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Abstract The objective of this study was to iden-
tify the practice of innovation in primary health-
care in the second-largest county, by population,
in the state of Rio Grande do Sul, Brazil. The
methodology employed case studies of multiple
units of analysis, where various studies were si-
multaneously conducted. Forty-five semi-struc-
tured interviews were carried out with the direc-
tors of basic health clinics, followed by content
analysis, beginning with the construction of a
system of categories based on the literature. Fif-
ty-six innovations in total were identified: Eigh-
teen were innovations of products (goods and/or
services), fifteen in processes, eleven in market-
ing, and twelve were organizational innovations.
Studies that focus on and highlight innovation in
primary healthcare facilitate changes, improve-
ments, and alternatives in the form of services
provided to the population, serving as a basis for
the formulation of public health policy. Finally, we
also highlight the limitations and opportunities of
future research.
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Introduction

The analysis of the approach related to innova-
tion introduces elements that establish distinct
advantages in an organizational context. “In-
novation” is defined in terms of the search for,
discovery of, and experimentation with and the
adoption of new products, processes, and forms
of organization generated by new research find-
ings, to offer something new for consumers. In
accordance with the Oslo Manual, which has its
objective the fixing of guidelines for the interpre-
tation of data regarding innovation, this can oc-
cur in any sector of the economy, including gov-
ernmental services such as health and education'.

Primary health-care (APS, from aten¢ao
primdria a satide) is comprised of an organiza-
tional form of reorientation and restructuring for
many health systems?. Currently, the principal
strategy geared toward the organization of APS
is the Family Health Strategy (ESF - Estratégia da
Satide da Familia) which has received important
financial incentives aiming at the expansion of
coverage for the population and reorganization
of care™.

With this in mind, we emphasize three cur-
rent documents that strengthen the standards
of the idea of APS, as well as the specific charac-
teristics that direct this analysis, beginning with
the construct of innovation. The first of these
is the Manual of Evaluation Methods, recognized
by the Secretary of Primary Health Care and the
Ministry of Health as a tool for evaluating qual-
ity, as well as the utilization of the term APS as
an equivalent of Primary Care, the term histor-
ically used in the Brazilian context> The second
document is a publication of the National List of
Actions and Health Services (RENASES), intro-
ducing a list of criteria and guidelines for access
to services according to the complexity of levels
of care!, determining the identity as much as the
nature of health services rendered. These actions
are implemented for health services according to
their complexity, establishing their responsibil-
ity. The third document, published in 2011 by
the Brazilan chapter of the Pan-American Health
Organization (OPAS), “Representation: Brazil,”
focuses on the stabilization of primary healthcare
networks (RAS — Redes de Atengdo a Satide) as the
main point of access to APS, emphasizing its fun-
damental role in a health context®. In addition, in
the present context of Brazilian healthcare there
is evidence of a continued necessity to find the
elements that can define and represent the best
practices for the improvement of health services,

with the final objective of providing them to the
population through the organizational structure
of the APS>>S.

In this sense, considering the importance of
the APS for the organization and granting of
health services®® and — if the APS indeed intro-
duces something innovative to healthcare — the
theories and conceptual framework regarding in-
novation permit an approximate direction in the
search for different forms of interpreting findings
based on the facts. In light of this context and
taking the theoretical orientation about innova-
tion as a starting point, the research objective was
to identify innovations and their repercussions
in the APS of one county in Rio Grande do Sul
(RS). Therefore, we initially sought to identify
those actions and services that were considered
new practices offered by a basic healthcare unit
(UBS — Unidade Bdsica de Saiide) to the popu-
lation, afterwards considering their relation to
the relevant documents in the literature, thereby
stimulating the development of observations and
improvements of the configurations in which
these services are delivered to the population,
and consequently in contemplating alternatives
for the formulation of public health policy.

Methods

The research was exploratory and descriptive
in character, in which the chosen work method
was a case study’ of the APS in the second-largest
county in terms of population in the state of RS?,
which represents a standard of reference in the
healthcare sector’. Beginning with the 45 UBS
distributed through the county, the current net-
work permits access to services of medium and
advanced complexity. In addition, it possess-
es thirty-six teams of ESF in 22 UBS units, and
eighteen teams of Dental Health Strategy (ESB
— Estratégia de Saiide Bucal) in 10 UBS. Public
health constitutes one of the largest budgets in
the county™. Every UBS possesses its own man-
ager responsible for coordinating the workloads
between the SMS and population assigned to the
UBS. In terms of characteristics, the population
of directors has a training in nursing, are statuto-
ry civil servants, and 57.7% (n = 26) correspond
to a period of five years and one month in the
role of management of a UBS, this also being the
average duration found for the role of UBS man-
agement in the county. In addition, 17.7% (n =
8) possess graduate degrees at the level of a mas-
ters, 60% (n = 27) hold graduate degrees in their



area of specialization, and 22.2% (n = 10) of the
management holds graduate degrees.

