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ABSTRACT

Introduction: The Care Network for Persons with Disabilities aims to provide compre-
hensive and continuous care to this population, structured through components of pri-
mary care, specialized rehabilitation care, and hospital care, including urgent and emer-
gency care. In this context, the Care Network should be anchored in the guidelines of
decentralization and regionalization of health to promote equal access.

Objective: To understand the actions aimed at people with disabilities, and the strengths
and limitations of the Care Network for Persons with Disabilities in the IX Health Region
of Pernambuco, Brazil.

Materials and Methods: This is a qualitative narrative study, guided by Critical Disability
Theory, conducted with five regional health managers and five primary care coordinators
working in the IX Health Region of Pernambuco. Data were collected through semi-struc-
tured interviews and subjected to thematic content analysis.

Results: Three thematic categories emerged, condensing the main topics addressed by the
participants: (1) "We don't stop to think about this; it's rare and difficult™: actions aimed
at people with disabilities; (2) "Specialized Rehabilitation Centers need to be opened": po-
tential of the Care Network for People with Disabilities; and (3) "Recife is a long way
away, isn't it?": limitations of the Care Network for People with Disabilities.

Conclusion: the health system in the IX Health Region perpetuates a fragmented and un-
equal care model, which reinforces the marginalization of people with disabilities.

Keywords: People with disabilities; Health Care; Health Services; Comprehensive Health

INTRODUCTION

The enactment of the 1988 Federal Constitution (CF) represented a milestone in the
consolidation of health as a right for all and a duty of the State, through the creation of
the Unified Health System (SUS), based on the principles of universality, comprehensive-
ness, and equity (Brazil, 1988). Years later, the Brazilian Law for the Inclusion of Persons
with Disabilities, also called the Statute of Persons with Disabilities, reinforced this
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commitment, establishing the guarantee of comprehensive care for Persons with Disabil-
ities (PwD) at all levels of complexity within the scope of the SUS (Brazil, 2015).

According to the Continuous National Household Sample Survey (PNAD Continua),
Brazil had approximately 18.6 million people with disabilities in 2022, representing 8.9%
of the population aged two and over. In Pernambuco, approximately 949,000 people are
estimated to have disabilities, representing 10.1% of the population in this age group. Na-
tionally, the Northeast region has the highest proportion, reaching 10.3% of the popula-
tion, corresponding to approximately 5.8 million individuals. Visual impairment is the
most prevalent, followed by physical, hearing, and intellectual disabilities (IBGE, 2022).

Despite this significant prevalence, PwD face significant barriers related to health,
education, employment, and income. In the health field, Ordinance No. 4,279/2010 (Brazil,
2010) guided the organization of Health Care Networks (RAS), defining as a priority the
Care Network for Persons with Disabilities (RCPCD), formally established by Ordinance
No. 793/2012, which established its implementation in the SUS through the creation, ex-
pansion, and articulation of care points (Brazil, 2012; Brazil, 2014).

The RCPCD is structured into three components: Primary Care, Specialized Care in
Rehabilitation for hearing, physical, intellectual, visual, ostomy, and multiple disabilities,
and Hospital and Emergency Care. These components must operate in an integrated man-
ner, with regulated access and coordination between the different services, in order to
ensure comprehensive care (Brazil, 2012). However, studies indicate that, despite legal
support, the RCPCD remains a public policy that lacks structural investment and the
strengthening of professional performance, resulting in fragmented care and compro-
mised comprehensiveness (Farias et al., 2023; Miranda et al., 2024; WHO, 2011).

The national and international literature on disability mostly presents analyses fo-
cused on specific dimensions, such as the role of Primary Care, policies segmented by type
of disability, accessibility, functionality, inclusive education, insertion into the labor mar-
ket, and the use of assistive technologies (Miranda, 2024; Almeida et al., 2024; Macedo et
al., 2025; Macedo, Leite & Gimenez, 2024; Mota & Bousquat, 2023). However, there are
gaps in research on the RCPCD as a structuring and articulating network of care in the
SUS, especially in regional contexts.

