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ABSTRACT
Objective: this article discusses comprehensive care as a guiding tenet of the Brazilian Unifi ed Health System (SUS), outlining 
health care practices, especially nursing, and the relationships built by subjects in action by means of different knowledge. 
Methods: this is a theoretical refl ection that aims to propose dimensions of analysis (access to services, reception, links, lines 
of care, accountability, and responsiveness), with an emphasis on the dilemmas and challenges of nursing. The proposed 
dimensions analyze the production of care and its political and technical aspects. Conclusion: care should be the focus of all 
health care work, bearing in mind that intervention for technological action of each profession goes beyond the core of isolated 
knowledge, as is the case of nursing, which is connected to other professional practices, and can peruse other territories that 
operate through relational technologies, entering into the world of the needs of users and families.
Key words: Health System; Nursing; Comprehensive Health Care; Nursing Care.

RESUMO
Objetivo: o texto discute o cuidado integral como um caminho orientador do Sistema Único de Saúde (SUS), demarcando as 
práticas de saúde, em especial da Enfermagem, e suas relações edifi cadas pelos sujeitos em ação por meio dos diferentes saberes. 
Métodos: trata-se de uma refl exão teórica com o objetivo de propor dimensões de análise (acesso aos serviços, acolhimento, 
vínculo, linhas de cuidado, responsabilização e resolubilidade), enfatizando os dilemas e desafi os da Enfermagem. As dimensões 
propostas analisam a produção do cuidado, seus aspectos políticos e técnicos. Conclusão: considera-se que o cuidado deveria 
ser foco de todo o trabalho em saúde, tendo em vista que a intervenção para a ação tecnológica de cada profi ssão vai além do 
núcleo de saber isolado, como é no caso da Enfermagem que, se conectado a outras práticas profi ssionais, pode trilhar outros 
territórios que operam por meio de tecnologias relacionais, adentrando para o mundo das necessidades dos usuários e famílias.
Descritores: Sistema de Saúde; Enfermagem; Assistência Integral à Saúde; Cuidados de Enfermagem.

RESUMEN
Objetivo: el texto aborda la atención integral como un trazado de rector del sistema único de salud (SUS), demarcando las prácticas 
de salud, especialmente de enfermería y sus relaciones construidas por los actores en acción por medio de diferentes conocimientos. 
Métodos: es una refl exión teórica para proponer dimensiones de análisis (acceso a servicios, acogimiento, vinculo, líneas de 
atención, responsabilidad y resolución), haciendo hincapié en los dilemas y retos de la enfermería. Las dimensiones propuestas 
analizan la producción de cuidado, sus aspectos políticos y técnicos. Conclusión: se considera que cuidado debe ser el foco de 
todo el trabajo en salud, teniendo en cuenta que la intervención a la acción tecnológica de cada profesión va más allá del núcleo 
de saber aislado, como es el caso de enfermería, que está conectada a otras prácticas profesionales, puede perseguir otros territorios 
que operan a través de tecnologías relacionales, entrar en el mundo de las necesidades de los usuarios y sus familias.
Palabras clave: Sistema de Salud; Enfermería; Atención Integral de Salud; Cuidados de Enfermería.
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INTRODUCTION

The ideas presented in this text are synthesized in reflections 
that the authors have been developing in recent years, based on 
collective theoretical discussions and practical experience, expe-
rienced by professors and researchers of the Center for Integrated 
Research in Public Health in the Department of Health of the 
Feira de Santana State University and other partner institutions, 
involving groups and researchers in nursing and public health.

This article seeks to consider the production of comprehen-
sive health care, which necessarily includes reflection on the 
Brazilian Unified Health System (SUS, as per its acronym in 
Portuguese). The numerous discussions on this subject have 
spurred challenges to conceptions of models of health care, 
causing tensions that propel further reforms in ways of thinking 
and doing health care in the daily services and practices in the 
SUS. That is, to consider comprehensiveness as a guiding tenet 
of the organization of care, the network of care and policies, 
implies dialogue and democratic interaction of the subjects in-
volved in the construction of responses capable of considering 
the differences expressed in the demands in health care(1).

