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ABSTRACT In the mid-1990s, Victor Valla proposed to incorporate the population participation in the
practice of health surveillance, through Paulo Freire’s popular education. This counterpoint to traditional
surveillance practices, called civil health surveillance, added to the expanded concept of health, and has
a strong connection with the critical perspective of Epidemiology as a means to understand the dialecti-
cal relationship between social classes and their lived spaces. The practice of civil surveillance aims to
overcome essential gaps left by traditional methods of public health investigation. It includes a lack of
attention to socio-cultural contexts, the construction of risk located only in the individual, and the repre-
sentation of public health agendas that privilege and pathologize certain behaviors. This paper discusses
the concept of civil health surveillance, the locus of discussion of population studies in the reification of
the role of the contextual effect in explaining the social production of health and the incorporation of
popular participation in health surveillance as an element of social transformation. The deepening of this
discussion allows a participatory construction of new health models focused on the effective reduction
of health inequities and, consequently, the effective universalization of the right to health.

KEYWORDS Health surveillance. Civil health surveillance. Popular education and health. Popular
participation.

RESUMO Em meados dos anos 1990, Victor Valla propds a incorporagdo da participacdo da populagdo a
prdtica da vigildncia em satide, por meio da educag¢do popular de Paulo Freire. Esse contraponto as prdticas
tradicionais da vigildncia, nomeadas vigildncia civil da saiide, somam-se a concep¢do ampliada de satide, e
possuem forte ligacdo com a perspectiva critica da epidemiologia enquanto meio de compreender a rela¢do
dialética entre classes sociais e seus espagos vividos. A prdtica da vigildncia civil pretende superar lacunas
importantes deixadas pelos métodos tradicionais de investigacdo em saude piiblica, como falta de atengdo
aos contextos socioculturais, construgdo do risco localizada somente no individuo e representacdo de agendas
de saude publica que privilegiam e patologizam certos comportamentos. Nesse sentido, o presente trabalho
debate o conceito de vigildncia civil da satide, o locus de discussdo dos estudos de populagdo na reificag¢do do
papel do efeito contextual para a explicacdo da producdo social da satide e a incorporagdo da participagdo
popular a vigildncia em satide como elemento de transformagdo social. O aprofundamento dessa discussdo,
no limite, permite uma construgdo participativa de novos modelos de satide concentrados na redugdo efetiva
das iniquidades em satide e, consequentemente, universalizagdo efetiva do direito a satide.

PALAVRAS-CHAVE Vigildncia em saude. Vigildncia civil da satide. Educacdo popular e satide. Participagcdo
popular.
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Introduction

The publication of the Statutory Health Laws
(Laws n° 8.080, September 19, 1990; and n°
8.142, December 28, 1990) established the
doctrinal and operational principles of the
Unified Health System (SUS) including ways
of popular participation in the health system’s
collegiate management. This is an important
achievement for social and human rights in
Brazil. Health surveillance is also considered
one of the essential functions of public health.
This model of care is based on the integration
of actions comprising the health situation of
the country’s population beyond institutional-
ized spaces of the healthcare systemm.

In Brazil, health surveillance is consid-
ered a continuous and systematic process of
collecting, consolidating, analyzing, and dis-
seminating health-related data for planning
and implementing public policies, includ-
ing regulation, intervention, and action on
health determinants to protect and promote
the population’s health, preventing and
controlling risks, illnesses, and diseases?.
Operationally, it presents the components of
epidemiological surveillance, health care and
health situation surveillance, environmental
surveillance, worker health surveillance, and
sanitary surveillance3.

Its work processes include the production
of analyses to support setting priorities and
strategies, monitoring and evaluating public
health actions that regularly and systemati-
cally can be developed in public and private
healthcare services, laboratories, study, work
environments, and in the community itself 4.

On the 12t July 2018, the National Health
Council (CNS) created the National Health
Surveillance Policy (PNVS), Resolution n° 588,
to guide health surveillance actions within the
three levels of SUS management®. The PNVS
is a State public policy, universal, transver-
sal, and guiding the health care model within
the territories. For its effectiveness, needs
strengthening and articulation with other
health system agencies¢.
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Non-institutional articulation strate-
gies, however, are not distinguished. Non-
institutional articulation strategies, in
opposition, are not distinguished. In the
mid-1990s, amidst the historical criticism of
traditional health surveillance, Victor Vincent
Valla developed the concept of civilian health
surveillance as a way to include popular par-
ticipation in health surveillance through
processes such as knowledge sharing. The
approach, based on Paulo Freire’s concept of
popular education, is a method for building a
new social awareness’. Thus, Valla’s ideia® was
based on accomplishing “a daily epidemiol-
ogy developed by popular sectors alongside
professionals interested in the theme”.

