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Abstract
Objective: To identify the social representations of the elderly on the care provided in health 
services. Method: An exploratory study with a qualitative approach was carried out, in 
which 238 elderly persons were interviewed about the care they received in Basic Health 
Units and in a center of specialized care. Their discourse was recorded and transcribed 
in its entirety, and processed using Iramuteq software. The results were discussed using 
Social Representation Theory. Results: The elderly associated good care with being 
treated with respect, attentiveness and politeness; and, at the same time, the requesting 
of diagnostic exams, referrals to medical specialists and the prescription of medicines. 
In their imaginary, the Basic Health Unit hinders their access to specialized care and 
doctors in this service do not know enough to meet the needs of people of different age 
groups and health problems, meaning that consulting with a specialist becomes more 
important. In practice, they encounter difficulties related to delays in being attended to 
and obtaining appointments with specialists, diagnostic exams and with the first come, 
first served appointment system, which is further limited by the number of places and 
treatment of specific groups on certain days. Conclusion: The practices in the care provided 
to the elderly in health services need to be reviewed to offer humanized and qualified 
care that can meet their needs. Health professionals and managers should consider the 
different characteristics of the elderly when approaching care.
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INTRODUC TION 

In Brazil, the first contact between the user 
and the health system is generally made through 
Basic Health Units (BHUs), which include Family 
Health Units (FHUs), where medical appointments 
and examinations are arranged and less complex 
procedures are carried out. If the health needs of 
the user exceed the capacity of these services, then 
the patient is referred to higher levels of care and 
attention1.

Ensuring the access of the general population 
to these levels of care and attention represents a 
challenge for the Brazilian Unified Health System 
(or SUS)2, especially because, with the rapid aging 
process observed in the population, together with 
the increased incidence of chronic diseases, the use 
of health services by elderly persons have tended to 
become more common and frequent. This means 
that managers and health professionals must not only 
deal with the difficulties that are already present, to 
offer universal and comprehensive access, that is 
equitable, longitudinal and coordinated, but must 
also adapt their services and train their health teams, 
based on the needs of the elderly, to offer care with 
quality3. To achieve this, it is important to listen to 
the experiences of elderly and their opinions about 
what still needs to be improved4.

As the perception of a given phenomenon (in this 
case, services in health care units) is affected by the 
way in which the individual regards the reality that 
surrounds them, based on a system of values and 
beliefs, the Theory of Social Representations (TSR), 
created by Serge Moscovici, provides a tool for the 
interpretation of the results found5. This author 
highlights three dimensions for the establishment of 
social representations: Attitude (position of subjects 
in the light of the object of representation), images 
or field of social representation (meanings given to 
the objects through concrete content responsible for 
the organization of the field of representation) and 
information (knowledge of any one group about a 
social object).

The question is therefore asked: What are the 
general social representations of the elderly about 
care services? To respond to this issue, the main 

purpose of the present study was to identify the 
social representation of the elderly about services 
in the health care segment.

METHOD

An exploratory qualitative study was carried out 
in the city of João Pessoa, in the state of Paraíba, 
in Northeastern Brazil, in two FHUs and also at 
the Center for Integral Healthcare for the Elderly 
(or CAISI). The FHUs surveyed are both inserted 
in the same social and economic context, and offer 
several services to their users, including: medical 
and nursing appointments; dental appointments and 
other services, home visits, application of vaccines, 
checking of blood pressure and blood sugar levels, 
distribution of medication. They also have special 
groups to monitor high blood pressure and diabetes 
and for Community Therapy. 

When they arrive, the elderly people go to 
reception, explain why they have come, and are 
then attended to in order of arrival. If they need 
to be referred to a specialist doctor, or require any 
kind of medical examinations, these arerequested 
through an employee (appointment scheduler) who 
books the appointments. The elderly person is then 
informed of the date of the appointment, either on 
the same day or at a later date, as this depends on 
the availability of places offered by the municipality 
for a given service.

