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SAUDE

SERVICO NACIONAL DE SAUDE

SNS: Patrimdnio de todos
Ponto de vista local — SETUBAL
26 de Janeiro de 2013

Programa

14H30 - 14H45 ~ Sessdo de Abertura - Prof® C ides — da

14H45 - 15H00 — Cuidados de Satide Primdérios - Dra. Maria da Luz - ACES de Almada/Seixal
15H00 - 15H15 — Doengas Cardio-Vasculares - Dr. Luis Soares — Centro Hospitalar de Settibal /Outio
15H15 - 15H30 — Doengas Oncolégicas - Dr. Jorge Espirito Santo — Centro Hospitalar do Barreiro
15H30 - 15H4S — Intervalo

15H45 - 16H00 ~ Satide Mental - Dr. Diogo Sennfelt — HGO Almada

16HO00 - 16H15 — Satide da Mulher e da Crianga - Dra. Rosario Amaral — HGO Almada

16H15 - 16H30 — Doengas Transmissiveis - Dr. José Pogas —~ Centro Hospitalar de Setibal/Outio

16H30 - 17H30 — Debate - Moderador: Dr. Amaral Canelas — Ordem dos Médicos - Settbal

Local da Sesséo:

Instituto Politécnico de Setiibal
Escola Superior de Ciéncias Empresariais/Escola Superior de Satde
Largo dos Defensores da Repiblica 1, 2910 Setibal

“A2” em direcgdo a Setubal
Passada a portagem, virar logo na 1.% safda a dt.? (placa: Mitrena —Zona Industrial)

Seguir sempre a - Zona Industrial
Virar a direita na placa: Setibal- Pmlas do Sado e it de ib.
Seguir as placas com a il do

Jd dentro do campus do Instituto, virar logo & dt.2 e d:ngrr-se para o ed:ﬂcla da Escola
Superior de Ciéncias Empresariais

27 DE SETEMBRO

8h3o Abertura do secretariado
9hoo - gh20 Comunicagdes livres |
Moderagao - Luis Marqués
Introdugdo: Principios, valores e SNS - Rosalvo Almeida

9h20 - 9h30 de e sf: - Al drina Lobo
9h30 - 9h40 Bem gerir para bem viver - Ana Rente

9h4o - ghso Voluntariado em sadde - Mario Avila

9hs0 - 10hoo Participagao dos cidadaos - Klara Dimitrovova
10hoo - 10h10 Gestdo e inovagio - Francisco Silva

10h10 - 10h20 Visdo e inovagio - Pedro Borrego

10h20 - 10h30 Intangiveis na sadde - Teresa Toldy

10h30 - 10h50 Pausa

10h50 - 11h10 Comunicagdes livres 11
Moderagdo - Rui Monteiro

Introdugdo: Conhecimento e SNS - José Luis Biscaia

11h10 - 11h20 USF - Equipa multiprofissional - Helena Franco

11h20 - 11h30 Profissdes das tecnologias da sadde e o SNS - Graciano Paulo
11h30 - 11h40 Crise e profissionais do SNS - Lufs Castelo Branco

11h40 - 11h50 Informacio e centralidade do utente - José Carlos Nascimento
11h50 - 12hoo Reforma CSP: Sete desafios - Henrique Botelho

12hoo - 12h30 Debate (comunicagdes livres 1 e 11)

12h30 - 13h1s Sessdo de abertura

Anténio Arnaut, Manuela Silva, Manuel Lopes, José Aranda da Silva,
Paulo Macedo (Ministro da Saide)

13h25 - 14h30 Almogo

14h30 - 14hs50 Contexto - Europa, Portugal e o SNS
Moderagio - Paulo Pinheiro
Introdugdo - Constantino Sakellarides
14h50 - 15h10 Aspiragdes - Anténio Sampaio da Névoa
15h10 - 15h30 Direitos - Eduardo Paz Ferreira

15h30 - 15hs0 Cidadania - Maria de Belém Roseira
15h50 - 16h20 Debate

16h20 - 16h40 Pausa

16h40 - 17hoo Financiamento - José Silva Lopes
17hoo - 17h20 Inovagdo - Manuel Sobrinho Simdes
17h20 - 17h40 Expectativas - José Manuel Silva

17h40 - 18h10 Debate

Intervengdo musical da Associagio Portuguesa de Musica nos Hospitais

Centro Hospitalar de Setubal E.P.E.
Hospital de Sdo Bernardo
Hospital Ortopédico Sant’lago do Outao

SESSAO CLINICA

“Doenca Aguda e Acessibilidade aos Cuidados
de Saude no contexto do SNS : O exemplo do CHS”

Palestrante

José M. D. Pocas

Moderadores:

Professor Doutor Constantino Sakellarides (ENSP/FSNS)

Dr*. Quiteria Rato (Diretora Clinica)

Comentadores

Dr. Anténio Gamito (Diretor de Departamento de Psiquiatria)
Dr*. Ermelinda Pedroso (Diretora do Servico de Urgéncia Geral)

Dr. Luis Soares (Diretor do Servigo de Cardioiogia)
Dr. Pinto Marques (Diretor do Servico de Neurologia)

28 de OQutubro 2013
entre as 12.30 e 14.00 horas

Sala de Sessoes - HSB
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28 DE SETEMBRO

8h3o Abertura do secretariado

9hoo - sh2o Satde dos Portugueses e o SNS
Moderagio - Pedro Lopes Ferreira
Introdugdo - Mdrio Jorge Neves

9h20 - 9h4o Doenca aguda - José Pogas

9h40 - 10hoo Doenga prolongada - José Manuel Boavida
10h00 - 10h20 Satide mental - Joaquim Fidalgo Freitas
10h20 - 10h50 Debate

