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ABSTRACT

Objectives: to analyze comprehensiveness elements in Primary Care in Brazil, between
2012 and 2018, considering preventive and assistance aspects, pointing out advances and
obstacles to its improvement in different contexts. Methods: a retrospective longitudinal
study using data from the Brazilian National Program for Improving Access and Quality
in Primary Care. 15,378 teams were selected that participated in both 1t and 3" cycles of
the program. Results: improvements were found in the prevalence of teams that ensure
preventive and assistance care for priority groups, who develop promotion actions, offer
essential procedures, including oral health, carry out home visits, receive support from
Extended Family Health and Primary Care Center, offer integrative and complementary
practices and develop intersectoral actions. Conclusions: there has been an improvement
in comprehensiveness in Primary Health services, but problems remain that still need to be
faced for their improvement.

Descriptors: Primary Health Care; Comprehensive Health Care; Health Evaluation; Health
Policy; Health Services.

RESUMO

Objetivos: analisar elementos da integralidade na Atencdo Basica no Brasil, entre os anos
de 2012 e 2018, considerando aspectos preventivos e assistenciais, apontando avancos e
obstaculos para a sua melhoria, em diferentes contextos. Métodos: estudo longitudinal
retrospectivo utilizando dados do Programa Nacional de Melhoria do Acesso e da Qualidade
da Atencao Basica. Foram selecionadas 15.378 equipes que participaram tanto do 1° quanto
do 3°ciclo do programa. Resultados: constataram-se melhorias na prevaléncia de equipes que
asseguram cuidados preventivos e assistenciais para grupos prioritarios, que desenvolvem
acoes de promocao, ofertam procedimentos essenciais, incluindo saude bucal, realizam
visitas domiciliares, recebem apoio do Nucleo Ampliado de Saude da Familia e Atengao
Basica, ofertam préticas integrativas e complementares e desenvolvem agdes intersetoriais.
Conclusoes: houve melhoria da integralidade nos servigos basicos de satide, mas permanecem
problemas que ainda precisam ser enfrentados para o seu aperfeicoamento.

Descritores: Atencdo Primaria a Saude; Assisténcia Integral a Saude; Avaliagdo em Saude;
Politica de Satde; Servicos de Saude.

RESUMEN

Objetivos: analizar los elementos de la integralidad en la atencién primaria en Brasil,
entre los afos 2012 y 2018, considerando aspectos preventivos y asistenciales, sefialando
avances y obstaculos para su mejora, en diferentes contextos. Métodos: estudio longitudinal
retrospectivo con datos del Programa Nacional de Mejoramiento del Acceso y la Calidad en
Atencién Primaria. Se seleccionaron 15,378 equipos que participaron tanto en el primer como
en el tercer ciclo del programa. Resultados: hubo mejoras en la prevalencia de equipos que
aseguran la atencion preventiva y asistencial a los grupos prioritarios, que desarrollan acciones
de promocidn, ofrecen procedimientos esenciales, incluida la salud bucal, realizan visitas
domiciliarias, reciben apoyo del Centro de Salud de la Familia Extendida y Atencién Primaria,
ofrecer practicas integradoras y complementarias y desarrollar acciones intersectoriales.
Conclusiones: hubo una mejora en la integralidad de los servicios basicos de salud, pero
persisten problemas que atin deben ser afrontados para su mejora.

Descriptores: Atencion Primaria de Salud; Atencion Integral de Salud; Evaluacién en Salud;
Politica de Salud; Servicios de Salud.
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INTRODUCTION

The construction of the Unified Health System (SUS - Sistema
Unico de Saude) institutionalized a triad of principles, universal-
ity, integrality, and equity, which began to constrain the space
to formulate and implement health policies and programs that,
from then on, began to constitute themselves?. Comprehen-
siveness refers to a set of attributes and values that deserve to
be defended in the health system, based on the articulation of
preventive and assistance services that act to contribute to trans-
form the social framework that affects the population’s general
health conditions and ensure an assistance offer that is adjusted
and compatible with the demands and needs of individuals who
seek health services®.

Comprehensiveness must involve not only individual thera-
peutic practices, but also collective and collectivizing practices
that permeate the health-disease process, in order to ensure
desirable conditions of health well-being for the population®™.
Primary care (PC), organized based on territorial bases, repre-
sents a privileged locus for establishing important elements of
integrality, mainly due to its proximity to the spaces in which
individuals live, interact and build a good part of relationships
with each other and with the environment in which they live®.

In Brazil, PC was constituted heterogeneously, with diversified
ways of structuring and developing actions. But it was with the
implementation of Family Health (FH that the country started
to have more outlined outlines of a PC organization model
guided by a comprehensive concept, which understands it as
part of the social and economic development process®. Since
then, as an important element for the effectiveness of com-
prehensiveness, access to PC has gained greater momentum
and has experienced a period of rapid expansion of population
coverage under Family Health Strategy (FHS), rising from 6.5%
in 1998 to 64.2% in 2018,

As a result of this increase in coverage and PC qualification,
several studies have brought evidence on the results produced
by FHS, revealing its ability to produce effects on the popula-
tion’s health conditions, with improved access to preventive
and assistance services, reducing inequities and increasing SUS
efficiency, in addition to contributing to reducing preventable
hospitalizations”®, However, studies also show that, in spite
of the good results, challenges still remain for the effective-
ness of comprehensiveness in PC through the provision of
care aimed at priority population groups®'%; health promo-
tion and disease prevention actions''?; procedures with a
wide scope of practices"'¥; oral health supply">'®; actions
performed at users’ homes”'®; support and articulation of
actions between different professional categories”'?; em-
ploying a comprehensive range of assistive technologies?-2";
intersectoral actions222,

OBJECTIVES

To analyze elements of comprehensiveness in primary care
in Brazil, between 2012 and 2018, considering preventive and
assistance aspects, pointing out advances and obstacles to its
improvement in different contexts.