45 individual interviews were carried out at
length with these managers, identifying the ex-
istence of innovation and in what form these
innovations were developed, considering the
dimensions of innovation of products (goods
and services), processes, marketing, and organi-
zation. Keeping in mind that the interview sub-
jects might not have full knowledge of the con-
cepts related to the research subject, index cards
were created displaying the definitions as used by
the Oslo Manual', minimizing digressions and
assumptions in respect to the research subject.
The research method was applied and verified by
specialists in the area of study'. The interviews
were recorded, according to previous authoriza-
tion, with a Philips® Model LFH-615/27 Voice
Recorder. We proceeded with an analysis of the
content that — alongside an objective, systemat-
ic, and quantitative description of the apparent
content of the communications - has as a tech-
nique of investigation the primary objective of
explaining these same communications'>". The
normal average is that a transcription of an in-
terview demands between four and six times the
length of the actual recording”'2.
were transcribed, representing approximately 62
hours of recording, onto 312 pages of text with
1.5 spacing, 12-point Times New Roman font in
Microsoft Word 2007, carried out in a period of
73 days. Itis useful to emphasize that the organi-
zation and selection of UBS units were arranged
in a random way, and were identified during
the work as UBS1, UBS2, UBS45 etc. with the
intention of protecting the identity of those in-
terviewed and the confidentiality of information
specific to each UBS, as we informed them at the
time of data collection.

In the effort to reduce the vast quantity of
material into major units of analysis, we broke
down the material into a structural model of
codification'>". In the proposed method of anal-
ysis, not all communications were considered,
only those passages that related to the categories
of analysis. The passages that constituted the re-
corded units were tagged with codes that serve
as an index for the frequency of the categories,
according to Chart 1.

In this research we used a manual form of
coding, structured concomitantly with a related
database alongside its tabulation. For this activi-
ty, the computer program Microsoft Office Excel
2007 was used, wherein we created a database
that included as entries all the significant units

45 interviews

identified in the interviews. It is salient that in
choosing the categories for a construction of a
framework of analysis to to use for evaluation,
much care was taken to select representative and
trustworthy factors. We resorted to categories
that we chose to call “convenient”™*, named for
their lesser degree of uncertainty, and at times
we discarded other more complex or subjec-
tive dimensions. Since this was an exploratory
investigation, we noted the necessity of guiding
the control of collected data in the most inci-
sive way, or rather with the most objectivity in
the grouping together of different stages for the
reduction of data. Hence, the narratives of the
interview subjects followed a structure proposed
by the research technique, but were not called
upon for verification. In gathering such a quan-
tity of significant information in this qualitative
analysis, we identified difficulties in assembling
all the elements involved, since the characteristics
of service delivery in healthcare behave heteroge-
neously in their final result.

Nevertheless, it is necessary to emphasize
that the application of due scientific rigor is not
dependent on the choice of method utilized,
and even in adopting this qualitative approach
we must attend to the principles that accompa-
ny each of the methods involved™ — including
cognizance of questions related to ethics in the
practice of research. Therefore, ethical principles
were followed during all phases of the develop-
ment of the research, with approval by the Com-
mittee of Ethics In Research of the Nossa Senho-
ra de Pompéia Hospital, as well as submission to
Plataforma Brazil - Brazil’s electronic network of
ethics boards which oversee research involving
human subjects - in accordance with the institu-
tional norms of the university.

Results

The characteristics and traits of the county relat-
ing to their UBS are presented in Table 1. The
UBS comprise the APS of the town of Caxias do
Sul (RS), possess a physical structure that rang-
es from 350m2 to 600m2 and business hours of
twelve hours a day. For the populations served by
the UBS units in the county, seven are located in
the countryside and 38 are located in urbanized
areas of the county of Caxias do Sul. Currently
22 UBS possess ESF and 10 UBS possess ESB. We
can observe that those UBS which contain ESF
and ESB had the largest total number of identi-
fied innovations, between product, process, mar-
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Chart 1. Definition of themes, analytical categories, and entry codes.

Theme Theoretical Operational Classifcation Definition of Classification
Foundation Definition
OCDE}, Implementation of a Introduction of a new good or service,
AHMED®", new or significantly IPROD or of one that is significantly improved
DAMANPOUR | improved product regarding is characteristics and
et al.'% (goods or services), intended uses.
HIGGINSY; process, new
TIDD etal.®® | marketing method, Introduction of a new or significantly
g new organizational IPROC improved method of production or
'*3 method in the practice distribution. Includes significant
é of management and changes in techniques and equipment.
E business, or in the
: organization of the Introduction of a marketing method
2 workplace or external IMARK with significant changes to the concept
g relations. of a product or service, its positioning,
§ or its promotion.
<
8 Introduction of an organizational
method in the management practices
IORG of a company, the organization of its
workplace, or its external relations.
TAS The absence of any occurrence of
innovation.
Categories | Theoretical Operational Code Definition of the code
of Analysis| Foundation Definition
- OCDE}% Cluster of factors and GES Management
% DAMANI;OUR element§ that generate DMP Demand of the population
% TIDe;)a:t ;1.13; ?nltl:rc;csflvtv);’t‘ﬁ’il;cc}}ll INK Healthcare information and knowledge
'é MENDES?>"; | other, and determine AGA Speed of service
B BRAZIL! the behavior and form APO Access by the population
§ of a change with the COR Coordination of service
aim of improving the —
HZA Humanization
process analyzed.
g STARFIELD?’; | Resources used to AQT AcqulslAtlon of techn.ology .
p= MENDES>"; achieve the change. Expansion of a physical, material or
'g ’g GAULD et al.2}; AES personal structure.
§ ) GIOVANELLA?; ANL Analysis of the space according to
g CHREIM et al.” workers and population.
@ BRAZIL! CER Certification in relation to federal
laws, norms, and ordinances.
® | STARFIELDY; |Units where the NAU _ |In the UBS
> § MENDES"; | changes occurred. POU In the specified population
§ ‘,:’ GAULD et al.* SAL In the County Secretariat of Health
2 .S CHREIM et al.?*
“ % | GIOVANELLA?;
2 BRAZIL!