Accordingly, this essay aims to discuss the
concept of civilian health surveillance, the
locus of the population studies debate, in reify-
ing the role of context effects so to explain the
social production of health and incorporation
of popular participation in health surveillance
as a means of social transformation.

Population studies and the
social production of disease

The population needs and conditions of
health can only be measured or understood
with a proper knowledge of its size and
characteristics. Public health planning is
only possible when the target population
composition is known in order to identify
who are the most vulnerable and then es-
tablish the priorities actions to be imple-
mented. In its way of organization, public
health brings conceptual and theoretical
aspects focused on health surveillance
actions, with biological and individual di-
mensions'®. Therefore, certain individual
information such as gender and age groups
and contextual factors such as education
and living and housing conditions are es-
sential for successful health actions.

In Brazil, there is a striking complex-
ity in the epidemiological scenario: there



is a polarization effect, in which regional
inequalities end up marking important dif-
ferences between the different federative
entities in the country". Faced with the chal-
lenge of having a single, integrated, and uni-
versal health system, an alternative model
of healthcare was idealized to articulate
and integrate the appropriate actions to the
specificities of the health situation in each
territory. Thus, it relied on the integration of
expertise from different areas of knowledge,
such as medicine, geography, applied social
sciences, and statistics'?13. It is important
to emphasize the place of demography as
an applied social science that, in addition to
the method, uses the social contextualiza-
tion of quantitative changes in the pattern
and level of social indicators. Demography
is interested in the characterization and
understanding of population dynamics, that
is, how populations change in response to
fertility, mortality and migration trends'.
Given this, the analysis of the population
structure at present and in the future re-
quires a consideration of the demographic
components over time. Therefore, the im-
portance of demographic characteristics in
planning by public health professionals is
reinforced™. This includes characteristics
that encompass the set of social norms and
conventions as well as the structure and
organization of social classes’®.

As amatter of fact, the assessment of health
and disease through measuring mortality and
morbidity is a central aspect of demographic
disciplines. The size, composition, and dis-
tribution of the population are key attributes
to help in understanding the level of access
and utilization of health services as well as
the morbidity and mortality profile of sub-
populations. Therefore, health demography
considers the aspects of health on two levels
- individual and populational. The intrinsic
relationship between the individual and the
population levels is what gives the production
of health and disease its procedural rather
than watertight character.

Civilian health surveillance, population studies and participation

Social determinants of
disease in the context of
populations

The connection between a person’s social
status and health outcomes was first made
about 40 years ago in a set of reports from
the Whitehall Studies in England, conducted
among civil servants of a state-owned bank. At
that time, when comparing strata of workers,
all with relative stability, but with distinct
attributions and functional status (especially
salaries and certain labor benefits), it was ob-
served that the greater social and labor ad-
vantages, the longer life expectancy and the
better health of the workers?. This has become
known as the social gradient, and it refers not
only to income, but to a set of socioeconomic
factors, and the way in which these factors
grant people greater autonomy and control
over their lives, including the perception of
social position. This is a pioneering study in
the development of social epidemiology. Some
years later, these factors were called social de-
terminants of health'®. Factors such as income,
formal education, social class, and work were
elaborated on so to build a complex model
of causality that included individual factors
(modifiable or not), collective and contextual
factors until today widely used to explain the
origins and natural course of diseases2°,
Internationally, social determinants in
health have been considered an emerging issue
in public health. In Brazil, this discussion is
notrecent, and there are several authors with
a vast contribution to this debate with some
important conceptual aspects to the scope of
this rationale?!. The main one refers to the dif-
ferent social sciences approaches by the public
health. Initially, the discussion of epidemio-
logical data, in a less comprehensive way, led
to the creation of theoretical models including
social aspects, but disconnected from each
other, and were addressed as risk factors in the
same level of lifestyles, consumption pattern,
or non-modifiable factors such as sex, age,
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and race/skin color. This approach is known
as the social determinants of health model?2.
The most recent studies define five dimen-
sions: economic stability; education; social and
community context; health and health care;
and environment and neighborhood?3. Each
of these reflects a number of key issues that
comprise the underlying factors. For example,
economic stability covers employment and
poverty, social and community context covers
discrimination and social cohesion, and envi-
ronment covers spatial organization, urbaniza-
tion, and crime and violence.

