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Abstract This article focuses on the theme of
suicide prevention based on analysis of a work in
progress. A case study of the Program for Promotion of Life and Suicide Prevention of Candelária
in the State of Rio Grande do Sul was conducted.
It is a Brazilian municipality that has high suicide mortality rates in the general population and
among the elderly. The scope of this paper is to
present a experience that has proved successful
and is based on a local initiative. The data presented here result from participant observation,
interviews with the team carrying out the work,
discussion groups and document analysis. The
following categories were used: line of care, management and evaluation process. The results of
intervention show that suicide rates declined from
5 deaths per year (21/100,000 inhabitants) between 1996 and 2000 to 3.6 deaths per year (12/
100,000 inhabitants) between 2007 and 2009. The
study establishes a dialogue with the experiences
of others locations and provides contributions to
prevention programs that can be set up in Brazil.
Key words Suicide, Suicide prevention programs,
Networks

Resumo Este artigo está focado no tema da prevenção do suicídio a partir da análise de um trabalho em desenvolvimento. Foi realizado um estudo de caso do Programa de Promoção à Vida e
Prevenção ao Suicídio de Candelária (RS), um
município brasileiro que apresenta altos coeficientes de mortalidade por suicídio na população
geral e de idosos. O objetivo deste texto é analisar
uma experiência que vem obtendo êxito e tem a
base numa iniciativa local. Os dados aqui apresentados resultam de observação participante, de
entrevistas com a equipe que conduz o trabalho,
dos grupos de discussão e da análise documental.
Foram utilizadas as seguintes categorias: linha de
cuidado, gestão e processo avaliativo. Os resultados da intervenção mostram que as taxas de suicídio decresceram de 5 óbitos/ano (21/100 mil habitantes) no período 1996-2000 para 3,6 óbitos/
ano (12/100 mil) em 2007-2009. O estudo estabelece um diálogo com experiências de outros locais
e traz contribuições para programas de prevenção que possam ser organizados no país.
Palavras chave Suicídio, Programas de prevenção do suicídio, Redes
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Introduction
Suicide is social fact1 of subjective repercussions.
It is also a major public health problem2. According to the World Health Organization3, suicide rates have increased by 60% in the last 45
years and suicide is world’s 13th cause of death
among the overall population.
In Brazil mortality coefficients are three to
four times higher among males; currently the rate
is 4 to 5 deaths for every 100,000 inhabitants4,5.
The highest coefficients of suicide are found in
Brazil’s Southern states6 and they have recently
increased in the Middle-West7 region.
Suicide is defined as self-inflicted violence and
a decisive act which is initiated and performed to
its completion by an individual who has full understanding or expectation of a fatal result3. It is
a complex situation with multiple associated factors that change according to culture, historical
moment and social group, and it is considered
taboo in many societies6.
Programs and interventions that aim to prevent suicide are being proposed in the last few
years and such action includes improving the
quality of life of groups affected the most and the
elimination of stigma that surrounds the issue.
The challenge of prevention consists of identifying people in vulnerable situations, understanding the circumstances that influence their suicidal
behavior and structuring effective interventions8.
The Brazilian Ministry of Health unveiled the
National Strategy for Suicide Prevention in 2006,
aiming to decrease the number of deaths and attempts, associated damage and impact on families. That same year the Suicide Prevention Manual for Mental Health Team Professionals was
launched. It aimed to detect early conditions associated with the phenomenon and to put preventive measures into place9.
Suicide prevention may be classified in universal, selective and specific terms. The so-called
universal prevention aims to reduce the incidence
of new cases through educational action; selective
prevention focuses on groups exposed to risk situations; and specific prevention targets individuals who manifest suicidal wishes or ideations10.
Countless prevention actions were carried out
in several countries worldwide in the last decade,
many of them through tracking vulnerability situations and educational actions11. There is evidence of successful results from prevention programs in European countries, in the United States
and in Japan, which have significantly decreased
deaths by suicide12-14.

The World Health Organization launched
recommendations in 2000 for suicide prevention
which include encouraging research, measures to
reduce access to lethal methods, improving
healthcare services, rehabilitation for individuals
with suicidal behavior and early recognition of
mental suffering. In addition to those, it also highlighted the importance of disarmament and control over firearms possession, of placing obstacles in places that may induce fall, detoxifying
domestic gas emission and limiting the access to
toxic substances8.
