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ABSTRACT

Objective: To assess the health care process for women over 50 at a Family Health Unit based on the concept of programmatic
vulnerability.

Method: This study is inserted in the field of health care assessments. The framework proposed by Donabedian was used to analyze
90.5% of the 790 records of women registered at the unit.

Results: It was observed that none of the women that did not have a diagnosed pathology attended the recommended consultations
or underwent the recommended tests. Of the total number of women with hypertension or diabetes, 20.7% were registered in the
Hiperdia Programme and less than 1.0% had attended the consultations and undergone the necessary tests. Only 11.9% of the
women had had a gynaecological examination, a clinical breast examination and a mammography the year before data collection.
Conclusion: Itis concluded that women over 50 are in a situation of programmatic vulnerability in terms of the indicators established
in this study. Knowledge of this reality can help nurses provide care that is best suited for this group.

Keywords: Primary health care. Women's health. Program evaluation.

RESUMO

Objetivo: Avaliar o processo de atencdo prestada a mulheres, a partir dos 50 anos de idade, em Unidade de Satide da Familia,
tomando-se como referéncia o conceito de vulnerabilidade programética.

Método: Fstudo inserido no campo da avaliacdo de programas de satde; utilizou-se o referencial proposto por Donabediam, sendo
analisados 90.5% dos 790 prontudrios de mulheres matriculadas na Unidade.

Resultados: Observou-se que nenhuma mulher sem patologia diagnosticada realizou consultas e exames preconizados. Do total
de hipertensas e diabéticas, 20.7% estavam inscritas no Programa Hiperdia e menos de 1.0% tinha realizado as consultas e exames
necessdrios. Apenas 11.9% das mulheres tinham realizado exame ginecoldgico, exame clinico das mamas e mamografia, no ano que
antecedeu a coleta de dados.

Conclusao: Conclui-se que as mulheres com mais de 50 anos estao em situacdo de vulnerabilidade programatica, relacionada aos
indicadores definidos neste estudo. Logo, conhecer a realidade poderd resultar no atendimento de enfermagem mais adequado para
esse grupo.

Palavras-chave: Atencdo primdria a satde. Satide da mulher. Avaliacdo de programas e projetos de satide.

RESUMEN

Objetivo: evaluar el proceso de atencién a las mujeres a partir de los 50 afios de edad en la Unidad de Salud de la Familia, tomando
como referencia el concepto de vulnerabilidad del programa.

Método: Estudio insertado en la evaluacion de programas de salud, tuvo Donabediam como referencia, siendo analizados el 90,5%
de los 790 registros médicos de mujeres inscritas en la unidad. Fueran creados indicadores de evaluacion.

Resultados: Ninguna mujer sin patologia diagnosticada realizd consultas y exdmenes recomendados. De todas las hipertensas y
diabéticas, 20,7% estaban inscritas en el Programa Hiperdia y menos del 1,.0% habia realizado consultas y exdmenes necesarios.
Sélo el 11.9% de las mujeres habia realizado el examen ginecoldgico, examen clinico de los senos y la mamografia en el afio anterior
ala recoleccin de datos.

Conclusion: Concluye que las mujeres mayores de 50 afios estdn en situacion de vulnerabilidad programatica en relacién con los
indicadores definidos en este estudio. Por lo tanto, conocer la realidad puede resultar en la atencion de enfermerfa mds adecuada para
este grupo.

Palabras clave: Atencién primaria de salud. Salud de la mujer. Evaluacion de programas y proyectos de salud.
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Bl INTRODUCTION

Until the 1970s, women's health care in Brazil focused
on a biological vision with evident emphasis on pregnancy,
childbirth and the postpartum period™. In 1984, with the
creation of the Women's Comprehensive Care Programme
(PAISM), the criteria of priorities seemed to expand to be-
yond the pregnancy-postpartum cycle and included wom-
en of other age groups.

As an evolution of the PAISM, the National Policy Plan
for Women presented by the Brazilian Government in 2013
also targets improvements for the living conditions and
health of women at all the stages of their lives. It also seeks
to improve access to means and services for health promo-
tion and prevention, and comprehensive care for women
in Brazil, without any form of discrimination®.

Despite efforts in the area of women’s health, the na-
tional public policies mostly focus on the reproductive
stages of women's lives. This priority creates a challenge for
the expansion of care, especially in relation to menopause
when, in addition to the evident changes, chronic and de-
generative diseases commonly appear.

