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ABstrAct
This study aims to discuss the way that the Therapeutic Itinerary is built on of cancer patients of the Mata Mineira
Zone. A qualitative study carried out with 4 cancer patients which had the diagnoses between 2014 and 2015.
Data were collected through interviews on January 2016 and analyzed by the narrative. Ethical precepts have
been respected. The analysis of the therapeutic itineraries allowed to perceive that the health system presents
difficulties related to the diagnosis, prevention and promotion of health, considering that the treatments were
effective, getting closer to the ideal oncology healthcare system. The therapeutic itinerary allows visualizing the
patients' trajectory and becomes a fundamental tool in the establishment of a more effective care plan by health
professionals, with emphasis on Nursing care.
Keywords: Nursing; Oncology; Health Services Accessibility.
resuMo
O objetivo deste estudo é discutir a forma como configura-se o Itinerário Terapêutico de pessoas com diagnóstico
de câncer, do município da Zona da Mata Mineira. Estudo de natureza qualitativa realizado com 4 pacientes com
câncer, diagnosticados entre os anos de 2014 e 2015. Os dados foram coletados por meio de entrevista em janeiro
de 2016, e apresentados sob a forma de narrativa. Os preceitos éticos foram respeitados. A análise dos itinerários
terapêuticos permitiu perceber que o sistema de saúde apresenta dificuldades relacionadas ao diagnóstico e ações
de prevenção e promoção à saúde, ao passo que os tratamentos se apresentaram como efetivos, aproximando-se da
rede de cuidados de atenção oncológica ideal. O itinerário terapêutico permite visualizar a trajetória dos pacientes e
torna-se uma ferramenta fundamental no estabelecimento de um plano de cuidados mais eficaz pelos profissionais
de saúde, com destaque para a Enfermagem.
Palavras-chave: Enfermagem; Oncologia; Acesso aos Serviços de Saúde.
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Introduction
In the last century, developing countries presented
a significant change in their epidemiological profile,
evidenced by the decrease of infectious and parasitic
diseases and by the non-communicable chronic diseases
(NCCD) increase, with cardiovascular diseases and
neoplasias being the main causes of death in the world(1).
According to the National Cancer Institute - NCAI(2), in
2030, the global burden of new cancer cases will be 21.4
million people affected, and in Brazil, the estimates for
2016 and 2017 point to the occurrence of approximately
600 thousand new cases. Therefore, neoplasias constitute
a relevant public health problem, due to the high
morbidity and mortality rates, as well as the costs that
these treatments generate for the Unified Health System
(UHS), as evidenced by hospital admission expenses and
outpatient treatment by chronic diseases in 2010, which
was around 3.6 billion reals(3).
In this way, in line with the UHS doctrinal principles of
universality, equity and integrality, it is the all individuals’
right to be served in their health needs, being the duty of
the State to guarantee the provision of health promotion
actions, disease prevention and injuries and individuals’
recovery, circumscribed in a regionalized Health Care
Network (HCN), hierarchical, resolutive and that makes the
users’ possible accessibility(4-5-6).
In this sense, it is understood as a health services
attention organization network at primary, secondary
and tertiary levels, interconnected and connected. This
arrangement has the purpose of offering individuals free
access to the health system, so that they go through the
network according to their needs, having as a reference
and coordination locus, Primary Health Care - PHC(7).
The organization of this care network allows planning
and evaluation of the entire health services sector, making
it possible to identify the service centers, the flow of origin
and destination, the distances traveled by the population
in the search for care, and the number of people attention.
However, several studies have shown that there are
important shortcomings in HCN, related to the difficulty
of access to these services, and misinformation about
the functioning of the same by the population, directly
influencing the actions offered resolution. In this way, the
system becomes ineffective to solve its needs, hurting
the principles of integrality and longitudinally of care,
translated into inefficiency of the reference system and
counter-referral(8-10).
In view of this scenario, Resolution No. 874 of May
16, 2013, which deals with the National Policy for the
Prevention and Control of Cancer in the Network of
Attention to Health of People with Chronic Diseases in the
context of UHS, need to offer comprehensive care to the
cancer patient, considering it to be a chronic preventable
disease and reaffirming the need to obtain an organized
and integrated health network, so as to enable integral
treatment(11).
The paths that the patient travels in the HCN and the
resources that he uses for the care with his health, from the
moment he perceives signs or symptoms of some disease,
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until the illness discovery, is denominated Therapeutic
Itinerary - TI(9). In the people with cancer TI context, the
time between the symptoms onset and the diagnosis
directly influences the treatment results and patients’ cure.
Study(9) with cancer patients, showed that in the United
States, the average time of first contact with the network
until the final diagnosis is around three months, while in
Brazil, this time is around six months(8).
Therefore, the importance of this study is about knowing
the cancer patients’ TIs in the HCN of a municipality in
the Mata Mineira Zone, to allow the understanding of the
approximations and distances faced by these individuals
between the ideal cancer care network and the real
one. For this purpose, the following question guided the
research: which pathways are the people diagnosed with
cancer from a municipality in the Mata Mineira Zone
searching for health care, from the disease suspicion and
the first symptoms appearance until the beginning of the
treatment?
The understanding of these TIs will provide subsidies so
that the municipality and the health professionals offer a
more adequate, humanized and resolutive assistance to the
community. In addition, in understanding the experiences
faced by people in their health-disease-illness process, the
caregiver dimension of the health professional regarding
chronic illnesses is increased, especially the nurse, and
increases the user’s bond with professionals and services,
as well as allowing greater compliance to the proposed
treatments.(9-12).
Thus, the objective of this study was to understand how
the Therapeutic Itinerary of people diagnosed with cancer
in a municipality in the Mata Mineira Zone is configured.