Community prevention programs who take
in users seen by multidisciplinary teams have been
obtaining satisfactory results. In Brazil the proposal of full attention and care being provided to
users in lines of care represent one of the scenarios for organizing suicide attention policies, considering comprehensiveness and intersectoral
action15.
Even if there are violence prevention actions
in Brazil, we have not found any specific references to suicide prevention programs, although
local actions may be under way which have not
yet been sufficiently evaluated and published. In
that sense, we believe it is important to describe
the experience obtained in a suicide prevention
program in the city of Candelária, Rio Grande
do Sul state/Brazil, in order to encourage dialogue with other initiatives and to contribute to
analyzing strategic tools to address it.

Methodology
The Candelária/RS Program to Promote Life and
Prevent Suicide (PPS) was set up with the goal to
address a historical situation of high coefficients
of mortality by suicide, both in the overall and
elderly populations.
The program known as “Yes to Life” (Vida
Sim) began in 2009 based on a proposal drafted
by the Municipal Secretariat of Health and by the
Technical Support and Rural Extension Company (Empresa de Assistência Técnica e Extensão
Rural - EMATER), with collaborations from several institutional actors.
This is a case study, a method which allows
us to delve further into a unique phenomenon,
in this case a suicide prevention program, and
explore its complexity16. Theoretical propositions
which have led to the case study are related to the
field of collective health; its guidelines are comprehensiveness and intersectorality. Such guidelines have directed our research questions and
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validated with the PPS through group discussion
rounds, during which participants discussed the
dynamic and flexible aspects of the proposal.
Quantitative data included evaluating mortality
indicators before and after the PPS implementation and program user follow-up.
Breaking Taboos and Talking about Death:
How the Program Started
The PPS started when a group of professionals and workers in the city of Candelária and three
other municipalities met to discuss the issue of
suicide and its impact on local reality. They were
part of an inter-municipal project that studied
suicide and the group provided a space for analyzing epidemiological indicators and to draft a
manual to prevent it.
The group encountered a precarious network
of care to people under risk of suicide and opposition from service managers to admit cases from
emergency rooms:
Nurse: In 2008, when we were working in a
group that operated before the program was organized, we performed a psychological autopsy on a
family and we found a young woman with ideation and suicidal plans. We agreed with her that
she would receive medical care, but this did not
happen.
Technician: She had already attempted [suicide] three times.
Psychologist: Then we argued with the service
that they needed to provide care without prior
appointments because this is an urgent situation.
Considering the high prevalence of suicide in
the region and lack of specific flows to provide
care in risk situations, those professionals took
up the challenge of organizing a suicide prevention program. Let us examine what they say about
how they analyzed the situation:
Nurse: The first step was to gather data, a historical series on suicide in the last few years. We
surveyed this demand and to our disappointment
healthcare services provided no information on
patients’ histories.
Psychologist: Only clinical symptoms.
Nurse: Clinical consults, headaches, no detailed
medical record.
Psychologist: But over 60% of patients had been
to a primary health clinic for an appointment in
the last 30 days prior to the act, complaining of
anguish, chest pain and tachycardia.
Nurse: This was very upsetting for us as healthcare professionals. Were we listening to those patients? We were frustrated as healthcare profession-
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shaped the data collection plan, the organization
of analytical dimensions and interpretations that
have appeared throughout the study.
Throughout our methodology we have used
different investigation strategies. Conversations
with program managers, participant observation
and the discussion group were primary sources,
in addition to the analysis of documents and
media.
Participant observation occurred during visits
to the city while the following research was conducted: “Is it possible to prevent the end from coming early? Suicide in the Elderly in Brazil and Possibilities for Action in the Healthcare Sector”. This
study is part of that research. The visit is an informal moment during which we communicated with
the team and observed the “program in action”,
allowing us to identify it as a successful experience
which should be analyzed and promoted.
The discussion group was chosen not only
for data collection, but also to increase our understanding of the PPS as a whole. It also provided a space to understand actors’ motivations,
perceptions and involvement with the proposal18,19. The instrument which directed the discussion was a semi-structured interview guide that
included the following topics: program organization, line of care, itineraries, network actions,
case reports. However, such conversations extended beyond the list of questions, because during
the discussions cross-sectional topics came up
and the team evaluated their process and results.
