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Abstract

Increase in clientele, relationship between the pri-
mary care team and the specialties, health promo-
tion activities, and infrastructure conditions are
organizational factors the Family Health Strategy
needs to contribute to provide comprehensive care
in the Brazilian National Health System. This ar-
ticle aims to compare the results of applying the
Questionnaire of Shared Diagnosis in Primary Care
(QDCAB), concerning the issues related to compre-
hensiveness, between typical and expanded Family
Health teams in a town in the state of Sdo Paulo, Bra-
zil. The method and QDCAB were applied to typical
Family Health teams and those having specialists in
the major areas (expanded teams), and the analysis
was conducted using the Wilcoxon-Mann-Whitney
test, enabling comparison of the distribution of
answers between the two team models. Expanded
teams establish a rather collective bond (0.0026),
however, there was no difference in the results of
efforts in this regard between the two team models
(0.7227). The low marks assigned to issues concern-
ingtherelation of the team to the specialists, overall,
reveal the difficulties in ensuring comprehensive
care. Health promotion activities were assigned high
marks from both models. The adequacy of physical
structure in the health center was assigned lower
marks from the typical teams (< 0.0001). The rela-
tion of the teams to the specialists is an obstacle to
ensuring comprehensiveness and, regarding typical
teams, excessive demand and the infrastructure
conditions also pose difficulties.

Keywords: Comprehensive Health Care; Family
Practice; Health Education.



Resumo

Aadscricdode clientela, arelacdo entre a equipe de at-
encdo basica com as especialidades, as atividades de
promocéo a satde e condi¢des de infraestrutura séo
fatores organizacionais necessarios para a Estratégia
de Saude da Familia contribuir para proporcionar o
cuidado integral no Sistema Unico de Satdde (SUS). O
objetivo deste artigo é comparar os resultados da apli-
cacdodo Questionario de Diagnéstico Compartilhado
da Atencado Basica (QDCAB), no tocante aos quesitos
referentes a integralidade, entre equipes de Satde da
Familia tipicas e ampliadas em um municipio paulis-
ta. 0 método e 0 QDCAB foram aplicados a equipes de
Satde da Familia tipicas e aquelas com especialistas
das grandes areas (equipes ampliadas), e a analise
foi realizada utilizando o teste de Wilcoxon-Mann-
Whitney, permitindo a comparacgéo da distribuicédo
das respostas entre os dois modelos de equipe. As
equipes ampliadas estabelecem vinculo de forma
mais coletiva (0,0026), porém, ndo houve diferenca
nosresultados dos esforcosrealizados nesse sentido
entre os dois modelos de equipe (0,7227). As notas
baixas atribuidas as questoes relativas a relacéo da
equipe com os especialistas, de uma forma geral,
revelam as dificuldades para garantir a integralidade
da atencdo. As atividades de promocé&o a satde rece-
beramnotas altas de ambos os modelos. A adequacéo
da estrutura fisica do centro de satde recebeu meno-
resnotas das equipes tipicas (< 0,0001). Arelacdo das
equipes com os especialistas € um obstaculo para a
garantia daintegralidade e, para as equipes tipicas, o
excesso de demanda e as condicdes de infraestrutura
também representam dificuldades.

Palavras-chave: Assisténcia Integral a Satude; Me-
dicina de Familia e Comunidade; Educacdo em Saude.

Introduction

The Family Health Strategy (FHS) has taken on an
essential role for Primary Care through its amplifi-
cation, qualification and consolidation, enshrined
in the Health Agreement 2006 (Conill, 2008; Brasil,
2006). Ordinance n? 2,488, of October 2011, empha-
sizes one of the objectives of the strategy, that of
“systematically evaluating and monitoring the re-
sults achieved, as part of the planning and program-
ming process” (Brasil, 2011; Sousa; Hamann, 2009).

Among the most important FHS principles, com-
prehensiveness guarantees that the Family Health
Team meets not only the biological but also the
socio-cultural demands of the population assigned
to them (Takeda, 2004). To achieve comprehensive-
ness, the population of the territory needs to be
properly allocated inrelation to staff (Conill, 2008).
Otherwise, the team will encounter difficulties in
their activities promoting health, prevention, treat-
ment, rehabilitation and maintaining health, and
thus fail to completely fulfill their role (Conill, 2008;
Facchini et al., 2006).