Method
A qualitative study that works with the beliefs’ universe,
values and attitudes of the subjects, inserted in a given
social reality, which inscribes the human phenomena. This
research type allows the deepening of the meanings that
people attribute to their actions and human relations,
focusing on what is specific and peculiar, aiming at a
comprehensive subjects’ approach who lives a given
experience. It contributes to a better understanding of
the distance between knowledge and practice, insofar as
it helps to elucidate people’s feelings, explaining their
actions in the face of a problem in situation(13).
The research is part of a municipality in the Mata
Mineira Zone and in its network of patient care with a
cancer diagnosis resident in this municipality, inserted in
Out-of-Home Treatment (OHT), since the municipality does
not offer support for cancer treatment by UHS. The OHT was
regulated in the Ministry of Health (MH) Ordinance SAS No.
55, dated February 24, 1999, being a legal instrument that
guarantees access to health care services (transportation,
specialized consultations, diagnostic exams and treatments)
to patients suffering from diseases that cannot be treated
in the municipality, because they are at a less technical
level of complexity within the health care network. OHT
functions as one of the points of the municipality’s health
care regulatory system by receiving patients referred from
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the primary, secondary, and tertiary health care levels and
directing them to specialized treatment settings indicated
in the Concerted and Integrated County Program(14).
The study participants were people diagnosed with
cancer, residents of the research municipality, and who
underwent treatment in other region and micro-region
municipalities.
A total of 90 patients were selected from among the
183 people registered in the OHT database, who had the
most prevalent cancers (breast, cervix, prostate, colon and
rectum). 8 interviews were conducted, and the participants
were chosen by lot, with 4 patients from the 2014 and
4 patients from 2015. The interviews were closed after
content saturation. Of these, four participants (named
Emerald, Ruby, Topaz and Agate) were elected, whose
histories best represented the experiences of seeking
care in the oncological context. Participants accepted
to participate in the study, by prior signing the Free and
Informed Consent Term (FICT).
The contact with the study participants was, at first,
by telephone; on this occasion, from the manifestation of
consent to participate in the study, a date, time and place
of their choice were scheduled with them to perform the
data collection.
To preserve the participants’ anonymity, they were
identified with the precious stones’ names (Emerald, Ruby,
Topaz ...).
The data collection took place in January 2016
through a semi-structured questionnaire adapted from
the Ferreira’s(13) study. The interviews were carried out at
the participants’ residence, with a 35 minutes’ average
duration, and allowed them to report on their experiences
related to TI in the cancer care context, constructed in the
narratives form.
The narratives analysis took place after interviews
transcription, and it was carried out looking for the elements
that best represent the approaches and distances of the
oncological health care experienced by the participants
in the search for health care. The TIs were represented by
means of schematic figures.
To have the full record of the participants’ statements
related to the discursive questions, they were asked to
permit the tape recorder use in the interviews, which were
approved and transcribed to guarantee the reliability of
the participants’ speech.
The research was approved by the Human Research
Ethics Committee of the Viçosa Federal University under
CAAE No. 48362715.7.0000.5153 and developed respecting
the ethical aspects according to Resolution No. 466/2012
of the National Health Council(15).

