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Abstract This paper aims to identify the con-
ditions and trends in access and use of prima-
ry health care (PHC) services by Brazilian older
adults in 2008, 2013, and 2019. We performed
a cross-sectional panel study with a descriptive
analysis of the percentages and confidence inter-
vals of the variables listed, in which data on the
elderly population investigated in the Health Sup-
plement of the 2008 National Household Sample
Survey (PNAD) and the 2013 and 2019 National
Health Surveys (PNS) were obtained. We initially
identified that, while PHC was the primary ser-
vice sought for care needs, this demand tended to
decline in all Brazilian regions, among older wom-
en, the 60-69 years age group, and whites. The
number of households registered with the USF
increased 15.2%; the search for a place, service, or
health professional by 4.5%; and the population
served by 31.4%. The main factors of non-atten-
dance were not being able to get a vacancy/service
ticket and doctor unavailability. A growing trend
was observed among those diagnosed with System-
ic Arterial Hypertension, Diabetes Mellitus, and
multimorbidities among those investigated.
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Introduction

The increase in Chronic Non-Communicable
Diseases (NCDs) in the epidemiological profile
of the Brazilian and global population is one of
the most challenging global health problems,
especially among older adults. Diseases such as
systemic arterial hypertension, diabetes melli-
tus, and osteoarticular problems that, in more
than half of elderly individuals, show multimor-
bidities (simultaneous occurrence of > 2 or > 3
chronic diseases), cause limitations and incapac-
ity for work and activities of daily living, affect
the quality of life for an extended period, and can
lead to premature mortality'*.

In the care of older adults, a fragmented care
model with the multiplication of specialized vis-
its, uncoordinated care, non-shared information,
increased polypharmacy, repetition of tests, and
other procedures, overloads the health system,
causes iatrogenic events, and does not adequate-
ly meet the users” health needs. Thus, the cur-
rent Brazilian epidemiological profile demands
a model that prioritizes light levels of care, the
PHC, with promotion actions, considering the
education and active participation of subjects, the
prevention and delay of diseases and frailties, and
the maintenance of independence and autonomy
so that the greater longevity achieved by current
generations can be enjoyed with quality of life>°.

The need to strengthen and prioritize PHC
revives its relevance in the SUS by being defined
as the preferred gateway and communication
center with the health care network and reinforc-
es its relevance in securing equality in access and
promoting the use of health services’. Access is
the user’s entry into the health service according
to the identified individual need. This must have
a universal character and promote substantial
impacts on health care, such as reducing inequal-
ities, strengthening the SUS, identifying and re-
directing actions, through the particularities of
population groups, such as older adults, and fa-
voring the proper use of services, which consists
of direct or indirect contact with health services,
through visits, hospitalizations, preventive ac-
tions, and diagnostic tests®!!.

The current reality shows that sociodemo-
graphic factors are closely related to the access
and use of health services. Thus, it requires a
reliable analysis of elderly care, such as possible
differences in gender, ethnicity, age, and region
of residence'>. In this context, data from the
Health Supplement of the National Household
Sample Survey (PNAD) and the National Health

Survey (PNS) allow an in-depth analysis of the
casuistry, considering the most diverse perspec-
tives, from users who did not attempt to enter the
service to those who were adequately attended to.

Thus, this study aimed to identify the condi-
tions and trends in the access and older adults’
use of Brazilian PHC health services in 2008,
2013, and 2019, identifying the similarities and
disparities according to the studied variables in
the periods in question.

Methods

This cross-sectional panel study analyzed the
historical series of indicators of access and use of
health services in the PHC based on data from
the Health Supplement of the 2008 Nation-
al Household Sample Survey (PNAD) and the
2013 and 2019 National Health Surveys (PNS).
These national household surveys were conduct-
ed by the Brazilian Institute of Geography and
Statistics (IBGE) in partnership with the Minis-
try of Health, and the PNS is a continuation of
the PNAD supplements, with greater detail and
specificity of methods for the health theme'. The
PNAD and the PNS are population-based stud-
ies representative of the country, large regions,
Federation Units, capitals, and metropolitan re-
gions®. Data on the elderly population aged 60
years and over were considered for this study.

The indicators were calculated from the com-
mon questions in the different surveys (Table
1) used in the questionnaires to guarantee the
maintenance of data comparability in the his-
torical series. The variables that referred to the
follow-up of treatment by the service/profession-
al, the health service they usually look for when
needed, a recent search for health service, type
of health service sought, difficulty in accessing
the health service, and reason for not receiving
care in the last visit were considered to analyze
the access and use of health services in PHC, as
explained in Table 1.

Morbidity indicators were based on variables
prevalence of diabetes mellitus, the prevalence of
systemic arterial hypertension, and prevalence of
multimorbidities (with the presence of two or
more of the following pathologies: chronic spine
diseases, rheumatoid arthritis, cancer, diabetes
mellitus, asthma/bronchitis, systemic arterial hy-
pertension, heart disease, chronic renal failure,
and high cholesterol). PHC coverage was based
on the variable registration in the Family Health
Unit, as shown in Table 1.



Chart 1. Questions presented in the different surveys.