The CAISI serves an average of 2,500 elderly 
people per month, in 16 different specialties (as 
referred by the FHU), offering dentistry, nutrition 
and physiotherapy treatment, as well as activities 
that help healthy aging, including Memory Groups, 
Socializing, Posture Education, Physical Education, 
Flute and Dance. When they arrive at the service, 
the elderly people give their names to the attendants, 
who then check to see if there has been any prior 
booking made by the health unit. They are then 
called by order of arrival.

A total of 238 elderly people were interviewed (119 
at the FHU, and the other 119 at CAISI), comprising 
a non-random sample, selected based on convenience 
and delimited by the criterion of data saturation, 
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which occurs when the data as accessed by the 
researcher displays redundancy, without the need 
to further expand the sample, as the information 
obtained is considered sufficient6. The following 
inclusion criteria were applied: Elderly people aged 
60 or over; people who were attended at the same 
health service where the interview was conducted; 
those who did not have any cognitive deficit that 
would prevent the interviews from taking place; 
and acceptance of participation in the study. The 
Mini Mental State Exam (MMSE) was applied for 
cognitive appraisal, and eight elderly people who 
scored less than 27 points were excluded. In addition, 
20 elderly people declined to participate, on the 
grounds of lack of interest.

The data were collected between January and May 
2016, Monday to Friday, through a semi-structured 
interview, by a single interviewer who hadreceived 
prior training through lessons and theoretical training 
about this type of interview. The elderly people were 
individually approached in the waiting rooms of the 
CAISI and the FHUs, and then asked if they would 
be interested in taking part in the survey. If they said 
yes, they were invited to follow the researcher into a 
reserved room, made available by the service, where 
they were given further information about the goals 
of the research study, and also informed that they 
had the right not to participate in the study.

After meeting the criteria for inclusion and after 
signing a Free and Informed Consent Form (FICF) 
(or giving consent through their finger prints), the 
elderly people were invited to answer the question: 
“How would you evaluate the service you have 
received here?” The interview also included questions 
to characterize the interviewees: age, gender, level of 
schooling, marital status, and family income.

The statements were recorded and then fully 
transcribed, after which they were processed and 
analyzed using the Iramuteq software (Interface de 

R pour les Analyses Multidimensionnelles de Textes et de 
Questionnaires), version 0.7 alpha 2. The group of 
interviews was divided into smaller sections of 
text by the software. These Text Segments (TS) 
are then subjected to the Descending Hierarchical 
Classification method (DHC) and also to the chi-
squared test (χ2) to obtain the classes, which are 
established based on similarity of vocabulary as 
present in the declarations7. An in-depth reading was 
made for each class, by two researchers, to interpret 
the statements and identify social representations.

This study was approved by the Research Ethics 
Committee of the Hospital Universitário Lauro 
Wanderley (the Lauro Wanderley University Hospital) 
(or HULW), protocol number 261/09 and CAAE: 
0182.0.126.000-09. The individual statements were 
identified as subject 1, subject 2 and so forth. To 
protect the identities of those working at the services 
considered, their professional classes were replaced 
by “health professional”. The rest of the material 
was kept in its original version.

RESULTS

Among the elderly people interviewed, most were 
aged between 60 and 69 years old (45.4% of the 
sample), were female (74.8%), had a primary level 
education (56.3%) and were married (42.0%), with 
a family income of two Brazilian minimum wages 
(MWs) or more (76.4%) (Table 1). 

In terms of the analysis of the corpus by 
IRaMuTeQ, 1240 Text Segments (TS) were retained, 
corresponding to 94.44% of the 1313 TS of this study. 
Through DHC, the social representations of the level 
of service provided by the health services for elderly 
people were separated into five semantic classes, 
established based on their content. The program 
also identified the intersection and description of 
the classes (DHC) and created the dendogram of 
the classes of the corpus, as shown in Figure 1. 
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Table 1. Social and demographic characteristics of the elderly people interviewed at the Family Health Units 
(FHUs) and at the Center for Integral Healthcare for the Elderly. João Pessoa, Paraíba, 2016.