In this context, analyzing the RCPCD in the IX Health Region of Pernambuco is rele-
vant, given the high prevalence of PwD in relation to the total population and the need
for effective actions to ensure comprehensive and quality care. The RAS (Regional Health
Programs) are an essential strategy for strengthening the management and organization
of services in different regions (Barbosa, Rodrigues & Alencar, 2025; Brazil, 2010).

The IX Health Region presents critical indicators for the organization of the Care Net-
work, including a high proportion of persons with disabilities, unequal distribution of
rehabilitation services, extensive territorial dispersion, long distances from the state capi-
tal Recife (up to 640 km), and dependence on informal interstate care flows (Barbosa, Ro-
drigues & Alencar, 2025). These characteristics make the region an emblematic example
of the structural inequalities that shape the provision of care for persons with disabilities
in Northeast Brazil.

Thus, this study aimed to understand the actions aimed at people with disabilities,
as well as to identify the potentialities and limitations of the Care Network for People with
Disabilities in the IX Health Region of Pernambuco.

MATERIAL AND METHODS

This is a qualitative, narrative study guided by Critical Disability Theory, which ex-
amines in depth social inequalities, access to resources, and discrimination processes that
directly impact the lives of people with disabilities (Pereira Spiniele, 2024). The Standards
for Reporting guidelines were followed in the preparation and reporting of the study.
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Qualitative Research (O'Brien et al., 2014), aiming to ensure transparency, systematicity and
rigor in the description of procedures.

The research was conducted in the IX Health Region of the state of Pernambuco, Bra-
zil, whose headquarters are located in the municipality of Ouricuri and encompassing the
cities of Araripina, Bodocd, Exu, Granito, Ipubi, Moreilandia, Parnamirim, Santa Cruz,
Santa Filomena, and Trindade. During the research period, from October 2019 to February
2020, this region had an estimated population of 327,866 inhabitants, distributed across
eleven municipalities (IBGE, 2019). The location was chosen because it has a structured
Health System (RAS) that offers services ranging from Primary Care to High Complexity
Care.

Ten participants participated, distributed in two segments: Segment 1, composed of
managers linked to the IX Regional Health Management, including the Manager, the
Health Care Coordination, the Microcephaly Supporter, the Health Regulation Supporter
and the Health Planning Supporter; and Segment 2, formed by Primary Care coordinators
from five municipalities in the region. The selection of participants followed an intentional
approach (purposive sampling), being invited initially by email and, later, by face-to-face
contact.

The sample of ten participants was appropriate for the qualitative design, whose pur-
pose is to explore perceptions and experiences in depth rather than produce statistical
generalization. The intentional selection of strategic managers enabled the capture of di-
verse perspectives on the organization of the Network, and theoretical saturation was
reached when additional interviews no longer contributed substantive elements to the
emerging categories, as recommended in qualitative health research (Rahimi & Khatooni,
2024).

Individuals who had held the position or served as legal representatives for at least
three months were considered eligible, a period defined to allow familiarity with the ser-
vice network. Individuals on leave due to vacation or any other type of leave, as well as
those unavailable for the interview, were excluded. Two coordinators were on leave, and
three were unable to participate due to unavailability.

Data collection was conducted through semi-structured interviews, guided by a
script developed by the authors and composed of trigger questions. The guiding question
was: "What health actions aimed at people with disabilities are carried out in the munici-
pality/health region, and what are the strengths and limitations identified in the net-
work?" With consent, the interviews were audio-recorded, transcribed verbatim by the
interviewing researcher, and reviewed by another team member. Preliminary analyses
and interpretations were discussed with two researchers, ensuring triangulation of per-
spectives. Each interview was conducted individually, in a private location chosen by the
participant, and lasted an average of 30 minutes.

