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Specialized care and health transport from a Health Care 
Network integration perspective

Abstract  The aim of this study was to analyze 
the organization and provision of specialized care 
(SC) and health transport in regional polyclinics 
in the state of Bahia, Brazil. We conducted a qual-
itative exploratory single case study of a polyclinic 
based on semi-structured interviews with key in-
formants in municipal and state health services. 
We sought to identify elements that characterize 
network-based models of SC. A number of ad-
vances were identified, including: an increase in 
the provision of SC and the scope and quality of 
services; effective retention of health professionals; 
provision of health transport; monitoring of SC; 
and improvements in the regulation of access to 
care through the use of computerized systems. The 
following challenges were observed: tailoring SC 
planning to regional health needs; the promotion of 
care coordination by Primary Health Care (PHC); 
the development of strategies to improve commu-
nication between SC and PHC professionals; in-
stitutionalization of counter-referral; engagement 
between the polyclinic and spaces for citizen par-
ticipation; and fostering matrix support, perma-
nent education, teaching-service integration, and 
research. Despite the intrinsic challenges of SC and 
the need to strengthen the central role of PHC, the 
regional polyclinic arrangement is better suited to 
the integration of the health care networks.
Key words  Secondary Care, Regional Health 
Planning, Health Service Integration, Health Con-
sortiums
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Introduction

Barriers to specialized care (SC) are general and 
multifactorial, with consequences for timely care, 
outcomes, and health equity in both urban and 
rural settings1,2. Increasing the “value” of health 
systems entails, among other things, improving 
quality and reducing unnecessary hospitaliza-
tions, tests, and procedures by repositioning SC 
and creating an interface between SC and prima-
ry health care (PHC) services3. 

In Brazil, a widely used definition of SC is re-
gionalized care involving actions, practices and 
services that require hospital medical equipment, 
specialists, and greater use of technology, ensur-
ing scale and quality4. In Brazil’s public health 
system, the Sistema Único de Saúde (SUS) or 
Unified Health System, SC is delivered through 
an array of facilities, each with a different type 
of organization and scope, including specialist 
polyclinics, hospital outpatient clinics, regional 
referral centers, and autonomous services/clinics 
linked to the private sector. In other countries, 
specialist outpatient care is often provided in lo-
cal health units located in hospitals (Denmark, 
Canada, Switzerland, Italy) or in private clinics 
with self-employed specialists5.

Combining regionalization and the provision 
of accessible SC in a country of continental pro-
portions like Brazil is no trivial task. Specialist 
outpatient and hospital services in conjunction 
with PHC provide a minimum scope of actions 
to ensure the delivery of comprehensive care 
through the SUS. However, SC services are con-
centrated in a limited number of regions6. One of 
the results of regionalization has been a reduc-
tion in access to care and diagnostic services in 
rural areas, illustrated by the centralization of 
Canadian SC in small hospitals in urban centers 
to achieve efficiency gains and scale7.

In Brazil, private sector interest and interfer-
ence in the concentration of SC services in larger 
urban centers may be one of the explanations for 
the absence of an organizational model of SC in 
the SUS8. The lack of such a model and the in-
sufficiency and concentration of SC services in 
larger urban centers compromise the delivery of 
comprehensive care, especially for people living 
in small towns and rural areas, often requiring 
patients to travel unacceptably long distances 
to access services9. Studies have shown that the 
availability of means of transport is often just 
as critical as the provision of health services10,11. 
Transport systems therefore cut across health 
care networks (HCNs) and are essential for en-

abling patient flows and counter-flows, constitut-
ing a key logistical resource for mediating access 
to SC12,13.

Mendes12 suggests that PHC and SC should 
be combined into a single micro clinical system. 
By making PHC the locus of care, it is possible 
to access specialist services underpinned by a 
clinical approach that is committed to people, 
without exposing patients to unnecessary pro-
cedures14. Hence, it is not just about increasing 
the provision of SC, but integrating care into the 
HCN model, a topic that has received little atten-
tion from researchers and the country’s health 
policies15,16.

This article analyzes the organization and pro-
vision of SC (appointments and tests) and health 
transport by regional polyclinics in the state of 
Bahia, which fall within the sphere of interfederal 
health consortiums (IHCs). Studies suggest that 
consortium arrangements enable better organi-
zation of the demand for and delivery of special-
ist services, especially in small municipalities17, 
and foster intergovernmental cooperation18,19. 
A prominent example is the experience of the 
state of Ceará, a pioneer in the implementation 
of vertical consortiums aimed at expanding and 
“interiorizing” SC services supported by trans-
port programs20. The identification of gaps in SC 
spurred the creation of polyclinics in the state of 
Bahia21. In addition to exploring the contribution 
polyclinics make to improving access to special-
ist services, this study aimed to respond the fol-
lowing question: Is the regional polyclinic model 
better suited to the delivery of SC in regionalized 
health networks, particularly in regions with a 
considerable number of small municipalities?

