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ABSTRACT

This was a qualitative research study aiming to analyze the practice of nurses as well as the advantages and difficulties forin operationng a
Program to Support Children’s Growth and Development of the Family Health Unit, in Londrina, Parana. An content analysis was used for
data analysis in order to understand the meaning of the unit of the statements of five subjects resulting in the categorization of three subjects:
Pediatric health care: conception of family planning for prenatal care; Program of pediatric health care: organization of the work process; Nursing
Consultation: detection and disease prevention. The easier aspect for the practic of pediatric health care was the attachment between the team
and the woman during the prenatal period and the greater difficulties were in the cultural factors of the mother and family related toregarding
adherence to guidelines complicance for children essential pediatric cares.

Keywords: Primary Health Care; Children Care; Community Health Nursing; Family Health Program.

RESUMO

Trata-se de uma pesquisa qualitativa, que teve como objetivo analisar a pratica de enfermeiros, bem como as facilidades e dificuldades, para
a operacionalizagdo do Programa de Acompanhamento do Desenvolvimento e Crescimento da Crianga na Unidade de Saude da Familia, no
municipio de Londrina, Parand. Para a andlise dos dados, utilizou-se a andlise de contetido, que permitiu apreender a unidade de significacdo dos
discursos de cinco sujeitos, resultando na categorizagéo de trés temas: atencdo a saude da crianga: concepgdo do planejamento familiar ao preé-
natal; programa de atencdo a satide da crianca: organizacdo do processo de trabalho; e consulta de enfermagem: deteccdo e prevengdo de agravos.
A maior facilidade para a pratica do cuidado da crianga é o vinculo entre a equipe e a mulher durante o pré-natal e a maior dificuldade sdo fatores
culturais da mae e da familia quanto a adesdo as orientagées em cuidados essenciais a crianga.

Palavras-chave: Atencdo Primdria a Saude; Cuidado da Crianga; Enfermagem em Saude Comunitdria; Satde da Familia.

RESUMEN

Se trata de una investigacion cualitativa para analizar la prdctica de enfermeros y las facilidades y dificultades en la ejecucion del Programa de
Seguimiento del Desarrollo y Crecimiento del nifio en la unidad de Salud de la Familia, en Londrina, Parand. El andlisis de datos se realizé segtin su
contenido, lo cual permitié aprehender la unidad de significacion de los discursos de cinco sujetos que resulté en la categorizacion de tres temas:
atencion de la salud Infantil: concepcion de la planificacion familiar al prenatal; programa de atencion de la salud infantil: organizacion del proceso
de trabajo y consulta de enfermeria: deteccion y prevencién de enfermedades. La principal facilidad para la practica del cuidado del nifio es el
vinculo entre el equipo y la mujer durante el prenatal y la principal dificultad son los factores culturales de la madre y de la familia con relacién a
la adhesion a la orientacion en cuidados esenciales del nifo.

Palabras clave: Atencién Primaria a la Salud; Cuidado del Nifio; Enfermeria en Salud Comunitaria; Salud de la Familia.
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INTRODUCTION

The well-being of the child through the promotion and
restoration of health has been, for a long time, a priority of po-
pulation health care. In this sense, Brazil has sought to develop
strategies in defense of the rights of children and mothers, to
combat malnutrition and illiteracy, and the eradication of dise-
ases responsible for deaths of millions of children, every year!

For a healthy growth, basic care is necessary in order to
prevent, promote and restore the child’s health. Such care
should be guaranteed in primary health through practical ac
tions, skills and knowledge, since the Family Health Unit (FHU)
is the entrance into the system.’

In this context, in order to support the growth and develo-
pment of children, the Ministry of Health established the lines of
care for operationalization of comprehensive care, providing care
in the three levels of attention, through preventive actions that
encourage autonomy and co-responsibility of the users, as well as,
early detection of diseases. The focus of the actions is health, ins-
tead of disease, seeking to visualize the child inserted into the fa-
mily context in every aspect that determines his health and, the-
reby, reducing morbidity and mortality from preventable causes.”

