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Abstract This study assessed the Family Health
Strategy (ESF) health care accessibility in the mu-
nicipal system, which is the health macro-region
headquarters in Bahia. It consisted of two levels
of analysis: the municipal management and the
local organization of ESF teams. Data produc-
tion combined documentary analysis, non-par-
ticipant observation, and interviews with ma-
nagers, professionals, and users. Goal-image was
used with evaluative criteria and dimensions of
the accessibility in Primary Care. Family Health
Teams (EqSF) still do not entirely fulfill the role
of preferential contact in municipal health ser-
vices, and the health care accessibility reflects the
interdependence of municipal and local factors.
Rural and peripheral teams performed better in
organizational accessibility, and central urban te-
ams performed better in geographic accessibility.
The assessment focused on geographic and orga-
nizational criteria, combining different sources of
evidence and health system players using analysis
levels considering the municipal and local PHC
management are relevant contributions of this
study, which can be extended to other municipal
systems with similar characteristics.
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Introduction

Primary Health Care (PHC) is the user’s first
contact with health system services. It solves
most people’s problems'. In the international
and national setting, PHC stands out mainly for
overcoming fragmented care models through ac-
cessibility?.

In Brazil, the Family Health Strategy (ESF)
was adopted as the main alternative for reorga-
nizing the care model and gateway to the Unified
Health System (SUS), expanding the population
coverage of primary services since the 1990s. This
movement attributed to the municipal power po-
litical and administrative responsibility to imple-
ment and manage Family Health Teams (EqSF)’.

Increased life expectancy, regional inequal-
ities in access to health services, higher preva-
lence of chronic conditions, the maintenance of
emerging health problems, and the external caus-
es of morbimortality generate fundamental chal-
lenges for the ESF to organize the care process®.
Several authors have characterized this setting as
epidemiological polarization that, in the face of
new emerging problems such as the COVID-19
pandemic and significant regional inequality
contexts such as the Northeast of Brazil, enhance
hardships for the EqSFs to organize, manage, and
provide orderly care.

In this sense, health assessment becomes
essential since it allows understanding an in-
tervention or its components to support health
decision-making’. Assessing accessibility in PHC
has multiple connotations, and we considered, in
this study, the characteristics of the offering and
how people perceive and use services from politi-
cal-geographic-organizational elements®.

More challenges prevail over positive results
on PHC’s performance in accessibility in health
systems. Satisfactory results were identified in the
United Kingdom and the United States (U.S.). by
extending opening hours in the night shift and
weekends and establishing a deadline of 24 hours
for attendance’. In the national setting, better
performance was related to implementing recep-
tion, qualified listening, and communication be-
tween users and professionals®.

In Australia, Slovenia, and Scotland, the lack
of means of transport in the territories limited
the choice of opening hours for users in rural
areas’. At the international level, regional in-
equalities in geographic access were more signif-

icant in remote areas and rural areas, with long
waiting times for scheduling appointments and
service and problems with PHC telephone lines
impaired communication between users and re-
ceptionists'®!.

In Brazil, PHC accessibility challenges en-
compass both geographic and organizational as-
pects. The first includes the distant location be-
tween health units and homes, inadequate local
infrastructure, unavailability of transport, wrong
territorial demarcations, and urban violence””'2.
Regarding organizational aspects, there is a long
waiting time for care, preference of users seek-
ing medium- and high-complexity services'?,
predominance of disease-centered practices®,
incomplete use of primary services, architec-
tural barriers for people with disabilities, recep-
tion actions not implemented", discontinuity of
care due to insufficient staff'’, unwieldy opening
hours, long waiting times for tests and visits by
Community Health Workers (ACS)'.

Assessing accessibility with different meth-
odological approaches is relevant to the qual-
ification of health services, and the analysis of
international and national literature records
heterogeneous scenarios in the assessment of
accessibility. The investigations on PHC had a
predominantly organizational focus®*'™'. The
international methodological approaches were
centered on national studies’'°, and the Brazilian
ones had targeted research with municipal scope
in metropolitan urban territories or capitals''c.
While municipal studies predominated national-
ly, mixed evaluative studies were rare, emphasiz-
ing geographic and organizational criteria, and
conducted in PHC in remote health regions with
a large territorial extension, such as the West of
Bahia and the Northeast of the country. Finally,
most of the studies that assessed accessibility in
the ESF did not include municipal management
as a level of analysis, limiting themselves to evi-
dence from the perspective of local actors such as
users and health professionals®*7-'6.

