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O PENSAMENTO DE QUEM
SABIA BEM DO QUE FALAVAI!I

“... meus senhores, mas |
sao 0S microbios que |
terao a altima

palavra...” (Louis Pasteur,
1882-1895)
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FIGURE WO-3 Key influences on vector-borne plant diseases.
SOURCE: Reisen, 2010. Reproduced with permission of Annual Review of Entomology, Volume 55, ©

by Annual Reviews, hitp:/www.annualreviews.org.
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AS PALAVRAS NAO PODEM SER UMA MERA
CONVENIENCIA DE CIRCUNSTANCIA

Adenda de 1989

“Todo e cada um dos doentes deve beneficiar do
melhor tratamento conhecido possivel”
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The Declaratiap of Hels le

World Medical Association
Declaration of Helsinki

Ethical Principles for Medical Research
Involving Human Subjects

October 2008




ASSEMBLEIA DA REPUBLICA

Lein.® 152014

de 21 de margo

Lei consolidando a legislagio em matéria de direitos e deveres
do utente dos servigos de saude

CAPITULO T
Direitos do utente dos servigos de sande

Artigo 1.7

Direitn e cscolla

1— O utente dos servigos de sande tem direjto de escolha
dos seTvipos e prestado cuidados de sande. na
medida do: Tecurses extiientes

3 — {0 direito & prose;do da sadde @ exercide tomando
e consideragdo 25 regras de organizagio dos servigos

de sande.

Artigo 47

Adequacin da prestacio dos caldados de saide

1— O utente dos servigos de sande fem direito a receber,
com prontidda ou mum periodn de tamps conziderado
clinicamente aceftavel, conscante o3 casos, 05 cuidados de
sande de que necessita.

1 — O wiente dos servigos de sande tem direito 2 prestagdo
dos cutdades de sande mais adequados e fecoicaments

mals CoTTetas.

3 — 05 cuidados de sande devem ser prestades humanaments
£ Com Tespedto pelo uients.

Artigo 8.7
Chiieinns © pocksn (e
1 — O utente dos sarvigos de sande tem direito a reclamar
£ Apresentr queixa nos mentes de sands,
105 tarmes da lel, bem como 2 receber indemuizag do par
prajuzos sofndos

— Az rerlamiages & queizas podem ser aprasartadas
am Ivre de raclamagdes ou de modo avulso, sendo obrizatoria
A TREposta, nos termos da lel.
3 — 05 servigos de sande, o3 foreecedores de bens ou de
sarvigos de sade & os operadores de sande sdo obrizades
A possudr 1vro de reclamagdes, que pode ser preenchido
por quem ¢ salicitar.

CAFITULOV
Dia Carta dos Direitos de Acesso acs Cuidades de Sande
pelos Utentes do Servige Nacional de Sande

Artige 15°

Oijetive ¢ contoidn

1 — A Cara dos Direttos de Acesso visa Barantir a
prastagdo dos cwidados de sands pelo 3335 & pelas sptdades

convencionadas em tempo considerado clinicamente
aceitzvel para a condigdo de saude da cada usente do SM3,
o5 termos da pressute lal.

21— A Carta dos Direttos de Acesso define:

o) O tempos maximes de resposta garantdos;

¥) O dirsite do utente 2 .n.formnl; Ao sobre esses tempos.

3 — A Cania dos Diresios de Acesso eprLcn-ia amalmepte
am 20eno 3 portaria que fiva o5 tampos mAkimos
garantidos.

4 — A Cara dos Direttos d2 Acesso é divulgada no

poral da sande & obrigatoriaments afixada em locais de
factl acesso & visibilidade em todos o3 estabeladimantos

do M3, bem como em todos o3 que tenbam coovenciomado
a prestagin da cuidades de sande aos saus utantes.

Artige 16.°

T mich 5 s i rispasta garastidios

1 — Pam efzitos do disposte no artigo antertor, o membro
do Governo responsan =l |:1.-I.1 area uia. ml:le estabalace,

Fﬂn todo o tipo d= p:re:-rm_: 0e5 sem Caracter :.le_lf_fe:,.w.
romeydamente ambulatorio dos centros de sande, cuidades
domiciliatios, consultas externas hospitalares, maios

Didrio da Republica, 1.° série — N.° 57 — 1] de margo de 2014 2131
complementares de diagnostico e terapeutica & cirurg:a
programada

1 — Gradualmente, os tempos maximes de resposia
garantidos peor ipe de prestagdo sdo discriminades por
F&mla_m ou grupos de patelogias.

3 — Cada estabelecimento do S5, tomando come referencia
A portaria referida mon® 1, fixa ammlmente, denTo

dos limites maximas estabelscides a nivel nacional, os seus

o5 quaLs devem constar
3 2 COLIAto: -progTama.

0 GOVERNO PORTUGUES TAMBEM LEGISLOU NO MESMO SENTIDO

Artigo 170

Infermagko o ulenic

Die forma a gamantir o direito de wiente a informagdo,
previsto oo artigo 15.° da presente lel, o5 estabelecimentos
do SN3 e do sector convencionado sdo obrizades a:

o) Afixar em locais de facil acesso e consulta pelo utente
3 informagdo analizada relativa 205 tempos maximos de
Iesp0sta Farantidos por o znapas de patologias,

F) Informar o ntente no ato de marcagdo, mediants registo
ol IMpTesse proprio, sobre o lEmpe mAXime de resposta
garantido para prestagao dos cuidados de que necessita;

¢) Informar o utents, sempre que for necassario acionar

o mecanizma de refer -_-nnzml;z.. eniTe o5 es@belecimentos do
SIS, sobre o teMpo maximo de respos@ garantdo para he
seTem prestades os respetivos cuddados no estabelecimanta
de referéncia, nos tarmos previstos o almea amterior;

o) Informar o ntznte, sempre que a capacidade de resposta

dos estabelecimentos do SWS estiver eszotada e for necessario
roceder A referenciagdo para os esmbelecimentos de

saide do sector privado, mos teTmos previstos na alinea &);

¢) Manter disporivel wo sen sitfio da Intemnes informag do
amalizada sobre os tempos neximos da sposta £ Zaranfidos
pas diversas modalidades r_= prestagio
) Bublicar e divalgar, ate 31 da: ]
relatorio circunstanciado sobre o acesso aos cuidados que
prestam. o3 quats serao audiados. aleatoria @ amalmente,
pela Imspegdo -Geral das Atvidades em Sande

Artigs 157

Hl'\l.lllllll.ill

E reconhecido ao utents o dirsito de reclamar para a
Entidade Reguladora da Sande (ERS). nos termos legais
aplicaveis, caso o5 tempes mAkimos zamantides ndo sejam
cumpridos

Aprovada em 20 de fevereiro de 2014,

A Presidente da Aszembleia da Repablica, Mariz da
Assungio A. Esteves.

Promulgada em 11 de marco de 2014,

Publique -se.

O Presidente da Republica, Anigar Cavaco Siva.
Eeferendada em 13 de margo de 2014.

O Primeiro -Ainistro, Pedre Passes Coelha.



O MAIS ECONOMICO DOS MELHORES TRATAMENTOS E
NAO O MELHOR DOS MEDICAMENTOS MAIS BARATOS
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CONSELHO NACIONAL DE ETICA PARA AS CIENCIAS DA VIDA

CNECV
64/CNECV /2012 CONSELHO NACIONAL DE ETICA PARA AS CIENCIAS DA VIDA
) D. Conclusoes
CONSELHO NAACIO.\'AL DE ETICA
PARA AS CIENCIAS DA VIDA . 0 CNECY recomenda que, nas decisdes sobre raclonalizacho de custos, esteja patente qus as op-

odes fundamentais serdo entre o5 “mais baratos dos melhores” (fArmacos de comprovada efectividade) ¢

o sobre 05 “melhores dos mais baratos”,
PARECER SOBRE UM MODELO DE DELIBERACL&(

PARA FINANCIAMENTO DO CUSTO
DOS MEDIC AMENTOS D0 ¢ s  elago d confianga ¢ e abana eraptin a0 doenes & s profisionas e i,

12, Fm qualguer caso. o CNECV tem como essencalque udo o que ¢ ca i pode de modoalgu



1} OS PROBLEMAS EMERGENTES:
A MULTIRRESISTENCIA AOS ABS




O PRIMEIRO ALERTA!!!

ANNALS OF THE NEW YORK ACADEMY OF SCIENCES

Issue: Antimicrobial Therapeutics Heviews
The risk/benefit of predicting a post-antibiotic era:
Is the alarm working?

Tom Fowler,"2 David Walker,®? and Sally C. Davies®*

Field Epidemiclogy Service-West Midlands, Public Health England. Birmingham, United Kingdom. ZDepartment of Public
Health, Epidemiclogy and BiostatisticsUniversity of Birmingham, Birmingham, United Kingdem. ?Office of the Chief Medical
Officer, Department of Health, London, United Kingdom

Address for correspondenca: Tom Fowler, Field Epidemiclogy Sarvice — West Midiands, Public Health England, Birmingham,

B3 2PW, United Kingdom. Tom_Fowlar@nhs not

BAD Bucs, NO DRUGS

As Antibiotic Discovery Stagnates ...
A Public Health Crisis Brews

s I DSA

Infectious Diseases Society of America July 2004

Paediatrics
Child Health | &‘

doi:10.111 Vipe. 12032
VIEWPOINT

Beginning and possibly the end of the antibiotic era

Shai Ashkenazi'22

“"Department of Paediatrics A, Schnsider Children's Medical Center of Israel, Petach Tikva; *Sackier Faculty of Medicine and *Felsenstein Medicsl Ressanch
Center, Tel Awiv University, Tel Aviv, Israel

BADb Bucs. NO DRuGS

As Antibiotic Discovery Stagnates ...
A Public Health Crisis Brews

“Infectious diseases
physicians are alarmed by
the prospect that effective
antibiotics may not be
available to treat seriously ill
patients in the near future.
There simply aren’t enough
new drugs in the
pharmaceutical pipeline to
keep pace with drug-
resistant bacterial infections,
so-called ‘superbugs.”™

Joseph R. Dalovisio, MD
IDSA President



OS ENORMES CUSTOS ASSOCIADOS ...

Impacto da Multirresisténcia aos ABs
(Relatérios CDC e TATFAR, 2014)
20-35 bilioes USD/ano (perdas diretas)

35 bilioes USD/ano (perdas de
produtividade)

8 milhoes de dias d internamento
hospitalar

2 milhdes de pessoas infetadas / ano
23 -99.000 mortes / ano nos EUA

Financiamento pablico na investigagao de
novos antibiéticos insuficiente: 450
milhées USD/ano /)
Na CEE: 25 - 175.000 pessoas morrem / o T
ano B | |

Bl President’s Council of Advisors on
Science and Technology (PCAST)




... QUE SE REFLETE SOBRE A
RIQUEZA DOS PAISES ...

Rewview on

b bial AMR’s impact on World GDP
; Ant_lr'nlcro 12 in trillions of USD
Resistance

Tackiing drug—resistant infections globailly
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. E COM UM ENORME IMPACTO PREVISTO
NA MORTALIDADE GLOBAL A PRAZO!!!

Deaths attributable
to AMR every year
compared to other
major causes of death

AMR in 2050
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A ESCASSEZ NOVOS ANTIBIOTICOS EM
DESENVOLVIMENTO ATE AO FIM DO SEC. XX...

Bad Bugs
Need Drugs

Q20

Ten new ANTIBIOTICS by 2020}

Mitomycin
Novobiocin
Amphotericin
Vancomycin
Neomycin Cephalosporin
Virginiamycin
Chlortetracycline Gentamicin
Candicidin Monensin
Chloramphenicol Tylosin Adriamycin

Spiramycin  Pristinamycin Teicoplanin
Bacitracin Tetracycline Avoparcin
Erythromycin Kasugamycin Thienamycin
Streptomycin Oleandomycin Fosfomycin Lovastatin
Streptothricin Griseofulvin Polyoxin Rapamycin
Actinomycin Rifamycin Cycdlosporin Avermectin  Spinosyn
Penicillin Oxytetracycline Bleomycin Bialaphos Nikkomycin Epothilone
Gramicidin Nystatin Kanamycin Lincomycin Tacrolimus

1940 1950 1960 1970 1980 1990 2000



... QUE NAO FOI RESOLVIDA NA
PRIMEIRA DECADA DO SEC, XXI ...

