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ABSTRACT

Objective to analyze how care for chronic kidney disease (CKD) is structured within Primary
Health Care from the perspective of health professionals, comparing it with the care provided for
other noncommunicable chronic diseases (NCDs). Methods: a cross-sectional study carried out
with physicians, nurses from family health teams, and managers of a Primary Health Center in
Belo Horizonte, Brazil. It was used the Assessment of Chronic Illness Care instrument and data
analysis was performed in R software using the Wilcoxon, Kruskal-Wallis, and Mann-Whitney
tests, as well as Sj 's correlation. Results: care for individuals with NCDs was rated more
favorablythanmreforCKD “Clinical decision support” showed the greatest discrepancy between
NCD and CKD assessments, receiving the lowest score. “Selfmanagement support,” related to the
workoftheFamﬂyHealthSupportCenter psychosocial support, and user support groups, as well as
“Delivery system design,” referring to care pathway organization, team leadership, scheduling, and
patient monitoring, received higher evaluations compared to other dimensions of the instrument.
Conclusions: strengthening strategies to integrate CKD into the chronic care model is essential to
ensure more equitable and higher-quality care.

Keywords Primary Health Care; Renal Insufficiency, Chronic; Chronic Disease; Health
Personnel; Cross-Sectional Studies

RESUMO

Objetivo: analisar como se estrutura a atengdo a doenga renal crénica (DRC) no dmbito da
Atengdo Primdria a Satide, sob a ética dos profissionais de satide, comparando-a a assisténcia
voltada as demais doengas crénicas ndo transmissiveis (DCNT). Métodos: trata-se de um estudo
transversal realizado com médicos, enfermeiros das equipes de satide da familia e gerentes do
Centro de Satide de Belo Horizonte. Utilizou-se o instrumento Assessment of Chronic Illness
Care, e a andlise foi conduzida no software R, empregando os testes de Wilcoxon, Kruskal-Wallis,
Mann-Whitney e correlagdo de Spearman. Resultados: a atengdo as pessoas com (DCNT) foi
melhor avaliada em comparagdo a DRC. O “Suporte para as decisoes clinicas” apresentou a
maior diferenca entre as avaliagées de DCNT e DRC, obtendo o menor escore. O “Apoio para
o autocuidado”, relacionado a atuagdo do Niicleo de Apoio a Satide da Familia, ao suporte
psicossocial e aos grupos de apoio aos usudrios, assim como o “Desenho do sistema de prestag@o
de servicos”, relativo ao desenho da linha de cuidado, lideranca das equipes, agendamento e
monitoramento dos usudrios, receberam avaliagoes superiores em relacdo as demais dimensoes
do instrumento. Conclusoes: é necessdrio fortalecer as estratégias para integrar a DRC ao
modelo de atengdo crénica, visando garantir uma assisténcia mais equitativa e qualificada
Palavras-chave: Atengdo Primdria a Satide; Insuficiéncia Renal Crénica; Doenga Crénica;
Pessoal de Satide; Estudos Transversais.

RESUMEN

Objetivo: analizar como se estructura la atencion a la enfermedad renal cronica (ERC) en el
dmbito de la Atencién Primaria de Salud, desde la perspectiva de los profesionales de salud,
compardndola con la asistencia dirigida a otras enfermedades cronicas no transmisibles
(ECNT). Métodos: se realizé un estudio transversal con médicos, enfermeros de los equipos de
salud de la familia y gerentes del Centro de Salud de Belo Horizonte. Se utilizo el instrumento
Assessment of Chronic Illness Care, y el andlisis se llevo a cabo en el software R mediante las
pruebas de Wilcoxon, Kruskal-Wallis, Mann-Whitney y correlacion de Spearman. Resultados:
el cuidado a las personas (ECNT) fue mejor evaluado en comparacion con la ERC. EL “Soporte
para las decisiones clinicas” mostré la mayor diferencia entre las evaluaciones de ECNT y ERC,
obteniendo el menor puntaje. El “Apoyo para el autocuidado” relacionado con la actuacién del
Nticleo de Apoyo a la Salud de la Familia, el soporte psicosocial y los grupos de apoyo a los
usuarios, asi como el “Disefio del sistema de prestacién de servicios” referente al disefio de la linea
de cuidado, liderazgo de los equipos, programacién y monitoreo del usuario, recibieron mejores
evaluaciones en comparacion con las otras dimensiones del instrumento. Conclusiones: as
estrategias para integrar la ERC al modelo de atencion cronica necesitan ser fortalecidas para
garantizar una asistencia mds equitativa y de calidad.

Palabras clave: Atencién Primaria de Salud; Insuficiencia Renal Crénica; Enfermedad
Cronica; Personal de Salud; Estudios Transversales.
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Evaluation of care for people with chronic kidney disease in primary health care.

Chronic kidney disease (CKD) constitutes a major glo-
bal public health challenge and ranks among the leading
causes of mortality worldwide. Approximately 10-20%
of the adult population is affected by CKD®™. In Brazil,
however, its prevalence remains incompletely characte-
rized, with estimates ranging from 1.4% to 4.6% among
adults®. Data from the Brazilian National Health Sur-
vey indicate a prevalence of 1.4% (95% CI: 1.3-1.6), cor-
responding to nearly two million individuals living with
CKD in the country®.