Results
Emerald Therapeutic Itinerary
Emerald, 67, full elementary school, school assistant and
mother of 3 children. She began to feel discomfort with the
bleeding presence in mid-September/October 2014. At first
she sought emergency care from one of the city’s public

hospitals (Figure 1, Step 1). In this hospital, an Intravaginal
USG was requested, an Endometrium examination was
performed, the examination was altered and, therefore, it
was referred to a gynecologist 1, whose appointment was
made by the health plan, where it was (Figure 1, Step 2).
Urgently referred to the gynecologist 2, who requested a
cytopathological exam in one of the hospitals in the city,
(Figure 1, Step 3) - suspected cancer, and lack of diagnostic
confirmation: cancer in the uterus or endometrium? Emerald was referred to an oncologist 1 (Figure 1, Step 4).
She talked to his children for fear of the oncologist 1
not giving an account of the surgery, feeling of revulsion
and fear (Figure 1, Step 5). Decision to consult in a hospital
in Belo Horizonte with gynecologist 3 (Figure 1, Step 6).
Treatment initiation with Oncologist 2 in a hospital in
Belo Horizonte, after indication of gynecologist 3, treatment
consisted of 28 sessions of radiotherapy and treatment with
oncologist 3 - Chemotherapy once a week (Figure 1, Step 7).
Surgery was performed in Nova Lima (Belo Horizonte) on
June 17, 2015 successfully (Figure 1, Step 8).
Due to the ease of owning a health plan, she quickly
consulted and performed the examinations, and soon the
diagnosis was closed.
The patient reported that she had been diagnosed with
cancer in a quiet manner, and mentioned that she never let
herself be beaten; having always been anchored in faith
and religiosity as coping strategies.
“In my head I did not freak out, but it was not that thing,
because there are people who are even in depression,
right?”

Having always been anchored in faith and religiosity as
coping strategies. Demonstrating this religious dimension,
in one of the patient’s “conversations” with Him (God), she
emphasized the temporality of that situation in her life,
demonstrating strength and will to overcome the disease.
“Oh, I was not born with it, so it does not belong to me, so
the way it came the Lord will lead.”

Despite the health plan, other difficulties arose, such
as when she went to an oncologist 1 who said she was
not sure if she could perform the surgery (Figure 1, Step
5). This insecurity on the medical staff part made the
patient and the family choose to perform the treatment in
Belo Horizonte, in a private hospital with a gynecologist 3
(Figure 1, Step 6).
From the beginning of the symptoms to the surgery,
Emerald reported that 8 months passed, during which
time the patient went through approximately 6 doctors
(between gynecologists and oncologists), 28 sessions
of radiotherapy, weekly chemotherapy sessions and 4
brachytherapy sessions (Figure 1, Step 7). In addition to
comings and goings from Belo Horizonte. Currently the
patient referred to travel every 3 months to follow up
with the 3 doctors who performed her treatment (Figure
1, Step 8).
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Figure 1. Emerald Therapeutic Itinerary. Viçosa, MG, Brazil, 2016.
Source: survey data.