Study variable

PNAD 2008

PNS 2013

PNS 2019

Registration at

V0233 —Is your

B1 —Is your household

B1 —Is your household

treatment by
the service/
professional

usually look for the same
place, the same doctor,

or the same health service
when you need health
care?

usually look for the same
place, the same doctor,

or the same health service
when you need health
care?

the Family Health | household enrolled registered with the family | registered with the family
Unit (registered) at the Family | health unit? health unit?
Health Unit?
Diabetes V1312 — Has any doctor | Q30 — Has any doctor Q30a — Has any doctor ever
prevalence or health professional ever given you a diagnosis | given you a diagnosis of
already said that of diabetes? diabetes?
has/have diabetes?
Arterial V1314 — Has any doctor | Q2 — Has any doctor Q2a — Has any doctor already
hypertension or health professional already given you the given you the diagnosis of
prevalence already said that diagnosis of arterial arterial hypertension (high
has/have hypertension hypertension blood pressure)?
(high blood pressure)? (high blood pressure)?
Follow-up of V1345 — Do/does J9 - Do/does J9 - Do/does usually

look for the same place, the
same doctor, or the same
health service when you need
health care?

The health service
you usually go to

V1346 — When you are
sick or in need of health

J10 — When you are sick
or in need of health care,

J10a — When you are sick or
in need of health care,

for any place, service, or
health professional for
care related to own health?

for any place, service,
or health professional
for care related to own
health?

when you need it |care,____ look for: _ look for: look for:

Study variable PNAD 2008 PNS 2013 PNS 2019
Recent search for | V1350 — In the last two J14 — In the last two J14 — In the last two weeks,
health service weeks,did __ look weeks,did __ look did____ look for any place,

service, or health professional
for care related to own health?

Health service type

V1357 —Where did ___
look for the last health
care visit for this exact
reason in the last two
weeks?

J20 — Where did ___ look
for the last health care
visit for this exact reason
in the last two weeks?

J20a — Where did ___ look for
the last health care visit for
this exact reason in the last
two weeks?

Difficult access to
health services

V1358 — This last time you

sought health care, in the

last two weeks, were/was
seen?

J21 — This last time you

sought health care, in the

last two weeks, were/was
seen?

J21 — This last time you
sought health care, in the last
two weeks, were/was

seen?

Reason for not
attending the last
visit

V1359a — Why was/were
not seen the last

time___ sought health

care in the past two weeks?

J22 - Why was/were

not seen the
last time sought
health care in the past two
weeks?

J22a — Why was/were

not seen the last
time___ sought health
care in the past two weeks?

Source: National Household Sample Survey (2008). National Health Survey 2013 and 2019.

Older adults investigated in the three surveys
were characterized by gender, age, and ethnicity/
skin color. The historical series of health profile/
need and access/use indicators were analyzed by
frequencies and confidence intervals at the na-
tional level and in the large regions, based on es-

timates of complex samples. Then, the Wald test
with Rao-Scott correction was performed to find
differences between the proportions of categori-
cal variables in the PNAD 2008, PNS 2013, and
PNS 2019, considering the sample weight and the
effect of the design on the calculations.
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Results

Older adults interviewed in the PNAD 2008 to-
taled 26,350, while in the PNS 2013 and 2019,
they were 23,815 and 43,554, respectively. Figure
1 shows the distribution of older adults who usu-
allylook for PHC, which, despite remaining as the
primary service sought, decreased from 53.2% in
2008 to 46.2% in 2019. On the other hand, the
results show an increase in the search for public
or private emergency care services, ranging from
4.6% in PNAD 2008 to 14.4% in PNS 2013 and
14.6% in PNS 2019, while other types of services
had similar numbers over the period.

Table 1 assesses the percentage of older adults
who seek PHC, stratified by gender, age group,
ethnicity, and region. This assessment identi-
fied a decrease in both genders. However, a re-
duction of almost eight percentage points from
the PNAD 2008 to the PNS 2019 in females was
observed. The declining demand for PHC is also
observed regarding the age group and is more ev-
ident in the 60-69 years age group, from 55.7% in
2008 to 47.80% in 2019.

The trend in demand for PHC varies between
ethnicity/skin color categories in the period eval-
uated. Black older adults sought PHC less from
PNAD 2008 to PNS 2013, but an increase was
observed for PNS 2019. Another highlight is the
most significant decrease in white self-declared
older adults, from 46.1% to 38.8%, as shown in
Table 1. The older adults’ demand for PHC also
varies by region of residence, with a decline in all
regions from 2008 to 2013, a trend that remained
in 2019 in the Southeast, while a slight increase
was observed in the other regions (Table 1).

Despite the reduction in demand for PHC
services, the percentage of households registered
in the Family Health Unit (USF) increased con-
siderably, approximately 12 percentage points,
from PNAD 2008 to PNS 2013. In contrast, a
4.5% increase was observed in current demand
for a health location, service, or professional, and
approximately 31 percentage points among users
served (Table 2) from 2008 to 2019.

The main reasons for non-attendance by
the PHC service remained practically the same:
not being able to get a vacancy/service ticket
and doctor not available, so that this last sample
showed a declining trend of 18 percentage points
from 2008 to 2019, as shown in Table 2. Brazilian
regions share this trend, highlighting older adults
in the Northeast in 2013 (34%) and the Midwest
in 2019 (58.9%), who mentioned that they wait-
ed too long and gave up on getting access and

use of the service as a reason for not attending.
In the North in 2008 and 2019 and the Southeast
in 2019, respectively, a relevant amount of 34.3%
and 25.7% and 20.6% of older adults reported
unavailable specialized service or professional
as a determining factor for not performing their
care (Table 3).

Concerning morbidities, an increasing trend
was identified in elderly patients assisted by the
PHC diagnosed with arterial hypertension, dia-
betes mellitus, and multimorbidities, emphasiz-
ing an increase of approximately 12 percentage
points in the latter, as seen in Table 2. At the re-
gional level, significant differences are shown in
Table 3 only in the Northeast and Midwest re-
gions for the diagnosis of hypertension, with an
increase of 5 and 7 percentage points, respective-
ly. The number of older adults with diabetes and
multimorbidities showed an upward trend in all
Brazilian regions, particularly multimorbidities
in the South and Southeast, which evidenced a
growth of 10.2% and 13.1%, respectively.

