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Abstract This study aimed to investigate the
factors associated with mothers reading the Child
Health Handbook (CHH) and health professionals completing this instrument, in Feira de Santana, Bahia, 2009. This is a cross-sectional study
with the application of 727 forms to mothers of
children under one year of age. The outcomes
studied were mother reading the CHH and health
professionals completing weight and height measures. We performed a logistic regression analysis
with p ≤ 0.05. The prevalence of reading, weight
and height were, respectively, 81.1%, 68.9% and
47.3%. Mothers with a higher level of education
had a greater chance of reading the CHH. Recording weight and height was more prevalent in
mothers who were under 35 years of age. Performing childcare in areas of the Family Health Program or the Community Health Workers was positively associated with the height’s record, despite
the low prevalence of records. Child age greater
than six months was positively associated with all
outcomes. It demonstrated the underutilization of
CHH by mothers and health professionals, which
indicates the need for training of health professionals and guidance to mothers on the importance and management of this issue.
Key words Child development, Child health,
Health promotion
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Introduction

Material and methods

One of the targets of the sustainable development
goals is to reduce child mortality worldwide1. In
Brazil, one of the strategies for this purpose is the
monitoring of growth and development (GD)2,3,
a resource that is easy to interpret and understand, allowing parents and health professionals
to identify early childhood health problems.
GD charts were implanted in Brazil in 1984,
in the Children’s Card (CC). Over time, the CC
has undergone several modifications with the
incorporation of relevant information on child’s
health and was renamed the Child Health Handbook (CHH)4. In 2007, an important milestone
was the replacement of old curves with new
curves developed by the World Health Organization (WHO), a chart that technically provides a
better description of children’s physical development5,6. This version also included information
relevant to the family and health professionals
concerning the care of children from zero to
10 years of age, such as oral, visual and hearing
health, promotion of healthy eating and prevention of accidents6.
In 2010, a new reformulation of the handbook created a section for the parents and another for health professionals7. The CHH is currently in its eighth edition and maintains a structure
similar to the version edited in 20108.
In 2001, a survey carried out by Vieira et al.9
in the city of Feira de Santana showed that, of the
2,319 CHHs evaluated, 39.6% of development
curves were not adequately completed. A survey
conducted in two municipalities of the Brazilian
semi-arid region, in 2008, also found a low percentage of CHH completion10.
Other countries, like Canada, use CHH-like
instruments to monitor GD of children under
five and implement WHO curves11. Health registration manuals used in Japan and the United
Kingdom are also similar to the Brazilian one12,13.
The Japanese model includes data on follow-up
of pregnancy and birth13.
It is necessary to know whether the incorporation of contents, changes of layout and increased CHH cost that occurred over the years
in Brazil were accompanied by its increased use.
This study aimed to ascertain factors associated
with mothers reading the CHH and health professionals completing it, in the municipality of
Feira de Santana, Bahia, in 2009.

