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Abstract
The provision of access to medicines and the promotion of their rational use has become a challenge for universalized health systems,
especially in the care of individuals with chronic diseases, such as hypertension. Thus, the objective was to analyze the factors associated
with the availability of drugs used by hypertensive individuals. A cross-sectional study was conducted using a structured questionnaire whose
information was collected in the homes of hypertensive patients enrolled in Primary Health Care. The data collected referred to the use
and form of medication acquisition, sociodemographic, clinical and anthropometric data. Of the 235 hypertensive individuals participating,
the majority belonged to the female sex, were over 60 years old and had more than one comorbidity. The mean drug was 3.69 (SD ± 2.01)
per user. Most users obtained the drugs through the pharmacy linked to the Family Health Strategy unit (ESF) (56.2%). The prevalence of
access to medicines through public sources was 83%. In the case of the non-availability of drugs in the ESF pharmacy, 49.8% of the users
purchased them in private pharmacy. The sources of obtaining medication were associated with blood pressure, obesity and income (p <0.05),
and individuals with poorer health conditions and lower income, obtained their drugs more often in pharmacy linked to the ESF. The results
demonstrate the important role of the Unified Health System (Sistema Único de Saúde) in providing access to medicines, indicating the need
for improvement in public pharmaceutical care in order to ensure the rational use of these products.
Keywords: Hypertension. Health Services Accessibility. Pharmacoepidemiology.

Resumo
A provisão de acesso a medicamentos e a promoção do seu uso racional têm se tornado um desafio para os sistemas de saúde universalizados,
principalmente no cuidado de indivíduos que apresentam doenças crônicas, como a hipertensão. Assim, objetivou-se analisar os fatores
associados a disponibilidade de medicamentos utilizados por indivíduos hipertensos. Foi realizado um estudo transversal com a utilização de
um questionário estruturado cujas informações foram coletadas nos domicílios dos pacientes hipertensos cadastrados na Atenção Primária
à Saúde. Os dados coletados referiam-se a uso e forma de aquisição de medicamentos, dados sociodemográficos, clínicos e antropométricos.
Dos 235 indivíduos hipertensos participantes, a maioria pertencia ao sexo feminino, tinha mais de 60 anos e apresentava mais de uma
comorbidade. A média de medicamento foi 3,69 (DP± 2,01) por usuário. A maioria dos participantes obtinha os medicamentos através da
farmácia vinculada a unidade da Estratégia Saúde da Família (ESF) (56,2%). A prevalência de acesso a medicamentos por meio de fontes
públicas foi de 83%. No caso da indisponibilidade de medicamentos na farmácia da ESF, 49,8% dos usuários os adquiriam em farmácia
privada. As fontes de obtenção de medicamento estiveram associadas a pressão arterial, obesidade e renda (p<0,05), sendo que indivíduos
com piores condições de saúde e com menor renda, obtiveram seus medicamentos mais frequentemente na farmácia vinculada à ESF. Os
resultados demonstram o papel importante do Sistema Único de Saúde na provisão de acesso à medicamentos, indicando a necessidade de
melhoria na assistência farmacêutica pública, a fim de garantir o uso racional desses produtos.
Palavras-chave: Hipertensão. Acesso aos Serviços de Saúde. Farmacoepidemiologia.

1 Introduction
Systemic arterial hypertension (SAH) is characterized by
its high and sustained blood pressure (BP) levels associated
with several physiological changes, being considered one of
the main public health problems, with a growing prevalence in
the population, especially in individuals in the fourth decade
of life, and risks of complications related to negative clinical
outcomes1,2 .
The control of SAH requires the introduction of drug
therapy to meet the needs of the patient, as well as the adoption
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of non-pharmacological measures that promote healthy habits
and lifestyles, contributing to the reduction of cardiovascular
events and improvement of the quality of life (QoL) of
individuals1 . Such interventions require the health systems and
services to guarantee access to the technologies necessary for
the continuous follow-up of patients, together with articulated
actions of prevention and early diagnosis3foram entrevistados
os m\u00e9dicos e enfermeiros de uma amostra aleat\u00f3ria
representativa que abrangeu 72 equipes e os coordenadores
do programa de hipertens\u00e3o, al\u00e9m da an\u00e1lise
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Oliveira IL, et al.

