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A B S T R A C T

Objective

Describe and evaluate the nutritional care provided for overweight adults by the Primary and Secondary Health 
Care services of Santos, São Paulo, Brazil.

Methods

This study was carried out between 2013 and 2015 integrating quantitative and qualitative approaches; it 
was divided into two phases: (1) characterization and (2) evaluation. In phase 1, a census of Primary Health 
Care Units (n=28) and Secondary Health Care Units (n=4) was conducted using interviews with health service 
managers and/or health professionals. Data were analyzed using exploratory data analysis. In phase 2, in-depth 
interviews were conducted with health service managers and/or health professionals investigating a sample of 
the Primary Health Care services and the totality of Secondary Health Care services provided. Thematic analysis 
was carried out using the theoretical framework for comprehensive health care proposed by Pinheiro & Mattos. 
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Results

A total of 40 professionals were interviewed: 36 in the primary health care services and 4 in the secondary 
health care services. Nutritional care in the Primary Care services is focused on individual care and referrals to 
other services; nutrition diagnosis and health promotion occur only when overweight is associated with another 
disease. It was observed that the referral and counter-referral system and intersectorial collaborations were 
ineffective. In Secondary Care services, nutritional care is focused on clinical care using traditional approaches 
to nutrition education. Limiting factors for promoting comprehensive care were identified at the two levels of 
care: unproductive actions, lack of actions for health promotion and protection, and little dialogue between the 
Primary and Secondary care services. 

Conclusion

Overweight is not an outcome based on Primary and Secondary Care, but rather on prescriptive practices, which 
are not very effective in promoting users’ autonomy. It is necessary to guide the actions taken in these two levels 
of care to ensure the promotion of effective nutritional care.

Keywords: Health evaluation. Integrality in health. Nutrition policy. Obesity. Public health. 

R E S U M O

Objetivo

Descrever e avaliar a atenção nutricional aos adultos com excesso de peso, na Atenção Primária e Secundária à 
Saúde, em Santos, São Paulo.

Métodos

Estudo de caráter quanti e qualitativo, realizado entre 2013 e 2015, em duas etapas: diagnóstico (1) e avaliação 
(2). Na etapa 1, fez-se um censo dos serviços de Atenção Primária e Secundária (n=28) e Atenção Secundária 
a Saúde (n=4), entrevistando gestores e/ou profissionais; realizou-se análise exploratória dos dados. Na etapa 
2, entrevistaram-se, em profundidade, gestores e/ou profissionais com uma amostra dos serviços da Atenção 
Primária a Saúde e a totalidade dos de Atenção Secundária a Saúde; realizou-se análise temática, utilizando o 
referencial teórico de integralidade segundo Pinheiro & Mattos. 

Resultados

Entrevistaram-se 40 profissionais: 36 na Atenção Primária a Saúde e quatro na Atenção Secundária a Saúde. A 
atenção nutricional na Atenção Primária a Saúde, restringe-se ao atendimento individual, com encaminhamento 
a outro ponto; diagnóstico nutricional e ações de promoção da saúde só ocorrem quando o excesso de peso 
se associa a outra doença; verificaram-se fragilidades na referência e contrarreferência e na efetivação da 
intersetorialidade. Na Atenção Secundária a Saúde, a atenção nutricional direciona-se ao atendimento clínico, 
utilizando abordagens tradicionais de educação alimentar. Nos dois pontos de atenção identificaram-se fatores 
limitantes da integralidade: ações fragmentadas; ausência de ações de promoção e proteção da saúde e pouco 
diálogo entre a Atenção Primária a Saúde e Atenção Secundária a Saúde. 

Conclusão

O excesso de peso não é um desfecho pautado na Atenção Primária a Saúde e, na Atenção Secundária a Saúde, 
pauta-se por práticas prescritivas, pouco potentes para promover a autonomia dos sujeitos. Faz-se necessário 
reorientar as ações nesses dois pontos de atenção, para qualificar a atenção nutricional.

Palavras-chave: Avaliação em saúde. Integralidade em Saúde. Política Nutricional. Obesidade. Nutrição em 
Saúde Pública. 