The development of CKD implicates several factors.
Systemic arterial hypertension (SAH) and diabetes mel-
litus (DM) are the leading causes, followed by urinary
tract obstruction, glomerular diseases, pyelonephritis,
polycystic kidney disease, autoimmune disorders, con-
genital malformations, and hereditary conditions®. The
risk of progression to kidney function loss is particularly
elevated among individuals with hypertension, advanced
age, or a family history of kidney disease®. Furthermore,
dyslipidemia, obesity, and tobacco use are recognized as
important factors contributing to disease progression®.

CKD is generally asymptomatic during its early sta-
ges and often remains undetected until advanced stages
of renal impairment. This silent clinical course hinders
timely interventions and compromises therapeutic out-
comes. In this context, the early identification of associa-
ted risk factors and the implementation of appropriate
management strategies are essential to reducing morbi-
dity, mortality, and the economic burden associated with
long-term treatment®.

In Brazil, the Ministry of Health recommends that
CKD management be conducted primarily by multidis-
ciplinary teams within Primary Health Care (PHC), with
support from specialized services within the chronic care
network according to the stage and complexity of the
disease®. PHC plays a pivotal role in monitoring modi-
fiable risk factors and screening high-risk populations,
aiming to promote the early detection of kidney dysfunc-
tion and prevent disease progression®.

Despite the existence of national guidelines, signifi-
cant challenges remain regarding the early detection of
CKD, surveillance of risk factors, and integration between
primary and specialized levels of care. Similar weaknesses
have been reported in international settings, highlighting
the neglect of early-stage disease and the fragmentation
of healthcare delivery”®. PHC services often demonstrate
limited effectiveness in CKD management and face dif-
ficulties in coordinating care with specialized services,
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thereby compromising the comprehensiveness and con-
tinuity of care™. In 2011, almost 50% of patients began
dialysis without seeing a nephrologist beforehand, accor-
ding to the United States Renal Data System®.

Within the Brazilian context, important gaps persist
in the provision of comprehensive CKD care, reflecting
both in healthcare professionals’ limited knowledge of
diagnostic criteria and in barriers to accessing specialized
services®!9, Given this scenario, the present study aimed
to analyze how CKD care is organized within Primary
Health Care from the perspective of healthcare professio-
nals and to compare it with the care provided for other
chronic noncommunicable diseases (NCDs).

This cross-sectional study included physicians and
nurses from Family Health Strategy (FHS) teams, as well
as managers of Primary Health Care Centers (PHCCs).
The study was carried out in the municipality of Belo
Horizonte, Minas Gerais, Brazil, which is organized into
nine health districts, comprising a total of 162 PHCCs and
588 FHS teams. Sample size calculation was performed
using cluster sampling, considering a 5% absolute error.
The sampling weight for each health district was deter-
mined according to the number of existing PHCCs. The
final sample consisted of 30 PHCCs randomly selected.

Data collection was carried out directly at the
PHCCs, where healthcare professionals were invited
to participate during in-person visits conducted by the
researcher. Three visits were made to each unit at dif-
ferent times of the day in order to accommodate service
operations and team availability. Prior scheduling was
arranged with managers and healthcare professionals,
and fieldwork took place between December 2017 and
April 2018.

Only professionals who had been working in their
respective positions at the study site for at least six mon-
ths were considered eligible. Of the 30 managers emplo-
yed at the selected PHCCs, one did not meet this criterion
and five declined participation, resulting in a total of 24
managers interviewed.

For patients with Chronic Kidney Disease (CKD), the
exclusion criteria were: being younger than 18 years of
age; inability to complete the questionnaire or interview;
presence of a mental disorder that prevented participa-
tion; or absence from the healthcare unit at the time of the
researcher’s visit. For healthcare professionals working in
Specialized Referral Units (SRUs) and Renal Replacement
Therapy (RRT) facilities, excluding those with less than
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six months of experience in their current position or func-
tion. In RRT facilities, a convenience sample was collec-
ted during a single work shift to prevent duplicate parti-
cipation among professionals who work at multiple sites.

During the study period, 180 physicians and nurses
were working in the FHS teams of the selected PHCCs.
Of these, 37 declined participation, six did not meet the
inclusion criteria, and 11 were on vacation, leave, or sche-
duled days off. Consequently, 150 professionals were
included in the study: 24 managers, 56 physicians, and
70 nurses, all of whom were present during the resear-
chers’ visits.

Data were collected using the Assessment of Chro-
nic Illness Care (ACIC) instrument, whose purpose is to
evaluate the extent to which managers and healthcare
professionals implement actions aimed at the prevention
and management of chronic conditions, including CKD.
The questionnaire has been translated and validated for
Portuguese and is structured into seven domains. Six of
these domains correspond to the components of the Chro-
nic Care Model (CCM), while the seventh assesses the
degree of integration among them.

