração e articulação intra-setorial. Nós lançamos a política de promoção nacional da saúde em 2006, bastante recente, em função da demanda e da necessidade, de se repensar do ponto de vista das prioridades da saúde, de se trabalhar numa perspective não só assistencial e curativa, mas também que fosse proativa, que se pensasse não só, mas ela foi um pacto que envolveu os três níveis de gestão, no Brasil eu não se você sabe, mas nós trabalhamos de forma articulada envolvendo o governo federal, estados e municípios, então nos temos um fórum, que chama comissão de interventores tripartite, a CIT, que as decisões relacionadas aos três níveis de governo são tomadas mediante pacto, quando e consenso dos três  é que isso é aprovado, então a política de promoção de saúde foi aprovada no fórum, o que reflete, de alguma forma, o consenso e a demanda para que o sistema refletisse sobre as suas prioridades em relação a promoção e a prevenção. Então isso foi definido em 2006 e no ministério da saúde, diversas áreas apresentaram como estavam afetando as diversas áreas, então nos tivemos a secretaria de assistência à saúde, que é a área onde o programa de hipertensão e diabetes esta localizado, a secretaria de vigilância, onde esta a nossa coordenação, a de ciência e tecnologia, de administração participativa... Aí na seqüência nos chamamos o comitê gestor da política de promoção da saúde, e esse comitê gestor, a secretaria executiva, ou seja, quem faz a coordenação pra dentro de  toda a área federal, essa fica situada na nossa coordenação. Então nos publicamos uma portaria que foi assinada pelo ministro, na época, integrando todas as áreas, então todos das diversas áreas foram nomeados, pra que nos pudéssemos então mensalmente nos reunir e conduzirmos de forma integrada a implementação da política de promoção da saúde e foram definidas algumas prioridades dentro desta promoção, dentre elas a promoção da alimentação saudável, a promoção da atividade física, a prevenção do uso de álcool e outras drogas, a questão da violência, ambiente sustentável, intervenção no tabagismo, né? Enfim, como ênfase, muito considerando o nosso novo perfil de morbi-mortalidade, a grande prioridade de causa de morte as doenças crônicas, pelo menos três ou quatro tem a ver com essas políticas, por exemplo, o tabagismo, a atividade física, alimentação saudável, questão de álcool e drogas, e aí nos conduzimos e aí nos conduzimos isso de forma articulada integrada, discutindo com todas as áreas, seja do ponto de vista de financiamento, de comunicação, então tem evoluído de forma bastante articulada, nesses quatro, cinco anos que nos estamos tendo cada vez mais a promoção da saúde como prioridade de agenda. E do ponto de vista da articulação dos programas, também a gente busca fazer essa integração, que é uma área de vigilância, tanto com a atenção básica, quanto a de diabetes, nos monitoramos os fatores de risco, o surgimento das doenças crônicas, e isso tem servido pra que essas áreas estabeleçam as suas prioridades. Por exemplo, na questão da compra de medicamentos, na compra de insulina e de medicamento anti-hipertensivo, que são essenciais pro programa de diabetes e hipertensão. Elas tomam por base os nossos dados de prevalência auto-referida nesse inquérito, que é o Vigitel. Então com base no Vigitel, a SAS secretaria de assistência a saúde, e a secretaria de ciência e tecnologia eles programam as compras, e a distribuição para a atenção básica. Então a gente tem pelo menos três secretarias diretamente envolvida, seja no levantamento de informação, seja no orçamento, na definição dessas compras, seja na distribuição... Então assim, eu diria que nos temos avançado muito do ponto de vista de estabelecer pontos em comum e agendas em comum, mas enfim, nem sempre tudo ocorre da maneira como desejávamos, a estrutura administrativa é muito grande, mas a gente estabelece a estrutura dos nossos planejamentos.  