I N T R O D U C T I O N

Chronic, Noncommunicable Diseases 

(NCDs) are a serious public health problem 

worldwide, and obesity is one of their main 

causes and a modifiable risk factor [1-3]. 

Based on epidemiological knowledge, several 
countries have proposed interventions for 
obesity prevention and control [4-6].

In Brazil, the adult obesity rate has 
reached more than 50% [7]. In terms of public 
policies, the “Plano de ações estratégicas para 
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o enfrentamento das doenças crônicas não 
transmissíveis no Brasil (2011-2022)” (Strategic 
action plan for combating noncommunicable 
chronic diseases in Brazil [2011-2022]) [8] 
proposes integrated health surveillance and 
promotion and comprehensive care actions to 
combat NCDs and monitor their modifiable risk 
factors, including unhealthy eating behaviors and 
obesity. The “Estratégia intersetorial de prevenção e 
controle da obesidade (“Intersectoral strategy for 
the prevention and control of obesity) [9] makes 
recommendations for states and municipalities 
for the prevention and control of obesity based 
on intersectoral actions to promote adequate 
healthy diet and physical activities, in line with 
the Política Nacional de Alimentação e Nutrição 
(PNAN, National Food and Nutrition Policy) [10].

Primary Care is the key locus for 
interventions to prevent and manage overweight 
or obesity. The reason is that health professionals, 
in both traditional Basic Care Units and Family 
Health Units, work directly with a number of 
individuals and population groups who live 
and work in that area. Primary Care Units are 
responsible for the coordination and organization 
of the Rede de Atenção à Saúde (RAS, Health 
Care Network), which also includes Secondary 
and Tertiary Care, establishing the doctrinal 
principle of comprehensive care [11,12].

In the context of RAS, nutritional care 
includes the control of obesity, health promotion 
practices, diagnostic and therapeutic support, 
interdisciplinary matrix support, and integration 
of different levels of care within the RAS 
enabling the performance of clinical procedures 
with more sophisticated equipment [10,13,14]. 
Therefore, nutritional care is an important attribute 
for promoting comprehensive care. 

The framework for comprehensive health 
care proposed by Pinheiro & Mattos [15,16] 
was used. It offers guidance on professional 
ethics and conduct, perceiving the users as 
socio-historical subjects instead of adopting an 
anatomo-physiological perspective. This implies 
reviewing the organization of health services, 

according to the epidemiological profile of the 
population, through assistance, preventive, and 
treatment activities [15-16].

Therefore, the present study was conducted 
under the assumption that nutritional care is 
one of the guiding principles for the care of 
overweight individuals within the RAS. In other 
words, it means to promote qualified listening 
of health service users in terms of their family 
and social contexts and to establish a dialogue 
with them to promote autonomy for healthier 
food and lifestyle choices [17-19]. 

Despite its considerable importance, the 
knowledge of food nutrition practices is still 
limited at the Sistema Único de Saúde (SUS, 
Unified Health System), especially regarding 
the evaluation of nutritional care of overweight 
adults [20-22]. Therefore, this study aims to 
describe and evaluate the food and nutrition 
actions carried out with overweight adults in 
Primary and Secondary Care services in the city 
of Santos (SP).

M E T H O D S

A census of 28 Primary Care services and 
4 Secondary Health Care services was carried 
out integrating quantitative and qualitative 
approaches in the city of Santos (SP).

This is an extension of a previous study 
on food and nutrition actions carried out in 
Santos, which found that there were fewer 
actions against obesity than those against other 
NCDs [23].

This study was approved by the Research 
Ethics Committee of the Universidade Federal de 
São Paulo (UNIFESP), with an opinion favorable 
to its execution (Protocol #1.243.150).

Located in the metropolitan region of 
Baixada Santista, on the Southern coast of São 
Paulo, Santos has an estimated population of 
434,359 inhabitants, according to the Instituto 
Brasileiro de Geografia e Estatística (IBGE, Brazilian 
Institute of Geography and Statistics) 2016 
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census [24]. It is divided into two different 
areas: the insular area – in which 99.3% of the 
population is concentrated, comprised of four 
regions – Orla (Shoreline): Centro (Downtown), 
Morros (Hillside area), and Zona Noroeste 
(Northwest Zone) – and the mainland area, 
which concentrates 0.7% of the population. 
Given its low population density, the mainland 
area was not included in the study.

