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Abstract This paper aims to describe the imple-
mentation process of the Prison Primary Care Te-
ams in Rio Grande do Sul, the frequency of tuber-
culosis notifications in people deprived of liberty,
and their chronological relationship. This docu-
mentary research is nested in a descriptive cros-
s-sectional study of historical series. We analyzed
the decrees on the qualification of Prison Primary
Care Teams, the number, and the year of notifica-
tion of tuberculosis cases from the National Sys-
tem of Notifiable Diseases from 2014 to 2020. The
state of Rio Grande do Sul pioneered prison health
municipalization and shared financing, which re-
sulted in the implementation of 45 teams, covering
approximately 54.5% of people deprived of liberty
a closed regime. The teams notified 5,175 cases of
tuberculosis from 2014 to 2020, with a progres-
sive increase in the notification of cases and the
implementation of new teams. The strategy of im-
plementing Prison Primary Care Teams driven by
the National Comprehensive Health Care Policy
for People Deprived of Liberty in the Prison Sys-
tem was crucial for increasing TB diagnosis, noti-
fication, and control in Rio Grande do Sul.

Key words: Primary health care, Health manage-
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Introduction

A significant challenge for public health and
achieving sustainable development goals is end-
ing all forms of discrimination and reducing in-
equalities in access to health for vulnerable so-
cial groups, such as People Deprived of Liberty
(PDL). The early detection of communicable in-
fections, such as tuberculosis (TB), is crucial for
controlling intra and extramural diseases. Thus,
the time of custody can represent an opportunity
to promote healthy lifestyles and the treatment of
diagnosed diseases’.

In Brazil, the largest country in South America,
the National Comprehensive Health Care Policy
for People Deprived of Liberty in the Prison Sys-
tem (PNAISP) provides for the inclusion of PDLs
in the Unified Health System (SUS), ensuring the
right to health and citizenship from the human
rights’ perspective. Brazil has the third largest
number of PDLs globally, with an annual growth
of approximately 7%. In 2020, it reached 811,707
people arrested, with an incarceration rate of 381
prisoners/100,000 inhabitants. These numbers are
extremely troubling since, in the previous year,
714,889 people were arrested, with an incarcera-
tion rate of 334 prisoners/100,000 inhabitants’.

Rio Grande do Sul (RS) is a state in the ex-
treme south of Brazil, with 42,740 prisoners in its
territory and an imprisonment rate of 319.4 pris-
oners/100,000, ranking fifth in the number of pris-
oners and thirteenth in terms of imprisonment in
the national setting®. The Brazilian penal system
is in a severe crisis, aggravated by overcrowding,
a high number of pre-trial prisoners, recidivism,
and rivalry between criminal factions®. Over-
crowding has been a historical problem since the
first prisons dating back to the Brazilian Empire’.
Pre-trial prisoners represent 28.9% of the Brazil-
ian PDLs and share the same space with convicted
prisoners®.

The PNAISP provided health care for all
prisoners, regardless of conviction or penalty re-
gime>*®. RS established a policy to encourage the
implementation of primary health care services in
prison, characterized by pioneering and munic-
ipalization of prison health care, with shared fi-
nancing associated with municipalization'®!. The
Prison Primary Care Teams (eAPP) are multidisci-
plinary health professionals and make up the ter-
ritory’s Health Care Network (RAS), with the duty
of strengthening and qualifying primary care>*'2",

In this context, TB control becomes even
more challenging, as PDLs are represented by
the disease’s high vulnerability and high burden.

Diagnosing and treating PDLs timely can be es-
sential to controlling the disease. It is also defined
in the agenda of sustainable development goals to
eliminate it as a public health problem by 2050'.

Thus, this study aims to describe the imple-
mentation of the eAPPs in RS, analyze the fre-
quency of TB notifications in the PDLs, and their
chronological relationship.

Methods

This documentary research is aligned with a de-
scriptive cross-sectional study of historical series.
The eAPP Qualification Ordinances were ana-
lyzed, considering the first teams deployed in the
state, the number, and the year of notification of
TB cases from the National System of Notifiable
Diseases (SINAN) from 2014 to 2020.

RS has an estimated 11,322,895 inhabitants
distributed in 497 municipalities, a population
density of 37.96 inhabitants/Km?, and an HDI
of 0.746. Its capital, Porto Alegre, considered the
most populous city, has 1,484,941 inhabitants, a
population density of 2.837.53 inhabitants/Km?,
and an HDI of 0.805". RS prison map includes
85 penitentiaries and prisons classified as an ex-
clusively closed regime. Other establishments,
including penal colonies and penal institutes that
host the PDLs in open and semi-open regimes,
total 16 institutions®.