The variables were grouped according to this orga-
nizational framework: healthcare system organiza-
tion, community resource utilization, self-management
support, delivery system design, decision support, clini-
cal information systems, and, finally, integration of the
care model (Figure 1).

Each item of the instrument is scored on a scale ran-
ging from 0 to 11 points, distributed across four categories
(D, C, B, and A). Level D corresponds to scores between
0 and 2 and indicates a very low level of implementation
of the evaluated action. At the opposite end of the scale,
Level A corresponds to scores between 9 and 11, indica-
ting that the described action has been fully incorporated
into routine practice.

For analytical purposes, the scores assigned to each
item were summed, and the arithmetic mean was subse-
quently calculated for each dimension. Score interpreta-
tion followed the following classification: 0-2, very limi-
ted capacity for chronic care; 3-5, basic capacity; 6-8,
reasonably good capacity; and 9-11, optimal capacity.

Therefore, higher scores indicate better resources and
organizational structures available for chronic disease
care, whereas lower scores reveal important weaknesses
in care organization.

The collected data were organized and coded in an
electronic spreadsheet (Microsoft Excel 2013) and sub-
sequently analyzed using R software (version 3.4.4).
Descriptive analyses included absolute and relative
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frequencies, means, standard deviations, and 95% con-
fidence intervals.

The Wilcoxon signed-rank test was used to compare
the overall assessments of care directed toward chro-
nic noncommunicable diseases (NCDs) and chronic kid-
ney disease (CKD), as well as the scores of the different
dimensions analyzed. Statistical significance was set at p
< 0.05. The magnitude of differences was assessed using
Cohen's d effect size and interpreted according to the fol-
lowing criteria: values < 0.20 were considered negligi-
ble; 0.20-0.50, small; 0.50—-0.80, moderate; and > 0.80,
large effect sizes @2,

To examine the association between each dimen-
sion and the overall assessment score, as well as the rela-
tionships among dimensions and their comparisons accor-
ding to participants' characteristics, the Kruskal-Wallis
and Mann-Whitney tests, Spearman's correlation coef-
ficient, and the Nemenyi post hoc test for multiple com-
parisons were applied.

This study was approved by the Research Ethics Com-
mittee of the Federal University of Minas Gerais (approval
number 2,322,149; CAAE No. 90219117.6.0000.5149). All
ethical procedures were conducted in accordance with
current regulations governing research involving human
participants.

Among the healthcare professionals interviewed,
the majority were female (75.3%). Nurses accounted for
46.7% of the sample, and most participants held perma-
nent positions within the public health system (78.7%).
Among the managers, nursing professionals also consti-
tuted the largest group (54.2%). The mean age of parti-
cipants was 43.7 years, ranging from 29 to 69 years. The
average time since professional graduation was 17.4 years
(standard deviation = 11.1), whereas the mean length of
employment in the public sector was 13.5 years. Regar-
ding their current position at the time of data collection,
participants had been in their respective roles for an ave-
rage of 10.3 years.

In the overall assessment, primary health care (PHC)
provided to individuals with noncommunicable chronic
diseases (NCDs) achieved a mean score of 6.26, cor-
responding to a reasonably good level of care capacity
(range: 6-8). In contrast, care specifically directed toward
chronic kidney disease (CKD) yielded a mean score of
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Figure 1. Variables Associated with Each Dimension of the Assessment of Chronic Illness Care (ACIC)

Dimensions Variables / Components

1. Health Care Oraganization

1.6 Benefits.

1.1 Organizational leadership of the health system;
1.2 Organizational goals;

1.3 Strategies for improving care;

1.4 Policies and incentives for care delivery;

1.5 Institutional authority;

2. Community Linkages / Collaboration
with the Communit

2.1 Linking patients to community resources;
2.2 Partnerships with community organizations;

2.3 Regional and local health plans.

3.a
Self-Manage-
ment Support

3a.1 Assessment and documentation of self-management needs and activities performed;
3a.2 Self-management support;
3a.3 Psychosocial support for patients and families;

3a.4 Effective behavioral change interventions and support groups.

3.b Decision
Support

3b.1 Evidence-based guidelines;
3b.2 Involvement of specialists in improving primary care;
3b.3 Team education on chronic disease management;

3b.4 Patient information regarding clinical guidelines.

3. Health Care Unit

3.c Delivery
System
Design
3c.5 Planned visits;

3c.1 Care pathways for service delivery;
3c.2 Leadership within healthcare teams;
3c.3 Appointment scheduling system;

3c.4 Patient follow-up and monitoring;

3c.6 Referral to specialists, diagnostic support services, and counter-referral processes.

3.d Clinical
Information
System

3d.1 Registries: lists of patients with specific conditions;

3d.2 Reminders and alerts for healthcare professionals;

3d.3 Feedback: performance assessment;

3d.4 Relevant information on patient subgroups requiring specialized services;

3d.5 Patient care plans.

4. Integration of Chronic
Care Model Components

4.1 Providing patients with information about care protocols;

4.2 Information derived from registries or information systems;

4.3 Feedback from community programs to healthcare units;

4.4 Population-based approach within the organizational chronic disease care plan;
4.5 Monitoring of appointments, patient assessment, and goal setting;

4.6 Guidelines for chronic disease care.

Source: Costa KC da, Cazola LH de O, Tamaki EM, 2016.