Vigitel: a articulação com outras agencias pra estudo de custo-efetividade

Primeiro estudos de custo eles ainda não são estudos usuais no Brasil e no ministério da saúde, nos temos estudos de efetividade, mas de custo efetividade são poucos, já fizemos uma parceria com a universidade federal do rio grande do sul, que tem já uma grande experiência na economia da saúde. E nos iniciamos agora um convenio para repasse de recursos e financiamentos pra que a gente possa avançar nestes estudos. Agora, estudos para efetividade de programas, nós temos experiência eu diria acumulada na questão da promoção da saúde. Em 2006 nós iniciamos uma parceria com o CBC, a Saint Louis University, e cinco universidades brasileiras, de são Paulo, pelotas, Paraná, minas gerais, Sergipe e USP. E essa parceria resultou numa ação muito importante, para nos avaliarmos a efetividade, aí no contexto da política da promoção nacional de saúde, de projetos de promoção da saúde, em quatro municípios brasileiros: recife, Curitiba, vitoria, Aracaju e belo horizonte. E agora estamos iniciando uma discussão com o ministério da saúde do Canadá, pra que nos possamos completar estes estudos de efetividade, e pra adicionar a questão de custo-efetividade no estudo. Então isso já está sendo discutido, inclusive nos temos uma agenda programada para o dia 13 a 15 de setembro, onde nos reuniremos varias dessas universidades mais o Health Canada pra discutir os próximos passos de custo efetividade desses programas, especialmente em Pernambuco. Tem muita coisa publicada, eu recomendaria que você pegasse nesse mês foi publicada neste mês, de physicial activity and health, e foi publicado um suplemento inteiro sobre a America latina, e a gente já apresenta resultado de três desses municípios. Com isso, nos achamos importante também porque toda a experiência foi documentada, com a metodologia, tanto os outros países, pra que a gente possa estabelecer a replicação deste tipo de avaliação pra outras experiências. Já temos parcerias pra que a questão do custo-efetividade seja adicionada nestas metodologias a questão do custo, só da efetividade. Mas eu diria que esses projetos eles tem sim muita a efetividade ela foi demonstrada, e por isso temos feito também a sua replicação. 

Diálogo internacional
O Brasil tem muita abertura na questão de relações internacionais, a assessoria internacional, é uma estrutura do ministério de relações internacionais, convênios formais com diversos países, todos os países do MERCOSUL, é a relação mais estável, do ponto de vista de troca, é o mais estabelecido. Reuniões periódicas, esse semestre inclusive ele faz a presidência protempore, então pega todos os países conveniados, são seis países que sentam e definem as políticas sanitárias, de fronteira, a discussão de regulamento sanitária, então é bastante avançado. Com o Canadá e os estados unidos também. E recebemos ao longo destes anos recebemos diversas delegações de outros países, eu diria inclusive que a questão do CBC da promoção da atividade física, o México também esta sendo inserido nesta parceria. Os estudos de efetividade mostraram, eles tem inclusive levado esta proposta, ele será um modelo pra ser implantado em San Diego. Mas, além disso, o governo estabeleceu parceria formalizada com o México, envolvendo algo semelhante, de definir programas de atividade física. Mas o Brasil tem muitas parcerias, tem uma liderança grande na America latina, seja da opa, seja da organização mundial da saúde, todos os fóruns, partilhando, todas as resoluções, a questão do tabaco, é também uma modelagem que também levou exemplos do Brasil pra outros países, mas que tem partilhado muito das experiências internacionais, em relação ao controle do tabagismo. Nós temos uma agenda internacional muito forte, com muitas trocas, tanto na America latina quanto no resto do mundo. 

O programa de diabetes e a articulação com o programa de promoção da saúde:

É uma pauta fundamental, prioritária, ela que coordena o programa da hipertensão e diabetes, de capacitação de profissionais, dentro da política de promoção foram estabelecidas como prioridade muito claramente, e muito diretamente para a diabetes e hipertensão. Na área que nos tomamos como prioridade: atividade física, alimentação saudável e tabagismo, e essas áreas são prioritárias. Nós temos um representante na área da atenção básica, que é onde está inserido o programa de atenção de diabetes. E em varias das reuniões a pauta esta relacionada a estes temas, nós temos uma representação direta, de algum membro da equipe, isso é fundamental a gente definir de forma conjunta a política nacional. Alem disso, do ponto de vista da vigilância e da promoção, nos temos apoiado a extração de dados e os dados do Vigitel, que tem apoiado a atenção básica na compra de medicamento e também pra que a gente monitore nas capitais do Brasil, por escolaridade, distribuição regional. E estes dados têm sido bastante utilizados no nível central, federal, mas também utilizado pra capacitação das equipes locais, dos municípios, inclusive até estabelecendo metas, redução do sedentarismo, do nível de atividade física, que se refere ao nosso pacto tripartite, e também no CIT nos colocamos uma lista de indicadores, e os da promoção foram o aumento da atividade física e redução do tabagismo. Eles sem avaliados pelos dados do Vigitel, que são dados referentes a capitais. A nossa avaliação é feita pras capitais, mas elas representam quase 30% da população brasileiro, nos tomamos estes indicadores como meta para os estados também. Os estados pactuaram tanto a prevalência do tabagismo e a atividade física. 