In this sense, the practices learned during the process of 
care production would have to address the needs of users with 
tools that go beyond implementation of technical, scientifical-
ly-based knowledge, but which are also drawn from political, 
organizational and symbolic fields. Specifically, this means 
putting at the center of the discussion the way care has been 
outlined in the daily services that can respond, in large part, 
for the low impact of the actions produced and the dissatisfac-
tion of users in relation to the system. One of the weaknesses 
of these actions is the structuring of the health care system, 
still focused on procedures, with a core technology that values 
biomedical knowledge and practices as guiding principles in 
the production of health care actions.

Health care services need to assume one of its most impor-
tant tenets: to promote intervention focused on the user that is 
capable of enabling autonomy of individuals in their lifestyles, 
without losing sight of the dimension of care that should be 
present in every health care action. It is through dialogue and 
negotiation, marked by intersubjectivity between worker and 
user, that it is possible to find ways to meet the needs set forth 
at this meeting.

That said, it is important to reflect on the operating mode 
of health care (and nursing) practices, and its interfaces with 
the SUS system, as well as the purpose of these to meet the 
needs of system users.

Such practices are social and historical, and recognize the 
nuclei of specific and interconnected skills operating in indi-
vidual and collective care, demarcated by health care (care 
practices) as the possibility of more comprehensive and bet-
ter quality health care work. In this perspective, the powers 
and questions that permeate the practices are highlighted, 
with openness to creativity and innovation. Workers need to 
step aside and let of their centrality, guided by systematic and 
univocal knowledge. Workers need to facilitate, and must pro-
duce encounters among people for the passage of flows, affec-
tions and desires in an intersubjective manner(2). Management 

practice is inserted as part of this care, with actions of co-
ordination, supervision, evaluation and educational practice, 
which is produced in acts, orientation processes, dialogue 
and negotiation among staff, users and families.

Thus, the incorporation of comprehensive practice is one 
of the challenges in building a universal and equitable health 
care model, considering that the work of nursing in primary 
care has two dimensions: care and management. The first, 
focused on individual and public care, and the second, on 
actions of coordination and supervision of care, are both 
prevalent in nursing, constituting a human work process in 
the field of health, which is first and foremost the production 
and reproduction of social humans, historically determined by 
producing goods and services geared to health needs(3).

However, when taking the practice of nursing as the ob-
ject of analysis, its centrality in everyday dynamics of health 
care (individual and public), through activities of promotion, 
prevention of disease, recovery and rehabilitation of health, 
indicates interfaces with other knowledge and practices.

Nursing is responsible for the care, comfort, embracement 
and well-being of patients, by providing care and coordi-
nating other sectors for the provision of care, and promot-
ing patient autonomy through health education(4).

In this perspective, the process of health care education 
would have to recognize the coexistence of scientific knowl-
edge and applied science with life standardization strategies, 
thereby placing in health care practice possibilities of aligning 
different modes of living and lifestyles in processes of micro-
political meetings between health care workers and users(5), 
encouraging freedom and the possibility of exercising creative 
capacity for problem solving in the exercise of care.

What must be emphasized here concerns the relationships 
built by the subjects in action, to produce care that establishes 
connections with different knowledge, practices and people. 
Thus, to discuss comprehensive health care requires critical 
reflection on the political, organizational and technical di-
mensions that guide it.

 The political dimension involves access to health care 
services in their complexity and polysemy(6); the organiza-
tional and technical dimensions are portrayed in meetings, 
in distinct spaces of the care network, by incorporating the 
relational dimensions (embracement and bond) to the clini-
cal, and enable specialist orientation and the consolidation 
of lines of care for the resolution of real and symbolic health 
problems/needs(7). The production in the field of nursing lacks 
reflections that address dimensions of analysis based on the 
fields above, considering that studies in this direction were 
not identified. This production concerns specific clippings(8-9) 
or the process of care related to the organization of work in 
health and nursing(10).

The aim of this study was to propose analytical dimensions 
for the production of comprehensive care in the SUS network, 
emphasizing the dilemmas and challenges of nursing. The di-
mensions shown in Table 1 provide the potential to develop 
studies for critical and reflective analysis of the object of study.
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ANALYSIS DIMENSIONS OF THE PRODUCTION OF 
COMPREHENSIVE HEALTH CARE

The dimensions of analysis are summarized in Table 1: ac-
cess to health care services, embracement, bonding, lines of 
care, accountability and responsiveness. The aim is to estab-
lish connections in the organizational dynamics of the net-
work, in its political and technical aspects.