Sousa ANA, Shimizu HE.

METHODS
Ethical aspects

The study used secondary public domain data made avail-
able by the Ministry of Health (MoH)®, without identifying the
respondents, therefore, without the need for an opinion issued
by the ethics committee.

Design, place of study, and period

This is a longitudinal, descriptive, retrospective study, with
an organized report based on the use of the STrengthening the
Reporting of OBservational studies in Epidemiology (STROBE).
Secondary databases from the Brazilian National Program for
the Improvement of Access and Quality of Primary Care (PMAQ -
Programa Nacional de Melhoria do Acesso e Qualidade da Atengéo
Bdsica), from the 15t (2012) and 3 (2018) cycles, available on the
MoH website, were used®.

Data, in the PMAQ’s 1%t cycle, were collected between May and
December2012in 17,482 teams, and 65,391 users who were ina
Basic Health Unit (BHU) at the time of collection were interviewed,
chosen at random. For the 3" cycle, data collection was carried
out between July 2017 and August 2018 in 38,865 teams, and
140,444 users were interviewed. Data collection was carried out by
41 teaching and research institutions, led by Universidade Federal
de Pelotas (UFPel), Universidade Federal de Minas Gerais (UFMQG),
Fundacéo Oswaldo Cruz (Fiocruz), Universidade Federal da Bahia
(UFBA), Universidade Federal de Sergipe (UFS), Universidade Federal
do Piaui (UFPI), Universidade Federal do Rio Grande do Norte (UFRN),
Universidade Federal do Mato Grosso do Sul (UFMS), Universidade
Federal do Pard (UFPA). Researchers from the institutions that led
the data collection process were also responsible for developing
the instruments and protocols and methodologies used in the
field work, in articulation with MoH technicians.

Sample, inclusion and exclusion criteria

This is alongitudinal, retrospective study of a sample of 15,378
teams that participated in the 1*tand 3" cycles of the PMAQ, in order
to allow an analysis that identifies changes in the behavior of the
dimensions related to service offer integrality and comprehensive-
ness for the same cases over time. Only the teams participating
in the two cycles studied were considered to ensure analysis of
the evolution of the situation of the same teams regarding the
observed aspects. Thus, 2,104 teams participating in the 1t cycle
and 23,487 participants in the 3 cycle were excluded. We sought
to analyze whether for each selected variable there was an im-
provement, worsening or maintenance of the observed setting.
The BHU results were replicated for all teams that worked in the
same BHU, and 59,354 users were selected who responded to
the instruments referring to the teams that comprise the sample
in the 1**cycle and 56,369 users in the 3™ cycle.

Study protocol

Variables associated with diverse elements of comprehensive-
ness in PC were selected considering preventive and care aspects
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and that kept correspondence and content compatibility, since
the instruments used in the analyzed cycles were not identical.
Many questions remained the same, others suffered adaptations
in their statement or in the available alternatives, and in some
situations new questions were added and others were removed
from the instruments. Thus, to ensure comparability of variables
between the periods studied, only questions were selected in
which consistency was found in their object and meaning. Al-
together 9 variables were chosen that refer to information from
the teams, such as provision of programmed actions for priority
population groups, development of promotion and prevention
actions, performance of procedures and minor surgeries, offer
of oral health, carrying out actions at families’homes and devel-
oping intersectoral actions; 6 variables deal with users’ position
regarding the topics covered, such as adequate provision of care
to priority groups, provision and guidance on the use of dental
prosthesis and home visits.

In addition to the comparative analysis between 2012 and
2018, data were stratified by region and population size of the
municipalities. For population size, the municipalities were strati-
fied based on the population estimate of the Brazilian Institute of
Geography and Statistics (IBGE - Instituto Brasileiro de Geografia
e Estatistica) for 2012 (up to 10,000 inhabitants, from 10,001 to
20,000, 20,001 to 50,000, 50,001 to 100,000 and above 100,000
inhabitants).

Analysis of results, and statistics

Data were organized and treated in a Microsoft Office Excel
Professional Plus 2013" spreadsheet. For data analysis referring
to the comprehensiveness and scope of service offer in crossing
with region and population size, the chi-square test was applied
for expected proportions equal in samples of nominal variables,
and all p value values below 0.05 were considered statistically
significant.

Sousa ANA, Shimizu HE.

RESULTS

Between 2012 and 2018, the proportion of teams offering
scheduled actions for priority population groups increased
from 70.7% to 93.3%, with greater emphasis on the south and
center-west, with increases of 27.8 and 27.0 p.s., respectively,
and in municipalities with up to 20 thousand inhabitants (Table
1). When it comes to promotion and prevention actions, the
increase was even more expressive, rising from 68.1% in 2012
and reaching 96.2% in 2018, with an increase of more than 30
p.s.in the southeast, south and center-west and in municipalities
with up to 50 thousand inhabitants (Table 1).