methodology

Study type and setting

We conducted a qualitative exploratory single 
case study based on the intentional selection of 
experiences of the Vitória da Conquista/Itapet-
inga regional polyclinic. The implementation of 
IHCs follows the same approach across different 
regions, meaning that cases are broadly similar. 
There has been a rapid expansion of IHCs in 
Bahia, with 23 IHCs and 21 polyclinics in Sep-
tember 202121. At the time of data collection, the 
Interfederal Health Consortium of the Vitória 
da Conquista and Itapetinga Region (IHCVITA) 
was made up of 31 municipalities located in three 
health regions (Vitória da Conquista, Itapetinga, 
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and Brumado) belonging to the southeast mac-
roregion, with a little over 800,000 inhabitants. 
Twenty-one of the 31 municipalities are adjacent 
to remote rural areas.

Information sources and research subjects

The primary information source were 19 
semi-structured interviews with state and mu-
nicipal health managers and coordinators of the 
IHCVITA and polyclinic. The participants were 
intentionally selected to include subjects direct-
ly involved in the functioning and management 
of the IHC/polyclinic. We also interviewed civil 
society representatives, appointment booking 
team members or “regulators”, members of the 
municipal legislature, and mayors, who are key 
informants for understanding the political di-
mensions of the functioning of the health facility. 
We visited the polyclinic, five municipalities, and 
the state capital in May and June 2021 to carry 
out face-to-face interviews at the interviewees’ 
workplace, resulting in 761 minutes of audio 
recordings. Chart 1 presents the profile of the 
interviewees, whose positions were described 
generically to protect their identity. It is worth 
highlighting that most of the interviewees had 
a background in health care and post-graduate 
qualifications in public health, constituting a 
group of actors with relevant experience in the 
topic addressed by this study.

Supplementary documents and regulations 
concerning the functioning of IHCs and poly-
clinics were also analyzed.

Data analysis

We performed a content analysis of the ma-
terial comprising the following stages: pre-anal-
ysis involving detailed reading and re-reading 
of the interview transcripts and identification of 
relevant documents guided by the research ques-
tion; exploration of empirical material guided by 
the thematic dimensions; and interpretation of 
the findings anchored in the participants’ per-
ceptions, thematic dimensions, and study com-
ponents22. We sought to ensure the quality and 
validity of the results through confrontation and 
the complementarity of the various experiences 
of the interviewees and official documents.

The framework used to analyze the organiza-
tion and provision of SC and health transport ini-
tially drew on the dimensions of a c called “points 
of secondary outpatient care” by Mendes12 (the 
“PASA Model”, in Mendes16). The design recon-

figures SC, making it part of the HCN, in contrast 
to the fragmented approach which is centered 
around “medical specialty centers”12. This in-
volves the following: needs-based planning; com-
munication between points of care and between 
PHC and SC professionals; centrality of PHC; 
integrated protocols and patient records; ma-
trix care, permanent education, and SC research 
functions. Although, a priori, these dimensions 
provided the basis for the interview guides and 
informed the thematic analysis, new components 
were incorporated based on the empirical evi-
dence, primarily to address the regional nature of 
the experience. Chart 2 presents the framework 
used to analyze and present the results. Without 
exhausting all possibilities, the framework also 
shows the dimensions and components of a SC 
model that is more consistent with the principles 
of regionalization and integration into the HCN. 

The study protocol was approved by the 
Fluminense Federal University School of 
Medicine’s research ethics committee (CASC 
40092220.9.0000.5243, approval number No. 
4.574.166).

results

SC and health transport planning based 
on regional health needs: centralization 
versus locoregional demands

The IHCVITA’s Memorandum and Articles 
of Association contains a wide range of actions, 
including drug procurement and dental specialty 
centers21. At the time of the study, the polyclinic 
provided specialist appointments and tests and 
health transport, the latter via 17 minibuses and 
four vans. Two legal instruments govern relations 
between the municipal health authorities and the 
IHCVITA/polyclinic: a program contract setting 
out the procedures to be provided by the poly-
clinic; and an apportionment agreement, which 
establishes the share of funding apportioned to 
the state and municipal governments (40% and 
60%, respectively, without any contribution from 
the federal government)21. 

The suite of services offered by polyclinics 
set out in program contracts are defined by the 
state government according to the number of 
consortium member municipalities and catch-
ment population. Specialist appointment and test 
quotas and transport needs are calculated based 
on the total population of each municipality. The 
difference between the 2010 census population 
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and current population according to primary 
care records of patients attending health services 
adversely affected some municipalities, having 
implications for planning and funding. 

There were discrepancies between the inter-
viewees’ assessment of the possibility of adapting 
the suite of services to meet locoregional needs 
and the dynamics of the functioning of the poly-
clinic. It was highlighted that the services did not 
always meet needs, mainly because some munic-
ipal health authorities provide SC procedures at 

local level. The Assembly of Mayors (General As-
sembly), the IHC decision-making body, has the 
power to make changes to the suite of services. 
The IHC used these powers to include electro-
neuromyography in the suite of services. Howev-
er, the decision-making process involved a series 
of discussions, agreements, and consensus-seek-
ing between consortium members.

