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Abstract

The creation of the Unified Health System (SUS) in Brazil in 1988 represented advances from stand-
point of care guarantees, systemic organization and decentralization of the unified management;
however, with fragile performance governance. The New Public Management has demanded from
health managers efforts to monitor results, control and accountability. This study involved 220 man-
agers and professionals (stakeholders) in capturing and validating relevant dimensions and perfor-
mance indicators in the SUS context. Inferential analysis validated macrodimensions and indicators.
In addition, 195 specialists and professionals (stakeholders) were involved, as well as 506 users for the
cross-cultural translation and validation of the Servqual scale constructs for the SUS context.
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Resumo

A criacdo do Sistema Unico de Saude (SUS) no Brasil em 1988 representou avancos do ponto de vista
das garantias de cuidado, organizacgdo sistémica e descentralizag¢do da gestdo unificada; no entanto,
com um governo de desempenho fragil. A Nova Administracdo Publica exigiu dos gestores de saude
os esfor¢os para monitorar resultados, controle e responsabilidade. Este estudo envolveu 220 gesto-
res e profissionais (stakeholders) na captacdo e validagdo de dimensdes e indicadores de desempenho
relevantes no contexto do SUS. Analises inferenciais validaram as macrodimensdes e indicadores. A-
lém disso, participaram 195 especialistas e profissionais (stakeholders), 506 usuarios de tradugao in-
tercultural e a validagdo das construgdes da escala Servqual para o contexto do SUS.

Palavras chave
Governanca; Avaliagdo de Processos e Resultados; Avaliagdo em Saude; Indicadores e Dados Basi-
cos; Monitoramento

Resumen

La creacion del Sistema Unico de Salud (SUS) en Brasil en 1988 representd avances desde el punto de
vista de las garantias de atencidn, la organizacion sistémica y la descentralizacion de la gestion unifi-
cada; sin embargo, con un gobierno de desempefio fragil. La Nueva Administracion Publica ha exigido
a los gerentes de salud los esfuerzos para monitorear los resultados, el control y la responsabilidad.
Este estudio involucrd a 220 gerentes y profesionales (partes interesadas) en la captura y validacion
de dimensiones relevantes e indicadores de desempefio en el contexto del SUS. Analisis inferenciales
validaron las macrodimensiones e indicadores. Ademas, participaron 195 especialistas y profesionales
(partes interesadas), asi como 506 usuarios para la traduccion intercultural y la validacion de las cons-
trucciones a escala Servqual para el contexto SUS.

Palabras clave
Gobernanza; Evaluacion de Procesos y Resultados; Evaluacion de la Salud; Indicadores y Datos Basi-
cos; Monitoreo

Introduction

The demands of society in relation to health have been increasing, although the health system of Brazil has
presented a significant evolution in the structural and organizational levels. The main advances are related to
the legal guarantees (Brasil, 1988, 19903, 1990b), of care, the systemic organization and the decentralization
of health management to the state and municipal levels; however, few advances are observed in the govern-
ance of health organizations and units.

The importance of monitoring and evaluation is reaffirmed by the economic factors, the need for access, the
requirement of quality of health care, in search of the efficiency, effectiveness and satisfaction of users of the
Unified Health System (SUS).

Considering that there is no consensus in the literature on the scope and extent of evaluation and monitoring,
the integrated vision was the one advocated by the United Nations Development Program (UNDP) for deci-
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sion making and results-based management (UNDP, 2009). It also assumes the instrumental aspect of moni-
toring results defined within the OECD, which treats monitoring as the continuous function that uses the sys-
tematic collection of data, to provide management and stakeholders with parameters for an intervention,
through of specific indicators on the extent of progress, the achievement of objectives and results obtained in
the use of allocated resources (Morra Imas & Rist, 2009; OECD, 2002).

To delimit the field of this study and allow the structuring of a conceptual framework (framework), the con-
struct of "services" was considered for the contextualization of the functional space. In this way, we enclose
the field where the interrelationships in the delivery of services are processed. This scope will be the basis for
the elaboration of a theoretical-logical model of health assessment, including the instruments for evaluating
the satisfaction/dissatisfaction of users within the scope of services offered.