The prevalence of teams that collect material for laboratory
testsincreased by 12.1 p.s., reaching almost 2/3 of the total teams
that make up the sample (62.6%), with greater increases in the
south (20.6 p.s.) and municipalities between 10 and 20 thousand
inhabitants (20.7 p.s.). At the same time, the increase in the number
of teams that perform an essential list of procedures and minor
surgeries was 26.2 p.s.. The northeast and central-west showed
the best advances. Concerning the size of municipalities, it was
in the locations with up to 50 thousand inhabitants that the
most marked improvements occurred (Table 1). For oral health,
the national increase in the prevalence of teams that carry out
a basic list of procedures was only 1.4 p.s., with an increase only
for the northeast and greater improvements in municipalities
with between 20 and 100 thousand inhabitants (Table 1). With
regard to home visits, the prevalence of teams that organize to
visit families and users, according to risk and vulnerability, was
already high in 2012 (92.9%), increasing to 96.0% in 2018, with
greater growth in the center-west and a small decrease for mu-
nicipalities above 100 thousand inhabitants (Table 1).

Between 2012 and 2018, the proportion of teams that had the
support of the Family Health and Primary Care Extended Centers
(NASF - Nucleo Ampliado de Satude da Familia e Atengéo Bdsica)
increased from 56.5% to 75.2%, with an increase of more than 30

Table 1 - Integrality and comprehensiveness of service provision in Primary Care according to health professionals, by large region and population size,

Brazil, 2012 and 2018

Offer programmed actions for
priority population groups*"

Develop promotion and
prevention actions*™

Perform material collection
for laboratory exams*

Variables
2012 2018 2012 2018 2012 2018
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl)
Region
North® 71.8(68.9-74.7) 86.7 (84.5-88.9) 78.2(75.5-80.9) 94.2(92.7-95.7) 50.6 (47.3 - 53.9) 44.8 (41.6 - 48.0)
Northeast® 79.1(78.0-80.2) 95.5(94.9-96.1) 77.8(76.7-78.9) 96.8 (96.3 - 97.3) 354 (34.1-36.7) 51.2(49.8-52.6)
Southeast® 65.9 (64.7 - 67.1) 91.8(91.1-92.5) 60.7 (59.4 - 62.0) 95.2 (94.6 - 95.8) 65.0 (63.8-66.2) 72.5(71.3-73.7)
South@ 66.1(64.3-67.9) 93.9(93.0-94.8) 63.1(61.2-65.0) 97 (96.3-97.7) 44.8 (42.9-46.7) 65.4 (63.6-67.2)
Center-West® 68.5(65.7-71.3) 95.5(94.2 - 96.8) 65.9 (63.0 - 68.8) 98.4(97.6-99.2) 56.5(53.5-59.5) 71.8(69.1-74.5)
Population Size
Up to 10,000 64.9 (62.9 - 66.9) 93.7(92.7-94.7) 66.1 (64.1 - 68.1) 98.6 (98.1 -99.1) 46.7 (44.6 - 48.8) 63.2(61.2-65.2)
10,001 to 20,0009 65.3(63.4-67.2) 93.4(92.4-94.4) 65.5 (63.6-67.4) 98.6 (98.1-99.1) 31.7(29.9-33.5) 52.4(50.4 - 54.4)
20,001 to 50,000" 70.9 (69.4-72.4) 95.4 (94.7 - 96.1) 67.8 (66.2 - 69.4) 98.4 (98.0-98.8) 39.0(37.4-40.6) 56.9 (55.2-58.6)
50,001 to 100,000 73.0(70.9-75.1) 96.4 (95.5-97.3) 68.6 (66.4 - 70.8) 98.2 (97.6 - 98.8) 44.2 (41.8 - 46.6) 59.8(57.4-62.2)
100,000 or more® 749 (73.8-76.0) 91.4(90.7 - 92.1) 70.1 (68.9-71.3) 92.7 (92.0-93.4) 69.7 (68.5 - 70.9) 71.5(70.3-72.7)
Brazil® 70.7 (70.0-71.4) 93.3(92.9-93.7) 68.1 (67.4 - 68.8) 96.2 (95.9-96.5) 50.5(49.7-51.3) 62.6 (61.8-63.4)

To be continued
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Table 1 (concluded)

Sousa ANA, Shimizu HE.