10h50 - 11h10 Pausa

11h10 - 11h30 Sadde da crianga - Maria do Céu Machado
11h30 - 11h50 Envelhecimento e satde - Margarida Filipe
11h50 - 12h10 Pessoas - Isabel do Carmo

12h10 - 12h30 Comunidade - Alcindo Maciel Barbosa
12h30 - 13hoo Debate

13h00 - 14h00 Almogo

14h00 - 14h20 SNS, aspiragdo e patriménio de todos - desafios do futuro
Moderaqio Maria Augusta Sousa
cd0 - to Campos

14h20 - 14h40 Qualidade com proximidade - Vitor Ramos
14h40 - 15hoo Organizagdes de qualidade - Ana Escoval
15h00 - 15h20 Capacitagio - Ricardo Baptista Leite

15h20 - 15hs0 Debate

15hs0 - 16h30 Palavra aos Jovens
Moderagio: Nicolau Santos
Francisca (Direito), Mourio Gongalo Martins (Enfermagem),
Pedro Cortegaga (Farmdcia), Tania Soares (Psicologia)
Comentario: Maria da Luz Pereira
16h30 - 17h30 a: Carlos e Albino Aroso
Encerramento - M. Guilhermina Pereira, Liliana Laranjo, Anténio Capucho, C. Sakellarides
Comissdo de honra jovem
André Machado - Presidente da AAUL; Carlota Dias - Presidente da AEFCML; Eduardo Matos - Presidente da AEFCL;
Filipa Neto - i da AAMDL; - da AAFD; Silva - GSC-Férum
dial Mourio - da ANEM; Gongalo Martins - Presidente da AEESEL;

Josimar Brito - Presidente da AEFCT-UNL; M. Guilhermina Pereira - Presidente da AEFML-UL; Miguel Cabral - Director
Europeu IFMSA; Miguel Teixeira - Presidente da AEISEG; Pedro Cortegaga - Presidente da AEFFUL; Pedro
Sereno - Presidente da AEIST; Tania Soares - Presidente da AEFPIE-UL.

Organiza: FUN?“A‘CAO * www.fsns.pt
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—— SERVICO NACIONAL DE SAGDE ——
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MEDICO INTERNISTA E INFECCIOLOGISTA . _ . .. ...
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According to the World Economic Forum’s 2010
Global Risks report, NCDs pose a greater threat to

global economic development than tiscal crisis,

natural disasters, ¢ orruplion or infectious diseases.



Medico Especialista emn Medicina Interna e Infecciologia

Chefe de Servigo e Dhretor do Servigo de Dloencgas Infecciosas do
CHS HSB Setubal

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

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

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



Reeves et al. Globalization and Heafth 2013, 9:43

httpy/wwe globalizationandhealth.com/content/9/1/43 GLOBALIZATION
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RESEARCH Open Access

Does investment in the health sector promote or
inhibit economic growth?

Aaron Reeves', Sanjay Basu®™®, Martin McKee®, Christopher Meissner® and David Stuckler'

Abstract

Background: Is existing prowvision of health services in Europe affordable during the recession or could cuts
damage economic growth? This debate centres on whether government spending has positive or negative
effects on economic growth. In this study, we evaluate the economic effects of alternative types of government
spending by estimating “fiscal multipliers” (the return on investment for each 51 dollar of government
spending).

Methods: Using cross-national fixed effects models covering 25 EU countries from 1995 to 2010, we quantified
fiscal multipliers both before and during the recession that began in 2008.

Results: We found that the multiplier for total government spending was 161 (95% Cl: 1.37 to 1.86), but there was
marked heterogeneity across types of spending. The fiscal multipliers ranged from —9.8 for defence (95% CI: -167 to —3.0)
to 4.3 for health (95% Cl: 25 to 6.1). These differences appear to be explained by varying degrees of absorption of
government spending into the domestic economy. Defence was linked to significantly greater trade deficits (3 = —7.58,
p=0.017), whereas health and education had no effect on trade deficits (Pegucmior—062; Pheart— 033).

Conclusion: Our findings indicate that government spending on health may have short-term effects that make recovery
more likely.

Keywords: Health spending, Government spending, Economic growth
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Table 3 Recessionary (1995-2010) and pre-recession fiscal
multipliers (1995-2007), by type of government spending

Increase in GDP (PPP, per capita, red)

Covariates Estimated Recession Estimated
multiplier interaction recession
19952010 multiplier
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Notes: Numbers in parentheses are 95% confidence intervals, GDP and al forms of
govemment spending are adjusted for inflation and purchasing power parity. Robust
standiard errors in parentheses chustered by country to reflet non-independence of
sampling Columns 1-2 report coefficierts from equation 2. Colurmn 3 reports the
linear combination of columns 1 and 2. All models control for between-country
variation.
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L Figure 4 Recessionary fiscal multiplier, 2008-2010.




O peso do Estado na economia e a sua relagdo com o PIB per capita
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Figure 1. Percentage point changes in the Gini coefficient of household market and disposable
incomes in OECD countries between 2007-2010.

