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ABSTRACT
Objective: to assess the presence and extent of Primary Health Care attributes in Campina 
Grande, Paraíba. Method: this is a cross-sectional study with 202 professionals from the 
Basic Health Units. The Primary Care Assessment Tool, Brazil, was used, which includes eight 
attributes of primary care whose scores were converted into a scale from 0 to 10, with those 
considered satisfactory > 6.60. Result: the general score mean was 7.6, but First contact 
access obtained a score of 3.7. Dental surgeons attributed the worst scores for all attributes 
(p <0.05). Permanent education activity was associated with a high general score (p <0.01). 
Conclusion: with the exception of First contact access, the other attributes are present, but 
initiatives by teams and managers are necessary for its expansion, with permanent education 
being the main strategy in this process.
Descriptors: Public Health; Primary Healthcare; Health Services Research; Health Personnel; 
Public Health Professional. 

RESUMO
 Objetivo: avaliar a presença e extensão dos atributos da Atenção Primária à Saúde de 
Campina Grande, Paraíba. Método: trata-se de um estudo transversal, com 202 profissionais 
das Unidades Básicas de Saúde. Foi utilizado o instrumento Primary Care Assessment Tool, 
Brasil, que contempla oito atributos da atenção primária cujos escores foram convertidos 
em escala de 0 a 10, sendo considerados satisfatórios aqueles >6,60. Resultado: a média 
do Escore Geral foi de 7,6, mas a Acessibilidade de primeiro contato obteve escore de 3,7. Os 
cirurgiões dentistas atribuíram piores escores para todos os atributos (p<0,05). A realização 
de atividade de educação permanente esteve associada ao Escore Geral alto (p<0,01). 
Conclusão: com exceção da Acessibilidade de primeiro contato, os demais atributos estão 
presentes, mas iniciativas das equipes e gestores são necessárias para sua ampliação, sendo 
a educação permanente a principal estratégia nesse processo.
Descritores: Saúde Pública; Atenção Primária à Saúde; Avaliação de Serviços de Saúde; 
Profissionais de Saúde; Formação Profissional.

 
RESUMEN
Objetivo: evaluar la presencia y extensión de los atributos de la Atención Primaria de Salud 
em Campina Grande, Paraíba. Método: se trata de em rocess transversal em 202 profesionales 
de las Unidades Básicas de Salud. Se rocess la herramienta de evaluación de atención primaria, 
Brasil, que incluye ocho atributos de atención primaria cuyas puntuaciones se convirtieron 
em em escala de 0 a 10, considerándose aquellos> 6.60 son satisfactorios. Resultado: el 
promedio de la puntuación general fue de 7,6, pero la accesibilidad al primer contacto obtuvo 
em puntuación de 3,7. Los cirujanos dentales atribuyeron las peores puntuaciones para todos 
los atributos (p <0.05). El desempeño de la actividad de educación permanente se asoció 
em em puntaje general alto (p <0.01). Conclusión: em la excepción de Accesibilidad para 
el primer contacto, los otros atributos están presentes, pero las iniciativas de los equipos 
y gerentes son rocessoa para su expansión, siendo la educación permanente la rocessoa 
principal em este rocesso.
Descriptores: Salud Pública; Atención Primaria de Salud; Personal de Salud; Capacitación 
Profesional.

Assessment of Primary Health Care Attributes 
in Campina Grande, Paraíba, Brazil

 Avaliação dos atributos da atenção primária à saúde em Campina Grande, Paraíba, Brasil

 Evaluación de los atributos de la Atención Primaria de Salud en Campina Grande, Paraíba, Brasil

ORIGINAL ARTICLE

Rafaela Simão de AbrantesI

ORCID: 0000-0002-2882-8518

Débora Lana Alves MonteiroI

ORCID: 0000-0002-4731-6737 

Aline de Paula Rêgo Graciano LuzI

ORCID:0000-0001-9716-5976 

Ricardo Alves de OlindaI

ORCID: 0000-0002-0509-8428

Wilton Wilney Nascimento PadilhaII

ORCID: 0000-0003-3056-9145

I Universidade Estadual da Paraíba. Campina Grande, 
Paraíba, Brazil.