The program contract sets certain goals that 
are inconsistent with the capacity of the poly-
clinic, such as unrealistic daily appointment tar-

Chart 1. Characteristics of the research participants. Bahia, Brazil, 2021.

Interviewee Length of time 
in position Sex Academic background/

education level Postgraduate qualification Previous health 
experience

Regulator Vitória da 
Conquista

9 months F Nursing PhD in Public Health Yes

City councilor Vitória 
da Conquista 1 

5 months M Law Master’s degree in Memory, 
Language and Society
PhD student

No

City councilor Vitória 
da Conquista 2

4 years 5 
months

F Nursing/
Law

Master’s degree in Public Health Yes

Vitória da Conquista 1 14 months F Nursing Obstetrics/Worker’s Health/
Health Surveillance Management 

Yes

Civil society 
representative

2 years M Psychology Specialization in Human Rights Yes

IHCVITA Management 2 years F Nursing/
degree in Literature

Specialization in Clinical 
Management 

Yes

Polyclinic Management 2 years F Pharmacy Health Systems Management, 
Micropolitics

Yes

Polyclinic Technical 
Advisor 1

20 months F Nursing Multiprofessional Residency, 
Planning and Management

Yes

Polyclinics Technical 
Advisor 2

6 months M Nursing/
Medicine

Specialization in Public Health, 
Health Management

Yes

Belo Campo 1 4 years 5 
months

M Nursing Specialization in Health 
Management

Yes

Belo Campo 2 4 years 5 
months

M Administration Planning and Management Yes

Planalto 1 5 months M History - No
Planalto 2 5 months M Junior high - Yes
Poções 1 3 years and 10 

months
M Junior high - Yes

Poções 2 5 months F Junior high - No
Bom Jesus da Serra 1 5 months M Junior high - Yes
Barra do Choça 1 5 months F Administration/

Nursing/
Mathematics

Personnel management/
Mathematics/Intensive Care/
Auditing

Yes

Technical advisor 
SESAB 1

4 years M Law Specialization in Public Law and 
Social Security

No

Technical advisor SES-
AB 2 

23 M Accounting Specialization in Health 
Economics

No

Source: Authors based on the interviews.
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gets for some types of procedures. Appointment 
availability also varied depending on type of day 
(business day, public holidays, etc.) and staff va-
cations and medical leave. It was mentioned that 
these difficulties were not readily acknowledge by 
the municipal health authorities. In 2020, some 
care services were interrupted or reduced due 
to the COVID-19 pandemic, generating tension 

between managers, who argued that the services 
continued to receive funding. The managers un-
derstood that the polyclinic played the role of a 
SC provider from which the municipal govern-
ment purchased services.

However, for procedures with limited avail-
ability, the consortium is seen as the only means 
of providing SC in these health regions, as due to 

Chart 2. Framework for analyzing the organization and provision of specialized care and health transport from 
the regional health care network perspective, 2021.

Dimension Components
Planning of SC and health 
transport provision based 
on regional health needs

• Integrated regional planning of SC provision based on health needs and care 
parameters in the municipalities and region. 
• Overall tripartite funding.
• Decision-making spaces across municipalities, state and SC providers.
• Goal-setting and monitoring of SC provision.
• Strategies to attract and retain SC professionals.

Health transport • Health transport SC services.
• Prior booking of transport.
• Adapted transport.
• Vehicle maintenance and safety.

Regulated access and care 
coordination by PHC

• Access exclusively via referral by municipal PHC services.
• Computerized regulation system. 
• Appointments and procedures schedule is made available in advance and 
reallocation/rebooking of slots is possible.
• Referral quality analysis.
• Regular counter-referral to PHC.
• PHC and SC communication tools.
• Actions to enhance referral by PHC.
• Mutual accommodation strategies.

Integration with other 
points of care and pro-
fessionals in the regional 
HCN

• Communication between SC and other health services. 
• Telessaúde.

Interprofessional care in 
SC

• Interprofessional care in SC.
• Joint treatment between doctors and other non-medical specialists in SC.

Sharing of electronic 
patient records, clinical 
protocols, and access to 
SC

• Clinical protocols for SC.
• Lines of care shared between PHC and SC.
• SC access protocols.
• Computerized patient records in SC.
• Computerized patient records shared between SC and PHC.

Engagement between SC 
services and spaces for 
citizen participation

• Strategies to promote engagement with spaces for citizen participation.
• Engagement with the local community.

The role of matrix support, 
permanent education, 
teaching-service integra-
tion, and SC research

• Matrix support strategies (discussion of clinical cases, interprofessional 
consultations, site visits to municipalities) developed in conjunction with 
municipal health managers/professionals.
• Part of working hours set aside for SC professional permanent education.
• Permanent education for municipal health staff.
• Center for interns and undergraduate and postgraduate student training.
• Research.
• Monitoring of patient satisfaction.