W Market
income
inequality
(&)

= Disposable
income
inequality

=
-4 L

o s

Source: QECD (2013), 'Crisis squeszes income and puts pressure on inequality and poverty”
Note; The Ginf coafficient is 2 measure of the fncome distribution of 3 country, where 0 represents complefe equality and 1
Figure 3. Social determinants, vulnerabilities and health inequalities

TECHNICAL REPORT

«Structural determinants (income, education, employment, efc.)
Health inequalities, ety detemirats (g & worng condior)
the financial crisis, and

infectious disease in Europe

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

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

www.ecdc.europa.eu



Gini index in Portugal
Measures the inequality of income distribution
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Source: Statistics on Income and Living Conditions, EU-SILC 2010 (Eurostat). BN OBSERVATORY
OF INEQUALITIES
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Figure 3. Gini index evolution in Portugal and EU-27 (1999-2009)
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Table 1. Selected examples of infectious diseases impacted by social determinants in Europe, 1900—
2010 (adapted from Semenza JC 2010)

Campylobacter

Clostridium botulinum

Common childhood pathogens

Cytomegalovirus (CMV)

Bacillus anthracis

Drug-related infections and
co-infections

Flaviviridae (Arbovirus)
transmitted by ticks

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

MNeissaria meningitidis
(meningococcus)
Rubella

Hepatitis &

Hepatitis B
Influenza
Methicillin-resistant

Staphylococcus aureus
(MRSA)

MNeisseria meningitidis
Sexually transmitted dissases

(STI)
Toxoplasmaosis

Puumala virus (PUUV)

Health endpoint
Intestinal disease

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

Infectious/parasitic diseases

infectious mononucleosis, with fever,
and mild hepatitis; congenital
abnormalities

Inflammation or abscesses related to
sites of hemin injection; death

Number of major health
consequences

Tick-bome encephalitis (TBE)

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

Meningococcal disease

Terminations and congenital rubella
syndrome (CRS)

Acute infectious disease of the liver

Malignant and non-malignant liver
disease
Vacdne coverags

Postoperative infection

Meningitis
STI

Encephalitis and congenital
malformations

Nephropathia

epidemica, 3 mild form of
hemarrhagic fever

with renal syndrome (HFRS)

Social determinants and site of study Ref |

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

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

socipeconomic area in Romania (Moldova)

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

Outbreak among (predominantly) people who inject
drugs in Scotland

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

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

Parental smoking and unfavorable sociceconomic
circumstances among children in the Czech Republic.

Low sociceconomic status associated with low rubella
seropositivity in Dogankent Health Center, in Turkay.
Outbreak in Lomnicka, a village in the eastemn part of
Slovakia among the Roma population associated with
low socio-economic conditions.

Immigrant women in Greece significant higher
prevalence,

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

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

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

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

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

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

[26]

[27]

[28]

[29]

[30]
[31]

[32]

[33]

[35]

[36]

[39]

Figure 6. The AID framework for addressing health inequalities and infectious disease in Europe.
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DOENCA AGUDA

MINISTERIO DA SAUDE

Dados estatisticos a obter:

Gabinete do Secretario de Estado Adjunto 1)- Perfil Comum dos Dados a serem fornecidos p/ CS e Hospital individualmente
do Ministro da Saude

a- Periodo de tempo (10 anos, se possivel; se ndo, da presente década 2010-2012)

Despacho n.© 9635/2013 b- Distribuigdo mensal

No ambito do Programa do XIX Governo Constitucional, o Estado

. & . = c- Distribuigdo p/ sexo
assume o dever de informar os cidadaos acerca dos servigcos que prestam

cuidados de saude com qualidade e segurancga, incluindo a prestacdo d- Distribuicdo etaria: 0-1 anos/ 1-18 anos/ 18-60 anos / 60-80 anos / > 80 anos
publica de contas, bem como a divulgacdao de informag¢do simples,
objetiva e descodificada. c- Distribuicdo Geografica p/ ARS
Atualmente, verifica-se uma grande dispersao das estatisticas oficiais
que, no ambito do Ministério da Saude, siao produzidas pelos servigos d- Caracteriza¢do Social
integrados na administracgdo direta do Estado, organismos integrados na
administragfo indireta do Estado, 6rgdos consultivos, outras estruturas 2= e
e por entidades integradas no sector empresarial do Estado. B Kl
Sdo, assim, centralizados na Direg¢do-Geral da Saude, entidade que 3- Desempregado
deve garantir a produc¢ao e divulga¢ciao de informacao adequada no 4- Emigrante
quadro do sistema estatistico nacional, designadamente estatisticas de . ) L
satude, os dados a divulgar. I1)- Dos Cuidados de Saude Primarios
Assim, nos termos do disposto nos artigos 4°, 5° e 7° do Decreto-Lei & e i s
n.© 124/2011, de 29 de dezembro, determino: 4 n; bt ntbistan =
1 — A divulgag¢do de informagdo estatistica na area da saude de 5= HE Toml deConsdis Hie-agenoaans
caracter regional ou local, referente as Administragdes Regionais de &= N6 passhel
Saude, 1. P, aos estabelecimentos hospitalares, independentemente da 1. Tempos médios de espera
sua designacao, aos Agrupamentos de Centros de Saude (ACES), e as 2. Motivo Principal da Consulta ndo Agendada
Unidades Locais de Saude, s6 pode ser efetuada apdés comunicagdo a 3. % de Isentos de Taxas Moderadoras
Diregcao-Geral da Saude (DGS) e uma vez obtida a autorizagdo do Diretor- 111)- Dados dos Hospitais Publicos (Servico de Urgéncia)
-Geral, devendo ser sempre divulgada através do Portal da Estatistica a- Movimento Assistencial de Adultos (Geral e Maternidade)
da Saude, independentemente de poder ser divulgada em Portais dos b- Triagem Alert (Brancos; Azuis; Verdes; Laranjas; Vermelhos)
organismos € servigos. ~ o ] ) c- Tempos de espera
2 — A divulgacgao de informacao estatistica na area da saude pelos 4 Lotaclo dos 50

demais servigos e organismos do Ministério da Saude, incluindo admi-

; e 2 < : S e- N2 de Reclamagdes
nistracao direta do Estado, organismos integrados na administragiao ¥

indireta do Estado, 6rgidos consultivos ou outras estruturas e por entidades e Ieds lseniem O Tess Moderadoras =
integradas no sector empresarial do Estado, sempre que seja conside- g Gastos o/ Exames Auxiliares de Diagndstico
rada de interesse para divulgagdo publica generalizada, tem de ser feita h- Gastos ¢/ Transportes Inter-Hospitalares
também no Portal da Estatistica da Saude, independentemente de poder i- Caracterizagdo Nosoldgica
ser divulgada em Portais dos organismos € servigos. 1. Mortalidade nas 12s 24H
3 — Os servigos e organismos referidos nos numeros anteriores devem 2. N2 de Intoxicagdes
enviar a informacao estatistica na area da saude ao Diretério de Infor- 3. N2 de Tentativas de Suicidio
macgdo em Saude da Direcéo de Servigos de Informag¢ao e Analise da 4. N2 de Acidentados (c/ Mortalidade e % e Grau de Incapacidade)