The widely used concept of vulnerability has been
inserted in the area of health since the 1980s, when it
was initially considered in studies about AIDS. In sum-
mary, studies of vulnerability seek to understand how
individuals and groups of individuals are exposed to
a given health condition based on pragmatically con-
structed syntheses of three analytic dimensions: indi-
vidual, including biological, behavioural and affective
aspects that lead to exposure and susceptibility to a
given health condition; social, namely characteristics
of socially configured contexts and relationships that
overdetermine the programmatic aspects and that
consider the way and sense in which technologies that
are already operating in these contexts, such as policies,
programmes, services and actions, interfere in a given
situation®,

As a member of the Family Health team, the nurse must
assist women during all the stages of their lives. The aim of
this study is to support nurses and other women’s health
care professionals by assessing the process of care provid-
ed to women over 50 at the Family Health Unit (USF), based
on the concepts of programmatic vulnerability.

B METHOD
This descriptive and epidemiological study is inserted

in the field of assessments of health care services, pro-
grammes or projects.
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The adopted theoretical framework was proposed by
Donabedian in the 1960s, and is still widely used due to
its simplicity and usefulness “. When considering the pro-
cess, the author proposes the evaluation of activities car-
ried out by the service providers, and compares the em-
ployed procedures to established standards. In summary,
the necessary procedures are identified and checked to
determine whether they were correctly applied. Unnec-
essary procedures, which can be limited or abandoned,
are identified to ensure the economy of resources and
increased productivity.

This study was conducted in the municipality of Botu-
caty, in the south-central region of state of S&o Paulo, Brazil,
with an estimated population in 2012 of 130,183 inhabi-
tants, of which approximately 67,000 were women®. The
USF elected for this study is located on the outskirts of this
municipality.

Of the 790 women aged 50 or over registered at this
unit in 2011, 715 were included in the study (90.5%). The
other individuals were excluded due to change of address
to other municipalities (74 cases), blank medical files (29
cases) and death (one case).

To characterize the selected women, social variables,
such as schooling, marital status and age were analyzed.
Further analysis considered procedures performed from
January to December 2010 and three additional aspects,
namely disease prevention, health promotion, gynaeco-
logical care, and care for chronic diseases.

To assess preventive measures and health promotion,
data were collected on medical or nursing consultations
(yes/no), type of consultation (scheduled/one-off/both),
simultaneous use of a private service and/or health insur-
ance (yes/no), and participation in an educational group
activity (yes/no). In the area of gynaecology, the investi-
gated topics were gynaecological examination (yes/no),
clinical breast examination (yes/no), mammography (yes/
no); direct Gram stained vaginal smear (yes/no), cure con-
trol based on the results of the Gram stained vaginal smear,
when indicated (yes/no), and Pap smears (yes/no). With
regard to chronic diseases and considering the specific
programme for this purpose (HiperDia), the investigated
topics were care for arterial hypertension and diabetes
based on the variables of diagnosis of hypertension and/or
diabetes (yes/no), register in the programme (yes/no), and
continued use of medication (yes/no). Additional assess-
ments included recommended tests for women without
a pathology, women with hypertension and women with
diabetes, namely electrocardiogram, total cholesterol and
fractionation, triglycerides, urea, creatinine, fasting blood
sugar, complete blood count, potassium and urine (yes/
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no). For the diabetic women, testing for glycosylated hae-
moglobin (yes/no) was also assessed.

In the absence of national indicators to assess the qual-
ity of care for women in the studied age group, the public
municipal policy® was used as a basis for the summary in-
dicators. This policy was created according to the National
Policy for Women’s Health® and the National Policy of El-
derly People and Aging"”. The summary indicators are:

Proportion of women without a pathology, but with
routine and recommended follow-up at the USF, namely a
medical or nursing consultation, and an annual electrocar-
diogram and laboratory tests.

Proportion of women with hypertension registered
at the HiperDia Programme with the recommended fol-
low-up, namely a minimum of one doctor’s appointment
and a nursing consultation per year, and an annual electro-
cardiogram and laboratory tests.

Proportion of women with diabetes registered at the
HiperDia Programme with the recommended follow-up,
namely a minimum of one doctor’s appointment and a
nursing consultation per year, and an annual electrocardio-
gram and laboratory tests.

Proportion of women who underwent a medical breast
examination, a gynaecological examination and a mam-
mography in the 12 months prior to data collection.

For data collection, the main author consulted the
medical records of the women and used an instrument
that was especially created for this study. After collection,
the data were checked, encoded, entered into an Excel
spreadsheet, and subsequently analyzed in the Epi Info 6.0
programme. File consistency was checked by comparing
the distribution of frequencies in associated issues, with
correction of any identified errors.

This research project was approved by the local Re-
search Ethics Committee (Of. 320/2010), and complies with
all the standards for research with human beings.