Source: Authors based on Mendes12,16 and analysis of the interviews.
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low demand local health authorities are unable to 
contract certain procedures and professionals on 
their own, meaning that a certain degree of scale 
is necessary.

Polyclinic staff are employed on a permanent 
basis by IHCVITA under the Consolidated La-
bor Laws regime. The interviewees reported that 
at the time of the study the clinic had a stable 
workforce. Initially, several doctors left the clinic 
because they were required to work the stipulat-
ed working hours and clock in using an electron-
ic clocking-in system. 

Job-sharing was introduced to ensure the 
provision of certain specialist services. Howev-
er, each professional is still required to carry out 
a set number of procedures to meet the quotas 
and targets set out in the program contract. The 
fact that Vitória da Conquista is a regional health 
training hub makes it easier to find qualified staff. 

There was no consensus between local health 
managers and mayors regarding who was the 
main provider of SC, despite it being frequently 
mentioned that the services of the polyclinic were 
always the first to be deployed. Especially in small 
municipalities, the demand for SC remains high 
and dependent on the agreed integrated sched-
ule of municipal services and the accreditation 
of private providers using local government re-
sources, sometimes overshooting the local health 
budget and jeopardizing other budget needs.

Efforts, which are still ongoing, were made to 
increase the provision of imaging tests to meet 
the very high demand for this diagnostic tool and 
task forces were set up to clear waiting list back-
logs caused by the pandemic.

Health transport: removing barriers 
to access to SC

The vehicles were purchased by the state gov-
ernment and fuel, maintenance and driver re-
cruitment is the responsibility of the IHCVITA. 
The adapted minibuses are equipped with Wi-Fi 
and air-conditioning. As some of the 21 vehicles 
are shared and the routes taken were designed by 
the regional health centers, IHCVITA, and city 
council departments of health (DoH). 

Each municipal government organizes its 
own transport logistics internally to ensure, for 
example, that patients living in rural areas are 
able to get to the pick-up points. Due to long 
travel times from some municipalities, the need 
for facility modifications was identified to create 
a more comfortable and welcoming environ-
ment. 

It was mentioned that the provision of health 
transport by IHCVITA has reduced political in-
terference in the intermediation of this key re-
source for accessing SC.

regulated access and care coordination 
by PHC: challenges for managing demand 
for care and fulfilling PHC’s central role 
in health networks

Service scheduling is decentralized to mu-
nicipal level. Referrals to the polyclinic made by 
PHC services (the large majority) or other pro-
fessionals from the local network are scheduled 
using a computerized integrated management 
system called SIGES. In addition to appoint-
ments and tests, the system is also used to sched-
ule health transport and clinical information. 
The most common type of patient flow are pa-
tients presenting referral request at centers. Fol-
low-up appointments are scheduled by a member 
of the appointment booking team or “regulator” 
or at home visits from community health work-
ers from PHC teams. 

The polyclinic does not perform slot reser-
vation to regulate internal patient flow. Cases 
requiring timely complementary treatment must 
be communicated to the municipal health au-
thority to receive authorization to schedule a new 
appointment in the SIGES, even when reschedul-
ing medical appointments or creating extra slots. 

The appointments schedule is made available 
on a monthly basis. Some procedures offered by 
the polyclinic also provided by municipal services 
are sometimes not used (not scheduled). These 
procedures can be allocated for “re-provision”, a 
mechanism through which procedures are made 
available to the pool of municipalities after com-
munication between DoHs using WhatsApp. In 
addition to daily re-provision, some unscheduled 
procedures are made available in the SIGES on a 
monthly basis. 

Different municipalities are permitted to ex-
change services for urgent cases, which are agreed 
between managers and formally referred to the 
polyclinic. The SIGES also allows appointments 
to be cancelled if the patient cancels. Informal 
communication using WhatsApp groups plays 
an important role in optimizing the scheduling 
of procedures and promoting solidarity among 
the group, although there is competition for va-
cant re-provision slots, whose use depends on 
the agility of the local regulator, internet, and the 
feasibility of ensuring patient attendance. Over-
all, interviewees reported that patient non-atten-
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dance was low (around 10%), with differences in 
rates between municipalities.

Some interviewees suggested that, as in the 
case of transport, patient flow regulation and the 
sporadic procurement of procedures from pri-
vate services minimized political interference in 
access to SC. However, the population continued 
to contact mayors, DoHs, local health committee 
members, and city councilors to attempt to get 
access to SC.

It was repeatedly mentioned that overcoming 
“informal requests” for referral to SC services was 
a major challenge. There was a consensus that re-
ferral regulations need to be improved, including 
the development of protocols and mechanisms to 
promote personal contact between SC and PHC 
professionals. The improvement of local referral 
processes is the responsibility of the respective 
municipal health authorities. Interviewees recog-
nized that doctors are often pressured by patients 
to request appointments and tests. In such cases, 
prioritization should be performed by patient 
flow regulators, who play a key role. 