Figure 2 Mumber of Antibacterial Mew Drug
Application Approvals Versus Year Intervals

20

18

The Antibiotic Resistance Crisis %

Part 1: Causes and Threats ::

C. Lee Ventola, MS 10 |
.
The Antibiotic Resistance Crisis I I I I . I

1'§IEI:I— 1985— 19'93— 19695— 2000- 2005- 2010-
1989 1999 2004 2008 2014

L= T L L -

Part 2: Ma"ageme“t Strategles and NEW Agents The nurnber of new antibictics developsd and approved has

9 . decresssd steadily over the past three decades (although four
C. Lee Ventola, MS new drugs were approved in 2014}, leaving fewer options to
treat resistant bacteria.

* Drugs= are limited to systemic agents. Data courtesy of the
CDCS and the FOM Canter for Drug Evaluation and Ressarch.




... QUE NAO PERMITE RESPONDER AO PROBLEMA DAS

BACTERIAS MULTIRESISTENTES ...

Figurs 1 Dewvelaping Antibliotic Resistance:
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Table 1 CDC Assessment of Antibacterial

Resistance Threats®

Urgent Threats

+« Clostridium difficile

+ Carbapensm-resistant Entercbacteriaceas (CRE)
= Dirug-resistant Meisseny gommhosess

Lerious Threats

= Multidrugresistam dcinetobacier

= Dirug-resistant Comppdobacter

» Fluconazole-resistant Conadida (& fungus)

+ Edtendad spectrum beta-lactamase-producing
Erterobacteriaceas [ESELs)

= Wancomycin-resistant Erteroococ (VRE)

= Multidrug-resistant Psesdomanas aemnginosa

= Dirug-resistant nontyphoidal Sofmonsdis

= Dirug-resistant Safmaonsliy Typhimurivm

= Dirug-resistant Shigeda

= Mathicillin-resistant Stoplgdocoocus awreus (MRS

+ Drug-resistant Streptococcus pReumomnias

= Drug-resistant tubercu ksis

Concerning Threats

= Wancomycin-resistant Stophydococcus aursus [VRESA]
= Erythromycin-resistant Group & Strepiococcus

= Clindarnycin-resistant Group B Steplocsccus




... A RESPOSTA NO 22 DECADA DOQ SEC XXI

The Antibiotic Resistance Crisis, Part 2: Management Strategies and New Agents

Table1 CDC's Antiblotic Resistance and Antblotic-Resistant Infectlons Tracking Platform®

Tracking Networks

Data Collected

Resistant Bacterla/Fungi*

Emerging Infections Program (EIF), which

has three main elements:

+ ABCs: Active Bacterial Core surveillance

« HAIC: Healthcare-Associated Infections—
Community Interface

+ FoodNet: Foodborne Diseases Active
Surveillance Network

A network of public health/academic/hospital
collaborations in 10 states. It provides access to
bacterial and fungal samples for testing and detailed
clinical case data. The three main EIP programs
collect different types of resistance data:
+ ABCs provides clinical information and
resistance data for bacteria that cause infections
predominantly in the community.
« HAIC provides clinical infarmation and resistance
data for bacteria and fungi that cause infections
at the intersection of health care and the genaral
community.
+ FoodNet supplies clinical and epidemiologic data on
some human isclates in the National Antimicrobial
Resistance Monitoring System (NARMS).

ABCs

+ Streptococcus preumonioe

+ Groups A and B Streptococcus

+ Methicillin-resistant Stapfylococcus
aLrews

HAIC

+ Clostridium difficile

« Candida (a fungus)

«+ Carbapenem-resistant
Enterobacteriaceas

+ Multiple-drug-resistant Acinetobacter

FoodNet: (see NARMS list balow)

NHSN collects data directly from health care facilities,
it can provide facility-level information on health
care-associated infections and antibiotic resistance
{and, in the future, on antibiotic use).

National Antimicroblal Resistance A national public health surveillance system that « Salmonella
Monitoring System (NARMS) tracks changes in the susceptibility of foodbome + Campylobacter

and other enteric bacteria to antibictics of human + Shigella

and veterinary medical importance, NARMS is a

collaboration among the COC, FDA, USDA, and state

and local health departments. CDC tests bacterial

isolates from humans, while FDA and USDA test

isolates from retail meats and food animals.
National Healthcare Safety Network Asystem that collects and provides data oninfections | « 5. oureus
(NHSN) and drug resistance in health care settings. Since « Enterococcus

+ Enterobacteriaceae

« Acinetobacter

» Psoudomonas oeruginosa
+ Candida

Gonococcal Isolate Survelllance Program
(GISP)

A program to track antibiotic resistance data for
gonococcal isolates. |solates are collected from
sexually transmitted disease clinics in approximately
28 cities.

Neisseria gonorhoege

National Tuberculesis Survelllance System
(NTSS)

National Electronic Disease Surveillance System—
based reporting of tuberculosis cases, including
resistance data. Public health departments from
50 states and the LS. territories contribute data.

Mycobacterium tuberculosis

* ABCs also includes surveillance for Neisseria

s and He ik o d

chaleras).

MARMS also includes surveillance for E. colf 0157 and Vibiie (nen-

CDC = Centers for Disease Control and Prevention; FOA = Food and Drug Administration; USDA =105, Department of Agriculture

The Antibiotic Resistance Crisis, Part 2: Management Strategies and New Agents

Table 2 Antiblotics Approved Since 2005520-23

Drug Name Year Approved | Drug Class Indications*
Tigecycline 2005 Tetracycline Patients 18 years of age and older with:
(Tygacil, Pfizer) + £558s
« clals
« CABP
Doripenam 2007 Carbapenem Adult patients with:
{Doribay. Shionog « clAls
» cUTls, including pyelonephritis
Telavancin 2008 Glycopeptide Adult patients with:
(Vibativ, Theravance Biopharma) + Hospital-acouired and ventilator-associated
bacterial pneumania
+ 338l
Ceftarcline 2010 Cephalosporin Patients with:*
(Teflaro, Cerexa) + CABP
+ ABSS5ls
Tedizolid 2014 Oxazolidinone Adult patients with ABSSSIs
(Sivextro, Cubist Pharmaceuticals)
Dalbevancin 2014 Glycopeptide Adult patients with ABSSSIs
(Dalvance, Durata Therapeutics)
Oritavancin 2014 Glycopeptide Adult patients with ABSSSls
(Orbactiv, Medicines Company)
Ceftolozane/tazobactam 2014 Cephalosporin/beta-lac tamase Adult patients with:
(Zerbaxa, Cubist Pharmaceuticals) inhibitor + clls, in combination with metronidazole
+ clTls, including pyelonephritis
Ceftazidime/avibactam 2015 Cephalosporin/beta-lac tamase Adult patients with:
{Awycaz, Cerena Inc) inhibitor + clAls, in combination with metronidazole

+ clTls, including pyelonephritis

ABS55ls = acute bacterial skin and skin structure infections; CABP = community-acquired bacterial pneumaonia; clils = complicated intra-abdominal infections;
55515 = complicated skin and skin structure infactions; cUTls = complicated urinary tract infections
* Causad by designated susceptible bacteria. See prescribing information for these and other im portant details.
+ Safety and effectiveness in pediatric patients have not been established.




ATRAVES DA QQQPERAQAQ ENTRE DIVERSOS ORGANISMOS
OFICIAIS E PRIVADOS A NIVEL INTERNACIONAL ...

Structure of New Drugs 4 Bad Bugs (ND4BB)

The right prevention and treatment
for the right patient at the right time
Strategic Research Agenda for

Innovative Medicines Initiative 2
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.+ COMO NO CASO DO TETFAR (USA/CEE)

Transatlantic Taskforce on
Antimicrobial Resistance:
Progress report

May 2014

Recommendations for future collaboration
between the US and EU

WASHINGTON JOUENAL OF LAW, TECHNOLOGY & ARTS
VOLUME 9, ISSUE 1 SUMMER 2013

REPAIRING THE ANTIBIOTIC PIPELINE: CAN THE GATN
AcT DO IT?

Caitlin Forsyth'
© Caitlin Forsyth

Cite as: 9 Wase J1. Tece & ArTs 1 (2013)
https://digital lib washington edu/dspace-law/handle/1773.1/1267

ABSTRACT

Antibiotic resistance, according to the World Health
Organization, is one of the greatest threats to public health.
To combar the problem, new antibiotics need fo be
developed. However, aniibiotic research and development
is  frought with scientific and economic problems.
Recognizing these problems and the public health threat
posed by anftibiotic resistance, Congress passed the GAIN
Act, which President Obama signed into law in June 2012,
The GAIN Act (Act) incentivizes pharmaceutical companies
to fvest in antibiotic research and development. This
Article will outline the incentives in the Act and suggest
wihy the Act may not solve the growing antibiofic resistance
problem. There are, however, areas of promise in the Act
that may mitigate its shortcomings and pave the way ro the
possibility of the Act’s success.

REPORT TO THE PRESIDENT ON
COMBATING ANTIBIOTIC RESISTANCE

Executive Office of the President
President’s Council of Advisors on

Science and Technology




Drug DViscosery

Phase 1 Phase 2 Phase =
5,000 - 10, 000
Cormpoumds
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=
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20-100 100-500 1,000-5, OO0

Fiogwre & Mroh the cost of developing a meaaificine estimataed at 3172
Sowrca CEOD, Resaarnch and Dewvaloprmaent in thae Phammacewsical inal,

IND Submitted
NDA Submitted

D.5-2 wvears Imndefimite
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e PONDNE.

Annex E: Timeline of the Transatlantic Task Force on Antimicrobial Resistance (TATFAR), 2009-2013 Figure 6.2.1 EMEA 8+2(+1) arrangements inthe EU 290#1215

— Data Exclusivity Market Exclusivity

22 september 2011 report
Extension of TATFAR

Recommendations for
future collaboration
between the US and EU
2011-2013:
Implementation of the
recommendations

17 November 2010
EU web based stakeholder
consultation
1 October 2010
us Public meeting

Marketing Authorisation Generics Generics

of ReferenceProduct Application Launch
ne New patent

2010 2011 2012 2013

Assessment - MA granted Extra Market Excl

- MRF. Fricing & Reimb. if new indication
= Prepare to Launch is registered in
14 - 15 June 2010 3 December 2013
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Infectious Diseases Outlook for 2016: John Bartlett's
Predictions

E BOM SEMPRE LEMBRAR!!! ==

“Guidelines” internacionais recomendam

Sinusite Aguda: esperar 1 semana antes de iniciar
ABs

Bronquite aguda: nao deve ser TT de inicio ¢/ ABs
Faringite aguda: ¢/ Penicilina G e apenas nos casos
c/ Ag + p/ o Estreptococus Pyogenes

Sindromes gripais e as constipacoes nao devem
ser tratadas de inicio ¢/ ABs

ITUs assintomaticas também nao devem ser
tratadas c/ ABs
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INFECOES TRANSMITIDAS POR
VETORES E ZOONOSES




A CONSTATACAO DE QUE TODOS OS FATORES
ENVOLVIDOS ESTAO INTERLIGADOS ...

Demographic Changes
Glaobal

climate
change

Technology

Socio-cultural organization

Urbanization Habitat N
H alteration A
U
M l— ~.- ':'J
A REGIONAL ENVIRONMENTAL CHANGE R
N .
A
Species’ Ecological-evolutionary Dynamics =
E Opportunistic habitat expansion/ecological refease
C - Vector (domestication) Feral vector/reservoir species ————* E
o -+ \Wildlife/reservoir transport/encroachment Human ercroachment —» Cc
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Y S
S Y
T S
E T
" Disease Emergence IEH

- ecosystem continuum -

FIGURE WO-5 Epidemiological effects of urbanization and environmental change.
SOURCE: Adapted from Wilcox and Gubler (2005) with permission from The Japanese Society for
Hygiene.



