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ABSTRACT

This study had the purpose to evaluate the qualitile health service provided at a Family Health
Unit (FHU), with emphasis on user satisfaction,dohsn soft technologies. Furthermore, this study
also aimed to analyze the aspects of health categgmerated user satisfaction or dissatisfaction
regarding attachment, accountability, providinguiohs, expectations, relationship, comfort, and
access, and to identify recommendations for loc&ériventions. The authors made a general

characterization of the population seen at theiastudervice, and then selected the subjects. The



study used a qualitative approach. Data were delfiem semi-structured interviews, and ordered
using the Collective Subject Discourse (CSD) methidte analysis reveals the importance that
service users assign to the soft technologiesalsotshows the need to reduce the waiting time for
medical consultations and referrals, and to oldaitess to medication and dental care at the same

location. These factors generated great dissatiisfaamong users.

Keywords: Consumer evaluation. Consumer satisfaction. Fanaiith.

Introduction

In 1978, at the Alma Ata Conference, an internaigroposition was made as the key to
reach the goals of international governments agdrozations and the world community regarding
world health: Primary Health Care (PHC) (Starfied@04). The main aim was to improve quality of
life and contribute with world peace. Since theH(Phas referred to essential health care, which is
based on scientific evidence, socially acceptedtipermethods, and on technologies that become
accessible to individuals and families in the comityuby acceptable mearsnd at a cost
sustainable to communities and countriegauthors’ highlight), regardless of their developine
stage. (...) It is the first contact of individuafamilies, and communities with the national health
system, bringing health systems as close as pedsilpeople’s life and work places. Moreover, it
consists of the first element of a continuous thecdtre process (WHO, 1979).

Still regarding the process of rethinking the coemplssues of the health sector, other
international meetings have marked the lat8 @éntury. Such events include the conferences in
Ottawa in 1986, and Bogota in 1992. Both eventsngly emphasized on “health for all” as a

fundamental human right (Brasil, 1996).



In this scenario, Brazil holds its"8National Health Conference in 1986. This event
crowned the Sanitary Reform movement, which hatlabed in the country the decade before.
Health is hence acknowledged as a right to alladdty of the State. This gives health a broader
concept and marks the beginning of the construaifahe Single Health System (SHS), with the
legitimization of the people’s participation. Briagkperienced a group of administrative, political,
and organizational reforms to the country's pubiiealth policies, and there has been much
advancement to the legislation (Raggio et al., 1996wever, a great challenge must be overcome
in order to “...change the form by which health actions are produmed the way health services

and the State organize to produce and distributegarvicé (Pereira, 2001, p.15).

From this perspective, the Family Health Prograstaldished in the country in 1994,

consists of another strategy with the purpose to

. contribute to redirect the health care modededaon primary care, in
agreement with the SHS principles, posing a newitictdynamics in Basic
Health Units by defining responsibilities betweepalth services and the

population. (Brasil, 1998, p.10)

In fact, a public health policy strategy that woutdke it possible to establish what had
been announced in 1978 in Alma Ata, “health foriratihe year 2000”, and to recognize the health
care model by means of the focus on Primary Cane. duthors consider that facing the battle to
transform the way “health is provided” in Brazildschallenge, since the health-disease process is
considered exclusively as an individual phenomenentered on the client’s body and founded on
the biomedical perspective. Disease is the objebealth work, and its resulting proceedings are

the purpose of that process (Pereira, 2001).



Transforming the Health Care Model implies on (re)ewing the health work process

The present study considered the definition forlthe@are Model as proposed by Merhy
et al. (1997), i.e., an organization of health E&w¥ based on a certain arrangement of knowledge,
as well as the projects for developing specificialoactions, and, yet, as a political strategy of
particular social groups. Therefore, it is cleattto (re)construct changes, many work fronts are

called for.

The institutional culture of the traditional, antilldhegemonic, model is based on a work
process in which the health care praxis is focusedcuring diseases while centered on the
complaint-conduct (Almeida, 1991). This conductclsaracterized by a linear and mechanic
rationality, founded exclusively on biological kniedge and technical and ‘medicalizing’
interventions. It should be emphasized that thimfof care is the result of a long history period
rooted on the group of dichotomies that goes thmotlge organization of health services.
Furthermore, it has been supported by the logithefmarket, with the purpose to make profit,

assigning people’s health needs a background positi

Considering these observations, this study doesaimt to deny the importance of
biological knowledge and technical and ‘medicaligimterventions. Rather, the main concern is to
avoid taking this as a single and unilateral issné to understand it as a problem triggering an
action that may answer the user’s particular needs atablesh emotional, cultural, and social

relationships, channeling a collective perspediveard organizing the demand.