To ensure anonymity, alphanumeric codes were assigned, with the letter "A" for re-
gional managers and the letter "B" for municipal managers, followed by the interview se-
quence number. Data collection ended at theoretical saturation. Before the actual start, a
pilot test was conducted to verify clarity, feasibility, and any adjustments to the instru-
ment.

The analysis of the material followed the Thematic Content Analysis, according to
Bardin (2011), fulfilling the steps: (1) pre-analysis, with exhaustive reading and organiza-
tion of the corpus; (2) exploration of the material, identifying registration units and con-
text, relevant excerpts and emerging categories; and (3) treatment and interpretation of
the data, searching for underlying meanings and articulating them to the adopted theo-
retical framework.

Methodological rigor was ensured through the criteria of credibility, reliability, de-
pendability, and transferability (Forero et al., 2018). The results were organized into
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thematic categories, illustrated by excerpts from the interviews and interpreted in light of
Critical Disability Theory.

Although the analysis followed the principles of Thematic Content Analysis, the in-
terpretative stage was strengthened by an analytical logic inspired by the SWOT matrix,
widely used in policy and service network evaluations. This framework enabled the syn-
thesis of findings in terms of strengths, weaknesses, opportunities, and threats that influ-
ence the functioning of the Network, without modifying the original corpus or analytical
procedures, while expanding the strategic understanding of the phenomenon under study
(Helms & Nixon, 2010).

As this is a qualitative study, the results do not aim at statistical generalization, but
rather at an in-depth understanding of the processes and perceptions that structure the
Care Network within the investigated context. The intentional sampling of strategic par-
ticipants allowed the capture of central elements of network organization, whose findings
are analytical and potentially transferable, rather than representative of other regions. The
validity of the interpretations is grounded in analytical depth, internal coherence, and
theoretical saturation.

This study was approved by the Research Ethics Committee (CAAE No.
20541019.2.0000.5191) and followed the guidelines of Resolution No. 466/2012 of the Na-
tional Health Council.

RESULTS

Of the 10 study participants, seven were female, and the average age was 38. Three
thematic categories emerged, condensing the main topics addressed by the participants:
(1) "We don't stop to think about this; it's rare and difficult": actions aimed at people with
disabilities; (2) "Specialized Rehabilitation Centers (CERs) need to be opened": potential
of the Care Network for People with Disabilities; and (3) "Recife is a long way away,
right?": limitations of the Care Network for People with Disabilities.

Category 1-"“We don’t stop to see this, it’s rare, it's difficult”: actions aimed at people
with disabilities

In this category, health actions aimed at people with disabilities stood out, which are
mostly punctual and scattered, without a continuous and integrated strategy.

Most of those interviewed highlighted the work of the Family Health Support Center
(NASF) and services such as the Pernambuco Specialized Care Unit (UPAE), but the lack
of resources and limited staff make it difficult to provide adequate and comprehensive
care.

"Look, very little, it's just occasional. So, we ve already had some kind of video confer-
ence that talks about it, it's... the UPAE that does rehabilitation that is kind of specific for
patients with microcephaly, but who have other disabilities, so there's the UPAE, and some
municipalities do it occasionally, like, one or another, but nothing routine, like, nothing that
we have a specific time for it” (Al).

"There's Recife, we have meetings that are held at the Disability Network so we can see
decrees, but nothing very routine, so we don’t stop to see that, it’s rare, it’s difficult” (A2).

“[...] The assistance is more like this, it is punctual, it is not specifically directed, it is
part of the general flow, but there is special attention, a special list and there are also some
children who need diapers and milk” (B5).

"I don't know if there are any within the municipality, not that I know of. Video confer-
ences are always held here and occasionally they are for people with disabilities, but there are
no actions aimed solely at people with disabilities” (B1).
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It is recognized that there is a gap in the implementation of consistent and frequent
policies and actions for people with disabilities, with these actions being limited and dis-
persed, rather than part of a broader or structured approach to care.

