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    ABSTRACT

    Objective: To analyze PHC medical records extracted from PEC e-SUS (Citizen’s Electronic Health Record) management reports across six health units under the supervision of a Health Coordination Office in Porto Alegre over a one-year period. Methods: This is a cross-sectional, retrospective study using data from the PEC e-SUS management system, encompassing 206,658 medical encounters recorded in 2023. Results: PHC settings are subject to high patient load, averaging 2.9 visits per person, with prominent record-quality issues, including underuse of the International Classification for Primary Care and a high proportion of missing data. The study also noted a predominance of female users (65.2%) and very limited uptake of home-based care (0.6%). Conclusions: PHC is central to the healthcare network but continues to encounter challenges related to medical record quality, staff training, and service overload. These findings highlight the need to standardize data, enhance workforce capacity, and implement more efficient technologies to optimize care delivery to the population.

     

    Descriptors: Primary Health Care; Electronic Health Records; Electronic Medical Record; Nursing.
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    Current knowledge:

    
      	
        Complete, high-quality PHC medical records are crucial for maintaining continuity of care and facilitating effective health management.

      

    

     

    
      	
        Studies indicate recurring weaknesses in PHC electronic records, including incomplete entries and limited utilization of clinical classification systems.

      

    

     

    
      	
        Ongoing gaps include effective PEC e-SUS system use, team capacity-building, and consistent data standardization.

      

    

     

    Study contribution:

    
      	
        The study demonstrates notable PHC overburden, with an average of 2.9 visits per person, revealing demand beyond the units’ current capacity.

      

    

     

    
      	
        The study underscores significant medical record inconsistencies, such as the underuse of ICPC-2 codes (International Classification of Primary Care, 2nd edition; Portuguese acronym: CIAP-2) and numerous records with incomplete fields, undermining management and continuity of care.

      

    

     

    
      	
        Disparities in emergency reporting and data completeness across health units were identified, pointing to the need for staff training and upgrades to the PEC e-SUS system.

      

    

     

    INTRODUCTION

    Primary Health Care (PHC) is recognized as a priority entry point for users into the Brazilian Unified Health System (Portuguese acronym: SUS), providing care that addresses most health needs for residents in each territory. It aims to implement health-promotion initiatives, protection measures, disease-prevention actions, diagnosis, treatment, rehabilitation, harm reduction, and health maintenance at both individual and collective levels. Beyond these functions, PHC is recognized as the structuring axis within the care network due to its close connection with people’s daily lives and its central role in coordinating care. It is guided by the Brazilian Unified Health System (Portuguese acronym: SUS) principles established in the National Policy for Primary Health Care(1-3), including universality, accessibility, continuity in care, integrality, accountability, humanization, and equity. Primary Health Care (PHC) also serves as the fixed pre-hospital segment within the Emergency and Urgency Care Network (Portuguese acronym: RUE)(4).

    PHC provides services ranging from monitoring life cycles, managing acute and chronic conditions, and delivering first-line care for urgent and emergency situations, to transferring/referring patients to other points in the healthcare network, as needed(4). PHC faces a wide range of health situations and problems – from minor cases to highly complex conditions –, which impose different workload degrees on their teams. Primary care teams are constantly involved in the everyday health-related dynamics of the communities they serve.

    In this context, primary care teams’ ability to receive and attentively address users’ demands and needs, whether at home, in the community, or within the health unit is a critical aspect(3). This should be reflected in PHC medical records, which must remain clear, accurate, and timely(5-7). Records comprise information on events, health situations, care provided, referrals, and follow-up, and must be complete, objective, and concise, arranged to facilitate clear understanding and factual identification(8).

    Health records play a central role in managing health conditions at both individual and population levels(6). At the individual level, medical records serve as the primary source of information on patients and their care, documenting clinical history, progression, and services provided. They also support decision-making, continuity of care, multiprofessional communication, and care transition to other services and levels within the health system. These records also hold legal and confidential value. In this context, medical record completeness and quality directly influence patient safety and care efficiency(9). At the population level, these records support epidemiological analyses, monitor health issues, and evaluate the quality of health services across different administrative levels(6,10,11).

    In Brazil, the implementation of the Citizen’s Electronic Health Record (Portuguese acronym: PEC), integrated with the PHC e-SUS system, has become a fundamental tool for documenting information in Primary Health Care(3). By incorporating information technologies into complex workflows, this system contributes to care continuity and coordination across the Health Care Network (Portuguese acronym: RAS). Efficient data storage and integration make it possible for management reports to guide teams, enhance strategic planning, and support public health decisions(11-13).