The authors agree with several other researchasc{idento, 2004; Mehry, 2002; Pessini,
2000) regarding the mode of production in healtrecin the sense that, to (re)construct the

prevailing praxis, care would have to be producetha purpose of the health work process.



“Care is what opposes carelessness and disregaBdff (1999, p.33) defines care as‘attitude

of occupation, concern, responsibility, and affeetinvolvement with others”.

The term care covers health practices that involve many constoersa. For health
practices to establisbare as the final product implies that services comenehthe following:
welcoming, responsibility relationships, autononfiylee subjects involved, health needs, solutions,

commitment, social and economic aspects, and ppblicies; in other words, integrality.

According to Pessini (2000, p.236%dfing is more than an isolated act, it is a coms$ta
attitude of occupation, concern, of taking respbitity and becoming tenderly involved with
others”. It should be recalled that the act of caring iegpthe act of curing, because the biological
aspect still exists. However, as stated by Silvaaltet al. (2003, p.123)it"is difficult for health
professionals to deal with emotions; they rathealdeith disease, in which the rationality of
biomedicine establishes a reference and intervangioints for the identified ‘lesions’ and

‘dysfunctions™. This search to (re)construct health practices,iderisg health care production as
the purpose of the health work process, alreadyiésiphe need to incorporate other tools in the
process of health service production. In this sesst technologies should also consist of health

service production tools.

Soft Technologies in Health

Mendes-Gongalves (1994) does not restrict the mgaofitechnology to the set of material
work instruments. Rather, this concept also addeeksowledge and its material and non-material
results in the production of health services, stathat technologies bear the expression of the

relationships established between men and the tshjéth which they work.

Mehry (2002) includes to the referred definition tethnology the knowledge used to

produce unigue products in health service, as aglihe knowledge required to organize human



and inter-human actions in production processes diithor classifies technology in three types:
hard, soft-hard, and soft technologies. This wapddressing the technologies present in health
work is presented by Mehry, with emphasis on tlot laat hard technologies refer to equipment,
the machines that involve dead work, fruit of otipeoduction moments; hence, they comprise
well-structured and materialized knowledge andoasti which are finished and ready. Soft-hard
technologies refer to the grouped knowledge thatlesuwork. That is, the norms, protocols,
knowledge produced in specific areas, such ascelamidemiology, administrative knowledge, and
others. The main characteristic is that they cosepdaptured work, but with the possibility of
expressing live work. Soft technologies are thaselpced during active live work. They condense
interaction and subjectivity relationships, allogifor welcoming, attachment, and accountability
to occur, in addition to making subjects autonomdshry et al. (1997) affirm that it is necessary
to make changes in the work process focused oprtieess of making soft technologies effective,
as well as their forms of working with other teclogies. In this sense, changes would be
strengthened if soft technologies were incorporaméal the work process, and in the encounters

between workers, and between workers and users.

These technologies are needed in health procemsgsfrom this perspective, the authors
agree with Pereira (2001), who states that theogildhnot by any hierarchy in the values of the
different technologies. Their importance dependghensituation. However, one must not forget

that every situation requires soft technologies.

The purpose of the present study was to evaluataytiality of the care provided in the

selected service, focused on user satisfactionbased on soft technologies.



Evaluation from the perspective of satisfaction

According to Contandriopoulos et al. (199&)aluation is an activity as old as the world.
A literature review shows that there are many cpteeegardingevaluation.These authors also
state that This brief review on the state of knowledge shdwasit would bevain to propose one
universal and absolute definition for evaluatign.31, our highlight)". They also propose one
widely accepted definition that could be adoptedato which states that tevaluate means to

value an intervention or any of its components, wit the aim to help to make decisions.

Therefore, the improvement to service deliveryhe health system should be the main
motivation to perform an evaluation (Hartz, 199¥yom this perspective, the present study
‘listens’ to what users have to say, because thahegin statements are certainly not uniform nor
constant, they will present social phenomena, iddal and collective expectations, as well as

economic, political, and cultural factors that vgillrely affect service outcome (Oliveira, 1998).