Primary Care services of Santos include 
Basic Care Units (BCUs) and Family Health Units 
(FHUs); the latter is composed of with small 
teams of professionals (doctors, nurses, dentists, 
and community health workers).

The present study was divided into two 
phases. The first one included the characterization 
of the nutritional care provided to overweight 
individuals, which was evaluated in the second 
phase, as shown in Figure 1.

In phase 1, consisted of pinpointing 
the actions taken to provide nutritional care 
for overweight adults at the two levels of care, 
Primary and Secondary Care, within the RAS to 
identify the type of actions carried out (individual 
or collective), the professionals involved, and the 
frameworks used to guide these practices. Semi-
structured interviews were conducted with the 

service managers and/or health professionals 
using instrument 1 (Figure 1) in all services 
investigated, totaling 28 interviews in the Primary 
Care services and 4 in Secondary Care services.

Phase 1 interviews were conducted in two 
different periods of time: in 2013 in Primary Care, 
as an extension of a previous study [23], and in 
2015 in Secondary Care. The same inclusion 
criteria were adopted in the two phases, 
but different Primary Care respondents were 
interviewed in phase 2.

A pilot study was conducted to test 
instrument 1. It included members of the 
health teams of six Primary Care services in 
the different regions investigated; these teams 
were chosen by the service managers. This 
pilot study allowed reviewing the questions to 
ensure clarity and objectivity of the instrument 
contributing, mainly, to reduce interview length. 
The final version included questions about team 
composition, work process, food and nutritional 
surveillance, and nutritional care management.

In phase 1, the characterization of 
nutritional care of overweight adults provided 
at the two levels of care within the network 
enabled writing the interview script used in 
phase 2.

Figure 1. Nutritional care of overweight adults: flowchart outlining the study phases. Santos (SP), Brazil (2015).

Totality (n=4)

EvaluationCharacterization

Instrument 1 Instrument 2

Primary Care Secondary Care Primary Care Secondary Care

Health service managers
and/or Professionals

Health service managers
and/or Professionals

Totality (n=28) Totality (n=4) Sample (n=8)

2013 2015 2015 2015
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Phase 2 consisted of examining the 
findings of phase 1 evaluating nutrition actions 
targeting the overweight adult population. 
Individual interviews were conducted investigating 
a sample of the Primary Care services and the 
totality of the Secondary Care services provided, 
totaling eight and four interviews, respectively.

One sample representing the two levels 
of care provided was randomly selected per 
region of the Santos insular area, totaling eight 
in-depth interviews in the Primary Care services. 
Afterwards, four interviews were conducted in 
the Secondary Care services. Phase 2 data were 
collected in 2015.

The script of the semi-structured 
interviews, denominated instrument 2 (Figure 
1), used in the second phase of the study, was 
written based on the framework proposed by 
Magalhães [25], who recommends evaluating 
actions or programs by comparing and 
contrasting theoretical assumptions that 
support interventions, the interactions between 
institutions, the available resources, and the 
social actors involved.

Therefore, the instrument used in phase 
2 included questions about the following: health 
service managers and/or health professionals’ 
perception of comprehensive health care and 
the care provided for overweight adults; actions 
carried out; referrals and counter-referral 
practices; target population adherence to food 
and nutrition guidelines; and limitation and 
potential of intersectoral collaboration regarding 
the management of overweight in adults.

In both phases, the interviewers were 
previously trained, and the respondents who 
agreed to participate in the study signed the 
Informed Consent Form.

The choice of the health service managers 
and/or health professionals who participated in 
each phase of the study was made based on 
their experience and their involvement in the 
services provided to the population studied, 

and they were denominated key informants. 
Key informants included three categories of 
subjects: health service managers in BCUs and 
FHUs in the different regions; dietitians; and a 
few members of the family health team.

Absolute and relative frequencies were 
calculated on the quantitative data to characterize 
the food and nutrition actions carried out in the 
Primary and Secondary Care services.

The qualitative data were analyzed 
using thematic content analysis, as proposed 
by Minayo [26]. The evaluation of nutritional 
care was based on the theoretical framework 
proposed by Pinheiro & Mattos [15,16], as 
previously mentioned.

