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ABSTRACT

Objective: To identify and analyze users’ perceptions of access and use of health services
and actions to monitor Systemic Arterial Hypertension (SAH) in Primary Health Care
(PHC). Methods: This is a qualitative, descriptive and exploratory study based on 38 semi-
structured interviews conducted with users selected from Basic Health Units (BHUs) in
a large municipality in the state of Rio de Janeiro. Thematic content analysis was used to
identify the empirical categories. Results: Users faced difficulties in scheduling appointments,
accessing laboratory test results and medicines at the BHU. Home visits by Community
Health Workers (CHWs) intermediated demands for appointments and tests. There were no
health education activities and follow-up by the nursing team was residual. The doctor was the
main reference, although links were weakened by turnover. Conclusion: The study identified
the need to expand access to basic medicines and test results at the BHU, the role of nurses in
promotional, preventive and clinical actions, the scope of CHWs” work in health education
and interprofessional work.
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Experiences of access and use of Primary Health Care by users with systemic arterial hypertension

INTRODUCTION

The last two decades have seen an increase in the global
burden of disease due to systemic arterial hypertension (SAH)®.
However, population studies in 90 countries show disparities in
access to diagnosis, treatment and control of SAH®, with the
estimated percentage of non-adherence to treatment - which
ranged from 27% to 40% between 2010 and 2020 - being
more prevalent among low- and middle-income countries®.
International experiences reinforce the importance of a health
system based on Primary Health Care (PHC) to improve care
for SAH with better rates of diagnosis, treatment and control®.
People with SAH who have a regular source of care with a
multidisciplinary team in PHC and coordinated care are more
likely to achieve lower blood pressure levels due to therapeu-
tic adherence®®. A study carried out in Sweden showed that,
in addition to team-based care, people diagnosed with SAH
who had a higher proportion of consultations with nurses in
PHC were more likely to achieve blood pressure control targets
(OR 1.19 — 95% CI 1.07 to 1.32)®. In the Brazilian context
there has been an increase in PHC coverage over the last deca-
des, widening access to health care and advances in the monito-
ring of chronic conditions, especially medical care coverage and
the use of medication by people with SAH®. However, there
is a heterogeneous pattern with regional discrepancies, which
affect the way communities and groups access health services?”.
In 2019, around 72% of the population who reported having
received medical attention in the last 12 months, 66% of this
occurred in public services and of these, 45.8% in Basic Health
Units (BHU)®. Around 2% of the population said they had
never had their blood pressure (BP) checked, 10% had never
sought health services to monitor it and 30.5% said they did not
see a doctor regularly to monitor their SAH, revealing numerous
challenges for the proper management of chronic conditions
related to the low effectiveness of PHC®,

SAH control also faces constraints related to poor integration
between the points of the Health Care Network (HCN),
problems related to accessibility and quality of care, inadequate
training of the workforce and an insufficient evaluation culture®,
scarcity of material resources, poor adherence to actions, lack of
bonds between professionals and users, difficulties in developing
educational practices and planning actions in the territory?.

Considering the strategic position of PHC in the
management of chronic conditions, this article aims to identify
and analyze users’ perceptions of access and use of health services
and actions to monitor SAH in PHC, in a large municipality in
the Southeast region of Brazil. In this article, we consider “use”
or “access” as the interaction that occurs between the characte-
ristics of health systems, the population/users and service pro-
viders, influenced by various factors, including those related to
the organization of health services'?, the focus of this analysis.

METHODS

TypPE OF STUDY

This is a case study with a qualitative, descriptive and
exploratory approach, based on semi-structured interviews
with users with a diagnosis of SAH selected from a BHU in a

large municipality who, through their narratives, expressed their
experiences of accessing and using health services and actions

developed in PHC.

LocATioN, POPULATION AND SELECTION CRITERIA

The study was carried out in a municipality in the
Southeast region of Brazil, in the state of Rio de Janeiro,
with a population of approximately 500,000 inhabitants, 15%
of whom live in areas of social vulnerability, all of whom
are covered by Family Health Teams (FHT). In February
2022, when the interviews began, there were 84 FHT
working in 43 BHU, covering 33.7% of the population®?.
From February to July 2022, 38 face-to-face interviews were
carried out in ten of the 43 BHU. The criteria used to select
the BHU were those with the highest number of FHT (which
ranged from three to six) and distribution among the regional
health centers. The choice of BHUs with the largest number
of teams was justified by the difficulty of finding users who
met the criteria for inclusion in the study in the period after
the Covid-19 pandemic and the vacancy/change of profes-
sionals due to the public selection process that took place at
the time, with a period of transition in the PHC workforce -
professionals leaving and those approved being hired with
unprepared employment contracts. After selecting the BHU,
the participants were identified by the interviewers with the
help of the FHT according to the inclusion criteria: having a
diagnosis of hypertension and being registered with an FHT;
a request for a referral by the PHC for a consultation or
specialized examination in the last 12 months prior to the
interview (verified in the medical records or log books); being
18 years old or older; and not having any physical or psycho-
logical impairment that would prevent them from taking part
in the interview, according to an assessment by the respec-
tive FHT; and distribution among the municipality’s regional
health departments.

DAtA COLLECTION

After selection, potential participants were contacted and
invited to come to the BHU or consulted about the possibi-
lity of conducting the interview at home. The interviews were
carried out by previously trained researchers and guided by a
semi-structured interview script.

The interview script, which is part of a broader study to
analyze the care trajectories of users with SAH, was orga-
nized into the following blocks: sociodemographic profile,
habits and lifestyle, discovery of SAH, the care received in
PHC, the experience with specialized care, other paths taken,
care during the Covid-19 pandemic and overall evaluation
of the care received. For this article, we analyzed experiences
of access and use related to the care received in PHC to
monitor SAH. The interviews, which lasted an average of
30 minutes, were recorded and transcribed in full for data
analysis and processing. The final number of interviews per
BHU was determined based on reaching the theoretical
saturation point® and distribution among the municipality’s
health regions.
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Chart 1 - Services and actions for monitoring systemic arterial hypertension in primary health care, 2023.

Action/services

Description

Medical, nursing and
dental appointments

dental surgeon based on oral health risk®.