+ SOBRETUDO NO QUE SE REFERE
S DOENCAS EMERGENTES ...

Virus : B
i .
o ’ N
Ve —— —_ 4 B
y — A
v, =, Spillover host e
' o (severe infection and b \
y high mortality) , s Hendra )\

Goal(s)
@.9., public health, economic
security, social stability, animal
and envirenmantal health

Context
Societal, cultural,
and ecological
influences

Livestock L Disease
production - emergence

Institutional Context
* Animal and human health service
»  Patterns, provision, and access
* Reagulation and govemance

FIGURE AS8-5 A systems perspective on disease emergence.

FIGURE A6-2 The outcome of disease severity is influenced by the host—pathogen inter-

action. Many zoonotic agents cause little or no signs of disease in their natural host such as

wild birds and bats, while transmission hosts may present symptoms ranging from moder-

ate (such as pigs for Al) to severe (such as horses for HeV) signs. The terminal or spillover

host, such as humans in the case of HSN1 and HeV infections, can present with very severe

symptoms and high mortality rates. For some of the most recently emerging EIDs such as

H7N9 and MERS-CoV, natural and transmission hosts have not been identified.

SOURCE: Bean et al., 2013.



.. E PARTICULARMENTE NO
CASOS DAS INFEQ()ES VIRAIS ...

Antimicrobial

resistant threats West Nile
- CRE virus
- MRSA
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FIGURE WO-1 Global examples of emerging and reemerging infectious diseases,

SOURCE: Morens et al,, 2004,



+ QUE APRESENTARAM, AO LONGO DO TEMPO,

UM GRA

Wesz Nile virus HIY [2000-2003 |
15000 deaths 0 >30milion deathrs | SARS coronavins |
the United States | |Tddeaths |
Ebols virus s | Hendravins | 2012-2013
51,551 deaths. Four deaths ‘ MERS coconarvins
' 1081 1 | 54 deaths
Nipah vieuy
2250 deaths

“Spanish Al | HorgKorg ' | | Russise fhi

HIND influerza [ HIN2 influesiza | | HINL Influenza HYN1 influerza HINT Influenza

~50million deaths | | =T0O000 dearhs >371 doarts >15.000 deaths |
1957-1956 19992002 “Aorken fl’
| “Asian flu H2N2 influenza HEN2 and HINT influenza HONG influerza
| *100,000 cheatizy | Over death 44 Jeathy

FIGURE WO-2 Emergence of zoonoses, Over the past century, humanity has witnessed the emergence of numercus zoonotic infections tha
have resuled in varying numbers of human fatalities. Influenza viruses that originate from birds account for an important proportion of these
deaths, and recently many new zoonotic virnuses that onginate in hats, such as Hendra vins, Nipah vins, and the SARS comonavins, have
caused outbresks with high mortality rates,

NOTE: As of June 2, 2014, the Ceniers for Disease Control and Prevention (CDC) reponts that there were 39,557 cases of West Nik virus in
the United States resuking in 1,668 deaths between 1999 and 201 3. Source: http J/www.cde.gov/wesm lle/resour ces/pdfs/cummulative®9_2013
CasesAndDeathsClinicalPre sentationHumanCase s.pdf (accessed February 19, 2015),

SOURCE: Bean et al., 2013,



O ENORME IMPACTO ECONOMICO
DAS INFECOES EMERGENTES

Economic Impact of Selected Infectious Diseases

A SARS
$50 bn Worldwide
$40-50 bn

%450 bn
Z Avian Flu (HsN1)
)
- $25-30 bn
£ $%30bn
£ Foot & Mouth
k UK
=5 $18-25 bn

$20 bn

BSE,
BSE, UK West Nile, US Canada
$10 bn $10-13 bn g T Nipah, $5o0m-1 :’"Nea' $4.9 bn ——
Taiwan, $5-8 bn Malaysia  on) BSE Japan /' avian > $3.2-4.7 bn
3 $350-400m s $E5BR S fu, mL o
s \ s .m \ / 5500 m J ——*«J
Classical Swine Fever K SO ==, \ <
Netherlands, $2.3 bn ® & =
-

1991 1992 1993 1994 1965 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Rguwes are estimates and are presented as relative size.

FIGURE 3-2 Economic impacts of selected infectious diseases.
SOURCE: Reprinted with permission from Bio-era.



A IMPORTANCIA DAS DENOMINADAS
DOENCAS NEGLIGENCIADAS ...

The unquestionable association between NTDs and poverty has made their elinunation
a necessity i order to achueve the Millennium Development Goals (MDGs).

Chart 1. Dis ability Adjusted Life Years (DALYSs) of Selected
Infe ctions Diseases

DALYS (in millions)

HIWFATDS MNeglected Tropical hdalama Tuberculosis
Dhseases

* Data taken Hotez PJ, Molyneux DH, Fenwick A et al. Control of Neglected Tropical Diseases. N Engl J Med 2007;
357:1018-1027.




... A SUA DISTRIBUICAO GEOGRAFICA MUNDIAL

Number of neglected diseases” present by country
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FIGURE A15-4 Global distribution of NTDs,

SOURCE: WHO (2006). Number of neglected diseases present by country [map |, Geneva: WHO. Map produced by Public Health Map ping and

GIS, Communicable Diseases, WHO (2006). Repeinted with permission from the Workd Health Organ zation.




NOVOS MOTIVOS DE PREOCUPAGAQ!!!

Hepatitis E virus as an emerging zoonotic pathogen

Woo-Jung Park', Byung-Joo Park’, Hee-Seop Ahn', Joong-Bok Lee’, Seung-Yong Park’, Chang-Seon Song', Sang-Won Lee’,
Han-Sang Yoo’, In-Soo Choi'™

'Department of Infectious Diseases, College of Veterinary Medicine, Konkuk University, Seoul 05029, Korea
:Deparmrem‘ of Infectious Diseases, College of Veterinary Medicine, Seoul National University, Seoul 08826, Korea

Hepatitis E outbreaks are a serious public health concern in developing countries. The disease causes acute infections, primarily in young
adults. The mortality rate is approximately 2%; however, it can exceed 20% in pregnant women in some regions in India. The causative agent.
hepatitis E virus (HEV), has been isolated from several animal species, including pigs. HEV genotypes 3 and 4 have been isolated from both
humans and animals, and are recognized as zoonotic pathogens. Seroprevalence studies in animals and humans indirectly suggest that HEV
infections occur worldwide. The virus is primarily transmitted to humans via undercooked animal meats in developed countries. Moreover,
transfusion- and transplantation-mediated HEV infections have recently been reported. This review summarizes the general characteristies
of hepatitis E. HEV infection status in animals and humans, the zoonotic transnussion modes of HEV, and HEV vaccine development status.

Keywords: hepatitis E. hepatitis E virus, pig, transmission, zoonotic pathogen



NOVAS REALIDADES EPIDEMIOLOGICAS
PODEM FAZER DA EXCECAO A REGRA

Fusnya-Xanamon o ol BMC Anfectious Dicences (2018 1884
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Co-distribution and co-infection of
chikungunya and dengue viruses

Luit Furuya Kanamari, Shaahang Li;ll'[.]':, Gabyiel Milinovich?, Ricarda | Saans 'u".d':.]-d||'ldi."b4':',

BMC Infectious Diseases

@ Crembark

Archie T A Clements’ Wenbian HE Patdda BrasiP, Francesea D Frentin”, Rebecea Dunning® and Laith Yakab®

Abstract

Background: Chikungurya and dengue infections are spatio-temporally related. The current raview aims to
determine the geogmphic limits of chikungurya, dengue and the prindpal mosquito vecios for both viruses and

o synithesiss current enidemiclogical understanding of their co-d istribution

Methods: Thres biomedical databases PubMed, Soopus and Web of Scdence) were ssarched from their inception
untl May 2015 for studies that reported concurent detection of chikungunya and dengue virusss in the ame
natient Addmanally, data from WHO, (0T and Healthmap alerts were extmcted 1o oreate up-to-date glohal

distribution maps for both dengue and chiktungurnya

Results: Fuidence for chikungura-dengue co-infection has been found in Angaola, Gabon, India, Madagascar,
Malaysia, Myanmar, Wigeda, Saint Martin, Singapos, 5 Lanka, Tarzania, Thailand and Yemen, these constitute anly
13 out of the %8 countriesferriories where bath chiktungurya and dengue epidemiciendemic transmisson have

nesn reported

Condusions: Undersnding the Tue extent of chikungunya-dengue codniecion s hampered by current diagnosis
largely hased an their gmilar symptoms Heghtened awareness of chikungurya amaong the public and public
health practitioners in the advent of the ongoling cutbreak in the Amercas can be expected 1o improve diagnostic
rigour. Maps genemted from the newhy complled lists of the geographic distribution of both pathogens and
wertars represent the cursnt geogaphical limits of chikungunya and dengue, as well as the countries/tenritaries at
risk of futue incursion by both viruses These descibe sgions of co~end emicity inwhich lab-hased disgnosts of

susnected cases s of higher pricnmy
Keywords: Chivungurya, Dengue, Vins, Coinfsction, Review

B Dengue [ Chi W Co-int i — | Ae.aegypti Wl Ae. albopictus 771 Both

Fig. 1 legend. The global distributions of endemic/epidemic dengue (top left) and chikungunya (top right) and reports of co-infection (bottom left)

as well as the principal vectors of both arboviruses, Aedes aegypti and Aedes albopictus (bottom right)

RAPID COMMUNICATIONS

Experimental studies of susceptibility of Italian Aedes

albopictus to Zika virus
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AS DOENCAS DA POBREZA ATINGEM TAMBEM
0S PAISES DENOMINADOS DE RICOS,,.

Thiu ef al Infectiows Disaxes of Povery (2016) 5:49

DO 10.1186/500249-016-0144-7 Infectious Diseases of Poverty

COMMENTARY Open Access
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Surveillance and response systems for
elimination of tropical diseases: summary
of a thematic series in Infectious Diseases of
Poverty

¥ia Zhau', Peiling Yap™ Marcel Tanrer™, Robert Bﬁgqui'n;. Jirg Ulzinger“and Xiao-Nong Zhou™™

Abstract

The peer-reviewed joumal Infectious Disaases of Poverty provides a new platform to engage with, and disseminate in
an open 55 format, s outside traditional disciplinary boundaries, The cument plece reviews a thematic
series on survelllance-res ponse systems for elimination of tropical diseases. Owerall, 22 contributlons covering a
broad amay of diseases are featured - Le clonorchiasis, dengue, hepatitis, hurnan Immunodeficiency viusfacquined
immune deficiency syndrome [HW/AIDS), H7NG avian influenza, ymphatic filariasis, malaria, Middle East respiratory
syndrome (MERS), rables, schistosomiasis and tuberculosis (TB). There are five scoping reviews, a commentary, a
letter to the editor, an opinion plece and an editorial pertaining to the theme “Elimination of tropical disease
thiough surseillance and response”. The remaining 13 articles are original contributions mainly covering (I drug
resistance; (i inncvation and validation in the field of mathematical modelling; (1) elimination of infectious

diseases; and () social media reports on disease outbreak notifications released by national health authorities,
Analysis of the authors’ affillations reveals that sclentists from the People’s Republic of China (PR China) are
prominently represented. Possible explanations include the fact that the 2012 and 2014 intemational conferences
pertaining to sumnvelllance-res ponse mechanisms were both hosted by the National Institute of Parasitic Diseases
[NIPD) in Shanghai, coupled with PR, China's growing impartance with regard to the control of infectiow diseases.
Within 4 to 22 months of publication, three of the 22 contributions were viewed maore than 10 000 times each.
With sustained efforts focusing on relevant and strategic information towards contral and elimination of infectious
diseases, Infactious Diseases of Poverty has become a keading journal in the fiekd of sunvelllance and response
systems in infectious diseases and beyond.