Research consisted of a population-based,
cross-sectional epidemiological study conducted
in 2009, on the national day of the second vaccination phase. The target population from which
the sample was obtained consisted of children
under one year of age up to the day of the survey,
from the municipality of Feira de Santana, who
attended the vaccination units accompanied by
their respective mothers and/or responsible.
In the sample calculation, the conglomerate
sampling process was used assuming simple random sampling, with value adjusted by the effect
of conglomeration (1.7) for the urban area of
the municipality. Consideration was also given
to the estimation of the portability prevalence of
CC (95%), according to a study by Vieira et al.9,
assuming an error of around 5% and a 95% confidence level. The ideal sample size to meet study
objectives was calculated at 124 subjects. Due to
the possible non-portability of the document, a
percentage of 50% was added to the estimated
sample size, making a total of 186 subjects.
The data collection instrument reference was
that established for the Second Survey of Breastfeeding Prevalence in the Brazilian capitals and
in the Federal District elaborated by the Ministry
of Health14, which contained information on the
birth of the child, childbirth, medical care, mothers’ characteristics, as well as data on CHH completion and use.
Data collection occurred at the 71 vaccination
facilities in the city. Form application required a
team of 161 university students in area of health,
properly trained by research supervisors and coordinators. Researchers questioned the mothers/
guardians whether the child had or carried the
CHH; in the case of portability, questions regarding its use were asked.
The mother was asked if she had read the
document and the interviewer checked whether
at least two weight and/or height records (yes/
no) had been filled by a health professional.
The other variables studied were mothers’
characteristics: age (categorized in < 35 years, ≥
35 years), primiparity (yes, no), schooling (≥ Secondary school, ≤ Elementary school), working
outside the household (yes, no); and children’s:
age (≥ 6 months, < 6 months), gender (male, female), birth weight (< 2,500 g, ≥ 2,500 g), born at
the “Baby-friendly hospital” (yes, no), location of
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Results
Of the 1,471 mothers of children approached in
the 71 vaccination facilities of the urban area of
the city on National Vaccination day, 49.4% (727)
carried the CHH; 20.8% (306) owned it but did
not carry it with them and 29.8% (438) did not
have it. The analysis then considered data of 727
mothers and children who carried the document
with them on the day of data collection.

CHH use was lower than expected regarding mothers reading the document (81.1%) and
health professionals recording at least two weight
(68.9%) and height (47.3%) measures. Table 1
shows data regarding the use of CHH and the
characteristics of mothers and children.
In the bivariate analysis, the characteristics of
mothers and children associated with reading the
CHH were mothers’ schooling equal to or higher
than secondary school level (p = 0.000), the child
being older than six months (p = 0.001) and
childcare in private service (p = 0.023) (Table 2).
In addition, the analysis of weight and height record is shown in Table 3 and Table 4, respectively.
There was a higher prevalence of weight compared to height records, regardless of childcare’s
service location. While not significant, there were
differences in the prevalence of weight records,
when childcare consultations were performed in
public services (72.3%) or in the private network/
covenant (66.4%). In the public service, prevalence of weight records was 72.9% and 73.2%,
respectively, in CHWP/FHP and BHC (Table 3).
As far as height records were concerned, there
was a higher prevalence of these measures in
childcare services performed in the private network/covenant compared to the public network
(p = 0.011). When childcare consultations were
carried out in the public network, attendance in
the area covered by the CHWP/FHP was associated with a greater number of height records
(49.2%), compared to children attended in the
BHC (37.3%), although this prevalence did not
achieve the rate of 50% (Table 4).
In the multivariate analysis, the higher mother schooling and children’s age equal to or greater than six months were associated with reading
the CHH. With regard to filling the weight and
height curves, the age group of the child greater than or equal to six months and mother’s age
less than 35 years were positively associated with
this procedure. Recording child height measures
was also influenced by the public service location
where childcare consultation was carried out
(Table 5), and the monitoring in the CHWP and
FHP areas of action is a predictive characteristic
of larger records of these measures.

