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ABSTRACT
Objective: To develop a workflow protocol for Home Care (HC) services in the HC2 modality for 
children with special health care needs (CSHCN) in the state of Parana. Method: Quantitative, 
descriptive, exploratory, multiple case studies. Data was collected with professionals from the 
eight home care services in Parana. Data were analyzed using the Strengths, Weaknesses, Op-
portunities and Threats (SWOT) methodology, from which a 5W2H method of action plan was 
developed, resulting in a flow chart. Results: Considering the strategies found in Home Care 
services, such as planned hospital discharge, caregiver training, organized transportation and 
singular therapeutic project, a flow organization protocol for children with special health care 
needs in Home Care services was developed. Conclusion: The protocol developed makes it 
possible to organize the care provided to children with special health care needs in home care.
Descriptors: Child Health; Chronic Disease; Protocols; Homebound Persons; Pediatric Nursing.

RESUMO
Objetivo: Desenvolver protocolo de organização de fluxo nos serviços de atenção domici-
liar (AD) para o cuidado na modalidade AD2a crianças com necessidades especiais de saúde 
(CRIANES), no estado do Paraná. Método: Pesquisa quantitativa, descritiva, exploratória, estudo 
de casos múltiplos. Coleta de dados com profissionais dos oito serviços de atenção domiciliar 
paranaenses. Os dados foram analisados com a metodologia Strengths, Weaknesses, Opportu-
nities e Threats (SWOT), a partir da qual foi elaborado plano de ação pelo método 5W2H, origi-
nando fluxograma normativo. Resultados: Considerando as estratégias encontradas nos ser-
viços de atenção domiciliar, como alta hospitalar programada, preparo do cuidador, transporte 
sanitário organizado e projeto terapêutico singular, foi desenvolvido protocolo de organização 
de fluxo para crianças com necessidades especiais de saúde nos serviços de atenção domiciliar. 
Conclusão: O protocolo desenvolvido possibilita organizar o fluxo de atenção às crianças com 
necessidades especiais de saúde na atenção domiciliar.
Descritores: Saúde da Criança; Doença Crônica; Protocolos; Pacientes Domiciliares; Enferma-
gem Pediátrica.

RESUMEN
Objetivo: Desarrollar un protocolo de organigrama en los servicios de atención domiciliaria 
(AD) de la modalidad AD2 para niños con necesidades de salud especiales (CRIANES), en el 
estado de Paraná. Método: Se trata de una investigación cuantitativa, descriptiva, explorato-
ria, con estudio de casos múltiples. La recolección de datos se llevó a cabo con profesionales 
de los ocho servicios de atención domiciliaria paranaenses. Los datos se analizaron con la me-
todología DAFO (Debilidades, Amenazas, Fortalezas y Oportunidades), de la cual se elaboró 
el plan de acción con el método 5W2H que produjo el organigrama normativo. Resultados: 
Considerando las estrategias encontradas en los servicios de atención domiciliaria, como alta 
hospitalaria programada, preparación del cuidador, transporte sanitario organizado y pro-
yecto terapéutico singular, se desarrolló el protocolo del organigrama para niños con necesi-
dades de salud especiales en los servicios de atención domiciliaria. Conclusión: El protocolo 
desarrollado posibilita organizar el diagrama de flujo de atención a niños con necesidades 
especiales de saluden atención domiciliaria.
Descriptores: Salud del Niño; Enfermedad Crónica; Protocolos; Personas Imposibilitadas; 
Enfermería Pediátrica.

Organizational flow chart of home care for children 
with special health care needs

Fluxograma organizativo de atenção domiciliar às crianças com necessidades especiais de saúde

Organigrama de atención domiciliaria a niños con necesidades de salud especiales
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INTRODUCTION

Technological development and qualification of health profes-
sionals have led to many advances in child health care in recent 
years in Brazil, resulting in increased survival rates of children 
and highlighting a group that requires special care from health 
services: Children with Special Health Care Needs (CSHCN), which 
include those with chronic diseases(1-2).

Between nine and eleven percent of the total population of 
children and adolescents in Brazil have some type of chronic 
disease(3). For this reason, health care of these children must 
continue even after hospital discharge. With this in view, since 
2011, Brazil has implemented the Melhor em Casa Program, in 
the context of Home Care (HC)(4).