II Universidade Federal da Paraíba. João Pessoa, Paraíba, Brazil.

How to cite this article:
 Abrantes RS, Monteiro DLA, Luz AP, Olinda RA, 

Padilha WWN. Assessment of Primary Health 
Care Attributes in Campina Grande, Paraíba, Brazil. 

Rev Bras Enferm. 2020;73(Suppl 5):e20200128. 
doi: http://dx.doi.org/10.1590/0034-7167-2020-0128

Corresponding author: 
Rafaela Simão de Abrantes              

E-mail: rafaelaabrantes19@gmail.com

EDITOR IN CHIEF: Antonio José de Almeida Filho
ASSOCIATE EDITOR: Ana Fátima Fernandes

Submission: 02-28-2020         Approval: 06-14-2020 



2Rev Bras Enferm. 2020;73(Suppl 5): e20200128 8of

Assessment of Primary Health Care Attributes in Campina Grande, Paraíba, Brazil

Abrantes RS, Monteiro DLA, Luz AP, Olinda RA, Padilha WWN. 

INTRODUCTION 

Primary Health Care (PHC) must form the basis of the health 
system and the gateway to the service network, integrating and 
coordinating them to meet the most frequent health needs in 
the population(1). PHC-oriented systems are known to contribute 
to improving health outcomes, access, equity and efficiency of 
services(2-3).

In Brazil, PHC services are structured according to the Brazilian 
Health System (Sistema Único de Saúde, abbreviated SUS) principles. 
In addition to these, to be characterized as a provider of quality 
PHC, the Ministry of Health (MoH)(4) indicates the organization of 
these services in order to obtain four attributes, namely: essential 
attributes - first contact access, longitudinality, coordination of 
care, and comprehensiveness; and derived attributes - family 
orientation, community orientation, and cultural competence(1).

These attributes can be assessed using the Primary Care As-
sessment Tool (PCATool), developed at Johns Hopkins University(5). 
PCATool is presented in three original versions aimed at adult, 
child and professional users and/or managers. This study used the 
professional version, which was adapted and validated for Brazil(6).

In the international scenario, studies were found with PCATool-
professionals by professionals from South Africa, China, Dominica 
and Chile(7-10). The overall performance verified in these countries 
was satisfactory. In China, general practitioner assessment ob-
tained better results in relation to other PHC doctors(7). Brazil has 
a higher concentration of these studies(11-21), with a noticeable 
lack in northeastern Brazil(18). 

In a study of 8,234 Cuban doctors from the Programa Mais 
Médicos (More Doctors Program), a satisfactory overall perfor-
mance of PHC was found, suggesting the impact of PHC train-
ing(11). Local studies have found an association of factors such as 
employment(12-13), qualification focused on PHC(14) and previous 
experience(15) with PHC performance. However, other studies(16-17) 
did not find any associations. 

In this way, producing studies with PCATool-professionals 
can fill in the gaps about the professional context aspects that 
determine the quality of care assessment, relevant to the di-
rection of investments aimed at improvement. Moreover, the 
complexity and heterogeneity of PHC assessment demands 
different perspectives, including that of professionals, enabling 
the production of rigorous knowledge about the effectiveness 
and diversity of services(4).

Furthermore, this is the first study, so far, using PCATool-
professionals in the state of Paraíba, collaborating to character-
ize these services in the country and providing unprecedented 
data for discussion in the academic environment and between 
managers and professionals.

Linked to this, assessment of quality of care is one of the per-
formance indicators according to the new PHC financing model(22). 
Deepening assessment by professionals is important to support 
the future decision-making by SUS managers and workers.

Considering the above, it is expected that the findings may 
support interventions that aim to reduce problems related to 
PHC attributes, such as organizational failures of services and 
inadequacies in the teams’ work process, as well as enhance 
those well-assessed attributes. 

OBJECTIVE

To assess the presence and extent of PHC attributes in all Basic 
Health Units (BHU) in the city of Campina Grande, PB.

METHODS

Ethical aspects

This study was approved by the Research Ethics Committee of 
Universidade Estadual da Paraíba. Participants signed the Informed 
Consent Form. Ethical precepts were respected, according to 
Resolution 466/2012(23). 