Descentralização

Bem, é claro que na medida em que a gestão é descentralizada, ela implica pra fazer o SUS se mover no Brasil, você tem a liderança do governo federal, tanto na questão de recursos, grande parte dos recursos pra saúde é proveniente do governo federal, mas você também tem uma grande ajuda dos estados em questão de recursos e também de capacitação, mas a ação mesmo é feita em nível local, quer dizer, o executor do programa então você tem uma linha de transmissão. Isso é a grande fortaleza do sistema, porque é articulado, integrado, as decisões são tomadas em conjunto, é um modelo é único. Mas é claro que isso coloca certo limite, que é a dificuldade que essa equipe seja muito bem articulada, bem treinada, e também tem diferenças na implementação dos programas, em função dos recursos humanas, da equipe local, da capacidade instalada, da qualidade das referencias, da qualidade do apoio de diagnostico, porque o país é muito grande, são realidades muito diversas, com muita desigualdade nesta distribuição de recursos. Então também com muita desigualdade, isso tanto é uma vantagem, um sistema que é articulado, quanto também ter nisso suas restrições por ter toda essa diversidade. Eu diria que nunca, quando a gente faca um programa no nível federal, ele vai se implantar de forma igual, em função dessas diferenças. Então a grande preocupação e a forma como o governo federal tem feito pra suprir essas desigualdades é provendo protocolos, material de apoio educativo, cursos, pra que a gente possa, de alguma forma, estar uniformizando, dando mais suporte, mais ferramentas pra que a implementação local seja feita. Agora, na pratica, existem muitas diferenças na forma como esses programas são implantados de norte a sul. Tem muitas diferenças na gestão local, e na medida em que a gestão local é mais efetivada, ela tem melhores resultados. Tem uma variação regional muito grande... Tem diferenças inclusive nos resultados. 

Judicializaçao 

Essa é uma questão muito cruel do sistema publico de saúde. Inclusive pessoas de mais recurso, que tem seguro de saúde,  até porque saúde no Brasil é um direito constitucional, elas entram com um pedido para um medicamento que ainda não esta protocolizado,  não esta inserido na lista do SUS, então a cada dia aumenta mais o recurso que o ministério da saúde tem que assegurar para os medicamentos de alta complexidade, e estes recursos poderiam garantir as vezes algumas técnicas que não são devidamente comprovadas, mas caso o juiz tenha dado uma liminar, aí o município, o estado, eles tem que cumprir essa decisão judicial. Eu diria que essa hoje em dia é a grande dor de cabeça de estados e municípios, de ter que cumprir com essas decisões judiciais. Com orçamentos muito menores, e às vezes eles têm que se comprometer com algum medicamento que não tem comprovação não tem evidencia do seu beneficio. Mas às vezes os secretários são ameaçados com pedido de prisão, tem que se ausentar do seu local de trabalho, porque senão eles correm a ameaça seria de integridade física, é o grande mal que o sistema de saúde padece. Tem iniciativas pra apoiar estudos de custo-efetividade, mas também dialogo com juízes, promotores pra explicar como o sistema funciona. Porque as vezes chega um paciente com uma receita, um parecer do medico, e ele toma aquilo como verdade absoluta, não para pra ouvir um relatório de outro medico, de outro gestor, não lida com a necessidade coletiva, isso é um problema muito serio, que não só o Vigitel tem dado suporte, mas especialmente os estudos de custo-efetividade, em evidencia pra desfazer determinadas verdades, e também esse dialogo com o judiciário.  

Como você vê a agenda para a saúde no país nos próximos cinco anos? 