Interviewees revealed that there is no routine programming or ongoing strategy
aimed at people with disabilities, although some teams, such as the NASF, are making
efforts to meet demand, as reported below:

“Yes, they do some things, like the municipalities that when there is a specific month
they do specific activities” (A5).

"Yes, we do. We have the support of the NASF at the units, and with the support of the
NASEF, these actions are carried out. Some at the unit itself, others right here at the Secretar-
iat. We experience the Week of Persons with Disabilities very well [...]” (B3).

“Well, in the municipality there are no actions that are... totally focused on them, what
exists is the NASF team that provides this care to them in the units and at home. [...] how-
ever, they are also unable to provide full support because it is a small team and there is a large
number of these patients in the municipality” (B4).

Another important factor identified was the perception of the Psychosocial Care Cen-
ter (CAPS) as a place to serve PwD.
“In the municipality there is monitoring by professionals such as speech therapists, psy-
chologists, physiotherapists, psychiatrists and there is CAPS, aimed at people with disabilities
[...]7 (B2).

The indication of CAPS as a place of care highlights the way in which PwD are some-
times understood in public policies and health services.

Category 2 — “Specialized Rehabilitation Centers to be opened”: potential of the Care
Network for People with Disabilities

This category describes positive, but cautious, perceptions about the potential of
RCPCD, highlighting important advances, but also highlighting challenges in the process,
with emphasis on the implementation of CER III, monitoring of children with microceph-
aly and the proper functioning of the regulatory flow.

According to managers, the implementation of CER III offers great hope for improv-
ing resolution in the health region, providing more effective and regionalized care, as well
as expanding diagnosis and care for people with disabilities. This demonstrates the quest
for a more robust and integrated structure, capable of meeting demands that are currently
resolved in a fragmented manner or late.

“Look, we have the potential to open the CER [...]. So this gives us another perspective,
so we will be able to resolve some things that could have already been resolved here in the
region and we will be able to achieve resolution, I think, right? [...]” (A2).

"The potential we have is that this is central. The municipalities are close, so this CER
I will be a powerful force for this rehabilitation. That's all (laughs)” (B1).

“So, I think we have potential, because we have good professionals, we have the physical
space for this, so with the CER I think we can open up the range a little more for this specifi-
cally [...]7 (A2).

Other potentialities include monitoring children with microcephaly and ensuring the
proper functioning of the regulatory flow, despite the challenges.

“I don't really know how to tell you this, because this microcephaly trend came about
because of these children, right? [...]. So, the potential I can say is that there was a different
perspective here, the state saw this issue, unfortunately, because of this fatality that happened
and then everything turned around here. So, it was a very broad, very beautiful perspective
that the state had for these children” (A5).
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“The potential is that through our monitoring, this issue of microcephaly and this list
that classifies, right, these children, we know where they are, because of this today we have a
rehabilitation service that serves not only microcephaly but also other syndromes” (A1).

“[...] and as a benefit, I think that the flow via requlation has worked, although it can’t
cover everyone, but there isn’t, like, so much confusion around this sector, since we work
with confusion, right? So it has worked well, it's a flow that continues well [...]” (B5).

Although the implementation of CER III, the monitoring of children with microceph-
aly, and the regulatory flow can be seen as progress, these efforts do not yet reflect struc-
tural or transformative change.

Category 3 — “Recife is a long way away, isn’t it?”: limitations of the Care Network
for People with Disabilities

This category highlighted the difficulty in accessing referral services in Recife, the
lack of specialized professionals, inadequate infrastructure, low salaries, and hiring diffi-
culties. The delay in implementing CER III and government negligence were also high-
lighted as obstacles, in addition to the lack of guaranteed rights and insufficient empow-
erment of Primary Care in caring for PwD.

“[...] so everything we need to improve, like, a little more assistance, goes to Recife and
it’s 640 km from some municipalities, from others it's even further, so 640 km for you to
resolve something that you could resolve here. So, I think that’s it” (A2).

