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MESTRADO EM CIÊNCIAS DA SAÚDE - PROCESSO SELETIVO 

 

PROVA DE SUFICIÊNCIA EM LÍNGUA INGLESA 
Data:  
Horário: 
Local:  

 
Nome do Candidato: _____________________________________________ 

Assinatura: _____________________________________________________ 

 

Objetivo: verificar a competência de leitura e compreensão de textos em língua 
inglesa, dos candidatos ao Programa de Pós-graduação em Ciências da 
Saúde, nível Mestrado. 
 
 
Prova: esta prova é composta de duas partes:  

1) Compreensão de texto. 
2) Tradução de texto. 

 
 
Roteiro para realização da prova:  

 Só serão validadas as provas preenchidas com caneta preta ou azul.  

 É permitida a consulta de dicionários, com exceção de meios 
eletrônicos. 

 Para a questão de tradução (inglês- português) a correção obedecerá 
aos seguintes critérios: 
- Precisão gramatical 
- Relevância e adequação do conteúdo               
- Adequação do vocabulário para o contexto  
- Coesão textual;  
- Contextualização  
 

 O tempo de duração da prova é de 03 (três) horas. 

 Valor da prova: 10,0 
 
 
 

 Boa Prova! 
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Questão 01: COMPREENSÃO DE TEXTO. 
 
Leia o texto e responda às questões 1,2, 3 e 4  em  Português. (4,0) 
 
 

TEXTO 01 
 

ACADEMIC HEALTH SCIENCES NETWORKS IN ENGLAND  

Recent legislation resulting in health-care reforms for England provides a 

structural framework for future delivery of care. During the legislative 

process, the importance of innovation and translation of innovation into 

routine practice was recognized. These vital components have been missing 

from previous attempts to achieve sustainable transformation in complex 

health systems. Tardiness in delivery of innovations is evident: in general, 

the time from proven efficacy to widespread adoption is 17 years. Taking 20 

years to implement venous thromboembolism prophylaxis properly typifies 

the situation. Failure to adopt innovations rapidly is a disincentive to 

inventors, entrepreneurs, and industry to work on new developments in the 

UK, particularly if these are later seen to wither on the vine or become mired 

in slow delivery. Moreover, loss of life, impeded economic growth, and 

demotivation of able and committed staff across health care and academia 

are outcomes of this failure. Although academic health science centers 

(AHSCs) are recognized internationally as potential vehicles for delivery, 

their focus is typically on discovery and early-phase translational work. 

Professional partnerships are not broad enough, and relationships with local 

health-care providers and communities do not have the leverage to effect 

rapid population health gains. In a report published in 2011, the UK's 

National Health Service described important benefits for patients, 

populations, and the economy that would come from delivery of innovations. 

By outlining a plan to enable better partnerships across autonomous 

organizations, we can build a strategy to deliver innovations, incorporating 

values and horizontal collaboration that support patient-pull and top-down 

drivers rather than the traditional formula of command and control. The call 

for academic health sciences networks (AHSNs) marks the next step to 

achieve delivery of this ambitious plan. Serving local populations of 3–5 

million people and including partners from university, local government, and 

industry, these networks will be pivotal to enable cross boundary working. 

They will promote formal yet flexible alliances between organizations and 

maximize delivery of innovations for patients and populations by 

acceleration of uptake into routine clinical practice. This approach to 

delivery of innovations is mainly permissive: clear goals are set within a 

broad operating framework, leaving much to be ascertained by local context. 

This shift in emphasis from structural rigidity to recognition of the 



importance of local relations and leadership in frontline delivery, which are 

typically the most crucial factors to achieve quality of services and value for 

money, is welcome. Success of AHSNs depends on shared values, strong 

working partnerships, local leadership and energy, and clarity on operational 

delivery, rather than one system of control or complex contractual 

arrangements. Experience in the UK and internationally provides insights 

into what works well and where pitfalls and roadblocks will lie. For 

example, health innovation, and education clusters show that delivery of 

benefits into routine clinical practice is difficult, but working locally across 

boundaries for patient and population health gains incorporates inherent 

enthusiasm and energy. AHSNs provide a strong platform: substantial 

recurrent funding linked to a 5-year license is promised, together with a 

greater range of options for implementation and a cluttering of the 

innovation landscape at national level. Clinical commissioning groups will 

be able to enhance outcomes and meet their legal duty to promote innovation 

by active engagement in AHSNs, and this participation is important for the 

research excellence framework and higher education institution funding. 