it continues



Chart 1. continuation

Categories
of Analysis

Theoretical
Foundation

Operational
Definition

Code

Definition of the code

Extension

OCDE}
TIDD et al.'®

The intensity and extension
of the change caused by the
scope of the innovation. A
radical innovation is that in
which the changes are greater
and more extensive compared
with their initial state, An
incremental innovation is
when the changes occur along
an incremental gradation of
sequential innovations.

Radical

INC

Incremental

MER

Market

Novelty

OCDE}
TIDD et al.’

To be considered an
innovation, the minimum
requirement is that the
introduced change is

new to the organization,
regardless of whether it

has been implemented

by other organizations:

we are concerned only

with innovation in this
organization,

An innovation is considered
new to the market when

the organization is the first
to introduce it to its own
market, which is defined

as the organization and

its competitors, and can
include a geographic region
or a product line, Thus the
geographic region which is
new to the market is subject to
the view of the organization
itself about its market of
operation, and can include
national or international
organizations.

ORG

Organization

Source: Author’s research

keting, and organization, as well as retaining the
largest consolidated investment.

In Table 2, the results pertinent to the iden-
tification and classification of the elements pro-
posed in the methodology are emphasized. 56
total innovations are identified, of which eigh-
teen were found to relate to the theme of product
innovation, accounting for 32% of total innova-
tions. Of these, five innovations occurred in all
the UBS, while thirteen innovations were intro-

duced in different UBS. In the theme of process
innovation, fifteen innovations were found, rep-
resenting 27% of the total innovations. Of these,
four innovations occurred in all the UBS, and
eleven innovations were introduced in different
UBS. There were twelve innovations in market-
ing identified in forty-five UBS, representing
21.5% of total innovations. In relation to the
theme of organizational innovation, eleven in-
novations in all were found, representing 19.5%
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Table 1. Characteristics of Basic Healthcare Units (UBS).

Number of  Number

Unit Number of ESF ESB registered of Total Total investment
innovations teams teams patients (with  Micro- employees’ by UBS in 2012"
identified 0 SUS card) areas
UBS1 15 0 0 2,014 4 7 613,991
UBS2 16 0 0 4,567 4 9 674,980
UBS3 15 0 0 1,092 5 10 895,091
UBS4 21 0 0 5,078 0 10 897,638
UBS5 24 0 1 14,326 9 17 1,501,099
UBS6 41 2 0 18,439 14 28 2,740,698
UBS7 21 1 0 8,790 0 8 1,102,234
UBSS8 20 0 0 10,548 9 16 1,391,235
UBS9 15 1 1 1,021 5 6 178,859
UBS10 39 2 0 16,734 5 25 2,245,679
UBSI11 15 0 0 1,032 0 9 796,639
UBSI12 15 0 0 0,980 4 9 492,069
UBSI13 18 0 0 5,343 0 9 972,660
UBS14 16 0 1 0,875 4 14 738,968
UBS15 29 2 0 17,748 10 28 1,863,422
UBS16 16 0 0 0,986 0 7 896,123
UBS17 19 1 0 8,564 0 12 1,018,734
UBS18 18 1 0 14,768 8 12 1,321,456
UBS19 15 0 0 3,421 0 7 902,310
UBS20 16 0 1 10,876 0 9 984,980
UBS21 22 2 1 17,874 13 16 1,679,907
UBS22 26 2 0 21,326 12 18 1,917,817
UBS23 17 0 1 3,290 0 8 884,532
UBS24 20 1 1 11,943 9 21 1,212,347
UBS25 22 1 0 10,765 0 21 1,493,959
UBS26 15 0 0 5,104 0 8 658,752
UBS27 15 0 0 4,112 0 7 764,213
UBS28 18 0 0 1,098 5 9 862,623
UBS29 21 1 0 6,329 0 15 1,092,987
UBS30 13 0 0 2,003 0 8 287,325
UBS31 17 1 0 9,256 0 13 1,193,456
UBS32 16 0 0 4,045 0 9 599,702
UBS33 27 2 0 12,769 9 24 1,456,232
UBS34 23 1 0 18,345 8 27 1,351,639
UBS35 20 0 0 1,876 0 13 1,005,712
UBS36 19 1 0 1,009 0 12 1,122,129
UBS37 21 2 0 1,432 0 11 1,223,422
UBS38 25 1 0 5,127 0 8 1,115,622
UBS39 18 0 1 1,873 0 8 937,098
UBS40 49 4 1 23,745 13 51 5,647,549
UBS41 29 2 0 14,923 10 34 1,757,547
UBS42 15 0 0 3,987 0 8 961,622
UBS43 15 0 0 1,034 0 7 824,981
UBS44 17 2 1 10,220 7 20 1,289,944
UBS45 51 3 17,234 8 32 3,032,936