The first dimension is political, and considers access to 
health care services as a category of analysis of health care 
policies, relating it to living conditions, income and educa-
tion, and encompassing accessibility to services that goes be-
yond the geographical. It also involves other issues, including 
economic (user spending on the service), cultural (beliefs, val-
ues and identities of social groups), and organizational (flow 
of care, supply and demand of practices and services), in ac-
cordance with the requirements of the population(6).

Access is a complex and fundamental theme, present in the 
international literature(11-13), concealed by economic difficul-
ties and barriers related to lines to schedule consultations and 
medical care. Whereas 80% of the health care needs of the 
population can be resolved in primary health care (PHC), the 
organization of care at this level is pressing, involving the lo-
cation of the unit close to the population it serves, timetables 
and days when it is open to treat people, the degree of toler-
ance for unscheduled consultations, and how much the popu-
lation perceives the convenience of these aspects of access(13).

In the national context(6,14), access is discussed in differ-
ent perspectives, involving the availability of health care re-
sources and the capacity of the public network to produce 
services that respond to the needs of the population. In this 
sense, health care workers recognize the limitations of access 
to the Family Health Strategy (services inaccessible to the 

community, lack of training and insufficient number of work-
ers) and the strengths (communication between community 
agents and communities, provision of educational informa-
tion and focus on care of children). Thus, having access to 
health care services not only means an entry of the users to 
the primary health or hospital network, but also seeking care 
that attends to their health care needs, transforming the real-
ity(15). Quality access to health care services improves peoples’ 
lives, considering that by obtaining access to services, users 
have their demands and needs met.

Inequalities of access are one of the main challenges to be 
overcome so that the Brazilian public health care system is 
responsive, in accordance with its established principles and 
guiding directives. In this sense, the production of comprehen-
sive care should be designed and implemented according to 
socially determined needs, in addition to intervening in reality, 
in an articulate manner in which accountability is shared(6).

Embracement is the second dimension of analysis in the 
formation of a new practice, valuing communication of the 
health care team with users, as a space for attention and active 
listening, giving appropriate responses to each person during 
the entire process in health care units (embracement, atten-
dance by means of consultation, external referral, follow-up, 
rescheduling and discharge). Embracement provides a range 
of services needed, as well as full accountability for the health 
problems of a collectivity, by means of available technologies, 
valuing light technologies and recognizing their relevance in 
health care(16). Bonding is the third dimension, and can en-
able the expansion of relational bonds, developing affection 
and increasing the potential of the therapeutic process. In this 
sense, shared accountability is paramount, that is, the ability 
to perceive singularities and invest in individual and collective 
capacity to make choices(17).

Table 1 - Dimensions of analysis of the production of comprehensive health care(6-7)

Dimension of analysis Definition

Access to health care services This dimension crosscuts all health care practices, and involves aspects related to practice (technical) 
and the organization of care, as well as political, economic, social and symbolic aspects, from access 
at the entrance to exit from the health care network(6).

Embracement This involves establishing relationships with the model of health care and quality of services, and ac-
countability as product and producer of care. After all, health care professionals who actively copartici-
pate in the health problems of people, listen and talk, establish accountability in two ways, providing 
care - and inexorably establish embracement and vice versa(6).

Bonding Bonding enables exchange of knowledge between the technical and the popular, the scientific and 
empirical, the objective and subjective, converging them to perform therapeutic acts shaped by the 
subtleties of each public and person, delineating other meanings for comprehensive health care(7).

Lines of care Organization of production processes of care in the network from various fields of knowledge and 
practice, at the individual and collective level, in the construction of a comprehensive and effective 
health care model.

Accountability Accountability in the act of caring for people, in a movement aimed at expanding the therapeutic act, 
valuing the uniqueness of each service user, in a manner that is shared among staff, users, families 
and managers of the system.

Responsiveness Responsiveness to demands according to individual and collective needs, whether at the entrance or 
other levels of the system. 
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Thus, bonding must be inherent to teamwork, in order to 
solidify shared and pleasurable work, placing the user at the 
center of the process of producing practices.

The fourth dimension is cross-cut by lines of health care, 
conceived as institutional arrangements and ways of manag-
ing micropolitics of a particular service or institution, so as to 
result in work based on solidarity and responsiveness on the 
part of all health care workers, to meet the needs of users(5).