It is possible to print clinical records using 
SIGES for follow-up in PHC after specialist ap-
pointments where the request is presented by the 
patient. This is not a mandatory patient flow rou-
tine and records are printed by the specialists as 
and when necessary. In addition to referral qual-
ity, counter-referral is also a critical bottleneck, 
as many specialists take a traditional outpatient 
care approach.

Doctor turnover in municipal health services 
mean that clinical staff must often start from 
scratch to understand polyclinic patient flows 
and care profiles. Turnover, which increased with 
the dismantling of the More Doctors Program, 
has also weakened micro-regulatory processes and 
the coordination of care by PHC. 

Communication strategies to raise awareness 
about polyclinic functions and patient flows in-
volving PHC professionals, for example visits to 
present the service to DoHs and mayors, were 
not implemented. There was also a perception 
that some polyclinic staff, especially specialists 
who are more likely to use hard technologies, had 
not grasped how the HCN functions, the need 
for communication between points of care, and 
the importance of interprofessional collaboration 
in the polyclinic.

Need for integration with other points of 
care and professionals in the regional HCN

The polyclinic does not make referrals to 
other points of care in the HCN nor perform 
internal scheduling (except appointments to see 
non-medical staff). The municipal health author-
ity of origin is responsible for follow-up in PHC, 
delivering tests, scheduling appointments in oth-
er services, and rescheduling appointments at the 
polyclinic. 

In the case of cancer diagnosis and other more 
serious conditions, the polyclinic’s social worker 
performs regular follow-ups in conjunction with 
the municipal health authority with a view to re-
inforcing the need for and ensuring timely and 
continuing treatment. This initiative, “Pathways 
for Care”23, is led by the social worker responsible 
for welcoming patients, informing the municipal-
ity health authority of the origin of the diagnosis, 
and telling the family. In cases of cancer diagnosis 
at the polyclinic, the information is recorded in 
the SIGES and patients are monitored until they 
are admitted to high-complexity cancer care cen-
ters to initiate treatment23. 

The polyclinic uses a telemedicine system for 
issuing imaging test reports under contract to a 
private company. 

The incipient nature of multiprofessional 
care in SC services

In addition to specialists, each polyclinic care 
team has nurses, a psychologist, nutritionist, so-
cial worker, and pharmacist to tend to internal 
referrals, based on the needs identified by the 
team’s doctors. Joint actions and interprofessional 
collaboration are still limited in the polyclinic.

Sharing of electronic patient records, 
clinical protocols, and access to SC: gaps 
in the integration of care

In addition to the regulation of patient flow, 
SIGES records clinical data, prescriptions, and the 
need for a follow-up appointment at the polyclin-
ic. The system is not shared with PHC services. 

Clinical protocols are not shared between the 
polyclinic and PHC services. However, the Bahia 
State Department of Health (SESAB) developed 
the “Manual for Accessing Regional Polyclinic 
Diagnostic and Treatment Support Services”24 for 
PHC professionals and other requesters in mu-
nicipalities. This comprehensive document – 156 
pages – presents instructions on patient flows 



4032
A

lm
ei

da
 P

F 
et

 a
l.

and counterflows, clinical indications for proce-
dures provided by the polyclinic, the requesting 
professionals, and guidance on test preparation24. 
The interviewees mentioned that the manual 
needs updating.

Urgent need for engagement between SC
services and spaces for citizen participation

The interviewees suggested that strengthen-
ing public participation through spaces such as 
local health committee is critical to maintain-
ing the policy. However, initiatives to broaden 
engagement between the polyclinic and spac-
es for citizen participation were not identified, 
confirming the perception that there is a lack of 
dialogue with the local community to improve 
understanding about the services offered and the 
role of the facility in the HCN.

The role of matrix support, permanent 
education, teaching-service integration, 
and SC research: beyond demand for care

The development of matrix support strategies 
by polyclinic staff was not identified.

Staff working hours do not include time set 
aside for permanent education. However, indi-
vidual requests to take part in science events and 
other types of training such as short courses were 
met. The fact that different staff work different 
hours and different days and the wide range of 
specialties among clinical staff were highlighted 
as factors hindering the provision of training of 
common interest to staff members. However, 
in-service training was provided on topics of 
general interest such as patient flow regulation. 
Several committees have been created to support 
the management of the polyclinic (death inves-
tigation, planning and management, patient re-
cord review, and biopsy), which, to a certain ex-
tent, act in a training capacity.

At the time of the study, negotiations were 
underway with the Federal University of Bahia to 
include the polyclinic in the university’s medical 
residency program. The proposal was approved 
by the Assembly of Mayors; however, implemen-
tation was postponed due to the COVID-19 pan-
demic.