Source: National Registry of Healthcare Institutions®.
" Public servants and contract workers; ” In millions of Reais (R$).

of total innovations. It should be noted that UBS, as detailed in the methodology section.
these results were identified using the narratives ~ Nonetheless, the limitations of the research can
of those interviewed, namely the directors of the  be identified concerning verification in a wid-



Table 2. Summary of the frequency of entries for category codes, by type of innovation.

Cause / Motive State / Condition Sector / Location Expansion Novelty
o Code Entries %  Code Entries %"  Co6d. Entries %" Cod. Entries % Co6d. Entries %"
S
E;\g GES 121 37 AQT 9 5 NAU 98 40 RAD 0 - MER 164 74
&&@ DMP 71 22 AES 52 31 POU 127 52 INC 193 100 ORG 55 25
=% INK 49 15 ANL 89 54 SAU 19 7
2! AGA 13 5 CER 14 8
< Z
S APO 48 14
& COR 3 1

HZA 17 6

Cause / Motive State / Condition Sector / Location Expansion Novelty
- Code Entries %'  Code Entries %'  Coéd. Entries %'  Céd. Entries %"  Cod. Entries %’
=}
Eg GES 64 27 AQT 7 15 NAU 17 65 RAD 0 - MER 6 22
2 Q DMP 58 25 AES 9 20  POU 9 35 INC 19 100 ORG 21 78
E @ INK 10 4 ANL 28 63 SAU
a0 AGA 6 2 CER 0 .
9 Z
= APO 1 04
= COR 93 40

HZA 7 3

Cause / Motive State / Condition Sector / Location Expansion Novelty
g Code Entries %"  Code Entries %" Coéd. Entries %" Coéd. Entries %" Cod. Entries %’
S$ GBS 0 - AQT 0 - NAU 5 25 RAD 0 - MER 8§ 34
E g’ DMP 2 7 AES 0 - POU 16 76 INC 16 100 ORG 15 66
Eo: INK 22 78 ANL 19 100 SAU 0 100
.3; AGA 0 - CER 0 -
ES APO 0 -
= COR 3 10

HZA 1 3

Cause / Motive State / Condition

Sector / Location

Expansion Novelty

Code Entries %" Code Entries %"  Co6d. Entries %  Cod. Entries %°  Co6d. Entries %"

=]

£

s _

EX GES 0 - AQT 0 - NAU
%:'DMP 0 - AES 3 17 POU
g§ INK 0 - ANL 15 83  SAU
‘;3 :g AGA 7 27 CER 0 -

2 S APO 0 -

5 COR 19 73

© HzZA o0 -

16 64 RAD 0 - MER 7 50
9 36 INC 9 100 ORG 7 50

Source: Author’s research.

" Average, expressed as a percentage, of the total entries identified in the interview transcripts.

er sense, in spite of the research method having
been validated by specialists''.
Discussion

Innovation in Products and/or Services

The innovations in products are distributed
in three major groups. The first group corre-

sponded to the introduction of products such
as exams, medications, and materials inserted in
the context of prevention, early diagnosis, and
treatment for the healthcare coverage of the pop-
ulation. In the case of exams, the main changes
occurred in terms of access, in the sense of mak-
ing available exams that were conducted in cen-
tralized laboratories such as those for detecting
carcino-embryonic antigens, spermograms, and
bacilloscopy for the diagnosis and control of
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tuberculosis. In the same way, highly complex
exams were made according to a hierarchy and
were customarily only carried out after consulta-
tions with specialists. In relation to the diversity
of medications introduced, many of the drugs
that are not in the Handbook of Essential Med-
ications (RENAME) authorized by the Ministry
of Health® — such as, for example, 500 mg ampi-
cillin capsules, 12 mcg formoterol inhalant cap-
sules, 25 mg levomepromazine in pill form, and
25 mg imipramine in pill form, among others —
are considered innovations. The introduction of
hepatitis C treatment encouraged the loyalty of
the end-user client to the UBS, linking the on-site
infectologist to the UBS where the tests were real-
ized. In the same way, an introduction of paren-
teral diets for gastrostomy were financed directly
with resources available to the UBS, according to
a previous assessment of the user by a team of
UBS professionals.