Medical consultations are essential for diagnosing, setting therapeutic goals and monitoring patients with SAH, allowing them
to reassess their blood pressure levels and treatment, encourage self-care practices and refer them to other health professionals
or points in the care network, when necessary'". Nursing consultations are a fundamental component of care for people with
SAH"") It should take place in a systematized way, including the stages of nursing history, diagnosis, planning, implementation
and evaluation®”. In order to provide quality oral health care to people with SAH and meet their needs, it is recommended that
at least one dental assessment be carried out annually within the PHC. Subsequent dental appointments are determined by the

Medicines for controlling
hypertension

Drug treatment is essential for controlling blood pressure levels, protecting target organs and preventing renal and
cardiovascular outcomes. Monotherapy is usually sufficient in the early stages of the disease. In cases where patients do not
achieve adequate blood pressure levels, the dose of the drug should be increased or associated with another antihypertensive!”.
It is suggested to prescribe drugs that are included in the National List of Essential Medicines (RENAME) and are available in the
basic pharmacy or Popular Pharmacy, for greater patient adherence to drug treatment®.

Laboratory tests for SAH
control

The main objectives of laboratory investigations are to screen for lesions in target organs, stratify the patient’s cardiovascular
risk and diagnose diseases associated with hypertension. It is recommended that potassium, creatinine, total cholesterol, HDL,
LDL calculation, triglycerides, glucose and analysis of physical characteristics, elements and sediments in urine (type 1 urine)
be requested annually®. Professionals should pay attention to the specific nature of each individual, their therapeutic goals,
cardiovascular risk and existing complications in order to indicate the periodicity"'®.

Blood pressure
measurement at the BHU

treatment®,

Controlling blood pressure levels is essential for improving health indicators and preventing complications and hospitalizations
resulting from SAH. Blood pressure should be measured at every appointment and, if necessary, self-measurement of blood
pressure at home should be recommended, as a measure of adherence, self-care and a source of additional information on

House calls to monitor
people with SAH

the service!.

House calls (HC) should take place routinely, according to the needs of the families, enabling the development of health
promotion activities, disease and illness prevention, health surveillance and educational actions®. In the case of Community
Health Workers (CHWs), home visits are an expression of their presence in the territory and a central feature of their work. It
stands out for being one of the ways in which services contact users, with the potential to facilitate the population’s access to the
health care network, with the aim of caring, informing, registering, strengthening care, the bond and the user’s articulation with

PHC reference
professional

The reference professional concentrates responsibility for handling individual, family or community cases, expanding the
possibilities of building bonds between individuals. Each user must choose or be assigned a reference professional, whose bond
is established collectively as well as individually!"*'®.

Sources of information on
SAH and health education
practices

adherence and user autonomy.

Educational and non-drug therapeutic actions with an interdisciplinary approach and self-care are part of the plan for treating
adults with SAH and can be developed individually, during consultations or home visits, or collectively in operative groups,
waiting rooms, among others'®. They are necessary in order to stimulate lifestyle modification actions such as reducing body
weight, stopping smoking, combating stress factors, carrying out regular physical activity, reducing salt and alcohol intake!*.
These activities should be carried out by the entire PHC team!® with the aim of controlling the disease, increasing therapeutic

Source: Authors, based on Barroso et al.(""), Brasil®'® Cofen” ), Kessler".

Acronyms: HAS - Systemic Arterial Hypertension; RENAME - National List of Essential Medicines; CHW - Community Health Workers; LDL - Low
Density Lipoprotein; HDL - High Density Lipoprotein; PHC - Primary Health Care

DATA ANALYSIS AND PROCESSING

This study used thematic content analysis!®. Initially, the
patterns or themes were identified and described by fully coding
each interview, selecting the relevant excerpts grouped into the-
mes and then interpreting the data. In this way, seven empirical
categories were identified relating to the monitoring of SAH in
PHC. In order to analyze and present the results, the categories
identified were compared to the health actions and services that
are part of the scope of care for SAH according to Ministry of
Health protocols and documents, supplemented by bibliogra-
phic sources (Chart 1).

ETHICAL ASPECTS

'The study followed all the guidelines and legal prerogatives
established by Resolutions 466/2012 and 510/2016 of the
National Health Council. It was cleared by the Research Ethics
Committee of the Institute of Human Sciences under opinion
n0.4.456.756 in 2020, with the consent of the municipality. All
participants signed an informed consent form. The participants’
narratives throughout the text have been identified by the letter
P and number, according to the order in which the interviews
took place.

RESULTS

CHARACTERIZATION OF THE STUDY PARTICIPANTS

Among the 38 participants, the majority were female
(76.3%), self-declared brown or black (71%), aged over 60
(55.3%), without a spouse (63.2%) and with 1 to 2 children
(50%). The majority were the main breadwinners (60.5%), with
a family income of up to 1 minimum wage (52.6%). Half of
the participants (50%) received some kind of social or welfare
benefit. Of this total, 36.8% received a municipal social benefit
such as a cash transfer (Table 1).

'The following results are presented in accordance with the
health actions and services recommended for monitoring SAH,
as shown in Chart 1.

MEepicAL, NURSING AND DENTAL APPOINTMENTS AT THE
PHc: THERe’Ss NOTHING RIGHT FOR us...

Appointments at the BHU were made possible by face-to-
face scheduling. The narratives characterized this process as
“difficult” and unpredictable, with long waiting times between
the appointment and the actual consultation, ranging from
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Table 1 — Characterization of study participants, large municipality,
Rio de Janeiro/R], Brazil, 2022.

Socioeconomic aspects N %

Age range

<49 anos 6 15,7
50-59 anos 11 28,4
60-69 anos 13 34,2
70-79 anos 7 18,4
80 anos ou mais 1 2,6

Race/Color (self-reported)

White 11 28,4
Brown 18 47,3
Black 9 23,6
Indigenous 0 -
Yellow 0 -
Gender

Men 8 21,1
Women 29 76,3
Transvestite 1 2,6
Schooling

Primary incomplete 11 28,4
Primary complete 11 28,4
High School incomplete 5 13,2
High School complete 10 26,3
High Education 1 2,6
Marital status

With partner 13 34,2
Without partner 24 63,2
| prefer not to respond 1 2,6
Children

No children 5 13,2
1 — 2 children 19 50,0
3 or more children 14 36,8
Main breadwinner

Main breadwinner 23 60,5
Other Family member 12 31,6
Shared 2 53
Do not say/do not know 1 2,6
Family income in minimum wages (MW)

<1 20 52,6
1-2 10 26,3
Upto3 5 13,2
Upto 4 2 5,3
Declare no income 1 2,6
Social benefits

No 19 50
Yes 19 50
Which one?