4.53, classified as basic capacity (range: 3-5). This dif-
ference was statistically significant (p < 0.001), with a
large effect size (Cohen’s d = 1.257), indicating greater
consistency and organizational capacity in the delivery
of care for NCDs compared with CKD (Table 1).
Regarding the dimensions analyzed, most achieved
mean scores were classified as Level C. The exceptions
were the Self-Management Support and Delivery System
Design dimensions, which stood out with mean scores
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classified as Level B and exhibited statistically signifi-
cant differences, as evidenced by the absence of overlap
between their confidence intervals. Notably, the Clinical
Decision Support dimension yielded the lowest scores,
showing a statistically significant difference compared
with the other dimensions (Table 2).

The evaluation of care differed between managers
and healthcare professionals (physicians and nurses).
Managers consistently reported higher scores across all
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dimensions for both noncommunicable diseases (NCDs)
and chronic kidney disease (CKD) care. The overall score
for NCD care was significantly higher among managers
than among healthcare professionals (p = 0.01). Similar
findings were observed for the Clinical Decision Support,
Clinical Information Systems, and Integration of Chronic
Care Model Components dimensions of NCD care. In rela-
tion to CKD care, a statistically significant difference was
identified only for the Clinical Decision Support dimen-
sion, with higher scores reported by managers. Additio-
nally, a marginally significant difference was observed
for the Health Care Organization dimension (p = 0.058)
(Table 3).

The analysis of the relationship between the evalua-
ted dimensions and professionals’ characteristics revealed
no significant correlations between dimension scores and
age, years since graduation, or length of service within
the Brazilian Unified Health System (Sistema Unico de
Saude - SUS). The only exception was observed for the
Integration of Care Components dimension in relation
to NCD care, which showed a weak but statistically sig-
nificant negative correlation with tenure in the current
position (r = —0.17; p = 0.034). This finding suggests that
professionals with longer experience in their current role
tend to assign lower ratings to this dimension.

DISCUSSION

This study highlights the importance of evaluating
the care provided to individuals with noncommunica-
ble diseases (NCDs), particularly those living with chro-
nic kidney disease (CKD), within the context of Primary
Health Care (PHC). The findings demonstrated that care

for individuals with NCDs received more favorable evalua-
tions than that for patients with CKD. Among the dimen-
sions assessed, Clinical Decision Support showed the grea-
test disparity between NCD and CKD care and was the
lowest-rated dimension overall.

In contrast, the dimensions of Self-Management
Support—which encompasses the activities of the Family
Health Support Center (NASF), psychosocial support,
and support groups—and Delivery System Design—
which includes care pathway planning, team leadership,
appointment scheduling, and patient follow-up—recei-
ved the highest ratings among all dimensions evaluated.
These findings suggest that PHC services have been more
successful in implementing organizational and patient-
-centered care strategies than in strengthening the clini-
cal and decision-making processes required for the com-
prehensive management of CKD.

Insufficient follow-up of individuals with NCDs,
which may lead to clinical deterioration and delayed
referral to specialized care, becomes even more concer-
ning in the context of CKD. Previous studies have identi-
fied important gaps in the monitoring of populations at
risk for CKD, including shortcomings in the early detec-
tion of kidney damage and in the management of patients
during the initial stages of the disease. Such deficiencies
contribute to delayed referrals to nephrology services and
reduce opportunities for interventions aimed at slowing
disease progression™?,

A study examining the challenges of CKD care within
PHC reported that, in Belo Horizonte, approximately 80%
of patients with end-stage kidney disease were referred
to renal replacement therapy services through urgent
and emergency care pathways. The authors highlighted

Table 1 — Assessment of Primary Care for Noncommunicable Chronic Diseases (NCDs) and Chronic Kidney Di-
sease (CKD) by Dimension, Belo Horizonte, Minas Gerais, Brazil.

Dimensions

Mean Score SD

Chronic Diseases

Total' 6.26 1,24
Health Care Organization 7.15 1,85
Community Linkages 4.62 2,10
Self-Management Support 7.82 1,51
Clinic Decision Support 4.99 1,62
Delivery System Design 7.83 1,51
Clinical Information Systems 6.03 1,68
Integration of Components 5.38 1,51

Kidney Disease
95% CI Mean Score SD 95% CI Cohen’s d
[6,07; 6,45] 4,53 1,50 [4,28;4,77] 1,257
[6,83; 7,44] 4,87 2,14 [452;521] 1,141
[4,31; 4,95] 3,43 2,15  [3,07; 3,78] 0,560
[7,56; 8,06] 6,67 1,86 [6,37; 6,96] 0,673
[4,72; 5,24] 2,54 1,62 [2,28;2,80] 1,523
[7,60; 8,071 6,13 1,89 [5,83;6,46] 0,990
[5,75; 6,30] 4,49 1,85  [4,20; 4,76] 0,877
[5,15; 5,62] 3,59 1,79  [3,32; 3,89] 1,078

1 p = 0,000 (Teste de Wilcoxon).
Source: Prepared by the authors.
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Table 2 — Assessment of ACIC Dimensions for Noncommunicable Diseases (NCDs) and Chronic Kidney Disease

(CKD), According

Indicadores/funcéo

Health Care Organization

Community Linkages
Self-Management Support

Choiite Disenes Clinic Decision Support

Delivery System Design
Clinical Information Systems
Integration of Components

Health Care Organization

Community Linkages

Chronic Kidney Self-Management Support

Chronic Self-Management Support
Delivery System Design
Clinical Information Systems

Chronic Integration of Components

to the Participants’ Professional Role in Primary Health Care Centers in Belo Horizonte, 2018.