By assuming that health care quality consists ofjedlve (represented by
knowledge/technical actions) and subjective (reprxd by relationship aspects) dimensions, the
authors of the present study defend that healthiceeproduction should be based on care and not
on procedures. Malik and Schiesari (1998) statatl dhy discussion regarding quality carries an
implicit or explicit notion of evaluation. They alsstate Donabedian (1990), and refer to three
dimensions for health service qualitgchnical performancehat is, applying medical knowledge
and technology to maximize benefits and reducesyigkerpersonal relationshipghe relationship
with patients; andamenities comfort and esthetics of the facility and equipinat the service
location. Satisfaction can exist or not in any béde dimensions. What rules is if the user's

expectations were perceived and answered.



In 1990, Donabedian defined the concept of qualitg stated seven attributes, or pillars,
over which quality lies: efficacy (the best thatncbe done, in the most favorable possible
conditions); effectiveness (to achieve the besgamiess of conditions not being ideal); efficiency
(maximum effect, lowest cost); acceptability (asatmd with the user's expectation: conformity
with the services and patient and family’s aspirati and expectations); optimization (creating
more favorable conditions to solve problems); letaty (users accepting and approving of the

health services); equity (effort to reduce inedies).

According to Uchimura and Bosi (2002), the subjectiimension of service and program
quality — here it includes the evaluation of usatisfaction — is a territory that remains little
explored. Furthermore, it certainly holdsiany aspects to be unveiled, since it belongeo t

world of changes, of the profound and privat&chimura & Bosi, 2002, p.7).

In this study, the authors agree with other re$masc that associate satisfaction with
psycho-cultural factors, which are believed to bBpable of affecting the user’'s perception toward
the service, and would therefore affect their judgtnregarding the care that was provided. The
authors, however, also believe that by changingdha by which care is produced, using quality
and not only quantity, responsibility and not odigpendency, using care and not only reserved

techniques, satisfaction will be the final outcoofi¢ghe health work process.

Methodology

This is a descriptive study;aase study with a qualitative approaalsing semi-structured

interviews for data collection.

This study was performed in a city in Northern $awlo State, 313 km from the capital.
The city has 543.885 inhabitants (SEADE: 2005)wbfch 99.47% live in the urban area. The

municipality is divided into health districts and icompetent for Full Municipal System



Management, according to the Health Care Operdtidoan [Norma Operacional de Assisténcia

a Saudg(NOAS/ 2002), the latest norm issued by the Hellinistry.

The studied health unit, named Sumarezinho BasicDistrict Unit [Unidade Basica e
Distrital do SumarezinHp belongs to the West District area and is under technical and
administrative responsibility of the Teaching Heaenter of the Ribeirao Preto College of
Medicine (University of Sao Paulo). The studied Harhlealth Center (FHC) is one of the five
centers of the aforementioned Teaching Health Cehte health team working there is composed
of one physician, one nurse, two nursing auxilgrand five community health agents. Since it is a
Health Unit of a teaching, research, and caretinitn, it counts on the work of five Community
and Family Medicine residents, groups of underguéekiof the medicine, dentistry, nursing, and
other courses that require internship; as well @sgraduates from several units of the Ribeirao
Preto Campus, working on their field research. Tingans that the health care provided at this unit

is performed by other people besides the minimumk weam.

The studied FHC received people of varied areasesat the same time it covers three
slums of the city’s west sector, it also coversaega of “higher standard” inhabitants from one of
the neighborhoods in that area. Of the five miaeaa belonging to the Center, only micro-area 2
is composed exclusively of families at risk, be@atiese families live in a slum. The other micro-
areas consist of families of different social céssavhich results in health conditions that are als

very diverse.

The team has 836 families registered in the Basite @nformation SystenSjstema de
Informacdo da Atencdo BasicaSIAB; February 2004], which represents approxatya8000
people. The research subjects are 18 users whothisesgtrvice at least once. All subjects were at
least 18 years old, and belonged to families treevselected at random from a proportion in each

respective micro-area, determined according tadted number of registered families. Only one



respondent per household was considered, the pearsorfirst answered the interviewer or the
person who was responsible for the service usemlmgrekd to participate in the study. When there
was more than one person in these conditions,wheyd point themselves who would participate

in the research, since only one person per fansitygithe studied service would be interviewed.

Data were obtained using the Collective Subject@isse (CSD) method, a qualitative
approach proposal designed by Lefévre et al. (20089 CSD is a legitimate, though not the only
way to understand the social representations regteby verbal discourses presented by this
population. To organize and tabulate the discourkes “methodological figures*were used,
which are indispensible to perform an analysis iabekpretation of these thoughts or statements:

key-expressions, central idea, anchorage, andctisesubject discourse.