One topic analyzed by the program’s team is
the relationship between suicide and agrotoxic
products, since many suicidal individuals in the
region are tobacco farmers; however this study
was not designed to look into this association.
Research attempted to bridge the gap between
researchers and subjects, providing a democratic
space where each participant made their contribution20. The group was guided by the understanding that qualitative data do not precede the
research meeting; rather it is produced during the
investigation process through engaged and ethical listening. Such spaces for speech allow workers/professionals to transform daily wisdom into
knowledge when they reflect on their practice21.
Investigation enabled participants to ask themselves questions about where the ongoing process
was headed and the meaning and relevance of a
few key situations22. This helped systematize analytical dimensions that have come up after initial
readings of discussion group dialogues.
Data production consisted of a moment where
they were generated and another when they were
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als and the major source of data was the Police
Report, which described the suicide scene. [And
we realized] they [police officers] listened to what
healthcare professionals didn’t.
This finding was surprising for this small
group. They found out that public security operators recorded the condition’s history much more
thoroughly than healthcare professionals. While
the latter recorded medical histories, they did not
relate them to signs and symptoms of suicidal
behavior: this made it clear how difficult it was
for such services to understand the problem. This
detachment from this sector was confirmed by
that fact that 60% of patients who had committed suicide had been to a Primary Healthcare Unit
and the risk situation was not identified. This
finding alerted the group being established that
they should come up with an interdisciplinary
approach to prevent suicide and work toward
organizing the city’s care network.
The first PPS strategic action aimed at demystifying the issue of death by suicide and consequently fostering possibilities to discuss the issue. The team found out that, although there was
a high prevalence of suicide in the region, it was
still a taboo topic about which people talked secretly. On the other hand, suicide was becoming
natural to many families and treated as ordinary,
while in others survivors were singled out and
discriminated against. Such findings motivated
the team to put the topic up for discussion:
Psychologist: So let’s start talking about suicide
with everyone, in the Family Health Strategy, at
the hospital!
Nurse: Before, the issue was concealed; no doctor would talk about suicide, so we started demystifying it. Training doctors and other professionals
to identify people at risk. I think this was a huge
victory we achieved in a short time.
And so Candelária’s PPS began - in a 30,000inhabitant municipality, half of them living in rural
areas -, centralized at the Center for Psychosocial
Care (CAPS) and prioritizing care for all suicide
attempts. Candelária’s CAPS currently operates
with a team of two psychiatrists, two psychologists, a social worker, two supervisors, a nurse, a
nursing technician, a receptionist and a janitor. It
is open from 8 a.m. to 5 p.m. Users referred to
CAPS after a suicide attempt are seen and depending on their medical evaluation they receive
care on that same day:
CAPS Supervisor: Admission is fast and flexible; when in doubt a professional will call a colleague or consult with someone from the hospital.
The network works well here.

Setting up the PPS entailed training network
professionals to detect and refer patients, in addition to agreements with the team to prioritize
care to those cases and to allow the inclusion of
people in vulnerable situations who had priority
over regular demand:
Psychologist: We wanted to train everybody
and teach them what you have to do so that services would refer cases. All suicide attempts are sent to
CAPS and receive urgent care.
Therefore, by establishing unrestricted access
to mental health admissions the PPS managing
group has shown it is aligned with the understanding of collective mental health that this is a
process that allows building social subjects who
are engaged in social transformation, aiming to
replace traditional practices with others that will
enable life projects23.
Admitting and Bonding: the Line of Care
By analyzing the Candelária program it is
possible to define it as a public health experience
that comes from intersectoral communication and
that includes educational, prevention and health
promotion actions. Selective prevention works
with groups subject to greater social vulnerability,
even in the absence of suicidal behavior, and specific prevention targets people who have already
attempted suicide or who have suicidal ideation10.
Individual prevention actions include providing
care to individuals in a crisis; identifying and following risk situations, including ideation and attempts; and the inclusion and accountability of
family members. In the collective sphere, the PPS
aims to change prejudiced views on suicide by
promoting wide and open discussion in order to
generate action and public policies.
The program was structured according to the
view of line of care. This consists of providing
safe and guaranteed flows of care to users24 in
order to meet their health needs and to promote
comprehensive care, establishing bonds and accountability. The line draws the route the user
takes within a network, including segments that
are not necessarily included in the healthcare system, such as community, social assistance and
rural population development entities.