Ruby Therapeutic Itinerary
Ruby, 57, incomplete elementary school, domestic
and mother of 2 children. She first sought the Primary
Health Care Unit (PHCU) from her neighborhood, Estrela,
complaining of intestinal constipation, and then requested
an examination of hidden blood in the stool and by the
PHCU doctor Ana (Figure 2, Step 1).
Due to the non-resolution of her problem and the great
anguish she felt from the fact that her sister died of bowel
cancer, Ruby returned to the unit, requesting a colonoscopy
(Figure 2, Step 2).
“[...] and there I insisted with that and reached a point
that they took and I could not get any more, then I got it
and I arrived and I fought with the doctor, I want a one a
colonoscopy exam, that’s what I want.”

individual in a hospital in his municipality in Viçosa (Figure
2, Step 4). In December 2014, she received the result that
she had rectum cancer after a medical visit to present the
colonoscopy result. Then came the diagnosis confirmation,
and according to the patient’s account, together with her a
great sadness; but what sustained her was an unwavering
faith, which gave her a great will to fight (Figure 2, Step 5).
“[...] I’m going to move on, I’m going to fight, I’m going to
continue, the moment I found out I just knelt in front of Our
Lady Aparecida and asked her to give me strength for me,
to do everything the doctor says.”

“[...] because if it were to wait for the UHS it would take
an eternity, and then when it did, it would not solve
anything.”

From the examination result, she was referred by the PSF
doctor to a hospital specialized in the cancer treatment in
the city of Muriaé, MG, through the transportation offered
by the City Hall in the Out-of-Home Treatment sector,
where she performed the following tests: blood stool,
ultrasonography, tomography, and colonoscopy (Figure 2,
Step 5).
In this hospital, the chemotherapy treatment was first
proposed, and 2 months after the diagnosis, tumor removal
surgery was performed on February 26, 2015 (Figure 2,
Step 6). Currently, it carries out clinical monitoring every 4
months in the same institution, with the OHT transportation
and treatment funded by UHS (Figure 2, Step 7).

It was then that, on her own, she continued his search
for care and decided to take the examination by the

“But what I took from all this is my will to live, that’s it, the
will to live to live to live.”

After obtaining the request for the examination,
she immediately sought one of the hospitals in the city.
Unfortunately, Ruby reports that she was not able to
perform the test (colonoscopy) at this hospital, arguing
that UHS would be delayed (Figure 2, Step 3).
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Figure 2. Ruby Therapeutic Itinerary. Viçosa, MG, Brazil, 2016.
Source: survey data.

Topaz Therapeutic Itinerary
Topaz, 81, incomplete elementary school, retired, and
father of 4 children. He is hypertensive and treats with his
cardiologist through the health plan (Figure 3, Step 1).
In 2015, in one of the routine consultations for
hypertension treatment, his doctor emphasized the
importance of the prostate cancer screening test (rectal
examination and Prostate Specific Antigen – PSA - dosage),
and then referred him to a urologist of his County. The
care took place in the doctor’s private clinic (Figure 3, Step
2). At this location, Dr. Otávio (urologist) receiving Topaz
requested blood tests for PSA dosage, performed in a
clinical laboratory, paid by the patient (Figure 3, Step 3).
Due to the altered PSA score, the doctor requested a biopsy
(Figure 3, Step 4). After a positive test result, Topaz was
diagnosed in early 2015 with prostate cancer.
Topaz mentioned that he was not shaken by the news.
He stressed that he did not feel anything, that he did not
present any symptoms related to the disease and reiterated
that the diagnosis did not affect him emotionally, because
he was confident that there was treatment and that he
only asked God not to suffer.
“Honestly, I was not surprised, it did not affect me at all,
because what it is, I had confidence that there existed and

there is treatment right, not even to repair but there, so
emotionally did not affect me not.”