de documentos oficiais. Para defini\u00e7\u00e3o do grau de
implanta\u00e7\u00e3o, foi utilizado um sistema de escores
que permitiu classific\u00e1-lo em excelente (90-100% das
atividades implantadas .
In this context, the Unified Health System (SUS) has
advanced in the adoption of policies and in the implementation
of programs aimed at promoting access to medicines and
basic health services, such as the development of strategies
for the qualification of Pharmaceutical assistance (FY)4 and
the reorganization of primary care through the Family Health
Strategy (FHS)3,5 .
In addition, in order to guarantee access to essential
medicines, Brazil adopts a mixed model of AF, in which these
products are provided free of charge by public pharmacies
linked to the services of basic health care and, in addition, by
means of a federal government payment system, in a network
of own and public pharmacies with the “popular Pharmacy of
Brazil” program and later in private pharmacies accredited in the
program “Here has a popular drugstore” (an agreed network),
with medications for the treatment of hypertension, diabetes
and asthma, they are fully subsidized by the government in
any of the programs6 . State governments have also modeled
their own programs in partnerships with municipalities to
extend access to essential medicines7Rede Farm\u00e1cia de
Minas Gerais RFMG ou Farm\u00e1cia Popular do Brasil
FPB, se apresenta como o mais eficiente sob a perspectiva
do financiador p\u00fablico foi realizada uma avalia\u00e7\
u00e3o econ\u00f4mica. O modelo desenvolvido consiste em
um levantamento dos custos incorridos at\u00e9 a dispensa\
u00e7\u00e3o de medicamentos. A an\u00e1lise de Monte
Carlo foi utilizada para estimar valores a partir das incertezas.
Considerando que a popula\u00e7\u00e3o inicialmente
estimada no RFMG fosse atendida em sua totalidade no
PFPB, haveria um custo incremental de R$ 139.324.050,19.
A an\u00e1lise de Monte Carlo mostrou-se favor\u00e1vel
ao RFMG. Foram realizadas 10 mil simula\u00e7\u00f5es
resultando no valor m\u00e9dio de R$ 114.053.709,99 para
RFMG e de R$ 254.106.120,65 para o FPB. O Brasil apresenta
uma formula\u00e7\u00e3o avan\u00e7ada de pol\u00edticas
p\u00fablicas na sa\u00fade. A Pol\u00edtica Nacional de
Medicamentos enfatiza a necessidade de fortalecimento da
assist\u00eancia farmac\u00eautica para al\u00e9m da mera
aquisi\u00e7\u00e3o. O modelo p\u00fablico, coerente com
princ\u00edpios e diretrizes do SUS, apresenta-se com condi\
u00e7\u00f5es mais adequadas para garantir assist\u00eancia
integral e universal de qualidade. A avalia\u00e7\u00e3o
econ\u00f4mica refor\u00e7a essa afirmativa, pois encontrou
maior efici\u00eancia na alternativa de aplica\u00e7\u00e3o
dos recursos diretamente na rede p\u00fablica.”, “author”
: [ { “dropping-particle” : “”, “family” : “Garcia”, “given”
: “Marina Morgado”, “non-dropping-particle” : “”, “parsenames” : false, “suffix” : “” }, { “dropping-particle” : “”,
“family” : “Guerra J\u00fanior”, “given” : “Augusto Afonso”,
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“non-dropping-particle” : “”, “parse-names” : false, “suffix”
: “” }, { “dropping-particle” : “”, “family” : “Ac\u00farcio”,
“given” : “Francisco de Assis”, “non-dropping-particle” :
“”, “parse-names” : false, “suffix” : “” } ], “container-title”
: “Ci\u00eancia & Sa\u00fade Coletiva”, “id” : “ITEM1”, “issue” : “1”, “issued” : { “date-parts” : [ [ “2017” ] ]
}, “page” : “221-233”, “title” : “Avalia\u00e7\u00e3o econ\
u00f4mica dos Programas Rede Farm\u00e1cia de Minas
do SUS versus Farm\u00e1cia Popular do Brasil”, “type” :
“article-journal”, “volume” : “22” }, “uris” : [ “http://www.
mendeley.com/documents/?uuid=56b59ed9-9f26-4fe6-ac72e8ec9277af74” ] } ], “mendeley” : { “formattedCitation”
: “<sup>7</sup>”, “plainTextFormattedCitation” : “7”,
“previouslyFormattedCitation” : “<sup>7</sup>” },
“properties” : { }, “schema” : “https://github.com/citationstyle-language/schema/raw/master/csl-citation.json” }, such
as the Program Medicines at Home (MedCasa), implemented
by the Bahia State Department of Health (SESAB) and which
provided medicines for hypertension, diabetes and family
planning, at the residence of patients who met the inclusion
criteria of the program8 .
In view of the different strategies developed to provide
access and, with the strong growth of federal government
investment in the popular drugstore program, especially in
the agreed network6,9, it is necessary to evaluate the impact
of such interventions on access to medicines to guide the
