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INTRODUCTION

Abstract

In Brazil, there are more than 12 million people with disabilities who are covered by primary health care, which 
plays an important role in promoting access, reception, and care for this population. The study aims to analyze 
the perceptions of a family health team regarding the embracement and care of people with disabilities. A cross-
sectional mixed methods study was carried out, with an online questionnaire and interviews with 16 professionals 
from a family health unit. We observed a strong understanding among the professionals regarding the importance 
of the subject, and one of the potentialities lies in the user embracement that sustains the relationship with the 
health team in an integral, longitudinal and humanized way. Difficulties in carrying out health promotion actions 
and the lack of infrastructure meeting minimum accessibility requirements were the biggest barriers mentioned, 
which, together with communication barriers and lack of knowledge about the subject, create an unfavorable 
environment for health care. It is possible to indicate  qualification of the professional team, which suggests 
that health managers allow continuing education, and that the professionals take continuing education as an 
opportunity to reflect on the work process and to transform their practices.

Keywords: User Embracement. People with Disability. Unified Health System. Primary Health Care. Continuing 
Education.

The Unified Health System (SUS), guarante-
ed by Law No. 8,080/1990, is an achievement 
of the Brazilian people1. This system includes 
the first level of health care, Primary Health 
Care (PHC), which is characterized by a set of 
health actions, at the individual and collective 
levels, and is the main gateway and communi-
cation center within the entire SUS Care Ne-
twork2. The Family Health Strategy is recogni-
zed as a strategy for expanding, qualifying and 
classifying PHC, as it favors a reorientation of 
the work process with greater potential for in-
creasing resolution and impact on the health 
situation of individuals and communities3.

Brazilian society has more than 12 million 
people with disabilities, which corresponds to 
6.7% of the population, and these disabilities 
may be visual, hearing, intellectual/mental and/
or motor in nature4. This specific population 
requires professional and continuous attention 
regarding health. For this reason, in 2002, the 
National Health Policy for People with Disabili-
ties was established, which promotes inclusion 
and responds to complex issues related to he-
alth care for this population5. In 2012, the Care 
Network for People with Disabilities was es-
tablished, representing a movement to create, 

expand and integrate health care points within 
the scope of the SUS6.

According to the Brazilian Law for the In-
clusion of People with Disabilities5, a person 
with a disability is characterized by long-term 
impediments of a physical, mental, intellectual, 
or sensory nature, which, in interaction with 
the most various barriers, can obstruct their 
full and effective integration into society on an 
equal basis with other people. The health-di-
sease-care process goes beyond the specific 
conditions of this population, as they can also 
present common health problems throughout  
their life7. In this sense, the PHC, as coordina-
tor of care and organizer of the network, plays 
an important role in promoting access, recep-
tion and care for this population. Regarding the 
embracement and longitudinal care of this po-
pulation, such processes depend on adequate 
communication tools and an ethical posture. 
And despite the commitment of the teams in 
the health units, this difficult context can ser-
ve as an imminent field for ethical conflicts in 
routine actions. Therefore, the objective of this 
study is to analyze the perceptions of a Family 
Health Strategy team regarding the embrace-
ment and care of people with disabilities8-11.
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METHOD

This is a cross-sectional qualitative study. 
The study was carried out in a Family He-
alth Unit in the Western Health District of 
Ribeirão Preto - SP, Brazil. The municipality 
has a population of 720,116, according to an 
estimate from the Brazilian Institute of Geo-
graphy and Statistics in 202112, and for the 
West District, the population estimate was 
180,847 inhabitants in 201713.

Seventeen professionals from the family 
health team were invited to participate in 
the study, with as inclusion criteria  being a 
team professional, working in the unit for at 
least the last 6 months, including residents 
of the Multiprofessional Comprehensive He-
alth Care Program and Medical Residency in 
Family Medicine Program, and having had 
contact with patients with disabilities in re-
cent months in 2022. The participants invi-
ted were workers from the areas of nursing, 
medicine, occupational therapy, psychology, 
speech therapy, pharmacy, dentistry, admi-
nistrative assistants, access controllers, and 
community health agents, of any ethnicity, 
gender, or age.

