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ABSTRACT
Introduction: Breast cancer in Brazil is considered a public health problem, as it 
represents one of the main causes of death in female population. Objective: To 
analyze the presence of essential attributes of Primary Health Care in border region 
in the context of care for women with breast cancer. Methods: This is a qualitative 
research based on the Complexity Paradigm, held in Foz do Iguaçu, Paraná. In-depth 
interviews were conducted with 13 women diagnosed with breast cancer. Thematic 
analysis was chosen as a technique to analyze the material produced. Results: The 
following categories emerged: Barriers to access services for women with breast cancer; 
(De)constructing the bond: women, professionals and health services; Fragmented care, 
focused on the biological: interference for comprehensiveness; and (Dis)coordination of 
care for women with breast cancer within the public health system. Conclusion: The 
essential attributes of Primary Health Care were not present in their entirety for 
care for women with breast cancer, as difficulties in accessing primary care services, 
weaknesses in the construction and strengthening of bonds due to discontinuity of 
care were reported, attributed to the incipient coordination within the public health 
system. It points to the need to implement care strategies, with behavioral, functional 
and structural changes in health services at the border.
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INTRODUCTION
Breast cancer is a public health problem and is the leading cause of cancer death 

among the Brazilian female population1. In Brazil, the estimate for each year of the tri-
ennium 2020-2022 was 66,280 new cases of the disease2.

In 2015, the Brazilian Ministry of Health edited the guidelines for Early Detection of 
Breast Cancer, based on scientific evidence, constituting a fundamental step towards the 
consolidation of practice3.

Primary Health Care (PHC) services are essential in actions to combat breast cancer, 
as they are considered the main model of care, the preferred gateway to the Brazilian 
Unified Health System SUS (Sistema Único de Saúde)4.

This ability to solve problems guided by PHC encompasses the follow-up of essential 
attributes of care5. The first contact implies accessing services for the problem or health 
monitoring. Longitudinality contemplates the provision of care on a regular basis, 
over time, in an environment of reciprocity between users, families and health teams. 
Comprehensiveness consists of services that meet the needs of the enrolled population, 
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accountability for other points of care. Coordination involves 
the ability to ensure continuity of care within the Health Care 
Networks RAS (Redes de Atenção à Saúde)5.

In this way, it is through essential attributes that PHC will be 
able to meet the needs of women with breast cancer, especially 
in environments of greater vulnerability such as border regions.

On the triple border of Paraguay, Argentina and Brazil, under-
standing the free movement of people brings challenges to the 
health system, requiring specific policies for these regions, con-
sidering the right to universal health care. However, this demand 
for health services can lead to system overload, and consequently, 
to (lack of) attention to complex demands6, such as breast cancer, 
considering the failures to promote health and prevent diseases, 
added to the inefficiency in urgent and emergency care7,8.

From this, the guiding question is presented: How is the 
problem-solving of the health problem of women with breast 
cancer, from the diagnosis to the beginning of treatment, un-
derstanding it from the focus on essential attributes of PHC in 
the border region?

Thus, the objective was to analyze the presence of essential at-
tributes of PHC in the border region in the context of care for 
women with breast cancer.

METHODS
Qualitative research based on the Complexity Paradigm9, which 

starts from a concrete experience of the discovery or originality of 
phenomena, is not limited to the simplified way of thinking and 
seeks to broaden the horizon of reflection by complex thinking9.

Seven principles guide complex thinking, and in this study 
four were used: Dialogic, Hologrammatic, Recursive and 
Organizational Circle. The justification for the use of this frame-
work involves the complex nature of breast cancer, based on the 
analysis of attributes of PHC, especially in regions of greater 
vulnerability10.

The population consisted of women, over 18 years old, SUS 
users, undergoing treatment for breast cancer at the outpatient 
clinic of an oncology center in Foz do Iguaçu, Paraná, Brazil, after 
applying the exclusion criteria of having a diagnosis of a mental 
health problem in the medical record, not speaking Portuguese, 
not from Foz do Iguaçu and the need for hospitalization during 
the data search period. The sample resulted in 13 women.