Moreover, comprehensiveness and longitudinal-
ity depend on the bonds created and the responsibili-
ties accepted between the teams and the populations
assigned to them, also guaranteeing coordination of
care and of continuous health care activities (Brasil,
2011; Sousa; Hamann, 2009). Bonds are necessary
for the light technology used by the teams (Coelho;
Jorge, 2009).

The territorialization process is an essential
form of recognizing resources, permitting interac-
tions that promote the population’s own support
network and recognizing already established needs
(Sousa; Hamann, 2009; Viana et al., 2006).

The referral and counter referral system is also
essential in guaranteeing comprehensiveness for
constructing health care networks and for mini-
mizing fragmentation of health care between the
health care systems various levels of complexity
(the authors..., 2012).

Finally, comprehensiveness also depends on the
Family Health Strategy professionals’ satisfaction
and ability to resolve problems, which can be influ-
enced by the physical structure of the health care
centers (Facchini et al., 2006). This factor should
therefore be considered when evaluating implemen-



tation and qualification of the FHS.

In many municipalities, Primary Care is orga-
nized into health care units with traditional teams,
typical Family Health teams and expanded Family
Health teams. According to ordinance 2.488/2011,
the Primary Care Department recognized these
combinations of teams in its organization and run-
ning, offering different forms of municipal primary
network financing (Brasil, 2011).

If they are to be truly effective structures, able
to develop stages to survey needs, diagnose and
program activities for the population assigned to
them, more needs to be known about the process of
implementing and qualifying these primary health
care models.

The aim of this study is to compare results
obtained from applying the method and the Ques-
tionnaire of Shared Diagnosis in Primary Care (QD-
CAB) in the areas concerning comprehensiveness,
between typical and expanded Family Health teams
in a town in S&o Paulo state.

Material and Methods

This study was an epidemiological survey.

The method and the Questionnaire of Shared
Diagnosisin Primary Care (QDCAB) was used. It was
devised and described by Pinto in shared diagnosis
in family health care teams (Pinto, 2008) in which
the teams are asked to conduct self-evaluation. The
method of applying the questionnaire to the team
allows for group discussion and collective self-
analysis and management.

The results obtained from applying the QDCAB
in typical and expanded Family Health teams were
compared. The typical Family Health teams had a GP,
whereas the expanded teams had a GP, pediatrician
and gynecologist, working with two or more teams.
Thus, meetings were set up with member of the
family health teams in the municipality of Ribeirédo
Preto which agreed to take part in the study. The
QDCAB was applied in these meetings. In this study,
the QDCAB items analyzed were as follows: the
teams’ relationships with the population assigned
to them, knowledge of the territory, relationships
with the specialists, health promoting activities
and infrastructure conditions. These items were

selected because of their importance in achieving
comprehensiveness.

After applying the QDCAB to the Family Health
teams, the responses of the typical and expanded
teams were compared using the Wilcoxon-Mann-
Whitney test, used for comparing two samples ex-
tracted from independent populations (Hart, 2001).
The test makes it possible to evaluate whether there
are significant differences in the distribution of
responses between the two models of Family Health
teams. The SAS System was used in this analysis.

The study was approved by the Research Ethics
Committee of the Clinical Hospital belonging to the
Faculty of Medicine, Ribeirdo Preto - USP (Process
HCRP n®° 8.788/2010).

Results

The data were collected between May 2011 and
November 2011. Twenty Family Health teams were
interviewed, six of which were expanded Family
Health teams and 14 of which were typical Family
Health teams, with 137 Family Health Strategy pro-
fessionals participating.

Of the 137 professionals, 34 were from the ex-
panded teams and 103 from typical teams. Table 1
shows the distribution of professionals interviewed
according to type of Family Health team.

Teams’ relationship with the population assigned
to them and knowledge of the territory

Chart 1 shows measures of position and of variabil-
ity (mean, standard deviation and median) for the
responses to the questions on the team’s relation-
ship with the population assigned to them and their
knowledge of the territory.

There were no differences in the teams’ evalua-
tions concerning efforts made in establishingbonds
and contract in the way they interacted with the
families in the area covered (0.3614). Both models of
teams allocated high marks to this question.