HC is important for the care of individuals with chronic dis-
eases, who require longitudinal care from a multidisciplinary 
team, which must offer comprehensive, continuous and humane 
care(4).However, a study has shown that the care network of these 
children, which has institutional and family care in its first dimen-
sion, was broad and diverse, but dispersed, with several different 
health and education professionals. This demonstrated the need 
for a better organization of services to achieve an effective care. 
The expansion and consolidation of multi-professional care is 
recommended to facilitate access to health care and improve 
the quality of life of these children and their families(5).

A study with the objective of understanding the experience 
of mothers of technology-dependent children in relation to 
pharmaceutical care identified the need for reorganizing health 
services to provide comprehensive care, agile medication dispens-
ing systems, and a network of professional support. Therefore, 
different services need to organize their workflow to provide 
efficient care for CSHCN(6).

The reality in the United States of America was similar to our 
country, as shown in a study that explored the unmet health 
needs and health care utilization among youth with special health 
care needs. It found that differences in complexity of needs, race/
ethnicity, and poverty status highlight existing gaps in health 
care utilization and persistent unmet health needs among this 
population. Finally, it recommended that efforts should focus on 
strengthening coordinated systems of care that optimally meet 
the needs of this population(7).

In this scenario, Brazil is one step ahead, as we have an or-
ganized care network, providing HC in three modalities: HC1, 
HC2 and HC3. In HC1, users are assisted by primary care teams, 
with home care provided according to their needs. In HC2 and 
HC3, care is provided by the Home Care Service (HCS), and the 
modality of care is defined according to the user’s care needs, 
frequency of home visits (HV), intensity of multidisciplinary care 
and use of equipment(8).

The HCS can be composed only of Multiprofessional Home 
Care Teams (MHCT), but can also have Multiprofessional Support 
Teams (MST)(8).HC, due to its characteristics, can also be used for 
the care of CSHCN. However, no report of a protocol for the care 
of CSHCN in HC was found in Brazilian literature. Thus, consider-
ing this specific and permanent group and the growth in their 
life expectancy, the development of a protocol is necessary to 
guide the services and professionals involved.

OBJECTIVE

To develop a workflow protocol for Home Care (HC) services 
in the HC2 modality for children with special health care needs 
(CSHCN)in the state of Parana, considering that most children in 
HC in Paraná are included in HC2.

METHODS

Ethical aspects

All ethical precepts were followed, and the study was ap-
proved by the Research Ethics Committee of the State University 
of Western Paraná.

Study design, setting and period

A quantitative, descriptive, exploratory, multiple case stud-
ies was developed. The primary data for evaluating the care of 
CSHCN in HC in the state of Parana were obtained from a data 
collection in the eight HCS of Paraná, which are located in the 
cities of Cambé, Cascavel, Curitiba, Guarapuava, Londrina, Palo-
tina, Paranavaí. and Santa Terezinha de Itaipu. The participants 
were professionals of these services and data was collected from 
August 2016 to January 2017.

These data were categorized according to the indications for the 
elaboration of service organization protocols(9).Then, the analysis 
was performed using the SWOT method (Strengths, Weaknesses, 
Opportunities and Threats)(10). Subsequently, the points listed 
were organized according to the 5W2H Action Plan(11). In the last 
step, the results were represented graphically in a flow chart.

Population, sample, inclusion and exclusion criteria

The eight HCS in the previously mentioned cities of the state 
of Paraná were identified at the beginning of data collection. 
These services constituted the sample, and one professional 
from each service responded to the data collection instrument, 
with a total of eight participants.

The first contact was by a telephone call to the coordinators, who 
were invited to participate in the study. Those who could not par-
ticipated indicated another professional from the service. Inclusion 
criteria was being an active member of the service.  It was agreed 
upon that the data collection instrument would be sent by e-mail 
and returned by the participants by e-mail in a previously scheduled 
date. The data was confirmed by telephone after sending the e-mail.

Study protocol

Service organization protocols are tools used in the manage-
ment of a service and cover the following categories: organization 
of work within a unit and within a territory; management flows 
in the proposal of the services network; evaluation processes; 
and construction of the information system, establishing the 
interfaces between the various units, between the levels of care 
and with other social institutions(9).