In Foz do Iguaçu, outpatient and hospital care for individuals 
with breast cancer takes place at an oncology center, which assists 
SUS users, health insurance plans and private individuals, in west-
ern Paraná, as well as in Paraguay and Argentina. The flow of care 
through SUS for patients in the municipality happens through 
network referral, called Foz-Saúde, and via Regional Health to the 
other municipalities, and for health insurance/private patients, 
service is direct through the referral of the primary care physician.

Data search was carried out between March and June 2018, 
and the first contact occurred at an oncology center, when a 
participant sought the service for care, such as a medical ap-
pointment, to receive medication, nursing assessment, to per-
form exams, among others. At this moment, participants were 
invited to participate in the research, and the objectives were 
explained and signatures were collected through the Informed 
Consent Form. Then, a home visit was scheduled to conduct the 
in-depth interview. At this stage, one of the researchers, who is 
a nurse with professional experience in women’s health, had in 
her possession a field diary as an additional resource to record 
the aspects of the environment, as well as the researcher’s im-
pressions regarding the repercussions of breast cancer for the 
research participants.

The interviews, lasting an average of 40 minutes, were audio-
recorded and transcribed in full, and, after completion, partici-
pants were made available to listen for consent. For three par-
ticipants, there were family members present, but without their 
participation.

The analysis of the results occurred through thematic analysis11, 
which was organized in three phases: pre-analysis of all material, 
exploration of the collected data and treatment of results and in-
terpretation, which resulted in four thematic categories.

The study was approved by the Research Ethics Committee, 
under Number 2,483,312, in 2018, and complied with Resolution 
466/2012. To ensure anonymity, participants were identified by 
the letters “PW” (participating woman) and the subsequent num-
ber of the interview.

RESULTS
Participants aged between 33 and 68 years old were mostly 

white, Catholic, with complete high school, married or in a sta-
ble union, had their own house, paid work, average income of 
R$2,061.50 (about US$374.32), without government assistance 
and SUS users. Four categories emerged from the analysis of the 
results for discussion, described below.

Barriers to accessing care services for women 
with breast cancer

In search of care, women described barriers to access health 
services. The geographic barrier was linked to organizational 
ones, leading to the search for other services and professionals, 
far from their home, even across the international border, in 
Paraguay, using sometimes inadequate means to access the health 
system and obtain care.

“I think I went twice [health center], because they refer me 
to another place. From this place they forwarded it to another 
place” (PW3).
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“There is no gynecologist in the unit. I went to a physician at ano-
ther health center, there was a gynecologist there. I can’t go to the 
other. I went using my daughter’s address” (PW4).

“In Paraguay, there are also a lot of things that are free and faster, 
right? So, I had the consultation there, but later I learned that in 
Paraguay there was no way to treat” (PW5).

Organizational barriers were identified by the organization of 
health services, expressed by the inflexible appointment schedul-
ing and the redirection of the user to various services, making it 
difficult to provide the care that women need.

“We are never assisted. How many times I went to the health cen-
ter dying, being carried and had to schedule, they didn’t assited 
on time. On Thursday, the physician does not attend because he 
makes visits, on Wednesday it is only for pregnant women. Then 
there’s only Monday and Tuesday, because on Friday they have a 
meeting” (PW3).

 “The physician got sick, they didn’t want to give me another exam 
or refer me to another physician. The girl said she had to wait 
three months, if the physician didn’t come back in three months, 
then they would go to another physician” (PW7).

“You have to get a referral and go to another place, to take exams you 
have to go to other places. Here they don’t do it anymore” (PW8).

The lack of communication between the different points of at-
tention of the RAS and the lack of accountability by users also 
proved to be organizational barriers that weakened access to 
women with breast cancer.