DGS ou através do enderecgo electréonico dis@dgs.pt. j- Hospitais ¢/ Equipa Fixa

15 de julho de 2013. — O Secretario de Estado Adjunto do Ministro 1. Equipas c/ Médicos fornecidos p/ Empresas de Recursos Humanos
da Saude, Ferrnnando Serra Leal da Costa. 2. Equipas ¢/ Médicos do préprio Hospital/Centro Hospitalar
207121077 3. Equipas Mistas
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Figure 2: Percentage of global disability-adjusted lifeyears by age, sex, and cause in 2010
Distribution of DALYs for male individuals (A) and female individuals (B). DALY =disability-adjusted life years. An interactive version of this figure is available online at
http://healthmetricsandevaluation.org/gbd/visualizations/regional.

his figure is available online at htrp//

All causes Communicable, Non-communicable  Injuries

maternal, neonatal, and  diseases

nutritional disorders
1990 deaths (thousands) 46511 15859 26560 4092
Deaths expected with 2010 papulation, 1990 papulation age structure, 1990 death rates (thousands) 61307 23295 32647 5365
Deaths expected with 2010 population, 2010 population age structure, 1990 death rates (thousands) 70316 1513 43062 oAl
2010 deaths (thousands) 52770 13156 34540 5073
Percentage change from 1990 due to population growth 31-8% 469% 229% 1%
Percentage change from 1990 due to population ageing 19-4% “117% 39.2% 0.2%
Percentage change from 1990 due to change in death rates 7% 527% 321% -163%
Percentage change from 19900 2010 13:5% -70% 30:0% 24:0%

All causes Communicable, Non-communicable Injuries
maternal, neonatal, and diseases
nutritional disorders
1990 DALYs (thousands) 2502601 1181610 1075297 245694
DALYs expected with 2010 population, 1990 populationage 3444678 1744235 1374650 325793
structure, 1990 DALY rates (thousands)
DALYs expected with 2010 population, 2010 populationage 3386762 1481435 1579654 325673
structure, 1990 DALY rates (thousands)
2010 DALYs (thousands) 2490385 868024 1343696 278665
Percentage change from 1990 due to population growth 37-6% 47-6% 27-8% 32-6%
Percentage change from 1990 due to population ageing -2-3% -22.2% 19-1% 0-0%
Percentage change from 1990 due to change in DALY rates -35-8% -51.9% -21.9% -19-1%
Percentage change from 1990 to 2010 -0:5% -26:5% 25-0% 13-4%
DALY=disability-adjusted life years.
Table 2: Decomposition analysis of the change of global disability-adjusted life years (thousands) by level 1 causes from 1990 to 2010 into total
population growth, population ageing, and changes in age-specific, sex-specific, and cause-specific disability-adjusted-life-year rates

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




1990 2010
Mean rank Disorder Disorder Mean rank % change (95% Ul)
(95%UI) (95% UI)
| 10(1t02) || 1 Ischaemic heart disease }—{ 1 Ischaemic heart disease || 10(1to1) || 35(29t039) |
[ 20(1t02) | 25troke —————— 25troke [ 200102 | 26(4t032) |
| 303t04) || 3 Lower respiratory infections . 3C0PD | 34Bt04) | 7H12t00) |
| 403t04) | 4coep | 4Lower respiratory infections | 36Gt04) | -18(24t0-11) |
50(5t05) 5 Diarrhoea 5 Lung cancer 58(5t010) 48(24t061)
61(6to7) 6 Tuberculosis 6 HIV/AIDS 6-4(5t08) 396 (323 to 465)
73(7t09) 7 Preterm birth complications 7 Diarrhoea 67(5t09) -42 (-49to-35)
8.6(7t012) 8 Lung cancer 8 Road injury 8.4(5t011) 47 (180 86)
94(7t013) 0 Malaria 0 Diabetes 9.0(7to11) 93(68tn102)
104 (8t014) 10 Road injury "110 Tuberculosis 101(8t013) -18(35t0-3)
[108 (8t 14) | 11 Protein-energy malnutiition /[~ 11 Malaria [103(6t013) | 21(-9t056) |
[12:8(11t016) || 12 Cirrhosis 12 Cirrhosis |118(10t014) | 33(25t041) |
[132(9t018) | 13 Stomach cancer 13 Self-harm l141(11t020) | 32(8t049) |
156(12to 20) 14 Self-harm .4 14 Hypertensive heart disease 142 (121018) 48(39to56)
15-8(13to19) 15 Diabetes N 15 Preterm birth complications 144(12t018) || -28(-39t0-17)
16:1(12t0 20) 16 Congenital anomalies 16 Liver cancer 169 (14 t0 20) 63(49to78)
16.9(13t0 20) 17 Neonatal encephalopathy™ " 17 Stomach cancer 17:0(13t0 22) -2(-10to5)
183(14t022) 18 Hypertensive heart disease 18 Chronic kidney disease 17.4(15t021) 82(65t095)
211 (6to 44) 19 Measles 19 Colorectal cancer 185(15t021) 46(36t063)
| 21:1(12t036) || 20 Neonatal sepsis 20 Other cardiovascular and circulatory || 19.7(18t021) || 46(40t055) |
[21:3(19t026) || 21 Colorectal cancer {21 Protein-energy malnutrition | 215010t025) | -32(-42t0-21) |
216 (181026) | 22 Meningitis 22 Falls [33(1t020) | 56(20t084) |
232(21t026) 23 Other cardiovascular and circulatory p 23 Congenital anomalies 24-4(21t029) || -22(-40t0-3)
237(20t028) 24 Liver cancer i (24 Neonatal encephalopathy® 24-4(21t030) -20(-33to-2)
[238(20t027) | 25 Rneumatic heart disease .. |25 Neonatal sepsis [251(15t035) || 3(25t027) |
27 Chronic kidney disease - \ | R | 29 Meningitis |
|30 Falls -“k'\';{}.}. Rheumatic heart disease |
[35 HIVAIDS {62 Measles |
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Figure4: Global death ranks with 95% Uls for the top 25 causes in 1990 and 2010, and the percentage change with 95% Uls between 1990 and 2010
Ul=uncertainty interval. COPD=chronic obstructive pulmonary disease. *Includes hirth asphyxia/trauma. An interactive version of this figure is available online at
http://healthmetricsandevaluation.org/gbd/visualizations/regional.