Retirement/Pension 7 36,8
Continuous Cash Benefit (BPC) 1 5,3
Municipal Social Benefit 7 36,8
‘Auxilio Brasil’/Emergency Aid 4 21,1

Source: Authors, based on the interviews.

one to three months. Faced with these difficulties, participants
sought “inserted” appointments via spontaneous demand, in
an attempt to overcome the long waiting time for scheduled
actions. In many cases, they experienced long periods of waiting
at the BHU until the scheduled appointments were completed.

Other participants pointed out that they only went to the BHU
for medical care when there was a sign or symptom that justified
attending via spontaneous demand:

1% difficult to get an appointment there. They don’t make
appointments. They book them and we wait there almost all day.
You have to wait a long time, sometimes you can’t wait, you just
leave. (P10)

1 get my blood pressure checked when I'm feeling unwell, I wait
Jfor everyone fo come in, and then I knock on the door and ask the
doctor to take a look at me. (P20)

A significant proportion of those interviewed reported
greater restrictions on access during and after the Covid-19
pandemic. Difficulties were reported in organizing care flows
in order to guarantee follow-up of other illnesses:

After this Covid thing, my dear, it became very difficult. I came
here several times and was never seen because my doctor was tre-
ating Covid and there was never anyone else to see me. So, it was
difficult... (P19)

Here at the health center because everything stopped, everything
was at the mercy of the pandemic. And all the doctors only had to
attend to Covid, the ones who did... (P13)

The narratives indicated possible obstacles to scheduling
appointments, the main ones being the unavailability and
turnover of professionals, especially doctors. There were frequent
reports of repeating the clinical history at each appointment,
as they were faced with new professionals with whom they had
no previous contact:

1t changes at that post. There’s never a doctor there to see us,
you know? He stays there for two or three months, then leaves or is
transferred elsewhere. There’s no doctor there. (P3)

You have to explain why there’s one doctor there, and when he
arrives there’s another one, and then you have to tell him all over
again. (P10)

In many cases, the replacement of professionals was
portrayed as a slow process, since the teams remained without a
doctor for months, with appointments being suspended. Barriers
to access the appointments were associated with the perception
of the PHC’s low level of resolution in monitoring SAH:

Because there’s no doctor at the health center. So, I'm not even
going there. [...] We get there [to the PHC] and there’s no doctor. He
only sees us when we get there very badly. Other than that, they
don’t see us anymore. (P3). The service isn’t bad, but I can’t solve my
problems. (P11)

With regard to nursing consultations to monitor
hypertension, the narratives indicated a certain lack of precision
in terms of recognizing and differentiating between the roles
of this professional and those of the technicians. Among the
38 interviewees, 13 mentioned knowing the nurse, without
specifying the type of care. The others said they didn’t know
the nurse or described functions generally carried out by nursing
technicians, such as measuring blood pressure and blood glucose.
More often than not, nursing technicians were reported to be
more closely involved.

With regard to dental appointments, two thirds of users
reported never having been seen by a dentist at the PHC. In
some cases, the absence of an oral health team and materials
were pointed out as hindering access:
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I saw a chair there, I said it’s a dentist’s chair. It can treat a skull,
it can treat a lot of things, but theres no dentist. (P15). [...] there
was nothing in the dentist’s room [...] a lot of people in this clinic
and not much service. (P29)

Two participants reported that “simple” dental procedures
were carried out at the BHU, such as dental cleaning, restorations
and exodontia, while other “more complex”services were carried
out at private dental clinics. The quality of oral health procedures
was questioned in some cases:

[-..] my area - which here is by area - was without a dentist. Now
Tve come to see if it’s already booked. [...] What they do here is
restorations, extractions. As for prostheses, I have to go outside. So I
always do it like this: what you do here, I do here. When it’s finished
here or when the doctor says: you can go and have your prosthesis
done’, then I go there [.in the private clinic]. (P37)

[-..] only the treatment was like this: you did it one day, the next
day it fell off; the mixture (laughs). (P14)

MepiciNes FOR SAH: OH, EVERYTHING IS MISSING... THERE'S
NO DIPYRONE, THERE’'S NO BLOOD PRESSURE MEDICINE...

Access to medicines in PHC was pointed out as one of
the main difficulties in treating hypertension. The most fre-
quent combination of access to medicines was via the Popular
Pharmacy (PF), complemented by direct purchase, reported by
16 users. The rest accessed exclusively via PF (7), direct purchase
(6) or other combinations (BHU, purchase and PF). In any
case, PF proved to be the main way of accessing hypertension
medication, albeit incompletely:

1 get these medicines... metformin is through the government
program... I always go to the popular pharmacy. Because sometimes
you go fo the pharmacy and they don’t have any. What youw're entitled
to in this program is only metformin, losartan and hydrochlorothia-
zide. I buy the others. (P16)

1 go to the pharmacy. Some you can get at the pharmacy for free,
well. What isn't, I have to find my own way and buy. (P12)

Although obtaining medicines through the popular
pharmacy was free of charge, users with prescriptions that were
“no longer valid” had to go to the PHC to make an appointment
to renew their prescription. In the process, they encountered
the same difficulties in accessing appointments, so they ended
up buying the medicines outright. Narratives pointed to the
commitment of the family budget to the purchase of medicines:

In fact, my prescription expired a long time ago and I couldn’t
renew it. I came to renew it, there was no doctor, so I ended up
getting used to buying the medication. And some medications the
health system doesn’t provide. (P11). Sometimes I don’t even have
the money (to buy the medication). Since they took away my [Social
Ben(ﬁz‘], 1 often don’t even have it. Sometimes, I have to do odd jobs
around to be able to... (P27)

Faced with so many barriers to access or as a consequence of
restrictions, there were reports of abandoning treatment when it
was impossible to buy the medication with their own resources. On
the other hand, one participant felt that the medication provided
by the SUS was “weak” and, for this reason, sought out a specialist
in the private sector to monitor and prescribe other medication:

The medication that SUS gives us doesn’t work for me. I think
it’s a weak medication, I don’t think it works for me. So I went to
an outside endocrinologist and started seeing him. (P7)

'The use of medication followed different patterns, with
frequent reports of discontinuous use in the perception of BP
control or forgetfulness, even though they were informed of the
need for it. The experience of a hypertensive crisis reinforced
the need to adhere to drug therapy:

1 stopped suddenly. My pressure was fine, so I didn’t take it at
night anymore. I was taking 50 [mg] morning and evening. After
coffee I take 50, losartan. Then I stopped taking it, my pressure went
up, 1 got sick, I went to the (hospital with emergency care). (P25)

Right, right, after I fell ill, he (the FHT doctor) said: “You'll
never forget it.” (P22)

LABORATORY TESTS TO MONITOR HYPERTENSION: GOD
OnNLY KNows WHEN THE Resutts Wit Come BAck...