    The PEC e-SUS system employs the International Classification of Primary Care, 2nd edition (ICPC-2, Portuguese acronym: CIAP-2) for documenting electronic health records. The system is structured around health issues and corresponding responses by the care team, and it can be used by any PHC professional, supporting multiprofessional collaboration in care delivery(13). The ICPC-2 offers a structured approach to comprehending patients’ reasons for seeking care, even when these concerns are not classified as diseases, rendering it particularly suitable for Primary Health Care by focusing on person-related issues rather than disease-based records. It also incorporates population morbidity and mortality indicators, unlike the International Classification of Diseases (ICD), which physicians are required to use, and which focuses primarily on disease diagnosis(14).

    Health records in medical charts serve as essential and legally mandated instruments for healthcare practice, documenting and supporting the quality of care provided. All health professionals are responsible for documenting their own clinical activities. Ensuring correct authorship for every medical record is essential.

    Considering PHC’s role as a component of the Emergency and Urgency Care Network (Portuguese acronym: RUE), medical record analysis sheds light on how emergency visits, referrals, and care outcomes are recorded. Additionally, medical record analysis sheds light on population needs, work processes, service organization, and aids public health management(6,15-18).

    A robust PHC system with well-organized services significantly enhances health outcomes, promotes equitable access across care levels, and ensures efficient use of care network resources(9,12,19), while reducing unnecessary referrals and preventing avoidable hospitalizations for conditions sensitive to primary care(6,14,17).

    The records also help identify challenges that need to be addressed (missing or nonspecific entries and high demand for services etc.)(10). Persistent challenges include underuse of system functionalities, poor design, staff fatigue, incomplete or inconsistent records, missing information, and, in some cases, delayed entries, all of which hinder patient follow-up and compromise both care safety and management efficiency(9,20). Additionally, structural limitations in health units, such as outdated computers, poor connectivity, and insufficient training for proper use of the PHC e-SUS system hinder its full utilization and increase the time required for service delivery(13,19,21). These factors directly influence health action planning along with service supervision and evaluation(6,21).

    Given this context, this study aims to analyze primary health care service records based on management reports extracted from the PEC e-SUS system across six health units overseen by a Health Coordination Office in Porto Alegre over a one-year period. The study focuses on assessing record quality and completeness, urgent care delivery, referrals, and outcomes, along with potential inconsistencies that may affect regional health service management and delivery.

     

    METHOD

    This is a retrospective, cross-sectional study conducted in six primary health care units overseen by a Health Coordination Office in Porto Alegre. These units are in an area that serves a significant portion of the city population, marked by considerable social vulnerability, without Emergency Care Units (Portuguese acronym: UPA) and under substantial demand for Brazil’s Mobile Emergency Care Service (Portuguese acronym: SAMU). For confidentiality purposes, the health units were designated as HU1, HU2, and so forth.

    All individual care records from 2023 were included in the study. In March 2024, the study’s data were collected by the research team linked to the project “Urgency and Emergency in Primary Health Care: Training Health Professionals and Organizing Health Units”. The database was compiled in Microsoft Excel, including relevant variables and excluding any personal identifiers.

    The results were presented as absolute and relative frequencies. A proportion equality test was applied to compare health units. Results with a p-value<0.05 were considered statistically significant. The database was imported and analyzed with IBM Statistical Package for the Social Sciences (SPSS), version 25.0. The data were organized and presented systematically in tables.

    This study adhered to all ethical guidelines established by Resolution No. 466/2012 of the National Health Council(22) and was approved by the Research Ethics Committees of the Universidade Federal de Ciências da Saúde de Porto Alegre and the Porto Alegre Municipal Health Department under protocol numbers 6.848.538 and 6.772.327, respectively.

     

    RESULTS

    The analysis included 206,658 healthcare services provided by the health units in 2023, amounting to almost three times their registered population, as detailed in Table 1.