Data collection was carried out through a 
questionnaire applied remotely, without limi-
tations or harm to the progress of the study, 
aimed at characterizing the professional pro-
file and, in a second moment, through a se-
mi-structured in-person interview conducted 
in privacy with the support of an open ques-
tion script, which provided the opportunity 
to engage in dialogue with the participants.

The professionals from the family health 
team were contacted in advance, by phone 
or in person, to present the project and for-
malize the invitation to participate. At this 
point, the research project and the Free and 
Informed Consent Form were presented, and 
any doubts were resolvedse. After acceptan-

ce, they received the link to the questionnai-
re and the interview was scheduled for the 
day and time that best suited them.

We used the thematic content analysis te-
chnique proposed by Minayo14, to process 
the data. This technique is carried out in the 
following stages: Pre-analysis; Exploration of 
the Material, and Treatment of Results/In-
terference/Interpretation. In the first stage, 
a full reading of the selected contents was 
carried out, seeking to gain a broad view of 
the subject, understand the particularities of 
the material, and select hypotheses for analy-
sis and interpretation, while also identifying 
relevant classifications and theoretical con-
cepts14.

After the description and characterization 
of the study population, we proceeded to 
the qualitative analysis stage with the sche-
matization of the selected content organized 
into a table and grouped by themes. This tab-
le served as a tool for classification, allowing 
a dialogical reading of each highlighted frag-
ment, the identification of the nuclei of me-
aning (i.e. the central point of each answer 
elaborated by the interviewed professionals) 
in the schematized content, and an interac-
tion between the nuclei of meaning and the 
hypotheses supported by the theoretical 
framework. The last stage consisted of pro-
cessing the results/inference/interpretation, 
which was defined as a form of comple-
mentation. An interpretative synthesis of the 
groups of nuclei of meaning was structured, 
relating the themes to the objectives, ques-
tions and hypotheses of the research14.

The project was submitted to and appro-
ved by the Research Ethics Committee of the 
Ribeirão Preto School of Dentistry, Universi-
ty of São Paulo. All ethical aspects were duly 
respected.
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sionals working in the health unit in 2021 
and 2022, of whom 16 (94.1%) were willing 
to participate in the interview.  Of the par-
ticipants, 81.3% were women, and 18.7% 
were men. Additionally, 43.8% had a pos-
tgraduate degree in progress, 37.5% com-
pleted secondary education, 12% had in-
complete higher education, and 6.3% had 
completed higher education.

Regarding their work in PHC, six of them 
(37.5%) had been working for more than a 
year to two years, four (25%) for six to ten 
years, three (18.8%) had been working for 
more than ten years, and three (18.8%) for 
more than two years but less than five years.

In the distribution of participants regar-
ding their current occupation or their role 
in the health unit, there were three (18.8%) 
community health agents, two (12.5%) nur-
sing assistants, three (18.8%) doctors  and all 
other occupations were represented by one 
professional each (nurse, speech therapist, 
dentist, occupational therapist, pharmacist, 
administrative assistant, and access control 
officer), each corresponding to 6.3%.

With regard to the interviews, during 
the analysis, four classificatory axes emer-
ged based on the most relevant selected 
excerpts, with their respective categories: 
1. Knowledge of health policies/rights; 2. 
Limits and potential in embracement and/
or care; 3. Care Network for people with 
disabilities; and 4. Health actions aimed at 
the population with disabilities. 

Knowledge of health policies/rights
With regard to knowledge of health po-

licies and the rights of people with disabi-
lities, the responses focused mainly on the 
theme 'accessibility', as we can see in the 
excerpt: 

P1: 'That we need to adapt establishments 
for accessibility[... ] Not only physics, but in-
terpreter, visual...' 

P2: 'I know that there are several policies, 

but among them I know that there is the gua-
rantee of accessibility in all structures within 
the municipality, from physical structures to 
service provider that has to facilitate accessi-
bility for this population, in addition, vacan-
cies in jobs, universities are also guaranteed, 
so the policies are more in this sense, to faci-
litate access and accessibility and also to pro-
tect the physical integrity of this population.' 

P3: 'Look, I don't know how to tell you 
exactly about  this, but... what I see: a space 
for disabled people, a seat, I think that's it, in 
my opinion.'

However, some professionals claimed to 
have little or no knowledge about the topic:

P4: 'I've heard of something, but very litt-
le.’

P5: 'I've heard of it, but I don't know much 
about it in depth.' 