The following data were collected in the qual-
ification ordinances: municipality, qualification
year, the absolute number and types of eAPPs.
This survey was carried out in November 2021 in
files and legislation of the State Health Secretariat
of RS.

In SINAN, TB notifications referring to
PDLs were identified throughout the state of Rio
Grande do Sul and those referring specifically to
municipalities that adhered to the PNAISP, with
eAPPs in their territory. The 2014-2020 period
was chosen because 2014 was PNAISP’s im-
plementation year. Before then, only convicted
prisoners in a closed regime had access to health,
leaving many PDLs unassisted in their right to
health. PDL data were collected in the Superin-
tendence of Penitentiary Services (SUSEPE) da-
tabase in October 2021, considering the closed,
semi-open, and open regimes from 2007 to 2017.

Although this research is based on data ex-
tracted from secondary sources, the prerogatives of
data and information confidentiality and anonym-
ity were maintained in compliance with the eth-
ical precepts established in Resolution N° 466/12



of the National Health Council. The research was
approved by the opinions 3.048.121, 3.047.876,
4.251.658, and 4.498.390 of the Ethics Commit-
tees of the Federal University of Rio Grande, the
University of Santa Cruz do Sul, and the School of
Public Health of Rio Grande do Sul.

Results and discussion

History of implementation of Prison
Primary Care Teams in Rio Grande do Sul

The enactment of the 1988 Brazilian Consti-
tution, also known as the “Citizen Constitution’,
included direct and participatory democracy
mechanisms in its historical, legal, and ethi-
cal-political frameworks. It enabled expanding
social mobilization and in-depth debates around
social and political gains and guaranteed govern-
mental and non-governmental institutions the
adoption of measures to value diversity and ex-
ercise human rights’®.

The SUS infra-constitutional laws were enact-
ed in the early 1990s, namely, Laws n° 8.080/90
and 8.142/90, which present essential issues for
the organization of public health in Brazil, such
as ethical principles: universalization, compre-
hensiveness, and equity; and its normative prin-
ciples: decentralization and social participation.
Equity is a doctrinal principle of the SUS, where-
by health care must consider users’ needs, living
differences, and health conditions, offering more
to those who need it most, considering diversities
and social gaps'. Recognizing differences and
singularities means respecting subjectivities, and
services must create concrete conditions so that
the specific needs of each segment of the popu-
lation are met'®.

The discriminatory processes and violence
directed at PDLs are determining factors of
health issues, highlighting the need to escalate
the health sector’s efforts on the premise of care
humanization. Health equity becomes an ethi-
cal-political principle that guides care, political
actions, and strategies, reviving the living sense
of justice and the expanded health concept.
Therefore, it demands concrete, intersectoral,
interinstitutional political, and operational ini-
tiatives to protect human rights, including the
right to health. The affirmation of the principle
of equity reinforces the universal right to health
by recognizing in situations of inequality and the
social determinations of health the perverse dis-
crimination and exclusion effects on PDLs'"',

As of 1984, the Penal Execution Law (LEP)
provides for health care for PDLs in Brazil, en-
suring medical, pharmaceutical, and dental
care'>". In its art. 1, Law n°® 7.210/1984, the LEP
determines that “criminal enforcement aims to
realize the provisions of a criminal sentence or
decision and provide the conditions for the har-
monious social integration of the convict and the
interned™"’.

In the national setting, the prisoner’s right to
health within the SUS was implemented in 2003,
especially after the Interministerial Ordinance
MS/MJ n° 1.777, which established the National
Health Plan in the Penitentiary System (PNSSP).
Over a decade later, the PNAISP was approved in
2014, with regulation and organization of PDLS’
access to health in the SUS, including prison
health in the RAS**".

In its first implementation phase, PNAISP
regulated funding in the SUS for the prison sys-
tem and established the functioning of EABp, per
the PDLs of each institution. This nomenclature
was later replaced by eAPP?%.

The PNAISP established the number of PDLs
per prison establishment, which could be type I,
11, or III. Type I EABp (EABp-I) serves up to 100
prisoners with a 6-hour weekly workload; type
IT (EABp-II), 101-500 prisoners with a 20-hour
weekly workload; and type III (EABp-III), 501-
1,200 prisoners with a 30-hour weekly workload.
The number of professionals varies in each type
of team, and mental health professionals can be
added.

