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Abstract 
This article aimed to show ideas about the themes: body suffering, nursing and Medical care, and 
Health Economics. To this end, we tried to put together a kaleidoscope of references that con-
verged on the promotion of autonomy and empowerment and, as a strategy for action, and then 
we can think of what to do to alleviate the suffering of patients. 
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1. Introduction 
The search for more effective and efficient models of providing health care is a permanent and global objective 
whose importance increases as a function of the characteristic of the phenomenon of demographic transition ob-
served in recent decades, with a notable increase in the elderly population. Among other developments, we see 
increasing demand for assistance to patients with chronic diseases, one of the most eloquent examples of the 
biomedical model, once hegemonic, it must at least be repositioned within the logic of care to the body suffering 
[1]-[3].  

Contributing directly to the worsening scenario, is still a growing appreciation of the high technological com-
plexity care at the expense of primary care actions that could drastically reduce not only the need for such care 
as also compete for better quality levels of living [4]. 

In short, things that do not end in themselves, but conform an intricate mosaic of interrelations whose under-
standing and management necessarily call for new looks. 

In the wake of this amalgamation, however, there is an even more disturbing element: in many countries, with 
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different allocation and financing systems, health expenditures tend to grow exponentially, without, however, 
being observed a proportional increase of care quality. That is to say in the clearest terms that not only spends a 
lot, but—and especially—is spent badly [5] [6].  

In a recent interview on the subject of health spending scenario in the United States, Betty Rambur stated that, 
according to the two major centers to provide American medical services, Medicare and Medicaid, 1% of that 
country’s population consumes about 22% of the resources allocated for this purpose, of course due to the com-
plexity of their care demands. However, under the gaze of Health Economics, this clearly points to the need for 
new models that can reconcile the delivery of quality care to an economically sustainable system of funding and 
allocation of adequate management resources to hospitals. Also in this aspect, it draws attention to the fact that 
growing evidence suggests that at least one-third of health expenditures do not represent an actual benefit to the 
assisted population, with some estimates indicating that about half of the nearly missed three trillion allocated 
dollars. Also, a significant portion of care would result in injuries or even death. Moreover, these astronomical 
figures reduce the possibility of greater investment in social determinants of health, for example, adequate 
housing, food security, and education, which could provide a more significant impact on improving the health 
conditions of the mere extension of the offer of assistance [7]. 

Academic production within the nursing and medicine is replete with evidence of the search for new looks. 
Indeed, it may be affirmed without exaggeration that interdisciplinarity is an unequivocal mark of a significant 
portion of this production. However, when the considered look is an economic one, noticeable drop is seen in 
this production. 

Amid this ambiance, this article is above all an invitation not only to reflect but also to inspired and transfor-
mative action. 

Permeating the subject matter presented, there is the idea that sustainability will be the great paradigm of the 
XXI century and facing multiple contexts of scarcity scenarios, the economic sustainability tends to play increa-
singly important role in decision-making processes. 

However, in health care, especially in hospital spaces, crises can present themselves as privileged moments 
for the inspired and transformative action or, if you prefer it a more technical terminology, for innovation [8]. 

For example, the oil crisis that marked so damaging effect on oil importing economies throughout the 1980s 
also allowed leveraging the interest in alternative energy sources and the process, the concept of environmental 
sustainability, quite innovative at the time was incorporated into the social repertoire, establishing new percep-
tions of value [9]. 

There is also a second idea: that, to transform the care in a truly innovative perspective, we must first trans-
form the professionals who care, requiring new forms of care, considering the relief of human suffering. How-
ever, it is believed that this will not be triggered by changes in vocational training processes and the regulation 
of new possibilities for action, although it is plausible that both tend to realign with the new emerging demands, 
dealing with the environment and poverty. 

The authentic transformation is not a vertical process that part of a decision-making summit, but are triggered 
by the conviction of each that change is not only necessary but also urgent. So the transformation is never sud-
den, when it seems to be, is only apparent [10] [11]. 

It is speculated here that as nursing and medicine can contribute to this transformation, which can only occur 
towards overcoming the invisible care executor of paper, or even managerial mediator, to take on a truly entre-
preneurial attitude. 

It is a trend already observed in other countries, notably the English language [12]-[14]. 
Thus, this article aimed to sow ideas on health care, with the guiding principle the perspective of Health Eco-

nomics and care possible of the body suffering. 
In the specific case, the body of women with Gigantomastia covering many issues of interest to nursing and 

medicine, involving health economics and care costs; of emotions felt by women before, during and after surgery. 

2. Understanding Health Economics Essentials 
2.1. Background 
The Health Economics, as constituted knowledge, is a fairly recent epistemological construct and whose emer-
gence was restrained, largely because this convergence was seen for a long time, not just as incongruous, but 
even untenable [15] [16]. 
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On the one hand, economists had no greater interest in the health market, since it can not be grasped by the 
logic of a perfectly competitive market, one of the pillars of the capitalist model in its various guises [15] [16]. 