Keywords: Infectiows diseases, Tropical diseases, Health systers, Survelllance and response systems, Elimination,
Peopk's Republic of China
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Bradford Hill’s criteria, emerging
zoonoses, and One Health

G.V. Asokan ®*, Vanitha Asokan®
*College of Health Sciences, University of Bahrain, P.O. Box-32038, Bahrain
B Pediatrics Department, American Mission Hospital, Manama, P.0. Box-1, Bahrain

Received 1 September 2015; accepted 19 October 2015

KEYWORDS Abstract Foonoses constitute more than 60% of infectious diseases and 75% of
Disease causation; emerging infectious diseases. Inappropriate overemphasis of specialization of d&ci-
E?:ﬁ::ﬁ;ﬂm& plines has ignored public health. Identifying the causes of disease and determining

haw exposures are related to outcomes in “emerging zoonoses™ affecting multiple
species are comsiderad to be the hallmarks of public health research and practice
that compels the adoption af “One Health”. The interactions wit hin and among pop-
ulatiors of vertebrates in the causation and tramsmissions of emerging zoonatic
diseases are inherently dynamic, interdependent, and systerms based. Disease
causality theories have moved from one or several agents causing disease in a single
species, to one nfectious agent caising disease in multiple species-emerging
monoses. ldentification of the causative pathogen components or structures, eluci-
dating the mechanisms of species specificity, and understanding the natural condi-
tions of emergence would facilitate better derivation of the causal mechanism.
Good quality evidence on causation in emerging zoonases affecting multiple species
makes a strong recommendation under the One Health approach for disease preven-
tion and control from diagnostic tests, treatment, antimicrobial resistance, preven-
tive vaccines, and evidence informed health policies. In the tenets of One Health,
alliances work best when the legitimate interests of the different partners combine
to prevent and control emerging zoonoses.

@ 2015 Ministry of Health, Saudi Arabia. Published by Elsevier Ltd. This is an open
access article under the CC BY-NC-ND license (http: / / creativecommorns.org / licenses/
byy-nc-nd/4.0/).




... REALIDADE A QUE A VELHA
EUROPA NAO ESCAPA...

PERSPECT IWVE

Deterrminmnanmnits anmnd Drivers
of Inmnfectious Disease
T hreat Events im Europe

damme . SermemEzas, Elisabaet Limvcdlggreaemn, Laszlao Balkamwyi, Lawura Espimasa, My S, Almoggwist,
FPasi Penttimen, Joa@dcim Roc kLGS

Table 2. Infectious disease threat events detected m Eurcp=, 20082013

Threat event category Diefnition and examples”

Foodbome and waterbome All types of diseases caused by the transmissicn of organisms throwgh food or water (e.g.,

drinking water. recreational water): salmonelloss, hepatitis A, Eschenchia ol infechon, nornowinus
infection. shigellosis.

Veciorbome and rodentbome All wectorbome and rodentbome diseases (epidemics or first autochthonows cases): West Mile
fever, malaria, dengue fever, Hantavirus infecton.

Other zoonoses Diseases caused by transmission of organisms throwgh contact with animals or animal
discharges: O fever, cowpox disease, psitachsis.

Waccine preventabls Main vaccine-preventable diseases that are normally part of the public health sysiem’s
vaccination programs: measles, perussis, mumps (boys), rubella (girds)

Multidrug resstance associated Emerging multsdneg-resistant infections of public health concem: camapenemase-producing
Enfercbacienaceas, Hiebsiells ppreumoniae.

Healthcare associated nfections contracted while hospitalized or transmitted through healthcare practices:
meningococcal meningitis

Injection drug use associated nfections caused by injection drug use: botulism, HIV, anthrax

Sexually transmitted Emerging sexually iransmitted diseases and increases in ncidence of senous complicabons:
meningococcal infecions.

Influenza Seasconal influenza and cther pandemic influenzas.

Arbome Respratory diseases acquired through transmission of pathogens theough ar (e.g., particles,

dropleis): for ezample, legioneliosis. Includes respratory nfections that can be tansmitted

through air or other pathways. noluding infections transmitted through asrmsols, formites, or direct
contach: Middle East respiratory syndrome coronavines

'‘Examples are purposely not exhaustive and should be considered illusirative.




... COMO NAO PODERIA DEIXAR DE SER!!I

Table 1. Determinants and drivers of infiectious disease threat events. Euwrope, 2008-2013

Drivers, by group Examples®
Globalzation and environment
Climate Temperature, huemidity, wind, rainfall. Can have an effect on exposure pathways of foodborne

and waterbome diseases or the distribution of vectorbome diseases.

Land cover, vegetation, water ways, oceans, coastiines, water resourcas, land use, habitats,
biodiversity. Can shift the distribution range and influence abundance of vectors (e.g., rodents,
masquitoes, ticks) a5 well as of host and resenvoir animals.

Urbranization, bult environment, infrastructurs, industries, intenswe agriculture. Can enable
propagation and dissemination of pathogens.

Movement of populations by automobile, train, ship, airplane. Can enable the importation of
vectors, pathagens and infected persons into Europe and their dispersion within Eunope.

Natural environment

Human-made environment

Trawel and tourism

Migraticn Immigrant, emigrant, asylum seeker, setfler. Can be wulnerable to or contribute to spread of
infectious diseases in onigin country, in fransit, or in destination country.
Global trade Impart and export of goods and services across intemational boundanes via ship, airplane, rail,

truck. Can result in the exportation or mpertation {on purpose or mvoluntarily) of host animals,
disease vectors, or pathogens.

Sociodemographic

Demographic Population composition with regards to age. income, education. Can be associated with greater
health vulnerabiliies.

Social ineguality Uneven distribution of resources in society, inchuding income, wealth, rights, privileges, social
power, education. Disadvantaged groups can suffer disproportionately from infectious diseases.

Vulnerable groups Children, premature infants, pregnant women, eldery persons, men who have sex with men,
mmunocompromised persons. Vulnerability can increase expesure and susceptibility to
infectious diseases or decrease aLoess to care and recovery.

Prevention Childhood vaccination programs, adherence to treatment regimes, appropriate prescription
practices. Distrust in prevention efforts can undermine controd efforts (e.g., childhood vaceination
programs. Meglect of prevention when traveling

Lifestyle High-risk behavior, such as intravenous drug wse or unprotected sex with multiple partners. Can
incraase exposure and infection rates.

Oceupational Healtheare workers, veterinary and animal care personnel, butchers, famers, cleaners. Lapses
in infection control practices can put healtheare workers at risk.

Temorism Intentional release or dissemination of biologic agents. Intentional contamination of drnking
water can result in community cutbreaks.

Publiz health systems

Healthcare system European healthcare structure for the delivery of health semvices, including general practitionsrs,
hospitals, chinics. Access to care, medicines, diagnostics, insurance coverage. for example, can
affect health outcomes. Healthcare systems contribute to nosocomial infections.

Animal Health Veterinary senvizes, animal health and welfare measures, intensive lvestock practices. High

animal densities can promete infectious disease transmission. Infected animals close to human

seftliements can increase the risk for zoonotic epidemics.
Agriculture, husbandry, famming, processing, handling, preparation and storage of food, man-
made water systems (e.g., cooling towers, hot and cold water systems, spa pools, humidifiers),

Food and water quality

water freatment and distribution systems. Contamination of drinking and imgation water sources

and water distribution systems can result in both localized and community outbreaks.
Contamination of foodstuff along the chain from famm to fork can result in multistate epidemics
Survedlance and reporting falure  Systematic ongoing collection, collation, analysis, and dissemination of inflectious disease data.

Lapses in surveillance can impede a rapid responss to infectious disease outbreaks. In contrast,

increased sunvellance will contribute to increased awareness and thus result in increased
reporting of cases

“Exampies are pUIpoBEy N0t Exhalsive and should De corsidered IUSIaive,

Travel and toursm
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Surveillance and reparting failure —

Matural environment
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Cecocupational
Demagraphic
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Figure 3. Cluster dendrogram from hierarchical cluster analysis
of drivers contributing to observed infectious disease threat
events (IDTEs), Europe, 2008—201 3. Individual segments
(leaves) on the lower part of the tree are more related to

each other, as indicated by distances between the branches.
Drivers below travel and tourism also occurred less often as
underiying drvers of IDTEs and tended to be more contextual in
nature. Scale bar indicates dissimilarity distance for drivers, as
measured by fregquency of pairwise co-occurrgnce in clusiters.
Similar drivers (e.qg.. that co-occurrad in outbreaks) are at a close
distance, and those that were more independent of other drivers
show higher dissimilarity.



A IMPORTANCIA DO MEIO AMBIENTE...
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Fig. 2 — ITustrating the potential for feedbacdk loops
between Pressure, State and Exposwe/Experience which is
manifest when considering relationships between
ecosystem services and determinants of human health

Fig. 1 — Ecosystem-enriched DPSEEA (eDPSEEA) — a and well-being. Feedbacks are depicted by two-directional
conceptusal framework for an integrated assessment of arrows, but it should be noted that both positive and
human and ecosystem health and ecosystem service negative feedback effects may ocour between a wide range
provision. of components of the e DPSEEA model.

Reis S, Morris D, Fleming LE, et al: Integrating health and environmental impact analysis. Public Health 2016; 129: 1383-1389



1 NQS

Rechuced fishery Redusced
procusctrethy capadty

S

Dicean acidificaticn
T I .lulm:lr-'ﬁ.lp.lr-rn: Sea-levelrize BEctremne weatber

Hoatamraes Drm#tﬁl_-—..-__ .

Figure 1- An overy lewr of thie links betwesn greenhouse gas emisskons, cllmate change and health
The causal inks are esgplalmesd in greater detall in the section about dimate dnang e and exposure To health nsis.




.. ATRAVES DE EFEITOS DIRETOS E INDIRETOS ..,

Health impasct
- "
Mental llness Unidernutrition A lengies
Cardios asoubar diseases Infectious disoxses
Injuries Respiratory disoases Podsaning

Climate change

e, —_— -
Figure - The direct and Indirect effects of cimate change on health andwellbelng

There are compilex. Interactions between Both cawses and effects. Eoological processss, such as Impacts on Hodlversity and changes Indisease wactors, and socksl
dynamics can amplify these rfsks. Socal responses also ameliorate some rsks through adaptive actlons
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FIGURA = . AMNOS POTENCILAIS DE VIDA PERDIDOS POR CAUSAS DE MORTE SELECIOMNADAS, EM PORTUGAL (2013)
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O CASO PORTUGUES INSERIDO
O CONTEXTO EUROPEU

Map 1: New HIV diagnoses per 100 coo population, 2014 Figure 1.6: Percentage of new HIV diagnoses among migrants out of all reported cases with known Information on
reglon of origin, by country of report, EU/EEA, 2014 (n=25 525)
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05 ENORMES IMPACTOS DA TARVC SOBRE A

MORTA

FIGURE 1. Evolution of the Treatment of HIV Infection: 1980s to Present
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. ESOBRE A SOBREVIDA DOS DOENTES

Survival trends in HIV infection have
changed since the adoption of

Ty o —

UPTO THE CHALLENGE
OF LONG-TERM TREATMENT SUCCES S
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Cumulative survival curve for HIV-infected persons (non-HCV co-infected)
and persons from the general population.
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n=383 8662 (HIV-infected patients, n=3,990;
General population controls, n=379,872)

Adapted from Lohze N, et al. Ann Int Med. 2007;146:87-95.