Initially, for the construction of this theo-
retical model, individual and collective charac-
teristics were considered through explanatory
categories for the occurrence of health prob-
lems: the fixed or biological determinants,
such as age and sex; the economic and social
determinants, such as position, social stratum,
and poverty; the environmental ones, such
as air and water quality; the lifestyle ones,
including diet, physical activity, smoking,
and alcohol; and more global aspects, such
as access to health services?4. However, in
the words of Garbois et al.?5, in the limit, “the
notion of social determinants of health rein-
forces the polarity established between the
biological being and the social being”, and
the analysis of their health situation - if such
aterm is suitable - is analyzed by professionals
in the hard skill in health care, such as doctors,
nurses, and nutritionists; and by profession-
als in the social field, such as psychologists
and social workers, as if such elements were
disconnected.

Criticism of this model brought the need for
a new approach which was called social de-
terminism, in a clear attempt to overcome the
fixed model of determinants. This paradigm, in
turn, comprises a set of elements, structure and
social cohesion, which are dynamic by defini-
tion. Thus, it considers not only the indicators
and the models of causality, but also how they
change and are changed by the daily relations
and the political and economic conjuncture?é,
It is worth noting that this notion is strongly
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marked by references to historical materialism,
with emphasis on the processes of production
and social reproduction?’.

The tension caused by the conflict between
these two paradigms has been the target of
criticism for decades. A striking example is the
critical analysis by Nogueira?8 to the report on
social determinants of health released by the
World Health Organization (WHO) in 2008.
In this official document, the WHO includes
social indicators in theoretical models about
the health-disease process. However, it dis-
cards any contribution from social and po-
litical sciences, treating the determinants as
just another element to be considered for the
explanation - but not intervention - of interna-
tional public policies. Although it emphasizes
the need to reduce health inequalities around
the world through a broad set of social policies,
the report ends up explaining the contribu-
tion of epidemiology on the metrics of these
indicators, however, it presents little on how
to deal with the pronounced local differences
between classes and social contexts?°.

At the time, it is worth saying, this report
represented a backward step to the discussion
coined around the 1970s by the Latin American
socio-medical approach of social determinism
in health3©, This report, it is worth mentioning,
represented, at the time, a backward step to
the discussion coined around the 1970s by the
Latin American medico-social current of the
social determination of health30, bringing a
fragmented ‘social’, insufficient to analyze the
social changes of contemporaneity, especially
in countries with a deep social heterogeneity,
such as Brazil3'.

The paradigm shift from determinants
to determinism is undoubtedly an advance
in the study of non-biological aspects of the
health-disease process. This is due to the fact
that determinism assumes a new focus and
explanatory reference framework of the rela-
tions between the various levels - individual,
collective, community, and contextual — and
the health situation3'. As a result, the possibil-
ity of intervening in living conditions increases



substantially, whether through programs or
through more consolidated and long-term
policies. In this regard, Rocha and David32
highlight that, in the definition of public poli-
cies, given their nature of dispute, the adoption
of one or another perspective can support (or
not) amore or less focused action, depending
on how one structures these political imple-
mentation processes.

The social determinism of the health-dis-
ease process is translated, therefore, into the
conditions in which people are born, grow,
live, work, and age. These circumstances are
defined by the distribution of income, power,
and resources at the global, national, and local
levels, affecting a broad set of risks to health
and quality of life2°. Examples of determinism
dimensions are: availability of resources to
meet daily needs; access to educational, eco-
nomic, and employment opportunities; access
to health services; availability of community
facilities and resources for social support and
opportunities for recreation and leisure activi-
ties, public safety, social support, exposure to
violence, and social disorder; and socioeco-
nomic conditions (such as concentration of
wealth and absolute poverty)?'.

Public policies and the
social dimension of life

In Brazil, the democratization process of
health, after the 1988 Constitution and the
subsequent creation of SUS (Brazilian Unified
Health System), induced intersectoral public
policies to adopt a broad conception of health-
care, with health promotion, disease preven-
tion, treatment, and rehabilitation actions33. To
make these feasible, it is necessary to consider
the possibility of eradicating social inequities
by adjusting health priorities according to the
need for attention to different local contexts
still marked by poor accessibility to material
and immaterial goods and social opportunities.