After obtaining the data, 61 collective subjectcdigrses were outlined. For the analysis,
the discourses were ordered according to the sityilaf ideas, and thus four broad themes
emerged: “the expectations”, “the reality we havgiroducing soft technologies”, and “the

suggestions”. The CSDs were ordered in these liheades so as to achieve the study’s objectives.

Results and discussion

In thefirst theme, the expectations, the aim was to find the meathiagusers assigned to
health, since it is understood that this wouldwlto collect the subjective perception they had of
reaching their expectations. It is important to eember that, according to that explained by Souza
and Pereira (1999), the patient’s idea of health affect their judgment over quality. Tanaka
(2005f and Santos & Lacerda (1999) state that when etiatphealth service quality, especially

regarding satisfaction, one should know the patier@eds and desires.



In this study, the interviewer began by askingitiierviewees what health meant to them,
and the result was a number of discourses withrslivigleas. The first idea that emerged was that,
although health is inherent to people’s lives, wihasked “what health is”, they find it hard to

express their ideas:

Health means we have health, right? It is beindtinga.. Oh my, how can you tell if
you are healthy, it's hard, right?...I never thougihout what being healthy means! CSD

5

Another emerging view is centered on the biologaspect, as the absence of disease,

where health is associated to the presence ofatterdand medication:

The medicine | need. CSD 9

We hope to find the doctors. CSD 12

It does not take long to be seen. CSD 13

These users’ expectations also show health as beéngervice itself, and the service being

associated with “good health care”:

Health is a place you can go when you need toyandare well cared for there. CSD 1

There are, however, other factors associated veitt, which make it a broader concept.
The view presented in this discourse shows thaiceusers present other expectations regarding

the health they should have:

If it is not physical... it is harder to find out,we don’t have good physical health, |
don’t know if it is because of the food, the ladlegercise, we are missing out on these

qualities .... a job, you know (...). If we havesk things, then you have normal health.



But, if you don't, then it's hard, right?... healtkepends on many factors you know,
health includes mental health, spiritual healtld physical health,... taking good care of
yourself, not taking drugs, not drinking alcoholh.O it's having...good development
you know, having a stable life, a good life at hoyoe know, filled with harmony and

peace, an unhealthy person isn't happy, they haveappiness in life, right? Indeed,

health includes a lot of things! CSD 6

... doctor, | don’t know, someone who would, lie@alyze you closer, who..., gives you
more attention, more priority in the care theydsij..and the doctor should really solve
our problem, right? He should listen to us firgi,vge can tell him what the problem

is,(...) .You go to the doctor and he doesn’t exanthe way you live, he doesn't pay
attention to you, he just takes a look at you ardls you home,... how should he know

what’'s wrong with me?... CSD 10

According to Stenzel et al. (2004), satisfactiosuits from judgments regarding several
attributes, which includes providing solutionste demands, as well as access, health care quality,
and the conditions of the facility. These authdss @ite Vaistman et al. (2003), when referring to
the users’ perception regarding the health praztatehe services develops by associating at least
four dimensions: individual subjectivity, the sdgie culture, the relationship network established

through history, and the situation of a particdantext or the immediate experience.

These discourses showed that service users arecatdport their need of being cared for
by professionals who do not reduce them to fragmehtheir physical body, and rather see them
as whole beings. Users deem this characteristgnofl medical/health praxisthe doctor has to
examine the person, see what's going on, in orleet what the person does or doesn'’t have,..."

CSD 8.



The second theme — the reality we haveverified what exactly happened during service
practices at the studied Center. At this momerg, itherviewees answered questions about the
service, how their appointment was processed, thekexs at that location, and their answers

provided an idea of how, or even if, the productibcare took place.

The first item analyzedvas accessand, according to Starfield (2004), it is thenfoby
which people experience the characteristic of sendccessibility. Primary Health Care has a
unique characteristic, which is first-contact caeery time there is a health demand that enters th
system through primary care, there is a better aghaf granting better quality in referring the
solution to the user’'s need. This better chana@dsis associated with the relationship established

between users and health professionals, problamiaoland the continuity of health care.