Work would have to be integrated and not fragmented, 
gathering in the production chain of care a cast of program-
matic actions and services the unit offers, and referrals to spe-
cialized consultations (medium level), tertiary services, domi-
ciliary hospitalization and other community services(13).

Without breaking the isolation, without the production of 
new technologies for health care, and without putting the con-
struction of lines of care on the agenda of management of the 
system (breaking with the isolation of the basic care and with the 
bureaucratic hierarchy), it will be difficult to break with hege-
monic concepts and practices of health care, or to produce qual-
ity health care that meets the expectations of users. All these ele-
ments are indispensable to the policy of consolidating the SUS.

Accountability, the fifth dimension of analysis, seeks to 
face the challenges of the health-disease process, incorporat-
ing into the therapeutic act the appreciation of the other, con-
cern with care and respect for the worldview of each person. 
Therefore, accountability is to aid the strategies of promotion, 
prevention, cure and rehabilitation of users.

Responsiveness goes far beyond the technical effect that 
health care professionals can achieve, and simultaneously in-
volves practical success, namely, the appropriate response so 
that users and communities understand what life and health 
mean in their contexts. In this perspective, it involves issues 
that relate not only to the organization of care, but also pro-
fessional conduct and the relationships established between 
health care teams and users(18).

Thus, responsiveness is closely related to the act of em-
bracement, since the identification of health care needs in-
volves the incorporation of the diversity of people who de-
mand the health service for the production of care. Tolerance 
of differences is fundamental in the relationship between pro-
fessional health workers and users, and, therefore, the practice 
of listening needs to be developed considering the situational 
singularity of each user. This will make it possible to expand 
identification of needs and potentials for practice guided by 
comprehensiveness.

The proposed dimensions refer to meeting health care needs, 
according to the precepts of the SUS, since they seek to discuss 
the organization of practices as part of an articulated health 
care system, resulting in greater satisfaction of workers and us-
ers, in relational dynamics, without losing sight of political and 
technical aspects which underpin the health care system.

DILEMMAS AND CHALLENGES OF NURSING

Health care, in particular nursing, as one of the professions 
responsible for care of individuals and the public, is rede-
fining its knowledge and practices, seeking to prioritize the 

discussion of meanings related to the construction of subjects 
to solidify a new health care model.

When cutting to the cores of nursing skills(19), dilemmas are 
present regarding practice. On the one hand, intervention is 
focused on managing therapy by nursing staff, with the ten-
sions inherent in the hierarchical process and relationships 
between people and, on the other hand, requires articulation 
with the various nuclei of knowledge and practices to exercise 
the role of a collective worker with a comprehensive and in-
terdisciplinary character.

When the institutionalization of nursing is recovered, a re-
treat of intervention in the domestic, private and family sphere 
is observed, to a movement of insertion in the public space, 
even in the 19th century, with the re-structuring of health care 
systems and the resizing of practices in the national context, 
with a predominance in the global scenario, still of private 
acts geared to individual care(20).

This panorama is based on scientific rationality, aligned 
with technologies that emerge from the productive processes 
that lead to capitalist society. However, due to the fact that 
nursing adopts care as the essence of its work, it cannot dis-
pense with intersubjective and humanized relationships that 
permeate encounters with users and families in the daily prac-
tice of health care services. This, without losing sight of other 
important elements such as beliefs, gender relations, religion 
and ethics, among others, seeking interface with scientific ra-
tionale. That is, humanized and therapeutic encounters are 
needed, articulated by teamwork projects.

Thus, care can be placed as a symbol of the essence of the 
field of health care, that should be a place that cares for indi-
viduals and the public, in the act of its production and how 
care is performed, directed, which, after all, is the purpose, if 
they are going to meet the world of the users with receptivity 
of actions and services provided.

In this sense, one of the dilemmas experienced by nursing 
resides in how care is performed on a daily basis: fragmented, fo-
cused on specific aggravations and centered on health care pro-
fessionals. One of the main challenges is the construction of new 
therapeutic bases to ensure comprehensive care, as opposed to 
a technical model that is individualized and focused on disease, 
biological knowledge and individual professional action.