The interviews were transcribed, and 
their content was analyzed in three steps: (a) 
pre-analysis; (b) thorough material analysis; (c) 
treatment and interpretation of data obtained. 
Step A consisted of a floating and exhaustive 
reading of the transcripts to identify general 
theoretical concepts in the respondents’ 
speeches. Step B included the identification of 
expressions and/or phrases that were indicative 
of the interview content organization. Finally, 
in step C, the discourses were grouped into 
thematic cores and categories defined in the 
previous steps and were used in the interpretation 
of dialogues, based on the framework for 
comprehensive health care [15,16].

R E S U L T S

A total of 40 interviews were conducted 
in the 2 phases of this study: 36 in the Primary 
Care services – 28 to identify the actions towards 
the nutritional care of overweight adults (phase 
1) and 8 to evaluate these actions (phase 2) – and 
4 in the Secondary Care services. 

Of the 28 health service managers 
and/or health professionals interviewed, 24 
were female, 19 were unit managers, 8 were 
nurses, and 1 was a nurse technician; 20 had 
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a postgraduate degree (1 stricto sensu and 19 
lato sensu graduate programs). Of the 8 women 
interviewed to evaluate actions taken at this level 
of care services (phase 2), 5 were unit managers 
(1 psychologist and 4 nurses), 1 was a doctor, 1 
was a nurse, and 1 was a nurse technician.

Of the 4 professionals interviewed in 
the Secondary Care services, 3 were female, 
dietitians, and 1 was a unit manager.

The organization of the nutritional care 
program for overweight adults in the Primary 
Care services of Santos (SP) is described in Table 
1. The actions concerning food and nutrition 
care are focused on individual clinical care and 
were identified in less than half of the services 
investigated, 42.9% (n=12). The most common 
referrals were to a dietitian; however, they were 
identified in only 28.6% (n=8) of the services, 
followed by referrals to the multi-professional 
team, 25% (n=7).

Health promotion actions to manage 
overweight in adults are almost non-existent 
in the Primary Care services, as shown by the 

frequencies of groups formed (21.4%), activities 

for the waiting room (3.6%), and specific 

therapeutic projects (14.3%).

The nutrition diagnosis in overweight 

adults, although present in the vast majority of 

the Primary Care services, was made only when 

this condition is associated with other NCDs. 

The following indicators of overweight and 

obesity were used: weight, in 71.4% the (n=20), 

height, in 67.8% (n=19), waist circumference, in 
64.3% (n=24), glucose levels, in 85.7% (n=24) 
lipid profile, in 85.7% (n=24), blood tests, in 

85.7% (n=24), and uric acid levels, in 75% of 

the services (n=21).

As for the use of the Ministry of Health 

technical manuals, namely the “Caderno de 

Atenção Básica em Obesidade” (Nutritional care 

Guidelines for the Management of Obesity) 

and the “Plano de ações estratégicas para 

o enfrentamento das doenças crônicas não 

transmissíveis no Brasil 2011-2022” (Strategic 

action plan for combating noncommunicable 

chronic diseases in Brazil [2011-2022]), it was 

Table 1. Organization of the nutritional care program for overweight adults in Primary Care services of Santos (SP), Brazil (2015; 

n=28).

Actions to manage overweight n %

Individual Care 12 42.9

   Dietitian 8 28.6

   Family doctor 4 14.3

   Multi-disciplinary team 7 25.0

Group health education activities 6 21.4

Waiting room activities 1 3.6

Specific therapeutic project 4 14.3

Incentive for  participation physical activities 13 46.4

Information materials 9 32.1

Use of indicators to support nutrition diagnosis 25 89.3

   Social Aspects considered in the care of overweight adults* 22 78.6

Monitoring of nutritional status of overweight adults** 12 42.9

Use of the Caderno de Atenção Básica em Obesidade, created by the Ministry of Health 4 14.3

Use of the “Ações Estratégicas para o Enfrentamento das DCNT no Brasil 2011-2022”, created by the Ministry 

of Health
3 10.7

Note: *Procedures adopted only when overweight was associated with other Chronic, Noncommunicable Diseases; **Monitoring of nutritional 

status refers to the longitudinal comparison of anthropometric and dietary indicators and social and health aspects.