The main objective of these teams is to oper-
ate in the rationale of primary health care, with
health promotion, disease prevention and harm
reduction, and special attention to the most prev-
alent infectious and contagious diseases. This
policy is one of the most significant experiences
of humanization in the country’s criminal justice
system, with coverage of approximately 30% of
the country’s PDLs?»*,

In 2005, RS was one of the first states of the
federation to join the extinct PNSSP. However,
besides this Plan following a faulty logic of state
responsibility for PHC, the federal financial in-
centive of funding from the Ministry of Health
and the Ministry of Justice to enable these teams
was insufficient to address the massive challenge
of state managers and municipalities, reflecting
little progress in prison health in Brazilian terri-
tories'"12*,

In 2006, a complementary state financial
incentive was established to operationalize the
PNSSP, increasing funding to cover the cost of
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these teams™, and an Intersectoral Commitment
Term with the municipalities that adhered to the
incentive, jointly with the State Health Secretariat
and the Justice and Security Secretariat®. Since
then, and through specific regulations'"'>*%, RS
has been promoting and inducing the munici-
palization of prison health services, with shared
financing as an additional incentive for enabling
eAPPs. Eight eAPPs were implemented from
2007 to 2010, primarily type II and concentrated
in the metropolitan region of Porto Alegre, a city
where the largest penal institutions in the state.

A higher volume of state financial resource
transfers through the approval of CIB Resolu-
tion n°® 257/2011% and the consequent increase
in the SUS/RS budget for prison health allowed
increasing eAPPs from 8 in 2010 to 24 in 2013.
Besides a readjusted composition of the cost of
teams within the SUS/RS was the approval of a
reoriented care model and the decentralization of
prison primary care management and adminis-
tration to the municipal context of the SUS'"2%.

These initiatives were implemented by co-
ordinating the Technical Area of Prison Prima-
ry Health Care of the State Health Secretariat.
PNAISP’s assumptions in RS are that the greater
proximity between professionals, health services,
and the user population is closely related to pub-
lic health treatment effectiveness in prisons®, per
the constitutional principles of equity in the SUS.

Its main objective with the municipalization
was to offer primary health care services, equiv-
alent to the health services offered to the general
population, from eAPP in prison spaces in the
state of RS''"2. Fifteen eAPPs expanded from
2010 to 2013 in the state’s capital and metropoli-
tan region and the inland region. In this period,
we underscore a municipality on the coast of Rio
Grande do Sul, which increased coverage from
1,000 to 4,547 PDLs.

The results achieved in RS with the publica-
tion of CIB Resolution n°® 257/2011 encouraged
the redesign of the PNSSP into a new policy by the
Ministry of Health, along with the review of the
financial incentive values for costing through the
enactment of the PNAISP and its operationaliza-
tion through Ordinance GM/MS n° 482/2014%".
The PNAISP ordinances and their operational-
ization aim to ensure the effective and systematic
access of the population under State custody to
health actions and services, with the mobiliza-
tion of more significant financial resources and
the allocation of human resources, management
strategies, and local capacity building®'. This new
policy dictates that every prison unit becomes a

point of care for the RAS, whose responsibility
for offering Primary Care actions and services in
the prison system is promoted by the SUS, based
on the eAPPs and a Primary Prison Health Unit
(UBSp) organizing care'?. The health care to be
provided in the prison primary care services
authorized by the Ministry of Health will now
include all PDLs under custody, from pre-trial
detainees in police stations and pre-trial deten-
tion centers to prisoners sentenced in prisons,
penitentiaries, agricultural colonies, and federal
penitentiaries.

We observe the need to increase the budget-
ary agenda of the Executive in a tripartite fash-
ion for the establishment of eAPPs and to ensure
adequate financial incentives for structuring
and costing, emphasizing the provision of more
favorable conditions (environmental, salary, in-
strumental, strategic, and operational) so that the
local and regional RAS strengthen their capaci-
ties. The SUS views the population under custody
in a universal, comprehensive, resolute, and con-
tinuous way.