It aims to achieve health lastly, which extrapolates the nor-
mative horizon established by biomedicine, of a techno-sci-
entific character, in which it relates only to morphofunctional 
normality. Health is expressed as a value of contrafact and 
intersubjective character that will never be complete, because 
it depends on the relentless and continuous search for ideas 
of well-being while one is alive, i.e., the pursuit of health is 
oriented by a kind of normative horizon, which can be called 
the “happiness project,” that will always be unfinished and 
under construction(18).

The complexity of the challenge is to assume the produc-
tion of comprehensive care as inherent to health professions 
and as a consequence of nursing practices, which should 
align with the principle of comprehensiveness, defended in 
the premise of the SUS. This seems to be one of the great di-
lemmas: its precise definition and its operationalization.
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However, these dilemmas do not reduce its importance. 
The legitimacy in producing comprehensive care constitutes 
a fundamental mechanism to strengthen the other two prin-
ciples, universality and equity.

For this purpose, it is necessary to think in two directions: 
a policy which extends the commitment of governments and 
managers of the system in the formulation of guidelines that en-
able the redesign of financing and the model of management 
and health care. In this perspective, the increase in supply of 
services would supercede bureaucratic and productivist criteria 
by overcoming the repressed demand for health care services(6) 
at the same time when the intermunicipal agreement would be 
resignified with other levels of procurement; another technique, 
which seeks to revitalize the capacity of health care workers in 
defense of a health care model that values quality of care in a 
manner that is articulate, interactive, interdisciplinary and com-
mitted to the social determination of the health-disease process 
of people who require services in the SUS network.

The idea of connectivity is defended, valuing the specific 
knowledge of each profession, while establishing commit-
ments to collective work. In summary, to provide comprehen-
sive nursing care, it is necessary to recover the dimensions 
mentioned earlier: embracement, bonding, accountability 
and responsiveness to the demands of users and families, with 
ethical and social commitment. Nursing cannot exercise care 
that is disjointed from other practices and the organizational 
context of the health care system, at all levels of technological 
density in the SUS network.

These challenges point to possibilities of interconnection 
in the thinking about and deploying of health care, demar-
cated by policy, management, technical procedures and col-
lective interaction in the act of care production. In this sense, 
health care practices, and in the case in focus, nursing, must 
have comprehensive care (individual or public) as the ultimate 
goal, operated by technological knowledge that values the re-
lational field and intersubjectivity, entering into the world of 
the users’ needs.

CONCLUSIONS

Health and nursing care practices persist with charac-
teristics of the biological-based medical model, which is 

mechanistic and centered on health care professionals, and 
emphasizes super-specialization, to the detriment of health 
care work that is able to grasp the broader needs of users and 
families, in a context which strives for comprehensive care.

This study reaffirms that the production of care must be the 
focus of all health care work, bearing in mind that intervention 
by technological action of each profession goes beyond the 
core of isolated knowledge, as is the case of nursing which, 
connected to other professional practices, can enter new ter-
ritories of knowledge and practices that function by means of 
relational technologies. The field of relations is fundamental 
for the production of care that improves the health of users by 
means of light technologies(5), in which intercessor relation-
ships are established aimed at embracement, bonding and 
accountability.

Changing the way health care work is produced is no easy 
task, and an inversion of logic that has been operational to the 
present is needed. This should take place in the actions of all 
the subjects involved in the process (managers, health care 
workers and users).

Health services need to assume one of its most important 
tenets: to promote intervention focused on the user, without 
devaluing workers, that is capable of enabling autonomy 
of individuals in their way of living, without losing sight of 
the dimension of care that should be present in any act. It is 
through dialogue and negotiation, marked by intersubjectivity 
between worker and user, that it is possible to find ways to 
meet the needs set forth at this meeting.

Nursing is assuming significant spaces in care manage-
ment, both at the micro and macro social levels. However, the 
spaces occupied have still not turned into spaces of change 
of practices, because the social determinations and historical 
contexts that influenced the way nursing exercised and exer-
cises the care process cannot be denied(2). The management 
model is bureaucratized, vertical, systematized in tasks and 
production of services.

Finally, challenges arise from new forms of organization of 
work in a modern and competitive world. Nursing needs to 
foster care that is more horizontal, seeking interfaces with oth-
er professionals and with other practices to rebuild its social 
role, seeking innovation and a balance among the technical, 
political and organizational dimensions.
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