This study aimed to broaden the evaluative
spectrum, also considering the organization of
municipal management as an analytical level to
elucidate contextual relationships between mu-
nicipal political decisions and the local perfor-
mance of accessibility in the EqSFs. From this
perspective, we evaluated accessibility to care in
the ESF in a municipal system, which is the seat
of the health macro-region in the state of Bahia.



Methods
Study design and setting

This is a two-level analysis evaluative study:
organization of the municipal health system and
local organization of the EqSFs. The study set-
ting was a reference municipality for 35 small and
medium-sized municipal systems and is the most
populous territory of the West Bahia health mac-
ro-region, with a significant territorial extension".

The municipal PHC was expanding, with 29
EqSFs implanted and 63% population coverage,
two Type-I Extended Family Health and Primary
Care Centers (NASF-AB), and 12 Primary Health
Units (UBS), four of which from rural areas and
eight from urban areas.

Selection criteria and data collection

Four evaluative settings were selected in the
analysis of the EqSFs’ local scope. Criteria that
prioritized the diversity of local features were
considered, namely: location, physical structure
shared with another team, number of registered
users, structure and work process overall perfor-
mance, number of social facilities in the covered
territory, NASF-AB support, and doctor, nurse
and dentist with Family and Community Health
training (Chart 1).

We used documentary analysis of Municipal
Health Plans (PMS) (2014-2017 and 2018-2021),
Annual Management Reports (RAG), Annual
Health Programs (PAS) (2014-2018), and EqSFs
work agendas. In these documents, we sought to
understand how municipal management estab-
lished coherence between PMS’ proposals and
actions implemented related to the criteria for as-
sessing the accessibility of this study.

Interviews were carried out with profession-
als, users, and municipal management in 2018.
The chain of key informants was used to select the
subjects, particularly Community Health Workers
(ACS) and EqSF managers.

Participants in the study were users aged >60
years, registered and ascribed to the teams, who
used the PHC service in the last 15 days and with
preserved communication capacity. The older
adults were prioritized as sources of evidence, giv-
en the wide use in accessibility assessment surveys.
The professionals had at least one year seniority
in the EqSFs and were those with greater involve-
ment in the work process. On the other hand, the
managers had at least one-year seniority and were
assigned strategic responsibilities for managing

the EqSFs. Twenty-five actors were interviewed,
namely, 16 users, four nurses, four doctors, the
municipal health secretary, and the PHC coordi-
nator.

Data analysis

The information produced was triangulated
and processed in the QRSNvivo 11 software, con-
sidering the study analysis levels and criteria for
assessing accessibility, proposed in image-objec-
tive by Cunha and Silva'®, in the public domain
and validated in a municipal case study. The
methodological selection of the image-objective
considered its analytical breadth, as it includes
criteria from the municipal management and the
local EqSF organization, including geographic ac-
cessibility — referring to the distance to the service
and commuting time — and organizational aspects
— related to the waiting time, queues, appoint-
ment, and test scheduling systems, opening hours,
referral, and counter-referral.

Ethical aspects

The Human Research Ethics Committee ap-
proved the study. Respondents signed an informed
consent form to participate in the research.

Results
System organization

The municipal management’s organization-
al level obtained a satisfactory score (18.5 out of
25), although obstacles were identified to ensure
PHC as the preferred gateway to the health system
(Table 1).

The municipal management defined propos-
als related to the implantation of the ESF in the
PMS. Ten of the 32 proposals identified support-
ed the guarantee of accessibility as a government
guideline. The minority had clear evidence of im-
plementation in the Annual Management Reports
(RAG). The analysis of the RAGs revealed a per-
sistent scenario of contradiction between the mu-
nicipal government proposals and the actions im-
plemented to secure accessibility in the ESF. This
was observed by the low number of actions fully
accomplished concerning the goals established in
the PAS.

Despite municipal guidelines to guarantee
of accessibility in the ESF, the prioritization of
management and organizational accessibility of
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Chart 1. Characteristics of the evaluative scenarios at the local level of EqSE.