"Okay, we have speech therapy, we have... physical therapy, but this issue of orthoses
and prosthetics, Recife is a long way away, right? Very far for us who are from the country-
side, which in the case of the eleven municipalities, it’s a huge distance, right? So, if it were
closer, it would be much better for the users, right? Because with that distance sometimes, for
example, a child or even you leaving here with an adult, some people say, "No, I'm not going
because it’s far. No, I don’t want to. Isn't it here? And over there in Ceard, I can’t?’ Because
we border Ceard, so they think we should be sending them to Ceard. They don’t understand,
you know? That, like, our reference is Pernambuco and we have to send them to Recife [...]"
(B3).

“I just think that I could come here a little bit more, instead of everything being in Recife,
come here, you know?” (B1).

“We don’t have anything that we can forward and resolve, have resolution in the region,
in the entire region, forward to Recife” (B5).

“[...]1it is also a suffering for the family not to have this support nearby, not in (name of
municipality) or in neighboring municipalities. So, they end up being very dependent on the
state, the Ministry for this service and, whether we like it or not, we fail to provide adequate
assistance to these families” (A1).

A reality of profound inequalities in access and quality of care for people with disa-
bilities in the IX Health Region is evident. The distance from Recife, where specialized
services are concentrated, represents a significant barrier, generating long and tiring com-
mutes for patients and their families.

Another limitation cited in the reports was the difficulty municipalities had in offer-
ing comprehensive assistance to PwD due to the absence of some key professionals for
rehabilitation in the municipality.

“[...] there is a limitation on professionals, due to the workload and salary, we limit
ourselves a bit [...] on a recent visit there was a specific place to do BERA, the only thing
missing was the booth, they were already seeing a booth but there was no speech therapist,
why? Because the pay is low and the workload is long, so this is a limitation, the issue of
workload and salary” (A4).
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“And the limitations, because some specialties are very difficult to find, such as occupa-
tional therapists, this limits our care, our rehabilitation, which, by not having a professional,
ends up harming the service and the patient” (B3).

“In relation to what we have today, we could get a neuropediatrician, which is a difficulty
we have in the region, not only here, but at the state level because this issue of specialists is
also difficult” (B2).

“So 1 think the weaknesses are because it is a smaller region, because it doesn’t have
university services, it doesn’t have professional training services, but there is also the will of
the people” (A5).

Furthermore, the delay in implementing CER III, which was in the process of being
implemented and was scheduled to begin operating in 2019, was mentioned in the inter-
views.

“[...] and the CER that is built in the municipality that already has it set up, it is already
to receive resources, just missing completion and can’t move forward . It's been a long time,

a really long time and it should already be funded, if they had started to assemble it would

already be funded, so it would already be funded, it would already be good and it would be of

great value to the entire region, because we have nowhere to run [...]” (A3).

“[...] When CER 11 opens, it will enhance this Network because it will be specifically for
these users. We will have people from different areas, but unfortunately, we expected it to
open in 2019. It didn't. It's not something that depends on us; we don’t know what stage it’s
at. The last time we heard from him was when he came to CIR, specifically to purchase equip-
ment, and they said it was close to being operational, but since then, we haven't heard any-
thing about the situation at this center [...]" (A4).

The delay in opening CER III highlights the inefficiency in implementing important
projects for specialized care, leaving municipalities even more dependent on urban cen-
ters to meet essential demands.

Furthermore, government negligence towards RCPCD was cited by respondents.

"It’s a network with great potential for growth, due to the number of people who can
benefit from it. However, it's largely neglected by the federal government, states, and munic-
ipalities. What we can see is that they alone can’t build a network that can meet these people’s
needs. I think it needs to be discussed more, with more specific actions for these people.” (B2)

It is evident that these entities are unable, on their own, to structure a network that
adequately meets the needs of this population, reflecting a structural failure and the need
for greater debate and more targeted and specific actions for the inclusion and care of
people with disabilities, aiming at the development of a robust and accessible care net-
work.