P6: 'No, I know they exist, but I can't tell 
you now…if they have the right…'

Another large group of responses brin-
gs up the relationship between the health 
rights of this population and the National 
Humanization Policy (PNH), as we can see 
in this excerpt:

P7: 'I've heard, there's even the National 
Humanization Policy like the one you talk 
about, I've also heard it talks a lot about ac-
cess, embracement, expanded clinic, this also 
involves people who have special needs.' 

P8: '(in the Unit) I can see the National 
Humanization Policy, but in other services I 
think there is a lack of commitment from pe-
ople, because they know the policy, but they 
don't put it in practice.' 

Limits and potential in reception and/
or care

When asked about the limits and poten-
tialities in the embracement and/or health 
care of this population, the answers related 
to the presence of the multiprofessional 
team in the unit and to personal engage-
ment, as we can see in the excerpts:

P4: 'I think our potential is the ‘multi-te-
am’, which is not something we see a lot, 

RESULTS
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and their good will.' P7: 'I think so, I think the 
advantage of the health unit is for being a te-
aching environment, specifically this one, for 
having residents, each one from a different 
profession here... each one is able to contri-
bute in their own specific way to the patient.' 

P8: 'But in human resources, yes, becau-
se thank God, we have a ‘multi team’, both 
multi and medical residency and this greatly 
enriches the service.'

P9: 'We have to look at it as a whole and 
the involvement with the team, I felt the 
need, it's good that I had these other profes-
sionals.'

The limits mainly involved the physical 
structure of the unit and the self-reported 
lack of preparation of the professionals, 
which is presented below: 

P11: 'we have a lot of difficulty because of 
the rooms, so you call the person and they 
say: 

P12: 'I can't climb stairs'... So, you go back 
and wait until you get a room down here, it’s 
very annoying.' 

P13: ‘So we don’t have adequate ramps, 
many offices are on the second floor, we 
don’t have an elevator, many places are diffi-
cult to get to with a wheelchair.'

P14: 'The impossibilities end up coming 
more from us than from the people themsel-
ves [...]'

P15: 'I can’t understand what the patient 
is saying. The patient goes to the service, on 
the scheduled date, with the exams, every-
thing…. but it was not resolutive…'

P16: 'We even feel a little helpless'.

Care network for people with disabilities
When asking about the health care ne-

twork with regard to health services for peo-
ple with disabilities, opinions turn to the fe-
eling of failure in the network's articulation, 
as well as limitations in the provision of ser-
vices and also the lack of counter-referral. 
However, they mentioned good structure at 
other levels of health care, as we can see in 
the excerpts:

P3: 'There is a network, it has good servi-
ces, but it doesn't meet the demand and this 

issue of communication, which I think is also 
not good.'

P6: 'Now, thinking about the child who 
has multiple disabilities: sensory, motor, 
speech, I won't be able to do it, but then 
they send them to the network and stay there 
forever.'

P9: 'Because I think that regarding the 
structure, the secondary (level) it's better 
than us. In terms of adaptation, there are wi-
der corridors, there are chairs, I'm thinking 
more about the physical thing, right? Now, 
if you think about the deaf person, I think 
things are morecomplicated.'

P10: 'It has a lot of barriers, of displace-
ment, of counter-referral… I think there are a 
lot of limitations.'

Furthermore, the professionals  said the 
patients complain a lot about  the distance 
of the locations: 

P15: ‘The referral of my patient is to that 
location, there is no way I can take the per-
son, wheelchair user, probe…’

P16: 'The only problem I've ever heard 
from patients complaining about is when the 
appointment is in another city, in this case it's 
(a near Municipality). There are things that 
we don't have here in Ribeirão.'

Health Actions Aimed At The Population 
With Disabilities

With regard to health actions aimed at 
the population with disabilities, professionals 
perceived actions in the most diverse ways, 
mainly individual actions, despite the limita-
tions imposed by the Covid-19 pandemic:

P1: ' [...] and education in health with the 
caregiver, or health promotion in aspects 
other than just disability, monitoring, becau-
se we often focus only on this issue, but in 
fact they are patients like any other.'

P4: 'I've seen it! In these two years, regar-
dless of not being able to make the visit, the-
re was a moment when there was a meeting, 
conversations with the staff, with the group, 
to help, guide. Mainly due to the pandemic, 
many families were left unstructured, espe-
cially psychologically.'