In this sense, Latour34 advocates a new ap-
proach to the social, which understands it as

Civilian health surveillance, population studies and participation

a point of arrival, of convergence, and not as
a point of departure. This means that natural
phenomena (including the processes of illness)
should be analyzed from the social perspective,
and not the other way around. For this, besides
quantifying reality by means of indicators, it
is necessary to analyze it subjectively; and to
understand the health-disease process, based
on this qualitative approach3s,

In 2006, the National Commission on
Social Determinants of Health was created
with the objective of promoting studies on
social determinants and advancing in their
causal mechanisms to recommend policies
to promote health equity and tackle health
inequities3e.

Popular participation and
participatory surveillance

It is important to remember that, from the
late 1970s and early 1980s, the health field
went through an important moment in Brazil.
The discussion about the health crisis in the
country gained momentum, mobilizing pro-
fessionals, institutions, policies and the popu-
lation. The implication of this debate went
beyond the health field in its strictest sense,
since it brought questions and proposals about
the organization of life in society, including
different actors in this construction3’. The re-
democratization and the social conquests that
followed, culminating in the promulgation of
the Federal Constitution in 1988, changed the
idea of social control, which came to be under-
stood as popular participation in formulating,
monitoring, and verifying public policies3s.
These social movements play a crucial role
in the field of collective health. There are many
and diverse social movements and this results
from the historical process of citizenship
maturation and construction of democracy
as such; the country’s diversity; and the inter-
ests of several actors. Moreover, these many
social movements express different forms of
struggle, according to the difficulties faced
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by the actors for their social reproduction
of life in the physical, political, and cultural
environments in which they are immersed
in3°, In fact, community leaders have a record
of achievements regarding the improvement
of living conditions in what structural weak-
nesses are considered?®. In this sense, health
surveillance, mainly in actions of health analy-
sis in the territory, was an important field in
which the articulation between civil society
and health services proved to be effective.

Originally, the approach of epidemiological
surveillance in the Western world followed a
military pattern of biological methods control
based only on identification and mitigation,
immunization, and development of therapies,
without encouraging popular participation.
Thus, despite information being vital for ana-
lyzing and monitoring the population’s health
conditions, health surveillance in Brazil is still
organized in an authoritarian way, and this is
due to the lack of the knowledge of civil re-
sponsibility and the difficulty in responding to
new epidemics, such as the Covid-19 pandem-
icH. In opposition, participatory surveillance
presents itself as a timely method to exhort the
population to exercise their citizenship and
support governments to identify localities42.
This approach breaks away from the more
traditional conception of epidemiology in favor
of a more critical one vis-a-vis the complexity
of the contemporary world.

From the origins of
Epidemiology to a critical
perspective

From the 17th century onwards, when the
development of illnesses was still unclear
and the perception of the human body was
strongly associated with a work tool, emerged
the interest in quantifying vital events, such
as births and deaths for further analysis of the
population’ s illness patterns, giving rise to the
collective dimension of health?3.
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With the emergence of microbiology in
the 19th century, there was an inevitable
confidence on the microorganism-human
relationship as the main cause of disease oc-
currence. The monocausal model to explain
the occurrence of diseases was supported by
the outbreak of major infectious disease epi-
demics that prompted the adoption of specific
strategies to deal with them. Several contagion
control measures were adopted, including
compulsory vaccination and social isolation.
In this context, as a discipline, Epidemiology
emerges and consolidates itself in an essen-
tially biologistic line, gaining prominence
based on the pathology and the clinic. In that
period, the development of research on com-
municable diseases motivated by economic
interest and marked by the observation of
phenomena stands out#4. Monocausality was
based on the search for new etiologic agents,
the discovery of disease transmission forms,
and the proposition of therapeutic basis and
prevention through vaccines#4. For the data
analysis through quantification, methods and
techniques were developed which gave rise
to statistics; and, based on Cartesian analysis,
comparison became predominant in the con-
struction of health knowledge. The formaliza-
tion of epidemiology as a field was then based
on mathematics and logic, excluding other
approaches to health analysiss.

The economic expansion started in the 19th
century and continued throughout the 20th
century led to social reforms that resulted in
a general improvement in the populations’
living conditions, leading to an increase in
life expectancy. The consequent aging of
the population has changed the morbidity
and mortality profile, marked by a decrease
in the occurrence of infectious and parasitic
diseases, and an increase in the occurrence
of chronic-degenerative diseases. The new
pattern of the population’s illnesses caused
significant changes in the models for studying
disease causality, so as to encompass the com-
plexity of the processes that have come to be
established?é. As a result, from the 1970s and



1980s onwards, another trend in epidemiology
emerged challenging its limits from a positivist
and clinical standpoint, and including social
variables as determinants of the health-disease
process for a global understanding of health
problems.