In turn, health professionals in general but especially professionals in nursing and medicine, had their targeted 
training in order to internalize an individualistic ethics, hinged on the assumption that a life is priceless, not an 
ethic of the common good, which shifts the allocation priority of care resources available to meet the needs of 
the largest possible number of people, even at the expense of attention to the needs of specific groups [15] [16]. 

This assumption of incompatibility, however, fell apart in the face of multiple and significant economic im-
pacts of this market. Analyze it. Therefore, it has emerged as an object of interest to economists, justifying the 
targeting of efforts to establish the differential aspects of this market compared to the perfectly competitive 
market [15] [16]. 

From health professionals, however, similar interest was not observed, most of the curricula of undergraduate 
and even of Nursing graduate and medicine do not provide any opportunity for issues related approach to how 
resources are allocated to the health sector and/or how these resources are distributed in its scope, key areas of 
interest Health Economics [15] [16]. 

2.2. Health and Market Singularities 
The starting point of any economic analysis is the assumption that a competitive market is the most efficient 
way to distribute limited resources. The problems of applying this model to healthcare are well recognized, but 
some authors suggests that by using regulation and alternatives to markets, some of the desirable features of 
perfectly competitive markets can be replicated. This is a complex issue and is not intended here to offer an ex-
tensive analysis of it. Nevertheless singularities directly related to this market will be analyzed with regard to 
supply and demand behavior. 

The characteristics that single out the health care market have attracted the interest of several authors, from 
the pioneering work of Kenneth Arrow [17]. 

For the point of view of supply, the intention of profit does not explain by itself, the healthcare market organ-
ization and presence in the market of public institutions and different arrangements of private non-profit makes 
its dynamics more complex. 

On the other hand, the demand pressure requires not only constant increase in supply but calls for a more 
equitable access to services for the entire population. 

Thus, the social demand for greater coverage leads the state to create and maintain, directly or indirectly, 
health services, which does not mean or guarantee proper care of the body suffering, because it spends little with 
people and material so that it care properly. 

Generating distortions that sometimes the spaces may have to take care of advanced technologies and do not 
offer, for example, an analgesic, because no. 

From the point of view of demand, consumers do not opt for the consumption of health services by free and 
rational choices, compared to other possible options, but do so whether or not the consumption of such services. 

This consumption, in general, is unpredictable and does not allow consumers to choose the best moment to do 
it, based on your personal criteria. 

Who, ultimately, will establish what is consumed is not the consumer but an expert. 
Since it is unlikely that the consumer holds the same information as the expert who will take the consumer 

decisions, information asymmetry is presented as a defining characteristic of this market, contrary to what would 
occur in a competitive market where everyone involved would share the same informational level [18] [19]. 

Grossman [19] applied the theory of human capital in the health context to explain the demand in this sector. 
As the health status does not detract instantly, lasting over time, it can be analyzed as a capital asset that will 
tend to vary over the years, at different rates. Moreover, it could also be analyzed with both a consumer good 
like a good investment. As a consumer, demand for healthcare is guided by the intention to feel better. While 
capital assets, guided by efforts to achieve the greatest possible number of healthy days. According to this logic, 
consumers play an active role in the production of this capital, as they apply health inputs, which may include 
health care itself, but also, for example, investments in adopting a healthier lifestyle through a more balanced 
diet and regular physical activity. The demand for health care will be guided by its final product, i.e., healthy 
days, determining the contribution of time and resources to be committed to achieving this goal.  
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3. Possibilities of Interdisciplinary Care under the Look of Health Economics 
It is always appropriate to recall, as does Merhy ([20], p. 108) that, in the health field, the object is not the cure 
or the promotion or protection of health, but the production of care, through which both healing and health, can 
be reached. 

In this context, over the centuries, the field of Health has been built as a field of professional technical prac-
tices that care, socially determined, under which the medical course of action has become hegemonic. Neverthe-
less, even considering this particular course of action, there are a variety of models of care, defined as technical 
(involving all kinds of procedure) and careful expression (involving art, sensibility, emotion, aesthetics, atten-
tion Human Body, solidarity that also produce health) care as knowledge production space and do a “ecosophy” 
(ecological philosophy that involves caring for the environment, with human interactions). 

To Cecilio [21], care means providing and availability of health technologies according to the unique needs of 
each person, at different times of his life, seeking their welfare safety, and autonomy to continue with a produc-
tive and happy life. 

