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ABSTRACT

Objective: To evaluate the presence and extent of comprehensiveness in children’s healthcare in the context of the Family Health Strategy.
Method: Evaluative, quantitative, cross-sectional study conducted with 344 family members of children at the Family Health Units
of Jodo Pessoa, PB, Brazil. Data were collected using the PCATool Brazil — child version and analysed according to descriptive and
exploratory statistics.

Results: The attribute of comprehensiveness did not obtain satisfactory scores in the two evaluated dimensions, namely “available
services"and “provided services” The low scores reveal that the attribute comprehensiveness is not employed as expected in a primary
care unit and points to the issues that must be altered.

Conclusion: It was concluded that the services should be restructured to ensure cross-sector performance in the provision of child
care. Itis also important to improve the relations between professionals and users to promote comprehensive and effective care.
Keywords: Integrality in health. Primary health care. Child health. Health services evaluation.

RESUMO

Objetivo: Avaliar a presenca e a extensao do atributo integralidade na atencdo a sadde da crianga no contexto da Estratégia Satde
da Familia.

Método: Estudo avaliativo, transversal, quantitativo, com 344 familiares de criancas, realizado em Unidades de Satide da Familia de
Jodo Pessoa-PB. Os dados foram coletados por meio do PCATool Brasil — versao crianca e analisados a luz da estatistica descritiva e
exploratdria.

Resultados: Observou-se que o atributo integralidade ndo obteve escores satisfatdrios nas duas dimensdes avaliadas, a saber, servi-
cos disponiveis e servicos prestados. Os baixos escores obtidos revelam que o atributo ndo possui a extensdo esperada para um servico
de Atencdo Primdria a Satide e apontam para aspectos que requerem mudancas.

Conclusao: Registra-se a necessidade de reestruturacdo dos servios, buscando articulacdes intersetoriais na oferta da atencdo a sad-
de da crianca e a valorizacdo das relaces entre profissionais e usudrios a fim de promover uma dimensdo cuidadora efetiva e integral.
Palavras-chave: Integralidade em satide. Atencdo primaria a salde. Satide da crianca. Avaliacdo de servicos de satide.

RESUMEN

Objetivo: evaluar la presencia y extension del atributo integralidad en la atencion a la salud del nifio en la Estrategia Salud de la Familia.
Método: Estudio evaluativo, transversal, cuantitativo, con 344 familiares de nifios en Unidades de Salud de la Familia de Jodo Pes-
s0a-PB. Recogemos los datos a través del PCATool Brasil — version nifio y analizados a la luz de la estadistica.

Resultados: Observamos que el atributo integralidad no obtuvo escores satisfactorios en las dos dimensiones evaluadas, servicios
disponibles y servicios prestados. Los escores obtenidos revelan que el atributo no tiene la extension esperada para un servicio de
Atencidn Primaria a la Salud y muestran aspectos que requieren cambios.

Conclusion: Registramos la necesidad de reestructuracion de los servicios, buscando articulaciones intersectoriales en la oferta de
la atencidn a la salud del nifio y la valoracion de las relaciones entre profesionales y usuarios promoviendo una dimensién cuidadora
efectiva e integral.

Palabras clave: Integralidad en salud. Atencion primaria de salud. Salud del nifio. Fvaluacién de servicios de salud.
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Bl INTRODUCTION

An attribute is considered as being “that which pertains
to or is particular of something or someone; a condition,
property, quality, distinctive feature or symbol"". Compre-
hensiveness is a proper characteristic, that is, a characteris-
tic that defines a Primary Care Service (PCS) and is therefore
an essential attribute of a PCS®?.

Numerous efforts have been made to understand the
meanings of comprehensiveness in healthcare. Three sets
of meanings have been systematised for the term, name-
ly “comprehensiveness as a trait of good medicine’, “‘com-
prehensiveness as a principle/way of organising health
practices’, and “comprehensiveness as a governmental re-
sponse to specific health problems”®.