Variables n %
Age
60 to 69 ages 54 45.4
70 to 79 ages 50 42.0
80 or over ages 15 12.6
Gender
Female 89 74.8
Male 30 25.2
Schooling
Illiterate 14 11.8
Can read and write 3 2.5
Primary Education 67 56.3
High School Education 24 20.2
Higher education 11 9.2
Marital Status
Married 50 42.0
Single 14 11.7
Widowed 44 37.0
Divorced 7 5.9
Separated 4 3.4
Family Income
<one minimum wage 4 3.4
One minimum wage* 24 20.2
Two minimum wageor more 91 76.4

* The value of the minimum wage considered in the year of the research was equivalent to BRL 880.00.
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As Figure 1 shows, the software divided the 
classes into two main groups: one group was divided 
into two classes (1 and 2) and the other into one 
(5) which was in turn divided into two further 
classes (3 and 4). The first group (Classes 1 and 2) 
deals with affective aspects related to the services 
provided and, individually, each class presents one 
of the largest concentrations of TS of the whole 
corpus. The second group, represented by Class 5, 
deals with practical aspects about the ideal form the 
elderly people feel the services provided should take. 
This was divided into two further classes, which 
shows how the services occur in reality, including 
current difficulties. Class 4 also has one of the highest 
proportions of TS, together with Classes 1 and 2.

To draw and construct the dendogram, the words 
with a chi-square (χ2) value of 3.84 or over (p<0.001) 
and frequency within classes of 14.45 or over, were 
selected. This cut-off point was established using 
the IRaMuTeQ software. 

 
DISCUSSION

Among the elderly people interviewed, there 
was a prevalence of women, with a low income and 
poor level of schooling. The classes were established 
based on Social Representations Theory and current 
literature and are described below.

 

Figure 1. Dendogram of classes of social representations of services provided at health services for elderly people.
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Class 1 –Service Received

In general, the interviewees reported that they 
were well attended to and treated, and this concept 
was linked to that of talking, explaining, showing 
interest in the patient’s health problems and their 
personal life, being attentive, being polite, and 
knowing how to listen:

“The health professionals are very attentive. 
They ask question, explain things, and resolve 
our concerns […]” (Subject 11).

“I like this health professional a lot because they 
are attentive, polite, educated, and treat patients 
with loving care […]” (Subject 150). 

It was also confirmed that good service results 
in the common idea that the elderly have of these 
professionals, namely that they are mothers, angels, 
friends, family members, establishing bonds 
between them:

“This health professional is a real angel [...]” 
(Subject 43).

“It is good, as we become a real family out here. 
They know our names, they know everything 
about us, the environment is like a real family 
[…]” (Subject 51)

“This health professional is my friend[...]” 
(Subject 65).

“ T h is  hea l t h  profess iona l  i s  l i ke  a 
mother[...]”(Subject 144).

The relationship between health professional and 
user is beneficial to the extent that it establishes a 
relationship of bonding and trust, leading to greater 
participation in the actions for the promotion of 
health and prevention of health problems8.

Class 2 – Idealized Service

When asked about how they should be attended 
to when seeking out health services, the answers 
tend to show emotional aspects:

“Elderly people need a lot of love and attention. 
People need to have a lot of patience [...]” (Subject 29).

“Elderly people should be attended to 
with respect, pat ience, priority, love and 
understanding[...]”(Subject 51). 

With advancing age, the thought of imminent 
death, the lack of social support through the loss of 
a partner, the departure of children from the home, 
or a lack of attention from relatives, even though 
the elderly people may still live with their families 
could all lead to greater emotional fragility in the 
elderly person9.

Other aspects mentioned by elderly people refer 
to the need to be treated quickly and given priority:

“An elderly person should be seen to quickly and 
get very good service. Elderly people shouldn’t 
have to wait [...]”(Subject 138).

“I should be attended to first. Elderly people 
should have priority, but that doesn’t happen 
here[...]”(Subject 32). 

The Law of the Elderly made a significant 
contribution to the defense of the rights of the elderly 
person. One of these rights is to priority treatment 
at Government institutes and private companies, 
which is not observed in many cases. However, when 
considering care priorities within health services, 
another factor to be borne in mind is the seriousness 
of the condition (and the overall need) of the user 
at the time10.