Discussion

The results show a higher level of access and use
of PHC health services by older adults in Brazil
over the years analyzed, which could be observed
in all Brazilian regions, in both genders, in all age
groups, especially women, older adults aged 60-
69, those with morbidities, and residing in the
Midwest region.

Among these results, more significant dis-
parities were found between the PNAD and the
two editions of the PNS, which may be related to
methodological issues, such as favoring a more
significant sampling plan effect in the PNAD due
to the greater number of households included in
the sample. It is also noteworthy that the PNS al-
lowed the unlinking of health information from
the Continuous PNAD and its inclusion in the
SIPD, besides having a specific design and exclu-
sively directed to the collection of health data'>'c.
Thus, conducting a specific health survey proba-
bly led to greater precision in the PNS estimates.
However, we should consider that, despite these
disparities, this research was designed to monitor
most of the indicators listed in the PNAD 2008'.

The higher number of older adults through-
out the surveys reflects the current demographic
trend of population aging, with a projected vari-
ation of 10.1% to 13.8% in the representation
of individuals aged 60 or more in the Brazilian
population from 2008 to 2019". This phenome-



H Yes

Ny
o
W
~

p<0.001*

56.00%

54.00%

52.00%

50.00%

48.00%

46.00%

44.00%

42.00%

53.20%

46.80%

2008

53,90%

46.10%

2013

53.80%

46.20%

2019

Figure 1. Distribution of older adults who usually seek PHC in Brazil, 2019.

Source: National Household Sample Survey (2008). National Health Survey 2013 and 2019.

Table 1. Percentage of older adults seeking PHC. stratified by gender. age group. ethnicity/skin color. and region

in Brazil. 2019.

2008 2013 2019
(n=26350 (n=23815) (n=43554) p-value
% (95% CI) % (95% CI) % (95% CI)
Gender
Male 53.5 (52.0 — 54.8) 46.6 (44.7 — 48.6) 47.3 (45.2 — 48.3) <0.001
Female 53.0 (52.5 - 55.4) 45.6 (43.6 - 47.4) 45.3 (43.2 - 46.0) <0.001
Age group
60-69 years 55.7 (54.4-57.0) 47.6 (45.6 — 49.6) 47.8 (45.7 - 48.7) <0.001
70-79 years 52.0 (51.2-54.3) 46.1 (43.7 — 48.5) 45.8 (43.4—47.0) <0.001
80 years and over 45.8 (44.2-49.1) 39.8 (36.6 —43.3) 40.3 (37.4 —42.5) <0.001
Ethnicity/skin color
White 46.1 (44.7 — 47.5) 40.8 (38.5 — 43.0) 38.8 (36.6 — 39.9) <0.001
Black 66.5 (63.7 —69.2) 48.5 (43.5-52.9) 55.3 (51.9-58.0) <0.001
Yellow 27.8 (23.6 -39.1) 22.5(14.0 — 34.0) 38.9 (28.2-45.7) 0.054
Brown 63.5 (62.0 —65.3) 54.5 (52.2-56.7) 54.4 (52.1 -55.3) <0.001
Indigenous 58.7 (40.6 — 64.9) 43.2 (25.7 - 63.5) 51.4 (38.7 — 62.0) 0.388
Region
North 54.8 (51.0 - 61.3) 52.0 (47.7 = 56.1) 51.2 (48.2-53.5) 0.502
Northeast 59.4 (56.5-61.8) 51.1(48.0—53.8) 52.3 (49.8 —53.6) <0.001
Southeast 48.5 (47.8 - 51.0) 41.3(38.6—44.2) 39.1 (36.3 —40.7) <0.001
South 57.7 (54.8 - 60.4) 52.1 (48.2 -56.0) 55.3 (52.0 - 56.8) 0.069
Midwest 53.3 (49.7 — 56.3) 44.6 (41.0 - 48.1) 48.0 (43.9 - 50.9) 0.001

Source: National Household Sample Survey (2008). National Health Survey 2013 and 2019.
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Table 2. Temporal description of variables related to morbidities, access, and use of health services in the
Brazilian elderly population, 2019.

2008 2013 2019
(n=26350) (n=23815) (n=43554)
p-value
% (95% CI) % (95% CI) % (95% CI)

Is your household enrolled (registered) at the Family Health Unit?

Yes 61.7 (60.1-63.3) 733 (71.2-75.3) 76.9 (75-78.6)  <0.001
No 38.3 (36.7 -39.9) 19.7 (18-21.5) 16.3 (14.7-18)
Don’t know - 7.0 (6-8.2) 6.9 (6.1-7.8)

Did ___ look for any place, service, or health professional for care related to own health in the last

two weeks?
Yes 22.3(21.4-232)  25.6 (24.1-27.3) 26.8 (25.6-28)  <0.001
No 77.7(76.8-78.6) 74.4 (72.7-75.9) 73.2 (72-74.4)

In the last two weeks, the last time you sought health care was/were seen?
Yes 55.4 (41.5-68.4) 57.9 (38.7-75.0) 86.8 (82.8-90.0)  <0.001
No 44.6 (31.6-58.5) 42.1 (25.0-61.3) 13.2 (10.0-17.2)

Why was/were not seen the last time sought health care in the past two weeks?