Manager Nurse Physician
Mean SD Mean SD Mean SD  p-value!
7,80 1,20 709 1,68 7,02 2,16 0,317
5,01 2,28 443 192 4,73 2,25 0,658
8,24 1,39 777 1,24 7,79 1,69 0,121
6,19 1,73 466 1,32 491 1,69 0,001
8,17 1,51 7,91 1,13 7,68 1,68 0,312
6,77 1,52 592 145 5,94 1,85 0,033
5,96 1,73 520 1,19 5,42 1,67 0,032
579 1,56 472 209 472 233 0,058
397 2,21 3,22 203 349 2,28 0,362
712 1,82 669 181 656 1,84 0,306
3,31 1,85 229 1,55 2,52 1,52 0,038
6,76 2,04 6,03 1,73 6,09 1,92 0,242
516 2,08 419 165 464 190 0,154
419 200 329 152 376 195 0,171

1 Kruskal Wallis

Source: Prepared by the authors.

persistent difficulties in the early diagnosis and manage-
ment of CKD, emphasizing the need for greater invest-
ment in strengthening the quality of services provided by
Primary Health Care Centers. Such efforts should focus
on identifying high-risk groups and effectively managing
factors associated with disease progression, thereby pro-
moting more timely and coordinated care®.

In the present study, the Community Linkages and
Clinical Decision Support dimensions received the lowest
scores for both NCD and CKD care.

Concerning Community Linkages, systematic reviews
of international health promotion and primary prevention
programs have highlighted the pivotal role of the active
involvement of local leaders and community organiza-
tions in addressing NCDs. Since the 1970s, several ini-
tiatives across different countries have sought to reduce
the morbidity and mortality associated with these con-
ditions. One notable example is the North Karelia Pro-
ject in Finland, which achieved a 57% reduction in car-
diovascular disease mortality among men aged 35-64
years, largely attributed to the engagement of multiple
community sectors". Although family-centered care and
community orientation are recognized as core attributes
of PHC, studies have consistently reported lower ratings
for these dimensions across settings, revealing persistent
gaps in community engagement and intersectoral colla-
boration®-1?, These findings underscore the importance
of creating opportunities for social participation, both
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through formal mechanisms, such as Health Councils
and Health Conferences, and through the routine activi-
ties of Family Health Strategy teams.

Further evaluation of care provided to individuals
with NCDs and those with CKD, Clinical Decision Support
was the dimension that exhibited the greatest disparity
between the two groups, receiving the lowest overall
score. This dimension assessed aspects such as the avai-
lability of evidence-based guidelines, the involvement of
specialists in PHC, the frequency of training and conti-
nuing education activities offered to healthcare profes-
sionals, and the ways information is communicated to
patients. Previous research has emphasized that conti-
nuous professional development is essential in PHC and
that the effective management of chronic conditions
depends not only on access to clinical protocols and gui-
delines but also on effective collaboration with speciali-
zed professionalst?.

Most physicians and nurses interviewed reported
that communication with specialists occurred primarily
through formal referrals and information provided by
patients following specialist consultations. Opportunities
for clinical discussions or the exchange of information
that could contribute to comprehensive and coordina-
ted care were largely absent. Evaluations of the inte-
gration of PHC within the Health Care Network have
shown that, although designated referral professionals are
often available, opportunities for meaningful clinical case
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discussions, adaptation of clinical protocols to local con-
texts, and the development of shared care plans remain
uncommon®?, It has been argued that closer collabora-
tion between PHC professionals and specialists promotes
information sharing and strengthens care coordination,
thereby enhancing the continuity and comprehensive-
ness of care®V.

An investigation examining the profile and clinical
outcomes of patients on the kidney transplant waiting list
in Belo Horizonte revealed a limited provision of health
promotion and NCD prevention activities, particularly
those targeting CKD. The study highlighted the need to
expand training and continuing education opportunities
for healthcare professionals®?. Strengthening the educa-
tion and professional development of the health workforce
is widely recognized as a key strategy for enhancing PHC,
increasing its problem-solving capacity, and improving
care management®@2%,

Previous studies have shown that PHC professionals
frequently demonstrate gaps in their knowledge of CKD
diagnostic criteria, encounter difficulties in referring
patients to nephrology services, and often face challen-
ges in the appropriate management of individuals with
the disease®'?. These studies also report shortcomings in
care management related to insufficient staffing levels,
an inadequate professional profile for PHC practice, and
suboptimal working conditions, as well as the limited
use of management tools designed to support the care of
individuals with chronic conditions.