Design, place of study, and period

This is a quantitative and cross-sectional study(24) carried 
out in all BHU in Campina Grande, PB. The municipality has an 
estimated population of 409,731 inhabitants and a land area of 
593,026 km²(25), being one of the 14 pioneers in implementing 
the Family Health Program (FHP), with 81 BHU(26), whose Family 
Health Strategy (FHS) coverage is 91.78%(27). Data collection took 
place from July to December 2019.

Sample, and inclusion and exclusion criteria

The sample was a non-probabilistic type, composed of health 
professionals from the BHU of Campina Grande who met the 
inclusion criteria. According to the SUS Computer Department 
(Departamento de Informática do SUS, abbreviated DATASUS), 
in December 2019, the municipality had 49 dental surgeons, 98 
doctors and 116 nurses, totaling 263 professionals(26), of whom 
220 were eligible for the study (46 dental surgeons), 81 doctors 
and 93 nurses). The questionnaire was applied to 202 profes-
sionals (44 dental surgeons, 70 doctors and 88 nurses). The loss 
rate was 8.63% (n=18), including refusals (n=10), failure after 4 
attempts (n=6) and invalid questionnaires (n=2). 

The inclusion criteria adopted were: being a doctor, dentist 
or nurse at the BHU; have been on the same team for at least six 
months; and work hours equal to or greater than 20 hours per 
week. Those on vacation and/or leave were excluded.

Study protocol

The questionnaires were applied in the BHU by three trained 
researchers, after prior appointment, during the professional’s work-
ing hours and in a private room. The questionnaires were divided 
into: Part 1 - Questionnaire with sociodemographic and professional 
context information; Part 2- Primary Care Assessment Instrument 
(Instrumento de Avaliação da Atenção Primária) (PCATooL-Brazil-
professionals), consisting of 77 items grouped into 8 components 
that include PHC attributes. The instrument is organized as follows(4):

1.	 First contact access - Accessibility (A). Made up of 9 items 
(A1 to A9), which seek to check the availability and func-
tioning of services regarding length, days of operation, and 
existence of communication channels, in addition to the 
ease for users to obtain consultation and the waiting time. 
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2.	 Longitudinality (B). Made up of 13 items (B1 to B13), which 
address questions about the bond between professional 
and patient, including characteristics of communication 
with each other, knowledge about the health and social 
condition of patients and whether it is always attended by 
the same professional.

3.	 Coordination - Integration of care (C). Made up of 6 items (C1 to 
C6), they seek to know if the professional is aware of patients’ 
consultations with specialists and if information is sent and 
received from them, in addition to the help of someone from 
the service for patients to schedule an appointment.

4.	 Coordination - Information system (D). Made up of 3 items 
(D1 to D3), which seek to know if the clinical information, 
treatment and patient consultations are organized and 
properly registered and if they are easily accessible to users. 

5.	 Comprehensiveness - Services available (E). Made up of 
22 items (E1 to E22), which seek to identify whether the 
service offers a series of procedures such as immunizations, 
dental treatment, nutritional counseling, preventive exam, 
among others. 

6.	 Comprehensiveness - Services provided (F). Made up of 15 
items (F1 to F15), which seek to know if professionals discuss 
certain preventive and health promotion issues with patients.

7.	 Family orientation (G). Made up of 3 items (G1 to G3), which 
seek to know if the professional takes into account the 
family context in planning and treating patients, including 
their opinions and family health history.

8.	 Community orientation (H). Made up of 6 items (H1 to H6), 
which seek to know if professionals consider the context 
of the community when planning actions through home 
visits, satisfaction surveys and to identify problems. 

The answers for each item are presented on a Likert scale, with 
scores ranging from 0 to 4 (4=certainly yes; 3=probably yes; 2=prob-
ably no; 1=certainly no; 9=no I don’t know/don’t remember, the 
latter later converted to the value 2). The score of each attribute 
was calculated by the simple arithmetic mean of the values of each 
answer. The values of each item on the scale, ranging from 1 to 4, were 
transformed into a continuous scale from 0 to 10 using the formula:

The essential score was calculated by adding the mean scores 
of their respective components, divided by the number of com-
ponents, as in the formulas below: 

The general score was calculated by adding the mean score of 
the components of the essential and derived attributes, divided 
by the total of components.