improvement of these interventions, as well as to subsidize
decision-making by the managers.
However, the access assessment is a challenge, because
it is a complex concept, in which there is no harmonization
between researchers and policymakers4,10,11. In this context,
Penchansky and Thomas10 defined access as a measure of
“adjustment” between the characteristics of health services
and those of the clients, and which consists of five dimensions:
availability, accessibility, accommodation, purchasing
capacity and acceptability4 , being the availability, the
relationship between the provision of services and resources
and the needs of clients10 .
Thus, it is necessary to investigate the use and access to
medications by hypertensive patients, addressing different
access dimensions, in order to support the discussion about
possible inequities in the system, the related factors and
guide improvements in health care. Thus, the objective was
to analyze the factors associated with the availability of drugs
used by hypertensive individuals.
2 Material and Methods
This is a cross-sectional, descriptive-analytical study,
part of a research project entitled “Clinical-pharmacological
study applied to the quality of life of patients with arterial
hypertension”, carried out with hypertensive patients
registered in the National Program of hypertension and
Diabetes mellitus (HIPERDIA) of the municipality of Jequié/
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BA, Between February 2014 and February 2015 on 27 ESF
units 12 .
The sampling plan considered the 11,471 hypertensive
users registered in the city’s Basic Care Information System
(SIAB) in February 2014 13 , mean QOL of hypertensive
patients, 69.70 14 , 90% confidence interval (CI), estimated
accuracy of 5% and design effect of 1, a probabilistic sample
of 220 users was found. For the final sample, 10% were added
to anticipate possible losses, totaling 242 users12. .
For the selection of users, a simple random sample
(AAS) was performed, assigning a numeric code to each user
registered in HIPERDIA. The codes were assigned using
the IBM Statistical Package for the Social Sciences (SPSS)
software, version 21.0 (IBM Corp, Armonk, United States
of America). Inclusion criteria were: users aged 18 years or
over, previously diagnosed with SAH and using medications.
Users unable to respond for cognitive and misleading deficit
to HIPERDIA for more than six months were excluded12 .
Data collection was performed in the homes of the users
using a structured questionnaire. There was training for the
interviewers regarding the BP collection and measurement
instrument. The questionnaire was previously tested in a noninclusive pilot test with ten patients bearing SAH from a
Basic Health Unit (UBS)12 .
Data on continuous use medications were collected using
the self-report and the last medical prescription presented by
the interviewee, and the same were categorized according
to the ATC system (Anatomical Therapeutical Chemical)15.
In order to identify the availability of the medications,
users were asked about the places to obtain these products
in a general way, having as answer options: An ESF-linked
drugstore; a private drugstore; a popular drugstore, its own
or its own-owned network; a MedCasa-SESAB program. It
was also asked about the places of obtaining when there was
no medication in the pharmacies linked to the ESF, having as
answer options: Private drugstore; popular drugstore own or
agreed network; no longer taking; did not identify lack/lack
of supply.
Sociodemographic data (gender, age, color, marital
status, education and income), clinical data (BP and chronic
comorbidities) and anthropometric data (weight, height
and abdominal circumference) were also collected. BP was
measured in triplicate, with a five-minute interval between
each measurement, and mean SBP and DBP were obtained
with the results of the last two measurements, according to
the recommendation of the Brazilian Society of Cardiology1
. Based on the values of weight (in kg) and height (in
centimeters) values collected, the body mass Index (BMI)
was calculated, and users were classified as: Eutrophic
(18.5 to 24.9 kg/m²), pre-obese (25 to 29.9 kg/m²) and obese
(>30kg/m²) 16 . The measurement of abdominal circumference
(WC) was obtained with a non-extensible tape measure,
considering the midpoint between the costal margin and the
iliac crest. In addition, CA values were classified according
J Health Sci 2020;22(1):72-80