DCNT: Doenças Crônicas Não Transmissíveis.
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found that only 14.3% and 10.7%, respectively, 

of the respondents in Primary Care services 

reported using them to guide the practices 

adopted.

Table 2 shows the organization of the 

nutritional care program for overweight adults 

in the Secondary Care services of Santos (SP). 

Individual clinical care was identified in all 

services, and the most common referrals were 

to a dietitian, followed by referrals to the 

endocrinologist and the multi-professional 

team, both present in 75% of the services (n=3).

Health education activities were performed 

in closed groups in three services (75%); two of 

them (50%) reported using the Guia Alimentar 

da População Brasileira (Dietary Guidelines for 

Brazilian Population), created by the Ministry of 

Health in 2014 [27]. Nutrition diagnosis, using 

anthropometric and biochemical indicators, was 

a practice adopted in all units providing this level 

of care.

The speeches of the health service 
managers and/or health professionals interviewed 
in the Primary Care and Secondary Care services 
of Santos (SP), were arranged into thematic 
cores and categories that supported the analysis 

of the nutritional care provided for overweight 
adults (Figure 2).

In the comprehensive health care 
thematic core, the health service managers and/
or health professionals interviewed expressed 
the notion of universal access to health services 
as an opportunity to exercise social citizenship. 
Moreover, they pointed out that multi-
professional practice is very important when 
dealing with the complexity among the users to 
help bring them closer together. 

[...] the comprehensive process has a lot 
to do with being able to [...] perceive 
people [...] in all dimensions [...] (R11).

[...] to look at the big picture considering 
everybody; this is dignity; the entire 
health network has to be committed 
(R8).

The issues mentioned by the respondents 
regarding their understanding of comprehensive 
care refer to aspects that are not incorporated 
into the daily routine in the health units. However, 
they are needed to ensure the promotion of 
effective nutritional care of overweight adults, 
as summarized below:

[...] provide the care the citizens need 

[...] which we are not able to do (R1).

Table 2. Organization of the nutritional care program for overweight adults in Secondary Care services of Santos (SP), Brazil (2015; 

N=4).

Actions to manage overweight n %

Individual Care 4 100

   Dietitian 4 100

   Endocrinologist 3 75

   Multi-disciplinary team 3 75

   Group health education activities 3 75

Incentive for participation physical activities 4 100

Information materials 3 75

Use of indicators to support nutrition diagnosis* 4 100

   Social Aspects considered in the care of overweight adults* 4 100

Monitoring of nutritional status of overweight adults** 4 100

Use of the Guia Alimentar da População Brasileira, created by the Ministry of Health 2 50

Note: *Procedures adopted only when overweight was associated with other Chronic, Noncommunicable Diseases; **Monitoring of nutritional 

status refers to the longitudinal comparison of anthropometric and dietary indicators and social and health aspects.
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With regard to the thematic core actions, 
there is a gap between ideal actions, referred to 
as important to ensure comprehensive health 
care for overweight adults, and the real actions 
incorporated into the daily routine in the health 
units. The perspectives of the respondents 
regarding nutritional care are based on social 
determinants, recognizing feeding habits as an 
element of food culture, through the actions 
taken by the multi-professional team. However, 
they recognized that, in practice, Primary and 
Secondary care services are strictly focused on 
individual clinical care and referrals to other 
services within the RAS.

[...] the care provided has its own 

“dimensions”; it has to do with those 

who are responsible for scheduling the 

exams, but it is… related to [...], the food 

culture; it has to do with understanding 

their life conditions,  the world they live 

in; to enter the world of the person and 

then decide what you’re going to do [...] 

(R8).

Specifically, we haven’t adopted an action 

for the care of overweight adults [...]. 

Nutrition reeducation with professional 

guidance from a dietitian is needed [...], 

but we don’t have a dietitian available 

here, so we make referrals to other units 

(R7).

As for the Secondary Care level, all services 
(four) investigated had registered dietitians 
available to provide individual clinical care and 
dietary prescriptions, as stated below.