“I went for a visit at the health center. The physician said that I 
would need to see a mastologist, who would be there in oncology. 
They said that the physician there is no longer attending because 
he retired. There is no other physician who attends through SUS. 
I told the girl [health center receptionist] to call the oncology de-
partment. She called and they said that the physician is attending 
the oncology center” (PW7).

Participants considered public health services remiss and in 
order to be able to perform the exams for the diagnosis of breast 
cancer, they sought private health services, even in the neighbor-
ing country, Paraguay, thus showing the presence of geographic 
and organizational barriers for access to exams.

“The physician ordered the ultrasound and they told me that they 
would put me on the waiting list, so I went to do it in the private 
service in the same week” (PW3).

 “I went, did and paid for the mammogram in Paraguay” (PW7).

(De)constructing the bond: women, 
professionals and health services

Regarding Basic Health Unit (BHU) professionals, it was found 
that women identified responsibility for consultations, treatment 
and referrals, strengthening longitudinality and care.

“I trust them [BHU professionals], if the solution is not there, 
they refer me” (PW2).

“He [physician] said he would call there [oncology center] and 
ask for me to be the first in line, things as such, to speed up, refer-
ral such as” (PW6).

However, there were also reports of inconsistencies in trust re-
lationships as well as in the accountability of these professionals.

“Because the nurse, if it were up to her, I wouldn’t even have done 
the ultrasound, because she didn’t want to schedule” (PW3).

 “[...] I kept waiting for them to find the referral for an ultrasou-
nd, but I didn’t realize it, it took about three or four months [...] 
(PW10).

It can be seen, in the testimonies, that for some participants the 
relationship of trust and accountability proved to be weakened, 
reaching the point of affecting attention, by health centerponing 
the diagnosis and beginning of treatment. However, with regard 
to the oncology center service and professionals - specialized ser-
vice, the relationship was satisfactory, thus highlighting the longi-
tudinality of care.

“Very good, from cleaning women to physicians like that, very 
good, 100% good service” (PW5).

“I started treatment there [oncology center], but I didn’t know 
that there were physicians, receptionists, nurses, nutritionists, 
psychologists, cleaning women. They are very good at treating us. 
They are really sweet, they treat us well” (PW10).

Upon arriving at the PHC services, participants informed 
health professionals about their clinical history, considering 
that they were unaware of it. This and the lack of dialogue were 
identified as aspects that undermine longitudinality and com-
prehensive care.

 “They [PHC professionals] found out after I had the surgery. Now 
they know, but no one talked or asked how I was. I went there to 
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do all the dressings, but no one asked if I needed to get back to the 
physician for something. There no one asked anything” (PW8).

“I told them [PHC professionals] I had a problem, breast cancer” 
(PW13).

Participants also mentioned the high turnover of BHU profes-
sionals, identifying it as an aspect that hinders the construction 
of the relationship over time between health professionals and 
women with cancer.

 “I can’t say who are the professionals at the health center, it’s a lot 
of different people” (PW11).

 “I know little [PHC professionals], it’s just that they change a 
lot” (PW12).

Fragmented care, focused on the biological: 
interference for comprehensiveness

Participants talked about a fragmented care, to the detriment 
of health promotion and prevention, focused on the biological 
character, on the disease, causing obstacles to comprehensiveness.

“Then he [physician] came, looking at the floor with his hands 
behind his back, stopped in front of me, looking at the floor and 
didn’t even look at my face, and said where is it? I showed it like 
this, he came with his finger like this and came back and didn’t 
say anything. I thought, is this the way to consult? I thought it was 
weird, but I kept quiet.” (PW3).

“I myself only go there [PHC service] to get a prescription for the 
medication” (PW9).

Differences were found between the BHU for comprehensive-
ness, with regard to referrals to exams or specialist physicians, 
delaying treatment, due to the absence of technologies for the 
construction of comprehensive care.

“When she [physician] examined me, she already referred me” 
(PW1).

