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ABSTRACT

Purpose: The present study aimed to analyze the degree of implementation of the national health care policy 
at the state level. Methods: This qualitative evaluation study was carried out in two stages. Firstly, the policy 
was modelled by means of document analysis and the application of the Delphi technique for consensus among 
experts. In the second stage, a qualitative, exploratory evaluative research was conducted, designed as a single 
case study in a Brazilian state through semi-structured interviews with health managers. Results: The experts 
reached a consensus for a logical model and an evaluation matrix of the policy implementation. The results at the 
state level evinced an incipient degree of implementation, as the level of government characteristics achieved 
45% of the maximum score; management, 41%; and system organization, 33%. Conclusion: The degree of 
implementation in the state evaluated was classified as incipient. Barriers were identified in the management 
and organization levels of the system, as well as in the political context. 

RESUMO

Objetivo: O presente estudo objetivou analisar o grau de implantação da política nacional de atenção à saúde 
auditiva no âmbito estadual. Método: Foi realizado um estudo avaliativo qualitativo dividido em duas etapas. 
Na primeira etapa, foi realizada a modelização da política com uma análise documental e aplicação da técnica 
Delphi de consenso de experts. Na segunda etapa, foi realizada uma pesquisa avaliativa do tipo qualitativa, 
exploratória, delineada em um estudo de caso único em uma unidade federativa do Brasil mediante entrevistas 
semiestruturadas com gestores da saúde. Resultados: Foi obtido o consenso de um modelo lógico e uma matriz 
de avaliação da implantação da política entre os experts. Os resultados no âmbito Estadual evidenciaram o grau 
de implantação incipiente, com o nível das características de governo com 45% da pontuação máxima, a gestão 
com 41% e o nível da organização do sistema com 33%. Conclusão: O Estado avaliado obteve o grau incipiente 
de implantação, com obstáculos identificados nos níveis de gestão, organização do sistema e contexto político. 
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INTRODUCTION

The lack of identification and intervention for hearing 
impairment may compromise the development of language, 
speech, and cognitive skills of the persons with these disabilities, 
as well as their behavior. According to the World Health 
Organization (WHO), about half of the hearing-related conditions 
can be prevented by actions undertaken in primary care-aimed 
for prevention and early detection—and their damage can be 
reduced by means of treatment and rehabilitation(1).

The creation of the Brazilian Unified Health System (SUS) 
was highly significant for the understanding health care as a 
citizen’s right; however, specific measures to improve access 
and integral care for persons with disabilities did not follow 
immediately(2).

Historically, Brazil devises health policies for people with 
disabilities that are focused and fragmented, which favors 
services centralized exclusively on individuals, focused on the 
distribution of hearing aids, a practice that is inconsistent with 
the principles of SUS(3-6).

The National Hearing Health Care Policy (NHHCP) [Política 
Nacional de Atenção à Saúde Auditiva], which provides for 
the implementation of State Hearing Health Care Networks in 
all Brazilian states, was published in 2004(7). It is known that 
interventions for hearing health may be prioritized and implemented 
according to decisions based on evidence, cost‑effectiveness 
analyses, and an understanding of the program’s framework(8).

In the scientific field, most of the evaluation studies focused 
on health care for the hearing impaired concern users’ satisfaction 
and adherence to the practices. These studies aim for the results 
of health care actions, failing to reflect the processes by which 
these results are achieved(3,9-11).

On the other hand, it is known that strategies for health 
evaluation may draw upon the field of political analysis with 
a view to reflect the need for a care model that goes beyond 
spontaneous demand, centered around individual care(12). Health 
practices can be evaluated as to their several dimensions, 
from individual care to their more complex intervention and 
organizational conditions, such as policies, programs, services 
or systems(13).

Implementation analysis studies propose to better determine 
the factors facilitating or compromising implementation of an 
intervention and are largely prone to generalization compared 
to other types of evaluative research. Therefore, they aim to 
explain the difference between what had been planned and what 
has actually been implemented(14,15).

The methodological constructs of some research studies 
have presented strategies to evaluate and analyze implantation 
of health policies and programs. At different extents, they seek 
to select dimensions, sub-dimensions, and criteria related to 
the different domains of health care models, with particular 
attention to management, assistance, and effectiveness of 
the practices based on the understanding of the programs’ 
theory/logic model(16,17).

The study on the implementation of NHHCP’s actions 
is part of the effort undertaken by researchers in the field 
of Speech-Language Therapy and Public Health to develop 

evaluative research that reflects the multiple aspects involved 
in the implementation processes of health care policies, 
programs, and services. The NHHCP is structured as a guideline 
proposing the formation of networks within states, which may 
or not respond to the situation called by the policy. In this 
vein, it is important to understand the context in which the 
actions of health care provision are put in place. Research 
studies such as these may help to identify the barriers and 
drivers for management and implementation of hearing health 
interventions at the state level.