Perform procedures and
minor surgeries*©

Perform basic oral
health procedures*®

Perform home visits according
to risk and vulnerability*

Variables
2012 2018 2012 2018 2012 2018
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl)
Region
North® 17.2(14.7-19.7) 41.1(37.9-443) 36.2(33.1-39.3) 30.6 (27.6 - 33.6) 88.3(86.2-90.4) 93.0(91.3-94.7)
Northeast® 8.0(7.3-8.7) 45.1 (43.7 - 46.5) 54.2(52.8-55.6) 64.6 (63.3 - 65.9) 93.9(93.2-94.6) 96.6 (96.1-97.1)
Southeast® 8.7(8.0-9.4) 26.8 (25.7 - 27.9) 46.5 (45.2-47.8) 43.5(42.2-44.8) 93.1(92.4-93.8) 95.1(94.5-95.7)
South@ 27.9(26.2-29.6) 51.8(49.9-53.7) 48.7 (46.8 - 50.6) 46.9 (45.0 - 48.8) 93.9(93.0-94.8) 96.8 (96.1 - 97.5)
Center-West® 18.0(15.7 - 20.3) 44.2 (41.2-47.2) 57.5(54.5-60.5) 52.4(49.4 - 55.4) 87.7 (85.7 - 89.7) 98.4 (97.6 - 99.2)
Population Size
Up to 10,000 32.1(30.2-34.0) 64.9 (62.9 - 66.9) 56.1(54.0-58.2) 59.5(57.5-61.5) 90.6 (89.4 - 91.8) 98.3(97.8-98.8)
10,001 to 20,0009 13.0(11.7-14.3) 45.0 (43.0-47.0) 52.3(50.3-54.3) 56.6 (54.6 - 58.6) 91.6 (90.5-92.7) 98.4(97.9-98.9)
20,001 to 50,000" 9.1(8.1-10.1) 42.2 (40.5-43.9) 52.3(50.6 - 54.0) 60.5 (58.8-62.2) 93.2(92.3-94.1) 98.6 (98.2-99.0)
50,001 to 100,000 8.4(7.1-9.7) 35.0(32.7-37.3) 51.7 (49.3-54.1) 56.8 (54.4-59.2) 90.6 (89.2-92.0) 97.9 (97.2-98.6)
100,000 or more? 8.6(7.9-9.3) 25.5(24.3-26.7) 43.1 (41.8-44.4) 37.1(35.8-384) 94.9 (94.3-95.5) 92.3(91.6-93.0)
Brazil® 129(12.4-13.4) 39.1(38.3-39.9) 49.5 (48.7 - 50.3) 50.9 (50.1-51.7) 92.9(92.5-93.3) 96.0 (95.7 - 96.3)

Note: * p value <0.001 (likelihood ratio); ©n=908; ®'n=5.096; “n=5.723; @n=2.600; ©n=1.051; "n=2.237;9n=2.466; "'n=3.363; 'n=1.670; "'n=5.516; ¥n=15.378; “women, pregnant women, children,
users with hypertension and users with diabetes mellitus; ™For the 1% cycle, the five variables that showed the best results were selected: (1) prevention and treatment of diabetes mellitus (89.4%),
(2) prevention and treatment of systemic arterial hypertension (89.3%), (3) pregnant women and postpartum women (87.3%), (4) women (cervical and breast cancer) (82.1%) and family planning
(78.5%); ™Including collection of cytopathological examination; ©Abscess drainage, wound suture, stitch removal, ear washing, nail extraction, nebulization/inhalation, dressings, intramuscular
injectable medications, intravenous injectable medications and application of benzathine penicillin G; ®’Sealant application, topical fluoride application, amalgam restoration, composite resin

restoration and extraction.

p.s.inthe north and 45 p.s.in municipalities with up to 10 thousand
inhabitants (Table 2). At the same time, there was a significant
increase in the prevalence of teams that started offering Integra-
tive and Complementary Practices (ICP), from 13.3% to 34.3%, with
emphasis on the southeast (18.7% - 41.5%) and for municipalities
above 100 thousand inhabitants (23.8% - 48.6%) (Table 2). Finally,
when it comes to carrying out intersectoral actions, there was an
increase of 9.9 p.s. in the prevalence of teams that carried out ac-
tivities in schools in their area of coverage, with increases of more
than 10 p.s. in the northeast, center-west and southeast and in
municipalities over 50 thousand inhabitants (Table 2).

With regard to care for priority population groups, between
2012 and 2018, nationally, there was practically no variation in
the percentage of puerperal users who reported having received
adequate care during the post-partum consultation, although
there was an increase of almost 5 p.s. in the northeast. An increase
was found for users who answered affirmatively for access to
care for children under 2 years old (4.6 p.s.) for a set of elements

considered essential. Finally, when it comes to recommended care
for people with diabetes, the increase was 4.2 p.s., with the high-
estincrease to the northeast. For the three variables analyzed, no
statistically significant differences were found when considering
the municipalities’ population size (Table 3).

When comparing data on preventive health actions for women,
it can be noted that there was a positive variation both for the
national staff (44.0% - 51.0%) and for all observed contexts (Table
3). Among users in need of dental prosthesis, for both years ana-
lyzed, the percentage of those who claimed to have prosthesis
available at BHU and received guidance on care they should take
inits use was very low (5.2% and 7, 9%), with the best result for the
smallest localities that presented a percentage of 18.4% for 2018
(Table 3). Most users reported receiving a visit from Community
Health Workers (CHW) at their home, although the percentages
decreased between 2012 and 2018, with the largest negative
variations occurring in the southeast and center-west and in
municipalities with more than 100 thousand inhabitants (Table 3).