Two months after the diagnosis, he was referred to a
hospital specialized in the cancer treatment in the city of
Muriaé, MG, for radiotherapy treatment (Figure 3, Step 5),
initially 36 sessions would be performed (Figure 3, Step 6).
Due to a Topaz’s mistake, the recommended treatment was
postponed, and with that, only the radiotherapy sessions
began.
“[...] but I made a mistake that caused a delay, because
there they asked a city clerk to take the exam (PSA
dosage), then I took it myself, thinking it was going to
be better, and I gave it to the hospital and it was to be
delivered to the secretary of health of Muriaé to forward.
We only discovered 2 months later.”

He currently performs clinical follow-up every 3 months
at the same institution (Figure 3, Step 7). Topaz reports that
there was no indication for chemotherapy treatment, and
no surgical interventions were required.
“[...] but did not send me to do non-chemotherapy
application, just the application of radiotherapy. I did
the 36 I had to do and that was it, I did not die no.”
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Figure 3. Topaz Therapeutic Itinerary. Viçosa, MG, Brazil, 2016.
Source: survey data.

Agate Therapeutic Itinerary
Agate, 30, complete elementary school, housewife, lives
with husband and children. Diagnosed with breast cancer
in March 2015, after noticing a breast lump in December
2014. She sought the Family Health Strategy (FHS) of the
neighborhood where she lives with the above-mentioned
complaint, also referring to pain and burning in the
lump (Figure 4, Step 1). Breast ultrasonography was then
requested by the doctor, who, after the result, revealed the
need to perform a biopsy (Figure 4, Step 3).
Agate was referred to Centro Viva Vida, and the doctor
from this service requested that the biopsy be performed
at Ponte Nova, confirming the breast cancer diagnosis
(Figure 4, Step 4). The doctor signaled the surgery need, but
the patient’ sister-in-law requested that it be performed
at the referral hospital for cancer in Muriaé, because the
family had security in this service due to the treatment of
a relative in this place. The family was present throughout
the treatment and Agate revealed their importance in
everyday life.
“Because in those moments that we see who is a friend,
who is not, who is there to help you and who is not, but my
family is very committed, they help me at home, but they
say not to stop, to continue whatever It’s because working
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that you forget, just standing indoors, there’s no way you
cannot.”

Thus, Agate began to be treated in Muriaé, where it was
decided by the clinical body that she would first undergo
chemotherapy, the first session being performed on August
13, 015 (Figure 4, Step 5). The surgery was postponed until
January 16, 2016, whose date she would return to Muriaé
and discuss the necessary procedures (Figure 4, Step 6).
When questioned about the greatest difficulty during
the treatment, Agate stressed the issue of difficulties in
marking exams through the FHS.
“I found that here in Viçosa is a long time, the health unit
here, I had to pay for my ultrasound because the doctor said:
Oh, there is no way I can pass you in front of the others, no
way, because here it takes, it takes too long, it usually takes
one year. And I could not wait one year. Then he said that if I
have the condition and can pay, then I said: I’m going to pay.”

Discussion
Endometrial cancer, an Emerald diagnosis, is the sixth
most frequent type among cancers that affect the uterine
body, presents a survival of 80% and is very associated with
life habits, and should not therefore be underestimated(16).
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Figure 4. Agate Therapeutic Itinerary. Viçosa, MG, Brazil, 2016.
Source: survey data.