 “I also went to see an optician because I’m losing my eyesight a 
lot, I’m in line, you have to wait” (PW5).

“It took a fortnight to make an appointment, another fifteen days 
for me to get to the hospital, it even took a fortnight for them to 
call me because I was on the waiting list. As soon as they called 
me, it took another fifteen days to schedule an appointment at the 
hospital, it wasn’t overnight, it took a long time” (PW11).

(Dis)coordination of care for women with breast 
cancer within the public health system

As an expression of the fragility of coordination of health 
services for the care of women with breast cancer, participants 
reported factors that make medical care difficult, inflexibility of 
arrival times at the unit (need to arrive at the service well in 
advance) and facing the lines, making this service unresolving 
and challenging.

“Often, they don’t even assist us there. Sometimes, we arrive 
dying and have to make an appointment for when there is 
a vacancy. Until there’s a vacancy you’ve already healed or 
died” (PW3).

 “[...] we have to go very early, like five o’clock or five-thirty alrea-
dy have to be there” (PW12).

Another important factor is the divergence of information 
among professionals, which results in a search for attention in 
other points of the RAS and PHC is no longer the preferred gate-
way to the health system. Disorganization of the service generates 
distrust, impairs problem solving and weakens the accountability 
of care for women with breast cancer.

“I went to the health center there and the girl said she wasn’t 
even going to schedule an appointment for me, because that’s 
mastitis. I went to the emergency room, they saw me, I had 
an ultrasound, and I have four tumors and they are already 
big. Then the physician there [emergency care] said he had 
to look for the physician here [health center]. So, I went there 
last week and the physician here was angry because I went to 
look for another physician, then I said that I came here and 
the secretary and the nurse did not want to make an appoint-
ment” (PW4).

“I went straight to the hospital, because if I had to go to my heal-
th center for them to make an [appointment] it would definitely 
take much longer” (PW11).

Difficulties in accessing and lengthy examinations essential 
for diagnosis were also mentioned, highlighting the fragility 
of coordination.

“It took two years [ultrasound], after I had surgery, chemothera-
py and radiotherapy. How will you trust? People die and have no 
care” (PW3).

 “If I needed to do any tests, I had to ask the physicians at the 
hospital. Same ultrasound, because there [BHU] they were not 
releasing anything, not even a blood test” (PW11).
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“[...] it takes a long time to take the exam at the health center, 
even to release the paperwork, it took a long time. It took about 
four months, five months around” (PW12).

The fragile care offered by professionals and the barriers to en-
try into the reference service were mentioned as impeding factors 
for problem solving and health care for women with breast cancer, 
characterizing the lack of coordination.

 “Breast cancer is a disease that evolves very fast and disease does 
not wait? And you have to depend on one and the other, to release 
this, wait for the system to call you, and the secretary will call you 
to schedule an appointment” (PW11).

DISCUSSION
Health practices for caring for women with breast cancer in a 

border municipality pointed out difficulties in PHC, with weak-
nesses for the construction and strengthening of bonds with ser-
vices from discontinuity of care, which proved to be fragmented, 
focused on the biological, attributed to the lack of access and in-
cipience in coordination within the public health system.

The scientific literature describes barriers to access to health 
services, especially in border regions, considering overload in 
services due to the geographical proximity between countries, 
insufficient public health services in neighboring countries, ease 
of care and quality of health care in SUS12. These aspects result 
in lack of assistance for the local population, with regard to the 
promotion, prevention and treatment of diseases.

In this study, the geographic and organizational barriers stood 
out, due to the distance and time spent by users to obtain health 
care and the way that services are organized to assist their users13, 
making the timely treatment of breast cancer difficult.

Regarding the protocols of care in PHC and the rigidity in the 
BHUs’ opening hours, it is noteworthy that these can affect health 
practices. Overload in health services due to intense spontaneous 
demand in these regions12 and lack of professionals were points 
evidenced as organizational barriers14.