International AIDS Society—USA

Perspective

Topics in HIWV Medicine

Cost-Effectiveness of HIV Interventions: From Cohort
Studies and Clinical Trials to Policy

Table 1. Per-Parsan Survival Benefit in AIDS Patients by Treatment Era

180+
- No. of Patients . F
Years Intervention Psgrf:‘zio(r:n?nr;']:?l Diagnosed and J:;::L;u(ng:i) 'E 1404
Entering Care ¥ E 1204
—
1989- . w
1907 PCP prophylaxis 31 158,370 40,912 i 100
1983-  PCP prophylaxis + T a0
1905 MAC prophylaxis 4.4 226,458 460,465 _:E.
jogg.  PCP prophylaxis + 7 604
1097 MAC prophylaxis + 93.7 72,716 Ce7, 788 £
ARTEra 1 g 40-
1998 PCP prophylaxis + L 704
1999- MAC prophylaxis + 1326 52,702 £82,350 &
ART Era 2 0
2000- PCP prophylaxis +
2002 MAC prophylaxis + 1388 71,846 832,179
ART Era 3
PCP prophylaxis +
2003 MAC prophylaxis + 158.5 24,780 330,189
ART Era 4
Total 2,813,892

_l'_hernutherapy Adjuvant

MNon-small-cell | Node-positive

lung cancer

State-of-the-art| Bone marrow | Opportunistic | Antiretroviral
Infaction therapy

chemotherapy pnst-rgfvocardlal transplantation
farctl prophylaxis

In on Care

Coronary
artery disease

Relapsed non-
Hodgkin
lymphoma

breast cancer

Treatments and Disordars

ART indicates antiretroviral therapy; Eras 1-4, periods characterized by improvements in anti- FIgUre 1. Per-person survival gains with treatment in patients with AIDS compared with gains
retroviral therapy over time; MAC, Mycobacterium avium complex; PCP, Preumocystis jirovec associated with interventions for other common diseases in the United States. Adapted from
prieumonia. Adapted from Walensky et al, J Infect Dis, 2006.

Walensky et al, J infect Dis, 2006.
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... PREMISSA QUE TAMBEM JA FOI
DEMONSTRADA EM PORTUGAL!!

DIRECT TREATMENT COSTS OF HIV/AIDS IN PORTUGAL

Julian Perelman®?, Joana Alves!, Ana Claudia Miranda®, Céu Mateus™?, Kamal Mansinho®?,
Francisco Antunes®, Joaquim Oliveira®, José Pocas®, Manuela Doroana®, Rui Marques’, Eugénio

Tedfilo®, Jodo Pereira™?

12000 +

10000 F;-]’

Mean Cost (€)

v v
ART drugs In-patient care HIV visits Othervis®s Otherdrugs Exams 1-daycare
Costs decomposition

|>500 celis/mi = 201-500 cels/ml m S$1-200 cells/ml | <=50 celis/mi



0 CASO DOS EUA ...

OPEN (3 ACCESS Freely available online PLOS mepicive

HIV Treatment as Prevention: The Utility and Limitations
of Ecological Observation

M. Kumi Smith', Kimberly A. Powers™2, Kathryn E. Muessig?, William C. Miller™?, Myron S. Cohen'®3*

1 Department of Epidemiology, University of Narth Caralina, Chape! Hill North Carolina, United States of America, 2 Department of Medicine, University of North Carolina,
Chapel Hil, North Carolina, United States of America, 3 of Miarobis and University of North Carolina, Chapel Hill, Morth Carolina, United
States of Ameria

20.0 - 45.0% do not achieve viral suppression

33.3 - 48.0% do not receive treatment

0% snhotoked oces

zo.o-m.meqemmdmmw

Figure 1. Estimated numbers of HIV-infected individuals in the US retained (and corresponding percentages lost) at various stages
of the test, link, and treat cascade. This figure is based on data from [61,62].
doi:10.1371/journal.pmed.1001260.g001
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RECOMENDACOES TERAPEUTICAS
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ESTARLISHED IN 1812 AUGUST 27, 2015 VOL. 373 NO. 9

e NEW ENGLAND
JOURNAL of MEDICINE

ESTAELISHED IN 1812 NOVEMBER 30, 2006 V0oL, 355 HNO. 22

Initiation of Antiretroviral Therapy in Early Asymptomatic
HIV Infection

The INSIGHT START Study Group*

BILL¢MELINDA -
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CD4+ Count-Guided Interruption of Antiretroviral Treatment

The Strategies for Management of Antiretroviral Therapy (SMART) Study Group*

OPEN a ACCESS Freely available online PL‘]S MEDICINE
Health benefits, costs, and cost-effectiveness of earlier

_ eligibility for adult antiretroviral therapy and expanded

treatment coverage: a combined analysis

HIV Treatment as Prevention: Models, Data, and of 12 mathematical models
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A IMPORTANCIA DA IMPLEMENTACAO
DE UMA ESTRATEGIA COMBINADA
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An ambitious treatment target E
to help end the AIDS epidemic
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AS DIFERENCAS ENTRE AS INTENCOES E A REALIDADE

Global Estimates (2014-15) vs the Gap

to reach 90-90-90 Targets
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Estimated millions of people eligible for ARV in LMIC in 2012

CcD4 = 350 CD4 = 500
Recommended -
Since 2010 "Test and treat
Scenarios of ARV eligibility -
ART regardless of CD4
count for:

= Serodiscordant couples
*» Pregnant women
= Children = 5 years

Seource: WHC 2014
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RESOURCE NEEDS FOR THE 90-90-90 TREATMENT TARGET, 2016-2030 (DRUGS, SERVICE DELIVERY,
TESTING AND COUNSELLING, COMMUNITY MOBILIZATION AND PRE-ART COSTS)
20
18
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12
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2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Sourca: UMAIDS Global Price Tag Estimates, September 2004, Unpublished results.



0S OBJETIVOS E 0S IMPACTOS

IMPACT OF THE 90-90-90 TARGET ON HIV INFECTIONS AND AIDS-RELATED DEATHS, 2016-2030
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A PARTICIPACAO NA REDE DE VIGILANCIA DE DOENCAS
TRANSMISS *
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Figura 14: Arvare filogenética maxima parciménia baseada em sequéncias parciais da profeina nao estrutural NS5 abtida
recorrendo ao software Molecular Evolutionary Genstics Analysis (MEGA), versao 6. Os valores de bootstrap
superiores a B0 530 apresentados na Arvore, Os flavivirus especificos de Insetos estéo representados a azuis
o 08 flavivirus patogénicos para o Homem identificados no INSA (no &mbito do diagnéstico laboratorial) estdo
representados a vermelnos. Todas as sequéncias apresentam a identificaéo do virus, pals ou regido de origem

() . ol g i ano de dstegao: AeeaFV, Flavivirus detetados em Aedes aegypti; CxthFV, Flavivirus detetados em Culex tr_J ailert;

CxunFV, Flavivirus detetados em Culex univitattus; OccaFV; Flavivirus detetados em Ochlerotatus caspius; WNV,

virus Weast Nila; DENV1, virus Dangua serotipo 1; DENV2, virus Dengue serotipo 2; DENVA, virus Dengue serotipo 4.



.+ PREVENDO A POSSIBILIDADE DA EMERGENCIA DE AGENTES INFECIOSOS
PARA 0S QUAIS FORAMIDENTIFICADOS VETORES COMPETENTES::

Quuadro 2 — Agentes stioldgicos transmitidos por ixodideos presentes ou em risco de emergir em FPortugal

Agente patogénico

Anaplasma
phagocytoophilunm

Virus da Febre Hemorragica
Crimeia-Congo

Virus TBE

Doenga

Anaplasmoseae humana

Encefalite

Espacie de ixaodideo

Imodes ricinus, I wventalloi

Hyalomma marginatum, Haemaphysalis punctata,
Imodes ricinus, Dermacenfor spp., Rhipicephalus spp.

Imodes ricinus, Haemaphysalis punctata

* LAR - Lymphangifis-associafed rickettsiosis; ITIBOLA - Tick-borne Iymphadsnopathy



LLL Q VIC = I\ LS\ 1ED < VADVU. 1118

CASD CLINICO/ CLINICAL CASE

em Portugal

M.J.Alves' /J.M.D. Pogas?/T. Luz*
F Amaro'/ L.Zé-é" / H. Os6rio*

! Centro de Estudos de Vectores ¢ Doengas
Infecciosas r. Francsco Camboumac | Inttuto
Naciona! de Saide Dr. Ricardo Jorge

 Centro Hospitalar de Setibal, Hospital
. Bernardo EPE

Comespondéncia:

M) Alves

CEVDVINGA A Liberdade, 5

2065575 guas de Moz

Teefones: 265 912 222 - 265933 230
Fax. 265912 155

e-mai mjoan alves@insaminsaude pt

Infecgo porvirus
West Nile (Flavivirus] (Flavivirus) infection

Consideragdes acerca de um Considerations about a
caso clinico de sindrome febril clinical case with febrile RARID RISK Ao SMENT
com exantema syndrome and rash

West Nile virus

in Portugal

Update on autochthonous dengue cases
in Madeira, Portugal
20 November 2012

/ Resumo
> . . o &4 ; Figure 1. Distribution of probable and confirmed dengue cases, by date of re rti
0 virus West Nile (WN) é um flavivirus transmitido por masiquitos e agente 11 November 2012, Madeira (n=1357) » by porting, 26 September—

eioldgico de febre e de doenga neuroinvasiva. Ovirus WN mantém-se nanatureza
em ciclos enzoticos que envolvem mosquitos omitafiicos, como vectores
primérios, & algumas espécies de aves como reservatdrio primério.

Asua presenca em Portugal é conhecida, surgindo esporadicamente alguns casos oo
deinfecgo em equinos & humanos. Em 2010 foiidentificado um caso humano nia
regido sulde Portugal, tendo sido o inio caso humano detectado e toda a época

Introduction
o of new surveillance system

w
-]

de actividade de mosquitos nesse ano.

Neste casoa paciente apresentava quadro febril com hiperpirexia muitoregular,
porvezes com calafrios e icos de febre superiores a 39°C, cefaleas, mialgias,
adinamia  astenia acentuada, adenomegalias volumosas e dolorosas na regido 20
cervical, assim como exantema eritematoso difuso com maior expressao no
tronco. Os exames laboratoriais identificaram seroconversao de anticorpos g
contra o virus West Nile.
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A RESPONSABILIDADE DE ESTARMOS INSERIDOS NO SISTEMA
NACIONAL DE VIGILANCIA DE VIRUS RESPIRATORIOS

el Boletim de Vigilancia o | | Vigilancia laboratorial

Dautor Ricando Jorge

Epidemioldgica da Gripe o ‘ , ‘ -
Diagnostico do virus da gripe e outros virus respiratorios
HOSPITAIS | REDE PORTUGLESA DE LABORATORIOS PARA O DIAGNOSTICO DA GRIPE