Table 2 - Integrality and comprehensiveness of service provision in Primary Care according to health professionals, by large region and population size,

Brazil, 2012 and 2018

Receive support from the Family Health and

Offer integrative and Perform activities

Variables Primary Care Extended Centers (NASF)* complementary practices* in schools*
2012 2018 2012 2018 2012 2018
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl)
Region
North® 42.0 (38.8-45.2) 74.0(71.1-76.9) 8.3(6.5-10.1) 17.6(15.1-20.1) 80.7(78.1-83.3) 87.1(84.9-89.3)
Northeast® 63.4(62.1 -64.7) 84.4(83.4-85.4) 7.5(6.8-8.2) 325(31.2-33.8) 79.7(78.6-80.8) 91.4(90.6-92.2)
Southeast® 59.4 (58.1-60.7) 71.6(70.4-72.8) 187(17.7-19.7)  415(40.2-428) 69.8(68.6-71.00 80.2(79.2-81.2)
South@ 46.6 (44.7 - 48.5) 67.2 (65.4-69.0) 13.3(12.0-14.6) 33.3(31.5-35.1) 77.1(755-78.7) 82.7(81.2-84.2)
Center-West® 45.1 (42.1-48.1) 71.1(68.4-73.8) 15.6(13.4-17.8) 21.1(18.6-23.6) 79.0(76.5-81.5) 90.0(88.2-91.8)

To be continued
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Table 2 (concluded)
Receive support from the Family Health and Offer integrative and Perform activities
Variables Primary Care Extended Centers (NASF)* complementary practices* in schools*
2012 2018 2012 2018 2012 2018
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl)

Population Size

Up to 10,000 27.1(25.3-28.9) 74.2 (72.4-76.0) 7.1(6.0-8.2) 27.0(25.2-28.8) 84.3(82.8-85.8) 90.0(88.8-91.2)

10,001 to 20,0009 39.4(37.5-41.3) 75.4(73.7-77.1) 6.6 (5.6-7.6) 23.2(21.5-24.9) 80.5(78.9-82.1) 89.7 (88.5-90.9)

20,001 to 50,000 60.2 (58.5-61.9) 82.0(80.7 - 83.3) 7.7 (6.8 - 8.6) 26.2(24.7-27.7)  79.9(78.5-81.3) 89(87.9-90.1)

50,001 to 100,000 68.9 (66.7 -71.1) 81.6 (79.7 - 83.5) 8.8(74-10.2) 30.7 (28.5-32.9) 739(71.8-76.0) 87.6(86.0-89.2)

100,000 or more" 70.6 (69.4-71.8) 70.1(68.9-71.3) 23.8(22.7-249) 48.6(47.3-49.9) 67.4(66.2-68.6) 79.0(77.9-80.1)
Brazil® 56.5 (55.7-57.3) 75.2(74.5-75.9) 13.3(12.8-13.8) 34.3(33.5-35.1) 75.5(74.8-76.2) 85.4(84.8-86.0)

Note: *p value <0.001 (likelihood ratio); “n=908; ®n=5.096; “n=5.723; ¥n=2.600; ©n=1.051; "n=2.237; 9n=2.466; "'n=3.363; 'n=1.670; 'n=5.516; ¥n=15.378.