to their metabolic complications according to abdominal
circumference (CMCA) in: <80cm, 80 to 88cm e ≥88cm,
for women and, <94cm, 94 to 102cm and ≥102cm, for men,
were classified in normal, with increased risk

and with

risk increased substantially for metabolic complications,
respectively16.
The data were grouped into spreadsheets in the Excel
2010

®

software, and were later transported to the SPSS

software, version 21.0, for data analysis. Sociodemographic,
clinical, lifestyle variables and drugs use were described as
absolute and relative frequencies. The quantitative variable
of medications was described with mean, standard deviation
(SD) and 95%CI. The Kolmogorov-Smirnov test was used to
verify the normality parameters. Student’s T and ANOVA
with Bonferroni correction were performed later when posthoc analysis and Pearson’s chi-square test were required. A
significance level p < 0.05 was considered
The research was approved by the Research Ethics
Committee (CEP) of the State University of Southwest
Bahia (CAAE n° 16729413.0.0000.0055 and Opinion
319.835/2013).
3 Results and Discussion
The present study obtained a total sample of 235
hypertensive individuals, most of whom belonged to the
female sex (74.9%; n=176), were over 60 years old (65.5%;
n=154), self-declared black (74%; n=174) and received
between one and two minimum wages (61.3%; n=144).
Regarding the clinical characteristics, most users had
more than one non-transmissible chronic comorbidity (64.8%;
n=153), BP ≥121/81mmHg (57.5%; n=135), substantially
increased risk for metabolic complications (74%; n=173)
and was above weight (63.8%; n=150). Mean SBP was 139
(SD±19.7) mmHg and mean DBP was 85 (SD±12.4) mmHg.
The mean chronic comorbidity per patient was 1.90 (SD±1.95),
with type 2 diabetes (39%; n=82), dyslipidemia (14%; n=33),
arthrosis (12%; n=28) and cardiovascular disease (5%; n=11),
the most frequent ones.
There were 868 prescription drugs for continuous use,
with a total average of 3.69 (SD± 2.01) per user. The use
of medications was higher in women (3.74; SD± 2.06), users
aged between 51 and 60 years (3.93; SD ± 2.27), with lower
education level (3.58; SD± 1.91), non-black users (4.10; SD
± 2.08) and who had income from two and three minimum
wages (3.85; SD ± 2.31) (Chart 1). The mean number of
medications per user also increased with increased BP, BMI,
risk of CMCA and presence of comorbidities, showing a
statistically significant difference with the latter.
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Table 1 - average quantity of continuous use medications, according to sociodemographic and clinical data of the sample. Jequié,
Bahia, Brazil, 2015 (N = 235)
Variables

