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Abstract: Objective to analyze accessibility to a Family Health Center. Method: qualitative research in the form 

of case study, carried out in a Family Health Center from a township in the State of Rio Grande do Sul, from February 

to July 2012. Results: the team does not take responsibility for the users’ reception, which interferes in accessibility; 

miscommunication between staff and users, and the fact that professionals do not welcome the users undermines 

the staff’s ability to solve the users’ needs; it was identified that absenteeism was related to a lack of listening and to 

the absence of personalized care; professionals do not commit to handling the cases. However, lines of care are being 

created. Conclusions: it is necessary to qualify the reception and service offer, to strengthen the internal organization 

of the Unit and to invest in the communication between staff and users and with other units, establishing care flows 

and articulated networks. 
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Resumo: Objetivo: analisar a acessibilidade organizacional de uma Unidade de Saúde da Família. Método: 

pesquisa qualitativa na modalidade de estudo de caso, realizada em uma Unidade de Saúde da Família de um 
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município do Rio Grande do Sul, no período de fevereiro a julho de 2012. Resultados: a equipe não se responsabiliza 

pela recepção dos usuários, interferindo na acessibilidade; as falhas de comunicação entre equipe e usuários, com 

ausência de acolhimento, prejudicam a resolutividade das necessidades dos usuários; identificou-se que o 

absenteísmo está relacionado à falta de escuta e singularização; os trabalhadores não se comprometem com a 

condução de casos. Contudo, linhas de cuidado estão em construção. Conclusões: é necessário qualificar a recepção 

e a oferta de serviços, fortalecer a organização interna da Unidade e investir na comunicação entre equipe e usuários 

e com outros pontos de atenção, estabelecendo fluxos assistenciais e redes articuladas. 

DESCRITORES: Continuidade da assistência ao paciente; Sistema Único de Saúde; Assistência à saúde; Atenção 

primária à saúde 

 

Resumen: Objetivo: analizar la accesibilidad organizacional de una Unidad de Salud de la Familia. Método: 

investigación cualitativa, en la modalidad estudio de casos, realizada en una Unidad de Salud de la Familia, en un 

municipio de Rio Grande do Sul, en el período de febrero a julio de 2012. Resultados: el equipo no se responsabiliza 

por la recepción de los usuarios, lo que interfiere en la accesibilidad; hay fallas de comunicación entre el equipo y los 

usuarios y ausencia de recepción, lo que perjudica la resolución de las necesidades de los usuarios; se identificó que 

el ausentismo está relacionado con la falta de atención y personalización; el equipo no se compromete con el manejo 

de los casos. Sin embargo, se están elaborando líneas de atención. Conclusiones: es necesario calificar la recepción 

y la prestación de servicios, fortalecer la organización interna de la Unidad e invertir en la comunicación entre el 

equipo y los usuarios y con otros puntos de atención, estableciendo flujos asistenciales y redes articuladas. 

DESCRIPTORES: Continuidad de la atención al paciente; Sistema único de Salud; Prestación de atención a la salud; 

Atención primaria de la salud 

 

Introduction 

The object of study in this article refers to organizational accessibility to Primary Health 

Care (APS). “Accessibility makes it possible for people to reach services, that is, this is an aspect 

of the structure of a health system or unit and this aspect is necessary to provide attention in the 

first contact and continuity of care”.1:225 

In Brazil, the Unified Health System (SUS) establishes hospital care to people through 

promotion and recovery of health and prevention of diseases as one of its goals, in the form of 

Health Care Networks (RAS). RAS are proposed by Integrated Health Systems worldwide. They 

are defined as “organizational arrangements of health actions and services, of different 

technological densities that, integrated by technical, logistical and management support systems, 

try to assure integrality of care”. They aim to integrate health actions and services in a 
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“continuous, integral, quality, responsible and humanized” method, as well as improving SUS 

performance in terms of access, equity, effectiveness and efficiency.2:4 

APS as the preferred gateway has attributions such as the monitoring and organization of 

the services and user referral flows, in the different units of the RASs. In order to do so, it is 

responsibility of the APS to take care of the users in the other units of the RAS, based on a 

horizontal, continuous and integrated relationship, intended to create strategies for shared 

planning and management of integral care, in which access needs to be in the right place and at 

the right time, with equity.3 

In this sense, access to health services represents a necessary condition for continuity of 

care, and presupposes the possibility to care for individuals, over time, in all of their needs. For 

this, professionals need to be prepared for the primary care work, so that it is possible to offer 

quality and continuous access to services and integral care.4 

The obstacles to universal access to health have been identified in research with several 

groups. For managers and health professionals these obstacles are: expansion and strengthening 

of APS; lack of identification of key needs; poor material, human and technological resources; 

services with poor infrastructure; low resolution and absence of intersectoral public policies in 