Discussion
Much of the child’s health problems can be addressed through PHC-oriented actions, such as
GD monitoring, immunization, oral hydration
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childcare consultation (private service, covenant
or public network) and, when they performed
childcare in public services, whether it was at Basics Health Units (BHC) or in the working area
of the Community Health Workers Program
(CHWP) and the Family Health Program (FHP).
Data analysis followed three stages: description of the characteristics of the population carrying the CHH; bivariate analysis using the chisquare test, with calculations of prevalence ratio
(PR), 95% confidence interval (CI) and p-value
≤ 0.05; and multivariate analysis through logistic
regression.
At first, in the logistic regression, variables of
interest were individually tested with outcome
variables (CHH reading, child weight and height
record in the CHH), and those that obtained a
level of significance of 25% (p < 0.25) were selected for the subsequent stage. The second stage
consisted in constructing a model with the variables pre-selected in the previous stage, with
backward entry, where the significance level was
p < 0.17; the variables selected in this stage were
included in the final model in backward mode,
stipulating as significant p-values < 0.05, determining, then, regression coefficients, odds ratios
(OR) and their confidence intervals. The model
fit was verified with the Hosmer-Lameshow test;
residual analysis was performed through a linear
model with a logarithmic binomial distribution
function (GLM log-binomial)15,16.
The statistical package used was the Statistical
Package for Social Sciences (SPSS), version Windows 9.0 (Chicago, II, USA). The adjusted OR
values were calculated using statistical package
R, version 2.8.016. The research protocol observed
the regulation of research involving human beings – Resolution CNS 196/9617 – and is in accordance with the Declaration of Helsinki. The
Ethics and Research Committee, State University
of Feira de Santana approved the study. The respondents signed an informed consent form.
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Table 1. Description of variables related to the
characteristics of mothers, children and use of the
Child Health Handbook in Feira de Santana, Bahia,
in 2009.
Variables
Characteristics of mothers
Mothers’ age group (N = 583)
< 35years
≥ 35years
Primiparity (N = 577)
Yes
No
Mother schooling (N = 572)
≥ Secondary school
≤ Primary school
Working outside the household (N =
588)
Yes
No
Characteristics of children
Age (N = 727)
≥ 6 months
< 6 months
Gender (N = 727)
Male
Female
Birth weight (N = 679)
< 2,500 grams
≥ 2,500 grams
Born at the “Baby-friendly hospital”
(N = 695)
Yes
No
Location of childcare consultation (N
= 691)
Private service / covenant
Public network (BHC, CHWP,
FHP)
Public service to perform the
childcare consultation
(N = 411)
CHWP/ FHP
BHC
Use of CHH
Mother reading the CHH (N = 583)
Read (All or partially)
Did not read
Weight record in the CHH (N = 727)
Yes
No
Height record in the CHH (N = 727)
Yes
No

N

%

510 87.5
73 12.5
338 58.6
239 41.4
392 68.5
180 31.5

144 24.5
444 75.5

458 63.0
269 37.0
362 49.8
365 50.2
63 9.3
616 90.7

281 40.4
414 59.6

244 35.3
447 64.7

258 62.8
153 37.2

473 81.1
110 18.9
501 68.9
226 31.1
344 47.3
383 52.7

CHH = Children Health Handbook; BHC = Basic Health
Units; CHWP = Community Health Workers Program; FHP =
Family Health Program.

and breastfeeding, which generate epidemiological changes and affect health indicators and
infant mortality. The CHH is an important document in the integration of such content.
The outcome of this study, which investigated mothers reading information of the CHH and
health professionals recording weight and height
measures revealed low quality of use of this instrument in the municipality of Feira de Santana.
A very similar situation was found in the survey
carried out in 2001, in the same municipality: of
the evaluated cards, 29.3% of weight and height
records were incomplete and 39.6% had no records at all9.
Other authors also verified the incomplete
filling of these curves. Figueiras et al.18 observed
that 23.7% of charts were blank and only 15.6%
of them were filled out completely in Belém. A
study conducted in two municipalities of Piauí
also showed a low percentage (22.2%) of adequately completed handbooks10.
Unsatisfactory results were shown in Southeastern Brazil. Alves et al found the completed
handbook in only 59.4% of the cases of children
attended in Belo Horizonte19. Likewise, Costa et
al.20, in a study conducted in Teixeiras, Minas
Gerais, found that 77.2% of the children included had CC, however, all were incomplete in terms
of filling the GD curve. In addition, the mothers
did not understand the value and meaning of the
curve. For these children, CC was used only as a
vaccination card20.
Other researchers have shown better results.
Ceia e Cesar21 observed the recording of two or
more points in the weight curve in 78% of the
evaluated cards. Santos et al.22 found annotations
in 70.4% of the charts, although only one weight
record was evaluated, which may have contributed to optimize the results.
The follow-up of serial measures over time,
with the establishment of a growth curve, is more
useful than comparing a single measure with the
reference; it provides more information about
the child’s health status and, above all, allows the
performance of early preventive or corrective
actions in the case of development problems,
avoiding the establishment of morbid states such
as malnutrition23 or obesity.
It was noted that, regardless of the Brazilian region in which the study was developed, a
poor quality of CHH filling by health professionals9,10,18-20 was observed, which may have occurred
for several reasons, ranging from non-recognition of its importance243, time-consuming
demand or even to the non-portability of the
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Mother reading
Variables
Characteristics of mothers
Mothers’ age group (N = 575)
< 35years
≥ 35years
Primiparity (N = 569)
Yes
No
Mother schooling (N = 566)
≥ Secondary school
≤ Primary school
Working outside the household (N = 580)
Yes
No
Characteristics of children
Age (N = 583)
≥ 6 months
< 6 months
Gender (N = 583)
Male
Female
Birth weight (N = 566)
< 2.500 grams
≥ 2.500 grams
Born at the “Baby-friendly hospital” (N = 567)
Yes
No
Location of childcare consultation (N = 559)
Private service / covenant
Public network (BHC, CHWP, FHP)
Public service to perform the childcare
consultation (N = 331)
CHWP/FHP
BHC