In the first meaning, the use of this term is considered
a value in the practices and attitudes of healthcare work-
ers, expressed in the manner in which they respond to the
needs of patients according to their singularities®. It val-
ues the relationship between health workers and users by
recognising the need to go beyond the exclusive applica-
tion of field knowledge. In the second assimilation, com-
prehensiveness is associated with the need to mainstream
and increase the coverage of healthcare programmes and
policies. It also acknowledges the incorporation of preven-
tive and assistance practices by the same service and the
collaboration of all care levels to prevent the fragmentation
of activities inside the health units. In the third meaning,
comprehensiveness is viewed from the perspective of con-
structing healthcare policies that can extensively respond
to the health problems that affect a given population
group, as in the case of policies that target children’s health.

The production of knowledge on the attribute of com-
prehensiveness in a PCS, specifically in children’s health, re-
veals that some conditions restrict this attribute in health-
care. These conditions include policy, institutional, physical,
and management structures, especially in relation to the
scarcity of resources and lack of inputs such as medication
at these units. Moreover, the inadequate physical structure
of the units, the professional and personal characteristics
of health workers, including their profile, and the work pro-
cess and values that these workers choose for their care
practices must also be considered®.

A comparative study® between PCS units showed
that the Family Health Strategy (ESF) in comparison with
Primary Care Units (UBS) obtained a better assessment for
the attribute of comprehensiveness in children’s health-
care. Therefore, the ESF may become an adequate service
according to its originating attributes. For this system to
work, however, funding must be increased to remedy the
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instability of resource input at municipal level. The same
study® points out that the education of health workers lim-
its comprehensiveness since it still targets a purely clinical
perspective based on the biomedical paradigm.

This perspective hinders the relationship between
health workers and the families of patients by preventing
any meaningful dialogue between the persons involved in
care and denying the knowledge transmitted by users. This
problem was observed in a study regarding nursing con-
sultations and the practice of comprehensiveness®, where
the traditional consultation mainly comprised normative,
informative and investigative communication that limited
the autonomy of the subjects of care and the possibility of
establishing a dialogue.

These findings are corroborated by a study"” that an-
alysed whether children’s healthcare education for nurs-
es incorporates the principle of comprehensiveness. The
evidence revealed a contradiction between that which is
proposed and that which is actually practised since ed-
ucation is fragmented and does not integrate the disci-
plines. Also, the theory is disassociated from the practice
and specific practice education, and therefore compro-
mises the incorporation of comprehensiveness in chil-
dren’s healthcare education.

This finding reveals the need to evaluate healthcare
services regarding the presence of the attribute in ques-
tion since comprehensiveness as a routine in care practices
is still considered a challenge for the PCS.

Studies that assess healthcare services are critical to
understand how these services function, their work pro-
cesses, and the obtained results, thus enabling service
quality and effectiveness. In relation to the PCS, the need
to assess these services according to their principles and
guidelines has been acknowledged®. Children’s health-
care requires more extensive and timely evaluational
processes that can shed light on the manner and extent
to which actions and principles of the PCS are directed
toward the child population®

Therefore, the guiding question of this study was, “Is
the attribute of comprehensiveness present at the Family
Health Strategy units and, if so, is it present to the extent
that is expected of these units?”The aim of this paper was
to evaluate the presence and extent of the attribute com-
prehensiveness in children’s healthcare in the context of
the Family Health Strategy.

B METHODOLOGY

This study is part of a multi-centric project titled Aval-
iacdo da Efetividade da Atengdo Primdria em Satde da Cri-



anc¢a conducted concurrently in two municipalities of the
state of Parand and one municipality in the state of Paraiba.
This study presents data of the study of one of the attri-
butes investigated in Paraiba.

This is a quantitative, evaluative, cross-sectional study
conducted at all the units of one of the Sanitary Districts
(DS) of a large municipality in the state of Paraiba. This DS
has 180,000 inhabitants, 53 healthcare teams, and a ser-
vice population coverage of 90.5%. This DS was selected
because it is the largest of the five DSs of the city’s primary
care network.

The study population consisted of family caregivers of
children from zero to ten years of age assisted at the USF
of the studied DS. The Primary Care Information System
(SIAB) was used to survey the number of children attended
within six months prior to the date scheduled for data col-
lection. The total number obtained during this period was
21,486 children. The sample was estimated using simple
stratified probability sampling with a proportional division
of the number of children who attended the USF, resulting
in a total of 343. The adopted margin of error was 5% with
a confidence interval of 95%. A total of 344 family members
of children were interviewed.