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

by cause and year
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from 2002 to 2030

ABSTRACT

Background

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

Methods and Findings

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

Conclusions

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

PN
@‘ PLoS Medicine | www.plosmedicine.org
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Table 2. Changes in Rankings for 15 Leading Causes of Death, 2002 and 2030 (Baseline Scenario)

Category

Disease or Injury

2002 Rank

2030 Ranks

Change in Rank

Within top 15

Outside top 15

Ischaemic heart disease
Cerebrovascular disease
Lower respiratory infections
HIWV/AIDS

COPD

Perinatal conditions
Diarrhoeal diseases
Tuberculosis

Trachea, bronchus, lung cancers
Road traffic accidents
Diabetes mellitus

Malaria

Hypertensive heart disease
Self-inflicted injuries
Stomach cancer

Mephritis and nephrosis
Colon and rectum cancers
Liver cancers
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M
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-+1
—3
—9
—15
43
42
4
-10
43
42
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-4
43
45
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Table 5. Changes in Rankings for 15 Leading Causes of DALYs, 2002 and 2030 (Baseline Scenario)

Category

Disease or Injury

2002 Rank

20320 Ranks

Change in Rank

Within top 15

Outside top 15

Perinatal conditions

Lower respiratory infections
HIV/AIDS

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

Tuberculosis

COPD

Congenital anomalies
Hearing loss, adult onset
Cataracts

Violence

Self-inflicted injuries
Diabetes mellitus
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doi: 10,1371 /journal.pmed. 0030442 1005




Tabela 2.7 - Indice de envelhecimento e indice de dependéncia total, por NUTS II

- Indice de envelhecimento Indice de dependéncia total
(%)

1991 2000 2010 Variacdo 1991 2000 2010

2000/2010
Continente 735 1046 1229 17,50% 49,5 41,7 50,2
Norte 54,8 79,9 107 33,42% 49,6 45,9 454
Centro 92,4 1299 1529 17,11% 54 4 52,3 52,8
ENTIDADE REGULADORAJL
DA SAUDE o~

°0 calculo do fndice dependéncia total tem em consideracéo o indice de dependéncia dos jovens
e 0 indice de dependéncia dos idosos relativamente a populagao com a idade compreendida entre
os 15 e 64 anos. De acordo com o INE, a formula apresentada do calculo do referido indice € a
seguinte: Indice de Dependéncia Total = ((Indice Dependéncia Jovens + Indice Dependenma

ldosos) / Populagao dos 15-64 anos)"100. 1 & DE ABRIL DE 201 2 2-S
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Culdance for commissioners of

acute care - inpatient
and cnsga,hom; treatment

Enhancing Systems to Improve the
Management of Acute, Unscheduled Care

Sabina A. Braithwaite, MD, MPH, Jesse M. Pines, MD, MBA, MSCE, Brent R. Asplin, MD, MPH,
and Stephen K. Epstein, MD, MPP r

Abstract

For acutely ill patients, health care services are available in many different settings, including hospital-
based emergency departments (EDs), retail clinics, federally qualified health centers, and outpatient clin-
ics. Certain conditions are the sole domain of particular settings: stabilization of critically ill patients can
typically only be provided in EDs. By contrast, many conditions that do not require hospital resources,
such as advanced radiography, admission, and same-day consultation can often be managed in clinic
settings. Because clinics are generally not open nights, and often not on weekends or holidays, the ED
remains the only option for face-to-face medical care during these times. For patients who can be man-
aged in either setting, there are many open research questions about which is the best setting, because
these venues differ in terms of access, costs of care, and potentially, quality. Consideration of these
patients must be risk-adjusted, as patients may self-select a venue for care based upon perceived acuity.
We present a research agenda for acute, unscheduled care in the United States developed in conjunction
with an Agency for Healthcare Research and Quality—funded conference hosted by the American Col-
lege of Emergency Physicians in October 2009, titled “Improving the Quality and Efficiency of Emer-
gency Care Across the Continuum: A Systems Approach.” Given the possible increase in ED utilization
over the next several years as more people become insured, understanding differences in cost, quality,
and access for conditions that may be treated in EDs or clinic settings will be vital in guiding national
health policy.