Acho que o Brasil tem o grande desafio pro futuro, de aumentar o orçamento pra saúde. Há dois anos, nos tivemos a CPMF, que era um imposto que beneficiava diretamente a saúde, ele foi discutido no senado e esse imposto ele caiu, foi uma fonte de financiamento, importante de recurso, que não tem mais como derivar recursos. Nós temos que buscar fontes alternativas, ampliar o orçamento, e especialmente acho que o grande desafio é avançar em recursos pra promoção e pra prevenção, que deve se dada nos próximos anos, e em parcerias intersetoriais, é muito importante ter agendas intersetoriais, e precisamos avançar no marco regulatório em relação ao álcool, a gente já tem avanços regulatórios na questão do tabagismo,  ambientes livre de tabaco, em relação a alimentos, foi dado um passo muito importante há 15 dias atrás, a medida da ANVISA, que ela determinou que todos os alimentos que excedam uma certa quantidade de açúcar, de sal ou gorduras trans, que elas tenham um rotulo esclarecedor. A gente tem que avançar nas metas, aos limites aceitáveis de sal e gordura, então temos um longo caminho a percorrer. E também temos um longo caminho para estabelecer marco regulatório para a atividade física... Desenvolver parcerias pra o mobiliário urbano, pra criação de espaços que promovam a atividade física, a mobilidade urbana, coletiva, promovam espaços pro lazer, a gente ta vendo uma oportunidade grande agora com a possibilidade de hospedar a copa e as olimpíadas, até do ponto de vista de estrutura urbana, investir mais em transporte coletivo, e nos vemos isso como bastante promissor. Então o marco regulatório é que façamos ações que vão alem...

As metas do milênio

Sem dúvida. Inclusive o nosso ministro, ele já tem feito esforços, e assinou agora junto a organização mundial da saúde, para que nas metas do milênio sejam incluídas as doenças crônicas, e acho que esse é um movimento que tem que se feito em conjunto, pra colocar na agenda essa questão da transição nutricional, epidemiológica, acho que é necessário a gente dar um passo afirmativo, no desenvolvimento dos países, no PIB, não é? 
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TRANSLATED EXCERPTS
· In terms of health, Mexico has a very active participation in multilateral and bilateral instances, like forums to discuss certain themes. (…) To mention a concrete case, just last week the Health Secretary met with the US Minister of Health, Dr. Kathlyn Cibelius, to discuss several aspects about the health of the inhabitants in the border of the two countries. They discussed the theme of overweight and obesity in people living in the border

· it seems to me that there is a great consciousness, including from the political class that is not directly related to health, and I believe that in the next 5 to 10 years this condition will have high priority in Mexico’s agenda”(Ibid).
FULL TRANSCRIPTION (IN SPANISH)

¿Podría el doctor decirme brevemente sobre su experiencia dentro de la secretaria de salud y su papel actual? 
yo soy medico, con un doctorado en epidemiologia, llevo en la secretaria de salud 24 anos de trabajo continuo, ocupando posiciones continuas,gerenciales, tanto la area de epidemiologia, como en la area de estadística, y de sistemas de información, y actualmente tengo bajo mi cargo la iniciativa de prevéncion y control de enfermedades.  

Teniendo en cuenta las políticas generales de salud pública en el país, ¿cree que existe son las enfermedades actuales / condiciones que reciben un mayor nivel de prioridad que otros? 

Si, por su supuesto que si, y asi que esta ensenalado en nuestro programa nacional de salud, un programa que tiene desde 2007 a 2012, y claramente se señala neste programa aquellos aspectos, aquellas condiciones que tienen una mayor prioridad, con respecto a los demás. Bueno, poderiamos dividirlo primero en el ámbito de lo que son enfermedades transmisibles, tiene un rol de condiciones que tienen mayor prioridad, como el paludismo, o el dengue, las enfermedades que son evitables atraves de la vacunación, o la tuberculosis, HIV/sida, otras enfermedades de transmisión sexual, el otro ámbito es de las enfermedades no transmisibles, son problemas de salud que tienen la mas alta prioridad, que son, el tema de la diabetes mellitus, la hipertensión arterial, las dislipidemias, asi como en tema de la obesidad en general.  

Teniendo en cuenta recursos financieros

No, los recursos financieros que reciben los problemas de salud son diferentes, de acuerdo con, de la manera que se asignan la prioridad, de una manera que no hay una asignación homogénea, y si que deliberadamente se asignan mas recursos, los pressupuestos a las condiciones que tienen una mayor prioridad. 

¿Cómo ve usted la actual estructura en la formulación de políticas de salud en términos de la diabetes? 