The inclusion criteria were family members and prima-
ry caregivers of the child; residing in the urban region of
USF coverage; with the capacity to understand, express
and respond to the questions; and familiarity with the unit.
However, only family members who had taken the child for
an appointment at least twice prior to the interview date
and who were waiting for an appointment were included
in the sample. The criterion for exclusion was family care-
givers who sporadically used the health unit for specific
purposes, such as immunisation, but did not use all the
services regularly. Children who had only been taken to the
assessed service once were excluded.

Data were collected in the waiting rooms of the 53
USF that make up the DS. The participants were selected
by being systematically approached in the queue as they
waited for the doctor’s or nurse’s appointment. The process
started by inviting the first user of the queue. If the user did
not accept the invitation, the next user was approached,
and so on.

Data were collected from September 2012 to February
2013 using the Primary Care Assessment Tool or PCATool
— Brazil child version, which was validated and published
by the Brazilian Ministry of Health. It has a total of 55 ques-
tions, of which 3 assess the user’s level of affiliation to the
service and 52 assess the attributes of the PCS. For the
purposes of this study, we used the 14 questions that as-
sess the attribute of comprehensiveness. In the PCATool —
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child version, this attribute is mentioned on two occasions,
namely under “available service’, item G of the instrument
(nine questions) and “provided services’, item H of the in-
strument (five questions)'?. The instrument allows scoring
for each attribute by using Likert-type responses with in-
tervals ranging from 1 to 4.

It should be noted that to evaluate each essential attri-
bute, as in the case of comprehensiveness, the tool mea-
sures the structure, which is where services are provided
and the resources required for provision, and the process,
activities, and procedures required to manage these re-
sources, according to the systemic model of healthcare
service assessments!'” adopted as the theoretical and
methodological framework of this study.

Data on the demographic and socio-economic charac-
teristics of the family were obtained using an instrument
that was specifically designed for this purpose, and includ-
ed information such as type of housing, marital status of
the child’s parents, occupation, household income, num-
ber of children per family, and years of schooling of the
primary caregiver.

The final score for the attribute comprehensiveness
was calculated using the average score of the answers, as
established in the PCATool user manual"®. The obtained
score was transformed into a scale of 0 to 10 as follows:
(score obtained - 1) x 10/3. High or satisfactory scores were
considered as being > 6.6, and low or unsatisfactory scores
were < 6.6 because they indicate the presence or absence
of the evaluated attribute, respectively, and, therefore re-
flect the quality of care offered by the service(”. The data
were processed using the software SPSS (Statistical Pack-
age for the Social Sciences) for Windows version 21.0. The
data were analysed by means of descriptive and explorato-
ry statistics according to the guidelines of the PCATool —
Brazil manual'® to calculate the attribute score. Data were
presented using average, standard error, and the minimum
and maximum values of each question included in the
evaluation of the comprehensiveness attribute.

The research observed all the ethical precepts of Resolu-
tion No.466/12 of the National Health Council. The study was
approved by the Research Ethics Committee under opinion
044/2012. The participants were informed of the research
objective and signed an informed consent statement.

B RESULTS

In all, the researchers interviewed 344 family members
of children who received care at the PCS in Jodo Pessoa
— PB, Brazil. Table 1 shows the socio-economic character-
istics of the study participants. Most of the families had
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incomes of one to two minimum wages. The primary
caregivers of the children were the mothers. These moth-
ers were homemakers and homeowners, and had 10 to
14 years of school education.

Table 2 shows the scores for the attribute Comprehen-
siveness according to the provided services and the struc-

Table 1 - Socio-economic characteristics of the study par-
ticipants, Joao Pessoa, PB, Brazil, 2013

Variables \| %

Primary caregiver of the child

Mother 313 90.99

Grandmother 14 4.06

Aunt 09 2.62

Others 08 233
Number of children per family

One 156 4535

Two 115 3343

Three 44 12.79

Four or more 29 843

Marital status of the parents

Stable union 167 4855
Married 108 3140
Single mother 47 13.66
Others 22 6.39
Years of schooling of the
primary caregiver
15 years or more 16 4.65
10 to 14 years 174 50.58
05 to 09 years 114 33.14
0to 04 years 39 11.34
Prefers not to answer 01 0.29
Family income
Less than one minimum wage 42 12.21
One minimum wage 159 46.22
Two minimum wages 91 2645
Three minimum wages or more 50 14.54
Prefers not to answer 02 0.58
Residence/Home
Home owner 186 54.07
Rented home 121 35.17
Allowed to live in the house 37 10.76

Source: Research data, 2013.