In order to build the program’s line of care,
those responsible for healthcare services had to
agree on flows and reorganize their work process
in order to eliminate access barriers to users. This
work involved the Family Health Strategy (ESF)
teams, workers from Primary Healthcare Units
(UBS), from the Center for Psychosocial Care
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cial networks of neighbors and family members,
especially in cases of users who live in rural areas
and in regions of difficult access. Family members receive instructions on how to deal with risk
situations. They receive recommendations not to
leave the person alone during the initial stage of
treatment, to follow their use of medication and
to restrict access to guns and toxic materials.
Psychologist: The psychiatrist and I go on home
visits and this takes an entire morning when people live far away. So we set up a social network so
that neighbors are ready to act and the family is
alert. If they notice some of the situations we mention, they call us. They often don’t have a phone, so
they let the agent know and they will call CAPS.
The community agent provides follow-up and
checks on medication.
Comprehensiveness in the line of care is
achieved through an Individual Treatment Plan
(PTI). This is regarded as a set of care actions
designed to solve an individual’s given health
problem, based on the assessment of clinical,
social, economic, environmental and emotional
risk. The treatment plan enables the healthcare
service to operate focusing on individuals’ needs
and no longer on service offer26.
The PTI is designed for each user when they
enter CAPS and it covers therapy groups, individual and family care, and painting, music, cooking and crafts workshops. Furthermore, community activities are also offered, even though in
the beginning of treatment people rarely accept
taking part, since they are imprisoned by the idea
of death as the only way to escape their situation.
However, one observes that after a few months
of treatment program users become interested
in therapy workshops. In the team’s view this represents a landmark and important progress to
build a life project. Each takes their own subjective time reaching this landmark and the program respects this process:
Psychologist: Every Thursday we gather the
CAPS team to make decisions on individual treatment plans of people who have arrived in the last
week. We get together and discuss, there’s this suicide case, who’s going to be in charge of whom,
whether the patient is going to use any medication, in summary, what’s going to be done.
The concept that provides the grounds for
care and therapeutic plan design involves understanding the uniqueness of each case, the work
with the family, a patient’s access to services and
medication (if that is the case), the possibility of
inclusion in Primary Healthcare Units, listening
to social networks, teamwork with co-responsi-
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(CAPS) and from the local hospital. In addition
to network healthcare professionals, EMATER
technicians also joined the line of care. They conduct work to improve the quality of life of rural
families. Medical emergency rescuers from the
Mobile Urgent Healthcare Service (SAMU), firefighters and police officers also joined, since they
are the first to provide care to suicide victims.
The program’s second strategic action emphasized training healthcare professionals to pay
attention to risk identification and conceptual
differences in approaches to ideation, planning
or suicide attempt. It has been demonstrated9,25
that people who attempt suicide should be part
of priority groups to receive care from prevention programs. There is favorable impact on indicators when people in such groups are successfully identified and cared for. After sensitizing
teams to identifying and referring individuals in
a situation of risk, suicidal ideation started being
addressed by Primary Healthcare services. The
work of community agents was crucial for this.
People with ideation are referred for care at UBS
or ESF by those agents, while attempts are referred to CAPS. The team organized healthcare
flows, prioritizing this group:
Psychologist: We interrupted team activities to
talk about suicide and we did this with everybody,
at the hospital, with community health agents, we
explained the difference between ideation and attempt, and who should be referred to CAPS or to
UBS.
The program extended care to survivors and
to do so it actively looked for families who had
fatal losses prior to the implementation of the
program. EMATER, as a partner institution, promotes the program in rural areas and is responsible for leading health promotion groups. The
program currently has several entry pathways
and care strategies, as one of the managing group
members explains:
Psychologist: Now every attempt that comes
through the Family Health Strategy, the hospital,
the urgent care service, the military brigade, you
know, through any of the services, they’re all referred to CAPS. When they get to CAPS we admit
them and decide on an individual treatment plan
for each case. There is a different chart for suicide
attempts, they’re patients we call periodically, we
talk to their families and ask if everything’s alright.
The line of care is flexible and does not only
work under established reference and counter-reference protocols, but also by organizing itineraries in order to facilitate a user’s access to services.