Did not get a vacancy or service
ticket

No doctor available

professional

The service or equipment was not 3.1 (0.4-19.1)

working

The health service equipment was -

not working or available for use

Waited a lot and gave up 3.4 (0.5-20.7)

Other reason 1.5 (0.2-9.9)
Diabetes

No 83 (82.2-83.8)

Yes 17 (16.2-17.8)
Hypertension

No 42.9 (41.7-44.0)

Yes 57.1 (56.0-58.3)
Multimorbidity

No 50.0 (48.9-51.2)

Yes 50.0 (48.8-51.1)

21.5 (9.6-41.2)

57.7 (38.5-74.9)
There was no specialized service or 12.8 (4.5-31.3)

24.7 (11.1-46.1)  26.8 (17.8-38.2)  0.015

64.9 (42.5-82.2) 39.5(27.5-52.9)

- 9.7 (4.1-21.4)
0.5 (0.1-3.4) 2.3(0.7-6.8)
1.4 (0.2-9.9) 6.2 (1.9-18.6)
5.3 (1.4-18.1) 9.6 (4.5-19.2)
3.3 (0.5-18.6) 6.0 (2.4-14.4)

79 (76.7-81.1)
21 (18.9-23.3)

77.4 (75.8-78.9)  <0.001
22.6 (21.1-24.2)

44.6 (41.8-47.5)  41.1 (39.3-43.0)  <0.001
55.4(52.5-58.2)  58.9 (57.0-60.7)

42.9 (40.0-45.9) 38.5(36.7-40.2)  <0.001
57.1 (54.1-60.0) 61.5(59.8-63.3)

Source: National Household Sample Survey (2008). National Health Survey 2013 and 2019.

non is part of the demographic transition, which
began in Brazil in the 1940s with the drop in
mortality due to advances in living conditions,
driven by the Industrial Revolution and urban-
ization, resulting in increased life expectancy,
and continued with the declining fertility rates
from the 1960s. Thus, these factors affected the
population’s age structure and a more significant
proportion of older adults, so that the United
Nations (UN) considers the current period from
1975 to 2025 as the Age of Aging'®".

A decrease in the PHC demand by Brazilian
older adults was found in this study despite the
increasing level of PHC coverage in all regions
over the same period analyzed in Brazil, rang-
ing from 64.32% in 2008 to 70.58% in 2013
and 74.76% in 2019, according to the Ministry
of Health®. Synchronously with this trend, the
search for Urgent and Emergency care units grew,
which can be explained by the implementation
of Emergency Care Units (UPA) in 2009. The use
of health facilities depends, in part, on the per-



Table 3. Temporal description of variables related to morbidities, access, and use of health services in the
Brazilian elderly population, by geographic region, 2019.

2008 2013 2019
(n=26350) (n=23815) (n=43554) p-value
%(95% CI) %(95% CI) %(95% CI)

Your household is enrolled (registered) at the Family Health Unit
North 65 (58.7-70.8)  65.6 (60.7-70.3) 77.3 (74.7-79.8)  <0.001
Northeast 76.7 (74-79.2)  81.5(78.9-83.8) 86.5(84.8-88.0)  <0.001
Southeast 50.6 (47.8-53.4)  68.3 (64.1-72.2) 67.5(63.6-71.2)  <0.001
South 64.8 (61.3-68.1)  75.7 (71.2-79.8) 80.4 (77.3-83.2)  <0.001
Midwest 67.8 (64.1-71.3)  74.9 (70.9-78.5) 82.4(79.3-85.2)  <0.001

Look for any place, service, or health professional for care related to their health
North 21.5(18.4-24.9) 17.0 (14.2-20.3) 23.1 (20.9-25.5) 0.004
Northeast 19.1 (17.7-20.6)  19.7 (17.7-21.9)  22.5(20.9 -24.2)  <0.001
Southeast 23.8(22.3-25.3)  27.8 (24.9-30.9) 28.7 (26.3-31.1)  <0.001
South 23.0(21.1-24.9)  32.0 (28.8-35.5) 30.4 (28.1-32.8)  <0.001
Midwest 23.5(20.5-26.9) 24.6 (21.4-28.2)  26.6 (23.8-29.5)  <0.001

Seen the last time you sought health care, in the last two weeks
North 56.7 (13.6-91.6) 35.0 (7.3-78.8) 82.2 (70.3-90.0) 0.032
Northeast 48.3 (26.5-70.8)  38.4 (20.4-60.4) 78.1 (68.9-85.1)  <0.001
Southeast 56.9 (35.8-75.8) 47.3(23.2-72.7) 87.5(79.0-92.8)  <0.001
South 47.6 (18.1-78.9)  46.2 (14.8-81.0) 91.1 (84.6-95.0) 0.028
Midwest 36.5(8.8-77.3)  51.3(22.4-79.4)  86.0 (75.9-92.3)  0.005

Why was/were not seen the last time sought health care in the past two weeks?

North

Did not get a vacancy or get a service - 91.0 (51.9-99.0) 21.2 (8.1-44.9) 0.232

ticket

No doctor available 65.7 (10.7-96.8) 9.0 (1.0-48.1) 32.4 (13.0-60.6)

There was no specialized service or 34.3 (3.2-89.3) - 25.7 (4.7-70.8)

professional

Waited a lot and gave up - - 12.1 (2.8-39.7)

The health service was not working - - 6.5 (1.3-27.3)

The health service equipment was not - - 2.1(0.3-14.6)

working or available for use

Northeast

Did not get a vacancy or service ticket 24.8 (5.2-66.4) 13.4 (4.4-34.4) 35.7 (20.4-54.7) 0.087

No doctor available

There was no specialized health service
or professional to assist

Waited a lot and gave up

The health service was not working

The health service equipment was not
working or available for use

Other reason

58.3 (24.6-85.7)