Most of the interviewees reported having their laboratory
tests taken at their own BHU, and the majority felt that the
waiting times between requesting and collecting the biological
material were not long. However, almost all of them reported
that it took a long time to get the results, which were sent to
the BHU. The lack of communication from the FHT led to
repeated visits to the service, accompanied by anguish and a
teeling of frustration at the lack of feedback. Some interviewees
mentioned that the results never arrived and that they forgot
they had taken the tests:

The test, you do it foday, it takes four, frve montbhs for it to be
ready, but nobody comes to your house to talk about it. You have to
stop by and ask. (P29). We arrive, we stand in line. Then you have
your blood taken, and then God knows when the results will come
back. If you have any problems, you'll stay. Then, after the results
come back, I don’t even know if I have any more. (P28)

In the perception of some users, when the results were
received, they no longer reflected their state of health and had
to be repeated. Faced with successive and recurring experiences
of delays in receiving the results, a significant number of them
turned to private laboratories, despite the financial cost. In these
services, they ended up receiving requests for “packages” of tests:

There are tests we do, it takes two months and they don’t
arrive. Then I go to a private laboratory, it easy. It’s expensive,
but we have to find a way. (P4)

Sometimes I have a sister who always helps me. Then, in order
to get it faster, she pays for it to be done privately. She looks for the
most suitable place, then I go [..] mainly for blood tests, things like
that to find out how I'm doing. And bone calcium, vitamin D. (P14)

MEASURING BLoOD PRESSURE AT THE BHU: ONLY WHEN |
FeeL A SiGN, THAT'S WHEN I'M COMING...

Of the 38 participants, just over half said they monitored
their BP at home using a digital device, and 1/3 said they
measured it at the BHU. The majority of users who self-
measured did not do so regularly, and did so at the slightest sign
or symptom. The maintenance of BP checks at the BHU was
generally linked to appointments, taking medication or when
there was a sign or symptom:

1 hawe the device to measure it - I bought the device, both of them.
diabetes and blood pressure, I have the device to measure it. (P23)

Ab, every three days... when I feel that my blood pressure is high,
1 go and measure it. [...] At home and sometimes I come here |[...]
a lot of pain in the back of my head. That nauseous headache, a lot
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of pain in the back of my neck. Then I feel that my blood pressure is
high. Then I go and measure it properly and see that it'’s high. (P36)

House CALLs To MoNITOR HYPERTENSION: THEY COME
HEere BECAUSE OF THE VACCINE, AND SOMETIMES THEY
COME TO ASK FOR A TEsT

Around two thirds of users received a home visit from the
CHW. There were few reports of visits by other FHT profes-
sionals. When they did, it was in serious cases of Covid-19,
heart attacks or some other condition of a family member:

When I was in a coma, the doctors came to my house, you know? A
doctor came first, I was in a coma, I came from the hospital with
Cowvid, I came in a coma. Then the doctor came to visit me three
times. (...) I have nothing to complain about at the health center,
Tve always been well looked after. (P3)

When I had a heart attack, the doctor came, the doctor who used to
work here, Doctor (name of doctor), and the nursing technician who
used to work with him, who isn’t here today either. (P13)

In any case, some users understood that according to the
“philosophy” of “Family Health”, they should receive a visit
from a doctor at least once a year:

Ifit’s a family doctor process, for him to be a family doctor, he has
to be there infiltrating my family. (P29)

Among those who received visits from the CHWs, the
main actions reported were: communication about scheduling
exams or appointments (referral delivery), arrival of exam results,
registration or updating, accompaniment by the nursing tech-
nician to carry out the Covid-19 vaccination. Although to a
lesser extent, there were reports of CHWs being changed due
to public selection and the absence of visits in the aftermath
of the pandemic:

We leave that little paper there (reference), they mark it properly
and the (CHW) goes to our house to deliver it. (P31). From time
to time they come to renew the registrations here, they ask a lot of
questions. Lately, they haven’t been. After the pandemic, they didn’t
come anymore. Its practically over now here. (P22)

One user expressed dissatisfaction with the actions carried
out during the CHWs visit, who according to her report “didn’t
do anything, just talked, didn’t measure blood pressure, nothing”
(P15). Some reports indicated that the CHWs gave advice on
the street, when users met them. On these occasions, they were
encouraged to go to the BHU:

I'd meet her [the CHW] on the street: ‘Hey, how are you?’, she
knew everyone’s name, ‘no, I'm fine, ‘look, go on, eh! Anything, go
there. [...] No, no [she didn't go to the house]. She only met them on
the street. (P23)

PHc REFERENCE PROFESSIONAL: EVERYTHING'S NEW NOW,
EVERYTHING’S CHANGED...

Around a quarter of the participants mentioned that the
doctor was the main reference for monitoring SAH, although
due to the public selection process at the time, many professionals
were no longer part of the FHT. Next, nursing technicians were
also mentioned as a reference, especially for carrying out pre-
consultation procedures (measuring blood pressure,
anthropometry, capillary glycemia) and direct contact with the
population during reception:

1 had [reference professional] in the old management (...). Now
it’s all new, everything has changed, I'm not intimate with them, I
don’t know them [...]. (P21)

They change. Doctor, just as I was getting used to her, doctor
(FHT doctor) left. Then (FHT doctor) worked here, she was
very good [...] When I came, the girl had left, they took her off the
team. But they sent her somewbhere else, I don'’t know where. (P26)

SOURCES OF INFORMATION ABOUT SAH AND HEALTH
EbucATiON PRACTICES: THE PERSON HAS TO, AT LEAST,
LISTEN TO YOU...