Having as a strategic tool the Program of Community Heal-
th Agents — PCHA and the Family Health Strategy (FHS), primary
health promotes systematic monitoring of children under five ye-
ars of age and seeks to develop the bond with families, welcoming,
co-responsibility and a high degree of problem resolution in servi-
ces. Furthermore, the planning of actions is directed to the main
problems of the population, based on the knowledge of its reality.

There arises, therefore, a rich area of action for the nur-
se, who plays an important role in the well child visit, through
the early detection of health problems and prescription of care,
as well as, implementation of intervening actions to improve
the quality of care provided to this age group, strengthening
the assistance that can reduce morbidity and mortality rates in
the region and in the county in which it operates.® Such a pro-
fessional develops his assignments when: he provides consults;
guides, trains and defines roles for nursing staff; supervises the
activities; performs home visits for high risk children; develops
educational actions providing information to mothers; identi-
fies the health status of children related to their conditions of
life and their biopsychosocial characteristics.

When inserted into a multidisciplinary team, the nurse
should organize and coordinate the work processes, as well as
acting in an effective manner in providing care to the child.
However, this professional has been developing child health ac
tions in an uncordinated way, using truncated guidelines and
only dealing with noted complaints, which compromises his
vision of the child as a whole. A lack of, effective educational
actions and awareness that can guarantee the mother/family
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health unit attachment is therefore perceived.>® On the other
hand, the health service, particularly primary health care, nee-
ds to receive professional training related to the domain of the
“logical processes of the construction of knowledge and prac
tices coherent with the social, epidemiological, economic as-
pects”, considering the health-disease process of the individual
and collective in the different cycles of life.*”%

Considering that the attention to pediatric health is a prio-
rity area for the nurse’s role in disease prevention and health pro-
motion, the present study aimed to analyze the practice of nur-
ses, as well as, the advantages and difficulties for the operation of
Program of Community Health Agents in the Family Health Unit.

METHODOLOGY

This was a qualitative study conducted with nurses from the
FHU in five regions of Londrina, Parana, between june and july
2007. The city had 53 basic health units and the study popula-
tion was composed of five nurse coordinators of the units, who
performed pediatric care and management of the unit, having an
effective/competitive employment relationship. Therefore, an in-
terview of one nurse in the BHU per region of the city was con-
ducted, that consisted of three of family health (FH) teams, repre-
senting the largest regions in population numbers (south, north,
east and west). Subjects were selected through a random dra-
wing among the units that had three FH teams and that agreed
to participate, after approval by the Committee of Ethics in Rese-
arch and the Department of Health Care of the Municipal Health
Secretary, Opinion No. 061/07, in CAAE No. 0043.0.268.000-07.

To understand the essential aspects of the meanings of
the object, individual interviews were conducted and recorded
at the BHU, after signing the Terms of Free and Informed Con-
sent. The interview had semi-structured questions, validated
by a pre-test, to answer the guiding question: “Tell what health
care actions are performed for pediatric health in the Program
to Support Children’s Growth and Development in this unit.”

For data analysis, the recorded interviews were transcri-
bed for comprehension of the relevance of attention to pedia-
tric health in the daily service of the health unit, and to cluster
the possible advantages and difficulties. For the analysis of qua-
litative data, content analysis was used, specifically thematic or
categorical analysis, which is rapid and efficient when applied
to direct and simple discourse. Thus, the content of the inter-
views was organized and structured using pre-analysis, explora-
tion of material, and treatment of the results’

RESULTS AND DISCUSSION

The construction of the results was made from the essen-
tial aspects of the statements of the nurses regarding pediatric
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health care in the Program to Support Children’s Growth and
Development in the basic health unit, which enabled the cate-
gorization of three themes: a) pediatric health care: conception
of family planning for prenatal care; b) program of pediatric he-
alth care: organization of the work process; c) nursing consulta-
tion: detection and disease prevention.

In primary health care, the nurse’s role in relation to the
maternal-child population begins with family planning and
continues throughout prenatal care. In the follow statements,
it can be observed that the first newborn consultation has also
been used by nurses to work with the issue of family planning,
contributing to the health care of women and children.