The way in which typical style teams establish
individual bonds and contract in the way they
interacted with the families in the area covered is
more individual than that of the expanded teams
(0.0026) and the expanded teams made more contact
with new families than the typical teams (0.0001).



Table 1 - Distribution of the number of professionals according to profession and type of Family Health team,
Ribeirdo Preto, 2011

Teams Community Health Doctor Nurse Nursing Assistant Dentist Dental assistant

Worker
Expanded 17 5 5 " > | 34
Typical 56 T 10 21 4 I 103
Total 73 16 15 25 6 2 137

Chart 1 - Measures of position and variability for responses to questions on the team’s relationship with the
population assigned to them and knowledge of the territory. Ribeirdo Preto. 201

Expanded team Typical team
Questions
Standard Standard
Median | Mean Median | p-value
deviation deviation

Did the team make an effort to establish a bond in the
way they interacted with the families in the area they 9.58 0.93 10.00 9.50 0.77 10.00 0.3614
cover?

Is the form in which the team establish a bond in the
way they interact with the families in the area they cover | 6.04 1.84 6.50 14.63 2.30 5.00 0.0026
more individual or more collective?

When a new family moves into the area covered, do the
team make contact and establish a bond in the way they | 9.77 0.65 10.00 7.72 3.42 9.00 0.000I
act with this family?

Overall, how does the team evaluate the results of their

efforts? 8.33 .07 8.00 8.14 1.36 8.00 0.7227
Regarding the bond established with the community,
how does the team evaluate the contribution of their 8.96 0.90 9.00 8.94 0.93 9.00 0.9933
efforts?
Does the team know/interact with the territory for which
it is responsible for health? 9-bh 1.63 10.00 8.59 L7 9-00 0.0028
Does the team (as a whole) make visits in the territory
with the aim of getting to know the social, economic 8 6
. . . 2.2 . . . . .

and health reality and the resources available for the 9-00 > 10.00 7.05 35 9-00 0-003
team and the population to use?
Does the team know/interact with community leaders in

8.78 2.0l 10.00 6.08 4.18 8.00 0.0043

the territory?

Does the team know/interact with health teams
(pharmacies, doctors and dentists, laboratories and 2.89 L7 0.00 4.85 4.81 6.00 0.0107
others) available in the territory?

Does the team know/interact with education teams
(créches and municipal, state and private schools) 10.00 | 0.00 10.00 6.48 3.99 8.00 “0.0001
available in the territory?

Does the team know/interact with leisure teams (sports
grounds, squares, parks, football fields, football, artor | 5.69 | 3.70 7.50 2.75 3.59 0.00 0.0003
circus clubs etc.) available in the territory?

Does the team know/interact with NGOs active in the

territory? 4.81 L.12 5.00 3.13 3.83 0.00 0.0370




Regarding the results of overall efforts and for the
bonds established with the community, there was no
difference between the two models of teams.

The expanded teams allocated higher scores to
their knowledge and interaction with the territory
in which they were responsible for health, and there
were differences in the distribution of marks betwe-
en the two models (0.0028). Likewise, the expanded
teams allocated higher marks to making joint visits
to the territory (0.0036).

As for the interaction with community lea-
ders, the expanded teams allocated higher marks
(0.0043), although the typical teams interacted
more with health teams in their territory (0.0107).
Interaction with education and leisure teams and
NGOs were all allocated higher marks by the ex-
panded teams.

Relationship with specialists

Chart 2 shows measures of position and variability
(mean, standard deviation and median) of the res-
ponses to questions on the teams’ relationships with

the specialists.

Both models of team allocated low marks to the
form of requesting referrals, due to the bureaucracy
involved, with no difference between them (0.1061).
There was a difference regarding the marks alloca-
ted to waiting times between requesting referral and
it taking place, with the expanded teams perceiving
this to be worse than the typical teams (<0.0001).
Specialists’ interaction with patients received poor
marks from both models, with no difference between
them (0.2828). The technical quality of the referral
was better in the view of the typical team than that
of the expanded team (<0.0001). There was no diffe-
rence in distribution of marks concerningreturning
results from the referral to the team, with rather low
marks allocated. The marks received for specialists’
interaction with the teams were better from the
typical teams (0.0017), as was the teams’ ability to
overcome fragmentation in health care when the
patient was being treated in various specialties. Inte-
raction with the home care and care teams received
higher marks from the expanded teams (0.0095).