The main source of information about hypertension and
how to control and treat it, mentioned by around half of the
participants, was the doctor. Some users also said that they felt
comfortable talking about their health problems with other
FHT professionals:

1t's the doctor and the device that I have, that I use. They tell me
how much pressure I have to have. (P4)

In any case, some users reported difficulties in expressing
their complaints and doubts due to the lack of a bond with the
new professionals, as well as the perception that they were not
very receptive to listening.

The previous doctors were old doctors who knew us. Nowadays,
the doctors don’t know the patients here. So it’s very difficult to talk
about certain issues. (P11)

If you're going through something, if you go to a place, the person
bas to at least listen to you. And unfortunately there are people who
don’t listen to you, they just pick up the pen, do it like this, that’s it,
it’s over. They don't even look you in the face. (P33)

Less frequently, friends, family and people close to them
were cited as a source for exchanging information and
clarifying doubts. The internet was mentioned by three youn-
ger participants: “I Google everything I want to know.Google is
my mind” (P26). In contrast, nine users reported difficulties in
using the internet or in relation to the excess of information,
which caused more concern. WhatsApp was cited as a tool for
communication and transmitting information about SAH by
only two participants:

Ab, I have a lot of friends (laughs). Then they keep sending me
messages on WhatsApp. There are times when I'm like, ‘Ob, I cant
take it anymore. All these people think about is illness. For cholesterol,
take this, take that. But I don’t take anything. (P19)

Almost all of the participants reported that they had never
taken part in health education activities at the BHU, nor had
they been invited to join any group or collective educational
practice. Of the 38 participants, only 2 had taken part in any
educational activity specifically about SAH, while the other
four had taken part in activities on other topics (Pink October
Breast Cancer campaign, Smoking):

Oh, we used to go for walks. We used to go to the garden and
walk. It was so good. Interviewer: Did you have a hypertension
group? Oh, there was a hypertension group. But a long time ago... (P5)

Most of the interviewees said they didn’t use any other
means to manage their hypertension, apart from drug therapy
and medical care. Nine mentioned using teas (lemon balm,
lemongrass) or other natural products to “calm down” and
eight used religions as a source of support. However, even in
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these cases, there were no reports of medication or medical care
being replaced:

I'm a member of the church, I go to services, I pray, I ask God for my
health, for my life, but the medicines I really take are from hbere. (P20).
Ll give you an example: lemongrass is calming. You make a little
tea, I take it. But it doesn’t cure heart problems. These things, only
the medicine that the doctor gives you. (P27).

DISCUSSION

Users’ experiences of accessing and using services and actions
to monitor SAH indicate a set of barriers, which characterize
restricted access to care in PHC, with difficulties in scheduling
medical, nursing and dental appointments, an insufficient supply
of medication and a lack of health education actions, aggravated
by the post-Covid-19 pandemic context, vacancies and changes
in professionals. Getting laboratory test results was delayed or
did not occur, even when done in a timely manner. The doctor
was the main point of reference for care, although the bonds
were frayed by turnover.

Similarly to what was observed in this study, there is a higher
prevalence of SAH in people with low schooling and adverse
socioeconomic conditions®. In this sense, even more crucial
for maintaining health and quality of life is the availability of a
comprehensive and resolutive PHC, in which access to curative,
preventive and promotional actions can minimize the numerous
social vulnerabilities.

Users faced long waiting times between scheduling and
attending medical appointments, with a predominance of
appointments on spontaneous demand, especially when there was
a sign or symptom, indicating that PHC was sought out when the
disease worsened, replacing regular appointments®. The turnover
and unavailability of professionals, especially doctors, have been
identified as factors that constitute barriers to access, since they
limit the availability and quality of services for users with SAH®Y,
In addition, turnover weakens the construction of a continuum
of care, makes it difficult for patients to adhere to therapy, create
bonds with the team and ensure continuity of care®, which
was sought to be tackled in the study scenario by making the
employment relationships of FHT professionals more precarious.

In this study, users expressed difficulties in recognizing and
differentiating between the actions performed by nurses and
technicians, indicating weak or non-existent clinical performance
by the former. Furthermore, hypertension care was centered on
medical consultations, even though the evidence confirms that
systematized monitoring by nurses has the potential to increase
adherence, reduce hypertensive crises and change body weight®),
which is a challenge that can be addressed through permanent
education strategies and valuing these professionals in PHC.

'The results showed a restriction in the provision of dental
care in PHC. Access to oral health care among people diagnosed
with SAH is reduced due to difficulty in accessing public services,
high costs of private services and the presence of edentulism®@®.
These findings reinforce the need to expand and equalize the
FHT and oral health teams in order to reduce health inequalities.

Users were faced with the constant unavailability of
medicines at the BHU. In this context, similar to other studies®,
they resorted primarily to the Popular Pharmacy, characterizing a
change in the pattern of obtaining medicines - from the BHU to

the PF, which is an important field for further studies that seek to
analyze the monitoring of chronic conditions. Faced with incom-
plete and interrupted access to medicines through the public
system, they resorted to private pharmacies as a last resort, which
greatly compromises the budget of the most vulnerable families.

'The waiting times to receive the results of laboratory tests was
long, even though the time between the request and the collec-
tion of biological material was timely. The problem can be tackled
through communication strategies between the FH'T and users
to communicate the results, minimizing frequent trips to the
BHU and repeat tests, sometimes in the private network, which
have a negative impact on user satisfaction with PHC services®.

In this study, BP was measured predominantly by users
themselves, with or without the support of family members. In
the USA, 55% of patients with SAH or related health problems
were found to have a home BP monitor, and approximately half
of them shared the results of the monitoring with their doctors®”.
However, in this study, irregular measurement was observed,
both at home and at the BHU, indicating a failure in an impor-
tant practice for preventing complications and hospitalizations
resulting from SAH®. Most users reported home visits from
CHWs, although a significant proportion had never received one.
The other FHT professionals did not make any visits. A study
using data from the National Health Survey showed an increase
in the number of households that never received a visit from
CHWs, from 17.7% in 2013 to 23.8% in 20199, Visits, when
they did take place, were restricted to a narrow scope and involved
brokering appointments, exams and services provided at the BHU,
to the detriment of health promotion and disease prevention prac-
tices. In this sense, given that a significant proportion of users are
visited by CHWs, there is a need to encourage the development
of collective and community actions during these contacts.