[...] Family planning... it is one of the things I try to
speak about in this first consultation. | think it's a good
opportunity for mothers. She already has a contact with
you every month there. | think that family planning is the
first thing that | discuss (E2).

The area of women’s health is also one of the priority are-
as of care in primary care, and currently The Information System
of the Humanization of Prenatal and Birth Program (SIS-Prena-
tal) has the intention to improve the access, coverage and quality
of prenatal monitoring, giving assistance in delivery, postpartum
and neonatal care, subsidizing municipalities and states with im-
portant information fundamental for planning, monitoring and
evaluation of the developed actions. A study from the 1980s sho-
wed that the relationship between policies and maternal-infant
programs instituted to lower mortality rates, despite their limits,
reflected an improvement in the indicators of neonatal mortali-
ty. However, lictle progress has been made for the effectiveness of
public policies that would promote better maternal health care.®

In relationship to the strategies that may be used by the
nurse to work with family planning, research conducted in the
state of Ceara revealed a practice focused on individual coun-
seling with sporadic group activities. Such organization was at-
tributed to the excess of activities with nursing workload, high
demand and lack of physicians in some FHS in addition to a
lack of support materials and appropriate physical space. Still,
80,0% of surveyed users indicated the nurse as the primary pro-
vider of information about contraceptive methods.’

Another aspect to be highlighted is that, despite govern-
mental strategies and investments for the promotion of family
planning and the performance of reproductive rights, in a cons-
cious and responsible way, teenage pregnancy has reached sig-
nificant levels and is a public health problem. In this study, the
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report of nurses showed that this reality was also experienced
in the units and represented a difficulty related to the Program
to Support Children’s Growth and Development, in that the te-
enagers showed little or no maturity and responsibility for the
exercise of motherhood .

[...] an adolescent gets pregnant and is not ready
to be a mother. She became pregnant because she saw
a classmate pregnant. The inconsistency, you unders-
tand?... There are a lot of girls who become pregnant and
do not provide for the child, they have no responsibility.
There are so many that we do the family planning, but
they don't want to take birth control, they want to be
pregnant... 15, 16, 14 years old... Because she saw a preg-
nant classmate... because otherwise she'll be out of con-
text... have the child. The hard part is to provide for it! (ET).

Despite the discourse of nurses in this study, it is impor-
tant that they divest themselves of prejudices regarding tee-
nage mothers, because, in practice, it can be seen that many
of them take care of their children in the same way as mothers
who are not teenagers, although the Ministry of Health consi-
ders this age group one of the determinant of gestational risk
for care in the basic health units.”

Data from the city of Londrina demonstrated that adoles-
cents — age ranging from 10 to 19 years — were beginning their
sexual life, on average, at 14.3 years of age (42.7%). The rate of
live births (LB) of adolescent mothers, in the county, dropped
from 1.510 in 1998 to 1.040 in 2010, a decrease of approximately
31.0%. In the same period, the state of Parana presented a drop
from 42.244 to 29.045 births, respectively. In Brazil, the rate dro-
pped from 729.816 in 1998, to 552.630 in 2010."

Despite this decrease, these indicators are still considered
high. It is necessary and urgent to incorporate systematic ins-
tructional activities about sexuality in family planning, aimed at
this age group. In addition, health professionals must be prepa-
red to accommodate these clients and provide relevant informa-
tion to the doubts and anxieties generated in this phase of life®

In relation to prenatal care, the nurse accompanying the preg-
nant women developed preventive actions aimed at the child’s
health, guiding the woman in the care for the baby. According to
the statements below, it is the monitoring period that facilitated
the construction of the link between the professional and the mo-
ther, and creates spaces for open dialogue, facilitating adherence
to inflexible guidelines and continuity of care after delivery:

[...] during the prenatal care the mother is oriented
that the person who does the first prenatal care is the
nurse. | do the prenatal consultation and talk about the
importance of caring for the breast, the cracks... On the
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first day of prenatal care, we talk about the advantages of
breastfeeding, the care she needs to do for her body, not
having fissures at the breast, we have been working since
the prenatal consultations (E1).