One CSD clearly showed the user’s satisfactionrdigg the place where the center is

located:

Oh, it is good... really close to home ... (...ecBuse it isn’t too far for us to go (...) |

think the location is good...(...). CSD 38

The quality of the facility is another attribute tife service that can be subjectively
evaluated by the users in terms of their satisfactit is observed that the first discourse cowdd b
translating the state of accommodating to thing#fen quite as if it were "like this anyway "; i
so common for public health facilities to lack nmtaimance that it becomes obvious, so people are

unable to recognize it as good or bad:

(...) The other things are just like at other Healhits. We get used to it! | was
uncomfortable in the beginning, you know? But now lused to it, | have no
complaints! If | don’t have to stay out in the raor under the sun, it's just great! CSD

45



It is also important to consider if satisfactiomaeding the relationships, "feeling at home
at the Center", could be responsible for the ufskng that it is good just the way it is. This is
because their expectation has been "decoded" dweldsdhey received good service, they were

welcomed, and thus the condition of the facilityit considered so important.

Oh, for me it's normal, you know? There’s no némdchanging anything... (...). | think

it's good, you know? | don't think it needs anyuéding. CSD 41

Other discourses emerged, which showed that di¢setion was also present. A first
discourse presented the view of health toward itrgadiseases, in which the need of having a

building like a hospital was the user’'s expectation

It's more like a house, you know? It's not a builgli it's .. like, it should be more like a
hospital: with a wider door,...a building likelike an emergency room or health units,

you know? CSD 4

The 'building” stated in the above discourse holds an image gitabsrchitecture, which
is determined by the norms standardized by thetcgarinstitutions, with normalizing functions.
However, perhaps a less-improvised architecturelldhioe considered, one that would allow or

even strengthen the change in the health care model

In the process, the factor “delay” to receive cdre, seen by a doctor, or undergo
procedures and exams was discussed with the ieteev$, and the CSDs showed satisfaction at

some moments and dissatisfaction at others.

Starfield (2004) presents the time issue in thepfdhg way: most emergencies should be
seen to in one hour, in about 90% of cases; aautdittons should take no longer than one day to

get an appointment, also 90% of cases; regardintineo procedures, follow-up visits should be



scheduled for one week, in 90% of cases; and,ljintile waiting time at the Unit should be less
than thirty minutes, in 90% of cases. In fact, ¢hisrstill a long path to be pursued before achgvi

these goals, as shown in the discourses below:

| got an appointment, but it takes long, they scifeed for after two or three months,

because there’s always someone ahead of you. CSD 19

I've waited 5 hours,.. from noon until 5 pm justhie seen, for example | go in the
morning and they tell me to come back in the afiem;...if | go without an appointment
it takes a while, you know? | have also been seesoan as | got there! There were
many times | needed an unscheduled consultationttaydsaw me immediately,...we

wait for our turn. CSD 29

The CSDs showed how this time occurred at the @nit, how time was "relative”, that is,
what took long for one person might not be longaoother. Subjects also reported that the service

took long, but it was good anyway. It appears thabd service" justified the delay:

Well... it is still far from that goal, you know?d average, you know? And should it
take so long ... at least the doctor | was seeBig?anywhere you go, it takes long to

see the doctor,... so we have to understand.mégiit's good! CSD 18

Thethird theme, in fact, was just a part of the process, sineeatlithors understand it as
an evaluation of the satisfaction, but considetiregpresuppositions of the present study. Here, the
emphasis is on the issue of soft technologies, thisssection analyzes the CSDs referring to

relationships.

The first idea that emerged from the CSDs, regardhre differences of the services,

addressed the relationships as “serving well” amotyservice". This is in agreement with Mehry



(1998), who stated that the health crisis fromubers’ view regards the lack of responsibility and

interest in their health:

The center offers really good service! We havenfieehere, you know? | felt that
the nurses are very considerate, they talk withtnest us well,... (...). ...you'’re
treated with more love than in other places, bex#usy already know you. Nurses
and doctors treat us differently... their caredtalty different. Fortunately, we

always feel welcomed! CSD 49

People here are really considerate... And the thiadike the most is to be treated

well, just like we treat them, right? They treatraally well... CSD 20

This discourse also shows the human-to-human tegdtfitreat us just like we treat them,
right?"; and"people who take care of 'UMishima et al., 2004), people who welcome othaus
also need welcoming. Welcoming places are plagesXchanging human thingd, give you and

you give mé

Franco and Magalhdes Junior (2003) state thatcelinpractice translated into acts of
listening and speaking, in which diagnosis takeshendimension of care, has been lost over time
and was replaced with the prescriptive act anded k&lationship between professionals and users.
Today, an attempt is made to recover the productiaare, since this is the only way to work with

the health/disease process to produce, in thecesrvirue health in its broader concept.