Despite its research potential, the polyclinic 
does not have a research unit. However, patient 
satisfaction surveys have been conducted. All 
interviewees mentioned that quality, human-
ization, welcoming, and excellence of facilities 
and care were factors determining satisfaction, 

based information provided by the municipal 
ombudsman. Managers made frequent mention 
of patients’ perceptions of the service, including 
political rivals: “it looks like a private facility”, “I 
thought you had to pay”, “is this run by the gov-
ernment?”. 

Chart 3 presents a synthesis of the empirical 
results based on the words of the interviewees, 
broadening the depth and breadth of the find-
ings. 

Discussion

Inspired by the experience of the state of Ceará20,25, 
the implementation of vertical consortiums in 
Bahia is motivated by the acknowledgement that 
through horizontal cooperation it is impossible 
for municipal health authorities to meet the de-
mand for SC in health regions with longstanding 
gaps in care. This may be considered the first pos-
itive aspect of the experience investigated by this 
study. However, returning to the initial research 
question, in addition to exploring the contribu-
tion polyclinics make to improving access to spe-
cialist services, this study used a concrete case to 
analyze and reflect upon which model is better 
suited to the delivery of SC in regionalized health 
care networks.

Regarding SC planning, agreement instru-
ments and mechanisms need some fine tuning 
to tailor them to local realities and regional care 
parameters and take into account the complex 
dynamics of the functioning of the polyclinic. 
Nonetheless, it is important to recognize that 
planning SC to meet the needs of municipalities 
of varying sizes and with different care capacities 
is no easy task. However, by building synergies 
with SUS decision-making bodies such as region-
al and bipartite intermanagement committees, 
the Assembly of Mayors can leverage integrated 
regional planning, although it is not clear wheth-
er there is a convergence between these bodies26.

In addition to formal decision-making spac-
es, informal mechanisms such as WhatsApp are 
used to facilitate the day-to-day management of 
care demands. In the case study, there is a pro-
ductive complementarity between the two mech-
anisms, where the informality of agreements for 
the reallocation of provision is formalized with-
in the regulation system, engendering solidarity 
and regional cooperation, which is rarely seen in 
formal decision-making spaces27.

Another positive aspect is the monitoring of 
SC provision, which should also take into con-
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Chart 3. Synthesis of the empirical results based on the words of the interviewees, Bahia, Brazil, 2021.
Dimensions and components

Planning of SC and health transport provision based on regional health needs
“The program contract was made so that the polyclinic could be implemented, but later, in the second/third 
year, I think they could have talked to us (polyclinic staff) to understand the peculiarities, the appointment 
numbers issue... A neurological consultation lasts thirty minutes to have quality. There’s no way I can make a 
neuro consultation last only fifteen minutes, as expected in the contract...” (polyclinic technical assistance 1, 
2021)
“It’s very difficult to get when demand is really low, but with the consortium demand is much higher. I have an 
average of one electro neurological consultation a month, it’s expensive to hire this service... The major differ-
ence with the polyclinic is the centralization of these difficulties to the municipalities” (Belo Campo 2, 2021)
“When availability was lower, the prices were excessive. Today, the private network sends you pricing sched-
ules, contract discounts, special offers... If the request [for a quote] has the department of health’s stamp, there’s 
a discount. Tests that in my day were considered high complexity are common today. An MRI scan back then 
was R$1,200, now you can get one for 400. All this due to the services provided by the polyclinic” (Bom Jesus 
da Serra, 2021).
“So the polyclinic brought more specialist services to the municipality, which helped a lot but has not solved 
everything. Demand outstrips supply at the polyclinic, for all imaging tests and some appointments” (Planalto 
2, 2021)
Health transport
“The minibus has really helped access, really, by appointment, no worries. It’s fantastic. There’s no political 
interference at all, you know?” (Belo Campo 2)
“The level of organization of the polyclinic has been reflected in other services in the agreed integrated 
schedule and doesn’t have the same quality. For example, because in the polyclinic the minibus picks the 
patients up and drops them off at the clinic, the driver organizes the booking, takes them to the clinic and 
drops them off in their municipality, but that doesn’t happen in the agreed integrated schedule... So it generates 
an impact. Every test we book the person says: ‘what about the car?’ ‘This isn’t the same as the polyclinic!’” 
(Belo Campo 1)
regulated access and care coordination by PHC
“Primary care today has the role of referring patients to specialized care, but there’s a lack of well-established 
patient flows, referral protocols, flows, communication, a closer relationship with specialized care. The medical 
specialists continue to complain that they receive what they don’t need on a more routine basis. More urgent 
cases are the last to be seen. That hampers follow-up and the intervention. So I reckon it’s a national problem, 
regulation is a very complex issue” (councilor Vitória da Conquista 2, 2021)
“If it’s really urgent, the doctor calls bookings: ‘I’ve got a patient with so an so, I need an MRI scan’ and so the 
team is already aware, the professional sends it with the report, so it makes it easier. When the doctor says it’s 
an ‘informal request’, it’s put on a list. Sometimes the patient arrives and says ‘Ah, it’s urgent’, and the doctor 
writes ‘informal request’, so we know it’s not urgent...” (Barra do Choça 1, 2021)
“The system (SIGES) has a way of really quickly printing the history, evolution, recommendations. So there are 
professionals who, mainly when they realize that the patient isn’t educated enough to explain what happened, 
print the report and ask the patient to go back to primary care with it... Then there are others that follow 
the outpatient logic, requesting a follow-up appointment and discharging the patient” (polyclinic technical 
assistance 2, 2021)
Integration with other points of care and professionals in the regional HCN
“When the polyclinic first arrived, I think they failed to show what a polyclinic is. The health secretary knows 
very well [what it is], the mayor, but I still feel that doctors on the frontline, nurses on the frontline still don’t 
really know and what we have...” (polyclinic technical assistance 2, 2021)