[...] as a nurse, | took care of this mother since she got
the positive pregnancy test. She starts going through this
with me... then, the woman opens herself up, and you cre-
ate a space with her here, and then the progress of child-
care is natural (ES).

In a similar experience in a city of Minas Gerais, in the pre-
natal program, it showed that pregnant women monitored by a
nurse tended to look for her more frequently when she had dou-
bts and problems, more satisfactorily followed the guidelines, and
developed more commitment to self-care. In addition to this, the
relationship between nurse and pregnant woman enabled an in-
creased confidence, attachment and profissional appreciation.”

On the other hand, research conducted in 16 units in the
basic health network of the city of Rio Branco-AC showed that,
although the great majority of the basic skills expected in pre-
natal care were developed by nurses, some were performed
with low frequency. The results revealed a good performance
of the nurses, but the authors concluded that it was appropria-
te to evaluate the need for clarification of the importance of
incorporating care protocols to improve the quality of services
in order to achieve better quality pre-natal care.”

The Ministry of Health determined there should be a mi-
nimum of seven monitoring visits during prenatal care. Studies
reported an increase in coverage of prenatal care, as in the hi-
gher indicators showed by the SIS-Prenatal process, such as in
Quixada-Ce On the other hand, even if the women had an
adequate number of prenatal visits, problems and unfavorable
pregnancy outcomes showed weaknesses in the routine ac
tions of this program related to identification and treatment of
diseases subject to detection and prevention.”

Therefore, it is important not only to guarantee the reali-
zation of prenatal care to the pregnant woman, quantitative-
ly, by increasing the number of consults, but also qualitatively,
by investing in team training and instituting clinical protocols,
in addition to other measures, as mentioned previously. In the
county in question, five protocols were implemented in 2006,
including one for women’s health and one for pediatric health.'®

In this study, even though the nurses interviewed affirmed
that they initiated guidance to the pregnant woman beginning
with prenatal care, none of them referred to the development
of educational activities with groups of pregnant women in
their units. This activity is recommended by the Ministry of
Health in this program, but to realize it, it is necessary to reor-
ganize the work process of the family health teams of the he-
alth units.'#8”
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As regards to the monitoring of the growth and develo-
pment of children, all nurses reported performing it in accor-
dance with the county and ministerial protocol. According to
these protocols, it is incumbent on the nurses to make the first
visit to the healthy or high risk newborn."'¢

In the city, soon after the first visit, in the first month of
life, the second consultation is scheduled with the pediatrician.
After that, attendance of children without risk is under the res-
ponsibility of nursing assistants from each team, in a scheme
of “adoption” of the child, until discharge from the program at
18 months of age, when the minimum immunization schedule
before completing two years of life is completed.” This routine
can be inferred in the following statements:

[...] Then, the first well baby visit is done by the nurse,
already scheduled, as routine (ET).

[...] Generally | conduct the first well baby visit as
soon as he is born, and the rest are up for adoption, for
any nursing assistant (E2).

[...] the first well baby visit is with the nurse, then, one
is done by the pediatrician and the other monitoring visits
are with the nursing assistant (ES).

In cases of high risk children, the continuity of monitoring
up to 18 months of age is the responsibility of the nurse. Chil-
dren are considered high risk, according to the treatment pro-
tocol of Londrina, with low birth weight (< 2500 grams), prema-
turity (gestational age < 36 weeks), moderate or severe asphyxia
(Apgar score < 7 at 5 minutes), children of adolescent mothers
(< 18 years), and other criteria identified by the health team.®

Although consultations outside of the the risk classifica-
tion remained under the responsibility of nursing assistants,
nurses carried out the supervision of such visits, following the
process of team work in pediatrics through spreadsheets, no-
tebooks and notes in the patient records.

[...] I have a folder controlling all the children of my
area up to two years, | know who they are... | follow the
vaccine schedule... if they are coming back, or not, for well
baby visits. | even have those that have been evaluated by
particular service... Although | did not continue seeing the
children, personally, | always take a look at what they are
marking down (E3).

So here we have the notebooks, spreadsheets, we
have the names of all the children (ES).