4 Rev Gatcha Enferm. 2016 Dec;37(4):e57067

tural dimension of the attribute. Most of the evaluated in-
dicators did not reach the cutoff point established for this
research (> 6.6). The low scores of the indicators “availability

nou

of nutritional supplementation programmes’, “treatment

"o

for harmful drug use’, “guidance for mental health prob-
lems”, “availability of sutures for cuts’,"guidance and HIV test
request’, and “evaluation for identifying visual problems’,
show that these services and/or guidance are not being
offered or referenced appropriately at the studied PCS.

The average score of the indicators evaluated in the
scope of available services also performed below the cut-
off point (5.3) revealing that the structural dimension of
comprehensiveness is unsatisfactory, that is, the service
does not provide the necessary structure to offer compre-
hensive care in all its dimensions.

Table 3 shows the scores for the attribute comprehen-
siveness within the context of the services provided, the
procedural dimension of the attribute, which is related to
the type of healthcare provided and the relationship be-
tween professionals and users. Only one of the evaluated
indicators, “guidelines for keeping the child healthy’, ob-
tained the satisfactory score of 7.6 (= 6.6). The other evalu-
ated indicators were unsatisfactory.

The low score in the context of the provided services
reflected on the average score of the attribute that, as in
the case of the structural dimension, was unsatisfactory.
The average scores of the available and provided services
were 5.2 and 54, respectively, which reveals the inadequa-
cy of the structure and processes used to provide compre-
hensive care to children in the evaluated PCS. The average
scores reflect the result appropriately since the values of
the respective standard errors (SE + 0.03 and SE + 0.1) are
low in relation to the average.

l DISCUSSION

A validated instrument was used to evaluate the pres-
ence and extent of comprehensiveness in children’s care
from the viewpoint of the service users. Analysing each
question of the dimension comprehensiveness helped to
identify specific aspects that require changes or restructur-
ing at the assessed services.

To provide this attribute, the PCS must correctly recog-
nise a wide range of needs relating to the health of chil-
dren and their families, and provide the resources to ad-
dress these needs. However, the manner in which care is
provided to children at the PCS is still far from the desired
comprehensive care, as found in other studies> ',

With regard to the dimension available services (Ta-
ble 2), which represents the set of actions offered by the
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Table 2 - Average scores with respective standard error, and minimum and maximum values for each item of the attribute
Comprehensiveness — Available Services, Jodo Pessoa, PB, Brazil, 2013

Indicator
Availability of vaccines
Availability of social service programmes
Availability of family planning
Availability of nutritional supplementation programmes
Guidance or treatment for harmful drug use
Guidance for mental health problems
Availability of suturing for cuts that require stitches
Guidance and HIV test request

Access to some type of evaluation to identify visual problems

Average score

Average SE* Min.** Max.***
93 0.04 1 4
7.66 0.1 1 4
9.0 0.1 1 4
33 0.1 1 4
33 0.1 1 4
36 0.1 1 4
3.0 0.1 1 4
56 0.1 1 4
26 0.1 1 4
52 0.03 1 4

Source: Research data, 2013.
* Standard error; ** Minimum value; *** Maximum value.

Table 3 — Average scores with respective standard error, and minimum and maximum values for each item of the attribute
Comprehensiveness — Provided Services, Jodo Pessoa, PB, Brazil, 2013

Indicator

Guidelines for keeping the child healthy, such as good
hygiene and healthy eating.

Guidelines for safety at home

Approach to changes regarding the child’s growth
and development

Guidelines on child behaviour problems

Guidelines to keep the child safe and prevent accidents at home

Average score

Average SE* Min.** Max.***
7.6 0.1 1 4
53 0.1 1 4
56 0.1 1 4
33 0.1 1
4.6 0.1 1
54 0.1 1

Source: Research data, 2013.
*Standard error; ** Minimum value; *** Maximum value.

health service to provide the resources required to fully
meet the needs of the attended population, only three of
the nine indicators were satisfactory, namely “availability of
vaccines’, “social service programmes’, and “planned par-
enthood’, showing that the extension of these services is
adequate to meet the needs of the population.