Scores with values equal to or above 6.6 were considered 
satisfactory(6), corresponding to responses greater than or equal 
to 3 (“probably yes”) on the Likert scale.

Analysis of results

Data were entered into Excel, Microsoft Office 2016 spreadsheets 
and later exported and analyzed using the R Core Team Statistical 
Software program. The attributes scores were presented as means 
and medians, according to their distribution. For their comparisons 
according to the professional category, the parametric Student’s 
t test and the non-parametric test by Man Whitney were used. 
Pearson’s chi-square test was used to associate professional context 
variables with the general score (high/low). In the multivariate 
analysis, verification of factors associated with the high general 
score was based on prevalence ratios (PR) and their respective 
confidence intervals (95% CI), estimated by Poisson Regression. 
Variables associated with the high general score with p <0.20 
were included in the crude and adjusted analysis. For all analyzes, 
a significance level of 5% was used. 

RESULTS

In this study, 202 health professionals were interviewed, 
distributed among nurses (43.6%; n=88), doctors (34.6%, n=70) 
and dental surgeons (21.8%; n=44) who worked at the BHU of 
Campina Grande. Table 1 shows the distribution of the high and 
low general scores according to sociodemographic characteristics 
and professional context.

The mean age was 42.76, ranging from 24 to 74 years and 
predominantly composed of females (n= 173, 86.5%). Regarding 
the characteristics of training and professional education, the 
median of time passed after graduation was 16 years (SD=12.26), 
with professionals who graduated from a public institution 
(71.78%), completed or were studying some type of graduate 
degree in PHC (77.2%), of which specialization was the most 
frequent type (58.91%). Most also stated that they had performed 
or were performing permanent education activities (76.73%). 

Regarding work, the median length of work at PHC was 14 years 
(SD=9.41) and 4 years (SD=4.92) for team performance length. 
Furthermore, 50.99% were statutory; 52.97% said they did not 
have or were not sure on the existence of municipal incentive to 
permanent education; and 94.55% worked a 40-hour weekly day.

Table 2 presents the minimum, maximum, mean, median 
and standard deviation values of the scores of PHC attributes, 
according to BHU professionals. 

The scores showed satisfactory values (> 6.6), except for First 
contact access (Table 2). Table 3 below shows the attribute scores 
for each professional category.

Analysis by professional category found that dentists attrib-
uted lower values. The observed differences were significant 
for Longitudinality, Coordination - information system, Compre-
hensiveness - services provided, Family orientation, as well as for 
essential, variate, and general scores (Table 3). The variables that 
maintained associations with high General Score in the final 
model are shown in Table 4.

It was found that the prevalence of the high general score 
was higher among doctors and nurses and those who claimed 
to carry out permanent education activity (p <0.05). The other 
variables did not show a statistically significant association 
(Table 4).

Essential Score  =  (A + B + C + D + E + F)
6

General Score  =  (A + B + C + D + E + F) + (G + H)
8

Score 0 to 10 of attribute X = (score 1 to 4 of attribute X - 1) x 10
3
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DISCUSSION

Assessment of PHC services allows the 
verification of barriers and factors associated 
with the achievement of PHC attributes. For 
this, it should be considered that, in practice, 
these attributes are interrelated(1), and the 
results found should not be interpreted in 
isolation. 

Thus, this study found a satisfactory gen-
eral score, but worse assessments by dental 
surgeons, in addition to the existence of 
weaknesses in First contact access and in 
some specific items of the other attributes, 
discussed later.

First contact access had a score of 3.83. 
This finding corroborates national studies 
carried out in São Paulo(15,19), Goiás(17), and 
Espírito Santo(20), whose scores were 2.84; 
3.71; 3.97 and 5.57, respectively. This was 
the only attribute with an unsatisfactory 
score, as in the present study.  

The essential score found in the current 
study was 6.89, and 7.16 for the general 
score. However, in another study conducted 
in Ceará, all attributes were negatively as-
sessed, with an essential score of 6.05 and 
a general score of 6.35(18).