B RESULTS

A brief characterization of the women indicated an age
range from 50 to 98 years, being that most of the women
were over 64 (61.7%). The majority of these women had
not finished primary school (52.0%) and were married or in
a stable relationship (56.4%).

The vast majority of women had attended a medical
and/or nursing appointment at the public health care
service in the year preceding data collection (81.9%), and
13.7% of these women had only had a one-off consulta-
tion. A quarter of the women had used private services
and/or health insurance together with the family health

care service. Only 11.2% of the women had participated in
educational group activities (Table 1).

In the area of gynaecology, 16.5% had had a gynae-
cological consultation, 20.7% had undergone a clinical
breast examination, and 16.8% had had a mammography.
Of the women over 64, 35.1% had had a Pap smear, 13.4%
had had a direct Gram stained vaginal smear, and among
the women with exam results that showed some alter-
ation, almost half (47.8%) completed cure control after
treatment (Table 1). In 284 of the studied records, (39.7%),
there were no Pap smear results, regardless of the col-
lection date, which shows that this test had never been
performed at the health care unit. The last test results on
record were three atypical squamous cell results of an
undetermined significance, one case of high-level lesions
and a case of adenocarcinoma in situ, being that four of
these five cases had occurred in women over 64 (data not
shown in the table).

In relation to chronic diseases, most women had a diag-
nosis of hypertension and/or diabetes (70.1%), with a pre-
dominance of cases of hypertension (53.7%) in comparison
to diabetes (24.2%). Of the women with hypertension and
diabetes, only one fifth (104 women or 20.7%) were regis-
tered at the HiperDia Programme, which is a governmental
initiative to monitor these two chronic diseases (Table 1).

The tests conducted on the women without a patholo-
gy and on the women with hypertension and diabetes are
shown in Table 2.

Whilst the Botucatu women'’s care protocol indicates
the realization of an annual routine electrocardiogram,
coverage was varied: 3.3% among those who had no pa-
thology, 12.0% for women with hypertension and 15.6%
for women with diabetes. Among the women with hy-
pertension, coverage of the total cholesterol and frac-
tionation tests was 50.5%, and it was the most frequently
performed test. Among the diabetic women, 55.5% un-
derwent fasting blood sugar tests and total cholesterol and
fractionation tests. Among the women with no pathology,
the most frequent tests were total cholesterol and frac-
tionation, triglycerides, complete blood count and fasting
blood sugar, each of which was conducted on 8.9% of the
women. Less than 1.0% of women took the recommended
set of tests (Table 2).

Table 3 shows the created summary indicators.

None of the women without a pathology received the
recommended routine care. The protocol, provided by the
HiperDia Programme for women with hypertension and
diabetes, was followed by less than 1.0% of the women,
and 11.9% received the indicated routine gynaecological
care (Table 3).
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Table 1 - Variables related to the care process of women over 50. Botucatu, 2013

Variables |\ %

Medical and/or nursing consultation (n = 715) 586 81.9
Type of consultation (n = 557)

Scheduled 189 339

One-off 76 137

Scheduled and one-off 292 524
Participation in educational group (n=715) 80 11.2
Home visit (n=715) 70 9.8
Private service/health insurance (n=715) 184 257
Gynaecological medical examination (n =715) 118 16.5
Clinical breast examination (n = 715) 148 20.7
Mammography (n = 715) 120 16.8
Pap smear, 64 or under (n =441) 155 35.1
Direct vaginal smear (n = 715) 96 134
Cure control for altered direct examination (n = 46) 22 478
Diagnosis of hypertension and/or diabetes (n = 715) 501 70.1
Diagnosis of hypertension (n =715) 384 537
Diagnosis of diabetes (n =715) 173 24.2
Registered at HiperDia (n = 501) 104 20.7
Continued use of medication (n=715) 488 68.3

Source: Research data, 2013.

Table 2 - Recommended tests performed on women without a pathology, with hypertension or with diabetes, in the year
prior to data collection. Botucatu, 2013

No Pathology Hypertension Diabetes
n=90 n =384 n=173

N
Electrocardiogram 3 33 46 12.0 27 15.6
Cholesterol 8 8.9 194 50.5 96 55.5
Triglycerides 8 8.9 174 453 88 509
Urea 5 56 172 44.8 82 474
Creatinine 5 56 182 474 91 526
Fasting blood sugar 8 8.9 192 50.0 96 555
Glycosylated haemoglobin - - - - 55 318
CBC 8 89 114 29.7 50 289
Potassium 1 1.1 28 7.3 11 6.4
Urine 5 56 152 39.6 80 46.2
All tests 0 0.0 3 0.8 1 0.6