The SWOT analysis (which stands for strengths, weakness, 
opportunities and threats) is a tool that provides support for 
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management and planning of organizations(10) and which is used 
in research in the area of health(11-13).

Strengths are the qualities that differentiate an institution 
and represent an operational advantage in the environment. On 
the contrary, weaknesses are related to inappropriate situations, 
which give an institution an operational disadvantage in the 
environment. Strengths and weaknesses are classified as internal 
and controllable variables, while opportunities and threats are 
external and uncontrollable factors. Opportunities are the factors 
that can favor strategic action, while threats are situations that 
create obstacles to strategic action, but which, if recognized in 
a timely manner, can be avoided(10).

The third tool used, the 5W2H Action Plan, is the elaboration 
of a structured strategy for the execution and control of tasks, 
assigning the responsibilities, the method, the reason, the costs 
and the deadlines for completion. Its development is based on the 
answers to the questions ‘what?’(what will be done?), ‘who?’ (who 
will do it?) ‘when?’ (when will it be done?), ‘where?’ (where will it be 
done?), ‘why?’ (why will it be done?), ‘how?’(how will it be done?) 
and‘howmuch?’ (how much will it cost?).These questions aim to 
define how actions will be developed to achieve the objectives(14).

In the end, the results were graphically represented in a flow 
chart, with algorithms. This allows qualifying the representation 
and facilitates its understanding by the professionals who will 
use the results(9).

Flow charts and algorithms can be used in protocols in order to 
organize and establish the flows of actions(9). Algorithms are a finite 
sequence of instructions that can be mechanically executed over a 
period of time and with a finite amount of effort. They can be designed 
to repeat steps or indicate decisions until the task is completed(9). 

In the flow chart, each algorithm begins with an oval drawing, 
representing a population of patients with a defined characteristic, 

symptoms and complaints. These oval drawings are also called 
“clinical picture”. The diamond shape represents clinical decision 
points, which have dichotomous outcomes (yes or no) and are 
decisive for the next steps, hence them being called decision 
points. The oval shape is used as an “exit”, that is, it appears when 
a process reaches a conclusive stage, and no arrows start from 
this shape, as it is a closing figure. Rectangles represent specific 
groups of the care process in which diagnostic or therapeutic 
interventions should be performed(9). 

The symbols of the flow chart should be connected by arrows, 
with a single arrow leaving an oval shape or entering a hexagon 
or rectangle and two arrows leaving a hexagon (decision point), 
which indicate the answer “yes” when going right and “no” when 
going down(9). 

Analysis of results

The information obtained was categorized for description 
and comparison with the relevant literature. The variables are 
described in absolute and relative frequency, using the Excel 
software. These data supported the elaboration of the protocol 
presented.

RESULTS

Categories for the elaboration of service organization 
protocols

The results regarding aspects of the organization of work, 
its disposition in the territory, management flows for working 
within the network, evaluation processes and systems are pre-
sented in Chart 1.

Chart 1 – Listed aspects of the Home Care Service for the elaboration of protocols. 2017

Favorable aspects Unfavorable aspects

Organization of work in the unit

Presence of MHCT in most HCS;
Own telephone line;
HCS car available without prior arrangement;
Accountability of the caregivers, with a consent form;
Work developed in a multiprofessional team, with 
exchange of experiences and construction of 
strategies based on the perspectives of the different 
professionals, aiming at a comprehensive approach.

Working hours only on day shifts and not exceeding 12 hours on most HCS;
Telephone service carried out by professionals who are mostly unqualified to provide guidance;
Most transportations without monitoring from HCS professionals;
In the majority of hospitals, there is no training provided by MHCT professionals with a higher 
education degree, and in the presence of hospital service staff;
Lack of standardization for caregiver training;
Lack of standardization of the HCS admission routine – reports made, use of forms, definition 
of the professionals responsible for the admission, information in the term of responsibility, 
therapeutic program, flow for contact with primary care, home medical records;
Lack of standardization of the first consultations, with definition of who performs the follow-up 
and how often it occurs in the first weeks;
Low utilization of the Singular Therapeutic Program (STP).

Organization of work in the territory

Criteria for follow-up on HC1, HC2, or HC3 are 
established in an ordinance.

There is no specific organization for the care of CSHCN in the territory;
Insufficient number of HCS in Parana.