Faced with overcoming barriers to access, the participants used 
persuasion to overcome challenges and ensure care, even needing 
to cross the international border to have access to the service they 
need, considering the speed and a more affordable cost. This is 
necessary because many professionals are linked to bureaucratic 
relations, which make them not very welcoming and articulators 
of mismatched information15, especially when it comes to users 
who seek health care outside their country of residence16.

Another important aspect to be highlighted are relational skills, 
psychosocial preparation to support health interventions and hu-
manized care. Therapeutic linkage and accountability should be 

part of the daily lives of women with breast cancer, who become 
fragile when there is no continuity of care5,17.

The lack of accountability on the part of professionals and ser-
vices portrays situations of abandonment and distrust. Reception 
is an essential health action for longitudinality17.

Some participants described that the nurse was an agent that 
hindered the longitudinality. This, often the service coordinator, 
can and should manage in a facilitating way, creating opportuni-
ties for longitudinal care, motivating the team to perform quali-
fied and integrated care, in view of its practical-scientific compe-
tence and its role in the health-disease process18.

Longitudinality is constructed from dialogue, listening and in-
teraction between subjects and trust between professional-user19 
and can become a challenge for teams in constant rotation. The 
lack of communication between services prevented the sharing 
of information between PHC and specialized care, essential for 
continued and comprehensive care5,20. 

For PHC, generating comprehensive health is paramount and 
not only involves changing behaviors towards individuals, but the 
use of soft, soft-hard and hard technologies, which complement 
health actions21. Women with breast cancer have not always had 
access to these care technologies.

In more than three decades, SUS still faces challenges, a con-
sequence of political and economic contexts that result in lack of 
budget, underfunding and government and population instabil-
ity22,23, especially in border regions, due to the lack of specific and 
effective health policies to meet the cross-border contingent.

The aggravating factor that converges with (dis)coordination of 
health in border regions involves the inability of health systems to 
provide adequate resources to meet people’s demands, especially 
for breast cancer. These challenges need to be overcome within 
SUS, particularly in regions of vulnerability5,24,25.

Care for women with breast cancer in PHC is considered a com-
plex process, because each link between its attributes has unique 
characteristics that differ from each other and involve unique pro-
fessional-users and in different settings5,26,27. It is relevant to exalt 
the relationships between each phenomenon and its context, i.e., 
how a local change is reproduced in the whole (SUS) and how a 
change in the whole is reproduced on the parts (PHC)28. 

Based on the Complexity Paradigm, the Dialogic Principle was 
portrayed in duality9. From the Dialogic Principle, contradic-
tions are perceived between what is recommended by SUS laws 
and protocols with what is developed in practice7,25. In the access, 
longitudinality, comprehensiveness and coordination of care to 
women with breast cancer the contradictions and discrepancies 
of ideas and circumstances that appeared.

For access, divergences are related to the lack of reception in 
the spheres of care. Parts related to geographic (need to cross 
the international border to access diagnostic tests, at an afford-
able price) and organizational (fragility in the flow, structuring 
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and organization of care for women with breast cancer at the mu-
nicipal level) barriers made it difficult to contemplate the whole, 
which involved access to health services for diagnosis, treatment 
and cure of breast cancer.

For longitudinality, the contradictions listed referred to non-re-
sponsibility, absence of bond, lack of communication and distrust 
among professional users, with emphasis on nurses.

The contradictions reported for comprehensiveness were re-
lated to the biological and fragmented look to the detriment of 
health promotion and disease prevention, added to the ineffi-
ciency of the technology management process to structure com-
prehensive care. For coordination of care, divergences involved 
difficulties in obtaining medical consultations, lack of care flows 
for reference services in oncology, disagreement between profes-
sionals, slowness in the acquisition of exams and ineffective care 
of health professionals.