Source: Research data, 2013.
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Table 3 - Summary indicators for evaluating the quality of care for women over 50. Botucatu, 2013

Summary Indicators N %
Clinical breast examination, gynaecological examination and mammography 85 11.9
Women with hypertension registered at the HiperDia and recommended follow-up 3 0.8
Women with diabetes registered at the HiperDia and recommended follow-up 1 0.6
Absence of pathology and routine follow-up at the Unit 0 0.0

Source: Research data, 2013.

l DISCUSSION

In addition to assessing the quality of care for women
over 50 at the family health care unit, this study led to the
creation of indicators that can be used in other locations
and at a national level to assess whether the observed sce-
nario is a local problem or if, as suspected, the detected
problems are widespread. It should be noted that the indi-
cators to detect the quality of women's primary health care
in the studied age group are not available in the Brazilian
programmes, policies and information systems, despite re-
cent efforts to include them®.

An important methodological aspect to be considered
in the interpretation of these results is the fact that the
data were obtained from medical records, since registra-
tion deficiencies may have led to some underestimation of
the actions taken. However, numerous Brazilian evaluative
studies are based on data from medical records®?.

The analysis of the care process, which is the main focus
of this study, highlights various aspects of programmatic
vulnerability. In the work process of primary care teams,
especially those that adopt the family health strategy, col-
lective community actions and group activities are some
of the essential resources for the provision of quality care.
However, the participation of women in these types of ac-
tions/activities was very limited. Only 11.2% of the women
said they participate in educational groups, which could
have helped to establish a bond that complements indi-
vidual consultation and enables the exchanging of infor-
mation and the provision of guidance and health educa-
tion. Thus, this strategy should be further considered by
the managers and staff at the USF in order to ensure it is
more effectively and reflexively employed.

It was observed that most of the women had had one-
off consultations (66.1%), and some had exclusively sought
this type of care. This reveals some carelessness with the
promotion of health, since one-off consultations are char-
acterized by the presence of complaints that justify care
and the correct conduct of medical professionals to solve
or minimize these complaints until programmatic care is

full provided, with all the related preventive and health
care promotion actions. Whilst one fourth of the women
also received care from a private service, the characteristics
of these services in the municipality imply that the offered
health care promotion actions are even more limited.

Home visits, with the exclusion of visitations from com-
munity health care agents, were rare events and were only
reported for less than 10.0% of the women. Home visits
should be planned by the team in order to address the
specific needs of users. They are offered to support inter-
vention in the health-sickness process of individuals or for
the planning of actions that promote collective health" 19,
Once again, this type of action was not a priority with re-
gard to families with women over 50.

Hypertension and diabetes were frequently identified
pathologies. However, only two out of every 10 wom-
en with hypertension and/or diabetes were registered at
the HiperDia. Chronic diseases, such as those mentioned
above, have gradually increased in Brazil in the over-40s
population, and frequently result in complications and ear-
ly retirement!"". To counterbalance the lack of regular mon-
itoring, the continued use of medication was very frequent
(68.3%). In Brazil, an estimated 35% of drugs are self-admin-
istered, which accounts for 27% of intoxications and 16% of
deaths caused by drug-related intoxications. Furthermore,
50% of all medication is prescribed, sold or used inappro-
priately!'?,

Whilst this study design did not assess whether medi-
cation was prescribed or sold correctly, use of medication
did not seem excessive, since 70.1% of the women had di-
agnosed hypertension and diabetes that often require this
type of treatment. However, considering the low cover-
age of programmatic consultations, it can be assumed that
many drugs are used without regular monitoring.

In the area of gynaecology, the situation was far from
ideal although better indicators were expected in this area
given the traditional priority this type of care is given at the
primary care units in relation to women’s health. Pap smear
coverage during the year preceding data collection was low
even in the priority age range (64 or under). Almost 40% of
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women had no record of smear tests, suggesting the pos-
sibility that in the primary care unit of reference where the
study was conducted, cytological samples were not collect-
ed. This is especially relevant since the test is simple, cheap,
non-invasive and highly accurate. This also reveals that the
USF must take action to change this picture.

In addition to the problem of coverage, results analysis
of the last tests found two alterations and three possible
alterations. Although the two cases with alterations were
referred for treatment, additional tests were not scheduled
for all of the suspected cases. The medical records did not
contain any reference to treatment and follow-up of cases,
although the women were still receiving care at the USF for
other health problems. Another noteworthy aspect is that
four of the five women with cytological alterations or sus-
picion of alterations were above the priority age range and
may not have been tested, which reveals another aspect of
programmatic vulnerability.