Table 3 - Integrality and comprehensiveness of service offer in Primary Care according to users, by large region and population size, Brazil, 2012 and 2018
Review of childbirth and Monitoring of children Monitoring people
Variabl care for women*(:m under 2 years*"i with diabetes®"@
ariables
2012 2018 2012 2018 2012%* 2018*
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl)
Region
North® 13.3(8.1-18.5) 14.3(10.1-18.5) 17.5(13.8-21.2) 23.2(19.3-27.1) 17.6 (13.2-22.0) 20.7 (16.1 - 25.3)
Northeast® 23.4(20.8-26.0) 28.3(25.8-30.8) 25.1(23.3-26.9) 33.9(31.8-36.0) 21.0(19.0-23.0)  30.8(28.7-32.9)
Southeast® 23.7(22.0-25.4) 20.6 (18.7 -22.5) 33.2(31.7-34.7) 33.1(31.3-34.9) 29.9(28.4-31.4) 32.3(30.7-33.9)
South@ 21.8(18.3-25.3) 24.1 (20.6 - 27.6) 28.3(25.1-31.5) 36.9(33.6-40.2) 22.4(19.9-249) 27.6 (25.2-30.0)
Center-West® 15.5(12.0- 19.0) 12.2(8.4-16.0) 17.8(15.1-20.5) 27.4(23.3-31.5) 245(21.1-27.9) 24(20.3-27.7)
Population Size
Up to 10,0001 24.3(21.0-27.6) 20.4(17.0-23.8) 27.4(24.8-30.0) 36.2(33.0-394) 23.9(21.3-26.5) 28.8(25.8-31.8)
10,001 to 20,0009 23.0(20.0-26.0) 23.5(20.1-26.9) 28.2(25.8-30.6) 33.6 (30.6-36.6) 246(22.0-27.2)  29.3(26.5-32.1)
20,001 to 50,000 21.2(18.7-23.7) 24.5(21.7-27.3) 26.9 (24.8 - 29.0) 32.3(29.9-34.7) 23.0(20.9-25.1)  29.8(27.5-32.1)
50,001 to 100,000 21.1(17.6-24.6) 21.7(18.0-254) 29.7 (26.7 - 32.7) 33.1(29.7-36.5) 21.6(18.7-24.5) 29.2 (26.1-32.3)
100,000 or more? 22.3(20.3-24.3) 21.8(19.7-23.9) 28.6 (26.9 - 30.3) 30.9(29.0-32.8) 29.6 (28.0-31.2) 31(29.4-32.6)
Brazil® 22.3(21.1-235) 22.4(21.1-23.7) 28.1(27.1-29.1) 32.7(31.5-33.9) 259(249-269) 30.1(29.1-31.1)
Preventive actions for Provision and guidance on the Receive a visit from a Community
. Women's Health**®:() use of dental prosthesis** Health Worker at home**
Variables
2012 2018 2012 2018 2012 2018
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl)
Region
North®@ 44.7 (42.8 - 46.6) 48.5 (46.5-50.5) 1.9(0.3-3.5) 2.3(0.6-4.0) 82.2(80.9-83.5) 78.6(77.1-80.1)
Northeast® 48.3 (47.5-49.1) 57.0 (56.2-57.8) 22(1.6-2.8) 4.1(3.4-4.8) 84.8 (84.3-85.3) 84.6 (84.1-85.1)
Southeast® 40.3 (39.6-41.0) 46.8 (46.0-47.6) 89(74-104) 11.1(9.7-12.5) 87.7 (87.3-88.1) 82.5(82.0-83.0)
South@ 47.5(46.3-48.7) 51.4(50.2-52.6) 7.7(6.2-9.2) 12.1(10.2 - 14.0) 83.5(82.8-84.2) 79.0 (78.2-79.8)
Center-West® 34.4(32.7-36.1) 44.9 (43.1-46.7) 82(50-11.4) 11.7(8.1-15.3) 81.0(79.8-82.2) 75.8(74.5-77.1)
Population Size
Up to 10,0001 44.8 (43.6 - 46.0) 53.5(52.3-54.7) 11.5(9.7-13.3) 18.4(16.2 - 20.6) 89.3(88.7-89.9) 88.5(87.8-89.2)
10,001 to 20,0009 454 (44.3-46.5) 54.1(53.0-55.2) 6.9 (5.4-8.4) 8.7(7.0-10.4) 88.8(88.2-89.4) 87.7(87.0-88.4)
20,001 to 50,000™ 44.0 (43.0-45.0) 53.1(52.1-54.1) 3.0(2.1-39) 46(3.5-5.7) 86.2 (85.6 - 86.8) 84.1(83.5-84.7)
50,001 to 100,000 45.4 (44.0 - 46.8) 52.8(51.4-54.2) 2 5(1.3-3.7) 3.6(2.2-5.0) 84.0 (83.1-84.9) 78.9(77.9-79.9)
100,000 or more? 42.6(41.8-43.4) 46.3 (45.5-47.1) 8(2.0-3.6) 54 (44-6.4) 81.8(81.3-82.3) 75.7 (75.1-76.3)
Brazil® 44.0 (43.5-44.5) 51.0(50.5-51.5) 5.2(46-5.8) 79(7.2-8.6) 85.3(85.0-85.6) 81.9(81.6-82.2)

Note: *p value <0.001 for region and p value> 0.05 for population size (likelihood ratio); **p value <0.001 (likelihood ratio);2012=3.231/2018=3.049;¥2012=19.653/2018=18.427;92012=22.870/2018=21.193;
©2012=9.560/2018=9.689; ©2012=4.040/2018=4.011;2012=8.813/2018=8.650; 92012=9.834/2018=9.282;"2012=13.055/2018=12.558; 72012 =6.580/2018=6.311,;92012=21.072/2018=19.568;
02012=59.354/2018=56.369; "Only users who had a postpartum consultation (n=4,550 (2012) and n=4,058 (2018)) were considered; (m) Issues considered: (1) how the puerperal woman was
feeling, if she was experiencing any discouragement, sadness, depression, (2) contraceptive provision, (3) gynecological examination and (4) breast examination; ™Only users with children up to 2
years old (n=7,964 (2012) and n=6,183 (2018)) were considered; ®Issues considered: (1) actions during the consultation in the first week of life (heavy child, measured, placed for breastfeeding, navel
examined and asked if children had a birth certificate), (2) carrying out the heel prick test, (3) up-to-date vaccination, (4) monitoring the child’s development and (5) guidance on feeding the child
up to two years; ®Only users with diabetes were considered (n=7,359 (2012) and n=7,424 (2018)); “Issues considered: in the last 6 months (1), took a blood glucose test, (2) a professional examined
the feet, (3) a professional advised about taking care of the feet; "Only female users were considered (n=46,080 (2012) and n=44,108 (2018)); (s) Issues considered: (1) guidance on conducting an
exam to prevent cervical cancer and (2) guidance on family planning and contraceptive methods; “Only users in need of dental prosthesis were considered (n=5,888 (2012) and n=6,353 (2018)).
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DISCUSSION

For PC to become effectively a space capable for offering
comprehensive health care, it is essential that it can act as the
preferred point of first regular contact of users with the health
system, exercising the function of coordinating care in the Health
Care Networks Health, especially for those users who demand
the most recurrent services“,

With regard to the provision of programmed actions for popula-
tion groups, historically identified as priorities, the data reveal that,
although there has been an important increase in the proportion of
teams that ensure preventive and assistance care for such groups,
quality of care still faces great challenges mainly in the north and
center-west. Considering the marking elements of quality of care, as
shown by data, only 22.4% of mothers stated that they were asked
about how they were feeling emotionally, received contraceptive
methods, gynecological care and had their breasts examined. For
children up to 2 years old, about 1/3 (32.7%) received care during
the first week of life, underwent the heel prick test, had their vac-
cination up to date, among other essential issues in monitoring
children in this age group. Among users with diabetes, only about
1/3 reported having taken a blood glucose test, having their feet
examined by a health professional and having received guidance
on foot care in the past 6 months.