Yes
N (%)

No
N (%)

PR (CI95%)

p-value

414 (82.0)
53 (75.7)

91 (18.0) 1.083 (0.94-1.24)
17 (24.3)

0.274

280 (83.3)
181 (77.7)

56 (16.7)
52 (22.3)

1.07 (0.99-1.17)

0.114

341 (87.4)
126 (71.6)

49 (12.6)
50 (28.4)

1.22 (1.10-1.35)

0.000

124 (86.1)
347 (79.6)

20 (13.9)
89 (20.4)

1.08 (1.00-1.17)

0.106

300 (85.7)
173 (74.2)

50 (14.3)
60 (25.8)

1.15 (1.06-1.26)

0.001

228 (79.7)
245 (82.5)

58 (20.3)
52 (17.5)

0.96 (0.89-1.04)

0.454

48 (88.9)
6 (11.1)
411 (80.3) 101 (19.7)

1.11 (1.00-1.23)

0.175

186 (81.6)
273 (80.5)

42 (18.4)
66 (19.5)

1.01 (0.94-1.10)

0.839

172 (86.9)
284 (78.7)

26 (13.1)
77 (21.3)

1.10 (1.02-1.19)

0.023

159 (76.8)
102 (82.3)

48 (23.2)
22 (17.7)

0.93 (0.84-1.04)

0.300

BHC = Basic Health Units; CHWP = Community Health Workers Program; FHP = Family Health Program. PR = Prevalence
Ratio; CI = Confidence Interval.

handbook by parents25. A major challenge for
the Unified Health System is to motivate, involve
and ensure the participation of professionals in
health actions, such as the CHH, as well as having
effective social and user participation.
In contrast, in the United Kingdom, a study
carried out in 2004, at the time of implementing
the document in that country showed that almost
all parents (98%) reported having used the hand-

book as a health record of their child and that
they always (92%) carried it with them at consultations26. In Canada, health professionals considered the health manual as a reference standard for
GD follow-up of children under five years of age27.
Similarly, health monitoring and registration
manuals used in Japan13, the United Kingdom12
and Indonesia28 have become a very important instrument for monitoring children’s health.
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Table 2. Prevalence of mother reading the Child Health Handbook according to the characteristics of the
children and mothers, in 2009.
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Table 3. Prevalence of at least two weight records in the Child Health Handbook according to the characteristics
of children and mothers, in 2009.
Variables
Characteristics of mothers
Mothers’ age group (N = 583)
< 35years
≥ 35years
Primiparity (N = 577)
Yes
No
Mother schooling (N = 572)
≥ Secondary school
≤ Primary school
Working outside the household (N = 588)
Yes
No
Characteristics of children
Age (N = 727)
≥ 6 months
< 6 months
Gender (N = 727)
Male
Female
Birth weight (N = 679)
< 2.500 grams
≥ 2.500 grams
Born at the “Baby-friendly hospital” (N = 695)
Yes
No
Location of childcare consultation (N = 691)
Private service / covenant
Public network (BHC, CHWP, FHP)
Public service to perform the childcare consultation
(N = 411)
CHWP/FHP
BHC