L. Teams
Characteristics

A B C D
Location Rural Urban central | Urban central | Urban peripheral
Shared physical structure No No Yes No
Number of ascribed users 292 4,708 1,520 4,126
Opverall structure and process Low Low Adequate Adequate
performance
Number of social facilities 2 3 6 1
Doctor with residency in FCM* No No No Yes
Nurse with residency in FCH** No No No Yes
Dentist with residency in FCH** No No No Yes
Supported by NASF-AB No No Yes Yes

*Family and Community Medicine; **Family and Community Health.

Source: Elaborated by the authors.

Table 1. Score of accessibility at the municipal
management organization level.

. . .. Municipal Maximum
Dimension  Criteria
Management  score

System 1. Ensuring 2.5 5
Organization access as a
government
guideline
2. Basic 16 20
network:
gateway to
other levels
Total score 18.5 25

Note: satisfactory classification - score achieved greater than
or equal to 18 points, unsatisfactory - score less than or equal
to 17.5.

Source: Elaborated by the authors.

the teams prevailed, with rare proposals regard-
ing the geographical dimension of accessibility to
care.

The municipal government proposals remain
limited to expanding the PHC population cover-
age and hardly centered on the qualification of
the work process, expressing a decision-making
tendency for structural issues to the detriment of
organizational factors, as ratified in the PMS and
RAG.

The factors related to the organization of
the municipal system produced managerial con-
straints in the provision of local care, with direct
implications for ensuring accessibility. Criteria

dependent on municipal government decisions
and actors outside the local territory extrapolat-
ed the governability of the EqSFs and interfered
with the performance of accessibility.

The lack of a clear municipal guideline pro-
duced diverse settings for organizing the PHC
appointment scheduling process. While this sce-
nario suggested some local management autono-
my to define the process of scheduling appoint-
ments, it created accessibility barriers in teams
with not very flexible schedules (only one day a
week) or for vulnerable groups (older adults and
pregnant women).

The analyzed documents and interviews
with users and professionals revealed gaps in
municipal guidelines for implementing innova-
tions in scheduling appointments at the EqSFs,
such as the lack of telephone appointments. We
observed the maintenance of the organizational
model of municipal systems, whose available ap-
pointments and specialized tests are distributed
to the EqSFs on a quota basis, according to ad-
ministrative criteria, disregarding the territorial
needs and features. Professionals and managers
were unanimous in stating that this logic did not
meet the teams’ needs, with a long waiting time
between scheduling and access.

In the PMS analysis, we identified municipal
proposals for implementing reception services
and strengthening the population’s bond with
the EqSFs, but they hardly translated into con-
crete actions of professional Continuing Health
Education.

Despite identifying municipal proposals for
structuring the referral and counter-referral sys-
tem in the PMS, communication between EqSFs



and other points of care is still essential to ensure
access to care. The professionals indicated that
this process was ineffective in different situa-
tions, mainly due to counter-referrals that rarely
occurred.

The health units were set up in improvised
and leased locations, demarcated according to
the availability of private properties and not
through a sociosanitary analysis of the local ter-
ritory. The distant location between most of the
EqSFs and the Specialized Care Center (SCC)
and the laboratory services of the network itself
was a restrictive factor for PHC to order care for
SC, representing substantial territorial inequali-
ties in geographic accessibility.

Local organization

EqQSF did not yet fully comply with the ac-
cessibility attribute. The performance in teams
belonging to the same municipal health system
was heterogeneous and classified as intermediate,
whose variation was 36.5-46.5 points (Table 2).
Professionals and management stated that con-
straints to guarantee accessibility at the local level
of EqSFs are related to user demand in the com-
plaint-conduct model, in order to make access
to specialized exams feasible; inflexible hours at
the health units; geographical barriers for users
to access specialized care and laboratories; count-
er-referral system’s poor functioning; and polar-
ized telephone appointment scheduling mecha-
nisms.

Teams in rural and peripheral territories per-
formed better in the criteria of organizational
accessibility, in particular: waiting list manage-
ment; user reception process; waiting time for
scheduling appointments at health facilities;
waiting time between appointment and service;
and waiting time to be attended at the appoint-
ment. The best performances involved criteria
related to geographic accessibility (Table 2) in the
teams with central urban characteristics.