11.8 (1.6-52.3)

5.1 (0.7-30.4)

40.5 (15.7-71.5)

34 (10.7-68.8)
2.9 (0.4-19.3)
9.2 (1.3-44.5)

42.6 (24.5-63.0)
3.1 (0.9-9.9)

2.6 (0.4-16.6)
4.7 (1.1-18.1)
8.8 (1.9-33.3)

2.3 (0.5-9.6)

ceived need by individuals and, considering that
the UPAs are intermediary units between prima-
ry care and hospital emergencies, it is inferred
that many users have started to look directly to
the UPA for assistance to the urgent needs. How-
ever, many of these needs can be met by PHC*"%,

it continues

Thus, we observe the establishment of health care
unlinked from care longitudinality, health pro-
motion, and disease prevention and, therefore,
weakening and lower PHC resolution, with an
overload and deviation from the purpose of the
UPAs, undermining their care potential.
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Table 3. Temporal description of variables related to morbidities, access, and use of health services in the
Brazilian elderly population, by geographic region, 2019.

2008 2013 2019

(n=26350) (n=23815) (n=43554) p-value

%(95% CI) %(95% CI) %(95% CI)
Southeast
Did not get a vacancy or service ticket 15.8 (3.8-47.2) 7.6 (1.1-38.4) 8.0 (2.2-25) 0.400
No doctor available 70.4 (40.2-89.4)  86.5 (56.7-96.9) 43.4 (19.6-70.8)
There was no specialized service or 7 (0.9-37.4) - 20.6 (6.5-49.1)
professional
Waited a lot and gave up - - 0.7 (0.1-5.0)
The service or equipment was not 6.8 (0.9-36.8) - 9.8 (1.4-46.1)
working
Other - 5.8 (0.8-32) 17.4 (5.9-41.7)
South
Did not get a vacancy or service ticket 40.4 (7.9-48.3) 58.6(12.3-93.4) 48 (19.6-77.8) ot
There was no specialized service or 59.6 (15.7-92.1) 41.4 (6.6-87.7) 39.2 (14.1-71.6)
professional
Waited a lot and gave up - - 12.8 (1.7-55.3)
Midwest
Did not get a vacancy or service ticket 17.5 (2.2-67.2)  67.2(24.2-92.9) 19.2 (5.7-48.2) *
No doctor available 82.5(32.8-97.8) 32.8 (7.1-75.8) 22.0 (7.8-48.4)
Waited a lot and gave up - - 58.9 (29.2-83.2)
Arterial hypertension
North 50.2 (44.3-56.0)  45.9 (39.2-52.6) 47.4 (43.8-51.1) 0.310
Northeast 53.8 (51.8-55.7)  48.3(43.2-53.5) 58.8 (55.7-61.8)  <0.001
Southeast 60.1 (58.4-61.9)  60.5(55.5-65.4)  59.7 (56.1-63.3)  0.195
South 57.1 (54.1-60.0)  56.1 (51.0-61.2)  59.8 (56.4-63.1)  0.071
Midwest 55.3 (52.1-58.5)  54.6 (48.1-61.0) 62.3 (57.3-66.9) 0.042
Diabetes
North 14.9 (12.4-17.8) 16.8 (12.4-22.2) 18.2 (15.2-21.6) 0.009
Northeast 13.9 (12.7-15.2)  17.5(14.0-21.6) 20.1(17.9-22.6)  <0.001
Southeast 19.4 (18.1-20.7)  23.6 (19.8-27.8)  25.3(22.4-28.3)  <0.001
South 16.2 (14.3-18.4)  19.8 (16.2-23.9) 20.9 (18.2-23.9) 0.003
Midwest 16.5 (14.2-19)  23.8 (18.5-30.0) 25.3 (21.2-30.0) <0.001
Multimorbidity
North 48.6 (43.9-53.2)  44.4 (37.5-51.5) 53.0 (48.8-57.1) 0.004
Northeast 44.4 (42.3-46.5)  48.7 (43.2-54.2) 57.3 (54.2-60.4) <0.001
Southeast 50.7 (48.9-52.5)  61.8 (56.7-66.6)  63.8 (60.5-67.1)  <0.001
South 55.3 (52.7-57.9)  62.1 (56.4-67.4) 65.5 (62.4-68.4) <0.001
Midwest 54.7 (51.6-57.8)  51.6 (44.8-58.4) 60.7 (56.0-65.3) <0.001

** Non-comparable categories due to test limitation

Source: National Household Sample Survey (2008). National Health Survey 2013 and 2019.

It is noteworthy that the PHC should not be
excluded from this care process within the UPA
but instead articulated to ensure the longitudi-
nality and coordination of care. Furthermore, the
health network must see to the fact that the cura-

tive and hospital-centered model is not encour-
aged to the detriment of health promotion and
prevention actions, especially promoted by the
PHC and essential to face the more significant
burden of NCDs in the contemporary world, ev-



idenced by a higher prevalence of diabetes mel-
litus, systemic arterial hypertension, and multi-
morbidities®.

As in the data of the total population, this
health profile of the current elderly population
was modified by the changes as mentioned above
in the age structure, typical of the demograph-
ic transition, associated with economic, social,
cultural, and environmental factors, promoting
what Omran® conceptualizes as an epidemiolog-
ical transition. This is defined as a reduced mor-
bimortality from infectious diseases and higher
relevance of NCDs. Thus, it is essential to consid-
er several simultaneous morbidities (multimor-
bidities) in meeting this demand?®. The increase
in the prevalence of NCDs in the study represents
a trend and may be related to the more signif-
icant opportunity for their diagnosis, requiring
the strengthening of PHC to meet all the existing
demand? effectively.