Management flows in the network

Referral to the HCS not centered on the figure of the 
physician, mostly;
Diverse and decentralized referral sources;
Formal moment of transfer of care for HC1 in some HCS;
Planned hospital discharge, mostly;
There is a national care network model for chronic 
diseases.

Lack of standardization of professionals who refer to HCS;
In the majority of hospitals, there is no training provided by MHCT professionals with a 
higher education degree, and in the presence of hospital service staff
Inconstant communication between HCS and primary care in most of the services;
Discontinuation of follow-up in primary care of individuals followed in HCS in most cities;
Failure to agree on a specific flow for HCS with the emergency care network.

To be continued
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Based on this, considering the positive points of the actions 
already developed in the services and the flaws that must be fixed, 
the main issues were pointed out and then organized according 
to the SWOT methodology.

SWOT Analysis

The SWOT analysis (Chart 2) considered the factors related to the 
organization of work in the unit and in the territory, the network 
flows, the evaluation processes and the information systems.

5W2H Action Plan

The aspects listed were organized using the methodology of 
the 5W2H Action. In addition, based on the analysis of factors 
that favor and hinder the work process and on the guidelines 
for HC, an action plan for the care of CSHCN in HC2 in Parana 
was developed, according to the following topics: (a) Planned 
hospital discharge; (b) Referral to HCS; (c) Eligibility assessment; 
(d) Caregiver training; (e) Transportation; (f ) Admission script; (g) 
Singular Therapeutic Program; (h) Shared care; (i) Follow-up; (j) 

Chart 2 - SWOT Analysis of Home Care Services in Parana, 2017
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h
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Organization of work 
in the unit

Organization of 
work in the territory

Management flows 
in the network

Evaluation processes Information 
Systems

• Presence of MHCT in most 
HCS.

• Owntelephoneline.
• HCS cars available without 

prior arrangement.
• Accountability of the 

caregivers, with a consent 
form.

• Work developed in a 
multiprofessional team.

• Response time 
when staff is 
requested is not 
standardized, 
but is established 
within teams and 
is considered 
appropriate.

• Referral not centered on 
the figure of the physician.

• Diverse and decentralized 
referral sources.

• Formal meeting for the 
transfer of care for HC1.

• Planned hospital 
discharge.

• Evaluation of 
eligibility not 
centered on the 
figure of the 
physician.

• Existence of 
computer 
equipment.

• Existence of 
internet network.

W
ea

kn
es

s

• Working hours only on day 
shifts and not exceeding 12 
hours on most HCS.

• Telephone service carried 
out by professionals who 
are unqualified to provide 
definitive guidance.

• Lack of standardization of the 
admission routine.

• Lack of standardization of the 
first consultations.

• Low utilization of the STP.
• Most transportations carried 

out without monitoring from 
HCS professionals.

• Lack of standardization for 
caregiver training.

• Insufficient 
number of 
HCS in Parana, 
considering the 
rates of child 
morbidity.

• Lack of standardization of 
professionals who refer 
to HCS.

• In the majority of hospitals, 
there is no training 
provided by MHCT 
professionals with a higher 
education degree, and in 
the presence of hospital 
service staff.

• Time limitation for 
eligibility assessment 
not standardized 
among HCS.

• Lack of 
standardization 
of caregiver skills 
assessment.

• Lack of 
standardization of 
professionals who 
assess eligibility.

• Lack of 
standardization of the 
factors included in the 
eligibility assessment.

• Information 
systems do not 
communicate 
with other units.

• Information 
system focused 
on the production 
of productivity 
data.

EX
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L 
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O
p

p
o

rt
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• Possibility of requesting 
MHCT in the HCS that do 
not have it yet.

• Criteria for 
follow-up on HC1, 
HC2, or HC3 are 
established in an 
ordinance.

• National care network for 
chronic diseases.

• Participation in 
evaluative research 
and possibility of 
reflection on the 
results for changes in 
care practice

• Existence of 
an information 
system, the e-SUS 
HC, which can 
be adapted for 
communication.

Evaluation processes (for eligibility)

Evaluation of eligibility not centered on the figure of 
the physician in some HCS.

Lack of standardization of professionals who assess eligibility;
Time limitation for eligibility assessment not standardized among HCS;
Lack of standardization of the factors included in the eligibility assessment (identification 
of the caregiver, assessment of their ability to perform the necessary procedures at home, 
acceptance of home care by the caregiver, in-home evaluation and organization of patient 
transfer to home care);
Lack of standardization of caregiver skills assessment - understanding and execution of 
procedures for eligibility and during follow-up.