Services organized to meet the most recurring demand in
a qualified manner necessarily imply better health outcomes,
especially for users in chronic conditions, avoiding aggravation
and deterioration of their health and search for specialized ser-
vices and hospitalizations for preventable causes by PC®?%, As
literature points out, all of this requires eliminating physical and
organizational barriers to access, availability of inputs and equip-
ment that allow developing actions and qualifying professionals
to develop good care practices®.

Health promotion actions combined with efforts to prevent
diseases have occupied a prominent position in practices un-
dertaken by FHS since its inception. Teams seek in a diversified
way to articulate care-curative actions with practices that aim
to preventillness and contribute to establishing adequate living
and health conditions in their territories of activity'-'? - either
through activities in programmatic groups and health education,
coordinated initiatives with other public or civil society organiza-
tions or direct interventions during individual contact with users
at the time of service'?,

As the data presented suggest, in 2018, almost all teams de-
veloped promotion and prevention actions (96.2%)/ however,
when selecting a specific theme to capture users’ perception
regarding the scope of cervix cancer prevention actions and
family planning, it is noted that there are still important gaps
to be filled by the teams. The qualification of promotion and
prevention initiatives requires changes in the conception and
organization of the work carried out at BHU and must overcome
a prescriptive aspect of behaviors considered to be healthy, in
the perspective of building, based on permanent agreement
between professionals and users, possibilities for changes in
individuals’ attitudes and habits"2.

When it comes to collecting material for laboratory exams and
procedures and minor surgeries, the data revealed that over the
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years 2010 there was an important increase in the prevalence
of teams that started to regularly offer an essential set of pro-
cedures such as drainage of abscess, suture of wounds, removal
of stitches, dressings, among others. A recurring criticism of PC
is that its ability to solve users’ problems is very low, and this
negative assessment often results from lack of acceptance of
spontaneous demand and the limited offer of procedures that
are often demanded by users, greatly reducing the possibility for
the team to solve problems in BHU itself without the need for
referrals to other specialties in other points of care.

As the literature points out, which has been focusing more
recently on the scope of practices of medical professionals and
nurses who are part of FH teams, great obstacles still persist
for the expansion of the offer of a strategic set of actions that
would allow an increase in PC resolution>-'¥, Often, teams do
not offer or perform procedures due to lack of training to ensure
the necessary skills for their proper technical execution, due to
the lack or scarcity of materials and inputs essential for their
performance, or even because they do not understand PH as the
place for offering these shares'*'4, The restriction of the scope
of procedures offered/performed in BHU is even greater in more
populous cities that have a network of emergency and specialized
services in greater number. In 2018, while in municipalities with
up to 10,000 inhabitants the proportion of teams that performed
all the procedures listed was 64.9%, in the largest cities it was
25.5% (Table 1).

Regarding the offer of basic oral health procedures, we no-
ticed that, in general, there were no relevant improvements in
the prevalence of teams that started to offer procedures such as
application of sealant, topical application of fluoride, amalgam
restoration, composite resin restoration and tooth extraction. It
was mainly in medium-sized cities that this setting evolved most
positively, and northern Brazil continued to show results much
lower than the other regions, clearly demonstrating the degree of
difficulty that municipalities in the region encounter in organizing
adequate oral health offers. Looking at the issue from another
angle, considering users'response, when selecting an important
marker of the quality of the oral health offer, such as availability
and monitoring for the proper use of dental prosthesis, the results
indicate low public access in BHU and users still need to go to
private clinics and offices to access prostheses when needed.

Oral health offer is an important element of the Brazilian experi-
ence, related to comprehensiveness in PC. However, as literature
points out, the population coverage of oral health remains lower
than FHS coverage. Municipalities still find it difficult to equip and
supply the units with essential inputs for oral health actions and
the organization of the network continues with a high degree
of fragmentation and disarticulation, especially when it comes
to the follow-up of users diagnosed with oral cancer and who
need dental prosthesis(>19,

Another important issue associated with the ability of PC to
enhance its offer of comprehensive care is the organization of the
teams’ agenda for carrying out actions in people’s and families’
homes, especially when it comes to the longitudinal monitoring
of users with chronic non-communicable diseases and users more
susceptible to illness or worsening of diseases due to socioeco-
nomic factors"'”'®, Caring for home care can provide greater
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knowledge about users, considering their habits, routine and risk
factors under which they are exposed, contributing to a more
focused attention on their concrete needs""’-'®. For this theme,
as data suggest, most teams seek to organize their work process
in order to ensure that home visits are carried out and that those
visits are determined by users’risk and vulnerability. At the same
time, most users interviewed indicated that they receive a visit
from CHW at their home, although the percentages decreased
between 2012 and 2018, mainly in the center-south and in most
populous cities. A possible explanation for this decrease, to be
better investigated, is that, as of 2015, the number of CHW, for
the first time since the implementation of the Community Health
Workers Program (PACS - Programa de Agentes Comunitdrios de
Satide), has decreased, leading to falls successive coverage®.