We provide nutritional and dietary 
counseling; printed diet prescriptions 
are handed out, [...], but will the 
patient be able to follow it? There were 
professionals here who would open the 
cabinet and say, “Let’s see what we have 
here; what we can do with it. How can 
we avoid it? How much oil do you use? 
Can you show me?” (R7).

In this case, the notion of prescriptive 
dietary reeducation was the strategy aimed at 
managing overweight in adults, as mentioned 
by the professionals:

You know, nutrition re-education is 
very important ... to teach them how to 
consume food, like [...] how often they 
should eat, right? Try to teach them [...]. 
Nutrition re-education [...] is extremely 

important because people have [...] a 

tendency to eat the tastiest foods [...] 
and usually they are high in calories and 
fat, right? (R4).

With regard to the evaluation of these 
actions, the respondents stated that they are 
carried out occasionally and that they are limited 
in terms of the number of professionals involved, 

Figure 2. Thematic groups and categories for evaluation of nutritional care of overweight adults, according to health service managers 

and/or health professionals in Primary Care and Secondary Care services. Santos (SP), Brazil (2015).

THEMATIC GROUPS

CATEGORIES

COMPHREHENSIVE
HEALTH CARE

ACTIONS REFERRAL/COUNTER
-REFERRAL

INTERSECTORAL
COLLABORATION

Complextity among
users

Universality

Multi-professional

practice
Social Citizenship

Idealized actions
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evaluation

“Informal system”
Limiting factors

potential
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inadequate infrastructure, and non-adherence 
of users to nutritional recommendations.

[...] I think that a more adequate workspace 
would bring great improvements [...] 
we would be able to get in touch with 
groups and have many case discussions. 
If we are able to think together, to share 
information, to get more workspace and 
more professionals [...] without setting 
aside different isolated small workspaces 
for nutrition, for physical education [...], I 
think it would work well (R1).

As for the referrals and counter-referrals, 
another thematic core organized, the lack of 
communication between the two levels of care 
services was frequently mentioned. According 
to the respondents, they were almost non-
existent, and when they were made, the whole 
process was slow and bureaucratic. On the 
other hand, in order to establish a relationship 
between health workers and service users, the 
respondents mentioned the existence of an 
informal referral and counter-referral system.

[...] let’s say that the referrals and 
counter-referrals are informal [...] the 
patient goes and come back and we 
can get I them through our connections 
with the patient [...] if you don’t count 
the informal referral and counter-referral 
system, there is none (R12).

[...] there’s too much paperwork to go 
around, and it doesn’t go anywhere (R9).

In the intersectoral collaboration thematic 
core, the respondents’ speeches indicated that 
there are potential and challenges to deal with 
intersectoral collaboration in managing adult 
overweight. There was a consensus among the 
respondents that it is impossible to manage 
overweight without having closer and frequent 
dialogues between different sectors due to the 
multi-causal characteristic of overweight.

[...] how can we deal with obesity without 

a functional intersectoral collaboration? 

If it is a set of factors [...], to me, it’s a big 

step ... it’s ... like I said, we do not work 

alone; alone, we do not get anything 
done; health alone cannot do anything 
(R6).

The respondents also mentioned potential 
for partnerships with the social assistance sector 
and dialogues between health services and the 
university. On the other hand, the absence of 
relationships with the city’s education sector was 
pointed out as a limiting factor in nutritional 
care due to the impossibility of planning 
actions according to the social determinants of 
overweight.

I think this is important [...] this ability 
to have intersectoral collaboration, but 
it does not exist. Or if it exists, it’s very 
uncommon [...] with the education 
sector, I have never seen, but I have seen 
it once with the “Centro de Referência 
da Assistência Social” (CRAS, Social 
Assistance Reference Center) (R8).

D I S C U S S I O N

The findings show the presence of 
ineffective nutritional care practices for the 
management of overweight in adults in the 
Primary and Secondary Care services of Santos. 
Cunha & Campos [28] also investigated the health 
care arrangements and identified a steady trend 
towards inefficiency and lack of responsibility, 
frequently relegating the importance of health 
promotion. 