Observing other types of health services, the
private ones, data from the National Supplemen-
tary Health Agency (ANS) show that the rate of
coverage by private health plans increased from
2008 (21.87%) to 2013 (25.4%) while showing a
slight reduction in 2019 (24.2%)**. We can infer
that this setting has contributed to the observed
reduction, throughout the surveys, in the search
for PHC by the most socioeconomically favored
strata: white people and residing in the Southeast
region.

Regional inequalities are known characteris-
tics in the Brazilian reality and reflect health care
inequalities. The North and Northeast regions
usually show more unfavorable results for health
indicators, such as worse health status assess-
ment, more significant restriction of activities,
and lower use of health services®. This setting
is observed in the result of lower PHC demand
in the North region. However, the same finding
in the Southeast contradicts the trend of better
indicators. This situation in the Southeast can
be explained by the lower PHC coverage among
Brazilian regions, calculated at 68.84% in Octo-
ber 2020 by the Ministry of Health?, and with
greater coverage of private plans among older
adults, 33.1% in 2015, according to data from the
National Supplementary Health Agency®, when
compared to other Brazilian regions.

Ethnicity/skin color is a significant perspec-
tive of inequality, and black, brown, and indig-
enous individuals have the most unfavorable in-
dicators for schooling, work, and access to goods
and services, including healthcare®. The findings
of this study showed a different result: lower

PHC demand by white people, which is due to
the methodology used, specifically for this type
of establishment.

PHC is a predominantly public service, and it
was identified that 99.2% belonged to the SUS in
2017%. Therefore, black or brown people are more
dependent on the SUS, while a relevant portion of
white people has private health plans, which corre-
sponded to 53.1% of white older adults, according
to Silva et al.** in the Health, Well-being, and Ag-
ing Study conducted in the city of Sao Paulo (SP).
This data reflects the reality of health inequalities
determined by ethnicity, which is included in
the concept of social determinants of health as a
structuring factor of social hierarchy, interfering
with health, disease, and death outcomes®.

The considerable increase in the number of
households registered at the USF favors the find-
ings of this study, identifying that the elderly
population investigated, when approached about
the recent search for health services, sought more
health care over the period, and had consider-
able success in achieving it in 2019. This variable
was a trend inversely proportional to the lack of
a doctor as a justification in the cases that did
not receive care, with more negative numbers
from 2008 to 2013 but with a relevant positive
outlook in 2019. Therefore, besides the expand-
ed PHC, we can infer that the greater availability
of medical professionals contributes to the result
of users obtaining care, and these achievements
can be explained by the creation and implemen-
tation of the Mais Médicos (More Doctors) Pro-
gram, which aims to reduce regional inequalities
arising from the lack of these professionals and
strengthening PHC as the coordinating perspec-
tive of health care®.

Even so, the lack of doctors represents the
biggest hurdle to care for the elderly population,
with an insufficient number of professionals to
meet all the current demands. This reality ag-
gravates the difficult access to the service, as the
challenging task of achieving a vacancy or service
ticket, possibly due to the reduced number of
professionals to meet the existing demand, was
the second most frequent reason for non-service
in 2008, 2013, and 2019, with a considerable in-
crease in the Northeast, to the detriment of what
was seen in other regions. It is noteworthy that
the targeting of care through the distribution of
service tickets can adversely affect the achieve-
ment of access and use of health services because,
as Nunes et al.”> emphasize, this model encourag-
es the culture of long waiting lines before the on-
set of service opening hours at the UBS, in order
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to ensure health care and realization of the use of
the health service.

Considering that this is a cross-sectional pan-
el study, the limitations were susceptibility to
survival bias; also, both surveys, the Health Sup-
plement of PNAD 2008 and PNS, disregarded the
population residing in collective institutions, em-
bassies, consulates, and institutionalized people
residing in collective households of institutional
establishments, such as military personnel in bar-
racks or dependencies of military installations,
people deprived of liberty, inmates in schools,
orphanages, asylums, hospitals, the religious in
convents, and monasteries. However, this is a na-
tionwide study that identifies the conditions and
trends of access and use of PHC health services
by the elderly Brazilian population.

Final considerations

The current epidemiological transition in Bra-
zil could be ratified with the identification of a

growing trend in the prevalence of systemic ar-
terial hypertension, diabetes mellitus, and mul-
timorbidity between the PNAD 2008 and PNS
2019 data, reaffirming the need for monitoring
and mobilization to achieve the goals agreed in
the Plan for fighting chronic non-communicable
diseases 2011-2022.

The PHC is one of the essential mechanisms
for coping with NCDs. The increased registration
of the USFs, associated with greater demand and
service at this level of care, reinforces the rele-
vance of consolidating the PHC to qualify health
care for Brazilian elderly population to promote
healthier older adults.

In line with this considerable expansion of
PHC in this study, identifying the increase in
access to and use of PHC health services in all
Brazilian regions, it is possible to list the relevant
role of the various policies that promote elderly
health care, affecting the assurance of access to
and use of health services positively, and mon-
itoring these older adults in any region of the
country, as identified in this research.



Collaborations

VAC Cesirio and TCO Mendes worked in plan-
ning, data collection, interpretation of results,
and drafting the text. MM Santos participated in
the study planning, analysis, interpretation, and
writing of the results. PRB Souza Junior partic-
ipated in the study analysis, interpretation, and
writing of the results. KC Lima contributed to the
theoretical-methodological planning. All authors
performed a critical review and approved the fi-
nal version of the manuscript.

References

11.

13.

14.