Considering the disorders listed based on attributes of PHC 
and the complexity of the border, the Dialogic Principle makes 
it possible to contemplate how health services face daily chal-
lenges. For a successful PHC, it is necessary to articulate the at-
tributes, organized in an efficient RAS, humanization and inter-
country agreements in order to strengthen joint public policies. 
Professionals need to understand that in situations of “disorders”, 
it is relevant to reflect to find out if PHC has been efficient within 
the scope of SUS28. 

When the Hologrammatic Principle is associated with attri-
butes of PHC, it is understood that it is necessary to consider 
that health professionals must know conceptions of care, using 
attributes of PHC5 as a tool to build care and its dynamics with 
the RAS28.

The figure of PHC is used to understand the specificities and 
varieties that remain linked to each other in the search and deter-
mination of comprehensive care, with efficient practices to care 
for women with breast cancer. In this scenario, when faced with 

social, epidemiological and demographic factors, determinants 
for the risk of becoming ill, from the perspective of the Recursive 
Circle Principle, relations and decisions can determine actions 
and extend care9,10. The effects are causes and producers of the 
process itself, for women with breast cancer, this principle was 
expressed in the problems experienced in access, longitudinality 
and comprehensiveness.

For the Organizational Principle, it is observed that PHC must 
be as a complex movement in which the attributes proposed for 
care construct the whole, composed of several parts9,15. This prin-
ciple provided an understanding of how participants organized 
themselves (parts) to achieve the attributes (whole) proposed and 
obtain comprehensive care. In addition to this, to understand how 
the RAS are organized, it was necessary to know the PHC and the 
reference service for oncology (the parts) in a border context and 
the health system and the connections of care actions (the whole).

Connecting the principles of complexity theory with attributes 
of PHC and breast cancer allowed us to reflect on the health sys-
tem in the face of a complex problem. Both professionals and 
users live in a health system with restrained and bureaucratized 
norms, rules and routines that need to be faced and overcome 
daily to achieve health care9.

To conclude, the study pointed out that essential attributes of 
PHC were not present in its entirety for the care of women with 
breast cancer, and although it has shown the complex and vulner-
able situation for health care to users in a border region, it reflects 
the scenario experienced by the population for health care in a 
large part of the Brazilian territory.

Regarding the study limitations, only women living in Brazil par-
ticipated, considering the difficulties in acquiring authorizations 
from services in neighboring countries for data collection. This fact 
may have made it impossible to understand the rearrangements of 
public health systems in Paraguay and Argentina, from the perspec-
tive of users, to treat breast cancer in the border region.

REFERENCES

1. Jalambo M, Kanoa B, Kareri M, Younis S, Aljazzar S, Ellulu M. 
Women’s knowledge, attitude and practices about breast cancer 
in Gaza Strip, Palestine. Public Health Prev Med. 2020;6(1):1-7.

2. Brasil. Ministério da Saúde. Instituto Nacional de Câncer José 
Alencar Gomes da Silva (INCA). Estimativa 2020: incidência de 
câncer no Brasil. Rio de Janeiro: INCA, 2019.

3. Teixeira MS, Goldman RE, Gonçalves VCS, Gutiérrez MGR, 
Figueiredo EN. Primary care nurses’ role in the control of breast 
câncer. Acta Paul Enferm. 2017;30(1):1-7.
https://doi.org/10.1590/1982-0194201700002

4. Barros AR, Coelho EAC, Barradas ACC, Luz RT, Carvalho MFAA, 
Sobral PHAF. Strategies of women before the low problem-solving 
capacity of primary health care. Rev Baiana Enferm. 2018;32:e18319.
https://doi.org/10.18471/rbe.v32.18319

5. Starfield B. Atenção primária: equilíbrio entre necessidades de 
saúde, serviços e tecnologia. Brasília: UNESCO, 2002.

