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This study examines the contextual
determinants of implementing
decentralization of epidemiological
surveillance for the family health team, in
a municipality in the state of Bahia, Brazil.
This was an evaluative study using the
political model of implementation analysis.
Data were obtained through document
analysis and semi-structured interviews
with managers and healthcare workers.
Five themes emerged: planning; training of
human resources; organization of the work
process; linkage within institutions; and
organization of family healthcare units. The
results revealed that there are difficulties
such as poor infrastructure of healthcare
units, creation of flexibility in labor
relations and healthcare worker turnover.
The study shows that there is a need for
stakeholder participation in the process of
implementing the policy of decentralization
of epidemiological surveillance for the
micro-area of intervention that comprises
the family health program.
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Este estudo analisa os determinantes
contextuais da implantagdo da
descentralizagdo da vigilancia
epidemiolégica para a Equipe de Saude

da Familia, em um municipio do estado

da Bahia, Brasil. Trata-se de pesquisa
avaliativa, adotando-se o modelo politico
da andlise de implantagdo. Os dados
foram obtidos mediante a analise de
documentos e entrevistas semiestruturadas
aplicadas a gestores e trabalhadores

da satide. Emergiram cinco temas:
Planejamento; capacitacdo de recursos
humanos; organizacdo do processo de
trabalho; articulagdo intrainstitucional;
organizacdo da Unidade de Salde da
Familia. Os resultados revelam dificuldades
tais como: precéria infraestrutura das
unidades de saude, flexibilizagdo das
relacdes de trabalho, rotatividade dos
trabalhadores da satide. O estudo aponta
para a necessidade de participacao dos
atores no processo de implementacdo da
politica de descentralizagdo da vigilancia
epidemiolégica para um micro-espaco de
intervencdo que é o Programa de Salde da
Familia.
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Introduction

From the twentieth century to the beginning of this century, social policies in Brazil have undergone
profound transformations. The decentralization of health, basic education, social welfare, sanitation
and affordable housing was among the priorities on the agenda of Brazilian officials’ as it was the case
in general in occidental societies in those years?. However, more than just an administrative process,
decentralization is also a political process involving the transfer of power, in this case from federal to
regional and municipal entities.

According to Guimaraes?® despite the legal-normative structure negotiated and agreed upon by
the social actors involved, a conflict between the three spheres of government is inherent to the
decentralization in the health sector in Brazil, partly due to resource and power imbalances among
the levels of government. This unequal division impedes the full implementation of the Unified Health
System (UHS).

The Brazilian Constitution of 1988 established the Unified Health System with the doctrinaire
principles of universality, integrality, and equity in access to health services and established as
organizing principles: the decentralization of health services and programs; the regionalization and
hierarchy of the health network; and social participation*. The Family Health Strategy is regarded as
a structuring strategy of the Unified Health System (UHS), in that it was designed to restructure the
healthcare model, originally focused on hospital and medical practice (strategy defined by Brazil's
health ministry aiming at reorienting health practices, with emphasis on primary care).

Evidence suggests that the conceptual definition of decentralization implies a political dimension
related to the sharing of decision-making power. As we can see, the administrative dimension often
seems privileged with an emphasis on transfer of functions and responsibilities between spheres of
government. In this sense, the so-called current decentralization in the health care system could be
characterized more as a dispersion of activities — what is usually conceptualized as a de-concentration
in the international research — than a real transfer of resources accompanied by a corresponding
transfer of decision-making power>-".

Baguenard® mentions that de-concentration is characterized by the development of a hierarchical
line of command between central government and local instances. Accordingly, Lemieux® proposes
that de-concentration or administrative decentralization is characterized by a relationship of
dependency upon the local and central. Thus, in the Brazilian context, decentralization is an ideological
production that is grounded in the legitimacy of power by the central federal government. This is
similar to a political game which means, according to Dallaire?, the use of power to establish rules that
determine which actors can participate, how they can participate, when they can engage in problem
definition and goal setting, and in developing strategies such as persuasion, negotiation and sometimes
direct confrontation between the interested groups. This last concept clarifies the connection between
political and administrative components of the decentralization process.