The service should take the needs of the elderly 
person into account:

“It’s important to try to find out what their needs 
are. If it’s medicine, or treatment, or something 
else. Often the proper attention isn’t paid to the 
elderly person. [...]”(Subject 7). 

Many of these needs are linked to the idea that 
the interviewees have about the elderly, namely that 
they are frail, ill, and about to die11. Some respondents 
compare elderly people with children, due to their 
general state of frailty and dependence, and also 
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because they are largely ignored and discriminated 
against by society in general. 

The needs described as essential for people of 
advanced age, may also differ from those identified by 
the health professionals, which can affect adherence 
to the treatment established12. When their demands 
are not considered, and when there are barriers 
blocking access to, or the use of, services, there can 
be a greater distance between the services and the 
elderly people, as well as the non-accompaniment, by 
the health team, of the overall changes linked to the 
aging process, making them more prone to health 
risks (and other risks) and also to complications of 
the chronic diseases as already present13. 

Many of the interviewees have chronic diseases 
(high blood pressure, cardiopathies, diabetes, 
arthrosis), which bring serious functional limitations 
which make it more difficult to get to the health 
services, and also making it difficult to remain 
seated, or stand up, for a long time. Some also take 
care of family members, which not only makes it 
more difficult for the patient to get to their health 
appointments, but also makes them distressed, due 
to the delays in receiving care.

Home visits, as established in the Family Health 
Program (FHP), benefit, first and foremost, elderly 
people who are unable to get to the health units, and 
who would be excluded from care. However, elderly 
people complain that such visits do not happen 
often enough:

“[...]She only comes to the house a few 
times[...]”(Subject 22).

“[...]When the elderly person is bedridden, there 
should be more visits[...]”(Subject 43). 

The health professionals also report many 
difficulties in relation to home visits, such as an 
insufficient number of health professionals, a lack of 
transport, and problems reaching the most outlying 
areas, which has also been detected by a study carried 
out in Rio de Janeiro14.

 

Class 3 – Reception at Services

The reception recommended by the Brazilian 
Ministry of Health involves moments of listening to 
and displaying empathy and interest in the patient, 
and the identification of the social, psychological 
and biological needs of users, while following the 
principle of equity15. However, the perception of 
reception of many professional staff and students 
at the services is largely related to a bureaucratic 
service:  Welcoming the users and then sending 
them elsewhere for treatment. They are often 
inflexible and do not take the needs of the clients 
into consideration16.

At the FHU surveyed, it was observed that the 
reception process is carried out by employees at the 
reception desks and also by Community Health 
Agents (CHA) who end up deciding who has priority 
of treatment. Normally the elderly people end up 
getting priority, but more urgent cases may be 
overlooked, and the individual advised to return 
another day, or even to seek alternative services, due 
to the lack of evaluation by a better qualified health 
professional. The Ministry of Health recommends 
that reception should be carried out by a nurse who, 
after listening to the needs of the user, can carry out 
interventions based on their own abilities or refer 
the patient on to other health professionals17.

At CAISI, consultations with health professionals 
are booked in advance at the FHU. When the patients 
arrive at the location, they wait their turn to be seen:

“It’s on a first come, first served basis. You 
need to get there first, and then give your name. 
[...]”(Subject 46).

“We arrive, sit on the chairs, then we ask the 
attendants for a form, and then they start calling 
out the names[...]” (Subject 123).

The users normally arrive early in the morning, 
so they can be one of the first to be served. If not 
they may end up not getting an appointment, in the 
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case of the FHU. This reality was also reported in a 
survey carried out in the city of Rio de Janeiro (RJ)18. 
One of the main complaints of elderly people relates 
to the lack of punctuality of the health professionals: 

“I have waited up to five hours to be seen. The 
health professional books a time, and then arrives 
at a different time. We can waste a whole day 
here[...]”(Subject 226). 