1) De acordo com o texto,  qual o resultado da legislação recente na 

Inglaterra em termos de saúde e  o que ocorreu durante o processo 

legislativo? (1,0) 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

__________________________________________________________ 

 

2) No contexto indicado pelo texto, qual o papel dos AHSCs e  quais os 

problemas apontados com as parcerias profissionais e as relações com as 

comunidades ? (1,0) 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

__________________________________________________________ 

 



3) Descreva o que apontava o relatório publicado em 2011 no Reino Unido 

indicado no texto. (1,0) 

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

_____________________________________________________________ 

4) Do que depende, de acordo com o texto, o sucesso das AHSNs? (1,0) 

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________ 

 

TEXTO 02 

Leia o texto e responda à questão 01 em Português.(2,0) 

Is 'addiction' an excuse to overeat?  

Some have compared food addiction to drug addiction, and then used this 

term to associate it with overeating, and as a clinical explanation for the 

obesity epidemic, implicating millions of people. The use of the term food 

addiction is a step towards medicalization and implies that normal human 

social behavior is pathological. Forms of eating therefore become an illness. 

This attitude is not helpful and has huge implications for the way in which 

people view their own behavior and their lives. The concept of food 

addiction comes from a combination of experimental data, anecdotal 

observations, scientific claims, personal opinions, deductions and beliefs. It 

is an oversimplification of a very complex set of behaviors. Attributing food 

addiction as the single cause underlying the development of obesity, despite 

the existence of numerous other very plausible explanations, is unhelpful, 

particularly for those trying to live more healthy lives. This removes the 

personal responsibility they should feel and could act on - and they infer that 

their eating is a form of disease. Food addiction may offer an appealing 

explanation for some people but the concept could hinder an individual's 

capacity for personal control. Binge eating disorder does exist - but it is a 

rare clinical condition affecting fewer than 3% of obese people. Sufferers 

have a strong compulsion to eat, which persists alongside the sense of a loss 



of control. Addiction-like food behavior may be a component of the severe 

and compulsive form of binge eating disorder. But this condition does not 

explain the huge rise in obesity we have seen across the population. Binge 

eating is not a key cause of obesity and, therefore, in the context of mass 

public health, is not a major concern. What we need is a calm and composed 

analysis of what the words food addiction really mean so that people can 

make informed deductions about the causes of their own behavior. 

 
a) De acordo com a sua compreensão do Texto 2, escreva sobre os perigos de se 

comparar a compulsão por comida com o vício em drogas. (2,0) 

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

_____________________________________________________________ 

_____________________________________________________________ 
 
 
Questão 02 : TRADUÇÃO DE TEXTO (4,0) 
 
Traduza o resumo abaixo do Inglês para o Português.  Seu texto deverá 
apresentar clareza e estar bem articulado tanto em termos estruturais 
quanto de sentido. 
 

Physical benefits and reduction of depressive symptoms among the 

elderly: Results from the Portuguese "National Walking Program” 

The aim of this study was to investigate alterations in physical fitness and 

anthropometric parameters as well as depression symptoms among the elderly 

after participation in the "National Walking Program" (Portugal). The sample 

consisted of 26 elderly people over six months with a total of 72 exercise sessions. 

The exercise sessions consisted of aerobics (walking and running) and strength and 

flexibility exercises. Participants were assessed pre- and post-intervention for 

physical fitness with the Rikli & Jones test. The anthropometric measurements were 

assessed with a bioimpedance scale and a stadiometer, and depression with 

Yesavage's Geriatric Depression Scale. Physical activity was only assessed with an 

accelerometer at the pre-intervention phase. For statistical analysis, the student t 

test for paired samples was performed using SPSS 21 software. Statistically 

significant improvements were found in depressive symptoms (p ≤ 0.001), and in 

all physical fitness tests (p ≤ 0.05) except for flexibility tests (p ≥ 0.05). Waist 

circumference reduction also showed the positive effects of the intervention (p = 

0.031). The conclusion drawn is that participation in the "National Walking 

Program" for 6 months was effective in improving the physical and psychological 
health of the elderly. 

Keywords : The elderly; Exercises; Walking; Physical fitness; Depression. 
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MESTRADO EM CIÊNCIAS DA SAÚDE - PROCESSO SELETIVO 

 

PROVA DE SUFICIÊNCIA EM LÍNGUA INGLESA 
Data:  
Horário: 
Local:  

 
Nome do Candidato: _____________________________________________ 

Assinatura: _____________________________________________________ 

 

Objetivo: verificar a competência de leitura e compreensão de textos em língua 
inglesa, dos candidatos ao Programa de Pós-graduação em Ciências da 
Saúde, nível Mestrado. 
 