PORTUGAL Epoca 2015/2016 Semana 18] 02 - 08 maio 2016
Diagnostico do virus da gripe
NOVA SERIE
A Rede Portuguesa de Laberatarios para o Diagnostico da Gripe conta na época de 20152016 com a partici-
pagdo de 16 laboratdrios, localizados em hospitais do continente e regies autdnomas da Madeira & dos
Agores, assegurando a detecido e caraterizacao dos wirus da gripe e outros virus respiratorios que podem
Atividade gripal espora’dica estar associados a casos de infegio respiratoria grave.
SO 2 Desde o inicio da época 20152016, os laboratorios da Rede notificaram £.748 casos de 3G, dos quais 1.244
Tendéncia estavel foram positives para o virus da gripe [914 virus A[H1)pdm02, 177 virus do tipo B, 21 virus A(H3) e 125 virus
TR A, . 7! ~ Z do tipo A nd btipadas]. Nas ulti foram detetad doritar te virus d ipe do tipo B.
1 vigilancia dinica « A taxa de incidéncia de sindroma gripal (SG) foi de 3,4 por 100.000 habitan- R na:: su_ |pa_ os]. Nas dltimjas semanas I A0S MABTIATAMENTE Vi 'agr1|_ae _D. pe -
= P, Foram também identificados ocutros agentes respiratérios em 1.857 casos de 3G sendo o virus sincicial respi-
Taxa de incidéndia de 56 & ratdrio [R5V) o detetado com maior frequéncia. Mas ditimas semanas verificou-se uma tendéncia decrescen-
2 vigilncia laboratorial . Na semana 18/2016 foram identificados 14 de gripe pela Rede P te no ndmero de virus respiratdrios identificades.
Diagndstico do virus da gripe e guesa de Laboratorios para o Diagndstico da Gripe. Os virus da gripe deteta-
OUtros virus respiratorios dos s3o predominantemente do tipo B. 10
Caraterizag3o do virus da gripe .OSWﬁgnpeAucula'nt‘essor‘\asm maioria semelhantes 3os virus con- - -
templados na vacina antigripal da época 2015/2016. | opigaaatanand l -
- 5 S z E e
3 severidade = Nao foi admitido nenhum novo caso de gripe nas 20 UCI que reportaram i - s -
nternamentos por gripe em UC informacdo. H A ekl R I
te s por gripe C = g
. § At -
4 Impacte « Mortalidade observada por todas as causas com valores de acordo com o g - III
Mortalidade por todas as causas esperado. ] |
=
5 Monitorizagio da temperatura « 0 valor médio da temperatura minima do ar, na semana de 2 a 8 de maio de g -
ambiente, taxa de incidéncia de 2016 foi de 8.1°C (valor proximo do normal). A & =
SG e mortalidade %%%%%%%%%%%%%%%%5355§5§§§§§§§ H
TREL T FR§ITIIIFLsTRaAE TR RERET g d
6 Situagao internacional « Na semana 17/2016 a maioria dos paises referiu atividade gripal esporadica Sermanas

com tendéncia decrescente. Predominio do virus do tipo B. . . . . ) .
Figura 8 — Distribuig3o semanal de casos positivos para o virus da gripe detetados na época 2015/2016.
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temara
Nacional de Sadde Doator e mal Figura 3 — Distribuicdo semanal de casos positivos para outros agentes respiratorios (AR) detetados na época
2015/2016.
(E:Ie‘.r"_i cia Epidemicldgica da Gripe Epoca 2015/2016  Semana 19 | 09 - 15 maio 2016 B
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A EXTREMA IMPORTANCIA DE ESTARMOS
INTEGRADOS EM PROJETOS EUROPEUS
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Early influenza vaccine effectiveness results 2015-16:

I-MOVE multicentre case-control study
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ESTUDO DA EFETIVIDADE

DA VACINA ANTIGRIPAL

CEMTRO
[ T AL A
DE A

O Projeto EVA Hospital 2015-2016

™No dambito do projeto IMOWE+ ., esta a ser implemen-—
tado o estudo ““Hospiral-based resr negarive case cor-
ol srudies ro measure seasornal influenza vaccine
effecriveness against influenza laborarory cornfirmed
SARF hospiralisarion among rthe elderily across the
Europaearn Urmriornn and European Economic _Area
Adem ber Stares ™, cujo objetivo € estimar a efetrvidade
da wvacina antigrmpal na prevencio de casos de gripe
sewveros na populagcio com 65 e mals anos._

Participam neste estudo 11 paises (Figura 3)., consti-—
tuindo uma rede de 23 hospitais.

i

i

" Centro Hospitalar de Setabal
Hospital de Sio Bermnardo
Hosgpital O tnpéd o Sant’lago do Cutiao

I-M®\/ E -+

Portugal, participa pela prmmeira vez nesta rede hos-
pitalar, contando com a colaboragio do Centro Hos-
pitalar Lisboa Central (CHILA«C) e Hospital Sao Ber-
nardo (Centro Hospitalar de Setibal), na implementa-—
cio de um protocolo comum com um desenho do tipo
caso-—controlo teste megativo, selecionando casos gra-—
wves de grmpe (Severe _Adcufe Respirarory Infectiorn—
SART).

MNesta época 2015-2016, a fase de selegio de doentes
com SARIT iniciou-se na semana S1/2015 em CHILC e
na semana 172016 em CHS._



MICROOGANISMOS “ALERTA” E “PROBLEMA”; A PARTICIPACAOQ
NA REDE DE VIGILANCIA DA DGS E DO ECDC

ENTEROBACTERIACEAE
— RESISTENTES AOS CARBAPENEMES

ENTEROCOCCUS

- RESISTENTE A VANCOMICINA (VRE)
NEISSERIA GONORRHOEAE

- STAPHYLOCOCCUS AUREUS

METHICILLIN-RESISTANT (MRSA) ST Lk
SHIGELLA

STREPTOCOCCUS PNEUMONIAE CAMPYLOBACTER ENTEROBACTERIACEAE
— PRODUTORAS DE B-LACTAMASES

Centro Hospitalar de Setibal
Hospital de Sdo Bernardo
Hospital Ortopédico Sant'lago do Outdo



ANALISE DO CONSUMO DE ANTIBIOTICOS

Familias Antibidticos 2011-2015

350,00
300,00
B Aminoglicosideos
250,00 -I_ ® Beta-lact@micos
m Carbapenemes
200,00 m Cefalosporinas
m Cloranfenicol E Tetraciclinas
150,00 = Macrolidos
QOutros Anfibacterianos
Penicilinas
100,00
Quinclonas
Sulfonamidas E Suas Associacoes
50,00
0,00 -|7
2011 2012 2013 2014 2015
Centro Hospitalar de Setibal « Acréscimo de 2% no total de Antibidticos consumidos de 2014 para 2015;

Hospital de Sdo Bernardo

Hospital Ortopédico Sant'lago do Outio * 4 grandes familas: Beta-lacta@micos, Cefalosporinas, Penicilinas e

Quinolonas;
GCLCIPRA 2016



ELABORANDO E DIVULGANDO PERIODICAMENTE A

CARTA MICROBIOLOGICA DO CHS

» Hospitalar de Setubal, EF Bactérias Gram - Bactérias Gram +
5 o Coord or Local de Co olo d 3 o ¥ 9
2 rcto denesstnciscos AT II-METARINEAFPAE ME L MR T
PR LR
Perfil de sensibilidade (%) das '?l . §. § E E % § 3§ § e %" E u% . & g
principais bactérias isoladas em 2015 Sk
N2 amostras 1315 266 178 252 4 25 9 555 197 21 21
Oxaclina ‘ ’ b -
Ampicilina 12 B8 00 ’ 0O
AmoxicilinalAc.Clavulanico 81 | 69 : 0C
Cefotaxima 8 72 g 0(C DO
R-lactdmicos e Tl 70 I | 5 IE -
PiperaciinalTazobactam : 72 99 78 75 '
Imipenem; Meropenem 0( 98 00 78 75 50 D( 00 4 DO
Centamicina : 80 38 {: 75 54 0C
Aminoglicosidos | Gentamicina_HC | 72 | 65
Amikacina ; UC 80
Quinolonas Ciorofloxacina 72 | 70 66 69 75 0 DO : 82 : DO
Macrélidos Eritromicina | 74
Glicopéptidos Vancomicina 0O DO 00
Sulfamidas | Cotrimorazol 65 | 73 | 65 Rl 100 08 85




CARACTERIZACAO DA CASUISTICA DE AMBULATORIO DO SDI:
TOTAL DE DOENTES: 5676 (+ 446) EM JANEIRO 2016

HI Hepatites viricas (Mono-
Total- 2753 (+ 156) infetados)
Ativos: 1216 (+ 156) Total: 992 (+64)
ADMITIDOS DE NOVO: 65 Ativos: 521
(-4) ADMITIDOS DE NOVO: 98
HIV1: 1143 (+ 207) _
Presos: 26
HIV2: 23 (+ 3) _
Presos: 50 (=) Falecidos: 156
Falecidos Total: 735 (+17) Em 2015: 1
Em 2015: 17 Nao ativos: 310

Refratarios: 667 (+82)
Transferidos: 135 (-7)

Transferidos: 5



DUAS REALIDADES MUITO DISTINTAS...
MAS COM ALGUNS PONTOS EM COMUM...

HIV

Cenario Presente
Refratarios: 35,4%
Doentes em TARc: 920
% de D.em TT

75,6% (D. Ativos)

48,9% (D. Existentes)
% de D.c/ CV<20

80% (D. sob TARc)

60% (D. Ativos)

39,1% (D. Existentes)

Cenario “Real”

Total de Infetados: 3500 (+
750)

% de D.em TT: 26,3%
% de D.c/ CV <20:21%

Hepatites (Mono-infegao)
Refratarios: 37,3%
Exercicio Teérico

95% ¢/ HCV= 800 Doentes
25%: Ac. HCV + ¢/ PCV -
25% ja anteriormente Tratados
120 c/ DAA

Admite-se existirem presentemente:
280 Doentes ainda para tratar

Se a prevaléncia e o n° p/
diagnosticar for idéntica ao HIV: +
300 Doentes
Se 25% tiverem Ac + e CV -
Ficam: 225 Doentes

Total p/ Tratar: 405 doentes(?)



OS RESULTADOS DE DUAS
IMPORTANTES INICIATIVAS

Consulta do Viajante Projeto da Unidade
Dos 48 que aceitaram Movel do GAT
fazer o teste rapido p/ Doentes referenciados
HIV em 2015-2016: 25
1 Positivo (2%) Mantém-se em seguimento:
11

HIV positivos: 3
HCV positivos: 9
Altas e Transferéncias: 3
Abandonaram: 11 (44%)
HIV: 1
HCV: 10



~

PERMANENCIA E ADEQUADAMENTE A NOSSA ATUACAO

A NECESSIDADE DE MONITORIZARMOS EM

Doentes em ART com CV suprimidas

CV<20
== CV<200

100,0

95,0

90,0

85,0

80,0 —

X 750 ——

70,0 —=

65,0

60,0

55,0



RESULTADOS DA NOSSA EXPERIENCIANO
TRATAMENTO DA HEPATITE C C/ 0S NOVOS FARMACOS

RESPOSTA VIROLOGICA SUSTENDADA @;Hour

m Doentes com RVS = Doentes sem RVS = Aguardam avaliag3o analitica




Evolucao de Custos

s 70,00 € -
10
=
E 59,96 € 59,62 €
60,00€ | 27,49€ Shiohe 56,61 €
50,00 € -
44,64 €
41,54 €
40,00 € -
20,00€ - 17,10€  17,33€  1637¢ 15.86€  16,25€
14,93 € 1445€  1341¢ 13,75€ ’
9,33 € 9,57 € 9,41 € 9,33 € 827 € 8,66 € 8,85 €
10,00€ - i
812 € 7,79 €
0,00 € | | | | | | | | | |
2008 2009 2010 2011 2012 2013 2014 2015 E 2016
-—Farmacia ——Material Consumo Clinico —-FSE ——Recursos Humanos






TER EM CONSIDERACAO AS NOVAS
REALIDADES EPIDEMIOLOGICAS ...

World Health
Organization

COMMUNITIES m-mmEumpe

Health planning for large public events

Healthy, Resilient, and Sustainable

Rio Olympics could spark 'full blown
global health disaster', say Harvard
scientists

L Mk warning s latest in string of troubles for 2016 Games hosts



... TAIS COMO OS EVENTOS
METEOROLOGICOS EXTREMOS...

—

g
ATTRIBUTION OF -;f%
Extreme Weather Events
IN THE CONTEXT OF Tééz
E m
S e
. blimate Ghange

o § %

LA HIGH
Understanding of effect of climate change on event type

FIGURE S.4 Schematic depiction of this report’s assessment of the state of attribution science
for different event types. The horizontal position of each event type reflects an assessment of the
level of understanding of the effect of climate change on the event type. and corresponds to the
right-most colunm of Table 5.1. The vertical position of each event type indicates an assessment
of scientific confidence in current capabilities for attribution of specific events to anthropogenic
climate change for that event type. and draws upon all three columns of Table 5.1. A position
below the 1:1 line indicates an assessment that there is potential for improvement in attribution
capability through technical progress alone (such as improved modeling, or the recovery of
additional historical data), which would move the symbol upward. A position above the 1:1 line
is not possible because this would indicate confident attribution in the absence of adequate

The Nationa es of vnderstanding. In all cases. there is potential to increase event attribution confidence by
SCIENCES « ENGINEERING + MEDICINE overcoming remaining challenges that limit the current level of understanding. See Box 4.1 for
more detail.