During data collection, between 2013 
and 2015 (phases 1 and 2), expanded outreach 
service was implemented at the Primary Care 
level, promoting access for almost 7.5% of 
the city population [29]. Despite the expanded 
delivery of health care services, it remains below 
the São Paulo state average, which increased 
by 9.8% over the same time period [29]. The 
reasons for this expansion in Santos are still 
unclear; it is not possible to affirm that it was 
due to the implementation of the Núcleos de 
Apoio à Saúde da Família (NASF, Family Health 
Support Team), which started in 2015.
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Despite the implementation of the NASFs 
in Santos, the integration of dietitians into 
Primary Care is not enough due to the existing 
demand. Over the time period investigated, 
there were only two dietitians working in 
Primary Care. However, at the national level, 
the integration of this health professional at this 
level of care within the RAS remains more limited 
than that of the Secondary and Tertiary Care 
levels, despite the significant recent increase 
in the number of dietitians working in Primary 
Care [30,31].

According to Rigon et al. [32], the insufficient 
number of dietitians working in Primary Care 
within the RAS and holding management 
positions hinder the implementation of food 
and nutrition action, failing to meet the existing 
demand and violating human right to nutritional 
care.

Nutritional care leads to an integrated 
RAS, and all Primary Care professionals are 
responsible for the delivery of nutritional care 
[12,17]. However, in the absence of dietitians, 
the other health professionals face challenges in 
providing dietary counseling due to their lack of 
training [33,34].

It was found that the nutrition diagnosis 
and the monitoring of nutritional status of 
overweight adults, which was associated to the 
presence of other NCDs, suggest an approach 
focused on the compliance with the guidelines 
issued by the Sistema de Cadastramento e 
Acompanhamento de Hipertensos e Diabéticos 
do SUS (HiperDia, System for Registration and 
Monitoring of Hypertensive and Diabetic Patients 
at the SUS) [35]. It also indicates the prioritization 
of the treatment of diseases, neglecting disease 
prevention and health promotion, failing to 
adhere to the food and nutritional surveillance 
guidelines set out by the PNAN, which are 
essential for the organization of nutritional care 
within the RAS.

The use of the “Caderno de Atenção 
Básica em Obesidade” and the “Plano de Ações 
estratégicas para o enfrentamento das doenças 
crônicas não transmissíveis no Brasil” seems 

irrelevant in the Primary Care services of Santos. 
However, this result differs from that found by 
Laporte-Pinfildi et al. [36], who reported proper 
implementation and use of Ministry of Health 
manuals in the context of nutritional care during 
prenatal and postpartum periods in Santos. The 
present study suggests further investigation of 
the use of Ministry of Health technical materials 
to guide the practices adopted in these services. 

Most of the Secondary Care services 
investigated provide individual clinical care and 
undertake group activities for Primary Care 
referrals. However, when emphasizing dietary 
reeducation as a tool to promote good eating 
habits, their practices are based on prescriptive 
approaches. 

It is known that access to food and 
nutrition information is extremely important for 
the implementation of healthy eating practices, 
but it is not enough. Information sharing alone is 
not effective in the management of overweight 
as it is not able to promote autonomous choice 
for eating behavior change. Furthermore, it 
does not focus on the social determinants of 
overweight and on the life history of patients 
and their access to healthy foods (9). This 
practice is contrary to the recommendations 
of the Guia Alimentar da População Brasileira 
[27], available in half of the of Secondary Care 
services of Santos.

Evaluating the integration of dietitians 
into the SUS services in a Brazilian capital city, 
Rodrigues & Bosi [37] also found predominance 
of individual and technical practices and 
insufficient reflection about this issue. Therefore, 
this is another report of practices that do not 
adhere to the SUS principles.

Although the integration of dietitians into 
the SUS is not the focus of the present study, the 
results obtained show the need for investments 
to ensure the promotion of effective practices. 
Accordingly, studies have pointed out the 
ineffective training of professionals working in 
the SUS, such as few academic disciplines related 
to nutritional care practices to be implemented 
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in the RAS [32,38,39]. Thus, it can be said that 
the practices used are not suited to these health 
services and the epidemiological scenario.

In addition to the elements discussed 
above, it is important to highlight structuring 
aspects in the definition of priorities and 
implementation of nutritional care programs in 
the SUS. These aspects include multiple needs 
and disputes over available resources between 
different sectors. Thus, although the vital role 
of food and nutrition in health is recognized, it 
does not guarantee it will be given priority in the 
services offered by the SUS [32].

