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Our results show that psychiatric patients had a longer interval
between the onset of their symptoms and the surgical procedure.
This may suggest that the patients postponed the search for medical
care. An alternative explanation would be that their clinical
symptoms could be erroneously attributed to their psychiatric
disorder. A delayed diagnosis could be associated with more
postoperative complications.?3In line with this, psychiatric patients
had more complications than controls, although the length of
hospital stay was the same for both groups. Other reasons for the
increased morbidity in psychiatric patients in the postoperative
period include: metabolic disorders related to the underlying
disease or secondary to the use of psychiatric medications that
have metabolic effects such as hyperglycemia, weight gain, and
insulin resistance; inappropriate management of the psychiatric
medication during the pre-, peri- and postoperative period, and
the poor relationship among the members of the medical team
(surgeons and psychiatrics).?*

An interesting point that should be mentioned is the non-
inclusion of psychiatric patients in most studies that evaluate
surgical indexes and features related to the morbidity and mortality
of surgical procedures.®

Despite the evident limitations of our study (small sample,
information obtained retrospectively and lack of laboratory or
other clinical data possibly related to the outcome), the present
results highlight the neglect of general medical problems in
psychiatric patients.
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More for the same?
Mais pelo mesmo?

Dear Editor,

Andreoli et al. reported a significant decrease in the share for
Mental Health (MH) in the Brazilian Public Health (SUS) budget.!
They refer to DATASUS as “limited”, “unreliable”, and unsuitable
“for scientific purposes”, as it fails to provide accurate information,
for instance, on the number of psychiatric beds in general
hospitals. Similar complaints were made in a recent audit
performed by TCU, our High Court for Finances
(www.contas.tcu.gov.br; Process 011.307/2004-9). The critical
question is whether more investments should be made in the
same model, as proposed by both publications.

Figure 1 shows 2,392 beds in 367 General Hospitals. However,
412 beds are in 224 hospitals with 4 or less beds. In the 90’s,
there were 2,156 beds in 139 General Hospitals.? Clearly,
Psychiatric Units in General Hospitals were never a priority.

Further information may help understand the budget issue:

1) Legislators and Government were told that community care was
cheaper le.g., “.. a de-centralized model, with alternative, more
efficient, more humane ... and less expensive...” (Sen. L. Alcantara
report, 11/1995);3 or “..resources... channeled to other forms of care,
less expensive and certainly revolutionary in their objective of socially
including the psychiatric patient” (Sen. S. Rocha, 12/1998)1.3

2) Governments often divert money away from MH [e.g., “In
many countries which adopted the deinstitutionalization policy,
the community care is not reliable and is lacking in both financial
and trained human resources ... many Ministries of Finance
did not channel the budget of closed mental hospitals into
other forms of mental health care services”.*

3) According to the TCU audit, our MH system suffers from
“severe managerial deficiency”.

WHO praises the current CAPS-centric model (1,011 CAPS;
only 37 open 24hs; 22,000 jobs; few psychiatrists; R$ 168
million/year; never evaluated). However, it derives from “Il progetto
dell'Instituto Mario Negri”, the institution which sponsored the
“Caracas Conference”.® In 2006, Brazil had 39,567 psychiatric beds
(reimbursed at US$ 17/day) or 2.2 beds/10,000 inhabitants (“Satide
Mental em dados 3”, CORSAM, December, 2006). From the 120,000
beds supposedly available in the late 70’s,® the reduction of 80,000
beds corresponds to 67% (actually, to 78.6%, given the 65 million
population growth), not just the recent 41 % change. Moreover, 20,000
beds are currently used for long-term patients; modern medications are
not reimbursed for bipolar disorders; and ECT is not recognized as
treatment. Clearly, this system does not provide the most efficient care.

Patients are in the streets, jails and prisons, emergency services,
or locked at home. TCU recommends modifications in the training
of psychiatrists to conform to the “psychiatric reform”. Conversely,
severe criticism comes, among others, from the President of the
Brazilian Psychiatric Association and from the President of the
2006 Brazilian Congress of Psychiatry (see Psiquiatria Hoje,
December 2006). After two decades of “dehospitalization”, we
know that what needs reform is this failed MH model.
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Figure 1 - Distribution of psychiatric beds in Brazilian general hospitals
(Source: CNES/DATASUS; CORSAM, Ministry of Health, email dated 13/03/2007)
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A reducao de leitos nao sighificou
reducao do financiamento para a

saude mental no Brasil

The decrease in the number of psychiatric
beds did not mean the reduction in mental
health budget in Brazil

Sr. Editor,

Em relacao ao artigo “E a reforma psiquiatrica uma estraté-
gia para reduzir o orcamento da salude mental? O caso do
Brasil”,! a Coordenacdo de Saude Mental do Ministério da
Saude tem duas consideracoes a fazer. Primeiro: os gastos

totais, ao ano, do Ministério da Saude (MS) com satde men-
tal aumentaram, em numeros absolutos, no periodo entre
1995-2006 (as custas do grande investimento nos equipa-
mentos e projetos extra-hospitalares). Segundo: ao contrario
do que informa o artigo, a proporcao entre os gastos com
salide mental (GSM) e os gastos totais do MS (GTS) nao caiu
de 5,8% para 2,3% nos ultimos 10 anos, mas manteve-se
praticamente estavel neste periodo.

Quanto ao primeiro ponto, nao existem grandes divergénci-
as. Os autores do artigo reconhecem o incremento regular e
sistematico dos recursos neste periodo. O segundo ponto, no
entanto, merece comentarios. No artigo, afirma-se que, de
1995 a 2006, houve reducao da proporgao gastos em saude
mental/gastos totais da saude (GSM/GTS), de 5,8% para 2,3%.
Os dados da Coordenacao de Acompanhamento e Avaliacao
(CAA/Secretaria Executiva/MS)? néo autorizam esta conclu-
sdo. Em especial: os dados referentes as despesas totais do
MS para o ano de 1995, informados pelos autores, sao atipicos
e radicalmente discrepantes em relacao aos dados de orga-
mento anual do SUS disponiveis (ver Tabela 1) e as séries
histéricas de diferentes bases de dados.

A despesa geral do MS no ano de 1995, segundo os auto-
res, teria sido de 6,5 bilhdes de reais, contra cerca de 15
bilhdes segundo a fonte CAA/MS (mais que o dobro do regis-
trado pelos autores). Assim, a proporgao GSM/GTS no ano de
1995 néao representa 5,8%, como afirma o artigo, mas 2,5%
dos gastos naquele ano, metade do que foi afirmado. Mesmo
a baixa consisténcia das bases de dados agregados sobre fi-
nanciamento de politicas sociais no Brasil ndo explica discre-
pancia tao acentuada. Note-se também que os dados compi-
lados pela Organizagdo Mundial de Saude (OMS) — AIMS
Report on Mental Health System in Brazil 2006. WHO/Ministry

Tabela 1 - Valor total executado pelo Ministério da Saude, de 1995 a 2006

Valor total executado pelo Ministério de Saiide — em R$ milhdes

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006*
14.937,14 25.376,79 18.804,47 19.323,69 20.337,71 2269925 26.135,92 28.293,33 30.226,28 36.538,02 40.794,20 44.342,74
* Estimado

Fonte: Coordenacdo de Acompanhamento e Avaliagdo/SE/MS
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