     

    Table 1 – Number and rate of medical encounters provided by each health unit. Porto Alegre, RS, Brazil, 2023

    
      
        
        
        
        
      
      
        
          	
            Units

          
          	
            Encounters (%)

          
          	
            Population Registered

          
          	
            Encounter/Population Rate

          
        

        
          	
            HU1

          
          	
            22,091 (10.7%)

          
          	
            7,142

          
          	
            3.09

          
        

        
          	
            HU2

          
          	
            14,220 (6.9%)

          
          	
            10,981

          
          	
            1.29

          
        

        
          	
            HU3

          
          	
            25,343 (12.3%)

          
          	
            7,701

          
          	
            3.29

          
        

        
          	
            HU4

          
          	
            44,312 (21.4%)

          
          	
            12,931

          
          	
            3.43

          
        

        
          	
            HU5

          
          	
            51,688 (25.0%)

          
          	
            14,483

          
          	
            3.57

          
        

        
          	
            HU6

          
          	
            49,004 (23.7%)

          
          	
            16,642

          
          	
            2.94

          
        

        
          	
            Total

          
          	
            206,658 (100.0%)

          
          	
            69,880

          
          	
            2.96

          
        

      
    

    Source: monthly reports created via the PEC e-SUS management module, 2023.

     

    The analysis indicates that registered individuals had an average of 2.9 healthcare encounters, resulting in an encounter rate reaching 296% of the population.

    Among all encounters, 65.2% were delivered to female patients, a trend consistent across all units. The age distribution was 51.7% for individuals aged 20 - 59 years, 28.1% for those 60 and above, 12.1% for ages 0 - 9, and 8.1% for ages 10 - 19.

    Regarding location, encounters occurred at the Health Units in 99.3% of cases, with service coverage exceeding 98.6%. Home-based care represented 0.6% of all services delivered.

    Regarding types of care, on-demand encounters predominated, accounting for 98.1% of all services provided. Initial listening sessions/guidance represented 1.5%, while urgent care services comprised 0.3%.

    A comparison between the registered ICPC-2 codes (117,678) and the total encounters (206,658) delivered by the health units in 2023 reveals gaps in ICPC-2 documentation, as shown in Table 2.

     

    Table 2 – Rate of encounters provided by each health unit based on the International Classification of Primary Care, 2nd edition (ICPC-2). Porto Alegre, RS, Brazil, 2023

    
      
        
        
        
        
      
      
        
          	
            Units

          
          	
            Encounters (%)

          
          	
            Registered ICPC-2*

          
          	
            ICPC-2 /Encounter Rate

          
        

        
          	
            HU1#

          
          	
            22,091 (10.7%)

          
          	
            13,166

          
          	
            0.60

          
        

        
          	
            HU2#

          
          	
            14,220 (6.9%)

          
          	
            8,104

          
          	
            0.57

          
        

        
          	
            HU3#

          
          	
            25,343 (12.3%)

          
          	
            12,763

          
          	
            0.50

          
        

        
          	
            HU4#

          
          	
            44,312 (21.4%)

          
          	
            25,850

          
          	
            0.58

          
        

        
          	
            HU5#

          
          	
            51,688 (25.0%)

          
          	
            29,196

          
          	
            0.56

          
        

        
          	
            HU6#

          
          	
            49,004 (23.7%)

          
          	
            28,599

          
          	
            0.58

          
        

        
          	
            Total

          
          	
            206,658 (100.0%)

          
          	
            117,678

          
          	
            0.57

          
        

      
    

    *ICPC-2 – International Classification of Primary Care, 2nd edition. #HU – Health Unit.

    Source: monthly reports created via the PEC e-SUS management module, 2023.

     

    Table 3 illustrates the ICPC-2 chapters most frequently applied during medical encounters.

     

    Table 3 – Reasons for encounters according to the International Classification of Primary Care, 2nd edition (ICPC-2), per health unit. Porto Alegre, RS, Brazil, 2023

    
      
        
        
        
        
        
        
        
        
      
      
        
          	
            ICPC-2

          
          	
            HU1 (%)

          
          	
            HU2 (%)

          
          	
            HU3 (%)

          
          	
            HU4 (%)

          
          	
            HU5 (%)

          
          	
            HU6 (%)

          
          	
            TOTAL (%)

          
        

        
          	
            A

          
          	
            4,648 (35.3)a

          
          	
            4,194 (49.0)b

          
          	
            6,368 (49.9)b

          
          	
            13,445 (52.0)c

          
          	
            13,043 (42.7)d

          
          	
            16,457 (57.5)e

          
          	
            58,155 (48.7)

          
        

        
          	
            B

          
          	
            111 (0.8)a

          
          	