A study about the perception of nurses regarding the ar-
ticulation of health actions between health team professionals
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and the family, verified that they conducted activities of super-
vision and leadership of the team, supporting in the identifica-
tion, analysis and resolution of problems in the unit .”
Regarding the schedule of consultations, the nurses in this
study reported making consultations of children in their covera-
ge area by appointment and in a specific day of the week. This
organization was identified as a facilitator in the keeping of ap-
pointments, for providing availability of the professional’s time,
and decrease in the waiting time of the mothers. Likewise, the
schedule of care into which nursing assistants were inserted also
contributed to the dynamics of service for pediatric care.

[...] if she comes with her scheduled time, she is im-
mediately attended. It's the schedule: she already has the
day and time scheduled (E1).

[...] The staff member who does this well baby visit is
inserted into the unit schedule. So, he is programmed for
the days that he has the well baby appointment, a quieter
time and everything [...] (E5).

Despite this routine, the nurses do not fail to attend mo-
thers and children arriving at the BHU by spontaneous de-
mand or forwarded from other areas of coverage. On the other
hand, the waiting time for mother to fit into the agenda of the
nurses is elevated due to other programs to be executed.

[...] they are not released, even if they come without
being scheduled... So, my greatest difficulty is when they
come on their own, not respecting the schedule of the nur-
ses, which is already full [...] (E1).

For the nurse it is a rush... there are emergency and
other programs. | think we need to have more time, only
this... The difficulty is the available time (E4).

There are mothers of another area of coverage and
that, in the begining, they come to their mother’s or mo-
ther-in-law’s house. In such cases, as the mothers or the
mothers-in-law are in our area of coverage, the CHA is cal-
led, and we likewise do the visit. Then, depending on the
mother, we call the other unit scheduling for the pediatri-
cian, to make everything right (E5).

Regarding the place of consultations, the nurses, E2 and E4,
referred to performing these at homes, churches and shacks, in
order to be closer to the community for understanding the so-
cioeconomic and environmental conditions of the family. On
the other hand, E1 stated he did not do it in the home, because
he sees it as a paternalistic practice.

[...] I know it has a unit that goes in the house, now,
I do not like... | think you're being paternalistic there (E1).
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[...] In my area of coverage the consultations are here
in the station and also in microareas, we use churches,
shacks, whatever is closest; as close to the community as
we can find, it's better (E2).

[...] Generally, when the baby is born, we do the con-
sultations at home, in order to check the conditions in
which the child is living there. Hygiene, socioeconomic fa-
mily conditions (E4).

The consultation conducted in community settings closer
to families can be considered as a creative practice used by te-
ams to facilitate user access to services, demonstrating a para-
digm shift that permeates the actions of professionals.

In relation to the first call, in which mother and child must
be met at the BHU, the deadline for its implementation propo-
sed by the Ministry of Health is the first week after birth, which
is a most vulnerable period in which the highest rates of infant
death are concentrated." The concern of nurses can be obser-
ved in the following words, to perform the consultation, accor-
ding to the protocol and organization of the work of the teams.
Such an arrangement favors the initial consultation, within the
period established by the Ministry of Health.

[...] as the CHA has already had a notion of all preg-
nant women, then, they are eyeing when a baby is born,
to call them in the first week. As soon as they leave the
hospital, in the first week they are called (E2).

[...] we have a control of all pregnant women, of
the expected delivery date. We have the CHA, who are
making visits to these women. Then, | try to point them to
keep an eye out, especially when it is to be born, to be able
to make the first assessment in seven days (E3).

The organization of the work process in the units facili-
tates the development of public health surveillance, providing
comprehensive care and reducing infant mortality in the city.
This is evidenced by the reduction in the infant mortality rate
of Londrina in recent years. There was a decline from 14.3/1.000
live births in 2000 to 10.5/1.000 live births in 2009.” This decli-
ne can be attributed to the expansion and improvement of ba-
sic health care in the county, although 77.1% were considered
reducible among the neonatal deaths by adequate control of
pregnancy and childbirth, and 17.5% avoidable through part-
nerships between health sectors.”