Yo creo que aquí vendría la pena considerar la estructura del sistema de salud, el sistema esta conformado primero por una secretaria de salud del gobierno federal, que es la instancia rectora del sistema de salud desde donde se definen las políticas publicas, y los programas de manera especifica. Tenemos un sistema que es completamente descentralizado cuanto a la operación, la prestación de los servicios médicos, en cada uno de los estados hay un aparato de servicios prestadores de salud publicas, encabezados por una secretaria de salud local, que son quien operan los programas que la secretaria de salud federal determina. Y por el otro lado tenemos dos grandes institutos, instituciones, que además de salud, cubren también otros temas de seguridad social que también están descentralizados y que tienen su propia estructura de prestación de servicios. IMSS es uno de los dos que yo estaba mencionando. Como se opera, como se conduce su implementación, se hace atraves de un mecanismo que se llama consejo nacional de salud, y lo preside el secretario nacional de salud del gobierno federal, y están presentes los secretarios de salud de los estados, mas los directores de las instituciones de seguridad social. De esa manera, el consejo se reúne quatro veces al ano, al minimo, pues que se evalúan y se discuten las políticas publicas. Si se han discutido y se discuten diversos temas, y se ha discutido el tema de la diabetes. Se han evaluado los programas que se tienen en las distintas instituciones y se ha discutido como se pueden mejorar. Entonces, adicionalmente a este cuerpo, este organismo, que es de muy alto nivel, en decisión se políticas publicas, en este ano adicionalmente se creo para atender mas específicamente y directa las enfermedades crónicas no-transmissibles, un consejo especifico subordinado al consejo nacional de salud, es un consejo mas especifico dedicado exclusivamente a la prevención y al control de enfermedades crónicas no transmisibles. Este consejo es de reciente creación, se instalo apenas este ano, y que en este consejo ya están de manera mas especifica discutiendo todas las políticas y los programas, en esta materia, incluyendo la diabetes.

¿Cómo percibe la estructura actual en materia de salud en que se refiere a su apertura para el diálogo con otros países? 

De materia de salud, Mexico tiene una participación muy activa tanto en instancias multilaterales como en instancias bilaterales, como en foros bilaterales para discutir diversos temas. Por ejemplo, en la organización panamericana de salud, mexico tradicionalmente tiene una participación muy activa, mismo regional para las americas, en PAHO. A lo largo del ano siempre hay una cantidad muy importante de encuentros bilaterales, simplesmeste para relacionar un caso muy concreto justamente en la semana pasada el nuestro ministro de salud del gobierno federal se reunió con la secretaria de salud de los estados unidos, Kathlyn Cibelius, para discutir en el seno de la frontera entre los dos países, y acordar de diversos elementos en materia de salud, porque se abordaran en esta agenda fue el sobrepeso y la obesidad, y la diabetes en los habitantes de la frontera. Asi que mexico tiene una gran apertura para estos encuentros tanto multilaterales cuanto bilaterales.    

¿me podría comentar acerca de los estudios de Costo-Efectividad, como afectan a las intervenciones hacia la diabetes, o cual su importancia en el contexto mexicano?

Aquí debo decir que la incorporación de los estudios de costo-efectividad es muy reciente, en general para la implementación de los programas de salud, es muy reciente. Se esta haciendo apenas el los últimos seis o siete anos, es muy muy incipiente y los resultados son… muy pobres. Esto es lo que se tiene que fortalecer mas pero también en otros temas de importancia, para la salud publica en mexico. Dentro de la estructura tenemos una area de estudios de análisis económico de manera muy importante esta llevando a cabo los estudios de costo-efectividad. Ademas esta dentro de la estructura de la secretaria de la salud, tenemos un centro de evaluación tecnológica, donde también se están realizando diversos estudios de costo-efectividad sobre la incorporación de tecnologías distintas y de materia de salud. Y tecnologías no se refiere somente a aparatus, pero también se refere a equipos médicos, el concerto y la definición de tecnologías, y incluye también  los protocolos de manejo de pacientes, tanto en la atención primaria, como ya en las areas mas especializadas de los hospitales. 

Teniendo en cuenta el actual debate sobre la "doble carga" de las enfermedades infecciosas + enfermedades no transmisibles en los países en desarrollo, ¿cómo afecta esto - en todo caso - la agenda de esta organización? 