The decentralization of Epidemiological Surveillance (ES) in Brazil is a priority of the federal
government, as shown by the publication of basic operational standards or through financial
incentives for the counties to assume an increasingly larger share of the ES. However, this is done
without evaluating the capacities of the counties to develop them. Therefore, it appears that the
current decentralization of ES is mainly focused on the division of actions and activities largely from a
technical-administrative perspective rather than a political one3>¢.

On the other hand, though riddled with contradictions, the decentralization of the management of
ES expands the responsibility of mayors and municipal secretaries of health for sanitation, favors the
diffusion of ES actions to the local system, enables the emergence of new demands, and increases the
capacity for interventions to reduce the health problems of the population.

Although the ministerial edict on epidemiology and disease control n. 1.399, 15/12/1999 regulates
the powers among the Union, the states, the counties, and the Federal District, and defines the
parameters of budgeting®, it was not enough to ensure that surveillance at a municipal level would
become the important link in the monitoring and evaluation of the health status of the population as
it had been intended. This is because the Ministerial edict presents a vertical decentralization of ES,
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and does not allow its integration into the priorities of many local governments. This takes place in a
context where the actions of ES are still focused on disease control informed by a prevailing welfare
model focused on curing diseases and the corresponding hegemonic importance attributed to the
hospital. Moreover, a shift in this context faces many obstacles'".

The changes required are situated in the administrative and political spheres, including what
regards professional practices, particularly the behavior of workers'. Thus, the ES is operated in an
ad hoc and fragmented way, focusing on the individual, prioritizing actions against the signals and
symptoms of diseases currently prevalent according to the epidemiological data'®"".

For Baguenard® , decentralization in this case is ambiguous since the central government
reduces the autonomy of the local instances by determining their activities. Meanwhile, the central
government takes advantage of the apparent sharing of power to reinforce its own legitimacy. This
can be observed in Brazil by the fact that although the Law of Health has democratic content and aims
towards decentralization, it is not enough to ensure that the sharing of power and democracy remains
an ideological legitimization of de-concentration. Yet on the other hand, even filled with its current
contradictions, the decentralization of ES has many advantages since it may give more responsibility
for health to mayors and municipal secretaries of Health, promote the increase of ES activities of the
local system where it is most effective, and allow the emergence of new demands and extend the
capability of intervention on local problems.

Watts'3, comparing the decentralization of various countries (including the United States, Australia,
Germany, and Canada), concluded, measuring the level of decentralization, that some countries tend
to decentralize a sector — for example, the economy — to the detriment of another sector-like the
legislative sector. However, Watts' asserts that this is an essentially pragmatic form of government,
evolving and not static, and it is necessary to adapt to new circumstances and needs, including
learning from the example of other federations. That said, it should not only be considered whether
it is good or bad to decentralize management, but rather to assess in what context decentralization
occurs and what is the position of the actors who control the power base.

This article aims to examine concretely the contextual determinants of decentralization of
Epidemiological Surveillance for the Brazilian Family Health Team (FHT). This current single case study'
is centered on a county in the state of Bahia, Brazil, but it is a component of a larger evaluative study
entitled “Evaluation of the Epidemiological Surveillance decentralization for the Family Health Team" ™°.

artigos

Methodology

The implementation analysis has as its central focus the study of matter determinants and their
influence in the implementation of services, programs, actions, among others'1. The analysis of
the degree of implementation of ES is based on three pillars: analysis of the influence of contextual
determinants, influence of variations of the effectiveness of the ES, and the relationship between the
implementation deployment context and the observed effects of ES.