Another active surveillance strategy is to seek absentee
children, through community health agents (CHA), through
home visits and delivery of communications provided from
the nurse. Furthermore, in some cases, there was even the in-
tervention of the Guardianship Council with mothers, to ensu-
re the basic responsibility for the care of the child.
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If they do not come, | reschedule, sending them a note
through the CHA, calling... | make three calls. If they do not
come, then we make a home visit... if we don't see them, | call
the the Guardianship Council (E3)

[...] the CHA goes there, the nursing assistant goes
and everything... Showing that it is an obligation to bring
the children. It is the child’s right. [...] These are the mo-
thers that we always have to be watching... So, the ma-
jority we get in this way. When you cannot, maybe the
Guardianship Council has to get in the middle (ES).

The monitoring done by the team of primary care is
addressed to persons with more vulnerability, and systematic
monitoring in risky situations aims to reduce health disorders,
executing strategies such as: home visits to capture users and
active search of those who evade the programmed monitoring.
Thus, in the home visit conducted by the CHA in the last mon-
th of pregnancy and the first week of life of the child is a priori-
ty action of maternal-child vigilance.

In this way, one can realize the importance of the perfor-
mance of the CHA, so that there is a dynamic flow of care and
health surveillance, because they constitute a link between the
service and the community, facilitating the performance of the
activities of nurses in the team.

[...] having the FHP and the CHA that are our link to
the community. Without them we would not be monitoring
with so much discretion, doing the well baby visits [...] (E3).

[...] I think the family health was very good because
it has a much greater connection with the community. |
think that it is this bond that you create with the com-
munity (ES).

A study also showed that nurses valued the work done by
the CHA, because they had important information that sup-
ported their work and that of the other team members.” Both
the PACS, such as the FHS, emerged in order to restructure the
municipal health systems, replacing the model of care based on
the enhancement of the hospital and the disease model, focu-
sed on promoting the health of the families, community parti-
cipation, and the role of multidisciplinary teams to replace the
physician-centered work. Such characteristics break with the
passivity of basic health units, stimulating intersectorial practice.

However the proposal for a structured work from mul-
tidisciplinary teams does not guarantee a break with the me-
dical-centered dynamics, because some of the difficulties of
the FHS were related to the configuration of the process work,
which must be reorganized as part of the new technologies of
work. Therefore, it is necessary that the worker develop relatio-
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nal skills that favor welcoming and user interaction, stimulating
autonomy in health care, as well as co-responsibility. 2

In this regard, it is clear in the statements of the nurses
who, in the search for the organization of the process of work
looked toward the welcoming, bond formation, listening and
dialogue, the incentive for co-responsibility and autonomy of
the user, as an active subject in the promotion of her health,
also facilitates the development of the program in the unit.

| think the function of the FHP is to educate and to
make the transformation of habits... it must give commit-
ment to the mother... because | am here, in an environ-
ment in which, if you start to give... they become without
responsibility [...] They transfer all responsibility for you.
That's not cool. They must have responsibility. [...] Even
with the dog there had to be fellowship, with the parrot,
the parakeet, with the birds... Then you develop a bond
between professional and family [...] (ET).

[..] to say, also that you do not need to bring
everything to the unit, because some things you can do
at home (E4).

[...] But we have cases in which this co-responsibility
does not happen and it seems that there is only the res-
ponsibility of the unit (ES).

It is necessary to instruct the population for the unders-
tanding that the health system requires joint action by all so-
cial actors, strengthening the autonomy of individuals in health
care and the option for a healthy lifestyle.

As noted earlier, the pediatric nursing consultation ha-
ppens in the first days of life, and it is of fundamental importan-
ce. It allows nurses to perform early diagnosis and more effec-
tive guidance on breastfeeding, since this is a time when the
mother opens up and talks about her anxieties in regard to the
baby and the family, enabling therapeutic communication, as
shown in the following statements.

[...] Here you establish a bond, you are a therapist, you
are all there is... because it is not only the act of the pro-
cedure itself, you lend your ears... you lend your ears (E1).

[...] When [ lose the child’s attention a little and | will
look at the mother. And you? How are you? How are you
feeling caring for the child? (E2).