Two weight records
Yes
No
N (%)
N (%)

PR (CI95%)

p-value

358 (70.2)
40 (54.8)

152 (29.8) 1.28 (1.03-1.59)
33 (45.2)

0.012

240 (71.0)
153 (64.0)

98 (29.0) 1.11 (0.99-1.25)
86 (36.0)

0.092

274 (69.9)
118 (65.6)

118 (30.1) 1.06 (0.94-1.21)
62 (34.4)

0.346

98 (68.1)
304 (68.5)

46 (31.9) 0.99 (0.87-1.13)
140 (31.5)

1.000

355 (77.5)
146 (54.3)

103 (22.5) 1.43 (1.27-1.61)
123 (45.7)

0.000

239 (66.0)
262 (71.8)

123 (34.0) 0.92 (0.83-1.01)
103 (28.2)

0.110

49 (77.8)
424 (68.8)

14 (22.2) 1.13 (0.98-1.30)
192 (31.2)

0.184

191 (68.0)
291 (70.3)

90 (32.0) 0.97 (0.87-1.07)
123 (29.7)

0.571

162 (66.4)
323 (72.3)

82 (33.6) 0.92 (0.83-1.02)
124 (27.7)

0.127

188 (72.9)
112 (73.2)

70 (27.1) 0.99 (0.88-1.12)
41 (26.8)

1.000

BHC = Basic Health Units; CHWP = Community Health Workers Program; FHP = Family Health Program. PR = Prevalence
Ratio; CI = Confidence Interval.

In this study, significant differences were
found in the records of height measures of children among public places of childcare. Children
living in neighborhoods under CHWP or FHP
actions had higher CHH completion rates when
compared to those attended at the BHC.
A similar situation was found in the Belo
Horizonte study, in which the best scores regarding CHH completion were observed in children
monitored by general practitioners19, that is, PSF
members. Similarly, in the first study carried out

in the municipality of Feira de Santana, the fact
that the child resided in the area of activity of
community health workers was a protective element to record the development curve9.
The importance of the work carried out by
CHWP and FHP health workers in the follow-up
of children’s GD is undeniable, and it has been
suggested by some studies that the implementation of such programs in Brazil is associated
with reduced infant mortality2,3. However, in this
study, while the highest height curve filling rate
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Variables
Characteristics of mothers
Mothers’ age group (N = 583)
< 35years
≥ 35years
Primiparity (N = 577)
Yes
No
Mother schooling (n = 572)
≥ Secondary school
≤ Primary school
Working outside the household (N = 588)
Yes
No
Characteristics of children
Age (N = 727)
≥ 6 months
< 6 months
Gender (N = 727)
Male
Female
Birth weight (N = 679)
< 2.500 grams
≥ 2.500 grams
Born at the “Baby-friendly hospital” (N = 695)
Yes
No
Location of childcare consultation (N = 691)
Private service / covenant
Public network (BHC, CHWP, FHP)
Public service to perform the childcare
consultation (N = 411)
CHWP/FHP
BHC

Two height records
Yes
No
N (%)
N (%)

PR (CI95%)

p-value

250 (49.0)
24 (32.9)

260 (51.0) 1.49 (1.06-2.09)
49 (67.1)

0.014

169 (50.0)
99 (41.4)

169 (50.0) 1.21 (1.00-1.45)
140 (58.6)