The lack of guarantees for some rights, such as the right to come and go and the right
to health, were also cited.

"The difficulty is really accessibility, right? Many don't have it, many don't have it,
the vast majority don't have the right to come and go, it's... that's it! I see that the biggest
problem with these disabled patients is really accessibility, it's the rights, the rights they
don't have, the vast majority don't even have the right to come and go. In many munici-
palities, they also don't have the right to health care because of a lack of services. For ex-
ample, in ours, I can say with certainty that we guarantee at least speech therapy, physical
therapy, and a psychologist, but I know that other municipalities don't have them. Qual-
ified professionals, in our municipality, yes, but in many others, unfortunately, they don't
have these professionals either [...]" (B4).
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The lack of guarantees for basic rights, such as accessibility, is a critical issue, reflect-
ing a RCPCD that still lacks substantial progress in both the planning and implementation
of public policies.

Another challenge encountered was the lack of empowerment of Primary Care in
caring for PwD.

"1 think we don’t empower Primary Care enough. Primary Care doesn 't end up working

as hard as it should. Of course, Primary Care already has a lot of work to do, it already has a

whole care process, but sometimes we let them go to specialized services too often and lose the

connection between these patients and Primary Care” (B5).

Primary Care, by not being sufficiently trained and structured to deal with the com-
plexity of disabilities, ends up relegating people with disabilities to the specialized sys-
tem, which could be avoided with more comprehensive and preventative care.

DISCUSSION

Although Brazil has a robust legal framework to guarantee the rights of people with
disabilities, the results of this study show that the RCPCD in the IX Health Region of Per-
nambuco remains marked by isolated actions, fragmentation, and a lack of continuous
planning. This discontinuity is not only operational but also reflects structural inequalities
and the persistent inability to transform policies into effective practices. This scenario is
central to Critical Disability Theory, which understands disability as a social construct
permeated by institutional, symbolic, and structural barriers that limit full participation
and the exercise of rights (Spinieli, 2024).

The first category revealed that, although initiatives such as the NASF (National Fam-
ily Health Strategy) and some activities carried out in health units exist, there is no regular,
systematized strategy aimed at people with disabilities. The episodic nature of these ac-
tions, already identified in other contexts (Campos, Souza & Mendes, 2015; Ferreira, Mota
& Bousquat, 2023), maintains a reactive logic of care, dependent on campaigns, commem-
orative dates, or specific mobilizations. Furthermore, the reference to the CAPS (National
Center for Social Assistance) as a place to care for people with disabilities reinforces a
pathologizing conception, which associates disability with psychiatric disorders. This
view, also present in previous studies (Almeida, 2012; Cubas, 2016, HRW, 2018), runs
counter to inclusive guidelines and contributes to the perpetuation of stigma, as opposed
to a rights-based and socially inclusive approach (Blikstein & Reis, 2023).

In the second category, the implementation of CER III emerged as the main potential
for regionalizing and improving care, reducing reliance on travel to Recife and increasing
resolution. More than just a new physical space, this service has the potential to reorganize
patient flows, promote early diagnosis, and enable interdisciplinary rehabilitation inte-
grated into the network (Brazil, 2012a; Brazil, 2020; Lopes, 2021).

However, delays and bureaucratic obstacles compromise the realization of this ex-
pectation, perpetuating the specialized access gap (Dubow, Garcia & Krug, 2018). Another
positive point highlighted was the regulatory flow, which interviewees considered func-
tional. This finding deserves attention because it demonstrates that, even in contexts with
structural limitations, it is possible to implement effective organizational mechanisms
when there is clarity of processes, integration between services, and well-defined agree-
ments (Andrade et al., 2023; Ferreira, Mota & Bousquat, 2023).