... E TAMBEM O BIOTERRORISMO, 0S GRANDES
MOVIMENTOS MIGRATORIOS E AS VIAGENS AEREAS!!!

FIGURE A6-2 The global aviation network. Lines show direct links between airports, and the colour
indicates passenger capacity in people per day (thousands [red]; hundreds [yellow]: tens [blue]). Routes
- linking regions at similar latitudes (in the northern or southern hemisphere) represent pathways that

— = . . = Das ——— pathogens can move along to reach novel regions. Notably., air traffic to most places in Africa, regions of
South America, and parts of central Asia is low. If travel increases in these regions, additional

A D E c An E o F B . o n E FE “ c E introductions of vector-borne pathogens are probable.

SOURCE: Adapted from Hufnagal et al., 2004.

/=

IMMIGRATION ROUTES INTO THE EU : Acta | — Forocasts —
1,600
BY LAND AND SEA  ——
Tap 3 ! 1,400
W03t migrants anter tha EL through intamational 1600 g _‘:;‘::rm:, 1bn
Somele 2 T
p Alghanistar 200 1,200 Middle East
W Africa
1,000 Hr .
g Asla and the Pacific [903 mn
Number 70 3 nationslities E ™ Americas 8
ofilegel  Abanio 8,400 800
barder FYROM 40 Europe 536 mn| —
cromsiege  Yosove 30 y \
3 600 \
. EASTERN MEDITERRANEAN ROUTE
400
: yis. 7130 200 I
0
1950 1960 1970 1980 1990 1995 2000 2007 2010 2020

lperia g
Not coecified 1.410 10’
Movrocco 605

FIGURE WO-4 International tourist arrivals by region (in millions), 1950-2020.
SOURCE: Reprinted with permission from the UNWTO (2008).
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TRATA-SE EFETIVAMENTE DE UMA QUESTAO DE SEGURANCA!!!

"2 ) THE WHITE HOUSE

X IN FOCUS Home > News & Policies > Policies

Afghanistan
Africa

Budget Management
Defense

Economy

Education

Energy

Environment

Global Diplomacy
Health Care
Homeland Security
Immigration
International Trade
iraq

Judicial Nominations
Middle East

National Security
Veterans

more issues (&

News

Current News.
Press Briefings
Proclamations

Executive Orders

Radio

Setting the Record Straight

more news (5

Interact

Ask the White House
White House Interactive

President George W. Bush
Your Government Rose Garden Wednesda

AB

Environmental Health & Safety

PRESIDENT | VICE PRESIDENT | FIRST LADY | MRS. CHENEY | NEWS

IN FOCUS

SPEECHES & NEWS RELEASES

ush Signs Project Bioshield

ASK THE WHITE HOUSE

signs S.15-Project Bioshield Act of 2004, in the
July 21, 2004.

Public Policy

(M Global health security: the wider lessons from the west

African Ebola virus disease epidemic

Do L Heymann, Lincain Chen, Ketro Takerm, Dawd PF ider, forden 'W Tappern, sathasy Thomas ThomasS Kempon, Thomas  Friedey
Derett Yach Sanin M T, A Koieche, Plarol Oflarg Peleriorksy, Efs Tomeste; Lowrence O Goslin, Momgareh Ndomaonds Sigonsio,
Donke’ Cor pent &7, Smon Bushion, Lok L Mywhite, Bhimsen Do otn, Khatis Koss, fod Yates, foar 5 Dhivos, R PRosnan-£ka

The Bhola virus disease outhreak in West Africa was unprecedented in both its scale and impact. Ot of this heman
calamity has come renewed attention o global health seourit—its definition. meaning, and the practical implications
fior programmes and palicy. For eample. brs does 3 government begin to strengthen its core public bealth capacities,
3= demanded by the International Health Regulations® What counts as a global health semarity macem? In the conte
of the governamce of global health. including WHO reform, it =ill be imporiant 1o distil lessons leamed from the
Ebola outhreak. The Lancst imviled a group of respecied global bealth practiboners 1o refledt on these lessoms, 1o
explore the idea of global health security. and 1o offer suggestions for nest steps. Their coniributions describe some of
the miajor threats (o individual and collective human bealth, as well as the values and recommendabions that shouwdd
be considered bo coumteract such threats in the future. Many different perspedtives are proposed. Their commeen goal
is a more sustaimahle and resilient sodety for haman bealth and wellbeing.



A NECESSIDADE DE UMA PERMANENTE E RAPIDA
VIGILANCIA ATRAVES DE MEIOS EFICAZES...

THE INFLUENCE OF GLOBAL
ENVIRONMENTAL CHANGE ON
INFECTIOUS DISEASE DYNAMICS

— AR Analysis

® Eary = a mSar— v a -
BN \Ator = \ AN A =

o VWarning  ad

C 2} ; — —/ ’/ 3
Disease alerts
Trends and analysis
Forecasting Coordinated response contribution
Risk assessment

Risk mitigation guidelines
=
O @

Preparedness plan updates
Rapid intervention support

FIGURE 5-1 Global Early Warning and Response System (GLEWS) for Major Animal
Diseases. including Zoonoses.
SOURCE: OIE (2009).

INTERNATIONAL SPREAD?

EMERGING?

* Has international spread been proven on 3 or more occasions? OR (A newly recognised pathogen or

+ Are more than 2 countries with populations of susceptible animals free known pathogen behaving differently)
of the disease or facing impending freedom (based on Code provisions, = Is there apparent zoonotic properties

especially Appendix 3.8.1)? OR or rapid spread?

+ Do OIE annual reports indicate that at least 3 countries with susceptible
populations are reporting absence of the disease?

e e _ Evidence of increased human-to-human
Mew virus causes human cases Tronerniesion

_

FIGURE W-3 W
= o April

THO phascs of pandemic alen at the time of the HIN1 pandemic
8. 2007,

ZOONOTIC POTENTIAL?
* Has transmission to humans been proven? (with
the exception of artificial circumstances) AND SIGNIFICANT SPREAD IN NAIVE
POPULATIONS?
+ Is human infection associated with severe
consequences? (death or prolonged iliness) = Does the disease exhibit significant mortality at
the level of a country or zone? OR

NEWLY EMERGING INFECTIOUS DISEASES
@ RE-EMERGING INFECTIOUS DISEASES

= Does the disease exhibit signific ant morbidity at
the level of a country or zone?

ves
EXCLUDE INCLUDE EXCLUDE
INSTITUTE OF MEDICINE WORKSHOP SUMMARY

INCLUDE
FIGURE 5-3 OIE’s disease notification criteria,
SOURCE: OIE (2008)




. —
N —
. —

.+ E DE SABER UNIR ESFORCO

 One Health

InEerative

World
] Organisation
for Animal

Rift Valley Health A

r - Usum Alkhumra
. _ World Health Organization =i
Ch!kungun *‘ e . =
Q West Nile ’* *_,‘ Avian flu Human Domain

One Health:
A New Professional Imperative

“ SARS Human Health Issues
| Fbola Reston ‘ ) Behavior, Al.llludas_ F'rsflarancas_ Culture
Nombre ( ), el 03 Kyasanur { T e R g

'.‘

VEE * Forest

r\f -
g pah ’ -
Guanarito & y ; . Dlsease

: poc]
Mayaro " Q Chandipura \ @n-Enwronmenf Inl‘erm H!;Tmf;"::';g'm":{ Interface:

[ “Built Environment™ Animals as Food, Husban oy Practices |

Oropouche ”;” § Barmah Fores e o | ““"“'“L‘t:nfif-:xzﬁéﬁmﬁa““% '\ AR
Mon-animal Farming Practices
Machupo f Chikungunya River \\ (Grop Ghoice, IrrgigiaicT_Ji/V i '

Disease

H —

Andes Marburg O'nyong nyong endra ‘ Emergence 1
Rodent-borme Other (induding bats) / \

Re-emergence
Environmental Domain I Animal Domain

Persistence
Long-term Climatic Change MNon-human Animal Health |ssues
Global Weather Influences (ENS O) Behavior, Geographic Range,
Local/Regional Weather Patie ms Biod ve msity Loss, Predator-prey
Altitude, Temperature, Humidity — Balance, Hakitat and Feeding

Soil and Vegetation Type Praferences or Requirements
Animal-Environment Interface:
Expansion/Loss of Range
Inwasive Species |
Enviranmental Effect on Immunity
Eﬁa:' of Environme ntal Conditions on W

snd Flsprcdul::llm (especially vectors)

One Health FIGURE 3.1 Overview of the drives-pathogen interactions that concribute o the emergence of infectious zoonatic diseases.
srid Fasath Through Collabarstion SOURCE: Treadwell (2008).




PORQUE ESTAMOS (AINDA) DESPROVIDOS DA ARMA
MAIS EFICAZ DE PREVENCAO NA MAIORIA DOS CASOS

Movel species: 87
Phase Approved | Approved pec
1 exUs Us
|

Dengue

Japanese enc Bactoria, 13%
West Nile T
Chikungunya [

Yellow fever

Ross River |
VEE

Rift Valley |

TBE
Zika
Sindbis

Helminths, 196 -

Prions, 1%
0.3 y ; . ] ; : : : : :
FIGURE W0-22 Vaccines agamst vector-borme diseases with potential for imfroduction and spread mto FIGURE 2.9 Patterns of pathogen discovery. Percentage of novel pathogen species

the Unifed States. by type.
SOURCE: As presented by Thomas Monath on September 17, 2014. SOURCE: Adapted from data by Woolhouse and Gaunt (2007).



E NECESSARIO FAZER POIS UM GRANDE ESFORCO PARA A
EDUCACAO CiVICA DOS PROFISSIONAIS E DOS CIDADAOS...

A FRAMEWORK FOR

CIVIC EXPRESSION R -
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. ,
o y -
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s — Limiting —e Prescription I?'Annbiotlc Resistance
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AS AJUDAS QUE NECESSITAMOS...

SUPPLEMENT ARTICLE

Use of Electronic Health Records and Clinical
Decision Support Systems for Antimicrobial
Stewardship

Girazme N. Forrest! Triver C. Van Schoonaveld ! Raving Kullar? Lucas T Schulz! Phu Dusng® and Michae! Postelnick®

Whesion of Inficsios Damses, Rrdind Semars &%irs Matial Cmar, Fordnd, Orapen; Lriver sty of Nebrdn Madial Cona, O, Skl
Ml &%, DubisPrammonSils, Ledngim, Masshus s, ﬂﬁm:‘!\lu"ﬂ'i'lmin ol and Cinies, Madson, anid Nortwiesm Mzl
Mo, Chicaga, llinas

Electromic health records (EHBs ) and clinical decision suppor systens (C1554) have the potential o enhance an-
timicrobial stewanlship. Numerous FHRs and C55 ane available and have the poiential o enable all clinicians
and antimicrobial steawanbship programs (ASFs) to more elficiently review phamacy, micmbiology, and inical
data, Literature evaluating the impact of EHRS amd LS55 on patient outcomes is lacking, although EHEs with
inibegrated CL%58 have demonstrated imprvements in dinical and economic sutcomes, Buth techmlogies can be
wsed 10 enhance evisting ASPs and their implementation of core ASP strategies. Resolution of ad minid rative,
lepal, annd technical daues will enhance the acceplan and impact of these sstems. FHR syens will increase
in value when man ufacturers inchube integrated ASP tools and CD8% thal do nol require extensive commitment
ol information technoligy resurces. Further research is nesded to determine the true impat of arrent systems
o ASE and the wltimale goal of improved patient o tames throwgh optimical antimicnbial use,

Keywonls.  antimicrobial devardship; ditical decion supporl snten; dectronic hedth reconl