Sample

Use of Medications

IC95%

Value of p

2.064

3.44 – 4.05

0.950

3.54

1.860

3.06 – 4.03

9.0

2.86

1.389

2.23 – 3.49

60

25.5

3.93

2.269

3.35 – 4.52

154

65.5

3.71

1.959

3.40 – 4.03

With companion

137

58.3

3.81

2.070

3.49 – 4.19

No companion

98

41.7

3.49

1.922

3.10 – 3.88

Elementary School

192

81.7

3.58

1.913

3.31 – 3.86

Average

43

18.3

4.15

2.347

3.46 – 4.85

Black

174

74

3.55

1.972

3.26 – 3.85

Not black

61

26

4.10

2.087

3.56 – 4.63

N

%

Mean

SD±

Female

176

74.9

3.74

Male

59

25.1

31 – 50

21

51 – 60
> 60

Sex

Age Range
0.113

Marital status
0.889

Schooling
0.214

Skin color
0.256

Monthly Family income (minimum
wages)
<1 salary

53

22.55

3.55

2.108

2.97 – 4.13

Between 1 – 2 wages

144

61.28

3.63

1.939

3.31 – 3.95

Between 2 – 3 wages

26

11.06

3.85

2.310

2.91 – 4.78

<4 salaries

12

5.11

4.75

1.658

3.70 – 5.80

≤120/80mmHg

100

42.5

3.71

2.071

3.29 – 4.12

≥121/81mmHg

135

57.5

3.68

1.977

3.35 – 4.02

Eutrophic

85

36.2

3.38

1.932

2.88 – 3.88

Pre-obese

95

40.4

3.73

1.972

3.35 – 4.10

Obese (Grade 1, 2 and 3)

55

23.4

3.92

2.146

3.39 – 4.45

Normal

24

9.6

3.17

2.371

2.17 – 4.17

Increased

38

16.4

3.45

1.841

2.84 – 4.05

Substantially increased

173

74

3.82

1.990

3.52 – 4.12

Only HAS

82

35.2

2.76

1.536

2.42 – 3.09

Between 1 and 2 comorbidities

136

58

4.02

1.949

3.69 – 4.35

17

6.8

5.59

2.451

4.33 – 6.85

0.257

Blood pressure
0.691

BMI
0.334

Risk of CMCA
0.256

Comorbidities

3 or more comorbidities

0.000*

CMCA: Metabolic complications according to abdominal circumference. BMI: Body mass index. * statistically significant values p < 0.05.
Source: Research data.

The most frequent medications were in the cardiovascular
system (63%; n=479) and in the Food Tract and metabolism
(22%; n=190). When considering the categorization of TCA
subgroup, diuretics were the most prevalent (21%; n=179), and
J Health Sci 2020;22(1):72-80

hydrochlorothiazide (HCTZ) was the most widely used drug in
this subgroup (18%; n=150); followed by agents acting in the
renin-angiotensin system (20%; n=175), with losartan (LOS)
being the most commonly used (14%; n=119) (Chart 2).
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obtained the medications through the drugstore linked to the
unit of ESF (56.2%; n=132). Considering all public sources
of medicine, the frequency of access reached 83% (n=195).
In the case of the unavailability of medications in the ESF
drugstore, 49.8% (n=117) of users purchased their medications
in a private drugstore, and only 4.2% (n=10) used the Program
Here has popular Drugstore (Chart 3).

Table 2 - Therapeutic subgroups and their most prevalent
representatives, according to the anatomic therapeutic Chemical
(ATC) system of the drugs used by the sample. Jequié, Bahia,
Brazil, 2015 (N = 235)
ATC system - second level
Diuretics (C03)
Hydrochlorothiazide
Furosemide
Others
Agents acting in the renin-angiotensin
system (C09)
Losartan
Enalapril
Captopril
Others
Medications used in Diabetes (A10)
Glibenclamide
Metformin.
Others
Beta-blocker agents (C07)
Atenolol
Propranolol
Others
Calcium channel blocking agents (C08)
Anlodipine
Nifedipine
Antithrombotic agents (B01)
AAS
Others
Lipid modifying agents (C10)
Simvastatin
Others
Medicines for acid-related disorders (A02)
Omeprazole
Pantoprazole
Others*
Total

*It includes all subgroups with prevalence < 4%.