            37 (0.4)b

          
          	
            45 (0.4)b

          
          	
            94 (0.4)b

          
          	
            237 (0.8)a

          
          	
            98 (0.3)b

          
          	
            622 (0.5)

          
        

        
          	
            D

          
          	
            791 (6.0)a

          
          	
            314 (3.7)b

          
          	
            575 (4.5)c.d

          
          	
            1,191 (4.6)c

          
          	
            1,579 (5.2)d

          
          	
            924 (3.2)b

          
          	
            5,374 (4.5)

          
        

        
          	
            F

          
          	
            140 (1.1)a

          
          	
            51 (0.6)b

          
          	
            56 (0.4)b.c

          
          	
            115 (0.4)b.c

          
          	
            162 (0.5)b

          
          	
            96 (0.3)c

          
          	
            620 (0.5)

          
        

        
          	
            H

          
          	
            162 (1.2)a.b

          
          	
            71 (0.8)a.c

          
          	
            122 (1.0)a.c

          
          	
            370 (1.4)b

          
          	
            364 (1.2)a.b

          
          	
            218 (0.8)c

          
          	
            1,307 (1.1)

          
        

        
          	
            K

          
          	
            1,002 (7.6)a

          
          	
            782 (9.1)b

          
          	
            1,150 (9.0)b

          
          	
            1,181 (4.6)c

          
          	
            4,034 (13.2)d

          
          	
            1888 (6.6)e

          
          	
            10,037 (8.4)

          
        

        
          	
            L

          
          	
            609 (4.6)a

          
          	
            270 (3.2)b

          
          	
            322 (2.5)b.d

          
          	
            487 (1.9)c

          
          	
            748 (2.4)d

          
          	
            537 (1.9)c

          
          	
            2,973 (2.5)

          
        

        
          	
            N

          
          	
            227 (1.7)a

          
          	
            171 (2.0)a.b

          
          	
            296 (2.3)b

          
          	
            447 (1.7)a

          
          	
            543 (1.8)a

          
          	
            325 (1.1)c

          
          	
            2,009 (1.7)

          
        

        
          	
            P

          
          	
            178 (1.4)a

          
          	
            254 (3.0)b

          
          	
            242 (1.9)c

          
          	
            515 (2.0)c

          
          	
            556 (1.8)c

          
          	
            205 (0.7)d

          
          	
            1,950 (1.6)

          
        

        
          	
            R

          
          	
            1,869 (14.2)a

          
          	
            575 (6.7)b

          
          	
            1,076 (8.4)c

          
          	
            2,989 (11.6)d

          
          	
            3,187 (10.4)e

          
          	
            3,509 (12.3)d

          
          	
            13,205 (11.1)

          
        

        
          	
            S

          
          	
            670 (5.1)a

          
          	
            279 (3.3)b

          
          	
            485 (3.8)b

          
          	
            907 (3.5)b

          
          	
            781 (2.6)c

          
          	
            1,069 (3.7)b

          
          	
            4,191 (3.5)

          
        

        
          	
            T

          
          	
            590 (4.5)a

          
          	
            389 (4.5)a.c

          
          	
            659 (5.2)a.c

          
          	
            691 (2.7)b

          
          	
            1623 (5.3)c

          
          	
            969 (3.4)d

          
          	
            4,921 (4.1)

          
        

        
          	
            U

          
          	
            285 (2.2)a

          
          	
            147 (1.7)a.b.d

          
          	
            203 (1.6)b.d

          
          	
            431 (1.7)b.c.d

          
          	
            595 (1.9)a.b

          
          	
            397 (1.4)d

          
          	
            2,058 (1.7)

          
        

        
          	
            W

          
          	
            1,341 (10.2)a

          
          	
            780 (9.1)a

          
          	
            871 (6.8)b

          
          	
            2,038 (7.9)c

          
          	
            2,065 (6.8)b

          
          	
            1,058 (3.7)d

          
          	
            8,153 (6.8)

          
        

        
          	
            X

          
          	
            431 (3.3)a

          
          	
            194 (2.3)b.c

          
          	
            244 (1.9)b

          
          	
            758 (2.9)a

          
          	
            755 (2.5)c

          
          	
            617 (2.2)b.c

          
          	
            2,999 (2.5)

          
        

        
          	
            Y

          
          	
            98 (0.7)a

          
          	
            42 (0.5)a.b

          
          	
            45 (0.4)b

          
          	
            159 (0.6)a

          
          	
            241 (0.8)a

          
          	
            189 (0.7)a

          
          	
            774 (0.6)

          
        

        
          	
            Z

          
          	
            14 (0.1)a.b

          
          	
            10 (0.1)a.b

          
          	
            4 (0.0)a

          
          	
            32 (0.1)a.b

          
          	
            33 (0.1)a.b

          
          	
            43 (0.2)b

          
          	
            136 (0.1)

          
        

      
    

    Note: Values within the same row bearing different letters indicate a significant difference (p<0.05 - two-tailed equality test comparing column proportions). 