To perform the implementation analysis, defining the influence of the context, we opted for the
political model of evaluation. This choice is supported by the factors used by the political model to
evaluate an intervention: intervention support given to their staff; if these agents are able to effectively
operationalize the intervention; if there is consistency between the objectives and the support that
is given to the intervention'¢, which implies analyzing a series of decisions or non-decisions that
can generate action or inaction of the various actors inserted in the social context. Implementation
analysis also takes into consideration the cyclical factors that influence the results obtained after
the implementation of an intervention'. Consequently, to evaluate the implementation of the
decentralization of ES for the FHT, it is necessary to understand the context in which this process occurs
since implementation of decentralization is closely related to the organizational structure of the county.

The primary data was obtained through semi-structured interviews with managers and employees
of the Municipal Health department. Secondary data consisted of the analysis of the Municipal health
plan, epidemiological reports and annual report of the county.
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The participants in the survey were implemented and distributed according to the following groups:
Group 1 (n=4): Workers in the Family Health Team (doctor, nurse, nursing assistant and a community
health agent); Group 2 (n = 5): Managers of the Municipal Health Department, Chief of ES, Chief of
the Division of Primary Care, the program coordinators for the control of leprosy and tuberculosis. The
sample was intentional due to the object of study.

The first motion analysis was performed based on data extracted from interviews, linking them
with the original context. Thus, based on Melo", findings were processed as follows: A general and
exhaustive reading of the material collected in interviews and pre-defined categories; processing
findings relating to the units of analysis and the thematic units (central theme); evaluative discourse
analysis, which identifies the value judgments of the actors in relation to the implementation of the
decentralization of ES for the FHS. At this stage, discourse was classified as positive or negative in
relation to the decentralization process.

Secondly, after review and analysis of documents, a few variables were highlighted as related
to the organizational structure and management: training of human resources priority guidelines
established in the health plan, and degree of implementation of the decentralization of ES under the
management reports. We developed a matrix, containing the following information: type of document;
year; institutional actor; central theme and how the document was written. It was highlighted for
analysis, only documents that made reference to decentralization and the central themes of the study.
A relationship was established between the material collected in interviews and documents, identifying
divergences and convergences listed by the actors involved in this research.

Results

Through the responses of the interviewees, it was possible to identify the following thematic units
as contextual determinants in the process of implementation of decentralization for the Family Health
Team: planning, training the Family Health Team, organizing the work process, intra institutional
communication, and finally, the organization of the Family Health unit.

Planning

The idea of planning emerges from managers only under a centralized and punctual concept. Health
workers do not report any participation in the planning process, which might indicate that the action
done does not necessarily correspond to the planned action. It is clearly visible that there is a paradox
among the interviewees' responses when they simultaneously reinforce the planning centralization and
defend the ES decentralization.

Such a paradox may indicate that the current scenario is not yet favorable to initiating processes of
change in the way of thinking and carrying out ES in the county. According to the senior manager, It
is understandable we may not achieve equity, once planning is made in ‘superior hierarchic levels' or
‘in upper position level’, not taking into consideration the specificity of each territory and the needs of
each area involved.

In fact, the responses of another manager point to the implementation of decentralization without
any prior planning. Itis as if the actions were passed out to the FHT, aiming at solving punctual
and urgent problems and intending to avoid the occurrence of epidemics. Manager B claims that
the implementation of ES decentralization to the FHT had been initiated after the arising and great
frequency of some diseases: “So this (referring to the actions of ES) was well centered. Then, as the
diseases were occurring more frequently at the time of dengue fever, cholera cases, for example [...]".

It is interesting to note that in the first health plan, the planning of health surveillance is referred
to as “Itis incipient, not hierarchical and inconsistent features in their regionalization”. In the second
stage, when establishing it as a priority and proposing guidelines for the adoption of planning and the
functional organization of the system, the health plan states that:
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In this case, the decision to plan within a strategic vision means the recognition of the need
to not only seek more rational management of resources and implementation of health
actions, but also the existence of diverse and conflicting political projects and space required
for discussion of the formation of social agreements, temporary and effective, enabling the
implementation of the policies of the sector.”® (p. 16)

Therefore, the adoption of planning as a strategic perspective is defined as a political policy,
although the responses do not reflect such intention. Possibly, it refers to a political guideline from the
Municipal Health department which is not inserted in the subjects’ representations from this survey,
and consequently, in the health practice routine.