Chart 2 - Measures of position and variability of responses to question on relationships with specialists, Ribeirdo
Preto, 2011

Expanded team Typlcal team
Questions Standard Standard
Median | Mean Median | p-value
deviation deviation

Regarding requests for referrals, how is the team’s .
relationship with the specialists? o100t
What is the waiting time between requesting the referral 8 g 8

<
and it taking place? 1.80 1.9 2.00 47 2.15 5.00 0.000I
How is the specialist’s positive interaction (politeness
and quality of relationship) in patient contact? h32 175 >:00 384 2:05 400 0-2828
What is the technical quality (satisfactory and
trustworthy responses to doubts) of the referral? 374 2.03 >:00 6.0l 149 6.00 <0-0001
How are results from the referral returned to the team? 1. 46 2.18 1.00 1.94 1.97 2.00 0.1974
How is the specialist’s positive interaction with the team
referring the patient? 0.00 0.00 0.00 0.99 1.78 0.00 0.0017
What is the ability of the team referring the patient to
overcome fragmentation in health care when the patient | .35 2.48 3.50 6.23 1.69 7.00 0.0024
has referrals to various specialists?
Does the primary care referral team interact with the 8 8 8 .
home care/care team? 73 3.55 10.00 5-85 2! 5.00 0.0095




Health promotion activities

Chart 3 shows measures of position and variability
(mean, standard deviation and median) of the res-
ponses to questions on health promotion activities.

Concerning conducting health education activi-
ties, there were differences between the two models
of teams (0.0153), with higher marks allocated by the
expanded teams. There was no difference between
models concerning conducting self-care educational
activities with patients and families (0.1329), with
both groups allocating high marks. The expanded
teams gave higher marks to lifestyle guidance and

to conducting group health education activities.
There were no differences between the two models
of teams interviewed concerning evaluating patient
adherence to regular follow up, evaluating patient’s
self-care abilities, encouraging patients towards
such self-care and evaluating the patient’s social
support network. The typical teams gave higher
marks to encouraging patients to form social su-
pport networks (0.0011). There was no difference
in the distribution of marks regarding evaluating
patients’ family ties and evaluating whether they
live with family members.

Chart 3 - Measures of position and variability of the responses to questions on health promotion activities,

Ribeirdo Preto, 2011

Questions

Does the unit conduct health education activities to
make it easier for patients and their families to be part of
promotion, prevention and recovery?

9.28

Expanded teams

Typ|cal teams

Standard Standard
Median | Mean Median | P-value
deviation deviation

0.98 10.00 8.48 1.51 8.50 0.0153

Does the unit conduct activities to educate patients and
their families in self-care (handling probes and catheters,
caring for the injured and changing dressings, taking
medication appropriately, among others)?

9.28

0.98 10.00 9.63 0.69 10.00 0.1329

Does the referral team provide guidance on lifestyle? 9.76

0.66 10.00 9.42 0.84 10.00 0.024!

Does the referral team conduct group health education

activities? 9.82

0.59 10.00 8.30 | 1.9l 9.00 <0.000I

How does the team evaluate patient adherence to regular

follow up of their health problems with the team? T4

0.50 7.00 6.89 7.00 0.5768

Does the referral team evaluate whether the patients have
adequate self-care abilities (autonomy?

112 10.00 9.13 10.00 0.5637

Does the referral team encourage patients to achieve

adequate self-care conditions (autonomy)? 9:30

0.91 10.00 9.50 0.72 10.00 0.6620

Does the referral team evaluate whether the patients have

social support networks to adequately meet their needs? 914

1.39 10.00 8.57 1.51 9.00 0.0640

Does the referral team encourage patients to form social

support networks? 518

2.04 6.00 7.1 3.13 8.00 0.00l1

Does the referral team evaluate whether the patient has
close family ties?

0.73 10.00 9.55 0.71 10.00 0.8708

Does the referral team evaluate whether the patients live
with family members?