 
Prova: esta prova é composta de duas partes:  

5) Compreensão de texto. 
6) Tradução de texto. 

 
 
Roteiro para realização da prova:  

 Só serão validadas as provas preenchidas com caneta preta ou azul.  

 É permitida a consulta de dicionários, com exceção de meios 
eletrônicos. 

 Para a questão de tradução (inglês- português) a correção obedecerá 
aos seguintes critérios: 
- Precisão gramatical 
- Relevância e adequação do conteúdo               
- Adequação do vocabulário para o contexto  
- Coesão textual;  
- Contextualização  
 

 O tempo de duração da prova é de 03 (três) horas. 

 Valor da prova: 10,0 
 
 
 

 Boa Prova! 
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Questão 01: COMPREENSÃO DE TEXTO. 
 
Leia o texto e responda às questões  1,2,3    em  Português.(4,0) 
 
 

TEXTO 01 

Text: Cardiovascular risk falls in patients with rheumatoid 
arthritis 

Reumatoid arthritis doubles the risk of heart disease, but the 
prevalence appears to be declining, thanks to efforts to prevent heart 
problems and provide early diagnosis and treatment. This is 
according to research presented at the American College of 
Rheumatology's annual meeting in San Francisco, CA. Inflammation 
is known to contribute to blood vessel damage and is one of the risk 
factors for heart disease. 

Patients with rheumatoid arthritis (RA) have higher levels of 
inflammation overall, affecting not only joints but also other organs 
and tissues. RA-related inflammation causes the narrowing of blood 
vessels and formation of plaque, a hard substance made out of 
trapped cholesterol, calcium and other matter, which can block 
arteries and reduce blood flow. When pieces of plaque break off and 
enter the bloodstream, they may clog smaller vessels, causing a 
heart attack or stroke. 

Inflammation can also occur in the wall in the hearts of people with 
RA, potentially aggravating the risk of heart failure. Signs of heart 
failure, which include swelling of the lower legs, shortness of breath 
and fatigue, are common symptoms of RA, and may therefore be 
overlooked as warning signs. RA can also lead to inflammation of the 
pericardium, the two-layered sac that surrounds the heart. The 
inflamed sacs rub against each other, causing sharp, intense chest 
pain. People with RA have, moreover, a greater risk of atrial 
fibrillation, a heart rhythm disorder associated with heart failure, 
stroke and death. Inflammation control is therefore vital in patients 
with RA to protect the heart as well as the joints. 

Heart problems may appear within a year 

Previous studies have shown that people with RA have up to twice 
the risk of cardiac problems, which may occur within a year of 
diagnosis. Within 1-4 years of diagnosis, the risk of heart attack rises 



by 60% and by 50% for other forms of coronary heart disease, such 
as angina and coronary death. 

While the contributing factors are not fully understood, RA and all its 
risk factors for heart disease clearly need to be addressed as early as 
possible, to prevent avoidable damage. 

Efforts to reduce risk are paying off 

The current study shows that recent efforts are having a positive 
impact on the risk of cardiovascular disease among people with RA. 

Researchers led by Dr. Elena Myasoedova, PhD, a rheumatologist at 
Mayo Clinic in Rochester, MN, looked at deaths from heart disease 
within 10 years of rheumatoid arthritis diagnosis among two groups of 
people. One group was of 315 patients diagnosed with RA from 2000-
07; the other was a group of 498 patients diagnosed with RA in the 
1980s and 1990s. A control group consisted of 813 people without 
RA who died of heart disease. Approximately 2 in 3 patients studied 
were women, with an average age of 60. 

The rate of death from heart disease in patients diagnosed in the 
1980s and 1990s stood at 7.9%, compared with 2.8% in those 
diagnosed in 2000-07. 

Deaths specifically from coronary artery disease also declined. 
Among the 2000-07 diagnosis group, 1.2% died of the condition, 
similar to rates found in the general population; for those diagnosed in 
the 1990s, the rate was 4.7%. Dr. Myasoedova says: "More research 
is needed to confirm why heart disease deaths among rheumatoid 
arthritis patients have declined, but potential factors include earlier 
and more vigilant screening for heart problems, improved treatment 
for heart disease and rheumatoid arthritis, and in general, more 
attention to heart health in patients with rheumatoid arthritis." 