Despite the concentration of studies in 
the Southeast(15,19-20) and South(12,21) regions, 
negative assessments for First contact access 
were unanimous. This is the case of studies 
in Rio Grande do Sul and Ceará, which had 
a general score of 7.52(12) and 6.49(18), respec-
tively, but both found a negative assessment 
of accessibility. In contrast, in China(7) and 
South Africa(8) this attribute was present. As 
there is no internationally standardized scale 
for PCATool scores, these studies adopted 
their own scale. 

In fact, evident barriers of access such 
as lack of operation during night hours, the 
offer of assistance on weekends and the 
absence of a telephone for communica-
tion, are verified in most of these Brazilian 
services(28). Despite the Brazilian National 
Primary Care Policy (Política Nacional de 
Saúde, abbreviated PNAB) recommending 
the organization of the aforementioned ac-
cording to the population’s access needs(29), 
this has not been sufficient to drive changes 
in the institutional culture already estab-
lished(28). Moreover, the expansion of FHS 
coverage over the years, reaching 64.67% 
in 2019(27), has been compromised by the 
reduction of federal investment in health 
since 2015(30).  

Table 1 – Distribution of the high and low general scores according to sociodemographic and profes-
sional context variables of Basic Health Units professionals, Campina Grande, Paraíba, Brazil, 2020

Variable Low General Score High General Score p*
n % n %

Sex
Male 7 12.30 22 15.20 0.5978
Female 50 87.70 123 84.80

Age
> 40 years old 32 56.10 68 46.90 0.2369
≤ 40 years old 25 43.90 77 53.10

Category
Nurse 18 31.60 70 48.30 < 0.01
Doctor 17 29.80 53 36.60
Dental surgeon 22 38.60 22 15.20

Institution
Public 44 77.20 101 69.70 0.284
Private 13 22.80 44 30.30

Time passed after graduation
≥ 16 years 34 59.60 65 44.80  0.0578
< 16 years 23 40.40 80 55.20

Work location
Urban 53 93.00 128 88.30 0.733
Mixed 2 3.50 7 4.80
Rural 2 3.50 10 6.90

Graduate 
Yes 41 71.90 115 79.30 0.2602
No 16 28.10 30 20.70

Type of graduate
Specialization 34 59.60 85 58.60 0.6419
Master’s degree 3 5.30 14 9.70
Doctoral degree 0 0.00 2 1.40
Residency 4 7.00 14 9.60
None 16 28.10 30 20.70

Permanent education
Yes 36 63.20 119 82.10 < 0.01
No 21 36.80 26 17.90

Length of work at PHC
≥ 14 years 29 50.90 68 46.90 0.6102
< 14 years 28 49.10 77 53.10

Team length
≥ 4 years 29 50.90 71 49.00 0.8067
< 4 years 28 49.10 74 51.00

Employment relationship
Statutory 30 52.60 73 50.30 0.5125
Contract 23 40.40 51 35.20
Residency 2 3.50 7 4.80
Scholarship holder 2 3.50 14 9.70

Workload
< 40 hours 2 3.50 9 6.20 0.5509
>40 hours 55 96.40 136 93.80

Municipal incentive
Yes 26 45.60 69 47.60 0.5685
No 25 43.90 54 37.20
Not sure 6 10.50 22 15.20

Note: *Pearson’s chi-square test. Primary Health Care.

Table 2 – Distribution of the minimum, maximum, mean, and median values of Primary Health Care 
attributes according to professionals in Basic Health Units, Campina Grande, Paraíba, Brazil, 2020

Primary Health Care Attributes Minimum Maximum Mean†/Median* SD

First contact access* 1.48 6.67 3.70 1.12
Longitudinality* 4.87 10.00 7.39 1.17
Coordination - integration of care* 3.89 10.00 7.22 1.34
Coordination - information systems* 3.33 10.00 8.88 1.53
Comprehensiveness - services available† 2.73 10.00 6.96 1.20
Comprehensiveness - services provided* 0.22 10.00 7.88 1.86
Family orientation* 3.33 10.00 8.88 1.62
Community orientation* 2.78 10.00 7.22 1.66
Essential Score† 4.69 9.30 6.89 0.89
Variate Score† 3.33 10.00 7.77 1.36
General Score† 4.77 9.72 7.16 0.98

Note: †Symmetric distribution; *Asymmetric distribution; SD - Standard Deviation.
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Although these PCATooL issues have been identified as inad-
equate to the Brazilian reality(18), they reflect the extent to which 
these services still need to advance in order to adapt to an ideal 
PHC model, starting with increasing service coverage, expanding 
the functioning of units and non-face-to-face communication 
(telephone or e-mail)(28).  