Table 2. Clinical Decision Support Systems and Patient Outcomes

Refaranca
Murmar Study Dasign Software Setting Results MNotes
15 Pre~Paost TheraDoc ICU Significant declines in antibiotic susceptiblity  No differances in mortality
mismatches, duration of excess dug betwaan groups
doses, and orders for antibiotics to which
the patient was allergic (P= 01). Also had a
70% reduction in ADE (P=.018).
1o Prospactive ThaaDoc Inpatiant 22.8% dacline in antibiotic use, a 70 par-  Time perod evaluated was
patient decrease in antiviotc costs, a from 1988 to 1984
dacling in antibiotic adverse events, and a
dacling in hospital mornality ovar a 7-year
period 85% 1o 2.65%, P« 001
1561 Cluster ThemDoc Comimunity Antibiotic prescribing rate declined from 84.1 Macrolides reduced 28%,
randamized clinics to 75.3 prescriptions per 100 personyears  cephalaspanins 7%, and
[P = 03). Also reduced inappropriate peniciling 6%
antibiotic prescribing, from 329% to 5%
(P=103).
1571 Pre-paost Unknown PPRnat— Inaperopriate antibiotic use declined 0.6% for Modest effact
altpatiants ARl and 16.58% for broad antibiotics in
adults.
|54 Prospective Unknawn PPRnat Antibiotic use did not change (+1.57%), Decreased broad antibiotic
intarventional decrease in broad antibiotic use for ARI g8
-16%).
1541 Ratrospactive Unknawn Watarans Increase in antibiotic usage (0,63 1o 072, Ne effect seen targating ARI
absarvational Affairs— P=001). antibiotics
sutpatients
1801 Prospactive Local Cutpatients Owerall antibiotic prescribing 39% vsnon- CDSS form only used in 6%
program CDSS of 43%. AR was B4% vs B3%. of ARI wisits
[81] Prospactive ThamaDoo Padiatrics B4% reduction in errenscus antimicrobial
use, 28% decling in excess dose-days. No
change in ADE or susceptibility
mismatchas.
162 Cluster- TREAT Inpatient Batter empiric antibiotic therapy (0% vs Mo impact on martal ity
randammized 57%, P<.001). Length of stay and costs
study (-12%} also raducad.
(%] Survival analysis  TREAT Inpatient, single The ITT group 180-day sunvival in the contrel Analysis of anly 1 cantar of
cantar groupwas 68% vs 71% intheintervention  whole study that analyzed
group (F= 11 In the PP analysis, tha A0-day maonality
survival percentages ware 68% ws 74%
(F=04).
164 Prospactive Antibiegrams ICU Increased susceptibiity to imipenam (18.3%/ No clinical cutcomes data,

waar) and gentamicin (11.6%/year).

Abbreviations: ADE, adverse drug event; AR, acute respiratoryinfection; CDES, chinical decision support syatemn; ICU, intengive care unit; I TT, intent to treat; PP, par
protocol, PRRnst, Practice Partrers Research Metwork,
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Th era peUtiC d rug monitoring Pharmacokinetic/Pharmacodynamic Measures
- - - for Guiding Antibiotic Treatment for Hospital-
of antimicrobials

Acquired Pneumonia
Jason A. Roberts,™** Ross Norris,®™® David L. Paterson®® & . \ . R , .
Jennifer H. Martin® Figure A, Ratios related to the minimum |n|1||:||ory concentration of the organisms
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How do we use therapeutic drug monitoring to ¢ '
. A - . T=MIC
improve outcomes from severe infections in I
critically ill patients?
Gloria Wong'", Fekade Bruck Sime”?T, Jeffrey Lipman'* and Jason A Roberts'="
Time
l Abstract
| High mortality and morbidity rates assodated with severe infections in the critically ill continue to be a significant
of the diverse and unigue pharmacokinetic of drugs in this patient
‘Jtherapeuu drug monitoring (TORM) primize the exposure of
inimize th, _;F it ic i beneficial v p v ' " .
et o iy Bas emarstrared for Moot I o tener) rospa AUC = antibiotic area under the curve; AUC/MIC = the ratio of the antibiotic area under the curve fo the time above the
elusive. Fur there is significant . . . B . C 5 C q
ty ameng | on of patients, sampling time minimum inhibifory concentration needed to inhibit microorganisms; Cmax = the maximum serum concenfration needed
SOCENIrat ian mon it 1 | assay, §$|eL[ MO < 5 dose -
| SEumisation srategies The aim of this paper s e e e T apapiene to inhibit microorganisms; CmaxMIC = ratio of maximum serum concentration (or peak) to the time above the minimum
| critically ill. P . B P . B - B B . .
| Keywrords: TOM, Antibiotic, Pharmacokinetics, Pharmacodynamics inhibitory concentration needed to inhibit microorganisms; MIC = minimum inhibitory concentration; T = time.




.« A INPLEMENTACAO DE TECNOLOGIAS QUE PERMITAM ENCURTAR COM
SEGURANGCA A DURACAO DOS CURSOS DE TRATAMENTO ...

Schuetz et al. BMC Medicine 2011, 9:107
hitpe/ Awenw biomedcentral.com/ 17 41-701 5/9/107
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Procalcitonin for diagnosis of infection and guide
to antibiotic decisions: past, present and future

Philipp Schuetz'”, Werner Albrich® and Beat Mueller”

Abstract

Theare are a number of limitations to using
comventional diagnostic markers for patients with
clinical suspicion of infection. As a consegueancs,
unnecessary and prolongad exposure o antimicrobial
agents adwverssly alfec patient ocutcomeas, while
inappropriate antibiotic therapy increases antibiotic
resistancs. A growing body of svidence supports the
usze of procalcitonin (PCT) to improve diagnosis of
bacterial infections and to guide antibiotic therapy.
For patients with uppar and lower respiratony tract
infacion, post-oparative infections and for sewvears
sepsis patients in the intensive care unit, randomiized-
controlled trials hawve shown a bensfit of using PCT
algorithrms o guide decisions abowt initiation anddor
discontinuation of antibiotic therapy. For some other
tvpes of infections, observational studies hawve shown
promising first results, but furcher intercention studies
are nesdeaed before use of PCT in clinical routine can
be recommeandsad. The aim of this mvisw is o
summarize the current evidence for PCT in different
infaections and clinical settings, and discuss the
reliabilicy of this marker when used with wvalidated
diagnostic algorithms.

Cost-Effectiveness of Procalcitonin-Guided Antibiotic Therapy
for Outpatient Management of Acute Respiratory Tract Infections
in Adults

Constantinos |. Michaslidis, BA', Richard K. Zimmerman, MD, MPH?, Mary Patricia Nowaik, PhD?,
Michael J. Fine, MD, MSc®#, and Kenneth J. Smith, MD, MS®

TUniversity of Pittsburgh School of Medicine, Fittsburgh, PA, USA; “Department of Famiy Medicine and Clinical Epidemiology. Universfy of Pittsburgh
Schod of Medidine, Pitsburgh, BA, USA; *Division of General nternal Medicine, University of Attsburgh Schoal of Medicine, Pittsburgh, PA, USA; “Center for
Health Equity Research and Promotion, VA Bifisburgh Healthcare System, Pitisburgh, PA, USA.
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Figure 1 Available evidence concerning PCT in different infections derived from observational and randomized- controlled
intervention studies While for some infections, intenention studies have investigated benefit dnd harm of using PCT for ar

fright side}, for other infections only results from diagnogtic (observation) tudies are avai
L"CL:J:LH\'J'IITI + moderate evidence in fvor of PCT; 4+ good evidence in favor of PCT;
or against the use of PCT still undefined

44 strong evidence in favor of vkl 7 eni




.. E QUE TORNEM RAPIDO O DIAGNOSTICO DIFERENCIAL DO
TIPO DE AGENTE MICROBIANO ENVOLVIDO!!!
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FIG 3 Additional suggestions for MALDI-TOF MS sample preparations for use with different classes of microbes. Different groups of microorganisms
vary fundamentally in their cellular composition and architecture. These differences have been demaonstrated to affect the quality of spectra generated
Fig. 6 - MALDI-TOF MS-based workflow for positive blood cultures designed by including both Sepsityper™ and homebrew  during M5 experiments and, thus, the accuracy of MALDI-TOF M5-derived identifications. As such, investigators from a number of independent studies
protocols (e.g., gel Vacutainer). The conventional methods based on Gram staining and biochemical identification are compared have evaluated different methods for sample preparation of different groups of microorganisms, ranging directly from intact-cell to full-protein-

extraction-based methodologies. Results from these studies are summarized here. Proper biological safety precautions should be followed with respect to
with the two fast MALDI-TOF MS-based workflows. In the inset, the tables with ID results for each identified species are reported.  jangerous members oftheseg;roups of organisms. p ® e e



AQUILO A ESTAMOS OBRIGADOS...
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« A EXTREMA NECESSIDADE DE DISPOR CE MEIOS PARA GARANTIR 0S

FUNDA 7

Linkage, Engagement, and Retention in HIV Care Among Vulnerable Populations  Volume 21 Issue 4 September/October 2013

Perspective

Linkage, Engagement, and Retention in HIV Care Among
Vulnerable Populations: "I'm Sick and Tired of Being Sick
and Tired”

There are disparities in engagement and retention in HIV care and outcomes
of care across seqments of society. For example, HIV mortality rates remain
markedly elevated among black women and men compared with their white
counterparts. These differences reflect broader disparities across social,
economic, and cultural lines. Improvement in engagement and retention
in HIV care requires interventions that account for forces present in the
socioecologic framework of health behaviors. Improvement in linkage to
care at HIV testing is crucial to overall engagement and retention in care.
Stratagies for linkage to care at testing can help overcome many of the forces
that result in failure to engage and remain in care by starting the patientona
solid path to clinical care. This article summarizes a presentation by Victoria A.
Cargill, MD, MSCE, at the IAS-USA continuing education program held in
New York, New York, in May 2013.

Keywords: HIV care disparities, linkage to care, socioecologic framework, engage-
ment and retention in care, practitioner behavior
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Figure 2. HIV infection: A single factor among many potential
socioecologic disparities.
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.+ (RE)AFIRMANDO QUE A SUSTENTABILIDADE PASSA
CERTAMENTE POR IMPLEMENTAR ESTAS MEDIDAS!!!

Propostas

1). ot dert bt i doil i siciss R —
Medicamentos

2)- Preco de referéncia igual p/ farmacos —
do mesmo grupo farmacolégico e geragéo Political

3)- Preco das co-formulagdes idéntico ao
da soma dos seus componentes (incluindo ? BORTUCAL
genéricos) acrescido de um coeficiente —
justo (10%?) a ser negociado entre MS e IF

4)- Estabelecimento de um n° maximo de
doentes a serem tratados anualmente para

as patologias que utilizem farmacos
inovadores ¢/ impacto  econdmico l
significativo (acima desse valor a |IF Successful country implementation

suportaria os custos)

5)- O pagamento ao Hospital prestador
devera acompanhar o doente (e a doenca) gﬂ{

Mt Nale,

3 UNAIDS

L '-nsrcuum.un‘-cs
aN‘s O e WHD « WORLD BaANK

permitindo assim a livre escolha por parte
do doente sem mais constrangimentos

7)- Informatizagao adequada do PC e &
avaliagao periddica de resultados




UMA DERRADEIRA E INQUIETANTE INTERPELACAO

“Se a vida nao tem
preco, nos
comportamo-nos
sempre como se
alguma coisa
ultrapassasse, em
valor, a vida
humana... Mas o
QUé?” (Antoine

de Saint-Exupéry)




PARA QUE ESTAS IMAGENS NAO TENHAM
QUE VOLTAR A REFLETIR A REALIDADE

e s TEST + TREA
N()W




TESE: O ESTADO SOCIAL SO NAO ACABA PORQUE
VIVEMOS EM DEMOCRACIA E NENHUM POLITICO
GANHARIA ELEICOES SE PROPUSESSE ABERTAMENTE A
SUA EXTINCAO

O Futuro do
Hstado Social

Filipe Carreira da Silva