Training health workers

Most subjects interviewed converge in their responses when they refer to training processes
developed for the Family Health Team, which are considered punctual, prescriptive and concentrated
only on knowledge transmission, thereby emphasizing the content on communicable diseases.

“Sometimes we participate in some... trainings, that the personal sector there (referring to the
Division of Professional ES) does”. (Worker health university level)

Confirming the previous assertion, by analyzing documents (Municipal Health Plan and
Management Reports), it was discovered that the training was focused on decentralizing actions of
specific diseases, e.g. tuberculosis, dengue, leprosy. The training possibly allows workers to learn about
the epidemiology, clinical issues and control measures of the health problems. However, they are not
sufficient for the changes in the practice of ES towards the paradigm where the promotion of health
involves the prevention of diseases.

It is important to mention that the secondary level working class did not cite training at any
moment during the interview. This possibly means that they were trained, but do not relate this
training to their insertion in the ES.

Organization of the work process in health

At the Health Unit where the study was carried out, it was evident that only the Community Health
Agents count on effective hiring, the others are contractors from cooperatives. One of the workers
interviewed had been working at the Unit for less than two months.

“Although | have been working here for a short time, less than two months, | think the Unit is
extremely organized; the health agents are very cooperative. So, | have not had any difficulty ".
(upper level worker)

This worker's comments reveal that the health worker does not perceive turnover as a problem for
himself or for the service. This response indicates that their concern is having no difficulties in their
work process, instead of how such turnover may reflect negatively on the population’s access to the
service.

The counties now have an open field to effect the hiring of personnel without contests. This greatly
facilitates the adoption of a clientlist policy toward hiring staff often not by technical criteria, but
by political election criteria. This has negative repercussions on the ES practice at municipal level, as
suggested by one of the managers.

“Concerning the change at the FHT, it is turnover itself: doctors, nurses who were trained in
the programs for tuberculosis, leprosy, exanthematics and others take away the knowledge
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when they leave, while those coming in, theoretically, do not have such knowledge. Therefore,
there is always an interruption of this process, of the routine, of everything as it should be, as it
should work".

This comment reflects the harmful consequences for the process of decentralization, when
he confirms that it is always beginning. Besides that, it is affirmed there is investment in training
professionals who leave the municipal district in most times.

The high percentage of nurses as managers of the health services in the referred district deserves
attention, since four out of five managers interviewed were nurses, i.e. eighty per cent of the
managers interviewed. It is also the nurse who takes over the management of the Family Health Unit,
though they are not considered as so by the Municipal Health department.

Nursing organization in Brazil, which is influenced by the American model, probably contributes
for the nurses’ accumulated knowledge in this field, since the National Department for Public Health,
through Rockefeller Foundation, brought American nurses to install and run the first nursing school
in Brazil”. On the other hand, according to Gagnon and Dallaire*, North American nurses entered
the public health movement in the 19th century, worked with hygiene, sanitary conditions and
vaccination, women and children care, educational and informative campaigns, which led to specific
contribution of knowledge on public health.

Intra institutional communication

One of the managers emphasized the ease of communication between the division of ES with the
Strategy of Familiar Health (SFH).

“When one starts thinking of one’s [...], own team, the colleague, the nurse who's there at the
health unit, the doctor, we often find that communication facilities ... the FHT, they know the
ES (referring to the division of the ES central part of MHS - Municipal Health System), they seek
ES when they encounter problems, they are supported in ES. So | see this way as easy as we
have this two-way communication, right ... then the surveillance is present and the FHT today
already know how to do surveillance".

In contrast, the health professional reported that a lack of coordination between the division of ES
and FHT constitutes a difficulty in performing their actions in the area covered by the Family Health
Unit.

“[...]Is a great difficulty (communication) to coordinate with the other coordinator, when we
think so: coordination of family health for me is a big obstacle, [because of] the person, the
coordinator [...]".