6. Santos CT, Rizzotto MLF, Carvalho M. Public funding for health 
care in municipalities of the state os Paraná located in the border 
region (2000-2016). Cogitare Enferm. 2019;24:e61110.
http://dx.doi.org/10.5380/ce.v24i0.61110

7. Oliveira SB, Soares DA. Acesso ao cuidado do câncer de mama 
em um município baiano: perspectiva de usuárias, trabalhadores 
e gestores. Saúde Debate. 2020;44(124):169-81.
https://doi.org/10.1590/0103-1104202012412

8. Goldman RE, Figueiredo EN, Fustinoni SM, Souza KMJ, Almeida AM, 
Gutiérrez MGR. Brazilian breast cancer care network: the perspective 
of health managers. Rev Bras Enferm. 2019;72(Suppl 1):274-81.
https://dx.doi.org/10.1590/0034-7167-2017-0479

Miraghajani M, Dehsoukhteh SS,  Rafie N, Hamedani SG, Sabihi S, Ghiasvand R

Sao Paulo Med J. 

https://doi.org/10.7322/abcshs.2021191.1905
https://doi.org/10.1590/1982-0194201700002
https://doi.org/10.18471/rb﻿e.v32.18319
http://dx.doi.org/10.5380/ce.v24i0.61110 
https://doi.org/10.1590/0103-1104202012412
https://dx.doi.org/10.1590/0034-7167-2017-0479 


França et al. ABCS Health Sci. 2023;48:e023231

https://doi.org/10.7322/abcshs.2021191.1905 Page 7 of 7

9. Morin E. Introdução ao pensamento complexo. 5 ed. Porto Alegre: 
Sulina, 2015.

10. Morin E. A cabeça bem-feita: repensar a reforma, reformar o 
pensamento. 8 ed. Rio de Janeiro: Bertrand Brasil, 2003.

11. Minayo MCS. O desafio do conhecimento. Pesquisa qualitativa 
em saúde. 11 ed. São Paulo: Hucitec, 2008.

12. Aikes S, Rizzotto MLF. A saúde em região de fronteira: o que 
dizem os documentos do Mercosul e Unasul. Saúde Soc. 
2020;29(2):e180196.
https://dx.doi.org/10.1590/S0104-12902020180196 

13. Figueiredo DCMM, Shimizu HR, Ramalho WM. A acessibilidade 
da atenção Básica no Brasil na avaliação dos usuários. Cad 
Saude Coletiva. 2020;28(2):288-301.
https://doi.org/10.1590/1414-462X202000020288

14. Schimith MD, Budó MLD, Weiller TH, Prates LA, Wilhelm LA, Alberti 
GF.  Acessibilidade organizacional: barreiras na continuidade 
do cuidado na atenção primária à saúde. Rev Enferm UFSM. 
2019;9:e17.
https://doi.org/10.5902/2179769228053

15. Costa NMMR, Lemos RCA, Oliveira OS, Sgotti GB. Acolhimento: 
percepção de enfermeiros em uma unidade de urgência e 
emergência. Rev Enferm UFSM. 2018;8(3):576-90.
https://doi.org/10.5902/2179769229808

16. Mello F, Victora CG, Gonçalves H. Saúde nas fronteiras: análise 
quantitativa e qualitativa da clientela do Centro Materno Infantil de 
Foz do Iguaçu, Brasil. Cienc Saude Coletiva. 2015;20(7):2135-45.
https://doi.org/10.1590/1413-81232015207.09462014

17. Kesller M, Lima SBS, Weiller TH, Lopes LF, Ferraz L, Eberhardt TD, 
et al. Longitudinality of primary health care: an evaluation from the 
perspective of users. Acta Paul Enferm. 2019;32(2):186-93.
https://doi.org/10.1590/1982-0194201900026

18. Schneider F, Kempfer SS, Backes VMS. Training of advanced 
practice nurses in oncology for the best care: a systematic review. 
Rev esc enferm USP. 2021;55:e03700.
https://doi.org/10.1590/S1980-220X2019043403700

19. Rocha ESC, Pina RMP, Parente RC, Garnelo MLP, Lacerda RA. 
Longitudinality and community orientation in the context of 
indigenous health. Rev Bras Enferm. 2021;74(1):e20190872.
https://doi.org/10.1590/0034-7167-2019-0872