Class 4 – Dif f iculties related to service

The number of people attended to in the 
assessed services is limited. If the doctor orders an 
appointment with a specialist, or further diagnostic 
examinations, then the wait for medical care 
continues. Due to the limited number of time slots 
to book such procedures, many users have to wait 
months before they can be seen by a doctor.

Some elderly people even resort to private health 
services, sacrificing their pensions, and even request 
the help of family or friends, some even sell assets or 
take out loans with financial institutions to pay for 
medical examinations and appointments, so they do 
not need to wait to be attended to by the Government 
health system:

“I would rather pay for a private appointment than 
go to the FHP. Sometimes the medical professional 
doesn’t turn up. When the medical professional 
does show up, then we can’t a place. You put your 
name down, and it is often two or three months 
before we are referred[...]”(Subject 166). 

Others mention the inefficiency of the system for 
scheduling appointments and medical examinations, 
or just a lack of care. In cases like this, the employees 
themselves advise the elderly people to seek private 
medical services:

“I went to book my transvaginal ultrasound. They 
said there were no places, and that I should get it 
done privately […] (Subject 220). 

A discussion of the real need to request these 
examinations is outside the scope of this paper. 
However, there are studies that warn about 

the indiscriminate practice of recommending 
medication and medical tests, pandering to the 
medical-industrial complex, and also referrals to 
specialists for individuals with health problems that 
could be handled by basic health care. This makes 
it difficult for those patients who truly require 
this technology to access it, and also presents an 
additional cost burden for the health system19. 
In addition, the scheduling of referrals to more 
complex services should consider the health needs 
of the user, rather than the order of request20. 

Primary Health Care is the entry-point to the 
health system, to ensure greater efficiency and 
savings, and its importance is recognized by many 
healthcare managers who, in practice, are unable to 
implement it. At the same time, it is undervalued by 
the population who use the health system. Some 
possible causes for this are low resolutive capacity, 
political and financial prioritization of specialist 
care; lack of general practitioners; and the opening 
hours of the basic health units that do not consider 
the needs of their users21. 

As PHC cannot function asa coordinator of 
care and a provider of solutions for the demands 
of elderly health care, such issues must be resolved 
in another form, disregarding the structure of 
the PHC as established by national guidelines for 
the implementation of the National Health Care 
Network. One of the ways in which we can impart 
greater legitimacy upon Basic Health Care (BHC) in 
relation to its users is to give greater independence 
to this level of care, thereby increasing its capacity 
to effectively manage regulatory processes, allowing 
health teams to gain direct access to the booking 
of medical appointments, and allowing doctors to 
have better communication with regulatory bodies, 
whenever necessary22. 

Another issue to be addressed is the scheduling 
of the FHU service based on days for particular 
health issues or population groups. It is important 
that the treatment provided to priority groups for 
health care, as established by the MH (children, 
pregnant women, hypertensive patients, and people 
living with diabetes), is not morphed into actions 
that limit the access of other users to services23. The 
elderly people complain about the delay and lack of 
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service at the FHUs, as they do not fit into such a 
schedule of needs. This situation was also described 
in a study carried out in the state of São Paulo24: 

“They say today is the day for pregnant women, so 
they cannot attend to us. On the day for pregnant 
women, only they get seen[...]” (Subject 130).  

Some elderly people confess that they resort to the 
use of family members and friends who are in some 
way linked to the services, in the hope of getting 
quicker treatment:

“As my son works here, I am seen to 
quickly[...]”(Subject 215).

“I only managed to book my bone densitometry 
because I have a friend who works at theFHP[...]” 
(Subject 250).

“It took me six months to have a medical 
examination. I spoke to the health professional, 
who said that in January I would be the first patient 
to be seen to[...]”(Subject 57). 

In addition to all these difficulties, in many 
cases elderly people are sent to units far from their 
homes, requiring them to use public transport. This, 
apart from adding extra expense, may also cause an 
excessive physical burden. Many are referred from 
one place to another: 

“You live in one district and near your home there 
is a laboratory that serves the area; however, they 
send you somewhere else, and you often have 
to take a bus. For medical appointments, they 
normally send you very far away [...]”(Subject 202).