The SUS, through the RAS, must ensure the
management of the entire care network of the
states, Federal District, and municipalities, and
the offer of the most complex service to all the
PDLs, depending on the levels of qualification of
the services to the SUS and the defined contrac-
tualization forms. The publication of the PNAISP
triggers a trend toward a more significant care
coverage of the population under State custo-
dy, enabling the matrix support of several SUS
strategies and the focus of actions geared to the
problems that most affect PDLs®. Thirteen new
eAPPs teams were established from 2014 to 2017,
totaling 36 eAPPs (types I, II, and III). During
this period, the territorial distribution was more
diffuse, and the increase occurred mainly regard-
ing the number of type I (four) and type II (nine)
eAPPs.

In general, slight variation was observed in RS
geographic distribution of PDLs. However, the
concentration of this population in the capital, the
metropolitan region, the center, and the moun-
tainous region has increased significantly in the
same period. On the other hand, eAPPs showed
a visible movement of territorial deconcentration,
concomitantly with an increase in these teams in
municipalities that already had them.

Few changes were observed as of 2017, em-
phasizing the qualification of the third team in
the Porto Alegre Public Prison and the first team
of the Regional Prison of Santo Angelo in 2019.
Both are type II teams and were enabled after the



Consolidation Ordinance n° 2 of September 28,
2017, which renames the PHC teams to eAPP
in its regulations, making the number of PDLs
served by each team and professional staff more
flexible®. In this context, team expansion does
not necessarily mean increased coverage since
the annual increase of PDLs varies a lot and has
a growing trend. We observe a new increase in
services from January 2020 to November 2021,
primarily driven by the pandemic moment,
reaching a total of 45 eAPPs with PNAISP incen-
tives or state shared financing, updated by SES
Ordinance n° 635/2021%. The 45 eAPPs in closed
regime prisons in RS represent the coverage of
54.5% of assisted PDLs, corresponding to 17,384
under custody, out of a total of 31,933 PDLs in
closed regime (Oct. 2021).

Implementation of Prison Primary Care
Teams and their effects on the increase in
tuberculosis notifications in the PDLs of RS

Effective and timely epidemiological sur-
veillance for controlling infectious diseases such
as tuberculosis is one of the main tasks of the
eAPPs*>%, Table 1 shows the increase in tu-
berculosis notifications by the eAPPs over time.
Although the number of cases reported in the
general population and the PDLs decreased in
2020, the percentage of notifications in the PDLs
increased by 4.2%. This data represents the work
and qualification of the prison health teams,
which start to actively search and screen PDLs at
the gateway to the prison system.

We should underscore that TB notifications
in the SINAN are made only after the disease has
been confirmed so that suspected cases are not
notified®. The increase in notifications repro-
duces the increase in diagnoses. Likewise, the
pandemic showed a sharp drop in TB incidence
across the country, with a 16% drop in new case
notifications against 2019°'.

Table 2 shows TB notifications by municipali-
ty with eAPPs in penal institutions. Notifications
increased by 52.9%, from 592 in 2014 to 905 in
2020. Furthermore, we observed higher increas-
es than the previous year in the years in which
teams were implemented, with 15.2% in 2015
and 34.3 % in 2019, compared to former years.
The municipality of Porto Alegre, which imple-
mented the fifth eAPP in 2019, went from 294
notifications in 2018 to 426 notifications in 2019,
an 44.9% increase.

This study presents unpublished data without
comparison criteria in the national and interna-

tional literature. More studies that compare the
effects of qualifying eAPPs in penal institutions
with the increase in tuberculosis notifications
and reflect on access to the treatment recom-
mended for PDLs should be published. A specif-
ic analysis was chosen, which presents possible
quantitative data for analysis. This analysis could
be performed with other health care data record-
ed in official information systems. Qualitatively,
eAPPs have expanded access to and timely treat-
ment of TB in an almost invisible portion of the
population of RS.

The first step for the effective TB control is
the diagnosis and then the notification and treat-
ment. This study contributes to the importance
of implementing a national public policy to sen-
sitize municipal public managers about TB con-
trol in the PDLs and, consequently, in the general
population. The study’s limitations include the
fluctuation of PDLs, which change every time the
SUSEPE system is consulted, and the variation of
professionals in the eAPPs.

Conclusions

The planning for the implementation of the PNA-
ISP and the qualification of teams and services in
RS was progressive, both in terms of the number
and type of eAPPs, with teams being implement-
ed in municipalities with the highest concentra-
tion of PDLs. Municipalization and state shared
financing contributed to the construction and
implementation of the PNAISP, and RS played an
essential role in driving this policy.