The model of offering programmatic actions
still dominates health practices to the detriment
of the organized offering model. According to
the interviews of professionals and managers, the
guarantee of accessibility was assured through
special health programs’ actions.

The main signs of user recognition of EqSF
as a first access service were related to the pro-
fessionals’ knowledge and the location of the
health unit. Work schedules and interviews with
professionals and users confirmed the lack of in-
novations in the opening hours of health units

(administrative hours prevail), and that hardly
contributed to EqSF being the preferred gateway
for night and weekend care.

In rural and peripheral teams, health units’
opening hours were more restricted due to the
displacement of professionals and safety. In cen-
tral urban teams, the restrictions were related to
professionals’ non-compliance with the work-
load, confirmed by users who reported discrep-
ancies between the time defined by the manage-
ment and that adopted by the teams.

The obstacles to accessibility in scheduling
and using PHC appointments were more evident
in EqSFs that adopted schedules by vulnerability
groups, week days or shifts, for passwords with
a limited number of daily appointments or seg-
regation of vacancies between walk-in and orga-
nized demand.

Users, especially those living far from the
units or with functional limitations for com-
muting, mentioned the ACS as intermediaries in
scheduling appointments.

The EqSF had no governability to order care
for specialized care. While scheduling appoint-
ments and tests were decentralized in the health
units, the distribution of the offering among the
territories registered was under the authority of
the Municipal Regulation Center, without any
participation by the PHC professionals. Territo-
ries with rural and peripheral features had more
difficulties in ordering access to the SC due to
the lack of markers to manage appointments for
consultations and tests, evidencing that remote
territories have more obstacles in this process.

Although most local evaluative scenarios
are not characterized by the need for transpor-
tation to commute to health facilities, they were
geographically distant from laboratories and
specialized centers. Therefore, there was a need
to use public or private transportation to access
specialized care.

The interviews with professionals registered
the reception and development of waiting rooms
as the main receptive spaces for users, far from
establishing a reception process cross-sectional
to other health practices in the ESE.

EqSFs operating in a physical space shared
with other teams had a higher pent-up demand,
either for scheduling procedures or care. This
structural organization favored people crowding,
with long waiting lines starting at dawn.

In summary, municipal and local determina-
tions were responsible for producing polarized
scenarios in accessibility to care in contexts with
different profiles and configurations. Therefore,
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Table 2. Score of accessibility to care at the local EqSF organization level.

Maximum
Dimension Criteria Teams score
EqSFA EqSFB EqSFC EqSFD 5

Organizational 1. Facilities working hours 2.5 2.5 2.5 2.5 5
accessibility

2. Appointment scheduling system 5 5 2.5 5 5

3. Telephone appointment scheduling 0 0 0 0 5

4. Appointment and specialty test 2.5 5 2.5 5 5

scheduling

5. Waiting list 4 1.5 1.5 4 5

6. User reception 4.5 4.5 3 5

7. Refers through referral system 2.5 0 0 5

8. Receives counter-referrals 0 0 0 0 5
Subtotal 21 18.5 12 19.5 40
Organizational 1. Waiting time to schedule an 5 0 0 5 5
barriers appointment

2. Waiting time between scheduling 4.5 4 2.5 4.5 5

and service

3. Waiting time to be attended in the 5 2.5 2.5 5 5

appointment

4. Queues for scheduling 5 2.5 0 5

appointments
Subtotal 19.5 9 5 19.5 20
Geographic 1. Distance from the user’s residence 2 4.5 5 4 5
Accessibility to the USF/UBS

2. Distance from home to CAE and 0 0 0 0 5

laboratory

3. Transport availability 3 4.5 4 3.5 5
Subtotal 5 9 9 7.5 15
Total score 45.5 36.5 26 46.5 75

Note: satisfactory classification - total score greater than 54 points, intermediate - total score greater than 27 and less than or equal

to 54 points, unsatisfactory - total score less than or equal to 27 points.

Source: Elaborated by the authors.

Table 3. Overall classification of accessibility to care in the evaluation scenario, according to the municipal and
local levels of the Family Health Teams, Municipality of the West of Bahia, 2018.