APS.5 On the other hand, the study showed that, among the dimensions most valued by users in 

APS, we find access and availability of the health service; organization of the work process; 

relationship with health professionals; continuity of health care; bond between professionals and 

users and coordination of care.6 

Thus, this research is justified as it sheds light on the organization of work, from the 

perspective and experience of health professionals and users of a Family Health Center (USF), 

regarding the dimension of accessibility, with the following research question: how does a USF’s 

organizational accessibility interfere with the continuity of care in the RAS? The objective was 

to analyze the organizational accessibility of a Family Health Center. 
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Method 

It was a qualitative research in the form of a case study,7 in which the following essential 

components were considered: study questions; proposals; unit of analysis; coherence that 

articulates data to the proposals and criteria for data interpretation. The unit of analysis,7 or 

“case”, is related to the research question, a USF. 

The study scenario is a township located in Rio Grande do Sul and is considered medium-

sized. It has 31 Basic Health Units, specialized services, a general hospital, an Emergency Care 

Unit, a Mobile Emergency Care Service and a university hospital. 

The Family Health Strategy (ESF) proposal was implemented in 2003, with 16 teams. 

Minimal teams work in the USF, with five of these units having dental teams. The unit of analysis 

is a USF with two basic teams and a dental team. To keep the anonymity of the researched team, 

the research site was not revealed, but it establishes the spatial boundary of the case.7 

The time limit for data collection was from February to July 2012. Data collection followed 

the essential principles of using multiple sources of evidence: creation of a database and 

maintenance of a connection between the evidence.7  

The study participants were health professionals and users of the USF. Interviews were 

conducted with professionals and users, and the documents were monitored and investigated. 

Inclusion criterion for professionals was to be an active employee of the USF during the 

period of data collection and, for users, being referred to another unit in the RAS. The 

interviewees were two nurses (enf1, enf2), two nurse assistants, one physician, one dentist, one 

dental assistant, one general service assistant, the USF’s coordinator, four community health 

agents (ACS) and six users, totaling 19 interviews. 

It was a participant, unstructured and direct type observation,8 in alternating days and shifts, 

totaling 76 hours and 25 minutes. The field diary was prepared with a meticulous, detailed and 
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dense description of the object of study, which assisted in the analysis, since it is a rich source of 

information, and it is not possible to use other techniques of data collection.9 

To increase the reliability of the observed data and to avoid research bias,7 research was 

conducted with two assistant observers who took turns following the observations. The field 

diaries were prepared by the researcher and the assistants and they were later confronted and 

discussed to guarantee greater trustworthiness to the observation. The documentation analyzed 

consisted of notebooks and reports of the team, management reports of the Local Health Office 

(SMS), schedules of referrals and official letters received. 

Preparation of the corpus of the research was defined as an analytical strategy. Research 

data was revisited until it enabled the identification of important markers to guide the analysis 

and avoid a priori interpretations.7 

Ethical issues were ensured and considered, according to Resolution No. 196/96, which was 

in force at the time of the research. The project was approved under protocol No. 1939/11 on 

December 9, 2011. Participation in the research was based on the participants’ consent, signed 

through the Free and Informed Consent. Participants were kept anonymous by using the initial 

letters of the functions performed by the professionals, followed by a numerical representation. 

Results  

For their presentation, results were divided into subtitles. Thus, they are arranged as: 

organization of the reception in the USF; miscommunication between staff and users; 

absenteeism; and involvement of USF’s professionals in the continuity of care. 

Among the aspects of accessibility found, the organization of the reception of users in the 

USF was an obstacle to the continuity of care and access to the RAS. Users were welcomed in the 

USF by two employees who were not supposed to do this job, as they were hired for general 

services. In their absence, nurses, ACS and nurse technicians took over this function. The process 
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of scheduling referrals to the services available in the RAS was centralized in the receptionist. 

The team was not responsible for this process. 

A woman approaches Enf1 behind the counter with a referral to an 

ophthalmologist. Enf1 writes the information required on the back. The 

woman asks: “where should I go? To the medical office? I want to switch 

doctors.” RN 1: I don’t know about that, you need to talk to the receptionist. 

[...] the woman keeps the referral and comes back here on Monday to talk to 

her (the receptionist) to see if it is possible. Woman: and I wanted to know 

about my granddaughter’s referral, it’s been a long time since and they have 

not scheduled it yet, she has to almost put her face against the notebook so 

she can read (gesture). Enf1: check with her too. (Field diary, 4/19/12) 

In the afternoon shift, the employee left with this responsibility was the cleaner, who had 

taken over by the receptionist’s decision, without training or concern of the staff. 