The primary goal of care management is to ensure
comprehensive health care delivery, recognizing the
need to strengthen PHC in its coordinating role within
the health system®@?.

To achieve this goal, health managers must unders-
tand the health needs of the communities they serve,
continuously assessing the quality of care provided, and
promoting more efficient organization of Primary Health
Care Centers. This includes investing in the training and
development of healthcare professionals to ensure an
appropriate response to the diverse health needs of the
population®,

One of the noteworthy findings of this study was
that managers of Primary Health Care Centers assig-
ned more favorable ratings to the care provided within
PHC than did other healthcare professionals. Similar fin-
dings have been reported in studies conducted in other
settings. For example, a study carried out in Piracicaba
using the Primary Care Assessment Tool also identified
differences in perceptions between managers and heal-
thcare teams. While managers primarily emphasized the
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need for additional staff training, healthcare professionals
expressed concerns about service organization, infrastruc-
ture, and the overall performance of health services®@.

This discrepancy may be explained by managers'
broader perspective, whose responsibilities primarily
focus on ensuring the continuity and organization of care
delivery. In this context, the dimension related to the care
pathway received more favorable evaluations. PHC repre-
sents the entry point and coordinating level of this path-
way, guiding the subsequent care to be delivered across
more specialized levels of the health system. Neverthe-
less, the present study did not identify specific goals and
strategies for monitoring patients with CKD, as well as
shortcomings in the surveillance of risk factors associated
with disease development and progression.

The Brazilian Ministry of Health recommends that
the clinical management of CKD be conducted primarily
by a multidisciplinary team within PHC, with support
from specialized services in the Health Care Network for
People with Chronic Diseases, according to the stage of
the disease, thereby ensuring comprehensive care®. The
Assessment of Chronic Illness Care (ACIC) instrument
also enables the evaluation of the patient's care pathway,
with particular emphasis on the performance of the mul-
tidisciplinary team in PHC. It assesses aspects such as the
frequency of team meetings, clear role definition, resource
coordination, promotion of self-management, and other
elements related to the provision of comprehensive care
for individuals with NCDs or CKD@%,

The instrument further examines team leadership,
appointment scheduling systems, the frequency and
methods used for patient monitoring, planned consulta-
tions focused on prevention, self-management support,
and regular clinical assessments, as well as referral and
counter-referral processes involving specialty services and
support care providers. Within this framework, the mul-
tidisciplinary team emerges as the cornerstone of high-
-quality care for individuals with CKD®,

Primary Health Care (PHC) teams are expected to
monitor modifiable risk factors that contribute to CKD
progression. Individuals belonging to high-risk groups, as
well as those presenting such risk factors, should receive
continuous follow-up aimed at the early identification of
declining kidney function®. The findings of the present
study reinforce the existence of fragmentation within the
health care network. Although PHC teams demonstrated
commitment to achieving established performance tar-
gets, they continue to face structural and systemic cons-
traints®®. Considerable efforts were directed toward
meeting goals related to maternal, child, and older adult
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health, as well as the prevention and management of
hypertension and diabetes mellitus, with comparatively
less attention given to other chronic comorbidities affec-
ting the population. These findings suggest that PHC
remains limited in its capacity to provide comprehensive
and resolutive care, with persistent gaps that contribute
to fragmented service delivery and compromise the con-
tinuity and comprehensiveness of care”.

The literature contains relatively few studies focu-
sing on the organizational performance of PHC services
or offering a critical examination of institutional moni-
toring and evaluation mechanisms®. It was within this
context that the present study was developed, aiming
to evaluate the care provided to individuals with CKD
in PHC from the perspective of healthcare professionals
and to compare it with the care delivered for other non-
communicable diseases.

This study has both strengths and limitations. Among
its limitations, it is noticed that the research was conduc-
ted in a single municipality, included only urban PHC
teams, and relied exclusively on healthcare professio-
nals’ perceptions without incorporating a direct techni-
cal assessment of the services provided. Evaluating the
quality of care is a complex undertaking that requires
consideration of multiple perspectives on health care deli-
very. Furthermore, the cross-sectional design precludes
the establishment of causal relationships.

Among the strengths of this study is the use of an
internationally validated instrument specifically designed
to assess chronic illness care and encompassing multiple
dimensions of health care delivery.

The simultaneous evaluation of care provided for
NCDs and CKD offered a more comprehensive unders-
tanding of the services delivered. The reliability of the
findings was supported by Cronbach’s alpha coefficients,
which demonstrated satisfactory internal consistency.
Furthermore, the methodological approach included
interviews with different groups of healthcare professio-
nals, enabling comparisons across perspectives, particu-
larly between Primary Health Care Center managers and
physicians and nurses working in Family Health Strategy
teams. Finally, although health care evaluation is a topic
of global relevance, the available literature remains limi-
ted, revealing important knowledge gaps that warrant
further investigation.