World Health Organization (WHO). Global sta-
tus report on noncommunicable diseases 2014 [In-
ternet]. Geneva: WHO; 2014 [cited 2018 May 23].
Available from: http://apps.who.int/iris/bitstream/
handle/10665/148114/9789241564854_eng.pdf;jses-
sionid=270C4B4F9FFB5EFB42BE5721D01FF2907se-
quence=1

Nunes BP, Batista SRR, Andrade FB, Souza Junior
PRB, Lima-Costa MF, Facchini LA. Multimorbidity:
The Brazilian Longitudinal Study of Aging (ELSI-Bra-
zil). Rev Saude Publica 2018; 52(Supl. 2):10s.
Harrison C, Britt H, Miller G, Henderson J. Exami-
ning different measures of multimorbidity, using a
large prospective cross-sectional study in Australian
general practice. BMJ Open 2014; 4(7):e004694.
Souza MFM, Malta DC, Fran¢a EB, Barreto ML.
Changes in health and disease in Brazil and its States
in the 30 years since the Unified Healthcare System
(SUS) was created. Cien Saude Colet 2018;23(6):1737-
1750.

Veras R. O modelo assistencial contemporaneo e ino-
vador para os idosos. Rev Bras Geriatr Gerontol 2020;
23(1):e200061.

Schenker M, Costa DH. Advances and challenges of
health care of the elderly population with chronic di-
seases in Primary Health Care. Cien Saude Colet 2019;
24(4):1369-1380.

Brasil. Portaria n° 2436 de 21 de setembro de 2017.
Aprova a Politica Nacional de Aten¢do Bésica, estabe-
lecendo a revisao de diretrizes para a organizagao da
Atengdo Bésica, no ambito do Sistema Unico de Satde
(SUS). Didrio Oficial da Unido 2017; 21 set.

Viacava E Oliveira RAD, Carvalho CC, Laguardia J,
Bellido JG. SUS: oferta, acesso e utiliza¢do de servicos
de satide nos ultimos 30 anos. Cien Saude Colet 2018;
23(6):1751-1762.

Bonello AADLM, Corréa CRS. Acesso aos servigos ba-
sicos de satde e fatores associados: Estudo de base po-
pulacional. Cien Saude Colet 2014; 19(11):4397-4406.
Cruz PKR, Vieira MA, Carneiro JA, Costa FM, Cal-
deira AP. Dificuldades do acesso aos servigos de sau-
de entre idosos ndo institucionalizados: prevaléncia
e fatores associados. Rev Bras Geriatr Gerontol 2020;
23(6):1-13.

Bibiano AMB, Moreira RDS, Ten6rio MMGDO, Silva
VDL. Factors associated with the use of the health ser-
vices by elderly men: A systematic review of the litera-
ture. Cien Saude Colet 2019; 24(6):2263-2278.

Paula A, Coelho S, Pereira B, lii N, Manjourany S,
Duro S. Determinantes socioeconémicos do acesso a
servicos de satde em idosos: revisdo sistemadtica. Rev
Saude Publica 2017; 51:1-15.

Pedraza DF, Nobre AMD, de Albuquerque FJB, de
Menezes TN. Acessibilidade as Unidades Basicas de
Satde da Familia na perspectiva de idosos. Cien Saude
Colet 2018;23(3):923-933.

Viacava F, Bellido ] G. Condigdes de saude, acesso a
servicos e fontes de pagamento, segundo inquéritos
domiciliares. Cien Saude Colet 2016; 21(2):351-370.

o~
o
=
w

(6)9T ‘©ADS[0D) SPNES X BIDUID

1202 ‘¥rOv-€£0¥:



S
o
~
S

Ceséario VAC et al.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Stopa SR, Szwarcwald CL, Oliveira MM, Gouvea
ECDP, Vieira MLFP, Freitas MPS, Sardinha LMYV,
Macdrio EM. Pesquisa Nacional de Saude 2019: his-
térico, métodos e perspectivas. Epidemiol Serv Saude
20205 29(5):€2020315.

Silva VSTM, Pinto LE. Inquéritos domiciliares nacio-
nais de base populacional em satide: uma revisao nar-
rativa Cien Saude Colet [Periddico na internet]. 2020
set [acessado 2020 Jan 27]. Disponivel em: http://
www.cienciaesaudecoletiva.com.br/artigos/inque-
ritos-domiciliares-nacionais-de-base-populacional
-em-saude-uma-revisao-narrativa/17780

Brasil. Instituto Brasileiro de Geografia e Estatistica
(IBGE). Proje¢do da Populagio [Internet], 2021 [aces-
sado 2021 jan 4]. Disponivel em: https://sidra.ibge.
gov.br/tabela/7358

Brasil. Instituto Brasileiro de Geografia e Estatistica
(IBGE). Mudanga Demogrdfica no Brasil no Inicio do
Século XXI: Subsidios para as projecbes da populagio
do Brasil e das Unidades da Federagdo. [Internet]. Rio
de Janeiro: IBGE; 2015 [acessado em 2021 jan 04].
Disponivel em: https://biblioteca.ibge.gov.br/visuali-
zacao/livros/liv93322.pdf

Siqueira RL, Botelho MIV, Coelho FMG. A velhice:
algumas consideracdes tedricas e conceituais. Cien
Saude Colet 2002; 7(4):899-906.