The second group of product innovations
consisted of the introduction of new services in
agreement with the social, cultural, economic,
and epidemiological characteristics of the pop-
ulation at hand. These services were offered via
partnerships with other institutions of a public,
private, and non-governmental (NGO) nature.
One example of such a partnership is the fitness
program with the Municipal Secretariat of Sports
and Leisure (SMEL): the training of participants
aims to improve their employability in the mar-
ketplace. The ESB was also considered a product
innovation in the context of the USBs, as it was
a new service available to the population, char-
acterized as an innovation for the market. In
other words, although the establishment of the
ESB by the Ministry of Health already existed, for
the county municipality it was regarded as some-
thing new, with different and relevant character-
istics, expertise, and skills made available in that
community context*?2%?7,

The third group of product innovation re-
sponded to the introduction of highly-educated
professionals from different backgrounds who,
along with academic and technical interns, were
providing access to new services. In the case of
interns in physiotherapy and nutrition, both
groups were reinforced by links to educational
institutions in the county that aimed to promote
their teaching practices. With the interns, differ-
ent initiatives regarding continued engagement
and treatment in the spread of services with the
community were observed, as was already ob-
served in established practices®®®. In the same
way, the introduction of health professionals

with different backgrounds — such as training in
speech pathology, psychology, and social work
— also facilitated access to services at the UBS
which were, to various degrees, previously avail-
able as specialized consultations.

When analyzing the document of RENAS-
ES, it appears that some product innovations fall
within the actions and services of APS compo-
nents*. However, other product innovations that
we found are classified as additional components
of RENASES. Although the rules of access in the
RENASES document do not mention APS as an
available, freely accessible service to the user (to
avail themselves of the innovations identified in
the third paragraph of the fifth section of his ar-
ticle), we can identify some flexibility regarding
the offer of actions and services. In other words,
the possibility of the integration and alteration
of health technologies, through their supplemen-
tation by RENASES, obliges the states and mu-
nicipalities to inform the National Commission
on the Incorporation of Health Technologies
(CONITEC) about new services offered in their
regions.

As we consider the groupings of product
innovations, we can emphasize that all the ref-
erences are coded. The most referenced code
for the cause of these innovations pertains to
management (GES), followed by demand from
the community (DMP). In the second group of
product innovations related to the introduction
of services, we obtained references to the codes
for humanization (HZA, healthcare information
and knowledge (INK), and management (GES).
These introduced services resulted in mobilizing
healthcare workers in conjunction with those
characteristic aspects of the community that
promoted social inclusion by way of job training,
which was characterized as humanization, or in
other words the capacity to create better life con-
ditions for the population®**'.

The third group corresponds to the intro-
duction of professionals with different types of
training, as well as interns, in which we obtained
significant references to the code for manage-
ment (GES), following by the code for healthcare
information and knowledge (INK). It can be as-
sumed that the organizational character of edu-
cational institutions will be enabled by the man-
agement of the SMS in their goal of establishing
teaching and research practices. In addition, the
capability of financial and human resources de-
fined by SMS management, who designate the al-
location of health professionals to different areas,
is linked to the code for management®.



The analytical category for state and condi-
tion — that is to say, how innovations were intro-
duced — considers the resources utilized for the
execution of a change and improvement. The
most referenced code for the three groups that
constitute product innovations was for the local
analysis made by health workers and population
(ANL), the expansion of the physical, material,
and personal infrastructure (AES), and the cer-
tification regarding laws, norms, and ordinances
(CER). The unit of customer service closest to
the community — the first point of contact — es-
tablishes links and knowledge concerning the
principle health problems present in the popula-
tion?*?!. In this way the resources utilized in the
change of an offered service were part of a pro-
fessional relationship with the user.

In the category of the sectors and locales in
the introduction of product innovations — where
they were implemented — the most frequent entry
was the code referring to the population (POU),
representing the greatest percentage for ten of
the eighteen product innovations. Subsequently,
the second most frequent code was to the UBS
(NAU), and the last was to the SMS (SAU). This
shows that in this aspect of analyzing the produc-
tion of services, it is during the contact between
the end-user and the organization, in the exact
moment when the service provider and the user
interact — the place where service is established —
is determined by this analysis to be most evident
for the community®.

Furthermore, we can identify the intensity
and extent of the change caused by the reach of
the innovation. All of the encountered and ana-
lyzed innovations we found were classified as tak-
ing place in gradual and sequential increments,
while none of them were categorized with the
code for a radical expansion (RAD)'®*2, Regard-
ing the degree of novelty in product innovations,
we found in our analysis mention of the code for
market novelty (MER), and for organizational
novelty (ORG) in the case of UBS. Once again,
in this category it was possible to identify evi-
dence of the inseparability of production from
the consumption of a service*. The end-user
actively solicits the intervention by which the
provider utilizes his skills in their favor, thereby
determining the nature of the analysis of health
service innovation.

Innovation of Processes

When we consider the definition of process
innovation in light of what was encountered in

the empirical evidence, elements were identified
which mobilize and modify the coordination of
the production of a service, which in the context
of UBS includes significant changes in relation to
techniques and equipment.