It is now present the third idea. 
It has just been proposed that it is not possible to transform the care of an innovative way if there is no ge-

nuine transformation of the professional who cares. However, logics of care is not defined only by these two 
agents, but also involves the participation of a third party who is responsible for the organization and operation 
of the system, and that third agent may be the State, engaged in the provision of public services, or, different 
private or mixed business arrangements. Moreover, in light of the failures of the healthcare market, it is up to the 
State regulatory role performance. Thus, the role of the state is always relevant to the dynamics of healthcare 
systems [22]. 

As it is not intended here to review the features that single out the different health systems now operating in 
the world, the subsequent argument will be based on the Brazilian health system and. Therefore, it is considered 
appropriate to assess, albeit briefly, some features the administrative culture of the State in Brazil. 

The Brazilian state has emerged in a patrimonial culture, one of the perverse legacies of its socio-historical 
formation process. 

It is a very broad topic and approach it succinctly always involves some risk of misunderstanding both in your 
statement and in its interpretation. 

So, we chose here for the simple assertion of that statement, as well as its most significant impact on the ad-
ministrative culture of this state: patrimonialism. 

Patrimonialism has the characteristic defining the differentiation between public and private is a hallmark of 
the absolute monarchies. 

In the transition to the twentieth century, this differentiation was incompatible with the logic of industrial ca-
pitalism, which demanded a clear distinction of roles between the public and private actors. 

In Brazil, however, by the strong rootedness of patrimonial culture in the social imaginary, this separation 
took place under more appearances, contaminating the way the Weberian bureaucratic model was implemented 
in the Brazilian Public Administration [23]. 

The accession of Brazil to the bureaucratic model of management defined the scope of its first major adminis-
trative reform, through the constitution promulgated in 1937. 

According to Costa [23] this bold initiative sought to introduce the administrative apparatus of the country 
centralization, impersonality, hierarchy, the merit system, the separation between public and private. Its scope, 
therefore, was to be a more rational and efficient public administration, able to assume its role in driving the 
development process, a model based on industrialization through import substitution, demanded a strong state 
intervention and control over relations between the ascending social groups - the new industrial bourgeoisie and 
urban working class.  

Three decades later, a second reform would be conducted in a neoburial model and mediated important de-
centralization mechanisms. 

Its execution, however, was not full. 
For many authors, the window of opportunity has been lost to a quality management jump [23] [24]. 
As part of public opinion, however, the understanding is enshrined, that decentralization was more vulnerable 

to patrimonial and corrupting practices. The spread of this understanding was not fortuitous nor random, but 
there is no room to exploit it at the time. 
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The 1970s brought the first signs of an international crisis of the state, however, would set up more clearly 
only during the next decade. 

The third reform of the Brazilian state began at that time. However, when the global crisis state emerged more 
forcefully in the 1990s, Brazil had just enacted the Constitution of 1988, despite its merits, it resulted in a man-
agement challenge that still has not been overcome and, from an economic point of view, it is implausible that is, 
ensuring a wide range of rights to be guaranteed by State [23] [24]. 

Despite the long delay, the third major administrative reform of the Brazilian state sought It gears him to face 
this challenge. In this regard, it should be noted, according to Matias Pereira [24], legally inaugurated by Con-
stitutional Amendment No. 19 of June 4, 1998, this initiative intended to strengthen the administrative capacity 
of the Brazilian state and to foster the autonomy of agencies and social organizations. 

Regarding the scope of this article, the Constitution of 1988 radically innovated by introducing the abandon-
ment of a social security health model, which limited the right to health workers with formal integration into the 
labor market to establish a universal model, the Unified Health System (SUS). 

In practical terms, however, the SUS is still far from secure, efficient, effective and effectively, universal 
coverage of the health needs of the population [25]. 

Since it does not intend to proceed with this approach this scenario in its determinants and conditioning, it 
will be seized only as a crisis to be interpreted as innovation opportunity [26]. 

The elements here appreciated the way those involved in the logics of care production certainly not run out, 
but allow it to be identified the concept that, according to this article, allows articulate them: the concept of au-
tonomy. 

A problem that can immediately be identified is that the use of the term autonomy has become so widespread 
that this polysemy compromises their understanding in specific contexts. Therefore, it is necessary to present the 
third idea previously announced in a clearer way. 

In a process of intervention, one that will intervene, ideally, should perform four steps: observe, analyze, de-
cide and act. 

So when it is employed the term autonomy herein, reference is made to the degree of freedom that this 
process will take place from the perspective of one who triggered the process, an interdisciplinary methodology 
that extends challenges, but also many hopes. 

The autonomous act, it should be noted, it is not anarchic or random. 
Presupposes ability to make decisions and take responsibility for them. 
It’s a hard issue, where there are few points of consensus and, roughly speaking, this can be evidenced by the 

steep rise in lawsuits. 
Indeed, there is a very interesting aspect in this scenario, and that is directly related to that argument: what is 

the cost of lack of preparation for autonomy? 
This unpreparedness, in turn, demands a state that in a containment effort deleterious effects advances to re-

gulate increasingly a wider range and more intensely aspects before consigned to the personal decision of the 
ball or groups as a family. 