One possible reason is that the inadequate 
nutritional care provided by the SUS services 
indicates the peripheral position of health 
promotion actions [28]. This may be due to the 
fact the health care model adopted is based 
on treatment and rehabilitation, focused on 
prescriptive and individual practices [37].

It is important to analyze the contributions 
and challenges of RAS everyday programs and 
practices to promote comprehensive health care 
[40,41]. On the other hand, the nutritional care 
provided by the SUS services should be more 
effectively incorporated in the network, and 
comprehensive health care should be the aim of 
the practices adopted [32].

Based on the theoretical framework used 
in the present study [15,16], the qualitative results 
obtained show that the respondents’ perception of 
comprehensive care is not a reality in the services 
provided thus hindering overweight management. 
Multi-professional work, a more comprehensive 
clinic, users’ access to the different levels of care 
services provided by RAS, and the integration of 
these aspects as an exercise of social citizenship 
and rights represent an ideal condition to be 
attained in order to promote adequate and 
effective nutritional care.

Therefore, there is a gap between what 
the respondents consider important for the 
comprehensive care of the overweight adults and 
the care provided. The main reasons mentioned 

by them are the reduced number of professionals, 
both in Primary and Secondary Care, inadequate 
infrastructure, limited professional collaboration, 
and little intersectoral dialogue.

The actions carried out in the services are 
focused on individual clinical care and referrals 
to other services within the RAS. Clinical care 
approaches in Primary Care and Secondary Care 
are focused on sharing information about the 
nutritional value of foods since they are focused 
on dietary prescription and traditional nutrition 
re-education practices.

These findings corroborate those of 
Cervato-Mancuso et al. [30] and Rodrigues & 
Bosi [37]. According to these authors, nutritional 
care practices with these characteristics are not 
inserted into the context the users live in and are 
dissociated from their life history, the complexity 
among the regions where the health services are 
located, and the determinants of health.

The referral and counter-referral system 
of the nutritional care provided for overweight 
adults in Santos is inefficient thus hindering 
the provision of comprehensive care, according 
to the respondents. Nutritional care in Primary 
Care is expected to be adequate and effective 
in preventing obesity and diseases associated 
with unhealthy eating habits to avoid referrals 
to other services within the RAS due to 
complications [33].

In the present study, it was observed 
that biomedical rationality still prevails in the 
implementation of actions related to management 
of overweight. On the other hand, the nutritional 
care actions follow the recommendations of the 
Plano Estadual de Saúde de São Paulo (2012-
2015) (São Paulo State Health Plan) [42], which 
does not include any guidelines for overweight 
prevention and control. Therefore, this plan is 
not aligned with the country’s macro-political 
health care arrangements, which consider 
overweight management as a first priority in the 
care provided within the RAS [8,9].

It was found that intersectorial collaboration 
in managing adult overweight in the context 
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investigated is limited. Despite the recognition of 
the multi-causal characteristic of obesity and the 
social determinants of health, the transversality 
of actions and the dialogue with the Education 
and Social Assistance sectors were identified 
as persistent difficulties. Nonetheless, there 
has been constructive and effective dialogue 
between the university and the services provided 
aiming to achieve comprehensive care in Santos 
[18,43]. It is worth noting that managing 
overweight without intersectoral collaboration 
worldwide has proved to be ineffective [44,45].

Several limiting factors for achieving 
comprehensive care of overweight adults were 
identified at the two levels of care investigated. 
Among them are the lack of actions to promote 
health and prevent diseases; unproductive and 
normative actions, and lack of dialogue between 
the Primary and Secondary care services. It was 
concluded that overweight is not a nutritional 
outcome based on the Primary Care services of 
Santos and that Secondary Care is focused on 
the treatment with prescriptive practices that 
are not effective in  promoting user autonomy. 
The primacy to actions targeting treatment over 
health promotion actions is a management 
model adopted in the services investigated, 
which seem not to perceive overweight as 
a modifiable risk factor for other chronic 
conditions that affect the population. Therefore, 
it is necessary to guide the actions taken in 
these two levels of care to ensure the promotion 
of effective nutritional care within the SUS in 
Santos.
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