The National Immunisation Programme has been rec-
ognised as one of the most important interventions in Brazil-
ian public health to reduce vaccine-preventable diseases in
recent decades. In this study, this programme was the high-
est rated item in the scope of available services at the PCS.

Furthermore, in the last decade, Brazil has advanced in
relation to social welfare, especially after the implementa-
tion of some income distribution programmes like Bolsa

Escola and Bolsa Familia that sought to rupture the cycle of
poverty in the long term!. These programmes are closely
related to the health conditions of children since they in-
clude forms of monitoring their growth and development.
These forms should be accessible at the PCS. By answer-
ing this question, the family members showed they were
aware of the relationship between welfare programmes
and the monitoring of children’s health at the evaluated
services. Family planning was also provided appropriately
at the services since the users were highly aware of its avail-
ability. Consequently, this dimension obtained a high score
in the evaluation.

However, the remaining dimensions assessed in the
scope of the available services obtained low scores (< 6.6)
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as shown in Table 2, which is why the average was below
the established cutoff point. There was a deficiency in the
dimension “nutritional supplementation programmes’,
which compromises health promotion and protection
because it is part of the key items required for the correct
growth and development of children.

The inefficiency or lack of nutritional supplementation
undermines the resolution of problems like infections, mal-
nutrition, chronic diseases, and risk factors, such as being
overweight, obesity, physical inactivity, stress, and inade-
quate food supply"®.

Other items considered unsatisfactory in Table 2 are
‘guidance and treatment for harmful drug use” and “guid-
ance for mental health problems’, with averages of 3.3
and 3.6, respectively. This result reveals the absence of
approaches at the PCS that could help confront condi-
tions that severely affect families, like drug use and mental
health problems.

Therefore, there is a need to create healthcare strate-
gies that contemplate these growing problems in Brazil,
such as drug use, especially among children and adoles-
cents. Although the psychosocial care centres provide this
care, the primary care services that are the port of entry to
the healthcare system should not lack the right approach
to deal with these conditions. Moreover, primary care ser-
vices are a part of the psychosocial care system and they
are critical for the correct operation of this system.

Incorporating psychosocial aspects into the daily pri-
mary care routine would help broaden the scope of the
health-disease concept and pave the way for the inclusion
of approaches for children’s mental health®). These im-
provements would consequently expand the horizon for
the construction of comprehensive care.

Other issues that were evaluated in the context of avail-
able services (Table 2) such as “availability of sutures for
cuts’,"evaluation to identify visual problems’, and “guidance
and HIV test request”, all had unsatisfactory scores. The PCS
in the studied municipality do not provide sutures for cuts
since this form of care is referred to the ER units (UPA), spe-
cialised services or hospitals, or other services that are re-
sponsible for responding to this demand.

As for children’s visual problems, the PCS should ad-
dress them through the school healthcare programme
(PSE) that shares activities with the primary care team to as-
sess the visual acuity of children and identify any eyesight
problems. In this study, however, the users were unaware
of these activities to evaluate the eyesight of children in
primary care.

A quality PCS cannot be exempted from coordinating
healthcare, that is, from coordinating the different levels
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of healthcare to ensure the continuity of care and prevent
fragmentation, thus achieving comprehensive and inte-
grated care. Without coordination, comprehensiveness is
almost impossible.

The need to address education in children’s healthcare
in the context of primary care to achieve comprehensive-
ness is also acknowledged. The PSE is an inter-sectoral pol-
icy that articulates the primary care system with schools
to achieve comprehensive care and education. However,
a study™® points to the persistence of disease-centred ini-
tiatives that focus on screening and prevention in schools
and reveals a limited understanding of how to promote
children’s health

In this context, an extended view of the structure
and available services required for comprehensiveness
revealed the challenges of these PCS. These challeng-
es include creating areas to promote children’s health
and address drug use and mental health problems, and
strengthen the coordinating power of these structure to
ensure the continuity of care even if the demand cannot
be resolved in primary care.