20. White MC, Kavanaugh-Lynch MHE, Davis-Patterson S, Buermeyer 
N. An expanded agenda for the primary prevention of breast 
cancer: charting a course for the future. Int J Environ Res Public 
Health. 2020;17(3):714.
https://doi.org/10.3390/ijerph17030714

21. Almeida MMM, Almeida PF, Melo EA. Regulação assistencial ou 
cada um por si? Lições a partir da detecção precoce do câncer 
de mama em redes regionalizadas do Sistema Único de Saúde 
(SUS). Interface (Botucatu). 2020;24(Supl.1):e190609.
https://doi.org/10.1590/Interface.190609

22. Rabelo ALR, Lacerda RA, Rocha ESC, Gagno J, Fausto MCR, 
Gonçalves MJF. Care coordination and longitudinality in 
primary health care in the Brazilian Amazon. Rev Bras Enferm. 
2020;73(3):e20180841.
https://doi.org/10.1590/0034-7167-2018-0841

23. Lazarini WS, Sodré F. O SUS e as políticas sociais: desafios 
contemporâneos para a atenção primária à saúde. Rev Bras Med 
Fam Com. 2019;14(41):1904.
https://doi.org/10.5712/rbmfc14(41)1904

24. Hortelan MS, Almeida ML, Fumincelli L, Zilly A, Nihei OK, Peres 
AM, et al. The role of public health managers in a border region: a 
scoping review. Acta Paul Enferm. 2019;32(2):229-36.
http://dx.doi.org/10.1590/1982-0194201900031

25. Sousa SMMT, Carvalho MGFM, Santos Júnior LA, Mariano SBC. 
Access to treatment of women with breast cancer. Saude Debate. 
2019;43(122):727-41.
https://doi.org/10.1590/0103-1104201912206

26. Lakha F,  Suriyawongpaisul P,  Sangrajrang S,  Leerapan B, 
Coker R. Breast cancer in Thailand: policy and health system 
challenges to universal healthcare. Health Policy Planning. 
2020;35(9):1159-67.
https://doi.org/10.1093/heapol/czaa063

27. França TG, Carvalho LEW. Breast cancer in the state of Pará, 
Brazil, and the role of Liga Acadêmica de Oncologia on the 
promotion of women health: an experience report. ABCS Health 
Sci. 2017;42(3):166-9.
http://dx.doi.org/10.7322/abcshs.v42i3.924

28. Cabral MFCT, Viana AL, Gontijo DT. Use of the complexity 
paradigm in the field of health: scope review. Esc Anna Nery. 
2020;24(3):e20190235.
https://doi.org/10.1590/2177-9465-EAN-2019-0235

Potential mechanisms linking probiotics to diabetes: a narrative review of the literature

Sao Paulo Med J. 

https://doi.org/10.7322/abcshs.2021191.1905
https://dx.doi.org/10.1590/S0104-12902020180196
https://doi.org/10.1590/1414-462X202000020288
https://doi.org/10.5902/2179769228053
https://doi.org/10.5902/2179769229808
https://doi.org/10.1590/1413-81232015207.09462014
https://doi.org/10.1590/1982-0194201900026
https://doi.org/10.1590/S1980-220X2019043403700 
https://doi.org/10.1590/0034-7167-2019-0872
https://doi.org/10.3390/ijerph17030714
https://doi.org/10.1590/Interface.190609
https://doi.org/10.1590/0034-7167-2018-0841
https://doi.org/10.5712/rbmfc14(41)1904
http://dx.doi.org/10.1590/1982-0194201900031
https://doi.org/10.1590/0103-1104201912206
https://doi.org/10.1093/heapol/czaa063
http://dx.doi.org/10.7322/abcshs.v42i3.924
https://doi.org/10.1590/2177-9465-EAN-2019-0235  