On the other hand, rectal cancer, Ruby pathology, is
the second most prevalent in females, with 17,620 cases
estimated for 2016 and a mortality of 694,000 cases in
both genders. However, when diagnosed in early stages,
survival is high, being 60% in these cases. In the survival
juxtaposition, we have very effective tests for the early
detection of these tumors, being colonoscopy (gold
standard) and occult blood test in the stool, depending only
on which medical professional requests it according to the
patients’ needs and their family history and health(16), which
is in line with the study results, which showed that one of
the interviewees had a family history of bowel cancer.
Topaz presented prostate cancer, which is among the most
common tumors in men, the first being more common, with an
estimated 61,200 new cases for Brazil in 2016. Early diagnosis
can be made by PSA dosage and rectal examination, being a
cancer with a good prognosis and survival rate superior to
95% of the cases, when diagnosed early(16).
Agate was stricken with a rare cancer for its age group
(30 years). According to NCAI(16), the breast cancer incidence
progressively rises above this age, especially after 50 years-old.
It is the most common cancer type among women, accounting
for 25% of new cases/year and an estimated 57,960 cases in
2016 and 2017, and 14,206 women died in 2013.
Despite the large number of cases and a high mortality
rate, it is a disease targeted by MH screening programs

through Mammography Clinical Examination (MCE). For
women in the 50-69 age group, MCE should be performed
annually and mammography every two years; women with
a family history for the breast cancer development (history
of breast cancer before age 50 in first-degree relatives,
sister or daughter, breast cancer in men or ovarian cancer)
should be evaluated individually for decision on the
following follow-up routine(15-16).
It was observed, from the four presented cases, that each
individual presented TIs and different outcomes. Emerald,
despite having a health insurance (which presupposes
greater ease of access), did not experience facilities in
relation to decision making on treatment. Despite having
the ease of appointment scheduling, the possibility of
going to several doctors and the comfort that the private
health system provides, she faced difficulties that could
have hampered her diagnosis, since medical specialties
have conflicted over and over again about her case. Thus,
if it were not for the children’s attitude and their concern
about the presented symptoms, the diagnosis could have
been made later, which also demonstrates disarticulation
in the health sector and conduct divergence, often violating
the integrality principle.
Fundato(8) states that early diagnosis and treatment
are associated with the family and patient’s perception
of illness and how the health-disease-illness process
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modifies family dynamics, which is a determining factor
in the success of treatment and in the patient’s survival.
Thus, any delay in defining the diagnosis implies a lower
chance of cure, with consequences for the patient, family
and health system.
Thus, it was observed from the TIs’ construction,
an often fragmented, fragile and nonresolutive HCN,
incapable of providing continuous and quality attention
to the individuals studied. It is known that the ideal HCN
should be in conformance with an integrated system and
organized in a set of actions, health establishments and
professionals of diverse action areas, that would enable
continuous, integral and complete health care(7).
With regard to another HCN attention point, the PHC,
it was found that Ruby and Agate found difficulties in
marking queries. When analyzing the respective TIs, a
fragility is observed in the base of this system, because
the spontaneous demand flow is not well established
according to the premise of accessing the system by the
PHC. Ruby did not receive adequate care, having to “fight”
at the unit in his neighborhood to get a colonoscopy
appointment, while Agate did not even try to score for the
UHS, having directly sought the private sector, according to
the health professionals themselves who discredit a UHS,
in order to speed up the diagnosis and start the treatment
as soon as possible(7).
It is inferred that if Ruby had not claimed his rights
enrolled in the entire care line, and Agate had not resorted
to the private health system for scheduling procedures
that have a large queue in the UHS, tumors staging would
probably already be found at more advanced levels, making
it difficult to cure and treat(9).
These difficulties experienced by the study participants
are directly related to the UHS underfunding, which, even
with almost 30 years of existence, still faces obstacles
associated with limited investments and operationalization
high costs, lack of definition of responsibilities between the
funding agencies at the federal, state and municipal levels,
the biomedical focus prevalence, with hospital-centered
logic, focused on medical care. This is due to the way
health is signified, becoming a consumer good that can be
excluded from the poorest part of the population through
the hospital environments privatization and exorbitant
payments for basic services(17).
Due to the biomedical model hegemony, investments
are centrally directed, favoring more complex hospitals,
with the intention of healing patients who are already sick.
However, there is no denying the need to favor PHC, invest
in prevention and promotion of health and quality of care
for the population(17).
When it comes to prevention of grievance and diseases
and health promotion, reference is made to PHC, a priority
place where actions of primary prevention and early
detection of some cancers, such as the breast, should be
carried out. Thus, as long as PHC is not used in its capacity/
potential, managers and health professionals from the UHS
will cope with a “swelling” in the secondary and tertiary care
levels, due to the more complex services that are offered,
which will cause service queues and slowness in marking
examinations, consultations and carrying out procedures(9).
REVISTA ENFERMAGEM ATUAL | 2018; 85