The health professional’s responses reveal that a lack of communication between the division
of ES and the FHT constitutes an obstacle when carrying out actions inside the scope of the Family
Health Unit. The absence of intra sector communication implies difficulties for implementing the
decentralization of ES to the FHT, as it impedes sharing information and decisions which would surely
favor the development of more resolving actions.

What is identified as dislocation may be attributed, partly, to history due to the way the work
process of ES in the municipal district was organized. This work has always been centered in trained
teams exclusively for the development of surveillance actions, delegating to the Basic Health Unit
workers the activity of compulsory notification of diseases.

The Ministry of Health, on the other hand, establishes that as part of the Family Health Team's
duties: to know the reality of families under their responsibility, emphasizing their social, demographic
and epidemiological characteristics; to identify prevailing health problems and risky situations to which
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the population is exposed; to carry out basic epidemiological surveillance and sanitary actions in its
coverage areas, based on their professional qualification’®.

What concerns ES, it is not only about attributing one more function, but taking over the sanitary
responsibility in the coverage area, performing interventions both directly and indirectly through
intersectoral communication. It is understood that health problems within the coverage area shall
be treated according to complexity and resource availability, assuring assistance integrity and
improvement of health indicators.

Family Health Unit Organization

For some interviewees, team work in this field is just telling the other the occurrence of a fact, so
the other decides what to do. However, team work means to work horizontally, developing integrated
actions, uniting knowledge and its subjects, considering singularities of each profession practice,
under the perspective of building coherent proposals and answers to the population’s needs. Also, to
work in a horizontal way means to build communication networks among the subjects involved, and
considering and valuing the resources each subject has whether it be information, attitude, ability or
competence, which opposes work logics that are essentially bureaucratic and hierarchic.

It is stressed by some of the interviewees that they develop ES actions with ease, reporting that
the implantation of decentralization did not change the dynamics at the Unit. The availability of a
vehicle to perform actions and the weekly schedule at the Unit, which comprises home visits fulfilled
by health professionals, is cited as a facilitator. This fact allows reinforcing the idea that ES represents a
secondary activity for the HFT. This representation is incorporated by a large amount of professionals
for not understanding the ES as an action inserted in many other health actions.

It's been a good job with the team, we have managed a team that really understands that discuss
the problems that take away the doubts, | have no complaints on our team, and our team has
managed to do a reasonable job (Community Health Agent).

An ES manager commented that the decentralization process of the ES has been occurring very
slowly, especially due to the divergence between what is recommended and what is done in practice:

“Now, how [ see this process today: still too slow. Slow for several reasons that have delayed
this process [...], the teams’ own philosophy does not match reality, theory, right? And also,
the process itself is something new, right? [...] [Because of] each individual's point of view, and
even the way the process was carried out worsened it a little"”.

The comments of two managers deserve attention (Manager B and Manager E) when they talk
about carrying out ES by the FHT. Despite the team's apparent agreement on decentralization, the
verbal tense in the responses, always referring to the future, allows us to assume the ES actions are not
being performed effectively by the HFT. The managers' responses reflect a practice that must be done,
but not what is, in fact, being done. Besides, one of the managers' view concerning carrying out ES is
reductionist, as it is limited to adopting control and notice measures.

Discussion

Regarding the planning adopted is observed that is in the opposite direction of decentralization,
since thinking in planning with a view to decentralization is thinking within strategic planning and
participatory approach. It is understood that a given planning does not apply uniformly to all areas
covered (SFH) and the moment in which workers participate in the planning process, increases their
responsibility to execute what was planned.

Conceiving planning under a strategic focus implies sharing and distributing power and making
sure the social participants engage in the decision making process, which means the municipal district
studied advanced in this sense.
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In the interviewees' responses, it is noticed that power of decision is always delegated to other
people or other positions. It is like every participant's responsibility was limited to doing what the other
determines, without reflecting on the consequences and results from their practices.

Training was considered as an action to solve the problems of workers' practices of those involved
in health, when in fact, there are other problems that must be addressed, from professional training at
graduation to working conditions offered to these professionals.