it continues

sideration the difficulties faced by the polyclinic 
and health regions. Monitoring SC goals helps 
address gaps, for example those in the agreed 
integrated schedule, insofar as schedule compli-
ance is largely impervious to the control of SUS 

managers, with weak legal instruments to guar-
antee agreement28. 

A major advantage of the regional polyclin-
ic arrangement is its capacity to recruit a broad 
range of quality SC professionals and ensure 
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Interprofessional care in SC
“It’s because it’s difficult, apart from the stance of professionals... For example, the nurses, nutritionists, 
psychologists are extremely involved. In the medical team, some are, for example, on health committees, some 
are well involved, others not so much. We realize from the team that we can call on them for team working, 
beyond individual treatment” (polyclinic management 2021)
Sharing of electronic patient records, clinical protocols, and access to SC
“There’s an access manual for all the polyclinics in the state. Just that we know there are professionals who work 
one way and others who work another way. So, for example, with colonoscopy preparation, we don’t necessarily 
use what is in the manual. So the professional writes with me, I format it in a way that the regulator will 
understand, using accessible language. We try to make this preparation as simple as possible so that patients 
arrive in a condition in which they can do the examination” (polyclinic technical assistance 1)
engagement between SC services and spaces for citizen participation
“The population needs to feel the work of the polyclinic... I think the problem is communication. The 
impression we have is that we don’t cover Conquista due to the lack of closeness to the community. There’s no 
point in having a facility that doesn’t engage with the people. People need to understand [the polyclinic’s] role” 
(local health committee member, 2021)
The role of matrix support, permanent education, teaching-service integration, and SC research
“We are going to have nurses’ week now. There’s going to be a course on basic life support, provided by the 
Consortium. But we don’t have a training plan” (polyclinic technical assistance 1, 2021)
“And patients compliment [the service] a lot, from entry to exit, their commitment to the patients... the 
responsibility they show to the patients. I haven’t received any complaints from patients so far.” (DoH Bom Jesus 
da Serra, 2021)

Source: Authors based on the interviews.

Chart 3. Synthesis of the empirical results based on the words of the interviewees, Bahia, Brazil, 2021.

staff retention by offering better working terms 
and conditions and ensuring that staff work the 
contractual working hours. A key factor in this 
regard is the fact that the polyclinic is located in 
a city that is a referral hub for the macroregion 
and health training hub. This seems to be a po-
tentially effective arrangement for guaranteeing 
access to SC in health regions, provided that high 
quality and safe health transport is an inseparable 
part of care20.

Despite recognition of the importance of the 
polyclinic, the understanding that it is a mere ser-
vice provider still prevails. This finding reinforces 
the argument defended in this study that the or-
ganization and provision of SC should be operat-
ed within a regionalized network approach. The 
use of the facility for instrumental reasons, with-
out sharing responsibilities to address problems 
and seek joint solutions, reinforces the position 
of consortiums as mere strategies for expanding 
the provision of specialist procedures and, at the 
same time, the dominant concept of a curative 
model of care, which is little suited to the prin-
ciples of comprehensiveness and continuous 
care18,26. 

The conditions and availability of means of 
transport to ensure that patients are able to get to 

health services and policies to reduce transpor-
tation barriers to access differ across countries. 
In the United States, for example, it is estimated 
that 5.8 million people delayed medical care in 
2017 because they did not have transportation. 
Furthermore, transportation barriers to health 
care have a disproportionate impact on the poor 
and patients with chronic conditions29. There is 
limited literature on the relationship between 
transport and health in Latin American coun-
tries30. The lack of transport policies, especially 
in areas isolated from large urban centers, means 
that patient transport depends on insufficient 
local government resources and out-of-pocket 
expenses. A study in a state in the northeast of 
Brazil showed that transport was the highest in-
direct cost not covered by the SUS related to can-
cer treatment, equivalent to 19.75% of the mini-
mum wage. The study’s findings also reveal that 
patients living in smaller towns and cities spent 
more, showing a statistically significant differ-
ence in overall costs in comparison with patients 
from the capital31. In this sense, having a fleet of 
regularly serviced adapted vehicles, thereby min-
imizing transport risks9, is an important factor 
for guaranteeing access to SC, as shown in the 
present study.
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One of the pillars of network-based models 
of SC is the regulation and coordination of access 
by PHC, which, albeit complementary, involve 
different principles and actionsas16. The arrange-
ment investigated by this case study has made ad-
vances in the regulation process by using a com-
puterized system, making schedules available in 
a timely manner and allowing slot rescheduling 
and reallocation. An important finding of this 
study is that the formalization of patient flow and 
booking of health transport using the SIGES con-
tributes to reducing interference by local political 
actors in the mediation of access to SC, which is 
common in various settings28. 