0.051

202 (51.5)
68 (37.8)

190 (48.5) 1.36 (1.10-1.68)
112 (62.2)

0.003

69 (47.9)
208 (46.8)

75 (52.1) 1.02 (0.84-1.25)
236 (53.2)

0.899

245 (53.5)
99 (36.8)

213 (46.5) 1.45 (1.22-1.74)
170 (63.2)

0.000

170 (47.0)
174 (47.7)

192 (53.0) 0.99 (0.85-1.15)
191 (52.3)

0.907

37 (58.7)
289 (46.9)

26 (41.3) 1.25 (1.00-1.57)
327 (53.1)

0.098

116 (41.3)
216 (52.2)

165 (58.7) 0.79 (0.67-0.93)
198 (47.8)

0.006

134 (54.9)
199 (44.5)

110 (45.1) 1.23 (1.06-1.44)
248 (55.5)

0.011

127(49.2)
57(37.3)

131(50.8) 1.32 (1.04-1.68)
96 (62.7)

0.024

BHC = Basic Health Units; CHWP = Community Health Workers Program; FHP = Family Health Program. PR = Prevalence
Ratio; CI = Confidence Interval.

was associated with childcare in areas covered by
the CHWP and FHP, the prevalence of records
of this variable did not exceed 50%, a fact that
demonstrates low adherence of services with regard to CHWP and FHP follow-up. No significant differences were observed in the prevalence
of weight records in the CHH, through childcare
consultations in private services/covenant or in
the public network.
In this study, one characteristic associated
with completing weight and height records in

the growth curve was mothers aged less than 35
years, which, for its perfect understanding, requires further studies.
Regarding CHH reading, a significant percentage of mothers failed to perform it or partially read it. Greater probability of reading the
handbook was associated with higher mother
schooling, which demonstrates the great relevance of mothers’ level of education in child
health care and management of the CHH9,19,29.
However, it is worth reminding that the imple-
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Table 4. Prevalence of at least two height records in the Child Health Handbook according to the characteristics
of children and mothers, in 2009.
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Table 5. Results of Logistic Regression testing the association between selected variables and outcomes: reading,
weight and height records in the Child Health Handbook, in 2009.
Variables
CHH Reading
Mother schooling
≥ Secondary school
≤ Primary school
Child age group
≥ 6 months
< 6 months
Weight records in the CHH
Mother age group
< 35years
≥ 35years
Child age group
≥ 6 months
< 6 months
Height record
Child age group
≥ 6 months
< 6 months
Public service to perform the childcare
consultation
CHWP/FHP
BHC
Mother age group
< 35years
≥ 35years

PR

CI 95%

Adjusted PR

CI 95%

1.22
1.0

1.10-1.35

1.21
1.0

1.09-1.33

1.15
1.0

1.06-1.33

1.13
1.0

1.04-1.23

1.28
1.0

1.03-1.59

1.30
1.0

1.04-1.63

1.43
1.0

1.27-1.61

1.48
1.0

1.29-1.69

1.45
1.0

1.22-1.74

1.56
1.0

1.18-2.06

1.321
1.0

1.04-1.68

1.43
1.0

1.07-1.90

1.49
1.0

1.06-2.09

2.57
1.0

1.21-5.44

CHH = Child Health Handbook; BHC = Basic Health Units; CHWP = Community Health Workers Program; FHP = Family
Health Program. PR = Prevalence Ratio; CI = Confidence Interval.