    Chapter description: A - General and unspecified; B - Blood, hematopoietic, lymphatic, and spleen; D - Digestive; F - Eye. H - Ear; K – Circulatory; L - Musculoskeletal; N - Neurological; P - Psychological; R - Respiratory; S - Skin; T - Endocrine/Metabolic and nutritional; U - Urological; W - Pregnancy, childbearing and family planning; X - Female genital; Y - Male genital; Z - Social problems.

    Source: monthly reports created via the PEC e-SUS management module, 2023.

     

    Regarding the most frequently used ICPC-2 chapters in medical encounters, chapter “A - GENERAL AND UNSPECIFIED” was predominant across all units, accounting for 48.7% of records. The second most common chapter overall was “R - 26 RESPIRATORY” (11.1%); however, in units HU2, HU3, and HU5, the second most recorded chapter was “K – CIRCULATORY” (in HU2, this chapter tied with “W- PREGNANCY, CHILDBEARING, AND FAMILY PLANNING”, both at 9.1%). Finally, the least recorded ICPC-2 chapter across all units was “Z - SOCIAL PROBLEMS”, representing 0.1% of encounters (Table 3).

    Regarding urgent care services, HU6 recorded the highest proportion, accounting for 58.9% of all urgent visits, followed by HU5, which registered 34.8% of the 546 consultations. HU2 recorded the fewest urgent care encounters, with just 4 documented in 2023. Urgent care rates are calculated per 10,000 inhabitants. HU5 was the only unit that registered urgent visits in every month of the year. HU6 lacked records only in January; HU1 had no records in November and December; HU4 recorded urgent care solely in January, July, August, September, and December; HU2 recorded this type of service only in July, November, and December, while HU3 registered emergencies exclusively in May and November.

    Regarding general data from the health units, the variable “kept under observation” was categorized as “yes”, “no”, or “not reported”. In most units, the option “not reported” predominated; only in HU3 and HU4 did the option “no” (indicating not kept under observation) prevail. The “yes” category, indicating that the patient was kept under observation, was the least frequent across all units, totaling only 25 encounters out of 206,658 in 2023 (Table 4).

     

    Table 4 – Primary outcomes resulting from medical encounters across health units. Porto Alegre, RS, Brazil, 2023

    
      
        
        
        
        
        
        
        
        
      
      
        
          	
            Kept under observation

          
          	
            HU1 (%)

          
          	
            HU2 (%)

          
          	
            HU3 (%)

          
          	
            HU4 (%)

          
          	
            HU5 (%)

          
          	
            HU6 (%)

          
          	
            TOTAL (%)

          
        

        
          	
            Yes

          
          	
            0 (0)

          
          	
            0 (0)

          
          	
            0 (0)

          
          	
            10 (0)a

          
          	
            4 (0)a

          
          	
            11 (0)a

          
          	
            25 (0)

          
        

        
          	
            No

          
          	
            8,799 (39.8)a

          
          	
            6,634 (46.7)b

          
          	
            13,213 (52.1)c

          
          	
            25,062 (56.6)d

          
          	
            24,285 (47)b

          
          	
            20,749 (42.3)e

          
          	
            98,742
(47.8)

          
        

        
          	
            Not Reported

          
          	
            13,293 (60.2)a

          
          	
            7,586 (53.3)b

          
          	
            12,130 (47.9)c

          
          	
            19,240 (43.4)d

          
          	
            27,399 (53)b

          
          	
            28,244 (57.6)e

          
          	
            107,892 (52.2)

          
        

      
    

    Note: Values within the same row bearing different letters indicate a significant difference (p<0.05 - two-tailed equality test comparing column proportions).

    Source: Monthly reports created via the PEC e-SUS management module, 2023.