Justamente, en Mexico, es un país en que la cuestión de la doble carga aparece y se demonstra muy claro, pero lo que tenemos que considerar es que la doble carga de la enfermedad es una expresión también en el ámbito geográfico, es decir, mientras las enfermedades transmissibles están presente por país, claramente tienen una presencia mas accentuada en las regiones del sur e sureste de Mexico, que son las regiones mas pobres. Lo mismo sucede con las enfermedades crónicas no transmisibles, que aun que tienen una expression en todo el país, también tienen una mayor frecuencia en los estados del norte y el centro del país, entonces que hay una cuestión geografica. Entonces como contender  con esta situación de la doble carga justamente lo que se pasa es que a partir de seis siete anos, se está dando mayor impulso a estos estudios de costo-efectividad, y atraves de estos resultados, se obtener mejores resultados, sobretodo en materia de asignación presupuesta, que es al final de cuentas la expresión mas nítida de lo que es de la voluntad y el diseño de las políticas publicas, y la forma en que se asignan los recursos. Estamos empezando en este camino, y tradicionalmente las asignaciones de recursos se venían haciendo digamos de una forma emergencial e sin mayores cambios, y ahora estamos introduciendo estes elementos para tener una asignación de recursos mucho mas racional y de acuerdo con la realidad epidemiológica del país. Quiza uno de los elementos mais importantes es la creación hace seis anos de un esquema de financiamento que en mexico denominamos de seguro popular, el seguro popular es un esquema de seguramiento, financiado con dinero publico, que, entre otras características, tiene por ley de primero tener una lista explicita de intervenciones de salud a la cual tienen derecho las personas incluydas en este seguro. Y por mismo elementos en la propia ley, estas intervenciones tienen que definirse con criterios de costo-efectividad, y eso es algo que se esta expandiendo, que empezó en 2004, con la introducción del seguro popular y que en el ano próximo llegara a cubrir poco mas de 20 millones de familias, y este creo ser uno de los elementos mas innovadores de la política publica en mexico.

El seguro popular ha cambiado el aceso de la populación a los servicios de salud

 Claro, el acceso en distintas acepciones del termo. Es derrumbar las barreras financieras de una buena parte de la populación para tener acceso a servicios de salud. Pero como el seguro popular según marca la ley a permitido una inyección muy importante de recursos en el sistema de salud, y estamos hablando de un periodo de seis anos se ha inyectado un punto del pib en el seguro popular, y eso se ha traducido en una mejor oferta de los servicios de salud, tanto en acesso geográfico, cuento en la calidad de la atención, que yo creo que son los elementos mas importantes que ha contribuido. 

Teniendo en cuenta la descentralización, están los estados desarrollando  programas específicos 

desde luego, los estados, gozan de cierto nivel de autonomía, ellos pueden desarrollar proyectos específicos propios, siempre cuando no contravengan con la política nacional, que es una facultad exclusiva de la secretaria de salud. Y nuestra propia constituicion, propia ley nacional de salud señala esto, no hay, neste sentido, pueden desarollar programas, desde que no contradigan las políticas federales. De hecho, en el tema de enfermedades infecciosas, hay proyectos locales que han empezado estados, incluso con acordos multilaterales, como PAHO, el banco interamericano de la salud, ahora mismo hay un programa muy importante de los estados del sur que desde luego conocemos y aplaudimos estas iniciativas, pero de la misma manera hay otras iniciativas en otras partes del país, por ejemplo en el tema de la diabetes, hay proyectos que llevan a cabo en el norte del país en acordó con universidades de estados unidos, una participación de agencias, como la agencia internacional del desarrollo de estados unidos (USAID), que lo sabemos están de acorde con las políticas nacionales, pero que ellos desarrollan de manera completamente autónoma. 

¿Me podría decir sobre el "programa de acción para la diabetes mellitus y hipertension", establecido por la Secretaría de Salud from 2001-2006? ¿Hay planes de hacer un seguimiento de este Programa? 

Si, en efecto, hay un programa especifico de 2007 a 2012, que recupera y da continuidad a muchos de los elementos que se incluyeron algunos elementos y fortalece algunos otros elementos, por ejemplo uno de los parece que es importante destacar es el elemento de las unidades demonstrativas, que las llamamos areas medicas especializadas de salud, que abreviamos como Umedis, son centros ambulatorios de atención primaria, no son hospitales, que son centros que están dedicados a exclusivamente a el manejo de personas con enfermedades no transmisibles como diabetes, hypertension, con atención integral, no solamente médicos, hay médicos de distintas especialidades, hay enfermeras, hay nutrologos, hay personal entrenado en materia de actividades físicas, hay asistentes sociales y hay psicólogos que dan una asistencia mucho mas integral a este tipo de paciente. Desde luego, esta intervención no es algo que resolva el problema de todos los diabéticos, y hipertensos del país, porque seria imposible, por el numero de personas con este problema de salud el país, pero si funcionan como demonstrativos de donde el personal medico de las areas o de las ciudades primaria que están alrededor de esta zona, periódicamente visita para evaluar y repasar este conocimiento a sus propias unidades de atención primaria y aplicarlos para mejor tener un control de este tipo de actividad. 