mentation of new health actions goes beyond the
knowledge hurdle30 and appears to be focusing
on motivation and behavioral change; in turn,
the current CHH, which expands information
contained in previous versions, requires a greater
commitment of health professionals and parental participation to decode their content.
In the United Kingdom, 22% of parents indicated that, on delivery of the health manual, no
explanation had been given as to its handling26.
This can also explain CHH’s underutilization by
Brazilian mothers, because the odds of completion increase when sufficient guidance is given.
The mere provision of CHH does not warrant its
proper use. The inadequate management of CHH
implies lost opportunities to establish preventive
actions and intervention measures, especially for
those children at risk of morbidity and mortality.
In addition to the weight and height measurements in growth charts, mothers need to

be informed about the growth aspects of their
children in all consultations performed at health
centers31, since family, especially mothers, is a
fundamental unit to childcare. Furthermore,
educational actions are required for these social
stakeholders, with discussions about the value
and handling of CHH in health surveillance.
A tool that can assist in these actions is the
implantation of educational videos in prenatal
waiting rooms and in childcare services, with
information about CHH contents: encouraging
breastfeeding, healthy eating behaviors, growth
and neuropsychomotor development monitoring, vaccination, oral, visual and hearing health,
diarrhea prevention, accident and violence prevention, as well as children’s rights13.
A child aged six months and over was shown
to be a protective factor for mothers reading the
CHH and the recording of growth curves. Thus,
it is possible to consider the time variable as a
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study developed in a specific municipality, it may
not reliably reflect other Brazilian realities. On
the other hand, the comparability of the results
of the survey conducted in the year 2009 with the
survey carried out in 2001, in the same municipality, and with the same methodological characteristics, consisted of a character of relevance.

Conclusions
This study, through an investigation of CHH
reading and completion in 2009 allowed us to
conclude that, despite the undoubted quality of
information incorporated in the document in
recent decades, this was not accompanied by a
significant increase in quality in its handling in
the municipality, as it was noted that prevalence
was lower than that required for mothers reading
the document, and health professionals recording weights and heights.
In terms of use, it was observed that mothers
with higher schooling had a greater probability of reading the document, as well as a higher prevalence of weight and height records in
growth curves when they were younger than 35
years. Age of the child greater than or equal to
six months was a predictor of all outcomes. The
finding of increased likelihood of height records
of children under one year in the CHH, when
childcare monitoring occurred in FHP facilities,
or when they resided in HWP work areas reinforces the idea that multiprofessional primary
care teams can contribute to overcome modern
epidemiological challenges.
The results also indicate the need for an intersectoral and intersectoral articulation network
with municipal managers, actions to implement
mother orientation strategies on the importance
and handling of the CHH, as well as qualification
and motivation of health professionals, enabling
a reflection on the practice developed before a
document of recognized importance in the follow-up of GD and capacity to promote child
health.
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protective factor, as it favors a greater opportunity for weight and height measurements records
and handbook reading, although this result did
not occur in the evaluation carried out in 20019
and is not shared by other studies that demonstrate greater completion of the weight curve in
children below the age of six months19. New studies are required to investigate and understand
this association.
Finally, it is important to note that, given the
importance of CHH as a mediator of the dialogue
between health professionals and the family, it is
fundamental that relatives or caretakers carry this
document in all consultations. It was observed
that almost a third of the interviewed mothers
did not carry it because they did not receive it
due to the difficulty of distribution by the Municipal Health Department (MHD), which may
have had a negative influence on the assessment
and importance of the use of this document by
health professionals and children’s parents and,
in addition, have contributed to inadequate handling and underutilization of this document. The
incident points out that similar situations may be
occurring in other municipalities of the State of
Bahia and in the national territory.
The lack of CHH for so many children also
refers to a failure in government management
and reflects in low effective use of this document,
because intended results were not achieved with
its implementation, as well as indicates the need
for measures to ensure their distribution and
continuous access. It is worth reminding that the
production and distribution of CHH are under
the responsibility of the Ministry of Health32 and,
according to Ministerial Ordinance Nº 1058/GM,
dated July 4, 2005, it is ensured to every child
born in Brazil32.
It is also relevant to refer to the limitations of
the current study, regarding the time elapsed between collecting data and publishing the results,
an event that may be associated with a change in
the profile of determinants, especially regarding
portability due to the lack of distribution of the
document by the MHD. In addition, since it is a
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