Thus, the present study aimed to analyze the degree of 
implementation of the national health care policy at the state level.

METHODS

Study design

The study was performed in two stages: The first one consisted 
in a methodological research modeling of an intervention that 
produced the NHHCP framework expressed in its theory/logic 
model and its matrix of evaluation criteria/measures, which 
have been agreed upon by experts in the field by means of the 
Delphi technique(18). The second stage consisted in a qualitative, 
exploratory evaluative research designed around a single case 
study in a Brazilian state.

Procedures and data production techniques

Framework (Logic Model and Matrix of Measures)

For the construction of the logic model, a document analysis 
was performed in the Brazilian healthcare legislation present 
in the following Ordinances: GM/MS no. 2073, of September 
2004, which instituted the national hearing health care policy 
and SAS/MS no. 587, of October 7, 2004, which determined 
that the State Health Departments in operation in 2004 take 
the necessary measures to organize and implement the State 
Hearing Health Care Networks. The first Policy Logic Model 
(Figure 1) construct was created and consisted in components, 
objectives, actions, intermediate and final results, and the 
matrix of measures, which was divided hierarchically by levels, 
dimensions, sub-dimensions, and criteria (Chart 1).

In order to apply the Delphi technique, the matrix of the 
first construct was sent electronically as a questionnaire to 
experts in Speech-Language Therapy. The inclusion criteria for 
experts were: specialized in Audiology or Collective Health, 
from different regions of the country, acting in the hearing 
health care area in the SUS network (at a federal, state, or city 
level) or as an academic researcher in the field of hearing health 
care evaluation. A total of 14 experts were invited, but only 
7 answered to the request. All participants were informed about 
the development of the NHHCP consensus and the possibilities 
of score assignment to maintain the matrix criteria on a scale 
of 0 (less relevant) to 10 (most relevant), in addition to being 
informed that they could suggest modifications or new criteria to 
compose the matrix. Two rounds of interviews were conducted 
to confirm agreement upon the matrix.
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Figure 1. Theory / Logic Model of the National Policy on Hearing Health Care (NHHCP)

Chart 1. The NHHPC measures matrix resulting from the Delphi consensus technique – Analysis of the NHHPC degree of implementation at the 
state level

Levels / Dimensions / Sub-dimensions
Criteria

Score 
obtained

% of total 
pointsManagement Level

Planning (16pts) 6 37.5

The Hearing Rehabilitation Plan is 
described in the state health plan 
and is applied as a management tool; 
(8pts)

a) The Hearing Rehabilitation Plan is described in the state health plan and is 
applied as a management tool; (8pts)
b) The Plan is not described in any of the documents analyzed, but it is 
applied as a management tool at the technical level of the department and 
service managers; (6pts)
c) The Hearing Rehabilitation Plan is described in the state health plan, 
but does not apply as a management tool; (4pts)
d) d) The plan is not described in any of the documents and does not apply as 
a management tool at any level of the health department; (2pts)

4 50

Participation of users, workers, 
providers and managers in planning; 
(8 pts)

a) Participation of users, workers, providers and managers in planning; (8 pts)
b) Planning is devised by the State Health Department’s technical staff and 
endorsed by the Health Council; (6pts)
c) Participation is limited to service providers and the State Health 
Department‘s technical staff; (4pts)
d) The planning is devised only by the State Health Department’s 
technical staff; (2pts)

2 25

Evaluation (24pts) 10 41.6

There are evaluation and monitoring 
processes for the network and services 
in place, which take into account the 
structure, processes, and results of the 
actions; (8pts)

a) There are evaluation and monitoring processes for the network and services 
in place, which take into account the structure, processes, and results of the 
actions; (8pts)
b) Evaluation practices are performed by the services themselves, regardless 
of the State Health Department’s’s management; (6pts)
c) Service supervision in practice; (4pts)
d) Evaluation is not performed; (2pts)

4 50

Existence of studies evaluating the 
efficiency and quality of the state 
network; (8pts)

a) There are cost-effectiveness and quality assessment processes for actions 
with the incorporation of programmatic activities; (8pts)
b) The hearing healthcare services regularly monitor the users alongside 
primary care in order to verify treatment adherence and identify the unmet 
demand; (6pts)
c) The hearing healthcare services regularly monitor the users detached from 
primary care in order to verify treatment adherence (4pts)
d) The services are organized only according to the SUS table; (2pts)

2 25
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Levels / Dimensions / Sub-dimensions
Criteria