[...] Then, suddenly, you get a child that you measu-
red the head circumference in the beginning of his life, and
from there in one month it has not evolved. It's fast, you
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pass them to the pediatrician, if not you discuss with the
pediatrician and already in that day there is a referral to
a neurologist [...] (E5).

Nursing consultation is a private nursing action, contempla-
ted in the Exercise of Professional Practice Law n. 7.498/86. It is an
activity that allows the professional to address customer service,
moving away a bit from bureaucratic functions that pervade dai-
ly activities. Furthermore, it guarantees autonomy in the exercise
of professional nursing interventions and on the problems detec
ted and interaction between the provider and the client in the
pursuit of health promotion and disease prevention. For this, the
nurse is required to look and use clinical reasoning to help gui-
de the actions and improve the outcomes of care provided.?'?
Itis noted in the statements that this competence has been de-
veloped by nurses, contributing to the dynamics of the service.

[...] You just have to take a look, to see that the child
has some problem, he is very skinny, very underweight,
then you have to be even more on top of it (E4).

[...] Sometimes, the mother is accustomed to that
little way of that child; we took two months to see, and
when you take a look, you see “hum... he is very bright
white, mother, is he not?” “Oh, | did not notice anything.”
Then you put the hand of the mother with the child’s
hand and already that gives a little look... sometimes in a
month you have noticed some change (E5).

One of the necessary conditions for the successful imple-
mentation and maintenance of the nursing consultation is the
technical preparation and development of guides of conduct.”?
This is a reality experienced by nurses, who rely on the munici-
pal protocol, as previously mentioned. This becomes a facilita-
tor, ensuring more autonomy in their actions.

[...] Because here we have a care protocol and, if
everything is running well with the child, we follow the
protocol... we have a care protocol that gives security to
us to make certain actions and behaviors (E3).

However, although treatment protocols facilitated the
work dynamics and assured support to the actions of the nur-
se, we cannot make the mistake of depending on a manual, lo-
sing creativity in finding solutions, different from the conventio-
nal. Regarding the nursing consultation, the following reports
demonstrated the main actions that addressed prevention and
health promotion and the early detection of health problems.

[...] I do well baby visits and the postpartum consults,
both of the mother and the child, Childcare visits linked
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with postpartum... you go to do the visit... all of those
guidelines: the advantage of breastfeeding, care, preventi-
ve measures of accidents... the paperwork you must also
complete... the paperwork is large... at that time you will
guide everything: nutrition, hygiene, it is... dengue, you
have to guide everything and everybody! (E1).

[...] already made the postpartum consult of the mo-
ther and newborn. Mostly all the orientations of breastfe-
eding... my biggest focus is breastfeeding, skin coloration,
hygiene guidelines, accident prevention, everything (E3).

[...] The issue of iron deficiency... errors in feeding...
most times you have a child with malnutrition. But we
also have cases of obesity, too... | try to provide the gui-
ding orientation of preventing disease and, for example,
dermatitis, which is common at this stage... (E4).

Such actions include those recommended by the Ministry
of Health, aimed at reducing infant mortality, by means of mo-
nitoring the child for growth and development, immunization,
breastfeeding promotion and healthy eating, attention to nu-
tritional disorders and deficiency anemias, as well as an appro-
ach to the respiratory and infectious diseases.’

Actions to promote breastfeeding are a priority in monito-
ring the child, because according to the Ministry of Health, ex-
clusive breastfeeding until six months and complemented with
appropriate foods up to two years of age or older have a posi-
tive impact on growth and development, preventing diseases
in childhood and adulthood.' Thus, there is an evident concern
to strengthen guidelines referring to breastfeeding, this being
an action initiated in the prenatal period, according to the pre-
vious explanation.

The greater difficulty in performing the nursing consulta-
tion, detected in the following discourses, is the strong influence
of culture, family beliefs and myths that, many times, prevented
adherence to the guidelines of the professionals of the service.

[...] There are myths, beliefs... you have a mother
that you say “you do not need to put money in the belly
button”, but no, she does... And there are those who say,
‘My grandmother did that to her son, she has always done
what is right and now | am not going to change that (E2).