Information system

National e-SUS information system available for use in 
states and cities.

Information systems do not communicate with other units;
Referral to home care depends on a time-consuming process;
Insufficient implementation of electronic and interconnected medical records.

Note: MHCT: Multiprofessional Home Care Teams; HCS: Home Care Service; CSHCN: Children with Special Health Care Needs.

To be continued

Chart 1 (concluded)
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Telephone guidance; (k) Electronic and interconnected medical 
records; and (l) Specific flow in the emergency network. Cost 
analysis was not applied at this stage.

a) Hospital discharge planned by the hospital staff; when a 
child with special health care needs who will be discharged 
meets criteria for follow-up in HC2, refer the child to HCS. 

b) Referral to HCS done by nurses, physicians, physical thera-
pists and social workers from hospitals (public or private) 
when CSHCN meet the criteria for follow-up in HC2, using 
their own form, by e-mail or electronic medical record.

c) Eligibility assessment in hospitals (public or private), done 
by MHCT professionals with higher education, within one 
to seven days after receiving the referral. It includes the 
identification of the caregiver, the evaluation of their abil-
ity to perform the necessary procedures at home and their 
acceptance of home care.

d) Training of the caregiver conducted by MHCT professionals 
and hospital professionals with higher education degrees, 
after patients is considered eligible for HC2, including 
guidance and demonstrations to instruct the caregiver in 
relation to the care that will be required at home.

e) Transportation from hospital to home (when the caregiver 
is already trained), with a patient transport vehicle from the 
HCS or from the city hall, according to the established flow. 
Transportation with monitoring of an HCS nursing techni-
cian and with a kit of materials for home care. This flow aims 
to convey safety to parents who are leaving the hospital 
and assuming home care, as the transition will occur with 
the service professional who will continue the follow-up.

f ) Admission script. After transfer to home care, MHCT profes-
sionals with higher education are responsible for admis-
sion to HCS, reinforcing care guidelines with the support 
of printed materials, and explaining HCS care, providing 
telephone contact and reading the Term of Responsibility 
of the Caregiver, in which the caregiver assumes the respon-
sibility of performing the care as guided by the HCS team.

g) Singular Therapeutic Program developed by the MHCT along 
with the caregiver, in the first HV after admission (within 
one week), addressing diagnosis, goal setting, division 
of responsibilities and tasks, and re-evaluation planning. 
Evaluation and implementation of actions by MST profes-
sionals within the same week, upon request by the MHCT 
and according to the needs identified in the STP.

h) Shared care. Communicate the primary care referral unit on 
the admission to HCS and send the case report and the STP 
monthly, via electronic medical record or e-mail, requesting 
the unit’s contribution in the division of responsibilities and 
the continuity of follow-up in primary care for patients in 
HCS.At the time of transfer of care to HC1, hold a meeting 
with the MHCT and the staff of the primary care referral 
unit in the health unit.

i) Follow-up with HVs at least once a week, according to the 
team’s schedule or at the request of the family caregiver, 
with a car that is available in the HCS. The follow-up includes 
observation of the performance of care, evaluation of the 
child’s evolution and orientation on new care, if necessary. 
The professionals must identify needs for professional 
support in the family and provide it within the network.

j) Telephone guidance performed by qualified professional or 
someone in contact with MHCT on mobile phone. Guidance 
is for clarifying doubts or for cases of destabilization of the 
child, without emergency. If necessary, a re-evaluation is 
provided by MHCT or MST.

k) Electronic medical record interconnecting the HCS, the 
primary care units and other parts of the health care net-
work for the registration and exchange of pertinent referral 
information.

l) Specific flow in the emergency network, where the Mobile 
Emergency Service (SAMU) provides urgent and emergency 
care, with home or hospital outcome, and support when 
there is no care in the HCS.

Graphic representation

Figure 1 presents the flow chart for CSHCN in HC2, developed 
based on the successful experiences pointed out by the partici-
pants. The flow chart is in the phase of clinical validation in the 
services participating in the study.