Score 
obtained

% of total 
pointsManagement Level

Use and improvement of information 
system to monitor actions for hearing 
impairment (8pts);

a) Use and improvement of information system to monitor hearing impairment; 
(8pts)
b) A system proposed by a unit provider for the self- assessment is in place; 
(6pts)
c) Services use information systems only for production recording 
purposes; (4pts)
d) No use of health information systems; (2pts)

4 50

Regulation of Services (16pts) 10 62.5

Procedures are regulated by a public 
regulation center; (8pts)

a) All procedures are regulated by a public regulation center; (8pts)
b) Only the high complex procedures are regulated; (6pts)
c) Double access to services of medium and high complexity: 
by regulation and spontaneous demand; (4pts)
d) There is no regulation in place for hearing health services; (2pts)

4 50

Existence of a technical control and 
auditing group provided with a speech-
language therapist and that regularly 
operates in the network; (8pts)

a) Existence of a technical control and auditing group provided with a 
speech-language therapist and that regularly operates in the network; (8pts)
b) There is a technical control and auditing group that regularly operates 
in the network, but without a speech-language therapist; (6pts)
c) Control and audit are performed occasionally; (4pts)
d) Control and auditing are not performed at all; (2pts)

6 75

Technical and operational capacity 
of the services (8pts)

4 50

All of the high and medium complexity 
services claim to meet the minimum 
requirements of Ordinance no. 
587/2004 with regard to human 
resources, facilities, and equipment; 
(8pts)

a) All of the high and medium complexity services meet the minimum 
requirements of Ordinance no. 587/2004 with regard to human resources, 
facilities, and equipment; (8pts)
b) 75% of the high and medium complexity services meet the minimum 
requirements of Ordinance no. 587/2004 with regard to human resources, 
facilities, and equipment; (6pts)
c) 50% of the high and medium complexity services meet the minimum 
requirements of Ordinance no. 587/2004 with regard to human resources, 
facilities, and equipment; (4pts)
d) 25% of the high and medium complexity services meet the minimum 
requirements of Ordinance no. 587/2004 with regard to human resources, 
facilities, and equipment; (2pts)

4 50

Social control and popular 
participation (8pts)

2 25

Existence of a mechanism such as a 
managing council for hearing health 
that includes users and workers; (8pts)

a) There is a mechanism such as a managing council in place for hearing 
health that includes users and workers; (4pts)
b) The services have promoted mechanisms to allow for the participation of 
users and workers; (4pts)
c) There is no incentive to popular participation and social control; (2pts)
d) Criterion A + Criterion B; (8 pts)

2 25

System Organization Level

Hearing health care regionalization 
(26pts)

8 30.7

Existence of speech-language 
therapists in the basic care network 
acting towards promotion, prevention, 
identification, and monitoring of cases; 
(10pts)

a) Existence of speech-language therapists in the basic care network acting 
towards promotion, prevention, identification, and monitoring of cases; (6pts)
b) The State Health Department, together with the medium and high 
complexity service, offers training for HFS to prevent, identify and monitor 
cases of hearing impairment; (4pts)
c) The basic care flows are disseminated across municipalities; (4pts)
d) There are no actions in place involving basic care in hearing health; 
(2pts)
e) Criteria (A + B) or Criteria (A + C); (10pts)

2 25

The State Health Department, 
alongside the medium and high 
complexity service, trains FHS to 
prevent, identify, and monitor cases of 
hearing impairment; (8pts)

a) Technical-pedagogical actions aimed at basic care teams are devised to 
prevent, identify and monitor cases of hearing impairment; (8pts)
b) Technical-pedagogical actions aimed at basic care teams are devised to 
prevent, identify cases of hearing impairment; (6pts)
c) Regional forums operate in raising awareness of family health teams 
on the subject; (4pts)
d) There are no technical-pedagogical actions related to the subject; (2pts)

4 40

Chart 1. Continued...
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Levels / Dimensions / Sub-dimensions
Criteria

Score 
obtained

% of total 
pointsManagement Level

Distribution and implantation of 
services are based on epidemiological 
data and the historical series of health 
care services; (8pts)

a) Distribution and implantation of services are based on epidemiological data 
and the historical series of health care services in the regions serviced; (8pts)
b) Distribution and implantation of services are based on epidemiological data 
of health care services in the regions serviced; (6pts)
c) Distribution and implantation of services are based on the historical series 
of health care services in the regions serviced; (6pts)
d) Distribution of services is based on self-reported hearing loss estimates 
(like the Census); (4pts)
e) Distribution of services is based on ease of deployment and 
opportunity; (2pts)