Brasil. Ministério da Satide (MS). Secretaria de Aten-
¢ao0 Primdria a Saude - SAPS. Informagdo e Gestdo da
Atengdo Bdsica - e-Gestor AB. [acesso 2021 jan 09]
2021. Disponivel em: https://egestorab.saude.gov.br/
paginas/acessoPublico/relatorios/relHistoricoCober-
turaAB.xhtml

O’Dwyer G, Konder MT, Reciputti LP, Lopes, MGM,
Agostinho DE, Alves GE. O processo de implantagdo
das unidades de pronto atendimento no Brasil. Rev
Saude Publica 2017; 51:125.

Nunes BP, Flores TR, Garcia LP, Chiavegatto Filho
ADP, Thumé E, Facchini LA. Tendéncia temporal da
falta de acesso aos servicos de satide no Brasil, 1998-
2013. Epidemiol Serv Saude 2016; 25(4):777-787.
Uzuelli FHP, Costa ACD, Guedes B, Sabid CF, Batista
SRR. Reforma da Atengdo Hospitalar para modelo de
saide baseada em valor e especialidades multifocais.
Cien Saude Colet 2019; 24(6):2147-2154.

Omran AR. The epidemiologic transition: a theory of
the epidemiology of population change. The Milbank
Memorial Fund Quarterly 1971; 4(4):509-538.

Melo LA, Lima KC. Prevaléncia e fatores associados
a multimorbidades em idosos brasileiros. Cien Saude
Colet 2020;25(10):3869-3877.

Viacava F, Porto SM, Carvalho CC, Bellido JG. Desi-
gualdades regionais e sociais em saide segundo in-
quéritos domiciliares (Brasil, 1998-2013). Cien Saude
Colet 2019; 24(7):2745-2760.

27.

28.

29.

30.

31.

32.

33.

34.

Brasil. Ministério da Satide (MS). Rede Interagencial
de Informagoes para a Satide. Indicadores e Dados Bdsi-
cos [Internet]. Brasil: DATASUS;2021 [acessado 2021
jan 9]. Disponivel em: http://tabnet.datasus.gov.br/
cgi/tabegi.exe?idb2012/f16.def.

Ageéncia Nacional de Satide Suplementar (ANS). Da-
dos do Setor. [Internet]. 2021. [acessado 2021 jan 09];
[cerca de 1p.] Disponivel em: https://www.ans.gov.br/
perfil-do-setor/dados-gerais

Brasil. Ministério da Satide (MS). Secretaria de Aten-
¢do Primdria a Satide - SAPS. Informagio e Gestdo da
Atengdo Bdsica - e-Gestor AB. [acesso 2021 jan 9]. Dis-
ponivel em: https://egestorab.saude.gov.br/paginas/
acessoPublico/relatorios/relHistoricoCoberturaAB.
xhtml/

Agéncia Nacional de Saude Suplementar (ANS). Ido-
sos na Satide Suplementar: uma urgéncia para a saiide
da sociedade e sustentabilidade do setor. Projeto Idoso
Bem Cuidado. Rio de Janeiro: ANS; 2016. [acessado
2021 jan 09]; [cerca de 134]. Disponivel em: https://
www.ans.gov.br/images/stories/Materiais_para_pes-
quisa/Materiais_por_assunto/web_final_livro_ido-
sos.pdf

Paixao M, Rossetto I, Montovanele F, Carvano LM,
editores. Relatério anual das desigualdades raciais
no Brasil: Constituicdo cidada, seguridade social e seus
efeitos sobre as assimetrias de cor ou raga. Rio de Janei-
ro: Garamond; 2011.

Silva A, Rosa TEC, Batista LE, Kalckmann E, Louvison
MCP, Teixeira DSC, Lebrao ML. Iniquidades raciais
e envelhecimento: analise da coorte 2010 do Estudo
Saude, Bem-Estar e Envelhecimento (SABE). Rev Bras
Epidemiol 2019;21(Supl. 2): e180004.

Werneck J. Racismo institucional e saude da popula-
¢do negra. Saude Soc 2016; 25(3):535-549.

Brasil. Lei n° 12.871, de 22 de outubro de 2013. Insti-
tui o Programa Mais Médicos. Didrio Oficial da Uniao
2013523 out.

Article submitted 02/02/2021
Approved on 07/05/2021
Final version submitted 09/05/2021

Chief editors: Maria Cecilia de Souza Minayo, Romeu Go-
mes, Antdnio Augusto Moura da Silva.

() NTHNNN This is an Open Access article distributed under the terms of the Creative Commons Attribution License


https://sidra.ibge.gov.br/tabela/7358
https://sidra.ibge.gov.br/tabela/7358
https://biblioteca.ibge.gov.br/visualizacao/livros/liv93322.pdf
https://biblioteca.ibge.gov.br/visualizacao/livros/liv93322.pdf
https://egestorab.saude.gov.br/paginas/acessoPublico/relatorios/relHistoricoCoberturaAB.xhtml
https://egestorab.saude.gov.br/paginas/acessoPublico/relatorios/relHistoricoCoberturaAB.xhtml
https://egestorab.saude.gov.br/paginas/acessoPublico/relatorios/relHistoricoCoberturaAB.xhtml
https://www.ans.gov.br/images/stories/Materiais_para_pesquisa/Materiais_por_assunto/web_final_livro_idosos.pdf
https://www.ans.gov.br/images/stories/Materiais_para_pesquisa/Materiais_por_assunto/web_final_livro_idosos.pdf
https://www.ans.gov.br/images/stories/Materiais_para_pesquisa/Materiais_por_assunto/web_final_livro_idosos.pdf
https://www.ans.gov.br/images/stories/Materiais_para_pesquisa/Materiais_por_assunto/web_final_livro_idosos.pdf
http://legislacao.planalto.gov.br/legisla/legislacao.nsf/Viw_Identificacao/lei 12.871-2013?OpenDocument

	_30j0zll