Medical News Today recently reported that yoga may help relieve the 
symptoms of rheumatoid arthritis. 

 

1. Quais são os riscos que os pacientes que sofrem de Artrite 
reumatoide podem ter? (1,5) 

____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________ 



2. O que causa a inflamação relacionada com a Artrite 
reumatoide?(1,5) 

____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________ 

3. De acordo com a Dra. Myasoedova porque as mortes 
especificamente de doenças do coração entre pacientes com 
artrite reumatoide têm declinado? 
(1,0) 

____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________ 

TEXTO 02 

Leia o texto e responda às questões 1 e 2. 

Metabolic  syndrome  is  based  on  visceral  fat  accumulation  and  
brings about  various  metabolic  abnormality  such  as  hypertention,  
dyslipidemia,  and glucose  intolerance   with   the   insulin  
resistance.   Dyslipidemia  in   metabolic syndrome   and   diabetes   
mellitus   features   hypertriglycemia   and   low   HDL 
cholesterolemia.  The  lipoprotein  of  triglycerides  is  consisted  of  
mainly  high remnant  and  VLDL  lipoprotein.  In  addition,  small  
dense  LDL  appears  in  these state.  Small  dense  LDL  is  a  high  
risk  for  atherosclerosis.  For  a  treatment strategy, not only drug 
treatment such as fibrates, anti-diabetic drug, but we pay attention   to   
visceral   fat   accumulation,   and   stratificate   pathologically   to 
appropriate treatment orientation. Early lifestyle intervention for 
example health instruction should be needed. 

1. Baseado apenas no que está no Texto 2 marque a alternativa 
correta: (1,0) 



a) A síndrome metabólica é o acúmulo de açúcares na região 
periférica 

b) Residência vascular é uma consequencia da doença 
supracitada 

c) A intervenção tardia é medida necessária 

d)   Dislipidemia   na   síndrome   metabólica   e   diabetes  
mellitus   apresenta hipertrigliciridemiae) O LDL é um fator 
protetor 

2. The   text   above(Text  2 )speaks   of   intervention   in  lifestyle   
to   control dyslipidemia. Which of the following measures is not 
about changing lifestyle?(1,0) 

a) Running 

b) Medication 

c) Dietary 

d) Sleep hygiene 

e) Stress control 

 
 

 
 
 

TEXTO 03 
Tradução de texto. Leia o resumo abaixo e traduza para o Português.(4,0) 

 
Abstract 
 
In early 2015, an outbreak of Zika virus, a flavivirus transmitted by Aedes 
mosquitoes, was identified in northeast Brazil, an area where dengue virus was 
also circulating. By September, reports of an increase in the number of infants 
born with microcephaly in Zika virus-affected areas began to emerge, and Zika 
virus RNA was identified in the amniotic fluid of two women whose fetuses had 
been found to have microcephaly by prenatal ultrasound. The Brazil Ministry of 
Health (MoH) established a task force to investigate the possible association of 
microcephaly with Zika virus infection during pregnancy and a registry for 
incident microcephaly cases (head circumference ≥2 standard deviations [SD] 
below the mean for sex and gestational age at birth) and pregnancy outcomes 
among women suspected to have had Zika virus infection during pregnancy. 
Among a cohort of 35 infants with microcephaly born during August-October 
2015 in eight of Brazil's 26 states and reported to the registry, the mothers of all 
35 had lived in or visited Zika virus-affected areas during pregnancy, 25 (71%) 



infants had severe microcephaly (head circumference >3 SD below the mean 
for sex and gestational age), 17 (49%) had at least one neurologic abnormality, 
and among 27 infants who had neuroimaging studies, all had abnormalities. 
Tests for other congenital infections were negative. All infants had a lumbar 
puncture as part of the evaluation and cerebrospinal fluid (CSF) samples were 
sent to a reference laboratory in Brazil for Zika virus testing; results are not yet 
available. Further studies are needed to confirm the association of microcephaly 
with Zika virus infection during pregnancy and to understand any other adverse 
pregnancy outcomes associated with Zika virus infection. Pregnant women in 
Zika virus-affected areas should protect themselves from mosquito bites by 
using air conditioning, screens, or nets when indoors, wearing long sleeves and 
pants, using permethrin-treated clothing and gear, and using insect repellents 
when outdoors. Pregnant and lactating women can use all U.S. Environmental 
Protection Agency (EPA)-registered insect repellents according to the product 
label. 
Key-words: virus , pregnancy, microcephaly,infants 
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