[...] Now, what makes it difficult is the resistance of
some mothers... such culture... sometimes you want to
do something and you cannot [...] (E3).

Although the education related to health involves a chan-
ge of attitude and paradigms of the population, transforming as-
pects ingrained in the culture of individuals is a difficult task and
requires the development of a bond, trust and respect on the
part of the professionals. Knowing the values, habits and beliefs,
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respecting the meaning of these for the families, is the first step
in order to develop an open dialogue and a productive and trans-
formative relationship between the professional and the user.**

Under this aspect, the nursing consultation can also be
performed during the home visit, understanding the context
in which the child lives. This strategy was an important tool
used by the FHS nurses in this study, as mentioned earlier. It
enabled the professional to know the real conditions of the life
and health of the families, the concepts they had about the di-
sease process, the habits and strategies they used to prevent
and treat diseases.

A home visit, for it to be productive, should be planned
and based on objectives outlined previously. Its implementa-
tion requires specific professional skills in the use of interview
techniques and systematic observation, through development
of the principles of participation and shared responsibility, res-
pecting the beliefs, values and sociocultural differences. From
such contact, the bond between the professional and the mo-
ther is strengthened."”!

The information collected in the home favored the plan-
ning of actions undertaken by the nurse and team, and made
it possible to adapt the guidelines to the reality of the fami-
ly and to work with the differences and particularities of each
one, still encountering difficulties in the work with differences
and in tailoring guidance to the reality of families. This is becau-
se the socioeconomic conditions of the population are preca-
rious and the resources for health care and basic needs are scar-
ce, as shown in the following statements:

We say: “the money you will spend buying milk, buys
you milk for the whole family... NAN is expensive, with fif-
teen real (R$15) given to buy a basic food basket... feeding
the entire familyl...] “(E1).

[...] It is very difficult to make a guideline of nutrition,
hygiene, care when the mother lives in a shack, barely has
rice and beans, and you are teaching carrots, potatoes...
The time that you are faced with the reality, as we call “the
area down there’... it is even my greatest difficulty (E2).

[...] So we try to go to the house to see the socioecono-
mic condition of the family and be able to make a proper
guidance, especially, nutrition and hygiene... this guidance
is in vain if you are not accompany them in the field (E4).

We know that health is the product resulting from the
guarantee of adequate working conditions, nutrition, housing,
sanitation, education and environment. And despite the socio-
economic, cultural and political processes presenting signifi-
cant changes as a result of capitalism and globalization, the re-
sult is the increased vulnerability of the population, especially
in underdeveloped countries.??
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These conditions lead the population to continually seek the
services of health care and to procure solutions for their problems.
Therefore, it becomes necessary that professionals understand the
multiple factors that interfere in the process of health and illness
and their function as agents of change in society, procuring alter-
native solutions within the scope of their governance.**

In this perspective, it is also necessary to develop and im-
plement healthy public policies in all sectors of society, recog-
nizing their complexity and intersectionality and the influence
they exercise on health, creating environments which favor le-
gally established aspects, such as work, leisure, home and school.

FINALCONSIDERATIONS

The statements presented by the nurses showed the daily
search for strategies that promoted welcoming, strengthened
the bond between the population and the professional, and
stimulated co-responsibility of the actors involved in pediatric
care. Such efforts to perform the competencies expected of
workers in the network of primary health care were faced with
the difficulties experienced by them in the development of re-
sources in the face of barriers of the health system itself, as well
as cultural values and socioeconomic aspects of the mother
and her family context.

Finally, the pediatric health care practices performed by
nurses, despite appearing to be guided by preventive and heal-
th promotional actions, in conformity with the ministerial and
municipal protocols, still showed fragility in compliance with all
programmatic actions. This fact reflects the possible ineffecti-
veness of the quality of care and refers to the need to unders-
tand how such a practice is exercised and what are the difficul-
ties faced in the implementation of comprehensive care. The-
refore, further research should be conducted to investigate the
effectiveness and impact of actions developed for the child in
the service of primary health care, for the healthy growth and
development of this age group.
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