Y acerca de la prevención
Bueno, en materia preventiva, lo que mas se puede destacar del programa 2007-2012, son los hacia los aspectos de la prevención y el control de la obesidad. Sabemos que el sobrepeso y la obesidad son uno de los problemas mas importantes predisponentes para problemas de diabetes, entonces se ha hecho un gran énfasis con el programa sobre una acción una estrategia para la prevención de la obesidad. Por ejemplo, hay un programa que ha sido muy bien aceptado que esta indo muy bien en todo el país, que es el programa que se llama CINCO PASOS, ese es el programa por que lo que hace es promover entre la populación cinco cosas muy sencillas para la prevención del sobrepeso y la obesidad y en consecuencia en problemas como la diabetes. Entonces estes cinco pasos son promover el consumo de agua, promover el consumo de frutas y verduras, promover la actividad física – sencilla, ligera pero constante – y el cuarto paso es promover que las propias personas vigilen la circunferencia de su cintura, esa es la parte que la llamamos medirse, no, y finalmente el quinto paso es fomentar la convivencia familar y entre amigos para llevar a cabo estas actividades. En este momento tenemos en conjunto en el país, mas de 70 proyectos en operación con el programa de cinco pasos que esta incluyendo una cantidad importante de gente. 

Cuales son los avanzos
Yo creo que primero hay habido una continuidad, y yo creo que eso es un avanzo, es una cosa muy importante. En este tipo de problemas, encontrar resultados atraves de indicadores de curto plazo es muy difícil, por la complexidad de la condición, es muy difícil, el problema de diabetes. Pero se nosotros revisamos como se ha mejorado los controles, o como se ha mejorado las platicas que se dan en la populación, antes de tener síntomas, de nutrición, esto se ha mejorado de manera muy importante, las propias instituciones de seguridad social siguiendo por supuesto los liniamentos de la secretaria, pero tienen sus proprios programas para atender a las populaciones aseguradas,  yo creo que además del tema de la prevención, esta el tema de se ha creado una mayor cultura, tanto entre los preparadores cuanto en la populación en general cuanto la importancia de tomar acciones para prevenir este problema como la diabetes. Sin duda serán acciones que tendrán sus mejores rendimientos en el largo plazo por la complexidad propia de los problemas. Hay que darles continuidad, para que estes programas tengan su efecto en el mediano plazo. 

¿Cómo ve la percepción por parte del gobierno acerca de la diabetes en los próximos 5 años? 
creo que va a seguir a ser un problema que tome las prioridades mas altas. Me parece que hay una gran consciencia, incluso en la clase política que no esta directamente envolucrada en esta parte de salud, y yo creo que en los próximos 5-10 anos va a tener una muy alta prioridad en la agenda de mexico, sin duda. 

¿Cómo ve el uso de costo-efectividad de estas iniciativas? 

Yo creo que si, porque también hay más consciencia que ante las limitantes de disponibilidades de recursos que normalmente existen en el sistema de salud, va a tener que haber un esquema de priorización, es forzoso , que cuente con un estudio de costo-efectividade, para el uso mucho más racional de los recursos públicos, yo creo que incluso, por parte de las autoridades, que son quien los autorizan los presupuestos, tanto el governo federal, cuanto los locales, se generara una mayor demanda para que existan estos estudios, y darle racionalidad a las decisiones. 

End of Interview # 4
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Box III.1 Jenkins Policy Process model 
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Box III.2 Hogwood & Gunn Policy Process model 
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Figure III.3: The Elements of Policy Analysis: A cloud of Criteria, Objectives, and Consequences
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Figure III.4: Health policy context in developed nations
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Box IV.1: Translating scientific evidence into policy in Brazil


In an interview given to the media in 2008 (BVS 2008), the director of SCTIE at the time, Dr. Guimaraes, stated that while Brazil had advanced greatly in the field of knowledge and research in health, it was still faced with great challenges:  “We must to make this knowledge reach the tip of the health system (…); we have to reach them with the results of our investigation. And we have great difficulty in knowing how to do that. Not so much due to a lack of tools, but for the difficulty in generating a similar semantic, in generating a similar language, capable of reaching these actors (…)”. 