One example is the innovations that incorpo-
rate the addition of new equipment in the pro-
duction of a service, such as the autoclave, which
allows the UBS to perform its own sterilization
of all the material used. This is in contrast to the
way the process was previously done, wherein
all the material was collected by each individual
UBS and transported to a sterilization site, caus-
ing delays in delivery and loss of instruments and
material.

Process innovations constitute significant
changes in the production techniques of a ser-
vice, shifting activities and functions to the UBS
as the efficient location for the provided service.
As one example, we have the collection of labora-
tory data and tests conducted in the household,
which brings equipment and staff to the house
of the patient. This avoids moving the patient to
other facilities, minimizing the high absenteeism
that for financial reasons is related to the mov-
ing of the user, and avoids the discontinuation of
treatment. Another process innovation was the
regulation of additional shifts of family visits by
the ESF, established under systematic control for
the special needs of the UBS population, current-
ly carried out with the assistance of five automo-
biles and one home service team (SAD) together
with an ambulance.

The matrix support method of mental health
was identified by ten UBSs as a process innova-
tion. Two or more teams with different profes-
sional training, together in a collaborative project
with the UBS, created a proposal for a therapeu-
tic educational intervention in an approach with
the family, according to the mental disturbances
of the patient. Formerly, individuals were trans-
ferred to specialists according to their specific
needs. In light of this change, according to the
analysis of the interviews, patients persisted in
their therapy with recurring participation, as did
the families who were responsible for guiding
their everyday activities.

When considering the groupings of process
innovations, we can emphasize that all of them
were given reference codes. The most frequently
referenced code regarding the cause of these in-
novations — the necessity for change in a given
behavior — was for service coordination (COR),
followed by management (GES) and communi-
ty demand (DMP). The analytical category of
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state and condition — how the innovations were
introduced — resulted in the most frequent ref-
erence to the code for local analysis on the part
of workers and the community (ANL), present in
eight of the fifteen innovations, followed by the
expansion of the physical, material, and person
infrastructure (AES) and the acquisition of tech-
nology (AQT). The utilization of resources listed
in this category to achieve process innovations
originated with employees and the community
that are involved in the production of the health
service. In other words, the relation of the ser-
vice that yields the result in the form of changes,
improvements, and even innovations, involves
direct interactions all throughout the productive
process which require the participation of the
end-user as an essential element'>'**2,

In the category of where these process inno-
vations take place, we observe the highest rate of
incidence in the UBS (NAU) for ten out of fifteen
innovations, followed by four instances that oc-
curred in the community (NAU). In considering
the analysis as a whole, in which a large portion
of the UBS is shown to be a cause for the coor-
dination of services (COR), it becomes plausible
to assert that the sector or locale where this im-
provement took place was the UBS. However, it
should be evident that the final objective would
be the quality of service delivered to the commu-
nity. In addition, we identify that the intensity
and extension of change are caused by the scope
of process innovation with frequent references to
all the innovations as incremental (INC).

Regarding the degree of novelty in process
innovations, we find only two major frequent
references to the market code (MER), which re-
fers to innovations in nutritional education for
school meals with the support of the SME, and
education in physiotherapy at the neighbor-
hood NGOs for the inclusion of treatment by
the UBS of patients with movement disabilities
that can benefit from the long-term maintenance
of treatment. Two innovations — dispensation of
continuous prescription drugs for patients with
hypertension and diabetes portioned into sepa-
rate bags with labels specifying the quantity and
interval of dosage, and the monitoring of diabet-
ic insulin depending on home application and
disposal using sharp-edged instruments — were
considered changes introduced for the market
and organization. The majority of the references
in the remaining innovations were to the code for
novelty to the organization (ORG) representing
changes in only an institutional context.

Innovation in Marketing

In observing the final results found in mar-
keting innovations, we identified systematic ac-
tivities in an organization, in the case of UBS,
oriented toward the search for and execution of
exchanges related to an environment, in this case
of the population, or aiming for specific benefits,
in the case of the increase in demand for custom-
er service and the consumption of services. The
innovations corresponded to the activities car-
ried out by the UBS and oriented to an external
public. In this sense, we can establish that there
is a marketing innovation in the publicizing of
services in association with religious institutions
where, within the setting of religious congrega-
tions near the local communities, there is a dif-
fusion of actions, campaigns, and the adminis-
tration of the population’s needs by the UBS. In
this same line of thinking, we verified the use of
research with the Local Health Council, seeking
to identify and address the deficiencies and weak-
nesses pointed out by the community in the con-
text where the USB is embedded.

Another innovation listed was the education-
al activity of companies in the county. As a result
of the current climate of growth of manual labor
in civil construction in the county, an education-
al booklet was created, aiming at the prevention
of work accidents and work-related disabilities.
Health professionals were shifted within their
work areas, developing initiatives for education
and prevention of the factors associated with the
augmented risk of these activities. The cost of
these accidents is enormous, as much for the in-
dividual as for the companies and for society®***.