ACADEMIC EMERGENCY MEDICINE 2011; 18:e39-e44 © 2011 by the Society for Academic Emergency
Medicine
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Inadequate acute hospital beds and the limits
of primary care and prevention

Paul Cunningham' and Jeremy Sammut?
'Emergency Department, Ryde Hospital, Eastwood, Mew South Wales, Australla, and “The Centre for
" Independent Studies, Sydney, Mew South Wales, Australia
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Abstract

Metropolitan Australia 1= suffering from a senous shortage of acute hospital beds. Sim-
plstic compansons with the Orgamsation for Economic Co-operation and Development bed
numbers are misleadmg because of the hybnd Austrahan pubhec/private hospital system.
The unavailability of mest private beds for acute emergency cases and urban/mural bed
imbalances have not been adequately considered. There 15 a lack of advocacy for acute bed
avallability. This attitude permestes government, health professions and the heslth
burezucracy. Planners, policizns, analysts and the media have adopted false hopes of
reducing acute demand by prevention and primary care strateges, vital as these services
are to & balanced healtheare system. This paper directly challenges the idenlogy that says
Ausiralia depends too heavily on hospital-based healthcare. Rebulldmg the bed base
requires recognition of the need for an adequate acute hospital service and strong advocacy
for bed-based care in the medical and nursing professionals who should be driving policy.
The forces opposing bed-based care are strong and solubons might mclude lemslative
defimition of bed numbers and availability.

Key words: acute care, aoule hospatal bed mumber, freveniion, primary care.
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National End of Life
Care Programme

Understanding Hospital Admissions Close to the  improving end of life care
End of Life (ACE) Study

—_

Zoé Shote Momis”, Miranda Fyfe®, Natalie Momen', Sarah Hoare' and Stephen Barclay’

Abstract

Badkground: Palliative cre is a policy pricrity intemationally. In England, policymakers ae se=king to develop high
quality care for all by focusing on reducing the number of patients who dis in acute hospitaks. |t i argued that
redudng ‘inappropriate’ hospital admizssions will lead to an improvement in the quality of care and provide oo
avings

Yet what is meant by an Trappropriate” admission is unclear and i unliksly to be shared by all gakeholders. The
derizion process that leads to hospital admizion & often challenging, particularly when patients are frail and
eldarly. The ACE study reapens the idea of ‘inappropriate’ hospital admissions dose to the end of lifte. We w
explore how dedsions that result in inpatient admissions dose to death are made and valued from the perspedtive
of the dedsion-maker, and will consider the implications of these findings for curant policy and pradice
Design/Methods: The study focuses on the admizson of patients with advanced dementia, chest dissass or cancer
who die within 72 hours of admision to acute hospitaks. The study usss mixed methods with three data oollection
phases. Phase one involes patient @ studies of admissions with inteniews with dinidans invohed in the
admizsion and nest-ofkin Phazs two uses vignattebased foous groups with dinical profesionals and patients

ing with the conditions of interest. Phase three wsss gquestionnaires distributed 1o clinical stakeholders Qualitatie
data will be explored wsing ramewaork anahsis whilst the questionnaire data will be examined wsing desoiptive
statistical analysiz Findings will be used to svaluate current policy and literature

Discussione Significant ethical and validity issues arise dus to the etrospedive rature of phase ane of the study
We ar= not able to gain consent from patients who have died, and the visws of the deceased patients annat be
nduded directly, which risks privileging profesional views This phase ako relies on the memories of the
participants which may be unreliable. Later phazes of the study attempt 1o compersate for the “absent voices” of
the deceased patients by induding next-of-kin and patient foous groups

Keywords: End-of-life care, Palliative care, Place of death, Inappropriate admissions, Mxed methods, Vignettes,
Framework aralysis, Sodal markesting, Behaviour change, Ethics




Figura 14 — Realidade e preferéncias dos portugueses face ao local de morte em 2010

Local de morte Preterencia dos portugueses sobre locais de morte
n=105471] [n=1.256]

B, 7% 2.7% 8.2%

-

i

» Hospital/Clinica - Hospital
= Domicilio = Domicilio
« Dutro local = Lar ou residéncia
Unidade de cuidados paliativos
= Qutro local

Fonte: Adaptado de Gomes ef al (2015c).



Implementacgéo e Monitorizagéo da Rede Nacional de

Populacdo com doenga prolongada ou problema de Salde

Cuidados Continuados Integrados (RNCCI) 2010 N1
Relatdrio Final 63-/4 anos | /5-84 anos | >8>anos | b5-74anos | 75-84 anos | >83 anos
EU27 539% | 653% | 70,6% | NaoDisp | NaoDisp | Nao Disp
. Espanha | 54.2% | 653% | 698% | 435% | 566% | 626%
- Italia 369% | 536% | 638% | NaoDisp | NaoDisp | Nao Disp
i Marco
B Portugal | 623% | 709% | B% | 623% | 7% | 695%
CUIDADOS CONTINUADOS - —
Saude e Apoio Social 2013 Tabela 7: Populacdo com doenca prolongada ou problema de Sadde
_ _ . Utentes com necessidade de Cuidados Paliativos
Racios: 64 a 80 camas / milhdo de habitantes ades k8 Sinics
Unidades Nao e W | TTEEL e fRa | % | Tom
Camas UCP RNCCI uce diretas
Regido | Populagio S Eistentes Em Falta % cobertura ffy e Bl e | wr | a | w00 | a% | 4 | 1w | a3
64 80 64 80 64 ALGARVE 5 12% 189 3% 219 45% 19 4% 486
Norte 3.689.609 118 148 53 65 95 45% CENTRO 88 17% 381 75% 0 0% y) 8% 511
W | seeskes {7 | M L o8 s 00 | 8% | 65 | 4% | 3 | % | 1 | w% | 18
Alentejo 509.741 16 20 17 " - "
Algarve 151005 7 13 10 569 14% 1821 45% 1254 31% 380 9% 4.024
Total 10047.083 | 32 402 193 129 209 60%