“When I arrived, the health professional sent me to 
Tambaú for a tooth implant. When I got there, she 
wasn’t there. On another day, the equipment was 
broken and they asked me to come back another 
day. So I came back, and there was no professional 
available. I never went back [...]” (Subject 3). 

The choice of the referral service should bear 
the specific needs of the users in mind. This would 
include factors such as functional, cognitive, and 
financial limitations, which make travel difficult. 

One must also consider whether these people have 
the means to access these locations, especially in 
the case of elderly people. This could be achieved, 
for example, through a search for service providers 
closer to the patient’s residence and also an 
investigation of social networks of the elderly, to 
see if there is anyone who could take responsibility 
for accompanying them.

According to the employees of the FHUs studied, 
the choice of the referral service is only based on 
availability of places, regardless of location. This 
is because, if it were not performed in this way, 
access to medical care would be even more at risk, 
due to the reduced number of vacancies compared 
to the demand.

For booking medical appointments and diagnostic 
examinations, the National Regulation System (or 
SISREG) is used. This is an online system (employing 
a specific software system) that manages specialized 
outpatient and hospital resources at municipal, 
state and regional level. This computerized system 
has brought many benefits, including avoiding 
unnecessary travel to specialized services for booking 
appointments, as everything can be done online25. 

However, some authors have described difficulties 
in using this system, which can help us understand 
some of the problems reported by the elderly in 
this study, including: absence of an access protocol 
number for services, definition of when the medical 
procedure is routine, priority, or urgent; inability of 
operator to use the system, leading to mistakes when 
filling in the requests; technical problems related to 
the program and Internet connections; and lack of 
specialists in certain areas26, 27.

A need to improve the information about the 
operation and function of the system itself has 
also been noted (a lack of signage in the treatment 
room and a shortage of information about the 
procedures necessary to obtain prescriptions and 
book appointments was observed) and also referrals 
to other services. Information should be passed to 
the elderly using audible and appropriate language. At 
the same time, one must identify hearing deficiencies 
and low levels of education. 
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One strategy to improve information, and to 
streamline and modernize service would be to 
make greater use of technology. Many developed 
countries deal with their users by telephone or e-mail. 
This is not a replacement for physical examination, 
but rather a way to provide guidance and answer 
queries. This also means that the user does need to 
go to the health unit just to find out whether their 
appointment has been arranged or if there is a doctor 
available to attend to the patient. In addition, the 
telephone can also be used by employees to remind 
the elderly patients about the dates and times of 
their appointments and examinations, which could 
reduce the rate of absenteeism and allow vacancies 
arising from cancellations to be properly utilized28, 29.

Another complaint described by the elderly people 
interviewed is the need to first go to the FHU when 
booking an appointment with a medical specialist, as 
this is a major obstacle to getting treatment, which 
was also observed in a study carried out in the state 
of São Paulo30, or for a simple bureaucratic procedure 
to receive prescriptions for medication and referrals 
to specialist doctors, or to register whether treatment 
has been carried out:

“After entering the FHP, you go to the general 
practitioner, who books a time, and then you hand 
the time scheduled to the official appointment 
scheduler. One month, two months, three months, 
even a year. Anyone with a serious condition may 
die without even being attended to. The problem 
lies mainly with the FHP [...]”(Subject 125).

“Is it the prescription you want? They ask what 
the medication is, and that’s all. They don’t even 
give you attention, they couldn’t care less. I just 
come to pick up my prescription […] (Subject 30)

“On Friday I go to the FHPhealth professional to 
ask for a referral to the cardiologist [...]”(Subject 109).

The negative perception of elderly people with 
regard to the FHU is based on the lack of resolutive 
capacity of these services, due to difficulties of access 
to different levels of care, which breeds a lack of 
satisfaction and a lack of credibility in relation to 
the service, and therefore of the health service as 
a whole31.

Class 5 –Idealized practical dimensions of the service

The interviewees highlight the characteristics 
of the services provided, which are considered as 
representations, anchored to a doctor-centric culture, 
medicalization, and the compartmentalization of 
health services into specialities32: 

“Good service is requesting medical exams, and 
giving medication[...]” (Subject 217).