N
179
150
17
12

%
21
18
2
1

175

20

119
30
19
7
133
61
54
18
63
24
24
15
62
53
9
53
48
5
46
43
3
40
34
6
117
868

14
3
2
1
15
7
6
2
7
3
3
1
7
6
1
6
5.5
0.5
5
4.7
0.3
5
4
1
14
100

Table 3 - Availability of the medicinal products used by the
sample for primary and secondary sources of production. Jequié,
Bahia, Brazil, 2015 (N = 235)
Variables

N

%

Drugstore linked to the ESF

132

56.2

Popular Drugstore of Brazil – own
Network

24

10.2

Private Drugstore

40

17

Program here has popular Drugstore

19

8.1

Primary sources of obtaining medications

MedCasa

20

8.5

Total

235

100

Private Drugstore

117

49.8

Popular Drugstore of Brazil – own
Network

52

22.1

Program here has popular Drugstore

10

4.2

Does not take/does not know

3

1.3

They did not report the absence of
medication in the ESF

53

22.6

Total

235

100

Secondary sources of obtaining
medications

ESF: Family Health Strategy MedCasa Program medicine in Casa da
Bahia.
Source: Research data.

The prevalence of FHS-related drugstores was higher in
individuals with average monthly income between one to two
minimum wages and among those with BP≥121/81mmHg,
with a statistically significant association (p<0.05) (Chart 4).

Source: Research data.

Regarding the availability of medications, most users

Table 4. Availability of the drugs used by the sample in the primary sources of production, according to sociodemographic and clinical
variables. Jequié, Bahia, Brazil, 2015 (N = 235)
Variables

N availability (%)
ESF

FPB

FP

PATFP

MedCasa

104
(44.3%).
28
(11.9%).

15
(6.4%).
9
(3.8%).

33
(14%).
7
(3.0%).

11
(4.7%).
8
(3.4%).

13
(5.5%).
7
(3.0%).

10
(4.2%).
34
(14.5%).
88
(37.6%).

4
(1.7%).
4
(1.7%).
16
(6.8%).

5
(2.1%).
10
(4.2%).
25
(10.7%).

1
(0.4%).
8
(3.4%).
10
(4.2%).

1
(0.4%).
4
(1.7%).
15
(6.4%).

Value of p

Sex
Female
Male

0.084

Age
31 – 50
51 – 60
> 60

J Health Sci 2020;22(1):72-80

0.542

To be continued...

76

Oliveira IL, et al.
Conclusion.

Marital status
69
(29.4%).
63
(26.8%).

17
(7.2%).
7
(3.0%).

23
(9.8%).
17
(7.2%).

14
(6.0%).
5
(2.1%).

14
(6.0%).
6
(2.5%).

108
(46.0%).
24
(10.3%).

19
(8.0%).
5
(2.1%).

32
(13.6%).
8
(3.4%).

15
(6.4%).
4
(1.7%).

15
(6.4%).
5
(2.1%).

Black

101
(43.0%).

29
(12.4%).

31(13.2%)

17
(7.2%).
2
(0.8%).

13
(5.5%).

Not black

14
(6.0%).
10
(4.2%).

With companion
No companion

0.164

Schooling
Elementary
School
Average

0.964

Skin color

11(4.7%)

0.149

7(3.0%)

Income
<1 salary
Between 1 – 2
wages
Between 2 – 3
wages
<3 salaries

39
(16.7%).
83
(35.4%).
7
(3.0%).
3
(1.3%).

2
(0.8%).
17
(7.2%).
3
(1.3%).
2
(0.8%).

9
(3.8%).
22
(9.4%).
7
(3.0%).
2
(0.8%).

38
(16.2%).
94
(40%).

11
(4.7%).
13
(5.5%).

42
(17.9%).
61
(26.0%).
29
(12.4%).

4
(1.7%).
14
(6.0%).
6
(2.5%).

1
(0.4%).

4
(1.7%).

2
(0.8%).
11
(4.7%).
6
(2.5%).
1
(0.4%).

24
(10.3%).
16
(6.8%).

12
(5.0%).
7
(3.0%).

14
(6.0%).
6
(2.5%).

6
(2.5%).
18
(7.7%).
16
(6.8%).

1
(0.4%).
8
(3.4%).
10
(4.2%).