[...] I am there, not that I like it, because it’s not my job. My job is to clean 

here, but I do it so that the service is not delayed, a patient may need 

something and no one will be there to help them. (Interview with the 

cleaner) 

Users lose their referrals or do not receive the correct information about the medical 

appointments in the other units of the RAS. 

(Staff meeting) ACS4: [...] I advise people, someone said that customer 

service did not close at noon. The person came and they asked: who told you 

that? There is some misinformation. Coordinator: I think we have to say the 

same things. (Field diary, 2/29/2012) 

Communication between staff and users was listed as an obstacle to accessibility. 

Miscommunication made the user go back and forth. The team did not know RAS’s flows and 

justified the divergence in the information provided to the population due to recent changes in 

the service flow. 

(Staff meeting) [...] ACS3: not one or two people complained to me, but 

several, but I did not know either. They tried to schedule an exam at the 

Office (SMS) but proof of residence was required. Several people at the 

meeting said they did not know either. [...] ACS4 talks about her father who 

had been referred to hematology and was informed by the USF that he 
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should go to the Local Health Office but, in fact, it was in the Hospital. Enf1 

says that this was recently changed and that they did not know [...]. Enf1 also 

says that there is a lack of communication between services. (Field diary, 

5/30/2012) 

Miscommunication was related to the so-called ‘excessive demand’ in the USF. The team 

acknowledged that they were working as Urgent Care and not as USF, generating obstacles for 

users in accessibility, such as the size of the queue waiting for consultation early in the morning. 

Miscommunication between staff and users was also related to the fact that the team was 

not organized to receive users, and the nurses’ justification was that they needed doctors to 

legitimize the practice. In addition, and also inherent to accessibility, there were restrictions on 

the number of medical appointments (only 15 per shift) and the time the user should arrive at the 

USF to ensure care. 

(Staff meeting) Enf1: this morning happened again, it is not the first time, 

today there was a child with a sore throat who went to [name of the hospital], 

where they said that it was not characterized as Urgent Care, then the child 

came here at 10 a.m. and there were not any doctors anymore. We need to 

inform people not to go to the [hospital]. (Field diary, 5/2/2012) 

The absence of the doctor at 10 a.m. in a USF interfered with the use of the health service, 

as it was an unsuccessful experience for the users. In addition to the users going back and forth, 

the difficulty in approaching the staff and the professionals’ inability to receive the patients, users 

did not have their problem solved and did not return to the USF.  

The high rate of absenteeism in medical appointments and examinations referred to 

specialties in other units of the RAS were a barrier to continuity of care in this USF. The reason 

for this was related to lack of listening and absence of personalized care, as well as to the delay in 

scheduling the medical appointment. 

At the counter, a woman speaks to the receptionist: and my examination 

with the rheumatologist? Have you scheduled it yet? [...] Receptionist: but 

this goes to the Office (SMS) only once a month. Woman: I know, but it’s 

been months since I've been waiting. The receptionist takes the envelope 
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for follow-up to the rheumatologist and does not find the woman’s request. 

The receptionist finds the request in the folder labeled as “lost” and says: 

it’s here, it was scheduled for May 14, I called and nobody answered, I’ll put 

it back for another attempt. Woman: take my other son’s phone, he answers. 

(Field diary, 6/19/2012) 

The receptionist reported that many people were informed about scheduled appointments 

and did not seek referral. Others, she could not inform. In the folder named “lost” there were 

several of these referrals, some without any notes. 

Researcher: there are some that possibly have been received and not 

scheduled. The receptionist shrugs her shoulders and does not show any 

interest. The researcher counts the number of “lost” requests. Receptionist: 

you see, these people are impossible, then they show up here to complain 

about the delay in the appointment, but look how many of them don’t go to 

the appointments, most were informed, these are recent requests. 

Researcher: not all are recent and not all have been informed. (Field diary, 

6/19/2012) 

In this case, absenteeism was related to how the receptionist related to the users. In this 

observation, blame for absences from medical appointments and examinations was transferred to 

them. Some actions of the reception showed disrespect to the user and lack of personalized care 

of each case. 

[...] The receptionist receives a referral from a man, and says that she will 

call when it is scheduled. The man says she needs to call after 4 p.m. 