2 25

Structuring of lines of care (8pts) 4 50

Structuring of a hearing care line 
for hearing impairment with actions 
planned at all the levels of care based 
on a therapeutic project with risk and 
priority rating;

a) Structuring of a hearing care line for hearing impairment with actions 
planned at all the levels of care based on a therapeutic project with risk and 
priority rating; (8pts)
b) It develops actions at all levels; however, it does not clearly constitute a line 
of care; (6pts)
c) Existence of ambulatory logic by spontaneous demand based on the 
hegemonic medical model; (4pts)
d) Absence of established and publicized flows for the reference services; 
(2pts)

4 50

Adequacy of supply to the needs 
(8pts)

2 25

Availability of procedures is based on 
epidemiological data and the historical 
series of health care services; (8pts)

a) Availability of the procedures is based on epidemiological data and the 
historical series of care of the regions serviced; (8pts)
b) Availability of procedures is based on epidemiological data of the regions 
serviced; (6pts)
c) Availability of procedures is based on the historical series of health care 
services provided to the regions; (6pts)
d) Procedures are offered without clear parameters for distribution in the 
state network; (2pts)

2 25

Political Context Level

Government Project (16pts) 8 50

Government Purpose. A proposal for 
inter-sectoral action aimed at people 
with hearing impairment is in place and 
involves sectors such as education 
and social assistance; (8pts)

a) Hearing Health Care is explicit in the government plan; (4pts)
b) The government plan is coherent with the actions for hearing health care; 
(4pts)
c) There are no proposals beyond federal ordinances; (2pts)
d) Criterion A + Criterion B. (8pts)

4 50

The State grants resources for 
innovative proposals in addition to the 
ones granted by the Ministry of Health; 
(8pts)

a) The State grants resources for innovative proposals in addition to the ones 
granted by the Ministry of Health; (8pts)
b) The State grants resources to complement the actions predicted by the 
ordinances in addition to the ones granted by the Ministry of Health; (6pts)
c) The State grants resources in addition to the ones granted by the 
Ministry of Health; (4pts)

4 50

Governability (8pts) 4 50

Autonomy of the Health Department 
to enforce the policy according to the 
pacts with the actors involved; (8pts)

a) Autonomy of the Health Department to enforce the policy according to the 
pacts with the actors involved; (8pts)
b) Enforcement and distribution of the policy’s resources in the state is based 
on opportunity and ease; (4pts)
c) Distribution of resources is strictly based on federal ordinances; (4pts)

4 50

Ability to govern (16pts) 6 37.5

A technical group is appointed to 
manage hearing health care with the 
participation of speech-language 
therapists; (8pts)

a) A technical group is appointed to manage hearing health care; (4pts)
b) A speech-language therapist takes part in the technical management 
group; (4pts)
c) Management of hearing health care related to technical areas not 
specifically aimed at persons with disabilities; (2pts)
d) Criterion A + Criterion B; (8pts)

4 50

Management team trained in collective 
health; (8pts)

a) Management team with professionals trained in collective health; (8pts)
b) Management team with professionals trained in the area of human 
rights / social service; (6pts)
c) Management team with career professionals in public management; (4pts)
d) Management team with professionals trained in the area of rehabilitation; 
(2pts).

2 25

TOTAL 64 41

Chart 1. Continued...
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NHHCP Implementation Analysis

A Brazilian state with approximately 3 million inhabitants 
was selected, from which a document research of the State 
Health Plan and Annual Management Reports pertaining to the 
period between the years of 2008 and 2011 was carried out(19). 
Five individual semi-structured interviews were conducted with 
key informants in the central sphere of the State Department 
of Health, responsible for implementing the policy (the State 
Secretary of Health and the coordinator of the technical area 
of care for persons with disabilities) and managing the three 
services composing the State Hearing Health Care Network.

Data analysis

The analysis of the Delphi consensus technique was 
carried out through the calculation of central tendency and 
dispersion. The criteria were considered as (a) very important 
upon a mean score of > 9; (b) important, upon a mean score 
of > 8 and < 9; (c) slightly important, upon a mean score of 
<8. As to the degree of consensus, criteria were considered to 
have (a) a high degree of consensus with standard deviation 
<  1; (b) a medium degree of consensus, > 1 and < 2; (c) a low 
degree of consensus, > 2 and < 3; and dissention, > 3. Only 
the criteria considered as very important, important, with a 
high degree, and with a medium degree of consensus were 
included in the final matrix.

The policy implementation evaluation used the thematic 
content analysis technique(20), based on the matrix of criteria and 
measures resulting from NHHCP’s framework. The interviews 
were transcribed and aggregated to the document analysis 
data. These were processed for identification of the confluence 
and divergence points of the actors/documents on the actions 
developed at the management, organizational and political 
levels within the state sphere.