There were innovations identified that re-
lated to the activities of creation, publicity, and
communication inside the UBS structure, evi-
dently oriented towards its users. Of these, we
cite the activities of radio publicity of actions and
campaigns by the UBS aimed at those waiting for
an appointment or looking for medication med-
ication, as a means of communication with its
users. In addition, activities that stimulated the
population toward maintenance and preventive
health measures were observed, as in the case
of the campaigns, “Perfect Smile” and “Healthy
Baby”

In relation to the overview of the rate of en-
tries of analysis by code in the first category, or
rather the motive for occurrences of these mar-
keting innovations, the majority of references
are to the healthcare knowledge and information



(INK) in a continuous process of creation, com-
munication, and distribution of value, under-
stood here as services offered.

In relation to the second category of anal-
ysis, referring to the resources utilized to make
the change possible, we obtained mentions of the
ANL code for all the innovations found related to
this theme. In this way, implemented marketing
innovations begin with health workers’ identifi-
cation and understanding of the necessity of new
approaches in their services, and of opportunities
to leverage improvements that establish stronger
links with the population, as for example in work
developed with the elderly.

The third category of analysis, which sought
to identify the location of the occurrence of these
innovations, showed references to the codes for
the population (POU) and the UBS (NAU). If we
are to consider that marketing innovations pre-
sented are improvements made according to the
health workers with and for the population, it is
suitable to identify their occurrence within these
units.

Regarding the fourth analytical category
about the scope of change, all the references were
to the corresponding code for incremental inno-
vation (INC). In the analysis of transcriptions, it
is observed that the interviewed subjects describe
the intensity of change in terms of the different
sequential stages that culminate in a process of
consolidated change'®*?, apparently well repre-
sented in the case of innovations like “Perfect
Smile,” “Healthy Baby”, and “Guidebook for Civil
Construction — Risk Prevention and Healthcare.”

In conclusion, in the category of novelty,
marketing innovations presented references to
the codes for the market (MER) for three inno-
vations: in the publicity for UBS services carried
out in association with religious institutions, and
in the campaigns “Perfect Smile” and “Healthy
Baby”, where in the transcript analysis the inter-
view subjects remarked that there did not exist
similar or better practices, even within the private
healthcare market in the county, for these types
of actions. Regarding organizational novelties,
we obtained references to eight innovations.

Organizational Innovations

In the organizational innovations intro-
duced, we identified methods of improvement in
the organizational practices of the workplace and
in management (OCDE, 2005). Those practices
related to organizational improvements in the
workplace corresponded to innovations such as

restructuring that provided different age groups
better access to the physical space for consump-
tion of UBS services, and the structuring of an
observation room for cases in the most fragile
states of health that need monitoring. An elab-
oration of standards of operational procedures
(POP) was also considered an organizational in-
novation, as it established a standardization and
balancing of medical staff and other high-level
professionals that attended various UBS, who
sometimes bring their own mental models to the
work process.

The mapping of UBS users by address con-
sisted in a standardization of actions determined
by microareas of specified user groups, charac-
terized by similar needs, for referral to ACS teams
in an optimized form seeking rapid resolution,
understood here as principles of efficiency and
efficacy in quality of healthcare®®. The family
medical chart was also identified as an organiza-
tional innovation in some UBS, where a model
was elaborated for the collection and control of
all information relevant to a family. This method
permits the elaboration of strategies in guiding
the proposal of services based on the ESF model,
strengthening the link between users and the ac-
tions and services of the UBS.

Another organizational innovation encoun-
tered refers to computerization (SIS.SAP) for
scheduling units and material storage, present in
forty-one UBS. This innovation was classified as
organization although the control mechanisms
already existed, with only a change to the mental
model of utilizing digital information. This was
a significant change in the thinking of managers,
which brought as a consequence an improvement
in the various difficulties confronted by the UBS,
such as the misuse of the SUS card in duplicate
withdrawals of monthly medications, difficulty
in scheduling special procedures, and others.

The online organization of patient referrals
to the hospital, by way of the Hospital Bed Da-
tabase, was also considered an innovation, as it
permitted transparency of action not only for
the health workers that comprise the UBS, but
also for the patients who consult the UBS as their
first contact in the search for information about
the process of hospitalization. In the end, the
permanent healthcare education, achieved and
strengthened weekly by professionals and ad-
vancing different training, aimed at the improve-
ment in the handing of customer service in the
proposal of actions and services. It was identified
that these actions permit the establishment of
analysis based on improvements demonstrated
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in the management practices of UBS with other
levels of hierarchy in RAS, as already occurs in
international contexts and work practices®**?.
Furthermore, in the example of the county we
cite the flux in scheduling of high-risk groups
such as diabetics or patients with hypertension
that is done via telephone with UBS, giving these
patients priority in terms of local medical service.

As a motive for organization innovation, we
found five innovations representing the most fre-
quent references to the code for coordination of
services (COR, coordenagio do servigo), followed
by the code for rapid patient attendance (AGA,
agilidade no atendimento). If we consider that
the identified activities have as their objective
the optimization of organizational methods and
management, it is therefore appropriate for the
interview subjects to consider that these changes
were motivated by the necessity of coordination
that facilitates the advancement of the process,
which consists of servicing the population.