Maximum
EqSFA EqSFB EqSFC EqSFD ore
Total points of the municipality 18.5 18.5 18.5 18.5 25
Total points of the EqSFs 45.5 36.5 26 46.5 75
Total 64 55 45.5 65 100
Overall classification Intermediate  Intermediate Intermediate Intermediate -

Source: Elaborated by the authors.

this attribute is not dissociated from a systemic ~ Discussion
analytical view (Table 3).

Performance differences between the municipal
and local management levels revealed that access



to care in the ESF varies according to the munic-
ipal guidelines on the organization of PHC in
health systems and how the EqSFs organize their
work process in the territory, thus occurring a lo-
cal-municipal interdependence.

The contradictions between the proposed
and the implemented by the municipal admin-
istrations ratify that this scope did not assume
the role of PHC gateway. The alternation of local
political projects seems to induce ruptures in the
government guidelines, affecting the organiza-
tion of EqSFs as a preferred contact for munic-
ipal health systems'.

The municipal guidelines that addressed ac-
cessibility only emphasized the organizational
dimension and fragile analysis of aspects related
to the geographical scope, which causes a super-
ficial assessment of this attribute in the studied
context with a sizeable territorial extension and
communities located in the suburbs and rural
areas.

While the expansion of EqSF coverage has
identified improvements in the accessibility of
rural areas, municipalities with a large rural area
such as the one in this study still face challenges
of geographic accessibility, whether the great dis-
tance between communities and reference teams
or unavailability of regular public transport in
these territories.

The geographical accessibility of health ser-
vices refers to the organization of a given ter-
ritory and relates issues such as time, means of
commuting to health services, and the economic
situation to afford transport, meaning an artic-
ulation between geographic and socioeconomic
accessibility".

The geographical dimension of accessibility
in PHC has also not been the subject of evaluative
studies on the topic in Brazil, which has a more
significant predominance of research on organi-
zational accessibility. This is because the studies
understand that organizational obstacles at the
local and municipal level overly affect the acces-
sibility of PHC services, as they directly address
issues involving the use of the service. Simulta-
neously, the geographical dimension would be a
minor limiting factor, which may influence, but
not necessarily prevent the use of the service®.

At the international level, geographic acces-
sibility has been investigated more frequently in
countries such as Australia and Scotland, mainly
in remote and rural regions more dependent on
this aspect”!’. Regional inequalities in geograph-
ic access to PHC services stand out, especially in
remote and rural areas’. Australia, Scotland, and

Slovenia territories had limited geographical ac-
cessibility to PHC services’.

In Brazil, in the perception of professionals
and users, the main barriers to geographic access
include the unit’s location, the local characteris-
tics, transport, and the inadequate delimitation
of the coverage territory®. Such perception high-
lights the territorial demarcation of EqSFs as a
decisive factor in implementing health units in
places that facilitate the travel of users from their
homes to the service.

The EqSFs studied were located far from the
SCC, which was identified as a limiting aspect
of geographic accessibility, especially consider-
ing other physical and financial limitations for
traveling to specialized services. These results are
consistent with the ESF evaluative studies that
point out similar problems related to access to
specialized services*"?.

The territorial health disparities should be as-
sessed, especially the elaboration of effective ter-
ritorialization, which considers the care provided
and the formulation of public policies beyond
organizational aspects, based on geographical
and socioeconomic criteria territorially aligned
with the needs of the population'. In this con-
text, some factors imply PHC accessibility: health
needs and how services are organized®”. The
needs are mainly related to the users’ perception
of health, which is a primary factor in the use of
the service?, while organizing the services is re-
lated to the recognition of the singularities and
peculiarities of each community®.

In this research and other Brazilian munici-
pal health systems, users tend to seek PHC based
on care and complaint-conduct rationale. Seek-
ing EqSF services occurs, primarily, due to some
health problem and because the service is faster®.
It is also required because it is necessary to access
a visit with a specialist”’, and it is easy to obtain
medications, perform basic tests, and obtain re-
ferral to specialties and specialized tests.