Data related to gynaecological cancer prevention in-
dicate faults in relation to the comprehensiveness of the
provided care. A qualitative study on cervical cancer con-
ducted in southern Brazil showed that the provision of
comprehensive care for women implies the acknowledg-
ment of an action-based logic that considers their indi-
vidual and collective needs within their social context?,
which could be favoured at the studied family health care
units. In this sense, actions that seek to expand coverage
and follow-up should be implemented. This includes the
active pursuit of women who have never had Pap smears
and who fail to appear at medical appointments. Strategies
that guarantee referrals and counter-referrals when neces-
sary should also be implemented.

Considering that one of the main complaints in gynae-
cology outpatient units is vaginal discharge, the studied
unit deployed the routine collection of Gram stained vagi-
nal smears in 2010. However, the coverage of this test was
very low (13.4%) and cure control, which should be initiat-
ed 40 days after the end of treatment, occurred in less than
half of the cases that required this control.

Results of the care assessment summary, in all the
analyzed aspects, were alarming and showed a total dis-
crepancy with the municipal policy of women’s health®.
Familiarity with these aspects is the first step for health
care teams in general, and specifically for nursing teams,
to review their planning in order to implement actions
that can comprehensively improve the care offered to
women over 50.

In the area of gynaecology, only one in 10 women had
had breast examinations, a medical gynaecological exam-
ination and a mammography in the year preceding data
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collection. This unfavourable situation for the detection
of breast cancer is maintained, although this is the most
feared type of neoplasia among women due to the high
frequency rates and the associated emotional effects that
affect their perception of sexuality and their selfimage. The
Southeast region of Brazil has the highest incidence and
ranks first in cancer mortality rates among women. It is
unguestionable that health care units must include actions
that enable early detection and the appropriate treatment
for cancer. According to criteria of the Brazilian Ministry
of Health™, women in the low risk group and women in
the 50 to 69 age group should be tested at least every two
years; however, according to the municipal policy®, these
tests should be annual. Thus, the scarce evidence of mam-
mographies reveals the level of personal and programmat-
ic vulnerability to which these women are exposed.

The process summary indicators proposed in this study
related to hypertension and diabetes show that, although
the individual analysis of consultations and/or recom-
mended testing was reasonable, the set of recommend-
ed actions was poorly observed and only provided to less
than 1% of the studied women. The USF should effectively
implement the HiperDia Programme and include all the
actions that will enforce the adoption of a healthy lifestyle,
since excess weight, an inadequate diet, and a sedentary
lifestyle contribute to the appearance of complications re-
lated to chronic illnesses!™.

The municipal policy also includes the proposal of rou-
tine annual care for healthy adults from the age of 409.
However, none of the studied women had had the recom-
mended consultations or tests. The fact that natural aging
should not be treated as a disease is widely acknowledged,
and unnecessary tests and treatment due to the signs and
symptoms that can be easily explained by senescence
should be avoided. However, not all alterations that occur
at this stage of life are the result of natural aging, and reg-
ular checkups ensure the prevention, early detection and
treatment of complications'”.

Consequently, the care process for women must be re-
viewed, from the education of future workers to the train-
ing of those who are already inserted in the practice field.
The debate on the health of women aged 50 or over must
be introduced in intersectoral actions and the different so-
cial equipment, whether institutionalized or not. Such an
approach must be demystified and seen as a close reality,
given the current epidemiological profile of Brazil. All man-
agement and workers who directly provide care must be
committed to the proposal of the National Policy Plan for
Women®, and must continuously seek to empower wom-
en to actively participate in changing their own realities.



Health care for women over 50: programmatic vulnerability in the Family Health Strategy Il

B FINAL CONSIDERATIONS

The analysis of patient records revealed a predomi-
nance of one-off consultations and appointments for a
large number of the studied women, and a low frequency
of educational group activities. When the set of activities
proposed in the care process was observed, the situation
was especially negative, both for women with hyperten-
sion and diabetes, and for those who did not have a dis-
ease or complication. In the case of gynaecological care,
there was a very low frequency of recommended consul-
tations and testing among the studied women during the
year that preceded data collection.

In the different studied aspects, the situation revealed
the programmatic vulnerability to which women over 50
are exposed. It is therefore the responsibility of all those
who directly or indirectly provide primary care to acknowl-
edge the need for permanent education in order to pro-
mote inclusive and humanized care with a high rate of
solvability. In summary, the involvement of both manage-
ment and the health care teams is required to overcome
the detected vulnerability.
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