In line with these comments, a representative from SVS, during an interview for this study (Interview # 3, ANNEX 2), argued that the cost-effectiveness studies were still incipient in Brazil, and that the efforts made by the federal governments was to provide more and more tools and training so that the local managers of programs could take maximum advantage of the findings and analysis done by SCTIE and SVS. Yet, it was clear that “In practice, there are many differences in how these programs are implemented from north to south [of Brazil]. There are many differences in the local management, the better the management, the better results. There is a very wide regional variation…Including in the results”. From the perspective of the National Diabetes Coordination, the importance of the CEA studies is that, because of them, “Brazil is no longer at the mercy of groups, of pharmaceutical laboratories, because we have formalized the incorporation of technology” (Interview # 1, ANNEX 2)


In this sense, during both formulation and implementation stages, CEA and research in general is growing in importance, but it could be argued that the extent to which it is permeating the public policies is still low. 





Box IV.2: The gaps between formulation & implementation in Brazil  


During interviews with the National Coordination for Diabetes and the Health Surveillance Secretariat, some of the recurring topics during the discussion were related to consequences of the descentralization for the implementation of the public policy. As per the National Coordination, the problems arise due to a lack of infrastructure: “We have tremendous difficulties of [lack of] installed capacity”. Particularly for diabetes complications: “For example, the diabetic foot, where in many states we don’t have a specialist, so a patient in the countryside of the state of Paraíba, or Pernambuco [for e.g.], is he going to be able to access a specialist? (…) From the regulation point-of –view, medicines, everything else, this is all well established and regulated. But the network, the assistential networks…we are trying to implement them for the past two years, let’s see how far it will go.” (Interview # 1, ANNEX 2)


The Judicial cases, another point of a descompass between the different governmental spheres is seen by the representatives of both agencies in a similar manner, with both describing the situation as “cruel”: “There is a failure of the state whenever it does not regulate the drugs, because in fact some of these drugs are already being used. But there is also an abuse of the [judicial] system by the society. (…) Only recently the state and municipalities are articulating this with the Ministry” (Interview # 1, ANNEX 2). The representative from the Health Surveillance Secretariat added that “Sometime a patient arrives with a prescription, a single document from the physician, the the judge takes that as the absolute truth, without considering a report from other physician, or the SUS representative, he [the judge] does not deal with the collective necessities.” (Interview # 3, ANNEX 2) 





Box IV.3: Segmentation of health in Mexico


The segmentation of the Mexican healthcare structure certainly has impacted how diabetes is being addressed, considering the many different autonomous providers of care. While the government has made a series of attempts to unify the system, for example, through the introduction of Seguro Popular, Mexico still seems divided in sections which are controlled by this or that entity. In an interview with the coordinator for NCDs of the IMSS, it became clear that, from his perspective, there were significant differences between the different programs, by different entities – even though all spheres of government and social security should be following the National Diabetes Plan launched at federal level: “There will be a moment where the structure will not reach the financial resources that it needs to attend to the problem of diabetes. This ‘modular’ attention, here in the country, with each institution advancing according to its own capacities. But I can say that IMSS advances faster tan others in this area.” (Interview # 2, ANNEX 2). The MOH representative, on the other hand, points out that “the institutions of social security follow, of course, the alignment from the MOH, but they do have their own programs” (Interview # 4, ANNEX 2), but most importantly, he added he saw the issue of diabetes as overcoming the barriers between different entities: “it seems to me that there is a great consciousness, including from the political class that is not directly related to health, and I believe that in the next 5 to 10 years this condition will have high priority in Mexico’s agenda”(Ibid).





Box IV.4: International Dialogue in Health


While few of the programs and actions implemented in Brazil & Mexico show explicit elements of partnerships with other countries, or even less with ‘lesson drawing’, the interviews with both Mexican and Brazilian representatives highlighted the efforts in establishing international dialogues for best practices exchange: “In terms of health, Mexico has a very active participation in multilateral and bilateral instances, like forums to discuss certain themes. (…) To mention a concrete case, just last week the Health Secretary met with the US Minister of Health, Dr. Kathlyn Cibelius, to discuss several aspects about the health of the inhabitants in the border of the two countries. They discussed the theme of overweight and obesity in people living in the border.” (Interview # 4 ANNEX 2). The Brazilian representative also cited concrete examples: “Brazil has always been in an open dialogue, specially with countries from Latin America, and now with the Portuguese-speaking countries, though the CPLP. There is the Research Center in Bahia, called CEDEBA, which has a formal partnership with CPLP (…). And there is a series of meetings from PAHO; in this last meeting [Latin American Diabetes Summit occurred in June 2010] it became very clear that countries indeed need the support from one another (…). And who has solicited some assistance is Cuba; we will have a meeting next month (…).”(Interview # 1 ANNEX 2).
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