Coordination of care by PHC is a critical bot-
tleneck. Although PHC teams are located in other 
municipalities, the pivotal role of PHC must not 
be relegated to the background. In a fragmented 
system, the population “grows accustomed” to 
treatment by specialists15. Studies show that PHC 
providers in networks who have a low degree of 
centrality, even with the availability of specialists, 
do not reduce the utilization of emergency ser-
vices by their patients with chronic conditions, in 
contrast to those who had a high degree of care 
coordination and a robust specialist network 
available2. 

Despite regional-level difficulties, it can be 
argued that the polyclinic arrangement is better 
suited to the development of coordination strat-
egies. Specialists enjoy better working terms and 
conditions and are part of a single health facili-
ty, while turnover rates are low thus far. On the 
other hand, care coordination in health regions 
demands differentiated strategies mediated by 
digital technologies and, above all, needs to be a 
political and management priority, expressed in 
target-setting and performance-based pay for co-
ordinators. 

PHC referrals to SC are influenced by prior 
experience in the management of certain condi-
tions and may benefit from a second assessment32. 
Regional-level care can benefit from the use of 
the SUS’s telemedicine platform, Telessaúde, per-
manent education geared towards working in 
networks, and the urgent institutionalization of 
counter-referral, which is a feasible goal for the 
polyclinic. Precisely because the polyclinic is a 
regional service and several municipalities are a 
long way from the facility, an even greater pri-
ority should be to bring resolutive care closer to 
patients.

Several studies have highlighted the benefits 
of adopting shared electronic patient records 
among points of care, showing that they facilitate 

effective communication between patients and 
providers and horizontal and vertical integration 
across health services33. Although Brazil is still a 
long way from having policies that provide for the 
standardization and interoperability of electron-
ic patient records, an albeit inadequate stop-gap 
solution would be the optimal use of the functions 
of the SIGES, which permits counter-referrals.

The Manual for Accessing Regional Polyclinic 
Diagnostic and Treatment Support Services men-
tioned above24 constitutes an important tool for 
establishing SC patient flows. However, adher-
ence to protocols governing the management of 
transitions between different levels of care entails, 
among other aspects, process standardization, 
training, and the clear definition of provider 
responsibilities33. There are several barriers to 
doctor adherence to clinical practice guidelines, 
including: lack familiarity, disagreement with ev-
idence, and inability to overcome the inertia of 
previous practices34. These factors can guide spe-
cialist permanent education and matrix support, 
which are actions that have yet to be developed.

Engagement between the polyclinic and spac-
es for citizen participation is also a key element 
in network-based SC models. Although the im-
plementation of the SUS has led to the creation 
of regional and federal decision-making spaces, 
the desired level of cooperation does not seem 
to have been attained, partially because these ar-
rangements are largely impervious to networks, 
patients, workers and external actors27. While 
consortiums have strengthened regionaliza-
tion20,25, exemplified by the experience in Ceará, 
deepening the relationship between IHCVITA/
the polyclinic and spaces for citizen participa-
tion in the planning and monitoring of actions 
remains a challenge26. In addition, permanent 
dialogue between the polyclinic and patients and 
families should be promoted so that the local 
community understands that repositioning SC in 
networks does not restrict access to specialists3.

Matrix support, permanent education, teach-
ing-service integration, and research are key 
elements. Turning the polyclinic into a hub for 
training and generating knowledge that is ca-
pable of improving internal and SUS work pro-
cesses is not only feasible, it can contribute to 
shifting the polyclinic away from an exclusively 
SC provider role. The results of patient satisfac-
tion surveys should be valued, adopting relevant 
measures to improve services35 and ensure policy 
sustainability20.

Although this article does not address politi-
cal aspects of the implementation process and re-
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gional dynamics, these elements also help under-
stand the limitations and potential of the IHC/
polyclinic arrangement for the organization and 
delivery of SC in the SUS. 

Finally, it is important to highlight that, in ad-
dition to addressing care gaps and the challenges 
inherent in the SUS highlighted by this work, im-
provements are needed to local health networks 

and care provision, together with the strengthen-
ing of PHC, so it can become more broad-ranging 
and resolutive and assume its central role in the 
health system. It is also argued that the regional 
polyclinic arrangement, combined with the pro-
vision of high quality and safe health transport, 
provides more concrete opportunities to progress 
towards an effective network-based SC model.
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