Access to services can be enhanced by overcoming the agendas 
organized strictly by preferential groups, which is very common in 
the municipality studied, and which compromise the spontane-
ous demand of the population in general. One of these strategies 
is advanced access, which allows appointment schedule for the 
same day or within 48 hours(31). 

The guarantee of accessibility in PHC is essential for the use of 
these services as a regular source, relevant to the achievement 
of longitudinality(1), which presented a high mean score (7.4). A 
nationally-based study found scores of 8.1 in the Northeast and 
South, and 7.9 in the Southeast and North(11). It is possible that the 
training focused on PHC of Cuban doctors in this study influenced 
the results verified, since they were higher than those verified in 

Ceará (6.05)(18), Goiás (6.8)(17), São Paulo 
(7.0)(19), and Espírito Santo (7.99)(15). 

A high percentage of professionals 
responded negatively to the items about 
the knowledge of patients’ employ-
ment and housing, pointing out the 
need for a closer relationship with the 
reality of users. Furthermore, the suc-
cess of longitudinality also depends on 
the coordination of care, including the 
quality of information and its fluidity 
between services(32). 

In this sense, the attributes Coordi-
nation - integration of care and Coordi-
nation - information system obtained 
satisfactory mean scores (7.14 and 8.44, 
respectively). The high score of these 
attributes is probably explained by the 
existence of electronic medical records 
in the municipality, standing out as a 
relevant tool in coordination of care.  

However, there was a high prevalence 
of negative responses in the item about 

receiving information from patients in specialized services, also 
found in studies in South Africa(8) and Chile(10). In Brazil, the same 
occurred in Ceará(33) and São Paulo(20), highlighting the need 
to strengthen communication mechanisms between services 
through the creation of standardized reference and counter-
reference protocols.

It was also found that, in the municipality assessed, some clinical 
procedures are moved to other services. In fact, PHC resolution 
is one of the challenges recognized in SUS(32). In this context, 
the attribute Comprehensiveness - services available scored 6.96. 
Individual analysis of the items showed that procedures such as 
wart removal, suturing in cases of cut and ingrown nail removal 
are practically not offered in the units; and this occurred in other 
national studies(15,18), unlike countries like China(7) and Chile(10) that 
were considerably satisfactory in this regard.  

Some of the possible related factors are structural inadequacy; 
the disabling of a guide or portfolio of services by managers and 
professionals who determine the procedures inherent to PHC; 
and the imprecision of the roles of each professional in offering 

Table 3 – Comparison of means and medians of attribute scores between the Basic Health Units professional categories, Campina Grande, Paraíba, Brazil, 2020

Primary Health Care Attributes Dental Surgeon Nurse Doctor
Mean*/Median† (95% CI)/II Mean*/Median† (95% CI)/II Mean*/Median† (95% CI)/II

Accessibility† 3.33a 2.96 - 4.53 3.70a 2.96 - 4.44 3.88a 2.96 - 4.72
Longitudinality* 7.00b 6.67 - 7.33 7.55a 7.32 - 7.79 7.48a 7.18 - 7.78
Coordination - integration of care*                       6.99a 6.57 - 7.41 7.22a 6.93 - 7.52 7.14a 6.84 - 7.45
Coordination - information systems† 7.78b 6.67 - 8.89 8.89a 7.78 - 10.0 8.89a 7.78 - 10.0
Comprehensiveness - services available* 7.16a 6.81 - 7.50 6.89a 6.61 - 7.17 6.94a 6.68-7.20
Comprehensiveness - services provided† 5.55b 4.61 - 7.11 8.22a 7.33 - 9.11 8.33a 7.11 - 9.11
Family orientation† 8.34b 6.67 - 8.89 8.89a 7.78 - 10.0 9.45a 7.78 - 10.0
Community orientation* 6.77a 6.15 - 7.38 7.38a 7.07 - 7.69 7.17a 6.78 - 7.57
Essential Score* 6.32b 6.08 - 6.57 7.06a 6.87 - 7.24 7.05a 6.85 - 7.25
Variate Score*      6.56b 6.27 - 6.85 7.29a 7.11; 7.48 7.28a 7.07 - 7.48
General Score*  7.26b 6.75 - 7.77 8.00a 7.74 - 8.26 7.95a 7.65 - 8.26