Tabela 8: Lugares de internamento Paliativos

Tabela 9: Utentes assistidos com necessidade de cuidados paliativos por regido e tipologia 2012
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Nos Servicos de Urgencia (SU) a primeira linha do atendimento deve ser
assegurada por internistas experientes, por forma a garantir-se melhor qualidade
nas decisbes, menores gastos em MCD e evitarem-se referenciacdes
desnecessarias. E sendo o SU um lugar de formacao essencial, tal funcao nao
devera ser assegurada pelos medicos contratados atraves de empresas (deve ser
evitada a contratacdo de medicos a empresas para 0os SU, por nao se estimular a

qualificacao técnica nem a carreira, e por poder potenciar o risco de demasiada e

desnecessaria prescricao de medicamentos e MCD, reforcando na populacao a

- ENTIDADE REGULADORA
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Dhistancias eam guilometros

Centro Hospitalar de

Setubal

Hospital Garcia de Orta

49.3

Hospital do Litoral Alentejano — 10 135
Santiago do Cacam
Sines 128 155
Grindola 82,4 109
Alcicer do Sal 58,8 85,2
Centro Hospitalar do Barreiro — 30 30,3
Maoantijo

Hospital do Montijo 31,8 A0, 4
Centra Hospitalar de Setubal - 40,7
Hospital de Santa Marta 47,2 11,1
Hospital de Santa Maria 13




- Figura 4 — Hospitais pablicos gerais com areas de abrangéncia limitadas ate 60
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Figura 3 — Medias dos tempos de viagem entre os concelhos abrangidos e os

hospitais gerais ponderadas pelas populagdes'
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Doentes admitidos com AVC em 2012 (n=192.177)

|:| Doentes admitidos na U-AVC

- Restantes Doentes com AV

Fonte: PNDCCV — Inguérite Unidades de Saude (201 3)

Figura 3.1-3. Percentagem de admissdes através das Vias Verdes no total de
admissdes nas Unidades de AVC (U-AVC) em Portugal (2006-2012)

Figura 2.1-2. Admissdes nas Unidades de AVC (U-AVC), total e através das Vias
Verdes, em Portugal (2008-2012)

Admissbes nas U-AVC atraves das Vias Verdes — Evolucao Anual Admissbes nas U-AVC através das Vias Verdes — Evolucao Anual (percentagem)
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Fonte: PNDCCOV — Inquéritc Unidades de Saude (201 3) Fomte: PHNDCCOWY — Inguérite Unidades de Sadde (2073)



Figura 32.1-4. Percentagem de admissbes atraves das Vias Verdes no total de

admissdes nas Unidades de AVC (U-AVC), por Regido de Saude (2006-2012)
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Figura 3.1-5. Percentagem de admissdes através das Vias Verdes no total de Figura 3.1-6. Doentes admitidos nas Unidades de AVC (U-AVC) submetidos a

admissdes nas Unidades de AVC (U-AVC), por Regido de Sadde (2012) Eibrindlise em P[thLIgEI| {2DDE.-2U12}
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AVC - TERAPEUTICA FIBRINOLITICA CARACTERIZACAO DAS UNIDADES DE AVC
Doentes da U-AVC Submetidos a Fibrindlise Camas U-AVC (2011)
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Doentes da U-AVC Submetidos a Fibrinolise
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Doentes Admitidoes na Unidade Coronaria pela Via Verde (INMEM) (2011) TERAPEUTICAS DE REPERFUSAO NO ENFARTE AGUDO DO MIOCARDIO
500
Terapéuticas de Reperfusdo (Angioplastia Primaria vs Fibrindlise) nas Unidades
Coronarias (2011)
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Figura 3.2-1. Doentes admitidos com Enfarte Agudo do Miocardio (EAM) com
Supra ST, em Portugal (2012)

Doentes com EAM com Supra ST (2012)

[] Doentes com EAM com Supra ST
Admitidos por Outra Via

. Doentes Admitidos na Unidade
Ceronaria pela Via Verde {INEM)

Fonte: PNDCCV - Inquérite Unidades de Sadde (2013)

Figura 3.2-2. Doentes Admitidos na Unidade Coronaria pela Via Verde (INEM)
em Portugal (2006-2012)
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Fonte: PHDCCOW — Inquérite Unidades de Sadde (2013)
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Figura 3.2-3. Doentes Submetidos a Angioplastia Primaria (ICP Primaria) no

Enfarte Agudo do Miocardio em Portugal (2002-2012)

Doentes Submetidos a Angioplastia Primaria (ICP Primaria)
no Enfarte Agudo do Miocardio
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Figura 2.2-4. Terapéuticas de Reperfusdo (Angioplastia Primaria vs Fibrinali-

se) nas Unidades Coronarias em Portugal (2006-2012)
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Fonte: PNDCCY — Inquérito Unidades de Sadade (2013)

Fornte: PMNDCCW — Inguérito Unidades de Sadde (2013)

Figura 3.2.1-5. Doentes submetidos a ICP Primaria por Regido de Saude (2012)

Doentes submetidos a ICP Primaria (2012)
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Figura 2.2.1-6. Doentes submetidos a ICP Primaria, por milhdo de habitantes,

por Regido de Saude (2012)

S00

Doentes submetidos a ICP Primaria por Milhao de Habitantes (2012)

400

100 —

Alentejo

Continente Morte Centro Algarve

Fonte: PNDCCOV — Ingquérito Unidades de Sadde (2013)

Fonte: PNDCCOW — Ingquérite Unidades de Sadde (2013)



PCl PRIMARIA NO DISTRITO DE SETUBAL APOS 2010
(DADOS NACIOMNAIS NAO DISPONIVEIS)