     

    Regarding the “conduct” variable, it should be noted that the e-SUS system allows multiple conduct options to be selected for a single encounter. As a result, the overall conduct count (225,751) is higher than the total encounters documented (206,658). Across all units, the most common outcome was discharge after the medical episode (78.9%), with returns for ongoing/scheduled care (14.2%) and scheduled appointments (5.3%) occurring less frequently.

    For referrals, the “not reported” category predominated, accounting for 98.6% of all encounters and ranging from 97.3% to 99.5% across units. Another notable outcome was same-day internal referral, representing 1.2% of all encounters and following the same distribution pattern as “not reported”, ranking as the second most frequent referral across units, with values from 0.4% to 2.4% per HU. For specific referral destinations, such as “referred to Psychosocial Care Centers” (Portuguese acronym: CAPS), “referred to hospital”, “sent to home care”, or “intersectoral approach”, no significant differences were observed across units.

     

    DISCUSSION

    The analysis of medical records from health units revealed how the population accesses healthcare services, influenced by factors such as UBS/USF (Portuguese acronyms for Basic Health Unit/Family Health Unit) location, operating hours, walk-in availability, and urgent care reception, highlighting a situation that calls for careful consideration(23). The 206,658 encounters documented in 2023 demonstrate the substantial demand placed on PHC services while emphasizing their pivotal role in serving the population.

    An average of almost three encounters per person, well above the registered population, indicates repeated use of services, possibly due to unresolved health issues, few alternative care pathways, or a predominantly physician-centered model(24). Continuous follow-up for users with chronic conditions also requires more frequent monitoring encounters, therapeutic adjustments, and preventive measures to avoid complications(25). Studies show that a well-structured PHC system can markedly reduce hospitalizations and chronic disease complications while meeting most population needs, thereby limiting unnecessary referrals and easing pressure on higher-complexity services(6,26).

    Another relevant aspect relates to users’ profiles. Women accounted for most medical encounters (65.2%), reflecting long-standing evidence that they tend to seek healthcare more frequently than men. This finding is consistent with studies showing that women rely on PHC services more often. Culturally, they are socialized into caregiving roles, including self-care, household chores, and/or care directed toward others. The act of caring also carries social meanings linked to attentiveness, protection, and vulnerability, traits often associated with femininity. Self-care is also more actively directed/encouraged among women through initiatives, health programs, and public policies that reinforce this social construction, influencing how they interpret signs and symptoms and encouraging stronger participation in preventive actions. In contrast, men tend to seek healthcare only when symptoms become sufficiently restrictive to affect daily routines or, most prominently, when they prevent them from working(27,28).

    Moreover, most medical encounters occurred among individuals aged 20 to 59 (51.7%). In addition, biological factors linked to women’s life cycles must also be considered, including menarche, reproductive planning, prenatal care, postpartum care, and menopause, all aligned with PHC programmatic actions.

    This may be linked to the fact that this life stage increases people’s exposure to work-related stress, emerging chronic illnesses, and further factors that influence health(28). Another important element discussed in some studies is the operating schedule for UBSs/USFs (Portuguese acronyms for Basic Health Unit/Family Health Strategy), which becomes a barrier for working individuals and helps clarify why women in informal jobs or with more flexible schedules access PHC more frequently than men employed in industrial or construction sectors. Working men frequently associate PHC use with productivity loss or decreased income (among self-employed workers), which may partly explain absenteeism across health services(27).

    PHC is also perceived as a service more oriented toward women, children, and older adults due to its service portfolio and the way the care environment is organized. Men tend to seek care in Emergency Care Units (Portuguese acronym: UPA) and in urgent and emergency settings, where they expect faster and more effective responses. Another major challenge faced by PHC is strengthening men’s participation in healthcare practices(27).

    The numbers also show that nearly all medical encounters took place within the health units themselves (99.3%), while home care services were minimal (0.6%). The limited availability of home visits (HV) in Primary Health Care highlights a persistent gap between SUS guidelines and daily team practice. Low adherence to home-based care may indicate operational challenges, such as inadequate team size for this type of service combined with bureaucratic overload and/or excessive walk-in demand, or even the lack of institutional transport that prevents or hinders teams from reaching more remote and/or peripheral areas. Safety issues in specific areas may play a role, but the low number of visits may likewise suggest that this modality is not sufficiently prioritized within PHC. However, home visits are a highly important strategy, especially for older adults and individuals with mobility difficulties(29-31). The drop in home visits may also reflect a shrinking Community Health Worker (Portuguese acronym: ACS) workforce, along with a shift in their responsibilities toward administrative tasks within Basic Health Units (Portuguese acronym: UBS)(2,32).