It is important to note that from the actors interviewed, particularly the managers emphasized the
need for training. Only a professional with university degree referred to training as a strategy used by
the central level to decentralize Epidemiologic Surveillance (ES). However, analyzing the tone and how
the speech of the professional was expressed one can infer that these skills were not significant for
the people who are doing the action, not contributing to the implementation of the decentralization
of the ES.

On the other hand, the category of mid-level workers did not mention the training at any time of
the interview. This may mean that they participated in educational activities, but do not consider as a
convenience to its insertion in ES. or no training focused on this category of workers.

In this direction it is important to mention considerations of Peduzzi and Palma?' as the training
of mid-level workers processes. For these authors, educational practices are simplified without critical
reflection and reaffirm the social inequality of labor.

The municipal district studied does not differ from other districts in Bahia in regards to the way
secondary level health workers are trained. The nurse, who integrates the FHT, is usually responsible
for training these professionals, in a simplified way, as coincides with the perceptions of Peduzzi and
Palma?'. Not to mention that it is predicted as the nurse's attributions to “develop plans to train the
CHA (Community Health Agent) and nursing assistants, as part of their duties at the health service"®
(p. 34).

The fact that neither the community agent nor the nursing assistant mentioned training in their
responses probably indicates that the training they received seems to be naturally integrated in the
“normal” practice of detecting communicable disease, and not a specific different training to improve
the ES.

It is therefore necessary that the Municipal Health Department reconsiders the professional training
processes in a way that corresponds with these workers' needs, resulting in effective actions in practice
for the health services.

According to the testimonies, decentralization of ES for the FHT did not overwhelm the health
workers, since this activity is not seen as a priority for the team. Actions are developed according to a
pre-established program. However, it positively influenced the training for the punctual development
of actions. Yet, it may be assumed that the developed training did not assemble elements to contribute
to the changes in the workers' practice, as ES is considered, by most participants in this survey, as an
action of medical police centered in controlling communicable and temporary diseases as if to identify
risks and damages to the population’s health.

Concerning organization of work process, it was possible to notice that the way workers for the
Family Health Team are hired, notably through temporary contracts, favors professional turnover,
impacting negatively not only the development of ES practices, but also other health practices.

The expansion of the health job market occurred in Brazilian cities through the Family Health
Program. After the implantation of FHP, there was an important increase of job offers, especially for
nurses, nursing technicians and doctors?.

Nevertheless, the rise in job offers was inversely proportional to the worker's protection regarding
employment contracts, as the municipal districts, justifying the Fiscal Responsibility Law and labor
relation flexibility, adopted different contracts, such as cooperatives, temporary contracts and service
provision, among others.

It is worth mentioning that not a single worker interviewed cited his precarious insertion in the
health system. This may be related to individual interests of each worker in an attempt to save his job.
In addition, we may assume that there is lack of political views from workers who end up contributing
to this precarious labor relation.
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Noticeably, the responses on work precariousness, and consequently professional turnover, are
centered in the group of managers, demonstrating a concern in the rupture of the process of ES
decentralization to the FHT. Although the problem of work precariousness had been noticed, especially
by the upper managers, no proposal was presented to change this reality. We understand that noticing
the problem itself is not sufficient. It is necessary to build possibilities of intervention which assure
labor rights stated in the national legislation, avoiding all kinds of work precariousness at UHS.

The results of this study further suggest that there is a predominance of nurses not only as
managers, but also as professionals responsible for epidemiological surveillance at the Family Health
Unit. Based on Melos'" ideas, this fact may depict sexism at work, in a way female work has been
devalued when compared to males. Also, because it refers to a profession of low economic value and
ES is not considered a strategic area for the consolidation of UHS.

Finally, it may be inferred that the Family Health Team's work is limited to controlling communicable
diseases, through notification, epidemiological investigation and performing preventive vaccination
and vaccination campaigns. Notably, actions are carried out according to the demand of a central
sphere from the Municipal Health Office, rather than the necessity perceived by the Professional of the
Family Health Unit. As a consequence, they do not observe the population’s health condition, let alone
their real necessities. As the team does not keep the data produced in the local range, they do not
elaborate on information to subsidize the process of making decision.