Following the treatment of evidences, scores (8, 6, 4 or 2) 
were assigned to the criteria according to the comparison with 
the matrix of measures/criteria of NHHCP’s framework. 
The implementation degree was calculated by the ratio between 
the scores obtained for each criterion, dimension or level and 
their respective maximum scores multiplied by 100.

Score ObtainedFinal  Score  
Maximum Score

=   (1)

Score Obtained = Σ of the score obtained in each criterion, 
dimension or level
Maximum Score = Σ of the maximum score in each criterion, 
dimension or level

The degree of implementation was classified into four categories 
according to the final score: not implanted, < 25; incipient, 
> 25 and < 50; intermediate, > 50 and < 75; and advanced, > 75. 
The score was assigned by the researcher who conducted the 
study and, in order to validate the degree of implementation 
more rigorously, an external researcher was invited to assign 
his own score according to the evidence collected. Afterwards, 
the scores were compared and, in the face of disagreements, a 
third researcher was invited to facilitate a consensus.

Ethical aspects

The study complied with the National Research Ethics 
Committee norms, in accordance with resolution number 
466/2012, which provides guidelines and regulatory norms for 
human research, and was submitted to, and approved by, the 
Research Ethics Committee of Instituto de Saúde Coletiva da 
Universidade Federal da Bahia [Collective Health Institute of 
Universidade Federal da Bahia] under protocol no. 07/2012.

The participation of the subjects interviewed was voluntary 
and took place following agreement to, and signing of, the 
Informed Consent Form.

RESULTS

The logic model and the matrix of measures proposed as 
NHHCP’s framework were evaluated by the experts, who 
considered most of the criteria as very important or important, 
having presented a high degree of consensus (Table 1).

From the implementation analysis at the state level, it was 
observed that none of the dimensions obtained a score corresponding 
to an advanced degree of implementation (Figure 2). Rather, an 
incipient degree of implementation of the NHHCP at the state 
level was evinced considering the level scores separately and the 
sum of all levels in relation to the total score (41.5%) (Chart 1).

Table 1. Criteria analyzed by NHHCP experts according to the degree of consensus and importance

Classification of scores

Management Organization Political Context Total

Round 1 Round 2 Round 1 Round 2 Round 1 Round 2 Round 1 Round 2

N % n % n % n % n % n % n % n %

Importance (Mean)

Very Important > 9 9 81.8 10 90.9 3 37.5 5 62.5 4 57.1 5 62.5 16 61.5 20 74.0

Important > 8 and <9 2 18.1 1 9.0 3 37.5 2 25.0 2 28.5 1 12.5 7 26.9 4 14.8

Slightly Important < 8 0 0.0 0 0.0 2 25.0 1 12.5 1 14.2 2 25.0 3 11.5 3 11.1

Total 11 100 11 100 8 100 8 100 7 100 8 100 26 100 27 100

Consensus (DP)

High degree < 1 5 45.4 6 54.5 1 12.5 4 50.0 4 57.1 5 62.5 10 38.4 15 55.5

Consensus > 1 and < 2 5 45.4 5 45.4 3 37.5 2 25.0 1 14.2 1 12.5 10 38.4 8 29.6

Low degree > 2 and < 3 1 9.09 0 0.0 3 37.5 1 12.5 0 0.0 0 0.0 3 11.5 1 3.7

Dissensus > 3 0 0.0 0 0.0 1 12.5 1 12.5 2 28.5 2 25 3 11.5 3 11.1

Total 11 100 11 100 8 100 8 100 7 100 8 100 26 100 27 100
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DISCUSSION

The NHHCP Management

At the management level, the planning dimension presented 
a low degree of implementation, considering that hearing health 
care is mentioned in the state health plan(19). The 2009 annual 
management report(19) describes the construction of the state 
plan for health care of disabled persons as an achieved goal 
[emphasis added: refers to the “persons with disabilities”](19). 
However, the interviews show that planning does not apply 
as a management tool, as can be observed in some narratives:

[…] In our case, as the management, we play a role in 
monitoring, monitoring of this network, although we don’t 
determine how it should work. It [management] knows 
how to work as per the ordinance […] We supervise to 
make sure the duties are fulfilled. But our planning, as 
management, as the State, involves the organization of 
reviews, visits […] (Technical Area Manager).

When asked if he can remember any planning situation: 
“No, I can’t.” (Manager of Provider A).

There is no planning, you can’t get consistency from this 
question, because there isn’t any planning. We follow the 
ordinance. It is about the ordinance, period. We follow all 
of the procedures and SUS supervises us […] (Manager 
of Provider B).