'The doctor was reported as the main source of information
on SAH and the reference professional, indicating the hegemony
of medical knowledge in health practices and the lack of sharing
of care with other professionals such as nurses, which could be
encouraged by management with a view to improving adherence
and monitoring of SAH®.

‘There were few reports of health promotion, prevention and
education practices for SAH care, as found in other studies®.
‘The absence of these actions shows the incompleteness of the
care pathway for people with SAH, whose access should not
be restricted to curative actions and procedures, disregarding
the social determinants and potential of community action in
a comprehensive PHC.

'The study was limited by the fact that it did not analyze insti-
tutional documents, medical records or indicators that could have
provided elements for data triangulation. The perspective of other
actors such as professionals and managers was not part of the scope
of the research. No less important was the period in which the study
was carried out - after the Covid-19 pandemic and the hiring of
professionals via a public selection process. Both factors aggravated
the vacancy and change of professionals, one of the main challenges
for regular monitoring of SAH, according to the results presented.

CONCLUSION

Users’ experiences regarding access to and use of health
services and actions for monitoring SAH indicate restrictions
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in the provision of care by PHC. There were difficulties in
accessing appointments, unavailability of medication and
access to test results in a timely manner, and a lack of
practices to promote and prevent SAH. These findings indi-
cate incomplete control of the disease and contribute to the
exacerbation of a chronic condition that is prevalent and
sensitive to PHC.

Among the aspects that could be intervened upon and
improved in the provision of care for SAH, we recommend
facilitating access to basic medicines in the BHU, given that drug

treatment is essential for adequate control of SAH; interventions
in the regulation of diagnostic tests that make up the routine
clinical management of the condition studied; recognizing the
active role of nurses in caring for users by strengthening pro-
motional, preventive and clinical actions in the nursing sphere;
periodic educational home visits by CHWs and adapting their
role in health promotion; encouraging interprofessional work
within the FH'T, with the production of unique therapeutic
plans; as well as developing culturally sensitive health education
actions in the territory.

RESUMO

Objetivo: Identificar e analisar a percepgio dos usudrios quanto ao acesso e uso dos servigos e agdes de satide para acompanhamento da
Hipertensdo Arterial Sistémica (HAS) na Atengio Priméria a Satude (APS). Métodos: Estudo qualitativo, descritivo e exploratério, a partir
de 38 entrevistas semiestruturadas realizadas com usudrios selecionados em Unidades Bésicas de Satde (UBS) em municipio de grande
porte, no estado do Rio de Janeiro. Foi utilizada a anilise tematica de contetdo para identificagio das categorias empiricas. Resultados: Os
usudrios enfrentavam dificuldades para marcagio de consultas, acesso aos resultados dos exames laboratoriais e aos medicamentos nas UBS. As
visitas domiciliares dos Agentes Comunitdrios de Satide (ACS) intermediavam demandas de marcagio de consultas e exames. Ndo ocorriam
acdes de educagdo em saude e o acompanhamento pela equipe de enfermagem era residual. O médico era a principal referéncia, embora os
vinculos estivessem fragilizados pela rotatividade. Conclusao: O estudo identificou necessidade de ampliar o acesso aos medicamentos basicos
e resultados dos exames nas UBS, o papel dos enfermeiros nas agbes promocionais, preventivas e clinicas, o escopo de atuagio dos ACS na
educagio em satde e o trabalho interprofissional.

DESCRITORES

Atengio Primdria a Sadde; Hipertensdo Arterial Sistémica; Acessibilidade aos Servigos de Saude.

RESUMEN

Objetivo: Identificar y analizar las percepciones de los usuarios sobre el acceso y utilizacion de los servicios y acciones de salud para el seguimiento
de la hipertensién arterial sistémica (HAS) en Atencién Primaria de Salud (APS). Método: Se trata de un estudio cualitativo, descriptivo y
exploratorio, basado en 38 entrevistas semiestructuradas realizadas a usuarios seleccionados de Unidades Bésicas de Salud (UBS) de un gran
municipio del estado de Rio de Janeiro. Se utiliz6 el andlisis temdtico de contenido para identificar las categorias empiricas. Resultados: Los
usuarios tuvieron dificultades para programar citas, acceder a los resultados de las pruebas de laboratorio y a los medicamentos en las UBS.
Las visitas domiciliarias de los Agentes Comunitarios de Salud (ACS) sirvieron de intermediarios en la demanda por citas y pruebas. No
habia actividades de educacién sanitaria y el seguimiento por parte del equipo de enfermeria era residual. EI médico era el principal referente,
aunque los vinculos se debilitaban por la rotacién. Conclusién: El estudio identific la necesidad de ampliar el acceso a medicamentos bésicos
y resultados de pruebas en las UBS, el papel de la enfermeria en acciones promocionales, preventivas y clinicas, el alcance del trabajo de los ACS
en educacion para la salud y el trabajo interprofesional.

DESCRIPTORES

Atencién Primaria de Salud; Hipertension; Accesibilidad a los Servicios de Salud.

REFERENCES

1. Julido NA, Souza AD, Guimardes RRDM. Tendéncias na prevaléncia de hipertensdo arterial sistémica e na utilizagcdo de servigos de saide no
Brasil ao longo de uma década (2008-2019). Cien Saude Colet. 2021;26(9):4007-19. doi: http://doi.org/10.1590/1413-81232021269.08092021.
PubMed PMID: 34586255.

2. Mills KT, Bundy JD, Kelly TN, Reed JE, Kearney PM, Reynolds K, et al. Global disparities of hypertension prevalence and control: a systematic analysis
of population-based studies from 90 countries. Circulation. 2016;134(6):441-50. doi: http://doi.org/10.1161/CIRCULATIONAHA.115.018912.
PubMed PMID: 27502908.

3. Lee EK, Poon P, Yip BH, Bo Y, Zhu M-T, Yu C-P, et al. Global burden, regional differences, trends, and health consequences of medication
nonadherence for hypertension during 2010 to 2020: a meta-analysis involving 27 million patients. ] Am Heart Assoc. 2022;11(17):e026582. doi:
http://doi.org/10.1161/JAHA.122.026582. PubMed PMID: 36056737.