Notes: (95% CI) – 95% Confidence Interval (mean); II - Interquartile range (median); * Student’s t test for variables with normal distribution (mean); † Man-Whitney test for variables with abnormal 
distribution (median); a - without statistically significant difference; b- statistically significant difference (p <0.05).

Table 4 – Crude and adjusted regression for the general Primary Health Care score attributed by Family 
Health Strategy professionals, Campina Grande, Paraíba, Brazil, 2020

Variable
High General Score

cPR*/(95% CI) adjPR†/(95% CI) P (Wald’s test) P (LR-test)

Category 0.035
Doctor 1.51 (0.92-2.49) 1.22 (1.01-1.49) 0.042
Nurse 1.59 (1.01-2.57) 1.33 (1.08-1.63) 0.029
Dental surgeon 1 1

Time passed after graduation 0.576
<16 years 1.18 (0.85-1.64) 0.576
>16 years 1 1

Permanent education 0.046
Yes 1.39 (0.91-2.12) 1.35 (1.03-1.76) 0.047
No 1 1

Employment relationship 0.965
Statutory 1.03 (0.72-1.47) 1.05 (0.67-1.64) 0.965
Scholarship holder (PMM) 1.27 (0.71-2.29) 1.18 (0.61-2.26) 0.625
Resident 1.13 (0.51-2.48) 0.99 (0.42-2.33) 0.992
Hired 1

Municipal incentive 0.781
Yes 1.06 (0.74-1.52) 0.99 (0.68-1.43) 0.937
Not sure 1.15 (0.7-1.89) 1.17 (0.7-1.96) 0.539
No 1 1

Notes: *cPR - Crude Poisson Regression; †adjPR: Adjusted Poisson Regression by: category, time passed after graduation, permanent educa-
tion, employment relationship and municipal incentive; CI - Confidence Interval; PMM - Programa Mais Médicos (More Doctors Program).
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these procedures(34). In fact, a study in Campina Grande found 
structural conditions that were not very favorable in PHC(35). 
Furthermore, the lack of definition is noticeable, as there were 
occasional cases of professionals who claimed to perform such 
procedures while most do not.

In turn, Comprehensiveness - services provided obtained a satis-
factory assessment (7.56). However, the negative assessment pre-
dominated in the item that deals with the professionals’ knowledge 
about the possession and safety of firearms by patients. Similar 
results were found in South Africa(8) and Chile(10), which performed 
poorly. The mean of the attribute scores in national studies was 
6.74 in Ceará(16); 7.2 in Rio Grande do Sul(28); and 8.4 in São Paulo(27), 
all with a negative rating on the issue involving firearms.

Recognizing the potential of PHC in the prevention of health 
problems and health promotion and considering the seriousness 
of firearm accidents, it seems pertinent that this topic be addressed 
in PHC. In fact, the Primary Care Services Portfolio (Carteira de 
Serviços da Atenção Primária) (2019) mentions the prevention of 
firearm accidents, referring to the Primary Care Notebook (Caderno 
de Atenção Básica) (2012)(36). However, no references were found 
at the state and municipal levels to indicate this theme in PHC.

The attributes Family orientation and Community orientation 
obtained mean scores of 8.47 and 7.17, respectively. In China, 
Community orientation presented negative assessments by non-
general practitioners in relation to general practitioners(7). In the 
state of Pernambuco, the scores were 6.4 and 7.93, respectively, 
with a negative result for the item on the presence of users in 
health councils(37) as well as in this research. The need for ac-
tions that encourage community empowerment and promote 
greater control of public health policies by users was evidenced, 
as advocated by the Brazilian National Health Promotion Policy 
(Política Nacional de Promoção da Saúde)(38). 