I think it is not fully planned. I think that things… In fact, it 
is not at all planned. I think that things happen and, as this 
develops, things get done […] (Manager of Provider C).

The sub-dimension of participatory planning was assigned 
the degree of “not implemented”, since this practice is operated 
only by the technical staff of the State Health Department, at 
the bureaucratic sphere, according to the following reports:

Planning begins in management, goes through the board, 
and moves on to the superintendence, which is immediately 
above the board. From there, it goes to the secretary’s 
office to be signed. For approval […] It [planning] is 
really more related to the technical group […] Here 
and there, the health councils take part. […] (Technical 
Area Manager)

[…] We work as per the ordinances, but we seldom 
have meetings—only when it is necessary. (Manager of 
Provider B)

Sometimes, they call us, but not the users. There are few 
moments of meetings.[…] If it exists, I do not know it. 
(Manager of Provider C)”

However, it is known that planning is necessary for a better 
deployment of collective, social, and institutional actions with 
shared responsibilities. Planning helps to mobilize will, and 
to identify problems and the means to solve them. It elevates 
people’s health consciousness, fostering political interest in 
health care. Furthermore, when socialized, planning allows 

the large number of employees in the institutions to focus their 
work on explicit intentions(21).

In the evaluation dimension, the merely supervisory role of 
the state management was clearly observed. According to the 
narratives, the regulatory character of the state concerning the 
population’s health becomes apparent:

We evaluate the physical infrastructure, medical records, 
and the number of patients seen, both for consultations 
and examinations, as well as the distribution of prostheses, 
in the case of hearing care. So all this is evaluated in 
order to verify if it complies with what is expected from 
that institution compared to the resources it receives, 
right? […] We grant the resources, but we evaluate if 
that resource is used well […] (Technical Area Manager)

[…] The state is an inductor, an organizer of the system, 
it supervises it, but the real policy-makers are the 
municipalities […] (State Secretary of Health).

[…] It is always in the sense of checking if you are really 
doing what you pledged, if you are performing exams. 
It is much more about punishment, about looking for 
something to try and discredit the service, than about 
conducting an evaluation to find out if the service needs 
help with something (Manager of Provider C).

The 2008(19) management report indicates the supervision 
of the rehabilitation network and partner entities services 
for care to persons with disabilities, pointing out that, out of 
32 planned supervisions, 16 were actually performed. The 2009(19) 
management report set the goal of undertaking 50 visits and 
performed 48—it should be noted that these are not exclusively 
dedicated to hearing health services. As evaluation is carried out 
from a supervisory and regulatory perspective, no evaluation 
concerning the quality of the services was observed. This 
criterion obtained a score compatible with an incipient degree 
of implementation.

In the decision-making sub-dimension, it was observed that 
the network does not have information systems to support the 
evaluation and decision-making process, although one of the 
services within the direct administration developed a software 
for this purpose that was made available to the state network. 
According to the data collected, a low degree of implementation 
was assigned.

As shown in Figure 2, the service regulation dimension was 
the one presenting the highest score—the only one considered as 
intermediate, with 62.5% of the maximum score. The attribution 
of this disparate score in the state is justified by recurrent 
narratives referring to the presence of audits, rather than by the 
regulation of procedures as, despite the existence of a regulatory 
complex, many users still have access to high complexity care 
upon spontaneous demand.

Yes, the state carries out audits. Monthly. Even in order 
to grant the hearing aids. Hearing aids require an 
“approver”—we call them “approvers”, the people 
that come here and whose work allows us to make these 
procedures (Manager of Provider A).
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[…] We call them “approving doctors”. They come, look 
at the medical records, check if the patient was tested, if 
they received the device, and if they are being followed 
up […] (Manager of Provider B).

[…] 90% of the service use is spontaneous. People hear 
in the media, and from us, that we operate in the entire 
state, that we have units. So, we disseminate this service 
a lot (Manager of Provider B).

In spite of the importance of the speech-language therapist 
for control and audit, as most of the procedures fall under their 
competence, the presence of this professional was not observed 
in the accomplishment of this activity.

System organization

The system organization level received the lowest score. A more 
in-depth analysis per dimension determined that implantation of 
hearing health care regionalization was incipient. According to 
the narratives of the individuals interviewed, actions in primary 
care have not been properly undertaken:

[…] They (patients) are assessed in a FHP (Family 
Health Program) [PSF – Programa de Saúde Familiar], for 
instance, and diagnosed with hearing impairment. If the 
doctor or the FHP team were aware of these services, 
they’d refer these patients. Nowadays, this doesn’t work 
(Technical Area Manager).

[…] Today, this articulation is very poor […] Preventive 
care hasn’t been effectively provided in the basic units 
(Manager of Provider B).