P7: 'So, with the team there is a lot of this 
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Throughout the interviews, the potential, 
as well as the limits and the search to overco-
me them, contributed to the Expanded Clinic, 
PNH guideline, which allows a vision beyond 
the biological model of people with disabili-
ties, considering the individual's uniqueness 
and complexity of the health/disease process. 
This approach allows to face the fragmenta-
tion of knowledge and health actions and their 
respective damages and ineffectiveness15,16. It 
is also clear that is the team makes an effort 
in carrying out their actions in alignment with 
that guideline.

Regarding the participants' profile, it was 
observed the predominance of female worke-
rs, with recent working experience and diffe-
rent education levels, notably in postgraduate 
courses, some of them during multiprofessio-
nal residence programs. This study confirms 
the trend of feminization in the health work-
force17. In addition, the multidisciplinary resi-
dency has an important representation and 
contribution to the qualification of actions in 
the PHC as a device for changing the health 
care models, noticed by the proposals of the 
Permanent Health Education Policy16.

For Starfield14, PHC must be the gateway, 
that is,  easily accessible to the health service 
system for all users, and also needs to have 
some tools,  such as: longitudinality, or care 
throughout the individual's life; integrality, that 
is, attention to the person as a whole; coordina-
tion of the health care network; family appro-
ach; and community focus, being everyone's 
right. However, for these tools to be efficient 
for each user, there must be inclusion, that is, 
putting equity into practice. These attitudes 
are observed in the team, with statements that 
faithfully maintain the obligations and possib-

le functions of PHC towards the enrolled po-
pulation and, specifically, the population with 
disabilities within their area of care. There is 
clearly a search for compliance with actions in 
an ethical and appropriate manner.

Among the topics raised, when it comes to 
policies specifically aimed at people with di-
sabilities, one of the most discussed topics is 
accessibility, which can be defined as: 'the ad-
justment between the characteristics of health 
resources and those of the population, in the 
process of seeking and obtaining health care, 
and makes it possible to identify the factors 
that facilitate or hinder the seeking and obtai-
ning this care'18. Therefore, it is the result of a 
combination of factors, such as geographic, 
organizational, sociocultural and economic 
aspects. When asked about knowledge about 
health policies and rights for this population, 
a significant proportion of the professionals 
mentioned ensuring accessibility, although 
they highlighted flaws in the unit where they 
work, particularly the absence of minimum 
structural requirements and the presence of 
architectural barriers19. In addition to these 
architectural barriers, communication and in-
formation barriers were identified. These re-
fer to any obstacle, attitude or behavior that 
hinders or prevents the expression or receive 
messages and information through communi-
cation systems and information technology. 
However, the reports do not contain any ele-
ments that refer to attitudinal barriers18, whi-
ch are attitudes or behaviors that prevent or 
hinder the social participation of people with 
disabilities on an equal footing and with equal 
opportunities. Based on the evaluation of the 
interviews, there is a clear commitment by the 
team to fulfill the duty to provide this right, as 

DISCUSSION

issue of ongoing education, of discussing 
and thinking together, so everyone contribu-
tes, so it helps a lot with care. Now we try, 
but sometimes it's not possible.'

P8: 'Yes, we've had a lot of conversations 
about caring for caregivers.'

P9: 'The question of where to get a whee-

lchair, a bath chair, a walker, we have the-
se Non Governmental Organizations (NGO) 
that help us. We even have strengthened re-
lations with one of the NGOs here.'

P14: 'Preventing injuries is what we do the 
most, since promotion wasn't enough to do 
it.'
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observed in the Brazilian Law for the Inclu-
sion of People with Disabilities19. The team 
actively usestools in an attempt to overcome 
communication and information barriers, in-
cluding intersectoral efforts.

Also, professionals found an important rela-
tionship between the rights of people with di-
sabilities and the National Humanization Poli-
cy, which brings the concept of 'humanization' 
as “inclusion of differences in management and 
care processes”, which must be done in a col-
lective and shared way.