This approach aims to build and strengthen so-
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bility, constant follow-up of risk situations and
the importance of confidentiality and ethics:
Psychologist: We work with an individual treatment plan, so each case is different from the other
and we cater to people’s uniqueness. For instance, I
can’t assign a patient to weekly therapy sessions
when I know they live in a region of difficult access
and that there’s no daily bus service. In those cases
you need to consider other types [of activity].
In summary, in order to organize lines of care it
is necessary to develop communication and negotiation skills, involving all actors in a care agreement that guarantees available resources and the
offer of primary and secondary care; individualfocused flows, facilitating their walk along the network; and the tools which will guarantee safe referrals to different levels of complexity and the UBS
team’s responsibility to develop the treatment
project that will be followed in the line of care24.
Building an intersectoral line of care has changed
admission practices and clinical history started including questions about sleep problems, thoughts
about death and use of agrotoxic products.
The program used already existing resources
and also prioritized using professionals that were
already in the network to rearrange service actions by agreeing on new work processes, reorganizing networks and involving the community. It
should also be highlighted that the PPS management team have formed bonds of trust, solidarity, team spirit, mutual collaboration and network
activity, all crucial for lines of care to work and to
make room for creativity and possible reinventions considering the needs, possibilities and wishes
of people who receive their service.
Comprehensiveness
and Work Management in the PPS
The proposal to provide comprehensive
healthcare begins with a reorganization of work
processes in the basic network and it adds to other
care actions, following a complex web of actions,
procedures, flows, routines, knowledge, in a communicative and complementary process that also
involves dispute. All of this forms what is understood as healthcare27.
Access is an important indicator to define the
degree of ease or difficulty with which people gain
access to health services; it reflects the features of
the healthcare system and it is influenced by individual factors, by the profile of health needs and
by people’s values and preferences28.
A dimension appreciated by the PPS refers to
accessibility of health actions, made possible by

strengthening Primary Care, since social reintegration occurs through CAPS and focuses on the
individual and the community. Accessibility implies providing access to all resources the user
needs, from home visits to hospital admissions26.
In Candelária difficult access for rural populations is expected to be solved by hiring community health agents to achieve 100% ESF coverage.
Permanent education is one of the management and work process follow-up tools. Permanent education is thought as an educational process that places health work under analysis and
enables building collective spaces to reflect on and
make sense of actions taken in everyday life29. Professional training, with an integrated perspective
between teaching and work, is incorporated into
the daily routine of services.
Nurse: We get involved in permanent education and all health units are closed for one period
during the week for teams to meet and discuss cases, organize a work model and for evaluation.
Permanent education occurs as the program
is implemented and includes shared planning of
flows, the proposal of “open doors” to care at
CAPS, designing individual therapy plans, continuous supervision, strengthening the network,
community and intersectoral actions.
The program expands the debate so as not
do reduce suicide to an individual matter and to
think about it as a social problem that requires
collective and community solutions.
The Evaluation Process
A program’s evaluation is understood as judgment that may range from dichotomic qualitative or quantitative value judgment to an analysis that involves the phenomenon as a whole30.
The expanded concept of evaluation aims to overcome the false opposition between qualitative
versus quantitative approaches, prioritizing the
construction of an object and mobilizing all possible techniques to analyze it31. As far as possible
evaluation should involve all actors who take part
in the program and aim to adjust routes and
improve action32,33.
Evaluation includes a wide range of activities,
from subjective judgments on a social practice,
such as “did we do well?”, “did we get any results?”, “are we satisfied?” to the so-called evaluative research34,35 that combines methods, theories and techniques in a more objective way32,33.
The PPS evaluation was based on the understanding that evaluation processes of social practices are an integral part of proposal consolida-
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Psychologist: All patients who joined [the program] for having attempted suicide in the last year
and a half, all of them are fine, several are back to
their units, they’ve gone back to work. We see during appointments that they’re fine; nobody talks
about depressive symptoms anymore. So this means
that if you organize the network and offer proper
treatment, this will prevent death.
The coordinator made the following comment while remembering a model case, a case that
worked out ok:
Psychologist: I remember the mother of one of
our patients who found her son hanging from a
gallows. He had attempted suicide before, but the
family thought he was a substance abuser and that
he wasn’t going to commit suicide. The mother
said the son was going to work in the woodwork
shop in the back of her house and she went to lie
down after noon, but she couldn’t sleep so she got up
and went looking for the young man. He has hanging in a rope from the balcony and she called the
brigade who called us. We took the young man to
the hospital. He was admitted and started treatment at CAPS, it’s been a year now, today he’s doing
really well, he’s no longer a substance abuser and
mother and son attend CAPS group meetings every
week. And we have many other cases like this one.