“I like it here because we have the specialties. 
There was a health professional who was good, 
and has now been transferred. The medication 
that he gave to me[...]”(Subject 131). 

This is due to the biomedical model for health 
care, to which the population has been submitted, 
and which remains in the imaginary of users and also 
the practice of many health professionals, making its 
deconstruction extremely difficult33. The value given 
to health care based on specialized care is evident 
in some statements: 

“The general practitioner (GP) needs to know a 
lot. You go to the urologist, it is for one specific 
thing. The same goes for the eye doctor, and the 
head doctor. Now, the general practitioner is for 
everything[...]” (Subject 3).

“To improve the service, we need specialists. 
In the past we had everything here, even heart 
specialists, it was really great. Now they have taken 
everything away, and put this other service in 
[...]”(Subject 131). 

Another study carried out in Brazil showed 
the lack of recognition of Primary Health Care 
professionals, especially doctors, by the users. The 
training of these professionals should be one of 
the top priorities of the Government, because it 
increases the credibility of the population, who then 
have more trust in these services and their capacity 
to solve health problems34. 

One limitation of the present study was the fact 
that it was carried out in health services in only one 
Brazilian municipal region, however, the results found 
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reflect many of the problems with health services 
experienced by people in other parts of Brazil and in 
other countries with Universal Health Services, which 
feature primary health care as the basis of their health 
systems, as described throughout the article. Another 
limitation is that the perception of the users may have 
been influenced by their own social and economic 
context, the context within which the services are 
located, and the type of service received and expected 
(basic health care or specialized health care).

The fact that the interviews took place in the same 
location as treatment was received could also be a 
significant limitation. However, it was observed that 
most of the interviewees were willing to talk about 
the health care received, and the difficulties that they 
face (only 20 elderly people refused to participate 
in the survey), and considered the interviews as a 
place where they can speak and be heard. What may 
have contributed to this was the assurances provided 
regarding their confidentiality of their identity, the 
fact that the survey took place in a closed room (with 
only the elderly interviewee and the interviewer 
present), and the fact that it was carried out by a 
person unattached to the services35.

CONCLUSION

The study describes, as social representations, 
the fact that the elderly people associated good 
health care with being treated with respect, 
attention and politeness. In their opinion, health 
professionals should talk, explain, and show interest 
in their health problems and personal life. At the 
same time, they connected good service with the 
prescription of medication and medical tests, along 
with referrals to specialists, which reinforces the 
culture of giving greater value to the biomedical 
model of health care. 

In the imaginary of those interviewed, the FHU 
represents more of an obstacle than a gateway to 
entering the health care system, as it hinders the 
obtaining of specialized health care. In addition to 
this meaning, which is often assigned to the FHU, 
there is the perception that the basic health care 
doctor does not have the knowledge to simultaneously 
deal with people from different age brackets and 
with different health problems, meaning that an 
appointment with a specialist is required.

In the locations surveyed, elderly people exhibited 
satisfaction with the care and service they received, 
at least with regard to the affective relationship with 
the staff. They all felt welcomed and well treated. 
At the same time, they complained about many 
aspects that need to be reviewed and improved, some 
specifically concerning the dynamics of the locations 
investigated, and others related to the function of the 
health system in general. Regardless of whether these 
problems are related to the system or the service, 
the solution to these problems must consider the 
Humanization Policy of the Brazilian Ministry of 
Health and also the International Protocols for 
User Care, especially those related to elderly people 
(Towards Age-friendly Primary Health Care).

It is also important to stress that the purpose 
of this study was not to specifically evaluate the 
health services studied, or even to assess the health 
professionals working there. These individuals 
should also be heard, to investigate the possible 
difficulties they face, which could result in further 
user dissatisfaction. In any case, it is hoped that 
these results contribute to modifying the viewpoint 
and practice of health professionals and managers, 
with regard to the services offered to elderly people, 
considering the specific characteristics of this age 
group, so that they may have a better chance of having 
their health problems resolved.
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