The third category encompassed the most critical limitations: a distance of up to 640
km from Recife to access specialized services, a shortage of professionals with specific
training, inadequate infrastructure, and low salary attractiveness. These factors restrict
access, discourage the retention of professionals, and exacerbate territorial inequalities, a
reality also observed in other regions of the country (Soratto et al., 2017; Pinafo et al., 2020;
Vaz, 2020; Maciel et al., 2020). The lack of universities and training centers in the region
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exacerbates this situation, reducing the local supply of professionals and limiting the ca-
pacity for team renewal (Haddad et al., 2010; Melo, Moysés & Moysés, 2010).

Another relevant finding was the low empowerment of Primary Care (PC) in caring
for PwD. When PC does not fully exercise its role as care coordinator, opportunities for
close monitoring, disease prevention, and reduction of unnecessary referrals to special-
ized levels are lost (Schultz & Alonso, 2016; Almeida et al., 2017). This weakness maintains
the centralization of services, disconnects care from the territory, and favors dehumaniza-
tion, as disability is treated as an isolated problem rather than as an issue within the com-
munity context (Machado et al., 2018; Lopes, 2021).

From a critical disability perspective, the results are not limited to "operational fail-
ures," but also highlight forms of institutional oppression that materialize as accessibility
barriers, the disempowerment of Primary Care, and the medicalization of disability. The
RCPCD imposes positive duties to remove barriers and provide reasonable accommoda-
tions; when care remains episodic and specialist-centered, this normative framework is
violated and inequity is perpetuated. The pathologization detected in CAPS referrals ech-
oes the critique of the hegemonic "medical model"; international literature proposes a re-
orientation toward rights-based approaches and the removal of barriers (not the "correc-
tion" of the body), with concrete effects on the care experience (Hogan, 2019; WHO, 2022).

These limitations are symptoms of a health system that, instead of guaranteeing the
rights of PwD, perpetuates inequality by failing to provide equitable and comprehensive
access to services. The lack of a more comprehensive and integrated vision for people with
disabilities highlights how the system, even in its current form, tends to reinforce the
structural barriers these individuals face. In this context, empowering Primary Care
means redistributing clinical and organizational power to where people live, reducing
dependence on urban centers, strengthening the continuity and coordination of care, and
mitigating stigma and exclusion.

Therefore, the analysis indicates that consolidating an effective RCPCD in the IX
Health Region requires overcoming isolated measures and adopting strategies that pro-
mote: the regionalization of services, the strengthening and capacity-building of Primary
Care, the guarantee of fundamental rights, and the swift implementation of structures
such as CER III. True integration between levels of care, combined with an approach that
recognizes disability as a matter of social justice, not just clinical, is essential to breaking
the cycle of exclusion and building a continuum of inclusive and equitable care.

CONCLUSIONS

Based on the framework of Critical Disability Theory, which problematizes inequal-
ities in access to health services and highlights the importance of decentralizing and re-
gionalizing care, it was possible to understand that the health system in the IX Health
Region of Pernambuco still perpetuates a fragmented and unequal model, reinforcing the
marginalization of PwD. The lack of integrated and continuous planning, evidenced, for
example, by the delay in implementing CER III, constitutes a significant structural limita-
tion to the effectiveness of the RCPCD, compromising the comprehensiveness of care.

The main finding of this research was the identification of a persistent cycle of ine-
quality in access to specialized care, fueled by interconnected factors such as geographic
distance from referral services, the shortage of qualified professionals, and inefficient im-
plementation of public policies. These factors reverberate in the violation of basic rights,
including accessibility and the constitutional right to health, keeping PwD in a position of
vulnerability and dependence.

As a limitation of the study, the decision to interview primarily managers tends to
institutionalize the narrative (emphasis on administrative flows, norms, and bottlenecks),
potentially underrepresenting experiences marked by barriers (transportation,
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communication, stigma) experienced by users and families. Methodologically, this creates
arisk of elite bias and an interpretive "blind spot," even under rigorous criteria. For future
studies, we recommend including multiple voices (PwD, family members, frontline pro-
fessionals), using theoretical sampling, and practicing systematic team reflexivity to
deepen understanding of the demands and challenges of RCPCD.
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