As highlighted by professionals, one of the 
PNH20 guidelines is the embracement. As a 
value in health practices and collectively cons-
tructed, the term embracement is recognized 
as the primary responsibility of the PHC pro-
fessional, that is, this professional recognizes 
what the other brings as a legitimate and uni-
que health need. This way, when putting it into 
practice, it fosters an adequate relationship be-
tween teams/services and users/populations15. 
And in several responses, we can see the te-
am's great adherence to this responsibility and 
how active listening helps in the reception 
process, in ensuring these users have timely 
access to health technologies and increasing 
the effectiveness of health practices. Given its 
importance, this topic must be explored throu-
gh health education, an extremely important 
aspect of PHC, especially with regard to health 
promotion21.

The literature brings an important recogni-
tion of comprehensiveness, in which the care 
taken as a whole; therefore, longitudinality in 
PHC should not rely on illness for professio-
nals to work15. Among the various topics ad-
dressed by the professionals in the interviews, 
there were no comments on the impacts of the 
suspension of 2020 funding for Family Health 
Support Centers (NASF), a policy responsible 
for creating and organizing the practices of 
various professionals supporting family health 
teams within the scope of primary care. It is 
worth noting that Ordinance GM/MS No. 635, 

of May 22, 2023, established multidisciplinary 
teams to replace the NASF format, expanding 
health areas and specialties. This could suggest 
that, since a health unit counts with a multidis-
ciplinary team operating daily, it did not suffer 
considerable losses22.

As for the team’s potentialities, interprofes-
sionality and multidisciplinarity play an essen-
tial role in the implementation of health care15. 
Both terms are associated with the mutual par-
ticipation relationship of professional/patient, 
which is favored by the proximity to the con-
text in which the patient is inserted, something 
possible in PHC, as well as the observation of 
priorities such as vulnerability, severity and 
risk, factors that favor care in a receptive and 
integral way15,16,23-25.

Finally, despite the dedication to health 
care of people with disabilities, which is evi-
dent in the embracement and involvement of 
each professional, it is observed that little is 
still known about health policies for the popu-
lation in question, thus raising a need: the em-
phasis on continuing education, as proposed 
by the National Health Policy for People with 
Disabilities6,19. There is great potential for im-
provement and the search for solutions throu-
gh continuing education, characterized as  “An 
intense educational aspect with potential linked 
to mechanisms and themes that make it possi-
ble to generate reflection on the work process, 
self-management, institutional change and trans-
formation of practices in service, through the 
proposal of learning to learn, working as a team, 
building daily lives and constituting themselves 
as objects of individual, collective and institutio-
nal learning"19.

As a limitation of the study, we can men-
tion the small number of people with disabi-
lities treated at the health unit, which directly 
influences the contact with the subject on a 
daily basis and  the experience of the profes-
sionals. Therefore, it is essential to better train 
professionals in the search for equity in the em-
bracement and care of this population.
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In the context studied, we can conclude that 
professionals have a strong understanding of 
the importance of the topic and are involved in 
trying to meet the demands that are within the 
team's reach. One of the potentialities is to ob-
serve the embracement that sustains the team/
user relationship in an integral, longitudinal 
and humanized way, seeing  the other person 
as unique, without unnecessary focus on the 
disability, and acting through strategies such as 
qualified listening. However, there are difficul-

ties regarding the promotion and prevention 
actions carried out by the team specifically ai-
med at this population. Therefore, it is possible 
to point out a need for greater preparation of 
the team, which suggests that local health ma-
nagers develop continuing education, that is, 
training and improvements on the topic, and 
that the team emphasizes continuing educa-
tion as  necessary to have reflective actions on 
the work process and transformation of health 
practices.