4. Campbell NR, Padwal R, Tsuyuki RT, Leung AA, Bell A, Kaczorowski J, et al. Ups and downs of hypertension control in Canada: critical factors
and lessons learned. Rev Panam Salud Publica. 2022;46(2):e141. doi: http://doi.org/10.26633/RPSP.2022.141. PubMed PMID: 36071924.

5. Odesjoé H, Adamsson Eryd S, Franzén S, Hjerpe P, Manhem K, Rosengren A, et al. Visit patterns at primary care centres and individual blood
pressure level - a cross-sectional study. Scand ) Prim Health Care. 2019;37(1):53-9. doi: http:/doi.org/10.1080/02813432.2019.1569369. PubMed
PMID: 30821170.

6. Carey RM, Muntner P, Bosworth HB, Whelton PK. Prevention and control of hypertension. ] Am Coll Cardiol. 2018;72(11):1278-93. doi: http://
doi.org/10.1016/j.jacc.2018.07.008. PubMed PMID: 30190007 .

7. Barros RDD, Aquino R, Souza LEPF. Evolugdo da estrutura e resultados da Atencdo Primdria a Sadde no Brasil entre 2008 e 2019. Cien Saude
Colet. 2022;27(11):4289-301. PubMed PMID: 36259849.

8. Malta DC, Bernal RTI, Prates EJS, Vasconcelos NMD, Gomes CS, Stopa SR, et al. Self-reported arterial hypertension, use of health services
and guidelines for care in Brazilian population: National Health Survey, 2019. Epidemiol Serv Saude. 2022;31(spe1):e2021369. doi: http:/doi.
org/10.1590/ss2237-9622202200012.especial. PubMed PMID: 35946670.

8 Rev Esc Enferm USP - 2024;58:€20240109 www.scielo.br/reeusp


www.scielo.br/reeusp
https://doi.org/10.1590/1413-81232021269.08092021
https://pubmed.ncbi.nlm.nih.gov/34586255
https://pubmed.ncbi.nlm.nih.gov/34586255
https://doi.org/10.1161/CIRCULATIONAHA.115.018912
https://pubmed.ncbi.nlm.nih.gov/27502908
https://pubmed.ncbi.nlm.nih.gov/27502908
https://doi.org/10.1161/JAHA.122.026582
https://pubmed.ncbi.nlm.nih.gov/36056737
https://doi.org/10.26633/RPSP.2022.141
https://pubmed.ncbi.nlm.nih.gov/36071924
https://doi.org/10.1080/02813432.2019.1569369
https://pubmed.ncbi.nlm.nih.gov/30821170
https://pubmed.ncbi.nlm.nih.gov/30821170
https://doi.org/10.1016/j.jacc.2018.07.008
https://doi.org/10.1016/j.jacc.2018.07.008
https://pubmed.ncbi.nlm.nih.gov/30190007
https://pubmed.ncbi.nlm.nih.gov/36259849
https://doi.org/10.1590/ss2237-9622202200012.especial
https://doi.org/10.1590/ss2237-9622202200012.especial
https://pubmed.ncbi.nlm.nih.gov/35946670

Ribeiro AMVB, Vilasboas ALQ, Almeida PF

16.
17.

18.
19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Belizan M, Alonso JP, Nejamis A, Caporale J, Copo MG, Sanchez M, et al. Barriers to hypertension and diabetes management in primary health care
in Argentina: qualitative research based on a behavioral economics approach. Trans| Behav Med. 2020;10(3):741-50. doi: http://doi.org/10.1093/
tbm/ibz040. PubMed PMID: 30947329.

. Coelho ACR, Leite MV, Carneiro KFP, Mendonga JRB, Mesquita LKM, Vasconcelos TB. Vasconcelos TBd. Os principais desafios das politicas

publicas de salde para o enfrentamento das doencas cronicas ndo transmissiveis em municipios do Nordeste brasileiro. Cad Saude Colet.
2023;31(02):€31020095. doi: http://doi.org/10.1590/1414-462x202331020095.

. Alkhawaldeh A, Albashtawy M, Rayan A, Abdalrahim A, Musa A, Eshah N, et al. Application and use of andersen’s behavioral model as

theoretical framework: a systematic literature review from 2012-2021. Iran ] Public Health. 2023;52(7):1346-54. doi: http://doi.org/10.18502/
ijph.v52i7.13236. PubMed PMID: 37593505.

. E-gestor. Informagdo e gestdo da Atengdo Bdsica [Internet]. 2023 [cited 2024 Mar 28]. Available from: https:/egestorab.saude.gov.br/paginas/

acessoPublico/relatorios/relCoberturaAPSCadastro.xhtml.

. Campos CJG, Saidel MGB. Amostragem em investigaces qualitativas: conceitos e aplicagdes ao campo da salide. Rev. Pesq. Qual. 2022;10(25):

404-2. doi: http://doi.org/10.33361/RPQ.2022.v.10.n.25.545.

. Dias EG, Mishima SM. Analise tematica de dados qualitativos: uma proposta prética para efetivagao. Sustinere. 2023;11(1):402-11. doi: http://

doi.org/10.12957/sustinere.2023.71828.

. Barroso WKS, Rodrigues CIS, Bortolotto LA, Mota-Gomes MA, Branddo AA, Feitosa ADM, et al. Diretrizes Brasileiras de Hipertensao Arterial-2020.

Arq Bras Cardiol. 2021;116(3):516-658. doi: http://doi.org/10.36660/abc.20201238. PubMed PMID: 33909761.
Brasil. Linha de cuidado do adulto com hipertensao arterial sistémica. Brasilia: Ministério da Saudde; 2021.

COFEN. Resolugdo n° 736, de 17 de janeiro de 2024. Dispde sobre a implementagdo do Processo de Enfermagem em todo contexto socioambiental
onde ocorre o cuidado de enfermagem. Didrio Oficial da Unido; 17 jan 2024.

Brasil. Politica Nacional de Atencao Bdsica. Brasilia: Ministério da Sadde; 2017.