Another similarity of this study with other
Brazilian scenarios is the complaint of users re-
garding the limited opening hours of health units
at night and weekends, which conditioned the
search for other medium- and high-complexity
points of care in low urgency cases'. National
and international initiatives implemented strat-
egies to expand the opening hours of service in
PHC units and found positive results in accessi-
bility. This strategy has been adopted in Brazil,
in Curitiba-PR, Mogi das Cruzes-SP, and Boa
Vista-RR!, and in countries such as the Unit-
ed Kingdom, the Netherlands, and the United
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States’. This helped reduce the risk of fragment-
ed care, overcrowding of emergency services, and
curb medium- and high-complexity service ex-
penditure. It is noteworthy that the difficulties of
access to the opening hours of the units and the
scheduling of appointments, teamwork, and or-
ganizing services to walk-in demand?.

In a previous study?, the satisfactory assess-
ment of care at the UBS was linked to the resolu-
tion of problems. The lack of solutions to the de-
mand and failure to service the walk-in demand
makes users seeking emergency services be even
guided by EqSF professionals to seek another ser-
vice, generating negative perceptions about PHC.
Thus, the problem related to resolution covers
health professionals working in PHC with low
capacity to make decisions, identify problems,
and propose solutions®.

The pent-up demand in some teams was a
reality in the study in question. Many of the ex-
planatory factors reported for arriving early and
guaranteeing access to PHC appointments were
similar to a large city in the state of Sdo Paulo
where users disputed appointment queue tick-
ets”.

This study identified no standardized process
of scheduling PHC appointments. Because EqSFs
are not adequately organized to meet the orga-
nized offering and walk-in demand, scheduling
appointments is also reported as a limiting factor
for accessibility in cities such as Ribeirdo Preto-SP
and Salvador-BA®". Again, regarding scheduling
appointments in health units, it is recommended
that the needs of the population be the primary
references for establishing the organization of the
functioning of the EqSFs, including the ways of
scheduling appointments. Possible adaptations
to improve access must be observed, scheduling
by phone and e-mail®.

The agents were facilitating elements of the
appointment scheduling process in the per-
ception of the interviewed users. However, this
facilitation by the ACS must be analyzed with
caution, as it reinforces the importance of this
worker and can confuse this action as a privilege
and, thus, generate frustrations for those who do
not have ACS™.

The lack of municipal guidelines for sched-
uling appointments in PHC denotes that possi-
ble innovation in this process is deconcentrated
to the local management of EqSFs, and is hard-
ly linked to changes induced by the municipal
management level. A set of barriers is linked to
the system of scheduling appointments, among
them: opening the agenda at a specific time

and day, establishing fixed days for population
groups, and difficulty in meeting walk-in de-
mand’. Such factors can influence the demand
for other health care services and corroborate the
discretion of PHC as a preferential gateway and
organizer of the health care network'.

The low governance level of the EqSFs to or-
ganize specialized care reflects discrepancies, on
the one hand, between the needs for equitable
distribution of vacancies for appointments and
tests for the teams and, on the other, the insuf-
ficient specialized offer in municipal health sys-
tems in remote regions like the West of Bahia.
The SC is mainly supplied by private providers
in municipal systems similar to the present study,
so that the number of appointments and tests for
the SUS is determined by the vacancies available
in the agenda of local providers and not by the
municipal management”!2142031,

The scheduling of specialized appointments,
prorated in quotas for each EqSF in the munici-
pality, did not meet the local needs of the services
and implied low access by users to other levels
of care. This critical point restricted the PHC’s
ability to fulfill its role as a gateway, given the dif-
ficulty of referring users to specialized services,
since the provision of these appointments de-
pends mostly on the availability of professionals
on the network, the number of appointments
made available by them in the scheduling system
and the number agreed with other municipali-
ties in the health region, which was similar to the
municipalities of Feira de Santana and Vitéria da
Conquista®, a large city in the state of Sdo Pau-
lo", and a host city in the northern region of the
state of Bahia®™.

Municipal constraints on the local level of
EqSFs indicate that the guarantee of accessibility
is multidimensional and systemic, thus depend-
ing on the action of actors at the primary level,
management, and other points of care affecting
the system’s organization to ensure an orderly
care flow. The malfunctioning of the referral and
counter-referral system was a classic example of
municipal constraints on accessibility, as iden-
tified in Salvador-BA?* and in a municipality in
northern Bahia®. The factors related to the high
demand of users, lack of communication, and ar-
ticulation with other levels of health care hinder
the effectiveness of the referral and counter-re-
ferral system and influence the perpetuation of
failures in the health system and the comprehen-
sive care to users®.