When an PHC works the way it was idealized, especially
in early detection cases, it can reduce the great demand
to the other attention levels. The PHC contribution in this
context allows a better UHS performance, as it will reduce
the demand for specialized consultations and complex
procedures performed without clear indication(9).
In this sense, when PHC occupies its space in the health
system, there will be a more effective resolution of the
problems and creation of a link between the team and the
patients and their families, as well as enabling the referral
and counter-referral system viability(18).
Given these issues and the results, it can be seen that
Topaz, Ruby, Emerald and Agate, as health system users,
experienced moments in the search for health care that
meet the principles and guidelines of UHS(5-19).
It is universality to guarantee health care by the UHS
to all citizens, with the right of access to all public health
services. The TIs analysis shows that this principle has
been hurt several times in the Ruby and Agate ways. For
universalization to be consummated,it is necessary to extend
the services coverage, examinations and consultations, so
that they are available to the population(5-19).
In the light of the equity understanding, which has the
purpose of ensuring health services, at different levels of
complexity to each citizen, comparing the cases of Topaz
and Emerald with Ruby and Agate, it was observed that,
although all had performed their respective treatments
with quality and in good hospitals, access and ease were
different, breaking the equity principle. Those who had
health insurance performed the exams quickly, who was
treated by the UHS, had to pay for the services, so they
could end the walk against the disease(5-19).
As to the completeness, with regard to the total actions’
number that are possible to be carried out to promote
health, prevent injuries and attend health, there was failure
in all patients, since all resided in areas covered by the
PSF and could have participated of educational actions,
received a home visit of the doctors, nurses and community
health agents, in addition to the active search as a pillar of
the territorial care practices, forming a set that helps the
community in coping with problems and improving health
care offered to them(5-19).
This conformation of principles and directives
composes the way UHS is structured, with respect to the
ordering of health services and actions, understanding
health as a constitutional right of citizens and community.
Therefore, when thinking about organizing patient care
from a clinical/care point of view, HCN, especially PHC,
plays an TI management role, which assigns functions such
as patient care follow-up, making referrals, when pertinent,
and assuming that care must transcend the primary level
of health care, when the pathology so requires, ensuring
access to other care levels and allowing continuity of care
through referral and counter-referral(5-18).
It should be noted that the difficulties that Ruby
encountered during the search for diagnosis removed her
from this effective and resolutive care network, since she
had to seek services in the private network that would
expedite her diagnosis.
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It is known that cultural factors, experiences, and
beliefs make each TI unique because each individual and
family experiences the health-disease-illness process in a
particular way, looking for different methods to solve their
health needs(8). Generally, the disease discovery causes the
person to experience some difficulties, characterized by an
often fragmented HCN, the cancer diagnosis, labeled as
synonymous with death and fear of the unknown brought
about by the treatment, causing mental suffering to the
patient and your family.
For the nurse, knowing the TI of these patients
implies in their history evaluation, ability to follow the
disease evolution, offer support so that the cancer is
not stigmatized as a death sentence, given the range of
meanings and feelings that this disease brings, and help
during treatment, in addition to identifying a family and
community support network that supports the emotional
aspect of these patients(20). Thus, it is imperative that
nurses and all multiprofessional staff work in the patients’
evaluation in a holistic and humanized way, trying to
understand the social, psychological and biological
changes that the disease has caused in the life of each
one, unfolding in an approach humanized(21).
In addition to the difficulties inherent in the health care
network, other impacts brought by the cancer diagnosis,
and which were reported in the TI of the individuals
interviewed, were the psychological, social, physical
and financial difficulties to which cancer patients and
their families are submitted. Given these questions, the
interviewees reported that one of the coping forms used in
the health-disease-illness process was religious approach
and family support. They reported on their itineraries
that waiting for the diagnosis, the end of treatment, and
the healing caused a search for something that offered
support, hope, motivation, and a purpose that would help
him understand the incomprehensible(20).
This search generates patients reactions to their state
of health-disease-illness and results in the integrality
construction of the individual and the existence resignification,
finding a new sense of living overcoming illness, and through
human subjectivity and interpersonal relations, the family
support and their encounter with the threshold of life act
as impulses to continue the treatment based on behaviors,
values and ideologies that maintain hope and value the
disease experience as a survival experience(20).
Consequently, the individuals TI investigated revealed
some weaknesses in HCN, related to the difficulties of
preparing reference and counter-reference streams and
deficiencies in professional training, in the Oncology area.
These issues can be improved if HCN is organized under
the universal logic and integral access model, with the
availability of human and material resources, to resolutely
expand the flows and against the UHS flows, thus ensuring
that the path health care to meet the users’ needs(18).
Thus, the HCN implementation and TI consolidation in
the formats in which they were conceived depend on the
strengthening of care levels, the resources rational use,
existence of spaces for prevention and health promotion
interventions, diagnosis, rehabilitation, cure and palliation
from the point of view of integrality and continuity of care(7).