The continuing education and training actions aimed towards 
primary care for prevention, identification, and monitoring of 
hearing impairment cases were considered incipient. This is 
justified by the existence of a few particular actions, such as 
the “Hearing Health Day” seminary, noted in the annual report 
management of 2008(19), as well as the holding of seminaries 
and workshops aimed at the rehabilitation network teams in the 
state. In addition, it is known that training per se does not ensure 
incorporation of these practices in the primary care work process.

Primary health care favors the regionalization of health actions. 
Although the NHHCP proposes strategies for the promotion, 
prevention, early identification, and monitoring of hearing 
impairment, there are still specificities that, to some extent, 
require the presence of a speech-language therapist to follow-up 
these actions. However, complying with the strictly normative 
ordinances does not provide for the intersection of policies, but 
rather a shift from rehabilitation to specialized attention alone. 
Close follow-up of the user by a speech-language therapist may 
represent an important measure to reduce cost‑effectiveness(8,22).

With regard to the distribution and implantation of services and 
procedures, it was observed that they occur according to ease of 
implantation and population size. The services are overcrowded 
in the two most populous cities, which are macro-regions 
headquarters of health care; however, the distribution of services 
is also not based on epidemiological data and historical series 
of procedures performed for their distribution. This may lead 
to the results observed in another study, which found evidences 
of inequity of access by the public(4,6).

The lines of care dimension were analyzed based on the 
understanding that this is the flow mechanism the user must 

Figure 2. Degree of implementation of the NHHCP analyzed at the state level per dimensions
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follow from access to the health service to follow-up of the 
hearing impairment. However, it was evinced that this dimension 
is an important barrier because there are no well‑defined flows 
nor a line of health care dedicated to hearing. The logic of 
service to spontaneous demand predominates—i.e. it overlaps 
the organization based on referral and counter-referral started 
in primary care. It is believed that the use of care management 
techniques can increase the degree of implementation of the 
system organization dimension and strengthen the policy, 
improving health outcomes for users, as well as contributing 
to managers’ decision-making(23).

The lines of care are constituted according to the user 
and their health needs and imply organizational devices that 
continuously call for dialogue and commitment among caregivers 
and managers of the different health units in order to enforce a 
responsible and transversal coordination of the actions with the 
aim of ensuring integrity, resolution, and efficiency of care(24,25).

Articulating actions to promote health, prevention, early 
detection, and diagnosis of disabilities is a challenge to be faced 
and demonstrates the fragility of policies aimed at persons with 
disabilities(26).

Political context

The political context was analyzed in its dimensions of 
government project, governability and ability to govern. Although 
all dimensions of this level obtained scores compatible with an 
incipient degree of implementation, this level was the one with 
the highest score compared with the others(27).

The government project aims to reveal the purpose of the 
government team and pointed to a fragility of the NHHCP as a 
state policy. Apparently, it is bound in a strictly normative manner 
to the legislation and ordinances, adjusted to the rationality of 
scarcity and the regulatory character of the State, as observed in 
the report by the State Secretary of Health, in which the problem 
of hearing impairment apparently is not a priority:

[…] In small municipalities, there is not enough volume to 
justify the creation of specific local policies. So, it stops, 
so to speak. Are you going to set up a small town school 
to benefit the deaf and the mute? For which population? 
What you’ll find is small municipalities that lack teachers 
qualified for this. So it is not a matter of wanting to do 
it. Rather: Is it possible? […] There are many barriers 
hindering the creation of public policies aimed at this. 
Imagine having a teacher talking to everyone in each 
classroom with a person next to them translating into 
sign language. It is virtually ... Not virtually-it is actually 
impossible to do that. It is difficult to contemplate these 
people. Surely, there are other difficulties in living with 
this on a daily basis that only they know (State Secretary 
of Health).

According to the managers of these services, the only 
prospect is Administrative Ordinance 793 of the Ministry of 
Health, published on April 24, 2012, which establishes the 
Network of Care for Persons with Disabilities, corroborating 
the NHHCP implementation. At the state level, there is a 

predominantly normative orientation and there is no coherent 
government project for the NHHCP implementation process. 
The managers reported the following when asked about the 
outlook for the policy:

[…] The only proposal we have today is the implementation 
of this network, this new service model. (When asked if 
the policy is one of the government’s priorities): No, it 
is not. Because in this state, auditory health policy […] 
it is not a specific policy. It is circumscribed within the 
state policy for people with disabilities, in the health care 
context. So, everyone is included in this... But everyone 
is together. We don’t have a well-defined policy here yet. 
There are only the ordinances, according to which the 
services are provided (Manager of Provider A).