The studies of this new conception have
induced the study of new approaches in
public health and are often interested in in-
vestigating how social conditions influence
and determine the health-disease process of
populations, which has generated a growing
articulation between epidemiology and the
social sciences. This new trend is referred to
by some scholars as social epidemiolog®’. The
advancement of this perspective has largely
contributed to the construction of a bolder
line of thought, which was key to the creation
of critical epidemiology.

In Latin America, critical epidemiology
gained ground from the discussion about
social equity and the need to include other
elements, besides those of classical biological
basis, in epidemiological analyses. The devel-
opment of a causality model centered on the
social determinants of disease is presented as
an attempt to overcome the theoretical-posi-
tivist framework of classical or conventional
epidemiology“8. In opposition to classical
epidemiology, which studies the distribu-
tion of diseases and their determinants in a
population based on physical and biological
characteristics, critical epidemiology has
as its main focus the study of how society
and the different modes of social organiza-
tion influence the health and well-being of
individuals and social groups, enabling the
incorporation of their experiences for a better
understanding of how, where, and why health
inequalities occur#®. In order to assume this
dimension in epidemiological research, at-
tention to theories, concepts, and methods
related to the social sciences is necessary,
such as: biological expression of social in-
equality; discrimination; gender, sexism and
sex; deprivation (material and social); life
course; social exclusion; among others®°.

Civilian health surveillance, population studies and participation

Broadening out this discussion, elements
of anthropology are incorporated into critical
epidemiology, which assumes that the same
sign can have different meanings, depending
on the individuals and their cultural context.
In this sense, the boundaries between nor-
mal-pathological and health-illness would
be established by the experiences of illness
in different culturess®'. Therefore, individu-
als with diseases and/or illnesses can often
be identified as active individuals without
limitations, while limitations and disabilities
can be recognized in individuals without any
kind of diseases2,

Still on the relation between health and
cultural aspects, the narrative of critical epi-
demiology is that health is not reduced to a
mere adaptation to norms, but refers, above
all, to the singular normative capacity. Thus,
the perception of health implies openness to
paradigmatic readjustments, setting up new
norms, symbolic communication, and recog-
nition of an intersubjective reality®3. Critical
epidemiology is defined as an interdisciplinary
and intercultural study of the processes that
determine the production and distribution of
collective health. It encompasses the set of
social relations, ideas, and organized practices
that human beings carry out, with strategic
interests imposed by the political-economic
system, according to their economic inser-
tion, class affiliation, culture, and gender, as
well as strategies in the individual domain.
These processes must be studied together
to unravel the socio-environmental roots of
health problems>4.

Although the decline of infectious diseases,
characteristic of the second half of the 20th
century, has led to the study of the social de-
termination of the health-disease process for
the understanding of disease causality, the
expectation generated by the infectious dis-
eases eradication has not been realized®°. On
the contrary, they have an increasingly unequal
distribution among different individuals and
social groups. A large number of factors are
involved in determining the emergence and
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reemergence of infectious diseases, which can
be organized in multiple dimensions: demo-
graphic, social and political, economic, envi-
ronmental, and health sector performance®é.
Epidemiology, when considered in its social
and critical dimensions, reveals itself as a gen-
erator of essential scientific knowledge for the
production of data that enable a broad analysis
of health and illness processes, considering
individualities and the political, economic,
and social contexts of a given society at a given
historical moment. Then, there is the need to
re-discuss the surveillance practice which no
longer fits operational resources or coercive
mechanisms of investigation and intervention
protocols. It requires, above all, an alignment
with popular practices and the induction of
popular participation.

Admittedly, health surveillance has its
history shaped culturally and epistemologically
under the foundations of a universal scientific-
ity prerogative with the idea of social security
and the imperative criterion of urgency. The
prerogative of scientificity is based on the
biomedical and clinical model that leads to a
surveillance of ‘cases’. The perspective of this
model, conceived as hard science, does not
allow critical and emancipatory conceptions
that popular knowledge is a legitimate form
of knowledge on health. The idea of social
security, in turn, is based on the traditional
health surveillance perspective, and presup-
poses that the State needs to impose social
control, assuming a prescriptive attitude'2. The
imperative criterion of urgency finally reveals
a culture of the ‘dictatorship of urgency’?’. In
this case, health actions are used as instru-
ments of domination over the community
based on the justification of the urgent need
for an effective intervention to protect it from
the risk of epidemics and the disruption of the
social order. Thus, a dominant relationship is
established and the population takes distant
from the legitimate popular participation in
health policies and actions. Traditional terms
derived from this conception of epidemio-
logical surveillance, such as ‘epidemiological
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intelligence’s8, ‘armed arm’ of Epidemiology>°
and ‘information for action’, show the vertical
relationship of ‘health promoters’ towards
the population, seen as incapable of being the
protagonist of its health production process
and needing to be saved.