Receptionist: Okay. The researcher reminds the receptionist that the USF 

closes at 4 p.m. Man: So call me about noon. Receptionist: okay? The man 

leaves and she says: I couldn’t care less about what time there are people at 

home; I call them, if they answer the phone, ok, if they don’t, too bad for 

them. She puts the form inside the envelope, without writing anything 

down. (Field diary, 4/27/2012) 

Lack of personalized care and people being unable to choose resulted in difficulty to access 

the RAS. The reception at a USF that wants to ensure the shortest time of access to another service 

needs to be supervised by the team at the risk of not achieving its goals.  
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It was also possible to identify lack of involvement of the employees at the USF to 

continuity of care. Thus, the first element was the way the nurses prioritized the use of family 

medical records. 

(Staff meeting) Enf2 says that patients are coming up with no prescription 

and no medical record, which makes it difficult for the doctor to prescribe. 

She asks the ACS to inform the patients to bring the last prescription or the 

number of the medical record. Enf1: a patient arrived with a Blood Pressure 

of 160/100 mmHg and didn’t know which medication he took, didn’t know 

the number of the medical record, didn’t know anything; it’s hard to work 

like this. The researcher suggests to return the Excel worksheet with the 

registration [...]. ACS1 says she does not believe colleagues do not inform 

patients. [..] Enf2 says that it is not only to inform but rather to raise 

awareness. (Field diary, 5/23/2012) 

Lack of prioritization to update the register of the population covered by the center affected 

organizational accessibility, which interfered with continuity of care. The team did not share the 

responsibility for continuity of care, nor was willing to think of alternatives so that the work 

process could help updating the users’ files. 

Continuity of care was also adversely affected by the lack of involvement of the nurses, felt 

by the ACS. When asked about the insertion of the USF in the RAS, ACS1 mentioned situations 

in which there was no reception and co-responsibility of the team for the cases. 

[...] do you know those fishing nets? When a big fish passes, what happens? 

A hole (laughs), that is how I see it, because cases are not solved. [...] only 

gets to the first little netting of the net. You visit the patients and then they 

need something else, and the case does not continue [...] but if the net was 

well tied, it works [...] If I had a profile nurse, if I had a profile technician, a 

profile doctor, that part of the network would work [...] Then you ask me: 

has this already happened? Yes, yes, there was a net [...] there was resolution; 

people enjoyed working in a case, because it was resolved in time not to 

burst into the high complexity [hospital]. The prevention, guidance and 

information you do, but that part does not work, it really doesn’t. (Interview 

with ACS1) 
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The symbology “hole in the fishing net” used to describe the RAS that was experienced by 

the ACS revealed the lack of cases being solved. The ACS often expose the cases to the team and 

do not realize the implication necessary for their resolution. 

However, during the collection period, the construction of care lines was observed, based 

on the role of the Integrated Multi-professional Residency of the Public Health System 

(RMPISPS). 

Enf1 says that the nurse from the surgical clinic of the Hospital (project 

transfer of care by the multi-professional residence) called and passed the 

case of a woman who was referred by the USF and underwent a hallux 

amputation, requesting home care. (Field diary, 5/16/2012) 

[...] now that the hospital is calling to schedule childcare and postnatal 

appointments. The pregnant women go there, in the Obstetric Center, they 

deliver there and go to the maternity hospital, and from there they call to 

schedule the follow-up. Researcher: schedule with you before they are 

discharged? RN 2: yes, before discharge [...] this was not happening, I think 

the Residence is the one doing it. (Interview with Enf2) 

Movements like this reinforce that accessibility in the USF and continuity of care are 

possible and linked to the relationships established within the service and with other units in the 

RAS. The RMPISPS stands out as the protagonist in the creation of SUS. 

Discussion 

Organizational accessibility may happen at the entrance or inside the USF.10 At the entrance 

of the USF studied, there was absence of standardization in care, and solitary and non-interactive 

behaviors among employees that generated difficulty in accessibility for users. This function 

should be a constant concern of teams and management, as the question of “how” the population 

was being received at the service doors was able to determine the trust and accessibility levels to 

the other units of the RAS. 
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The results corroborate with the research carried out in the townships of the northern 

region of the State of São Paulo. In the study, fragility was identified in the APS position, both as 

a regular point of care and as a preferential entrance door in the RAS.3 

In this sense, it is necessary to emphasize the need for health services, especially in the APS, 

to adhere to the model focused on the people’s needs, since there is evidence that it is more 

effective and efficient. Strengthening the APS is one of the flags of the World Health 

Organization (WHO), which since the mid-twentieth century proposes to achieve the goal of 

health for all.11 

Inside the USF, users did not receive personalized care regarding their needs, and the 

referral forms were lost, which caused delay in scheduling and in the appointments, and increase 

in the waiting time. The receipt of the demand was centralized in employees who were not 

supposed to do this job; the team did not take responsibility for these assignments and there were 

miscommunications about the services and their functions, due to the lack of knowledge of the 