7
(3.0%).
9
(3.8%).
4
(1.7%).

1
(0.4%).
7
(3.0%).
32
(13.7%).

2
(0.8%).
5
(2.1%).
12
(5.0%).

3
(1.3%).
4
(1.7%).
13
(5.5%).

20
(8.6%).
15
(6.4%).
5
(2.1%).

7
(3.0%).
11
(4.7%).
1
(0.4%).

6
(2.5%).
12
(5.0%).
2
(0.8%).

11(4.7%)
3(1.3%)

0.001a

Blood pressure
≤120/80mmHg
≥121/81mmHg

0.000b

BMI
Eutrophic
Pre-obese
Obese (Grade 1,
2, 3)

0.024c

Risk of CMCA
Normal
Increased
Substantially
increased

18
(7.7%).
17
(7.2%).
97
(41.4%).

0
5
(2.1%).
19
(8.1%).

0.252

Comorbidities
Only HAS
Between 1 – 2
3 or more

43
(18.4%).
80
(34.1%).
9
(3.8%).

6
(2.5%).
18
(7.7%).
0

0.173

(a), (b) and (c) values of p < 0.05. ESF: Family Health Strategy FP: Private Drugstore FPB: Popular drugstore in Brazil. PATFP: Program here has a
popular drugstore. Medcasa: Program medicine in Casa da Bahia. BMI: Body mass index. CMCA: Metabolic complications according to abdominal
circumference.
Source: Research data.

The results of the present study indicate the role of integral

The mean number of medications used by hypertensive

care to patients with hypertension, demonstrating the need for

individuals in this study was lower than that found in elderly

interventions that improve health conditions and promote

hypertensive individuals 17,18 , but close to that found in a study

continuous access to the necessary medications.

with hypertensive patients treated by a public network of
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drugstores in Minas Gerais (3,8) 19 . Drug use also increased
when the user presented worse clinical conditions and was
statistically associated with the addition of chronic noncommunicable diseases.
The advance of age, as well as the presence of comorbidities,
increases the use of medications 17,19,20 . However, such aspects
also increase the chances of drug interactions 21-23 , making
appropriate drug therapy management necessary to ensure
optimal health outcomes 24 .
The most prevalent medications were active in the
cardiovascular system and in the diet and metabolism,
as expected due to the sample being restricted to patients
in the HIPERDIA program. The most commonly used
antihypertensive drugs were also the same as those found
in other studies with hypertensive population17,19,25,26 and
presented scientific evidence of efficacy and safety in
SAH treatment 1,27 . However, the hypertensive patients
presented worrying clinical conditions, such as uncontrolled
BP, overweight, increased abdominal circumference
and other comorbidities, risk factors for cardiovascular
complications 1 and other chronic-degenerative diseases.
emphasizing the importance of verifying the correct followup of pharmacotherapy and promoting interventions aimed at
changes in habits and lifestyles 1,19,25.
In addition to the patients’ attachment for the follow-up
at the FHS, the Plan for the reorganization of the attention to
arterial hypertension and Diabetes mellitus provides for the
continuous availability of medications for these conditions
in the drugstores associated with the FHS 28 . However, little
more than half of the users acquire their medications in the
FHS-linked drugstore (56.2%), a lower frequency than that
found in a study conducted with hypertensive patients from
the municipalities of Pernambuco, in which 69% acquired
anti-hypertensive drugs in the drugstore linked to ESF 26 and
close to the one found in the National Research on Access,
use and Promotion of the rational use of medicines in Brazil
(PNAUM) (56%)25.
In this study, although most of the drugs in use by the
sample operate in the cardiovascular system, it was not
asked about access only to antihypertensive drugs, but to all
those in continuous use. Thus, when comparing with studies
on the evaluation of access to global pharmacotherapy, the
frequency remains below the one found by PNAUM, in which
67% reported always or repeatedly obtaining medications in
the primary care dispensing units of SUS29 and, from what
was reported by hypertensive and diabetic patients in Minas
Gerais (74.3%)19 .
The results of this study also revealed that BP, BMI and
income were significantly associated with drug sources, and
individuals with poorer health conditions and lower income
obtained their medications more frequently in the FHS-linked
drugstore, as also found in another study 30 . These findings
show the role of SUS in facilitating the drug treatment of
hypertensive individuals, making improvements in the
J Health Sci 2020;22(1):72-80