With respect to the program’s impact, measured by quantitative indicators, it was possible
to obtain evidence that ever since the PPS was
implemented there have been no cases of suicide
among people receiving care after a previous attempt. This is an indicator of the program’s efficiency and effectiveness, since the risk of suicide is
greater in this group. In the four cases of suicide
that occurred between 2009 and 2010, people were
not seen by CAPS and lived in rural areas of difficult access and in a region that was not covered
by the Family Health Strategy.
According to the team’s statement, another
datum worthy of attention is a decrease in the
frequency of suicides. In terms of coefficients of
mortality by suicide in Candelária36, we observe
that cases and coefficients in three different periods show an average of 5.4 deaths/year, which
represents 18.6 deaths/100,000 inhabitants in
1996-2000. In the following period (2001-2006)
there was a significant increase to 6.5 deaths (21.4
deaths/100,000 inhabitants). In 2007-2009 this fell
approximately by half with an average of 3.6 cases/year, which represents a coefficient of 12/
100,000 inhabitants.
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tion. And in this paper we make an effort to analyze the valuation process conducted by the actors involved in the PPS themselves.
Evaluating a program to confront suicide is
no easy task, since measuring results produced
by social interventions, especially when pertaining to multi-cause situations as in this case, consists of a complex procedure. The program team
performs continuous assessments using elements
produced in case discussions, work meetings and
in informal conversations between members:
Nurse: The three of us meet every month to
discuss what’s working, how groups are going, what
has to change.
Psychologist: When the patient returns to the
ESF they may have severe symptoms so the ESF
coordinator calls us and asks us what we think.
In the PPS team’s view, organizing the intersectoral network was one of their highest impact
actions:
Psychologist: The great thing we did was getting the network organized, in fact that’s all we
did. And it’s not a high cost program. It’s the brochures, the posters we’re making and that was it,
because labor comes from the secretariat [Municipal Secretariat for Health] and doctors are those
from the Family Health CAPS, while EMATER
works with groups as they already did before the
program.
The team takes an important indicator into
account, the increase in referrals of people with a
history of attempting suicide, located at the different levels of healthcare. The monthly average
of service provided to people in that situation
has increased as a result of active search and CAPS
currently offers consults to a total of 800 people
every month, including follow-up to 100 of them
who joined the program after the activities already mentioned were implemented.
Other indicators assessed by the team are: user
satisfaction, resolubility of care, monitoring of
medication checked out at the Municipal Drugstore to investigate whether people are using drugs
and adherence to CAPS services. With that information home visits or contact with families are
scheduled in order to review the individual treatment plan. Active search does not occur as an
imposition, but a new option users and families
have to be included in the line of care. Indicator
assessment revealed that suicide cases that were
not avoided in the last two years concerned people who did not have access to the healthcare network:
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Final Considerations
Candelária’s PPS represents an innovative program to prevent suicide, both in terms of the originality and relevance of its proposition and in
terms of the impact on its mortality rates. Even
so, PPS professionals find it important to expand the participation of other segments of the
community to provide political support to the
program. This may prevent the current technical-assistive model, based on strengthening primary care and on building an intersectoral network, from going back to a perspective based on
the biomedical model.
With respect to program management weaknesses, one notices that CAPS professionals may
become overburdened, considering the increasing demand from people at risk. This fact could
be minimized by expanding referral of less severe
cases to the primary network, as long as professionals are trained and sensitized to assist and
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detect problems. Strengthening the network will
enable early detection and providing care in crisis
situations, before they become suicide attempts.
Among PPS potentials we highlight the commitment of the current healthcare manager to
providing political-institutional support to the
project and the fact that the Municipal Secretariat
for Health has adopted a democratic management. We emphasize the importance of the current participatory analysis process, which appreciates the leading role of actors involved in this
work.
Finally, we would like to mention the management team’s participation in other inter-municipal and interstate discussion networks, in social control, in research that focuses on other
possible causes, as agrotoxic products and the
tobacco green sickness, their being open to what
is new and their availability to cooperate with
other groups aiming to conduct health and life
promotion activities.
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