Table 1. Tuberculosis notifications in the general
population and the PDLs, Rio Grande do Sul, Brazil,
2014 to 2020.

Tuberculosis in

Notification the Tuberculosis
year general in the PDLs (%)
population
2014 4,926 733 (14.8)
2015 4,971 817 (16.4)
2016 4,770 817 (17.1)
2017 5,139 922 (18.3)
2018 5,267 1,009 (19.2)
2019 5,553 1,299 (23.4)
2020 4,440 1,224 (27.6)
Total 35,066 6,821(19.5)

Source: Authors
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Table 2. Tuberculosis notifications in the PDLs of municipalities with eAPP, 2014 to 2020.

Municipality eAPP  PPL Teams’ TB notifications

qualification 2014 2015 2016 2017 2018 2019 2020
Cacequi I 36 2015 0 0 0 0 0 3 0
Canoas II 2,669 2015 2 6 9 6 38 57 92
Caxias do Sul I 1,537 2016 14 6 22 39 61 59 51
Cerro Largo I 84 2015 1 0 0 0 0 0 0
Charqueadas ITelll 4,231 2008/2011 85 125 128 104 103 125 120
Erechim II 466 2015 3 6 3 10 16 15 12
Guaiba I 368 2012 7 6 0 5 7 3
Guaporé II 116 2015 0 1 1 8 7
Tjui I 712 2012 6 10 5 10 12 7
Irai I 56 2015 2 1 0 0 0 0 1
Lajeado I 278 2016 14 7 8 23 15 6 7
Montenegro I 1,838 2008/2015 21 19 25 30 28 36 51
Osorio 111 1,488 2009/2013 13 13 25 21 22 52 39
Pelotas I 641 2012 27 55 37 25 32 40 36
Porto Alegre IMelll 4,267 2011/2015/2019 342 367 303 341 294 426 413
Rio Grande 111 633 2013 40 24 33 50 46 48 16
Santa Cruz do Sul 111 310 2012 9 13 10 13 7 14 20
Santa Rosa II 335 2009 2 1 3 2 0 6 3
Santo Angelo II 294 2019 3 8 3 0 12 7 5
Santo Cristo I 99 2012 0 1 0 0 0 0 0
Sao Gabriel II 253 2015 1 0 1 6 2 7 2
Sao Luiz Gonzaga II 300 2009 0 0 1 1 1 1 0
Sao Vicente do Sul I 40 2015 0 1 0 0 1 0 0
Trés Passos II 262 2011 0 0 0 2 2 0 2
Venéncio Aires 11 249 2013 0 12 14 17 12 26 18
Total 21,822 592 682 631 699 711 955 905

Source: Authors.

TB notifications focusing on PDLs identified ~ vulnerable to the disease’s infection and trans-
in SINAN show that the increase in notifications  mission. TB does not remain restricted to the
occurs more intensely when new eAPPs are qual-  walls of penal institutions and is an essential fo-
ified, especially in larger institutions, which be-  cus for community transmission of the disease.
comes relevant in TB control as PDLs are highly



Collaborations

RM Dotta, KZ Ely, and LG Possuelo contributed
substantially to the design and planning of the
project. RM Dotta, KZ Ely, ALV Shultz, and C
Busatto contributed to data acquisition, and RM
Dotta, KZ Ely, MM Soares Filho, PS Nunes, and
L PG Possuelo participated in the analysis and
interpretation of data. All authors participated
in elaborating the paper, critical review, and final
approval of the text to be published.

References

10.

11.

12.

13.

14.

15.

16.

17.

World Health Organization (WHO). Health in pri-
sons. A WHO guide to the essentials in prison health.
Geneva: WHO; 2007.

Brasil. Ministério da Satude (MS). Politica Nacional de
Atengdo Integral 4 Satide das Pessoas Privadas de Li-
berdade no Sistema Prisional. Brasilia: MS; 2014.
World Prison Brief (WPB). [cited 2021 nov 22]. Avai-
lable from: http://prisonstudies.org/country/brazil
Superintendéncia dos Servicos Penitenciarios (SUSE-
PE). [acessado 2021 nov 22]. Disponivel em: http://
WWW.susepe.rs.gov.br

Levantamento Nacional de Informagdes Penitencid-
rias. Infopen: atualizagdo junho 2017. [acessado 2021
nov 22]. Disponivel em: http://antigo.depen.gov.br/
DEPEN/depen/sisdepen/infopen/relatorios-sinteti-
cos/infopen-jun-2017-rev-12072019-0721.pdf
Carvalho ACO. A reincidéncia criminal em decorrén-
cia da precariedade do sistema penal brasileiro. Brasi-
lia: Conteudo Juridico; 2017.