RAS’ flows. All these aspects were considered barriers to accessibility.10 

This research was supported by a study in which informants from the multi-professional 

team identified as main barriers to universal access to health, among others, lack of recognition 

of priority demands and low resolution in health actions. However, unlike this research, nursing 

was highlighted with an in-depth look regarding its performance, contributing to equity in 

coverage and universal access.5 

It was verified that the notes in the medical records were not prioritized and that 

responsibility was passed on to the ACS and to the population. This created barriers related to 

organizational accessibility, understood as “obstacles that originate in the organization of health 

care resources”.10:7 

A research also revealed that the socio-organizational dimension is still a barrier to access 

he APS in the State of Pernambuco, and that care and coordination of care were present indicators 
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of the APS and relevant for accessibility.12 Another study identified that the prevalence of a 

regular source of services was low, both in users affiliated to the Basic Health Unit and the ESF, 

indicating that this implied the straightening of the link and provided follow-up of the patients.13 

It is important for the APS and the RAS that the population is covered, that is, linked to a 

service, since one of the pillars of the integrated health model is the population basis. Knowledge 

of the user population is a key element in eliminating the organization of services based on offers, 

which is characteristic of fragmented systems.14 

Therefore, the necessary involvement of USF’s employees to ensure continuity of care is 

highlighted. They are expected to make the connection with the other units of the RAS, paying 

particular attention to each case and enabling its resolution. 

The care lines implemented by the RMPISPS represent micro-political alternatives in the 

creation of the RAS in the SUS. This practice stands out because there is not just one way to social 

transformation, because it coexists with a society that is authoritarian and libertarian at the same 

time. Thus, since there are several forms of oppression and domination, there are also several 

forms of resistance and protagonist agents.15 

Postponement to solve the health problems brought by the ACS also revealed the 

simplification of the complexity of the cases from the perspective of the team, interfering in 

continuity of the care and in access to the health service. When the team did not try to solve the 

problem, the case was referred to the service of high technological density. 

It was noted that it was necessary for the team to develop a collaborative work and that, for 

collaborative care to happen, social and professional ability of care managers was essential.16 

The team asked the ACS to advise users not to seek Urgent Care for the treatment of injuries 

that could be treated in the USF. Thus, the basic question seems to be the creation of a bond as a 

device that enables adherence to treatment and/or continuity of treatment, avoiding unnecessary 

appointments and hospitalizations.17 
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Users’ preference for a place that would immediately solve their problems, such as Urgent 

Care, may be related to the lack of organization of the team to meet users’ spontaneous demand. 

Therefore, it was not characterized as a gateway, nor did it enable continuity of care, 

corroborating with another study. 13 

The barriers in accessibility made it possible to state that neither the principles of 

universality nor the integrality of the SUS were ensured. In this context, humanization was also 

compromised, since normative and bureaucratic actions were not sufficient to guarantee care 

practices and welcoming processes that attempted improvements in accessibility to health 

services.18-19 

To act in the complexity presented here, it is necessary to escape from the trap of justifying 

what exists and betting on the recovery of hope. Hope lies in the “possibility of creating fields of 

social experimentation where it is possible to locally resist the evidence of inevitability by 

successfully promoting alternatives that seem utopian at all times and places”.20:36 

A possible limitation of this study was the methodological option as the case study was 

performed in only one USF, revealing specific aspects of its organization. However, it was 

possible to understand the phenomenon of organizational accessibility in this space, enabling the 

generalization in the theoretical perspective, as evidenced in the comparison with other studies. 

Conclusions 

This research identified the way users were welcomed, relating organizational accessibility 

and their movement in the RAS. The daily life of the USF studied presented important 

organizational barriers to accessibility, which would need to be addressed. Restructuring the care 

model depends on this, making it effective and efficient. The reception of the service is essential 

in a health service, because it is from there that the connection of the user with what is offered 

inside and outside the unit, in the RAS, happens. When this is not valued and there is a divergence 
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of information, the reception of users can become fragile, without responsibility and 

prioritization by spontaneous demand. 

The users’ real obstacles in the search for continuous and integral care in the SUS need to 

be addressed; otherwise, continuity of care will be jeopardized. It is necessary to expand and 

qualify the service offer, to strengthen the internal organization of the USF, in order to 

consolidate the ESF as a regular source of care. It is also recommended to invest in 

communication with other care units of the SUS, establishing care flows and enabling the 

construction of an articulated RAS. 
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