CENTRO HOSPITALAR DE 181 193 201

SETUBAL

HOSPITAL GARCIA DE ORTA 119 164 161
- TOTAL DISTRITAL 300 357 362

INFARTO

ANGIOPLASTIAS PRIMARIAS EFECTUADAS QUASE
AEXCLUSIVAMENTE A DOENTES DA PENINSULA SETUBAL

» dor, pesn ow queimadan n peito
» suores frias » niuseas ¢ yomitos
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Angioplastias Primarias (Doentes) por Instituicdo (2011)
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250

200

@20ad7
m20as
m20d9

@2010

250

w2011

200

150

100

50

oS H

INH
sielgH

eUEN SH

BAISSIH
CRUE WaHESH

M) SH

QUE 4H
ONGRYSEI
Bt Oy JH
BUOSH
ELEWSH
CIUG oe | SH
ESUOpUS NN OH
BBQAO DD
ge O
EVHAJSH
CWESIOH
pUY SH
CWESIH
SWESHND

.u,_.:
: Lralsd v AH
| swerpdH

BEPEIENTH



e
TEte Faca
EaraEintys
B R T
L1 =
Carim=m
PPN
Cornectha
Az-Fiscr

S TETIES
Coraruere-is
I i
L1 g bt |

CEEWIEITE o Al mpe

Linby=n
Liniy=n
Earamrtes
CEFIEIETE
ZaArimrEr
ZaArImrEr
Earamrtes
Zarmrarm
Zarmrarm

CErPIE R
Earamrtes

ZArIarar
ZArIarar

CEFIE R

CHL Cerirsd [[SAar=al
L Ceriarsd [SAar=al

L P 5 g
H Pl 5 Al
CHL Ricarmae 05 SHaea ]
CHL Ficarmae 05 SHaa]
L P R e
CHL Pl 05 Hama ]
CHL Fearmae 05 Hama ]
H P[5 RS
L P 5 g
CHL Ficarmae 05 SHaa]
CHL Ricarmae 05 SHaea ]
H P[5 Al

T T H N B EE e e e I L R e m

Enfarte agudo do miocardio

Enfarte do miocardio mata 18
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SERVICO DE PSIQUIATRIA DO CHS HSB SETUBAL

* Movimento Assistencial
* Doentes em SO > 24H (Total de n2 de Dias)
* 2011-154d.
* 2012-98d.
e 2013 (12 Semestre)- 141 d.

* Taxa de Ocupag¢ao da Enfermaria
* 2011-83,3%
* 2012-89,3%
* 2013 (12 Semestre)- 91,6%
* Consultas (2012)
«  Total- 14.970 (12s: 11,5%)
* Concelhos do Alentejo- 1.867 (12s: 16,1%)

* Recursos Existentes e Necessidades
 Médicos: 8
« 1/25.000 H.: 13
* Camas: 18
e 1/10.000 H.: 30
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SERVICO NACIONAL DE sSsAUDE

SERVICO NACIONAL
DE SAUDE

PRINCIPAIS CONCLUSOES

 Aspetos Organizacionais

A questao da inclusao de médicos tarefeiros
nas equipas deve ser reequacionada

e A criacao de uma especialidade de
Emergencista é a unica forma adequada de
constituir equipas fixas nos SU

* Aresposta dos SU as verdadeiras urgéncias
médico-cirurgicas esta dependente de uma
adequada gestao das camas hospitalares e
das que estao disponiveis nas Unidades de
Cuidados Continuados e de Paliativos, e nos
Lares

O que esta a acontecer
com o SNS é um escandalo’

oncologia na Universidade de Cambridge, Inglaterr: sta
e mundial, 53 anos, aponta o dedo 2 politica de satd:

e Aspetos Praticos

A acessibilidade das popula¢oes aos
servicos hospitalares diferenciados deve
ser adequadamente salvaguardada

A sua localizagao deve ter em consideracao
a centralidade geografica,
independentemente da
(re)(des)organizacao administrativa

Os servigos com bom desempenho
demonstrado, com um movimento
assistencial que os rentabilize, e com
“massa critica suficiente”, nao devem ser
desarticulados ;

» Creveted Nlar

revisia Q Ariornio
“O SERVICO

NACIONAL

TS

E

SAUDE REBENTA
DAQUI A ALGUM
TEMPO”




& @ Danicl Innerarity ..
A malor parte dos
probbiemas gue
femos ven nao do
Tfacto de o poder ser
demasiado fTorte.
mas do Tacto de o
poder ser
demasiado fraco

E impossivel
SOoOVvVernar as pessoas
Ssemnmnm compreender

aS Suas razoes_Em
Profissionais no SNS reduziram-seem 2,8% desde 2010 mu.tos casos' os que

Mais de 10.500 médicosP BL[CO e T e e

PDemnm muuilito mailis do
e enfermeiros e gUe guUuen governa

abandonaram SNS em 2012 «amp @ Daniel Innerarity PUBLICO
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AOS COLEGAS:

RICARDO SANTOS (CARDIOLOGIA)
RUI GUERREIRO (NEUROLOGIA)

ANTONIO GAMITO (PSIQUIATRIA)
ANTONIO FORJAZ (CARDIOLOGIA / DIRETOR CLINICO)
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*Citacoes.as
A vida e a arte de extrair
conclusoes suficientes

"Most people have

/ never learned that
e l el , ,lssas ‘ one of the main
A vida nao e uma ciéncia - PR

(! aims in life is to
exata. E uma arte. \'® enjoy it."

msuﬂc:en (es.

If you follow reason far

U’gogg.';ifg;;gzﬁgg;dO‘ A 4 enough it always leads
vontade nao muda de to conclusions that are
opinido. aliame contrary to reason.

~ Samuel Butler —~ | -Samuel Buter
o & SoFrases.com

Serronl Soter ~
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