Kessler M, Thumé E, Facchini LA, Tomasi E. Prevaléncia do ndo recebimento de visita domiciliar pelo Agente Comunitario de Satde no Brasil e
fatores associados. Ciénc Satdde Coletiva. 2022;27(11):4253-63. doi: http:/doi.org/10.1590/1413-812320222711.17072021

Girdo ALA, Freitas CH. Usudrios hipertensos na atencdo primdria a satdde: acesso, vinculo e acolhimento a demanda espontinea. Rev Gaticha
Enferm. 2016;37(2):e60015. doi: http://doi.org/10.1590/1983-1447.2016.02.60015. PubMed PMID: 27253602.

Huque R, Nasreen S, Ahmed F, Hicks JP, Walley ], Newell N, et al. Integrating a diabetes and hypertension case management package within
primary health care: a mixed methods feasibility study in Bangladesh. BMC Health Serv Res. 2018;18(1):811. doi: http://doi.org/10.1186/512913-
018-3601-0. PubMed PMID: 30352582.

Queiroz RF, Alvarez AM, Morais LJ, Silva RAR. Perception of nursing workers on the care of hypertension in older adult. Rev Bras Enferm.
2019;72(suppl 2):3-13. doi: http://doi.org/10.1590/0034-7167-2016-0681. PubMed PMID: 31826185.

Mota BA-M, Moura-Lanza F, Nogueira-Cortez D. Efetividade da consulta de enfermagem na adesao ao tratamento da hipertensao arterial sistémica.
Rev Salud Publica (Bogota). 2019;21(3):324-32. doi: http://doi.org/10.15446/rsap.V21n3.70291. PubMed PMID: 36753177.

Silva AER, Langlois CO, Santos TS. Salde bucal de pacientes idosos que utilizam medicamentos para hipertensdo vinculados a um Programa
Satde da Familia. Rev Gaucha Odontol. 2011;59(3):439-43.

Leitdo VBG, Lemos VC, Francisco PMSB, Costa KS. Prevaléncia de uso e fontes de obtencdo de medicamentos anti-hipertensivos no Brasil:
analise do inquérito telefénico VIGITEL. Rev Bras Epidemiol. 2020;23:€200028. doi: http:/doi.org/10.1590/1980-549720200028. PubMed PMID:
32401921.

Ferreira DC, Vieira I, Pedro MI, Caldas P, Varela M. Patient satisfaction with healthcare services and the techniques used for its assessment: a
systematic literature review and a bibliometric analysis. Healthcare (Basel). 2023;11(5):639. doi: http://doi.org/10.3390/healthcare11050639.
PubMed PMID: 36900644.

Springer MV, Malani P, Solway E, Kirch M, Singer DC, Kullgren JT, et al. Prevalence and frequency of self-measured blood pressure monitoring
in US adults aged 50-80 years. JAMA Netw Open. 2022;5(9):e2231772. doi: http://doi.org/10.1001/jamanetworkopen.2022.31772. PubMed
PMID: 36103183.

Giovanella L, Bousquat A, Schenkman S, Almeida PF, Sardinha LMV, Vieira MLFP. Cobertura da Estratégia Satde da Familia no Brasil: o que
nos mostram as Pesquisas Nacionais de Satide 2013 e 2019. Cien Saude Colet. 2021;26(suppl 1):2543-56. doi: http://doi.org/10.1590/1413-
81232021266.1.43952020. PubMed PMID: 34133633.

Ramos C, Araruna R, Lima C, Santana C, Tanaka L. Education practices: research-action with nurses of Family Heakth Strategy. Rev Bras Enferm.
2018;71(3):1144-51. doi: http://doi.org/10.1590/0034-7167-2017-0284. PubMed PMID: 29924176.

ASSOCIATE EDITOR

Marcia Regina Cubas

Financial support
This work was financed by the Applied Project Development Program -PDPA- partnership of the Niterdi-
RJ City Hall and Fluminense Federal University. PF Almeida is CNPq productivity fellows (PQ).

(3 This is an open-access article distributed under the terms of the Creative Commons Attribution License.

www.scielo.br/reeusp Rev Esc Enferm USP - 2024;58:€20240109 9


www.scielo.br/reeusp
https://doi.org/10.1093/tbm/ibz040
https://doi.org/10.1093/tbm/ibz040
https://pubmed.ncbi.nlm.nih.gov/30947329
https://doi.org/10.1590/1414-462x202331020095
https://doi.org/10.18502/ijph.v52i7.13236
https://doi.org/10.18502/ijph.v52i7.13236
https://pubmed.ncbi.nlm.nih.gov/37593505
https://doi.org/10.33361/RPQ.2022.v.10.n.25.545
https://doi.org/10.12957/sustinere.2023.71828
https://doi.org/10.12957/sustinere.2023.71828
https://doi.org/10.36660/abc.20201238
https://pubmed.ncbi.nlm.nih.gov/33909761
http://doi.org/10.1590/1413-812320222711.17072021
https://doi.org/10.1590/1983-1447.2016.02.60015
https://pubmed.ncbi.nlm.nih.gov/27253602
https://doi.org/10.1186/s12913-018-3601-0
https://doi.org/10.1186/s12913-018-3601-0
https://pubmed.ncbi.nlm.nih.gov/30352582
https://doi.org/10.1590/0034-7167-2016-0681
https://pubmed.ncbi.nlm.nih.gov/31826185
https://doi.org/10.15446/rsap.V21n3.70291
https://pubmed.ncbi.nlm.nih.gov/36753177
https://doi.org/10.1590/1980-549720200028
https://pubmed.ncbi.nlm.nih.gov/32401921
https://pubmed.ncbi.nlm.nih.gov/32401921
https://doi.org/10.3390/healthcare11050639
https://pubmed.ncbi.nlm.nih.gov/36900644
https://pubmed.ncbi.nlm.nih.gov/36900644
https://doi.org/10.1001/jamanetworkopen.2022.31772
https://pubmed.ncbi.nlm.nih.gov/36103183
https://pubmed.ncbi.nlm.nih.gov/36103183
https://doi.org/10.1590/1413-81232021266.1.43952020
https://doi.org/10.1590/1413-81232021266.1.43952020
https://pubmed.ncbi.nlm.nih.gov/34133633
https://doi.org/10.1590/0034-7167-2017-0284
https://pubmed.ncbi.nlm.nih.gov/29924176