Care for individuals with CKD within primary health
care demonstrated significant gaps when compared to
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the management of the disease itself and to other chro-
nic conditions, particularly regarding support for clinical
decision-making. Despite advances in self-care support
and in the organization of service delivery systems, stra-
tegies to integrate CKD into the chronic care model must
be strengthened to ensure more equitable and higher-
-quality care.

The study presented aligns with regional initiatives
aimed at strengthening primary care in the management
of chronic noncommunicable diseases. By highlighting
gaps in the early identification and follow-up of patients
with CKD—especially when contrasted with other
chronic conditions—the work underscores the need to
enhance integration between primary care services and
specialized levels of care. Emphasis on the qualification
of multidisciplinary teams, on clinical decision support,
and on community engagement reflects ongoing efforts
to promote more coordinated and patient-centered care.

Thus, this research contributes to a deeper unders-
tanding of the challenges faced in primary care and pro-
vides valuable insights for the development of strategies
aimed at improving the quality and equity of care for
chronic noncommunicable diseases.

The authors thank Barbara Aguiar Carrato for her
collaboration and support throughout the formatting and
submission process of this manuscript

—_

Levey AS, Stevens LA, Schmid CH, Zhang Y (Lucy), Castro AE
Feldman HI, et al. A new equation to estimate glomerular filtra-
tion rate. Ann Intern Med [Internet] . 2009 [cited 2026 Apr 27]
;150(9):604-12. Available from: https://pubmed.ncbi.nlm.nih.
gov/19414839/

2. Marinho AWGB, Penha A da B Silva MT, Galvdo TE Prevalén-
cia de doenca renal cronica em adultos no Brasil: revisdo
sistemadtica da literatura. Cad Saude Colet [Internet]. 2017[cited
2026 Apr 27];25(3):379-88. Available from: https://doi.
0rg/10.1590/1414-462X201700030134

3. Aguiar LK, Ladeira RM, Machado {E, Bernal RTL, Moura L, Malta
DC. Fatores associados a doenca renal cronica segundo critérios
laboratoriais da Pesquisa Nacional de Satde. Rev Bras Epidemiol
[Internet]. 2020 [cited 2026 Apr 27]; 23: E200101. Disponivel em:
https://doi.org/10.1590/1980-549720200101

4. Kirsztajn GM, Salgado Filho N, Draibe SA, Padua Netto MV, Thomé
FS, Souza E, et al. Fast reading of the KDIGO 2012: Guidelines
for evaluation and management of chronic kidney disease in
clinical practice. J Bras Nefrol [Internet]. 2014 [cited 2026 Apr

REME ¢ Rev Min Enferm.2026;30:e-1596


https://doi.org/10.35699/2316-9389.2023.42208

Evaluation of care for people with chronic kidney disease in primary health care.

10.

11.

12.

13.

14.

15.

27]; 36(1):63-73. Available from: https://pubmed.ncbi.nlm.nih.
gov/24676617/

Ministério da Saude (BR). Diretrizes clinicas para o cuidado ao
paciente com doenca renal crénica — DRC no Sistena Unico de
Satide. Brasilia: Ministério da Satde; 2014 [cited 2026 Apr 27].
Available from: https://www.gov.br/conitec/pt-br/midias/proto-
colos/diretriz-cuidados-dre.pdf/view

Stevens PE, Levin A. Evaluation and Management of Chronic Kid-
ney Disease: Synopsis of the Kidney Disease: Improving Global
Outcomes 2012 Clinical Practice Guideline. Ann Intern Med [Inter-
net]Available from: isponivel em: https://pubmed.ncbi.nlm.nih.
gov/23732715/

Pena PFA, Silva Junior AG, Oliveira PTR, Moreira GAR, Libério AB.
Cuidado ao paciente com Doenca Renal Cronica no nivel primario:
pensando a integralidade e o matriciamento. Cien Saude Colet
[Internet]. 2012 [cited 2026 Apr 271;17(11):3135-44. Available
from: https://doi.org/10.1590/51413-81232012001100029

Collins AJ, Foley RN, Chavers B, Gilbertson D, Herzog C, Ishani A,
et al. US Renal Data System 2013 Annual Data Report. Am J Kid-
ney Dis [Internet]. 2014 [cited 2026 Apr 27];63(1):A7. Available
from: https://pubmed.ncbi.nlm.nih.gov/24360288/

Forman AJ, Orav E, Bates D, Denker B, Sequist T. Primary Care
Management of Chronic Kidney Disease. J Gen Intern Med [Inter-
net]. 2011 [cited 2026 Apr 27];26:386-92. Available from:https://
ajkd.org/retrieve/pii/S0272638613014571

Paula E, Costa M, Colugnatia B, Bastos R, Vanelli C, Leite C, et
al. Strenghts of primary healthcare regarding care provided for
chronic kidney disease. Rev Latinoam Enferm [Internet]. 2016
[cited 2026 Apr 27];24(E2801):1-8. Available from: https://doi.
org/10.1590/1518-8345.1234.2801