An increasing volume, even something insane, legal devices standing normative published, regulated and of-
ten ignored. 

Intensify, then, the mechanisms of repression of socially unsustainable behavior. However, rising costs and 
unimpressive results should awaken society to the fact that it is heading in the wrong direction [27]. 

What this relates to the provision of care context? Certainly more than it seems at a first examination. 
It is not something easy, nor should it be expected consensus. 
So, the next topic will present a quite new perspective and here is identified as promising. 
It is not, of course, to identify it as a panacea for ills arising from lack of preparation for independence, but to 

seek to grasp it in its possibilities. 

4. Nursing, Medicine, Autonomy and Entrepreneurship (New Ways to Care for the 
Body Suffering) 

The word entrepreneur may also be considered polissemic also due to its use in various contexts. 
In this sense, it is worth clarifying, is used here in the original meaning of intermediaries, such as this French 

and English. The entrepreneurial action, in turn, can contemplate various goals. 
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From an economic point of view, for example, may or may not have profit as the ultimate goal. 
The first possibility defines the so-called business entrepreneurship. 
When we walked to the achievement of important social goals, conforms the so-called social entrepreneur-

ship. 
The strategies that enhance success in both scenarios, however, are not incompatible, even markedly different 

and this compatibility, unsuspected an initial review, you should raise awareness among care professionals to 
adopt a more open attitude and attentive to the economic view and perhaps understand that the hospital or 
another service is a company that creates and produces services [28]-[30]. 

Social entrepreneurship expression has been increasingly used to describe the emerging paradigm of promot-
ing development through network systems and partnerships, able to contemplate the human condition in its col-
lective dimension [26] [28]. 

It has also been recognized as an inducer potential self organization the social system, through promotion 
strategies of autonomy in multiple vectors, including economic sustainability [28]-[32]. 

 Social entrepreneurship is based on the confrontation of welfare, one of the defining characteristics of the 
biomedical model that, in turn, contributed directly to the consolidation of social understanding that identifies 
interchangeably health care provision and care nursing in Cheers [28] [30]. 

There is no question, of course, health care, or the care of medium and high technological complexity needed. 
Instead, it intends to reiterate inconsistent alignment with the humanized care culture, that these responses are 

not universal and must be confined to the demands peculiar to it. 
On the other hand, there are other needs that can not be adequately addressed by this model, to meet the same, 

social entrepreneurship can present itself as an innovative and emancipatory perspective [31] [32]. 
Although the available literature on social entrepreneurship in healthcare has been produced in English- 

speaking countries and, therefore, referred the cultural and organizational contexts very specific, evidence of the 
contribution is interesting and provocative [28]-[32]. 

In Brazil, qualitative study developed based on Grounded Theory, also pointed in this direction, there is, 
however, a need for more studies, which should take place due to the interest that this perspective can awaken in 
the context not only of Brazilian nursing but of all professions that make up the area of health. 

5. Final Considerations 
Throughout this article, we tried to share the perception that there is an imperative and urgent demand for 
change in health logics of care productionc in general and nursing and medical care in particular. 

First, however, by giving complete the task, the Court finds that the body was suffering the text presented 
here refers. 

It is a review of why reference is made to the body and not to the person suffering. 
This is due essentially to the fact that the body is the locus of expression of all the suffering that can be expe-

rienced by someone, whether it be pain perceived by others as real or imaginary. 
The body is the tangible dimension of suffering and their needs can not be fully satisfied only by a medica-

lized attention, but many other types of attention to taking care to ensure the specificity of each profession. 
Also sought to share the perception that the body suffering claims autonomy, empowerment, that is, it tells us 

that or suggest treatment and care through symptoms, signs that we should follow. 
Although this condition is not particularly visible about customers, frankly the significant impact of invest-

ments in promoting self-care clearly pointed out that this demand installed, although in varying degrees. 
However, it is about the body of the professional who takes care that this suffering is more eloquent, even as 

it is less visible and valued. 
The involvement of health professionals by diseases such as insomnia, chronic pain, and high blood pressure, 

are evidence of a suffering that has no other form of expression. 
Transforming this scenario is imperative and, of course, this will not graciously offer. 
In this context, social entrepreneurship may be a promising alternative. 
Finally, it should be noted that all human constructions can be distorted in such a way that it is unlikely to 

rescue the original motivation. 
Social entrepreneurship is not exempt from that possibility, but inertia does not offer any benefit. 
The nursing care or other professionals such as social practice can be transforming for all those involved in 
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the logics of care production, breaking with the welfare culture that perpetuates dependency, submission and 
therefore suffering. 
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