The reception practices in the evaluated EqSF
proved to be limited to the contact of the recep-



tion. This was a reality that did not correspond
to what is proposed in the humanized reception
guidelines, which provide for actions that draw
health practices closer to users’ real needs, estab-
lishing conversations, bonding, and serving as an
organizational tool in all care activity, whether
from scheduled or walk-in demand®. Recep-
tion should be understood as follows: as a pos-
ture adopted by professionals, a practice that can
generate organized procedures, and a guiding
principle of an institutional project®. In this way,
user reception would be an operational guideline
allowing humanized care, organization of health
work processes, guarantee of universal access,
and resolution.

It is worth remembering that users make the
initial choices, such as choosing an appointment
and its location. They also have the power to
comply or not with the guidelines and referrals.
Therefore, it is vital to consider subjectivity when
assessing accessibility in order to understand
the extent to which the adequacy of the organi-
zation and the provision of services is linked to
the characteristics of users, considering their so-
cio-cultural, educational, economic, ethnic, class,
and gender conditions, their health status, expec-
tations, needs, and experiences.

Besides listening to the “users’ voice”, it is
necessary to change power relations. Stimulating
participation does not merely mean giving users
space to speak but seeking a shared responsibil-
ity with the availability for greater dialogue of
knowledge and construction of autonomy®. The
operationalization of the comprehensiveness
principle is facilitated through the recognition
of users as subjects of law. However, barriers in
people’s accessibility compromise compliance
with comprehensiveness and create social injus-
tice situations.

Accessibility is a fundamental attribute for
the effective establishment of PHC as the pre-
ferred gateway. Thus, PHC becomes an essential
locus in the fight against social inequalities and
promoting universal services, and care equity,
and comprehensiveness. In this sense, it becomes
essential to identify barriers that hinder accessi-
bility and reflect issues in organizing health care
and caring for the population.

The challenges to guarantee accessibility evi-
denced in this study show that the fulfillment of
this attribute is closely related to municipal and
local determinants of EqSFs. Therefore, manage-
ment should value accessibility and resolve its re-
strictive factors to establish PHC as the preferred
gateway.

The different characteristics of the EqSFs and
territories set essential variations in the general
classification of access to care in the evaluated
setting. Suburban and rural contexts tend to be
more challenging for EqSF to overcome geo-
graphical barriers to accessibility, whereas orga-
nizational barriers tend to be challenging in ur-
ban contexts.

The heterogeneous local performance of
accessibility identified in this research reflects a
significant contextual variability of the territory
and characteristics of the EqSF work process as
decisive factors for the coexistence of more sig-
nificant or lesser geographical and organizational
hurdles.

The contributions of this study stand out for
the analytical breadth of the determinants of mu-
nicipal and local management of accessibility to
care; the incorporation of multiple sources from
the perspective of managers, professionals, and
users and of municipal documents and teams,
composing an evaluative framework with greater
depth; the assessment of accessibility with the in-
clusion of geographic and organizational criteria,
allowing its results to establish connections with
the analysis of other municipal systems located
in regions and with similar political-administra-
tive-organizational characteristics.

The main limitations of this research include
the superficial analysis of geographic determi-
nants, given justifications already presented in
the results and the limitation for the inclusion of
supporters of the municipal PHC management,
which prevented further depth in the analysis of
the organization of the system, from the perspec-
tive of other actors that participate in the man-
agement and monitoring of EqSFs.

Improvements are needed in the organization
of appointment scheduling, reception, schedul-
ing of specialized visits, the referral, and count-
er-referral system, and the measurement of the
spatial distribution of health units, especially in
the suburban and rural communities of the mu-
nicipality. The results of this study will hopefully
serve as a basis for supporting decision-making
and EqSF qualification processes. Future research
is recommended to deepen the assessment of ac-
cessibility in PHC by comparing organizational
models. Issues such as failure in the referral and
counter-referral system, geographical accessibili-
ty, and socioeconomic aspects of the population
and intersectionality of gender, class, and ethnic-
ity; and political accessibility geared to users’ par-
ticipation space should be considered to broaden
the understanding of accessibility in PHC.
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