Rangel FM, Bicalho PPG. Superlotagio das prisoes
brasileiras: operador politico da racionalidade con-
temporanea. Estud Psicol 2016; 21(4):415-423.

Freitas RS, Zermiani TC, Nievola MTS, Nesser JN.
Politica Nacional de Atencéo Integral a Satde das Pes-
soas Privadas de Liberdade no Sistema Prisional: uma
andlise do seu processo de formulagio e implementa-
¢d0. R Pol Publ 2016; 20(1):171-184.

Lermen HS, Gil BL, Cunico SD, Jesus LO. Satide no
carcere: andlise das politicas sociais de saude vol-
tadas & populagdo prisional brasileira. Physis 2015;
25(3):905-924.

Rio Grande do Sul. Secretaria Estadual da Saude.
Saude prisional [Internet]. [acessado 2021 nov 22].
Disponivel em: http://www.saude.rs.gov.br/saude-pri-
sional

Schultz ALV, Dias MTG, Lewgoy AMB, Dotta RM.
Satide no sistema prisional: um estudo sobre a legisla-
¢ao brasileira. Argumentum 2017; 9(2):92-107.
Dotta-Panichi RMD. The right to health: women in
prison and mental health (tese). Porto Alegre: Univer-
sidade Federal de Ciéncias da Satde de Porto Alegre;
2014.

Stock BS, Dotta, RM. Saude publica e sistema prisio-
nal: um olhar diferenciado no 4mbito do SUS Gatcho.
In: Fonseca ACCEF, Leivas PGC, organizadores. In: Di-
reitos humanos e satide. Porto Alegre: Ed. da UFCSPA;
2019. p. 47-72.

Trajman A, Saraceni V, Durovni B. Os objetivos do
desenvolvimento sustentavel e a tuberculose no Bra-
sil: desafios e potencialidades. Cad Saude Publ 2018;
34(6):e00030318.

Instituto Brasileiro de Geografia e Estatistica (IBGE).
Cidades e Estados [Internet]. [acessado 2021 nov 13].
Disponivel em: https://www.ibge.gov.br/cidades-e-es-
tados/rs.html

Brasil. Constitui¢do da Repiiblica Federativa do Brasil.
Brasilia: Senado Federal; 1988.

Silva LMV, Almeida Filho N. Equidade em saude:
uma andlise critica de conceitos. Cad Saude Publ
2009; 25(Supl. 2):5217-5226.

'S
S
[\
—

TT0T TTHH-STHF(TT)LT ®ALRIOD 9PNES X BIOUID)


http://www.susepe.rs.gov.br/
http://www.susepe.rs.gov.br/
http://antigo.depen.gov.br/DEPEN/depen/sisdepen/infopen/relatorios-sinteticos/infopen-jun-2017-rev-12072019-0721.pdf
http://antigo.depen.gov.br/DEPEN/depen/sisdepen/infopen/relatorios-sinteticos/infopen-jun-2017-rev-12072019-0721.pdf
http://antigo.depen.gov.br/DEPEN/depen/sisdepen/infopen/relatorios-sinteticos/infopen-jun-2017-rev-12072019-0721.pdf
http://www.saude.rs.gov.br/saude-prisional
http://www.saude.rs.gov.br/saude-prisional

N
S
[\S)
S}

Dotta RM et al.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Costa AM, Liong¢o T. Democracia e gestao participati-
va: uma estratégia para equidade em satde? Saude Soc
2006; 15(2):47-55.

Brasil. Lei de Execug¢do Penal. Lei n° 7210, de 11 de
julho de 1984.

Brasil. Portaria Interministerial MS/M]J ne 1.777, de
9 de setembro de 2003. Aprova o Plano Nacional de
Saude no Sistema Penitencidrio. Didrio Oficial da
Unido 2003; 10 set.

Brasil. Portaria GM/MS n° 482, de 1° de abril de 2014.
Institui a Politica Nacional de Atengdo Integral a
Saude das Pessoas Privadas de Liberdade no Sistema
Prisional (PNAISP) no 4mbito do Sistema Unico de
Saude (SUS). Didrio Oficial da Unido 2014; 2 abr.
Brasil. Portaria de Consolidagao ne 2, de 28 de setem-
bro de 2017. Aprova a consolidagdo das normas sobre
as politicas nacionais de saide no Sistema Unico de
Saude. Didrio Oficial da Unido 2017; 29 set.