DISCUSSION

The strategic plan developed from the SWOT analysis made it 
possible to evaluate each sphere involved in the organization of 
work in the service and in its context. In a study(13) on solid waste 
management, conducted in a city in the state of São Paulo, Brazil, 
this method of analysis also contributed to the understanding 
of the problem.

EX
TE

R
N

A
L 

FA
C

TO
R

S

Th
re

at
s

Organization of work 
in the unit

Organization of 
work in the territory

Management flows 
in the network

Evaluation processes Information 
Systems

• The way care is organized 
is different in each HCS 
surveyed, denoting the 
absence of care protocols.

• Lack of flow of 
care for CSHCN in 
the territory.

• Inconstant communication 
between HCS and the 
health care network.

• Discontinuation of follow-
up in primary care of 
individuals followed in HCS.

• Failure to agree on a 
specific flow for HCS 
with the emergency care 
network.

• Lack of self-
assessment or even 
formal assessment 
from the State 
in relation to the 
services provided.

• Referral to home 
care depends on a 
time-consuming 
process.

• Insufficient 
implementation 
of electronic and 
interconnected 
medical records.

Note: MHCT: Multiprofessional Home Care Teams; HCS: Home Care Service; CSHCN: Children with Special Health Care Needs; STP: Singular Therapeutic Program. 

Chart 2 (concluded)
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The work is organized in the unit according to 
the reality of the territory. The work organization 
aims to create answers that can modify reality, 
acting on the determinants and producing health 
by generating knowledge, feeding the information 
system and connecting institutions in the health 
sector or outside it(9).

Thus, for the organization of work in the territory, 
services should use protocols that best meet the 
needs identified in their territories(9).

Territorialization can be described as the process of 
appropriation of space by Primary Health Care (PHC) 
services. In other words, it is the process of establish-
ing territories covered by PHC units, aiming to clearly 
define the areas of work of primary care services(15).
This concept can be extended to home care. The 
insufficient number of HCS in the state may affect 
the number of hospitalizations of children, which in 
2015 and 2016 corresponded to 84,787 and 88,667, 
meaning that about 10.9% of hospitalizations in Parana 
were of children up to ten years old(16).

Management flows refer to the definition of re-
ferral and counter-referral actions among services, 
in order to facilitate access, longitudinally and 
continuity of care(9). As PHC is the level of health 
care that is the closest to users of the Unified Health 
System (SUS) and its actions are developed in the 
Basic Health Units (BHU), it represents the entrance 
way and the communication center with all the 
healthcare network(17)

.Therefore, it is responsible 
for the referral from PHC to the other levels of care, 
while in the counter-referral, the user returns from 
the other levels of care to PHC(17).

In realities in which referral and counter-referral 
systems occur through precarious and bureaucratic 
flows, the possibilities of coordination between 
levels of care are obstructured(18). 

The analysis of the evaluation processes is related 
to monitoring and judging an intervention, with 
the objective of making an analysis of the action 
implemented and assisting decision making, lead-
ing a new path(19).

Information systems have the purpose of select-
ing data that is relevant to services and transforming 
it into information necessary for decision-making 
processes. They are a mechanism for collecting, 
processing, analyzing and transmitting the infor-
mation necessary to plan, organize, operate and 
evaluate health services(20).

In this sense, the e-SUS Primary Care (e-SUS PC) 
was developed as a strategy of the Department of 
Primary Care (DAB), of the Ministry of Health, aimed 
at restructuring the information of PC at national 
level and qualifying information management; in 
order to increase the quality of the service delivered 
to the population(21).Figure 1 - Flow chart for Children with Special Health Care Needs in HC2

Identification of Children with Special Health Care

YES

NO

YES

NO

YES: Nurses, physicians, physiotherapists, and social workers of the hospital send referral 
form via e-mail to the HCS

Eligibility assessment within one to seven days, performed by MHCT professionals with higher education

NO: Prepare caregiver again 
until care is sufficient

Transportation by a patient transport vehicle from the HCS or from the city hall on scheduled date, with an HCS nursing technician 
and a kit of materials for home care

Admission by the MHCT, reinforcing care guidelines with the support of printed materials, and explaining HCS care, providing 
telephone contact and reading the Term of Responsibility of the Caregiver

Development of the STP by the MHCT along with the caregiver, in the first HV after admission (within one week), 
addressing diagnosis, goal setting, division of responsibilities and tasks, and re-evaluation planning

Communicate the primary care referral unit on the admission to HCS and send the case report and the STP, via electronic 
medical record or e-mail, requesting the unit’s contribution in the division of responsibilities

Follow-up with HVs at least once a week, including observation of the performance of care, evaluation of the child’s evolution and orientation on 
new care. The professionals must identify needs for professional support in the family and provide it within the network.