1. Brasil. Lei n. 8.080, de 19 de setembro de 1990. Dispõe sobre as condições para a promoção, proteção e recuperação da saúde, a 
organização e o funcionamento dos serviços correspondentes e dá outras providências.Diário Oficial da União. Setembro de 1990. 
Available from: https://www.planalto.gov.br › civil_03 › leis.
2. Brasil. Ministério da Saúde. Portal da Secretaria da Atenção Primária. O que é Atenção Primária?[online database]. Ministério da 
Saúde. Available from: https://aps.saude.gov.br/smp/smpoquee.
3. Brasil. Ministério da Saúde. Portaria nº 2.436, de 21 de setembro de 2017. Aprova a Política Nacional de Atenção Básica, 
estabelecendo a revisão de diretrizes para a organização da Atenção Básica, no âmbito do Sistema Único de Saúde (SUS).  Diário 
Oficial da União. Setembro de 2017.  Available from: https://www.saude.ba.gov.br › dab › legislacao-federal.
4. Instituto Brasileiro de Geografia e Estatística. [online database]. Nota técnica 01/2018. Censo demográfico 2010. Releitura dos dados 
de pessoas com deficiência no Censo Demográfico 2010 à luz das recomendações do Grupo de Washington. 2018. Access in August, 
2022. Available from: https://basedosdados.org/dataset.
5. Brasil. Ministério da Saúde - Secretaria de Atenção à Saúde. Portaria MS/GM nº 1.060, de 5 de junho de 2002. Institui a Política 
Nacional de Saúde da Pessoa com Deficiência. Diário Oficial da União. Junho de 2010. Available from: https://bvsms.saude.gov.br › 
2002 › prt1060_05_06_2002.
6. Brasil. Ministério da Saúde. Portaria nº 793, 24 de abril de 2012. Institui a Rede de Cuidados à Pessoa com Deficiência no âmbito 
do Sistema Único de Saúde. Diário Oficial da União. Abril de 2012.[Access in June, 2024]. https://bvsms.saude.gov.br › 2012 › 
prt0793_24_04_2012.
7. OMS. Secretaria dos Direitos da Pessoa com Deficiência. Relatório Mundial sobre a Deficiência. [web publication]; 2011. Acessado 
em maio de 2022. Available from: https://shre.ink/WHO-PWD
8. Starfield B. Atenção Primária: equilíbrio entre necessidades de saúde, serviços e tecnologia. Ed. brasileira - Brasília: UNESCO, 
Ministério da Saúde, 2002. 
9. Fiocruz. O fim do modelo Multiprofissional na Saúde da Família? [web publication]; 2020. Access in January, 2022. Available from: 
https://www.epsjv.fiocruz.br/noticias/reportagem/o-fim-do-modelo-multiprofissional-na-saude-da-familia.
10. Brasil. Presidência da República. Decreto N° 6.949, de 25 de agosto de 2009.  Promulga a Convenção Internacional sobre os 
Direitos das Pessoas com Deficiência e seu Protocolo Facultativo. Agosto  de 2009. Available from: https://legis.senado.leg.br › norma.
11. Queiroz DM de, Oliveira LC de, Araújo Filho PA de, Silva MRF da. Challenges and potentials of the production of comprehensive 
care in Primary Health Care in Brazil. Rev Bras Enferm [Internet]. 2021;74(5):e20210008. Available from: https://doi.org/10.1590/0034-
7167-2021-0008

REFERENCES

FUNDING: This work was supported by the Brazilian Ministry of Health by means of a residence scholarship.

CRediT author statement

Conceptualization: Junior, WM; Lago, LPM; Gonçalves, LSS. Methodology: Junior, WM; Lago, LPM; Gonçalves, LSS. Validation: Junior, 
WM; Lago, LPM; Gonçalves, LSS. Statistical analysis: Junior, WM; Lago, LPM; Fumagalli, IHT; Gonçalves, LSS. Formal analysis: Junior, 
WM; Lago, LPM; Fumagalli, IHT; Gonçalves, LSS. Investigation: Junior, WM; Lago, LPM; Fumagalli, IHT; Gonçalves, LSS. Resources: 
Junior, WM; Lago, LPM; Fumagalli, IHT; Gonçalves, LSS. Original draft preparation: Junior, WM; Lago, LPM; Fumagalli, IHT; Gonçalves, 
LSS. Writing-review and editing: Junior, WM; Lago, LPM; Fumagalli, IHT; Gonçalves, LSS. Visualization: Junior, WM; Lago, LPM; 
Fumagalli, IHT; Gonçalves, LSS. Supervision: Junior, WM; Lago, LPM; Fumagalli, IHT. Project administration: Junior, WM; Lago, LPM; 
Fumagalli, IHT; Gonçalves, LSS.

All authors have read and agreed to the published version of the manuscript.

CONCLUSION



DOI: 10.15343/0104-7809.202448e16572024I

Mundo Saúde. 2024,48:e16572024

Received: 29 august 2024.
Accepted: 27 november 2024.
Published: 18 december 2024.