Brasil. Portaria GM/MS n° 2.298, de 9 de setembro de
2021. Dispde sobre as normas para a operacionaliza-
¢do da Politica Nacional de Atengdo Integral a Satide
das Pessoas Privadas de Liberdade no Sistema Prisio-
nal (PNAISP), no 4mbito do Sistema Unico de Saude
(SUS). Didrio Oficial da Unido 2021; 10 set.

Ornell E, Panichi RMD, Scherer JN, Modena SL, Cin
VD, Zaninif AM, Halpern SC. Satide e carcere: estru-
turacdo da atengdo bésica a satide no sistema prisio-
nal do Rio Grande do Sul. Sisterna Penal & Violéncia
2016; 8(1):107-121.

Rio Grande do Sul. Resolugdo CIB RS n° 101/2006.
Aprova a criagdo do Incentivo Financeiro Estadual,
complementar ao Incentivo Federal, para aimplemen-
tagdo, na adesdo de municipios, de Equipes Munici-
pais de Saude Prisional nas unidades penitencidrias
com mais de 100 pessoas presas, visando a implanta-
¢do do Plano Operativo Estadual de Atengao Integral
a Satide da Populagdo Prisional do Rio Grande do Sul.
[acessado 2021 nov 22]. Disponivel em: https://saude.
rs.gov.br/upload/arquivos/carga20170249/23104902-
1340816865-cibr101-06.pdf

Rio Grande do Sul. Resolu¢do CIB RS n° 179/2006.
Aprovar o Termo de Compromisso dos municipios
que assumirem a geréncia de satide das Unidades de
Saude Prisional, em conjunto com a Secretaria de Es-
tado da Saude e a Secretaria de Justica e Seguranga.
[acessado 2021 nov 22]. Disponivel em: https://saude.
rs.gov.br/upload/arquivos/carga20170249/23104948-
1340820131-cibr179-06.pdf

27.

28.

29.

30.

31.

Rio Grande do Sul. Secretaria Estadual da Saude.
Comissao Intergestores Bipartite. Resolugdao CIB/RS
n°257/2011. [acessado 2021 nov 22]. Disponivel em:
http://atencaobasica.saude.rs.gov.br/upload/arqui-
v0s/201510/01114725-20141108004259resolucao-
cib-257-2011.pdf

Schultz ALV. O apoio matricial como metodologia para
o trabalho em saiide no sistema prisional: fatores fa-
vordveis, desfavordveis e contribuigbes (dissertagio).
Porto Alegre: Universidade Federal do Rio Grande do
Sul; 2018.

Rio Grande do Sul. Secretaria Estadual da Saude. Por-
taria SES n° 635/2021, de 31 de agosto de 2021. Define
os critérios de habilitacdo e a forma de distribui¢ao do
recurso financeiro do Programa Estadual de Incenti-
vos para Atengdo Primdria a Satde (PIAPS). [acessa-
do 2021 nov 22]. Disponivel em: https://saude.rs.gov.
br/upload/arquivos/202109/01101341-635.pdf

Brasil. Departamento de Vigildncia e Doengas Trans-
missiveis. Vigildncia epidemiolégica da tuberculose:
andlise de indicadores operacionais e epidemiolégicos a
partir da base de dados do SINAN versdo 5.0. Brasilia:
MS; 2015.

Brasil. Ministério da Satde (MS). Boletim epidemiolé-
gico: tuberculose 2021. Brasilia: MS; 2021.

Article submitted 28/11/2021
Approved 18/07/2022
Final version submitted 20/07/2022

Chief editors: Maria Cecilia de Souza Minayo, Romeu Go-
mes, Antoénio Augusto Moura da Silva

() I This is an Open Access article distributed under the terms of the Creative Commons Attribution License


http://atencaobasica.saude.rs.gov.br/upload/arquivos/201510/01114725-20141108004259resolucao-cib-257-2011.pdf
http://atencaobasica.saude.rs.gov.br/upload/arquivos/201510/01114725-20141108004259resolucao-cib-257-2011.pdf
http://atencaobasica.saude.rs.gov.br/upload/arquivos/201510/01114725-20141108004259resolucao-cib-257-2011.pdf