Monthly communication with the primary care referral unit on the follow-up of the child, via electronic record or e-mail

Caregiver contacts HCS by phone

Evaluation by MST professionals according to the STP, with implementation of actions within the same week

Organization and scheduling of transfer 
to home done in the HCS

YES: Eligibility assessor identifies a responsible caregiver, assessing their ability to 
perform the necessary care and verifying their acceptance for home care

Training of the caregiver by the professionals with higher education of the 
MHCT and of the hospital for the care that will be required at home. Guidance 

and demonstration of care

Hospitals 
(public or private)

NO: Remains hospitalized or is
referred to HC1 or HC3

NO: Referral by the
hospital to HC1

YES: Caregiver contacts SAMU, which will also 
provide support for times when HCS is not working. 

After emergency care at home or at the hospital, 
the child returns to HCS care

Telephone guidance 
performed by qualified professional and, if 

necessary, is re-evaluated 
by MHCT or MCT

YES: Transfer of care to HC1, after a
meeting between the MHCT and the primary 

care unit staff

NO: Follow-up on HC2 until child is
stable and caregiver is adapted

Needs follow-up 
in HC2

Caregiver is prepared?
Can he/she perform all care 

without assistance?

Destabilization 
of the child?

NO: Does the 
caregiver have doubts 

regarding care?

Is the caregiver
adapted to care?

YES: 
It is an emergency?

Meets criteria
for HC2?

Note: HC2: Home Care modalitie 2; HC1: Home Care modalitie 1; HC3: Home Care modalitie 3; HCS: Home 
Care Service; MHCT: Multiprofessional Home Care Teams; STP: Singular Therapeutic Program; MST: Multi-
professional Support Teams; HV: Home Visit; SAMU: Mobile Emergency Service.
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In 2015, a version of e-SUS PC was launched in the e-SUS HC 
module as an information system for HCS to record MHCT and 
MST production information, with the objective of qualifying 
the information used for monitoring and planning of HCS(21). 
For information systems to be efficient, they must be intercon-
nected with other health network services. However, this system 
does not fulfil the function of enabling communication between 
health care units.

Seeing that the factors that hinder the work process outnum-
bered those that favor it, it is essential to adopt an action plan that 
enhances the strengths of the HCS, so that they favor the work 
and overshadow the harmful factors. In the SWOT analysis, the 
factors were divided into the categories strengths, weaknesses, 
opportunities and threats, allowing reflection and enabling the 
elaboration of the action plan, based on the intersection of the 
information, as in studies using the same methodology(10-13).

An efficient action plan should clearly address all aspects 
involved in the process, such as the professionals responsible 
for each action, the deadlines, time and place and what will be 
considered at each step(11). Thus, all aspects pointed out in the 
action plan, such as planned hospital discharge, referral to HCS, 
eligibility assessment, caregiver training, transportation, admission 
script, singular therapeutic project, shared care, follow-up, tele-
phone guidance, electronic and interconnected medical records, 
and specific flow in the emergency network were contemplated 

and represented step by step in the flow chart, as in a study(22)

that elaborated a flow chart for care in a psychosocial care center.

Limitations of the study

A limitation of this study is the fact that, although the CSHCN care 
flow instrument in HC2 was built considering the reality of services 
and HC guidelines, it is still being tested by the services. Therefore, 
future studies should evaluate its practical application in services.

Contributions to Nursing and HC Public Policy

The elaboration of this protocol provides support for strength-
ening HC in Parana, by providing care for CSHCN, equipping the 
professionals involved, enhancing the available resources and 
organizing the work process. For the nurse, who works in all di-
mensions of HC, from organization to assistance, this protocol can 
help managing patients in their flow from hospital to home care.

CONCLUSION 

The study presented an organizational flow chart for CSHCN, 
prepared by nurses for HC in the state of Parana, based on a 
methodology derived from organizational management. This has 
contributed to the production of health management technologies.
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