0.58 10.00 9.89 0.32 10.00 0.8131




Infrastructure conditions

Chart 4 shows measures of position and variability
(mean, standard deviation and median) of the res-
ponses to questions on infrastructure conditions.
The marks given concerning patients’ privacy
were lower among the typical teams (<0.0001), as

were those for availability of alcohol gel to disinfect
hands (0.5212). The appropriateness of the physical
space of the health center received lower marks from
the typical teams (<0.0001). Concerning the clean-
liness of the unit, there was no difference between
the models of team (0.4067), with low marks from
both groups.

Chart 4 - Measures of positon and variability of responses to questions on infrastructure conditions, Ribeirdo

Preto, 2011

Expanded teams Typlcal teams
Questions Standard Standard
Median | Mean Median | p-value
deviation deviation

Does the unit have the minimum conditions necessary for
) ) 10.00 <0.000I
patient privacy?
Conditions for the team to wash their hands (sinks, soap
. . 9.24 .48 10.00 7.85 .92 8.00 0.0009
and paper towels in the dispenser)?
Is glycerin alcohol available for the team to disinfect their
9.14 1.31 10.00 8.89 2.57 10.00 0.5212
hands?
Is the physical space within the health center appropriate? 8.29 1.68 9.00 4.68 3.39 5.00 <0.000I
What are the cleanliness conditions of the unit? 6.10 1.70 7.00 6.04 2.36 5.00 0.4067

Discussion

The municipality of Ribeir&o Preto has 24 Family
Health teams, 8 being expanded and 16 typical. Of
the expanded teams, 75% took part in the interviews,
and 93.75% of the typical teams agreed to complete
the questionnaires, with one team participating
only in the pilot project. This adherence to the re-
search may show greater availability on the part of
the typical teams to discuss the problems they face
and possible solutions as a team. Moreover, the
presence of family and community doctors was more
frequent during application of the questionnaire, as
of the 14 teams interviewed, the doctors from 11 of
them participated. In the 8 expanded teams, of the
10 doctors who were part of the unit, including GPs,
pediatricians and obstetrician-gynecologists, only
5 participated.

The team’s relationship with the population as-
signed to them and knowledge of the territory

The expanded teams established bonds in the way
they interacted more in collective than individual

activities, in contrast to the typical teams. This may
be due to the fact that home visits, professional care
and reception are important resources used by the
typical teams in order to establish bonds, and which
occur in an individual manner.

The greater contact with families new to the area
covered in the form of establishing bonds on the
part of the expanded teams may be due to the fact
that typical teams have a demand and population
assigned to them that is greater than is possible
to absorb, hindering them from registering new
families in the territory. Thus, the families already
registered are given priority in the teams’ contact,
to the detriment of new families or those which have
not yet made use of the health care unit.

In spite of these differences, the result of their
efforts to establish bonds seems to be the same for
both types of Family Health teams, who gave this
question high marks.

Concerning knowledge of the territory, the ex-
panded teams allocated higher marks to knowledge
and interaction with the territory covered. However,



57.14% of the typical teams had been formed fewer
than five years ago, whereas for the expanded tea-
ms, 33.33% had been formed fewer than five years
ago. The expanded teams gave higher marks to
joint visits to the territory than the typical teams,
possibly as their professionals had had a longer
period of preparation and training, as the teams
were older, some dating back to the establishment
of the Family Health Strategy in the municipality.
The more recently formed teams were started to
meet the population’s care needs, without time for
due preparation.

Knowing and interacting with community lea-
ders, leisure and education teams and NGOs appears
to be greater on the part of the expanded teams,
although the typical teams have smaller territories
that perhaps do not possess these resources. Interac-
tion with these teams varied considerably between
each of the teams, both expanded and typical, reve-
aling the inadequacy of the pattern of urbanization
in unevenly distributing resources (Conill, 2008;
Viana et al., 2006, 2008).

Relationship with specialists

In general, the relationships of the Family Health
teams, both typical and expanded, was viewed as
fairly inadequate by the professionals interviewed,
considering the low marks allocated to the questions
on this topic. Although there are differences in per-
ception of the waiting times between requesting
referral and it taking place, technical quality of re-
ferrals and interaction between specialist and team,
marks were poor from both models interviewed.