Regarding the scores of each attribute, according to the profes-
sional category, dentists were the ones who attributed the worst 
values. This difference was statistically significant (p <0.05) for 
the attributes Longitudinality, Coordination of care - information 
system, Comprehensiveness - services provided, Family orienta-
tion and for essential, varied and general scores. The adjusted 
multivariate analysis confirmed that dental surgeons obtained 
lower prevalence of the general high score in relation to doctors 
and nurses (p <0.05).

The results obtained from dental surgeons converge with 
that found in Ceará(18). In the state of Rio Grande do Sul, these 
professionals also had a higher proportion of the low overall 
score(13). Despite the lack of studies with the PCATool applied 
to this category, nursing literature has reported challenges to 
be faced in overcoming the traditional dental model. The insuf-
ficiency in carrying out actions that involve family orientation(39), 
coordination of care(39-40) and comprehensiveness(39) stood out, 
supporting the performances found here. 

However, it was found that the PCATool was not suitable for 
assessing specific assignment services for the dental surgeon, 
especially in the attribute Comprehensiveness - services provided. 
This attribute had a worse performance, possibly due to the 
content of the questions related to the medical and nursing 
routine. Therefore, it is suggested to adapt this instrument to 
the context of oral health.

As for permanent education, a variable associated with high 
general score (p <0.001), it stands out as a strategy to qualify the 
work processes by problematizing the practice scenarios. Despite 
the scarcity of studies on its practical implications(41), a study 
in Paraíba found that this strategy was able to improve access, 
strengthen the bond with users and community participation(42), 
thus indicating the potential to impact on PHC attributes. 

In Paraíba, the main permanent education initiatives include 
seminars, workshops, matrix support, specialization courses, 
training and those of teaching-service integration, such as the 
Education through Work for Health Program (Programa de Educação 
pelo Trabalho para a saúde, abbreviated PET-Saúde), supported by 
state management, which seems to lead these actions, according 
to the needs of the health regions(43). Despite the relevance, 53% 
of the professionals who participated in this study said they were 
unaware of or did not receive municipal support for permanent 
education, demonstrating a worrying insufficiency of these actions. 

A study carried out in Belo Horizonte found that the highest 
proportion of professionals trained in family health was one of the 
factors most strongly associated with better PHC performance.
(14). In Goiânia, there was no association between family health 
training and the quality of these services(16). It is possible that 
the conceptual difficulties of permanent education, confused 
with continuing education(41), may lead to overestimated and/or 
distinct results, requiring further studies on their impact on PHC.

Study limitations

In addition to the limitations inherent in cross-sectional research, 
studies are suggested that also address the users’ experiences. 
Gathering specific aspects of professional qualification related to 
the performance of services was limited, but the findings brought 
important notes that require further study. 

Contributions to nursing, health, and public policies 

The results of this research should be taken to managers and 
professionals, as they guide necessary changes and bring up reflec-
tions on the existing weaknesses in the training and performance 
aimed at PHC; they alert to the creation of local strategies that can 
impact the reorientation of the work process. The findings will also 
be shared with higher education institutions in Paraíba, considering 
their predominant role in the training and permanent education of 
professionals.

CONCLUSIONS

This study found limits and potentialities in the performance of the 
PHC attributes, directing necessary initiatives for the improvement 
of services. Among the main limitations are the low performance 
in the attribute First contact access and the worst assessments at-
tributed by dental surgeons. Despite this, the overall assessment 
was positive and the other attributes are present, indicating the 
potential of the current care model.

To achieve these attributes more, internal strategies are needed 
in the work process of the teams, ranging from the expansion of 
the practice guided by comprehensive care to the improvement 
of the service organization to meet the demands. Managers are 
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responsible for ensuring minimum structural conditions and 
greater investments in permanent education to guarantee the 
qualification of human resources and the reach of changes.

The present study achieved its objective while enabling 
knowledge about the presence and extension of the attributes, 
pointing out the main flaws and strategies for their resolution. 
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