Final considerations

Decentralization of ES consists of a process surrounded by contradictions, because at the same
time as it is institutionalized, it takes place in incomplete and precarious conditions or due to lack of
structure and support from the power supporting foundations or even lack of public participation.

Decentralization brings along a series of responsibilities for the county, without following
correspondent financial and management resources for the development of actions. On the other
hand, regional differences between state and counties, concerning management and observance of
public policies, comprise differentiated ways and levels of decentralization.

We may infer that, in this case, decentralization of ES to the FHT did not actually occur, configuring
interruption of activities, as the context determiners analyzed in this study point out the absence of
sharing in the decision process. That means it was a hierarchic and normative process.

We understand some issues are crucial so that the decentralization of ES to the SHF in fact may
occur, such as: participation of citizens in the health system through municipal and local councils;
professional autonomy for performing actions, assessing the obtained results systematically; use
of protocols defined by the Health Department and the Municipal Health Department, but with
individualized therapeutic projects; development of permanent educational process for the teams, and
above all, the local manager's political will. This is a process that involves administrative, technical and
political dimensions of municipal UHS organization.

On the other hand, based on Peduzzi and Palma?' theoretical concepts, the Family Health Team
in the case analyzed performs of varied objects and knowledge not articulated among them; lives
with and reproduces various fragmentation plans, either on work organization or on knowledge
communication. Confirming what those authors cited, it is necessary to overcome the work logics
evidenced in this study so that the Family Health Team is not reduced to a multiprofessional team
on a work level. Instead, they may also be considered as an interdisciplinary team in a knowledge
level, building new appropriate knowledge to the work needs in health, based on the creation of new
practices.

Thus, thinking of the Family Health team logics, is thinking of a multidisciplinary work, sharing the
decision process, action planning, horizontal work organization and effective social participation in the
management of local health services.

It is understood that the implantation of decentralization of ES to the FHT may represent a way to
organize primary health care, as it allows to operate the FHT responsibilities focusing on the individuals
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or groups needs of a specific coverage area. Therefore, it is the FHT's role to develop health promoting
actions, disease prevention and care assistance to the individual and the families.

In this regard, the Family Health Unit may help reorganize the health service provision model.
However, it is defended that the Family Health Unit will only constitute an effective change strategy
if the work process would take local specificities into account and, consequently, the assisted families,
building practices that mean improving the population health indicators, the user's satisfaction and the
health worker’s condition.

This study points to future evaluation research about the implementation of the decentralization
of ES to Family Health Teams. It is necessary to develop multiple case studies to obtain a better
understanding and theory about this theme. In this way is possible to make some generalizations
between similar contexts.
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Este estudio analiza las determinantes contextuales de la implantacién de la
descentralizacion de la vigilancia epidemiolégica para el Equipo de Salud de la Familia,
en un municipio de Bahia, Brasil. Se realiz6 un estudio de evaluacién, adaptandose el
modelo politico del andlisis de implantacién. Los datos se obtuvieron por medio del anélisis
de documentos y entrevistas semi-estructuradas realizadas con gestores y trabajadores
de la salud. Surgieron cinco temas: Planificacién, capacitacién de recursos humanos,
organizacion del proceso de trabajo, articulacion intra-institucional, organizacién

de la Unidad de Salud de la Familia. Los resultados muestran dificultades: precaria
infraestructura de las unidades de salud, flexibilizacién de las relaciones de trabajo,
rotacion de los trabajadores de la salud. El estudio sefiala la necesidad de participaciéon
de los actores en el proceso de implementacién de la politica de descentralizacién de la
vigilancia epidemiolégica para un micro espacio de intervencién que es el programa de
Salud de la Familia.

Palabras clave: Vigilancia epidemiol6gica. Descentralizacién. Determinantes contextuales.
Equipo de salud de la familia.
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