Civil surveillance and
popular participation

The epistemological and cultural framework
imposed by traditional health surveillance
has been widely criticized by the so-called
Epistemology of the South by Boaventura de
Sousa Santos®é?, which brings the conception
that the dominant social sciences produced
in the Northern Hemisphere, such as the
biomedical model, have a highly regulatory
character. Thus, the legitimacy of knowledge
is limited to the knowledge and practices
coming from the United States and Europe,
and nothing beyond this perspective has sci-
entific relevance. According to the author,
the great social science theories produced
in Northern countries do not fit our social
realities. Moreover, very local experiences,
not well known nor legitimized by the he-
gemonic social sciences, are harassed by the
media, and, therefore, have remained invisible,
discredited. In this sense, the author suggests
the creation of ‘rebellious subjectivities’ as
opposed to ‘conformist action’®.

Paulo Freire’s conception of popular edu-
cation found echoes in Boaventura de Sousa
Santos’ discourse on the Epistemology of the
South. The author strongly criticized the
‘cultured norm science’ and exalted popular
knowledge as a scientific and emancipatory
knowledge. This territorial dimension attrib-
uted to the surveillance actions was a favor-
able means for the emancipatory approach
of the communities. This happens, above all,
when the territorial dimension is understood
from the perspective of Milton Santos®2, in
which the territory is understood as an ex-
istential space that transcends the physical



dimension, but a place where popular resis-
tance and solidarity spaces are built and in
which health surveillance should be carried
out with community participation, consistent
with the population’ reality and from the dy-
namics of permanent knowledge exchange and
technical-scientific and popular knowledge.
Regardless the advances brought about by
the implementation of the SUS, the formal
models of health surveillance continued to be
questioned, as Porto®? does when asking “to
what extent we can think about surveillance
in its emancipatory character, as well as its
limits in current times?”. The author made
a counterpoint between the health surveil-
lance in force in the Ministry of Health and
in SUS, of operational character and based
on the control of specific diseases, and an
alternative proposal of health surveillance,
based on the principles of collective health
and sanitary reform, in order to consolidate
the health sector as a promoter of strategic
policies for social transformation and tackling
social inequalities, intervening on the social
determinants of health. In the end, this seems
to be the way out for social transformation.

Final considerations

The concept of civil surveillance and its re-
lations with non-institutional articulation
strategies, absent from the normative texts
of the Ministry of Health, reinforce the recur-
rent coercive practice of health surveillance
in Brazil. Even after years of theoretical dis-
putes about health concepts, including the
incorporation of elements from the fields of
social sciences, pure or applied, we still have
an epidemiology practice that is not charac-
terized by the contextual effects that explain
the way of understanding health. Population
studies, and demography in particular, have
made valuable contributions in this regard.
The scope of social epidemiology, as opposed
to clinical epidemiology, and the perspective of
critical epidemiology are reorienting practices

Civilian health surveillance, population studies and participation

in the health field that deserve more and more
emphasis.

The idea of ‘Shared Knowledge
Construction’, coupled with civilian health
surveillance, was a term coined in a collective
way. The central idea of the concept is based
on the assumption that ‘subjects with differ-
ent, but not hierarchical knowledge, relate to
each other based on common interests’ and
can exercise positions of power to intervene
in the processes that condition life. In this
direction, the concept of civil health surveil-
lance is largely influenced by the concept of
community epidemiology, based on an active
process of popular participation, from the
diagnosis of the health situation, an instrument
of community self-awareness.

The intersection of these aspects is strongly
expressed in Victor Valla’s idea of problema-
tizing the local reality, promoting dialogue
and listening, using multiple languages and
methodologies to value the local reality with
community empowerment. Ultimately, Valla’s
legacy is not only in the field of popular edu-
cation per se, but to review the whole way
of thinking about health practices that, in
the limit, define the health care model in the
country. Only in this way will it be possible to
break with the current paradigm of surveil-
lance, moving towards a monitoring of the
social determination of health processes aimed
at social transformation.
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