12. Instituto Brasileiro de Geografia e Estatística [site].  Cidades e Estados. Ribeirão Preto - SP. [Access in June, 2024]. Available from: 
https://www.ibge.gov.br/cidades-e-estados/sp/ribeirao-preto.html.
13. Ribeirão Preto. Secretaria Municipal da Saúde de Ribeirão Preto - SP [website]. População por Distrito de Saúde [Access on 
November, 2024]. Available from:https://www.ribeiraopreto.sp.gov.br/portal/saude/populacao-por-distrito-de-saude. 
14. Minayo MCS, Deslandes SF. Pesquisa social: teoria, método e criatividade. 29a ed., Petrópolis: Vozes; 2010.
15. Brasil. Ministério da Saúde. Secretaria de Gestão do Trabalho e da Educação na Saúde. Política nacional de educação permanente. 
[web publication]. Brasília, 2018. Acessado em julho de 2022. Available from: https://bvsms.saude.gov.br/bvs/publicacoes/politica_
nacional_educacao_permanente_saude.pdf.
16. Vieira J, Anido I, Calife K. Mulheres profissionais da saúde e as repercussões da pandemia da Covid-19: é mais difícil para elas?. 
Saúde debate [Internet]. 2022 Jan;46(132):47–62. Available from: https://doi.org/10.1590/0103-1104202213203
17. Pinho ECC, Cunha TAN,  Lemos M, Ferreira GRON, Lourenção LG, Pinheiro HHC, Botelho EP, Cunha CLF. Acesso e acessibilidade 
na atenção primária à saúde no Brasil. Enferm. Foco [Internet]; 2020, abril.  [Access in June, 2024] 11 (2): 168-175 168 Available from: 
http://revista.cofen.gov.br/index.php/enfermagem/article/view/3449 
18. Lei no 13.146, de 6 de julho de 2015. Estatuto da Pessoa com Deficiência. Diário Oficial da União. Julho de 2015. Available from: 
https://www.planalto.gov.br/ccivil_03/_ato2015-2018/2015/lei/l13146.htm?msclkid=e03ca915a93011eca55b7de3600188ab.
19. Brasil. Ministério da Saúde. Secretaria de Atenção à Saúde. Política Nacional de Humanização. [web publication]; 2013. Access in 
August, 2021. Available from: https://bvsms.saude.gov.br/bvs/publicacoes/politica_nacional_humanizacao_pnh_folheto.pdf
20. Fiocruz. Processo Saúde-doença. Plataforma Escola Nacional de Saúde Pública Sérgio Arouca. [web publication]; 2020. Access in 
May, 2022. Available from: https://dssbr.ensp.fiocruz.br/glossary/processo-saude-doenca.
21. Timmermann TAR, Brites LS, Rocha CMF. Núcleo de Apoio à Saúde da Família: análise de uma década da produção normativa 
do Ministério da Saúde. Cad saúde colet [Internet]. 2023;31(2):e31020270. Available from: https://doi.org/10.1590/1414-
462X202331020270
22. Brasil. Ministério da Saúde. Portaria GM/MS nº 635, de 22 de maio de 2023. Institui, define e cria incentivo financeiro federal de 
implantação, custeio e desempenho para as modalidades de equipes multiprofissionais na atenção primária à saúde. Diário Oficial da 
União 2023; 23 may. Available from: https://www.in.gov.br/en/web/dou/-/portaria-gm/ms-n-635-de-22-de-maio-de-2023-484773799
23. Fiocruz. Educação em Saúde. [Publicação na web]; 2009. Acessado em setembro de 2022.  Available from: http://www.sites.epsjv.
fiocruz.br/dicionario/verbetes/edusau.html. 
24. Tedesco JR, Junges JR. Desafios da prática do acolhimento de surdos na atenção primária. Cad de Saúde Pública [Internet]; 2013, 
agosto. [Access in June, 2024];   v. 29, n.8, p. 1685- 1689 . Available from: http://www.scielo.br/pdf/csp/v29n8/v29n8a21.pdf. 
25. Almeida MHM et al. Organization and systematization of data of people with disabilities: support for networked care:. Mundo 
Saúde [web publication]. 2019, Setembro. 1 [Access in November, 2024]; 43(03):713-31. Available from: https://revistamundodasaude.
emnuvens.com.br/mundodasaude/article/view/51