management and structuring of AF necessary in primary
care, in order to guarantee the availability of medications
in an uninterrupted manner and in full follow-up of these
individuals29,31 .
When considering all public sources of medication, the
frequency of access rises to 83%, demonstrating the role of
federal/state management programs to increase access to
essential medicines, such as the popular Drugstore Program
(own and/or contracted Network) and the Drug Program in
Casa da Bahia.
However, the results also show that when there was no
medication in the FHS-linked drugstores, almost half of
the individuals reported to obtain it in the private drugstore
instead of using the popular Drugstore program (own network
and/or contracted one). Considering that these are individuals
who mostly had a higher socioeconomic vulnerability, buying
medications may be a barrier to treatment compliance.
In this context, the coexistence of different AF models
to ensure access to medicines has been the subject of debate
about their advantages and disadvantages as a public health
policy. In general, public drugstores have lower availability
of hypertension and diabetes drugs than the popular Drugstore
Program (own and/or contracted network) and private
drugstores, which contributes to increased use of the program
32
. However, even with the increase in the dispensing of
medicines by the program, the supply by public drugstores
remained the most important source of medication, mainly
for the treatment of hypertension and diabetes6. In addition,
despite the increase in the geographic coverage of the popular
drugstore program, accredited pharmacies are distributed
unevenly, with less coverage in the North and Northeast
regions.
In 2017, the arm of the popular drugstore program’s
own network was instinct, reviving the debate on the
efficient application of public resources to provide access to
medicines. While municipal managers suggest difficulties in
the management of their own network and high costs for the
maintenance of pharmacies34 , some studies point out that the
supply of medicines by public pharmacies seems to be more
economically favorable than by the accreditation of private
drugstores, considering the potential limiting factor to the
productivity of the public sector7,35 .
Finally, it should be noted that AF involves not only a
set of technical-management activities, to provide continuity
in the supply of medicines, but also clinical activities,
developed through patient-centered services, in order to
promote the proper use of medicines and to obtain positive
clinical results36. Thus, it is necessary to make progress in the
evaluation and implementation of AF policies and programs,
which are guided by the principles and guidelines of SUS,
guarantee access to and rational use of medicines, effectively
allocating public resources.
This study presents limitations, among them, the source
of data collection, since the users’ reports on the medications
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in use and the sources of obtaining are subject to memory
bias, although the interviewee was asked to prescribe
the medication for continuous use. Since this is a crosssectional design, the availability of medications found in this
study cannot be considered constant. In assessing a single
dimension of access to medicines (availability), the study is
limited to the multidimensional evaluation of the process,
which goes beyond the simple offer of the product10. However,
most studies on access to medicines in Brazil use availability
indicators and are based on users’ reports, probably due to the
greater ease of obtaining these data4.
4 Conclusion
The findings of this study reveal that most users presented
worrying clinical conditions for the control of hypertension
and prevention of cardiovascular events, the latter being
the ones which used medications the most. The access to
the medications was preferably through the FHS-related
drugstores and was significantly associated with income,
blood pressure values and obesity. However, the private
drugstore was also one of the most widely used sources of
medication for the study population, especially when there
was a shortage in the FHS-related drugstores.
Thus, the need for integral care to hypertensive patients
is evidenced, with interventions aimed not only at the proper
use of medications, but at promoting healthier life habits,
preventing cardiovascular events and contributing to the
quality of life of individuals. Furthermore, the analysis of the
sources of obtaining medications demonstrates the important
role of SUS in providing access to these products, indicating
the need for improvement in public pharmaceutical assistance,
in order to guarantee the quality use of medicines. However,
one should point to a model of pharmaceutical assistance that
is economically viable, but that is consistent with the public
health reality in Brazil, and inspiration is possible in other
existing models.
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