Seeking integrality must necessarily incorporate a broader
spectrum of knowledge that requires overcoming the hegemonic
medical model, which favors a biological perspective of health
problems and needs, restricting care strategies to their biological
aspect, neglecting their interdependence with social, economic
and cultural factors'729, In this sense, the articulation of different
knowledge, in favor of expanding the services’ capacity to find
appropriate responses to the singularity of individuals, requires
approaches that favor the multidimensionality of care and the
overcoming of compartmentalized and medicalizing practices2),
Initiatives such as NASF implementation and the incorporation of
a broader range of medical rationales in care practices that occur
at BHU and in the territory where FH teams operate can represent
an important accumulation for the achievement of assumptions
that permeate the idea of comprehensiveness in PC%-2,

The results presented show that there has been a significant
increase in the proportion of teams that now have the support
of NASF, mainly in smaller cities, due to the change in the financ-
ing policy of the MoH, which, since the end of 2012, has come to
recognize the possibility implementation of NASF in municipalities
where there were only 1 or 2 FH teams. However, as literature
points out, many challenges still arise for individuals’ qualification
and workers’ collective actions who integrate NASF". They find
it very difficult to consolidate their bond with other professionals
and the population, mainly due to the high number of FH teams
linked to each nucleus, obstacles to their movement between
the territories where the different teams operate and the lack of
adequate training and skills to work at NASF'9), The results also
showed a significant increase in the prevalence of teams that
offer ICP as a strategy to expand the therapeutic range available
to users looking for BHU, and the highest percentages remain
in the Southeast and larger cities, locations that concentrate the
largest portion of ICP training centers. In most situations, it is
the workers themselves who take the initiative to seek training,
given that their offer in Brazil is still insufficient, diffuse and with
limited quality®@".

Finally, the effectiveness of comprehensiveness in PC also
requires the health service to make an effort to better understand
the reality of the territory in which it operates and the ability to
connect with other sectors of public power and organized civil
society. A greater articulation of PC with educational, social as-
sistance, cultural, religious and associative apparatus, in general,
shifts the axis of performance of services to a more comprehensive
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perspective of understanding users’ needs, considering that
most of the elements that produce an effect on individuals’and
communities’ health occurs in the territory where they live and
form their bonds of coexistence and daily interaction'2?2, A good
example of intersectoral action between FH and education is
the Health at School Program (PSE - Programa Saude na Escola),
which, according to the results, also showed an increase in the
analyzed period, evidencing the growing effort of managers
and workers to implement intersectorial actions, regardless of
the observed context.

Study limitations

Although most of the existing FH teams in the country partici-
pated in the PMAQ, as it is a membership program, the sample
of teams that make up the study is not completely random. At
the same time, as there were changes in instruments between
the 1*tand 3" cycles, important issues related to comprehensive-
ness, which could increase the depth of the analyzes undertaken,
could not be mobilized, such as issues associated with practices
carried out in households and reasons that embarrass or limit the
possibility for teams to offer a broader scope of actions.

Contributions to nursing, health, and public policy

The results of this study can contribute to improving and
reorientating policies, programs and practices of health workers,
including nursing professionals, directing them to face aspects of
comprehensiveness that present greater gaps and deficiencies,
with a look at the different contexts for developing actions that
can meet the specificities of the different realities.

CONCLUSIONS

Access and comprehensiveness of care in PC has been strength-
ening since the Brazilian State, through SUS, passed and imple-
mented more structured PC policies across the country. As we
can see throughout the study, for almost all dimensions related
to comprehensiveness that were addressed, improvements were
found during the analyzed period. There was an increase in the
prevalence of FH teams that provide preventive and assistance
care for priority population groups; almost all of them develop
promotion and prevention actions; there was an increase in the
prevalence of teams that began to regularly offer an essential
set of procedures; most of them organize their work process to
ensure that home visits are carried out, with priority for users at
greatest risk and vulnerability; expressive growth was found in
the proportion of teams that started to count on NASF support
and that incorporated ICP in the list of offers to users, in addition
to the increase in the percentage of teams that seek to carry out
intersectoral actions through articulation with the education sector.

On the other hand, the data also revealed important challenges
for qualification of PC service offer. For groups such as puerperal
women, children up to 2 years old and users with diabetes, there
was a need to improve team practices to ensure adequate care for
users, especially in northern and center-western Brazil. Likewise,
important gaps were identified for the qualification of preventive
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actions aimed at women'’s health and obstacles to expanding the
offer of a strategic set of procedures that would allow greater
capacity for resolving PC, especially in the southeast and more
populous municipalities. As for oral health offer, significant
bottlenecks also persist, mainly in the north, which continue to
present results much lower than the other regions. The percent-
age of users who said they received a visit from CHW showed a
small negative fluctuation, with greater falls in the center-south
and more populous cities.

This improvement setting depended on the direct action of the
State from the implementation of actions aimed at overcoming

Sousa ANA, Shimizu HE.

historical obstacles experienced by SUS and PC, such as investment
in the structuring of BHU and in processes to increase access and
improve quality, as well as provision of medical professionals in
areas of low medical workforce attraction and fixation. However,
the fiscal austerity agenda that has been implemented over the
past few years has been imposing on social policies, including
health, a movement of retraction of available resources, repre-
senting a strong harbinger of a decrease in the State’s capacity to
respond to the needs of population’s health and, consequently,
the possibility that PC will follow a positive path of progress
towards a greater offer of comprehensive care.
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