[…] The proposals are the new ordinances from the 
Ministry of Health; there’s nothing other than this 
(Manager of Provider B).

[…] I don’t see any different prospects. I see a sort of 
stagnation since the last ordinance […] For a while, we 
still saw an attempt to, for instance, establish a neonatal 
screening network. It goes like this: Nobody dies of 
deafness. Thus, the priority is always around more urgent 
matters, so to speak (Manager of Provider C).

Finally, in the government project dimension, the financing 
criterion was investigated in order to analyze if the State is 
involved and plays a role, especially in other actions beyond 
what the ordinance establishes. However, it was observed that 
the State Health Department grants resources by means of an 
agreement with a single hearing evaluation mobile unit.

The governability dimension achieved an incipient degree 
of implementation. It was analyzed in terms of the autonomy 
of the Health Department to grant resources. According to the 
evidence collected from the hearing health care managers in the 
state, there is a great submission to the ordinance’s requirements, 
including financing bound to productivity of procedures. 
In addition, funds are granted exclusively to the mobile unit and 
a few training actions. With regard to investments in material 
and human resources, no evidence was found. Moreover, two 
of the three high complexity service providers are outsourced, 
which places the State in the position of supervisor, as observed 
in the evaluation and regulation dimensions. When asked 
about the decision-making process, the technical area manager 
informs that decisions move from the technical area to senior 
management for final approval, as follows:

[…] Decision-making is based on approval from the 
top: the board, the superintendence, and the Secretary 
of Health. In other words, we either identify a problem 
or create a solution for improvement. This needs to go 
through the top management. In this case, the decision goes 
from my management to the board, from the board to the 
superintendent’s opinion, and from him to the Secretary. 
The idea is put forward upon approval (Technical Area 
Manager).
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Lastly, the ability to govern dimension reveals the capacity 
and expertise of the team with regard to technical knowledge and 
ability to enforce the policy. The existence of the technical area that 
provides follow-up care to persons with disabilities was notorious. 
However, the team does not include a speech-language therapist, 
which led us to classify the criterion as in an incipient degree 
of implementation, given the need for specific speech‑language 
therapy, which can contribute greatly to the management and 
organization of the system to support the NHHCP implementation 
with greater technical‑scientific backing.

The analysis of the second criterion showed that a policy of 
this magnitude also depends on the technical‑scientific knowledge 
on collective health. None of the technical managers has been 
trained in the field of public health, although all of them are 
career public servants, which also allowed the criterion to be 
classified within an incipient degree of implementation.

The analysis of government characteristics reveals fragility in 
the NHHCP implementation context, which can cause variations 
on other characteristics of a program(14). This study reinforced the 
interrelation between the governance characteristics, expression 
of political practice, management, and practices for health 
services(28). These evidences were also pointed out in previous 
studies of analysis of health policy implementation in Brazil(29).

Apparently, decision-making has little to do with health 
information and produces few changes in terms of the reversal 
of the care model focused on individual care.

Proposing a health policy aimed at integrality points to 
the challenge of creating institutional tools that facilitate the 
distribution of technical, administrative and political power 
towards changing the organization technologies of the intervention 
and assuring the articulation with other sectors in order to ensure 
policies turned towards quality of life(12).

The right of access to health care of persons with disabilities 
points to the need for normative guidelines to go beyond the 
limits of institutional spaces in order to impact people’s lives. 
The ordinances should not be the end; rather, they should guide 
the possible means to change the current health care situation.

The normative instruments were the only ones that did not 
reflect the implementation of a public policy according to SUS 
precepts or the population’s health needs. In this way, this reality 
can be perpetuated if the importance of the interaction among 
political, management, organizational, and technical-assistance 
practices is not taken into consideration with a view to distribute 
power across institutions and thus meet the needs of those at 
whom the policy is aimed.

Limitations and advances

One limitation of this study is the non-inclusion of users 
as participants in the production of research data, since the 
predominant focus has been the evaluation of processes—in 
particular, the analysis of the implementation of actions with 
a large volume of data at the management level. However, we 
encourage future studies that may address the aspects of structures 
and results, as well as triangular documentary, observational, 
and interview data.

The advances consist in the application of an evaluative 
research method capable of identifying relevant gaps in the 
implementation process of NHHCP and that contributes a different 
perspective to field researchers by adding information beyond 
the productivity of the offer of procedures and the satisfaction 
of the users, typical of assessment results.

CONCLUSION

The article proposed a theory-logic evaluative model that 
can be used to evaluate the degree of implementation of actions 
for hearing health care. It has shown that the Policy holds an 
incipient degree of implementation in the State evaluated, having 
identified obstacles in the scope of management, organization 
of the system, and the political context.
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