The forth theme pointed out the users’ suggestions to improve éreice. The aim here
was to not only gather data regarding actions tpdyéormed with social participation, but also to
analyze, at this moment, the population’s satigfacand dissatisfaction regarding the needs that

were raised previously.



One of the stated issues is having a 24-hour seatithe Center. It is worth remembering
that, maybe at this moment, what users are regliyg to suggest is that the “good service” they
have received, in fact, should be present in elienfth care location. Hence, a reflection is called
for — health care quality is what really matters ueers, as well as, unquestionably, the

responsibility of the workers caring for their tbalThe discourse states:

Just like the Cuiaba Health Center, 24 hours. Ereice should also be available on
Saturdays and Sundays, so we wouldn't have to d¢othel way down there,

and...having...providing... an emergency room herl, more services. | think it would

be good, right? CSD 57

Another suggestion that users presented is tofénéen the time issue: the time waited for
exams, how long it took to be seen, to solve themands. The delay, as mentioned before, is a
reason for great irritability and dissatisfactiaw those using the service at the Center. Since the
service is provided through good relationshipghatend users are pleased with the solution they
achieve. “Time" should be a concern for the het@ém regarding the provision of service, because
it is far from having the expected quality in tesnse. Users, however, suggest that more doctors

would solve the issue:

Oh, | was going to tell straight to him that thesed more doctors there, you know? (...)
If they had more, it would be better, right? Ouuation would be improved, then there

would be no delays... | think they need more d&ttGISD 59

Family Health teams also count on dentists, and ititerviewees remember this

professional as having an essential role in thestth:

There is a dentist at the Center, but it is akéfé wasn't one, you know? To tell the

truth, you have to go to the Cuiaba Center to getal services,.. here, the dentist just



looks at you and sends you to the Cuiaba Centel, ¥at makes is complicated, you

know? It does! It there was a place, a dental serirere, wouldn't it be easier? CSD 61

Users also state there is a need to improve thesado medication. Providing medication
could be the factor responsible for the idea tredrsl have of access to service, with better

welcoming and providing a final solution to theioplem:

There should be medication here at the Centertilgls difficult,... because there isn't
a pharmacy here, you know?(...). Oh,...if there was here, it would be much better.

CSD 26

According to Halal et al. (1994), user satisfactismssociated with getting the prescribed
medication at the same service location where thene seen. The authors of the present study
believe that having access to the medication andngat available at the unit would be the best

and easiest way for users to get the medication.

Conclusions

The present study aimed to evaluate user satisfddissatisfaction, mainly regarding soft
technologies. The results prove that, in fact, shelied service users consider the way they are
treated very important, and value the incorporatérthese technologies in the health service
production environments. They demonstrate strarggemdnen people do not greet them or call
them by their names. They also point out forms exvise, at different moments of the work
process, and value actions that show that worlegsgnize them as human beings. Users also
appreciate the commitment that workers at the Cdratee in obtaining the services they need. The
study also shows the appreciation that users hagarding the form that workers establish a

relationship with them, a welcoming relationshipithwaspects associated with attachment,



commitment, health accountability and autonomythis sense, the authors feel authorized to state

that soft technologies generate satisfaction, Wbeuased on health care practice.

The study also made it evident that users claimafaervice that offers the technology
resources needed to solve their problems in tHediaal aspect; the stress deficiencies of personal
and even structural resources, like the lack of dtistribution and having no dental equipment, or
yet the delay in performing exams. This reinfortke need to make different technologies

available (hard, soft-hard, and soft) in healthdpiciion processes.

Another aspect that merits reflection is the wogkhours, since users suggest a 24-hour
service. Perhaps this observation triggers a r&tatian of the current work hours. This system
answers to whose needs? Could it be reviewed wittheuneed to indicate uninterrupted working

hours?

The fact that users are satisfied by the implentintaf soft technologies did not make
them blind or unable to report their dissatisfatsiovith the work process or with the lack of
investments to answer the needs of those who yuté implementation of the service. This
circulation through the paths of satisfaction armbatisfaction shows that, with no doubt, there is
still a need for many investments. Furthermorerethis a need to incorporate the practice of
evaluating everyday activities, with a view to implent changes in the perspective of the guiding
principles in Primary Health Care and to strengttien Single Health System, making users the

central object of the work process.
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