The second category of analysis — which is
concerned with how these innovations occurred,
or rather, which resources were necessary to
make such changes viable — the most frequent
factor mention in the analyzed interview tran-
scripts was the local analysis made by health
workers and the population found in seven in-
novations, followed by the physical, material, and
personal expansion (AES). Once again, for this
theme we obtained an identification of the neces-
sity for improvement based on the viewpoint of
the actors involved in the process of innovation
in health services. In the category of divisions/
locations of the occurrence of changes, we ob-
tained the most references to NAU in six inno-
vations, and references to code POU in four. All
the innovations were considered incremental by
the analysis of the extension category. For the
degree of novelty in the organizational innova-
tions, we encountered in the analysis of the whole
group that six innovations obtained mentions to
two of the proposed codes, however none of the
innovations presented a major rate of referral
to the code MER, which presupposes that these
changes remained new for the organization, a re-
quirement to categorize them as an innovation
according to the literature®'s*2,

Final considerations
Innovation is synonymous with change and, in

the organizations that develop them, offering ser-
vices and setting new processes in motion. The

APS represents one of the most relevant interven-
tions of the SUS™¥, in contexts of great social,
economic, and demographic diversity mediated
by technical, ethical, and political injunctions
that make possible the organizational success
and, consequently, the effectiveness of the inter-
vention. In this sense, the different forms of iden-
tifying innovations are in some fashion related to
characteristics of their production. The study of
innovations in a product and/or service, process,
organization, or in marketing corroborates our
understanding of the dynamics of innovation and
interlocutions in the trajectory of APS.

According to our research, the innovations
occur principally at the organizational level, and
in this environment, the innovations are empha-
sized due to their capacity to find the best ways of
doing things or taking up challenges, in spite of
what are often very limited resources. The inno-
vation in APS represents the capacity for adapta-
tion, of the development of a culture of excellent
and of continuous improvement in search of
quality*"**. The analysis of productivity in APS is
one determining factor in the evolution of health
systems at the local, regional, and national level.

It is worth highlighting that in the interpre-
tation of innovations found in the four proposed
dimensions, the process of innovation is identified
as continuous, being constituted by a series of in-
cremental changes in the organizational environ-
ment. These changes span improvements in the
intended function, as a new or improved disposi-
tion; a technological procedure; an administrative
tool that furnishes a variation in production; in
the delivery of health services; or in the instru-
ments necessary to their delivery. Hence any char-
acterization of the process of innovation should
initially begin with the concept of innovation as
a response of the organization to the pressures
of the environment in which it exists. Therefore,
starting with the motivating factors of innovation,
we find elements associated with these responses,
such as the necessity of onsite management, co-
ordination, demand from the population, and the
generation of information and knowledge. How-
ever, while understanding that there exist APS
structures in other Brazilian counties that have
already considered actions and services identified
in this research, for the researched counties these
were emphasized as differential, aside from being
highlighted in the literature and official docu-
ments as innovative practices.

Thus, studies that highlight and have as their
object the innovation of the basic health network
can optimize changes in the form of services de-



livered to the population, serving as a basis for
larger changes in the formulation of public health
policies and, crucially, for very important ques-
tions to the scientific community that could be
an agent of transformation in the way that these
services are conceived and planned, impacting
the improvement of the healthcare system. This
study produced findings about a theme with few
empirical studies, from the standpoint of innova-
tion in APS, however it is limited to pointing out
the possibility of the identification of limitations.
Given the importance of the theme, especially for
those responsible for the management of labor
in the SUS, the conducting of complementary
studies is necessary, with the aim of elucidating
opportunities and discussing technology in the
process of health work, especially in APS.

In spite of the fact that the research aims to
encompass the population of the UBS that rep-
resents the APS of the county, it can be empha-
sized that this does not allow generalizations, sine
the results found in this exploratory research are
not always the same as those found in a differ-
ent field situation where there are often unfore-
seen variables and elements that can impact the
results. For this reason, the conclusions remain
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restricted to the research environment; however,
they suggest an orientation for conducting works
based on these researched themes, by the rigor in
the description of the methodological stages that
represent a necessary characteristic of explorato-
ry and qualitative research.

In the same way, while the empirical results of
this article suggest some limits to their reach, in
the sense that they involve an exploratory study of
a county APS, the empirical evidence reinforces
the central supposition of the research: that there
are actions and services considered new practices
offered by the basic healthcare unit to the com-
munity, which therefore constitute innovations
and consequently a local development. As a
proposal for future research based on the results,
and with the aim of refining and complementing
the findings, we suggest expanding the research
to other municipalities in the state. Since the
characteristics regulated by the government are
considered as guidelines, yet also establish the lo-
cal implementation of healthcare actions, we find
that it is at the local, county level of responsibility
that there is an effort to furnish information con-
tributing to the development and incorporation
of these actions on a national level.
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