Bonomi AE, Wagner EH, Glasgow RE, Von Korff M. Assessment
of Chronic Illness Care (ACIC): a practical tool to measure quality
improvement. Health Serv Res [Internet]. 2002 [cited 2026 Apr
271;37(3):791-820. Available from: https://pubmed.ncbi.nlm.nih.
gov/12132606/

Hasselblad V, Hedges IV. Meta-analysis of screening and diag-
nostic tests. Psychol Bull [Internet]. 1995 [cited 2026 Apr
271;117(1):167-78. Available from: https://pubmed.ncbi.nlm.
nih.gov/7870860/

Bastos MG, Bregman R, Kirsztajn GM. Doenca renal cronica: fre-
quente e grave, mas também prevenivel e tratavel. Rev Assoc Med
Bras [Internet]. 2010 [cited 2026 Apr 27];56(2):248-53. Available
from: https://doi.org/10.1590/50104-42302010000200028

Machado E, Cherchiglia M, Actircio E Perfil e desfecho clinico de
pacientes em lista de espera por transplante renal, Belo Horizonte
(MG, Brasil). Cienc Saude Colet [Internet]. 2011[cited 2026 Apr
271;16(3):1981-92. Available from: https://www.scielo.br/j/
csc/a/47N7JYkPmt5ymyddxWnTttj/?format=pdf&lang=pt

Silva L, Cotta R, Rosa C. Estratégias de promogao da satde e pre-
vengdo primaria para enfrentamento das doencas cronicas: revisdo
sistematica. Rev Panam Salud Publica [Internet]. 2013[cited 2026
Apr 271;34(5):343-50. Available from: https://www.scielosp.org/
pdf/rpsp/2013.v34n5,/343-350/pt

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Reis R, Coimbra L, Silva A, Santos A, Alves M, Lamy Z, et al. Acesso
e utilizagio dos servicos na Estratégia Satide da Familia na per-
spectiva dos gestores, profissionais e usuarios. Cienc Saude Colet
[Internet]. 2013[cited 2026 Apr 27];18(11):3321-31. Available
from: https://doi.org/10.1590/51413-81232013001100022

Flor C, Oliveira C, Cardoso C, Rabelo C, Gontijo B, Carv-
alho S, et al. Primary health care as assessed by health profes-
sional: comparison of the tradicional model versus the Fam-
ily Health Strategy. Rev Bras Epidemiol [Internet]. 2017 [cited
2026 Apr 27];20(4):714-26. Available from: https://doi.
0rg/10.1590/1980-5497201700040013

Batista V] Ribeiro L, Ribeiro C. Avaliacio dos atributos da atengao
primaéria a satide segundo os profissionais de saide da familia.
Sanare (Sobral) [Internet]. 2016[cited 2026 Apr 27];25:87-93.
Available from: https://sanare.emnuvens.com.br/sanare/article/
view/1042

Ibafiez N, Rocha J, Castro B Ribeiro M, Forster A, Novaes M, et
al. Avaliacido do desempenho da atencio basica no estado de
Sao Paulo. Cienc Saude Colet [Internet]. 2006 [cited 2026 Apr
271;11(3):683-703. Available from: https://doi.org/10.1590/
S1413-81232006000300016

Vieira EW, Gazzinelli A. Grau de integracgo da Atencéo Primaria a
Satide de municipio de pequeno porte na Rede de Atencéo a Satide.
Saude Soc [Internet]. 2017 [cited 2026 Apr 27];26(2):448-61.
Available from: https://doi.org/10.1590/50104-12902017170100

Turci MA, Lima-Costa ME Macinko J. Influéncia de fatores estru-
turais e organizacionais no desempenho da atencéo primdria a
saude em Belo Horizonte, Minas Gerais, Brasil, na avaliacdo de
gestores e enfermeiros. Cad Saude Publica [Internet]. 2015[cited
2026 Apr 271;31(9):1941-52. Available from: https://doi.
org/10.1590/0102-311X00132114

Almeida B Fausto M, Giovanella L. Fortalecimento da atencéo
primaria a saude: estratégia para potencializar a coordenacéo dos
cuidados. Rev Panam Salud Publica [Internet]. 2011 [cited 2026
Apr 271;29:84-95. Available from: https://www.scielosp.org/pdf/
rpsp/v29n2/a03v29n2.pdf

Ledo C, Caldeira A. Avaliacdo da associacdo entre qualificacdo de
meédicos e enfermeiros em atencéo primaria em satde e qualidade
da atencdo. Cienc Saude Colet [Internet]. 2011 [cited 2026 Apr
271;16(11):4415-23. Available from: https://doi.org/10.1590/
S$1413-81232011001200014

Costa KC, Cazola LHO, Tamaki EM. Assessment of Chronic Ill-
ness Care (ACIC): avaliacdo da aplicabilidade e resultados. Satide
Debate [Internet]. 2016 [cited 2026 Apr 27];40(108):106-17.
Available from: https://doi.org/10.1590/0103-1104-20161080009

Tanaka O, Melo CMM. Avaliacdo de servicos e programas de satide
para a tomada de decisdo. Saude publica: bases conceituais. Sdo
Paulo: Atheneu; 2013.

This is an open-access article distributed under the terms of the Creative Commons Attribution License.