Difficulty accessing other levels of care, a factor
that compromises comprehensiveness, was also
identified by Conill (2008) in Florianépolis. The re-
sults reflect this difficulty through the poor marks
allocated to the bureaucracy of requesting referrals
to specialists and the waiting time between the
request and the appointment with the specialist.
Although the typical teams perceived the delay for
referrals to be shorter, marks were low from both
models.

Moreover, the areas assigned to the teams inter-
viewed are peripheral, with populations that lack
public services, similar to municipalities of over
100,000 inhabitants in which Family Health teams
were established in historically neglected areas,

compromising the integration of the health care
network and the organization of the entire system
(the authors..., 2012). Another characteristic of the
municipality that contributes to the deficiency of
the referral and counter referral system is the large
number of complex outpatient cases and the histo-
rical hospital coverage in Ribeirdo Preto, making it
difficult to organize the Family Health Strategy as
a priority care model (Viana et al., 2006).

The principle of comprehensiveness may be
compromised by insufficient specialist-patient
interaction. The marks were allocated according to
the professionals’ perception of interaction between
specialist and patient. There were clearly no diffe-
rences in this perception between the two models
of teams, i.e. both groups demonstrated that the
patients’ information and opinions, on which the
professionals based their marks, showed dissatis-
faction with the referrals.

The teams’ ability to overcome fragmentation
in care when the patient is treated in a variety of
specialties was greater in typical teams, possibly be-
cause of their greater facility in sharing information
between the different professionals and their grea-
ter commitment in terms of taking responsibility for
their assigned population. In any case, difficulties
in overcoming this fragmentation are largely due to
precariousness inreturning results from referrals to
the teams and to the almost non-existent interaction
between specialists and Primary Care professionals.
The relationship with specialists appears to be one
of the weaknesses of the system, for both the expan-
ded and the typical teams.

Health promoting activities

The marks given to health promoting activities
were high for both models of team, being higher
from the expanded team concerning conducting
educational activities in general. However, one of
the points raised by the typical teams was the di-
fficulty in programming collective activities due to
the high demands for individual care, as the assig-
ned population was greater than the recommended
800 families per team (Coelho; Jorge, 2009; Sousa;
Hamann, 2009; Takeda, 2004). This is reflected in
the difference in marks allocated to conducting
group health education activities, higher from the
expanded team. Even so, all teams conducted col-



lective activities, aiming to guide the population
on promoting health, prevention and recovering
health. A characteristic that varied between teams
was the participation of the different professionals
in these activities, as the expanded teams did not
have a medical team when conducting health pro-
motion activities.

As with general health promoting activities,
specific activities to provide guidance on self-care
and to enable patient autonomy received high ma-
rks, contributing to the success of treatment and
providing greater patient collaboration.

The high marks given to the questions on this
topic show that the typical and expanded Family
Health teams, which work according to the logic
of the strategy, focus more on programmatic acti-
vities in the sense of establishing bonds with the
community than traditional Primary Care teams, as
shown by Facchini et al. (2006). This reality should
be encouraged by assigning the population in such
a way that demand is not excessive to the point of
compromising such activities being conducted.

Encouraging patients to form social support
networks is greater in the typical teams, contribu-
ting to identifying resources in the communities to
solve or handle users social or even health problems
(Coelho; Jorge, 2009).

Infrastructure conditions

Infrastructure conditions clearly differ between ty-
pical and expanded teams. This is due to the fact that
10 of the 14 typical teams work in units adapted to be
Family Health units, i.e. they were not constructed
for that purpose, whereas the expanded teams work
in units that provide appropriate care conditions.
This reality demonstrates the lack of commitment
and planning for adequately establishing the Family
Health Strategy in the municipality.

Working in units that do not provide appropriate
conditions to function as health care services even
compromises patient privacy, as the poor marks the
teams allocated to this question show. Moreover,
the satisfaction of the professionals who work in
units with inadequate, improvised and precarious
infrastructure can also be compromised (Facchini
et al., 2006).

Conclusions

The differences found between expanded and typical
Family Health teams show that excess demand, cau-
sed by assigning greater populations than recom-
mended to the typical teams, lack of infrastructure
and difficulties in relationships with specialists
may compromise the performance of expanded
and typical teams. An effective referral and coun-
ter referral system, more investment and planning
in establishing the Family Health Strategy in the
municipality and better division of the territory are
essential to achieving better results and indicators.
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