The second dimension of the studied attribute refers
to the provided services (Table 3) and the procedural as-
pect of the attribute, that is, everything that is related to
the manner in which care is produced and how care is of-
fered to the users. The indicators measure the attitude of
health workers by asking the family members questions
about the guidance they received during the consulta-
tions with their children.

Of the five indicators evaluated in Table 3, only “guide-
lines to keep the child healthy” performed satisfactorily.
This question assessed whether the workers talked about
good hygiene, healthy nutrition and adequate sleep. The
high score reveals that these aspects are approached al-
most constantly by the health professionals.

However, analysing the other indicators of the attribute,
"guidelines for safety at home”, “attitudes toward changes
in the growth and development of the child’, “‘guidance on
behaviour problems” and “guidelines to prevent accidents
at home’, all of which obtained unsatisfactory scores be-
low the cutoff point (< 6.6), revealed a deficiency of these
guidelines associated with the exclusive presence of the
guidance related to "healthy child” This directionality in
the organisation of the service reinforces the idea that care
is oriented toward disease, which has a work logic that is
based on the “health-disease” dichotomy and the biolo-
gy-centred model, and is unable to fully meet the health-
care needs of children and their families.

The manner that care is produced in the evaluated PCS
fails to acknowledge that child development can be in-



fluenced by biological, social and family-related factors'®.
The comprehensiveness principle that is advocated in
the practices of health professionals necessarily refers to
understanding that the factors that affect the health of
children are broad and permeate sectors outside health
and healthcare(™.

It should be noted that the findings of this study re-
garding comprehensiveness in children’s healthcare cor-
roborate other studies> ' that were also conducted in
primary care services. Therefore, this way of producing a
child care that is distant from comprehensive care places
this group at risk because there is no room for consistent
therapeutic relations and any health promotion actions
are not assimilated. Interventions are based on complaint
and conduct, and therefore produce a fragmented and
uneven care.

From the perspective of comprehensiveness, value
must be attributed to care. It can be considered a “care
giving attitude that involves observing or treating accord-
ing to the parameters of assistance and respect, a prac-
tice that translates into sensitivity, reliability, belonging-
ness, decent treatment, horizontality, and the continuity
of care’, which points to concrete conditions that allow
dialogue, ties, and solidarity® ',

This means there is a contradiction between the ev-
eryday practice of health professionals at the units and the
attributes/principles of PCS, and the need to change the
work processes of the health teams since a non-alienated
practice that places children and their families first is part of
the challenge of the PCS®?,

Improving PCS and child care in this scope of care are
still a challenge despite advancements in the expansion
and coverage of primary care services. Comprehensive-
ness is hindered by structural difficulties, as revealed in this
study, which reveals the inadequacy of the available and
provided services for children and their families.

Other studies"”'™ detected political and managerial
issues, such as insufficient resources, lack of inputs, inade-
quate physical structure of the services, and lack of coordi-
nation between the different institutions and professionals,
that together produce a fragmented care.

Ideally, comprehensiveness should be the core attri-
bute and the focus of concern of the PCS. Public health
policies for primary child care should ensure the appro-
priate structure and training for health professionals to
coordinate a work process that will help them achieve
comprehensiveness. It is also necessary to perfect and in-
stitutionalise the evaluation mechanisms of the attributes
of the PCS, including comprehensiveness, to guarantee ef-
fective daily practices.
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Bl CONCLUSION

It is concluded that comprehensiveness in children’s
healthcare in the PCS is fragile in the two measured dimen-
sions — available services and provided services — showing
that care is provided in a fragmented and non-comprehen-
sive manner.

The low scores obtained in this study indicate that
comprehensiveness was not present to the extent ex-
pected for a APS service and points to aspects that re-
quire changes. These services must incorporate practices
that observe child nutrition and the appropriate manner
in which to address harmful drug use, mental health
problems, child growth and development in a social con-
text, and home safety.

This study presents the viewpoint of users of the health-
care services although there are other actors involved in
healthcare, such as health professionals and managers, who
should also be questioned regarding their perceptions, thus
opening a new arena for further studies on this subject. Also,
this is a cross-sectional evaluative study that is consequently
bound to the limitations of this type of design.

The results discussed here reveal important implica-
tions for the changes required in the PCS services for child
care and for the creation of public health policies.
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