Therefore, a reassessment in HCN for chronic patients is
indispensable, aiming at the creation of continuous and
multidirectional flows, without hierarchy of inflexible
sectors or flows, prioritizing the users’ needs and valuing
subjectivity, individuality and individual and family needs.

Conclusion
The TIs allowed to visualize the patients’ trajectory
by the health system and to analyze how the HCN of a
municipality of the Mata Mineira Zone is configured,
making possible the understanding of the distances and
approximations that the individuals found in the search for
health care. This information will allow the action planning
aimed at (re)organizing the health system, to optimize the
patient’s progress in the HCN, and also to reflect on the
need to increase access to primary, secondary and tertiary
levels, as a way of early identification of risk factors and
signs and symptoms suggestive of diseases, improving the
quality of care for UHS users and optimizing their TIs.
Even with the distancing of the ideal model of chronic
patients’ care, it was expected to be more readily available
and easier to perform the tests, since this is the individual’s
way of diagnosing his condition. When the health system
presents initial difficulties related to diagnosis, prevention
and health promotion, it is necessary that the treatment be
effective. The quality treatment effectiveness was observed
in the TIs discussed, which represents an approximation with
the oncology care network advocated by the UHS cancer care
network, while the medium complexity care, represented by
the diagnostic exams, distances from this network.
The TIs analysis also made it possible to observe the
patients’ sociocultural aspects before the disease, the ways
they found to face the problems and to understand the
importance of the family as support in the treatment and
aid in the decision making about the disease. All variables
related to TI become decisive in the health-illness-sickness
patients process, from decisions in the family context,
regarding attitudes towards the appearance of the first
signs and symptoms, the choice of places for first access
to services health care and the professionals’ qualification
who will provide care to the individuals.
That is why it is so important to have an organized HCN,
to enhance the PHC functions and ensure its positioning as
a health system ordinated, and a strategic tool that allows
the reception and creation of a link with the patient and
its support nucleus, besides of coordinating an adequate
reference and counter-reference system with the medium
and high complexity levels.
Further studies are suggested that identify other health
system needs and discuss possible restructurings with regard
to care at different points of health care, relating them to the
TIs of patients with cancer and other chronic diseases.
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