    Another highly important point highlights the need for complete medical records. On average, under 60% encounters showed a correctly registered International Classification for Primary Care (ICPC-2) code. This indicates that many patient charts were incomplete or inaccurate, a weakness that may directly compromise continuity of care(33). Without adequate documentation, the health team may miss valuable information about a patient’s history, thereby compromising appropriate follow-up. This vulnerability in records has been described as a recurrent challenge in PHC services, interfering with epidemiological analysis and decisions grounded in concrete data(3). Even with PEC e-SUS implemented throughout PHC, gaps in infrastructure and professional training may still compromise record quality and completeness. Equipment shortages, unstable connectivity, and weak integration between systems drive rework and extend data-entry time. In addition, limited ongoing training restricts professionals’ ability to keep up with software updates(30,35-37).

    Another worrying aspect involves urgent care services. HU6 concentrated nearly 60% of these encounters, followed by HU5, with 34.8%. This pattern may reflect that these units are located in areas with limited access to emergency services, leading people to seek PHC settings even for cases that should be managed in Emergency Care Units. Differences in urgent care reporting among units likewise signal that some cases may go unreported, hindering precise assessment of demand for this type of care.

    Even though policies ensure mandatory reporting in certain situations, daily practice shows that many cases go undocumented. Factors behind underreporting include high workload, which can result in prioritizing immediate care over accurate case records; insufficient training or knowledge; insufficiently developed digital systems; and instances where reporting is erroneously seen as a complaint, particularly in cases of violence. Health professionals should understand that reporting medical cases, whether mandatory or voluntary, serves as a tool for assessing population profile and guiding prevention initiatives, control strategies, resource allocation, and policy planning(38,39).

    The high prevalence of “not reported” entries underscores a major weakness in medical documentation, compromising continuity of care and hindering effective healthcare management. Although system inconsistencies, disorganized workflows, and training gaps make documentation more difficult and often more time-consuming, these barriers do not eliminate the ethical and legal responsibility shared by all health professionals. Blank and unreported entries in any variable reveal critical shortcomings in medical record quality and completeness(8). These gaps prevent effective monitoring in healthcare delivery and make it difficult to implement strategies that enhance service quality(40). Thus, management should prioritize continuous professional development, stronger information systems, and favorable working conditions, ensuring that professionals can document thoroughly and reliably what they recognize as a core element in healthcare practice.

    In addition, it is important to note that PHC data analysis relies on management reports rather than detailed clinical records in patient charts, which increases the risk of errors and information gaps. However, for these reports to serve as effective tools in PHC management, they must reflect not only absolute numbers but also the accuracy and quality of the recorded information(41). Standardized records, targeted team training for accurate data entry, and strengthened information systems are essential strategies to ensure that management reports become reliable instruments for planning and decision-making(42).

    Considering these findings, it is evident that PHC plays a central role in sustaining and advancing population health. However, substantial challenges persist regarding service organization, the quality of clinical records, and the capacity to meet the high demand. Enhancing team training, investing in technologies that facilitate record completion, and redistributing patient encounters more evenly may contribute to more efficient unit operation. Beyond numbers and statistics, these data reflect the real lives of people who rely on the Brazilian Unified Health System (Portuguese acronym: SUS) daily and should therefore be examined with empathy and ongoing commitment to strengthening healthcare delivery.

     

    CONCLUSION

    Analysis of medical records highlights PHC’s central role in addressing population demands while revealing ongoing challenges in management and reliable documentation. Overburdened health units, along with incomplete patient charts, directly compromise continuity of care and hinder efficient resource allocation. Therefore, to optimize health unit functioning and strengthen UBS/USF (Portuguese acronyms for Basic Health Units/Family Health Units) infrastructure, continuous professional training is essential to improve staff record-keeping and enhance electronic health systems.

    It is essential to reinforce health teams’ role in improving clinical record quality, thus ensuring higher accuracy and safer patient care. Moreover, implementing user-friendly technological tools with mandatory fields, combined with integration across care levels, can improve PHC management efficiency. Although all health professionals share responsibility for medical records, the nursing team plays a strategic role in coordinating workflows and can significantly contribute to promoting safer and more consistent documentation practices.
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