This study was based on the need to prospect and validate macrodimensions and key indicators of perfor-
mance measurement of health organizations. To that end, the objective was to structure instruments that
involve managers and professionals in the selection and validation of macro dimensions, dimensions and key
indicators for the performance measurement of health organizations and services in the SUS context.

Aware of the complexity of the theme, the purpose of this research is to elaborate a methodological proposal
and a panel proxy of multidimensional indicators (Qualitative, Quantitative, Effects, Satisfaction and System-
ic/Strategic), duly validated by key decision agents in a selected sample multicentric.

In a complementary way, it addresses the measurement of satisfaction of the user of health services in Brazil,
in which there is a historical shortage of initiatives in this field evidenced in the bibliographic research. In order
to address the scarcity of standardized and validated instruments for measuring quality and satisfaction, a
proposal was prepared for a measurement strategy for the evaluation of users' satisfaction, based on scien-
tific principles, validated by key SUS decision-makers and users (Volpato, 2014). In addition, it is noted that
there are patients' dissatisfactions with services received, but little explained in the research results, possibly
due to failures in measurement methodologies, being of greater interest to health decision makers (Aharony
& Strasser, 1993 apud Esperidido e Trad, 2005: 304).

Thus, the proposal of translation and cross-cultural adaptation of the SERVQUAL scale in a new instrument
(QUALITY HEALTH) is based on the field of knowledge translation in which the consolidated theories are
targets of transliteration in the light of the experiences of the social actors involved (Barbosa & Neto, 2017;
apud Clavier et al, 2011; Hartz et al, 2008), aiming at improving services to fill knowledge gaps and instru-
ments to transform policies and practices (Barbosa & Neto, 2017 apud CIHR, 2004, p.2; WHO, 2006, p.1) for
SUS service management.

The structuring of the field of health evaluation and the theoretical-
logical model

In the search for the beginnings of the health evaluation process, Dos Reis, Dos Santos et al (Dos Reis et al.,
1990) recall the work of Flexner (Flexner, 1910) and the Codman report (Porterfield, 1976). The last one pre-
sents a methodology for the routine evaluation of patients' health status to establish the final results of in-
hospital medical interventions.

Alkin (Alkin & Christie, 2004) apud SAMICO, |. et al. (Samico, Felisberto, Figueird, & Frias, 2010) establishes
the origins of the field of evaluation from two needs: accountability and program control.

370



Collaborative validation of decision-making supporting tools in Public Health users in Brazil

In another point of view, from the initial proposal of Avendis Donabedian (Donabedian, 1980) - Evaluation of
Structure, Processes and Results - there is a search for integrative models, in the relations between health
status, quality of care and resource expenditures. The Brook & Lohr model (Brook & Lohr, 1985) proposes the
evaluation of the dimensions: care efficacy, care effectiveness, variations in population characteristics and
levels of quality of care.

One of the first operational steps of the evaluation process is the design of the theoretical-logical model (ML)
- logic model or logic framework - that is conceived within the framework of the theory-driven evaluation
born in the decade of the 1970s in the context of methodologies applied by the United States Agency for In-
ternational Development (USAID) and World Bank, according to Hartz and Vieira-da-Silva (2005) (Souza,
Vieira-Da-Silva, & Hartz, 2005).

On the other hand, the logical model in the field of evaluation is the idea that operationalizes the model ob-
ject, as a set of elements in an interrelated scheme. For Hartz and Vieira-da-Silva (2005) (Souza et al., 2005)
to construct the logical design of a program is to scrutinize it in terms of the constitution of its components
and its form of operationalization, to discriminate all the necessary steps to the transformation of their goals
into goals, abstracting their contextual determinations here.

In this regard, in a synthetic way, an evaluation process should be devised for decision-making, through the
choice of methodologies, indicators and parameters that contemplate this diversity of points of view, based
on the formulation of the best strategy, in the and the selection of criteria, indicators and standards (Vieira-
Da-Silva, 2005 apud Tanaka e Tamaki, 2012) (Souza et al., 2005).

The inclusion of the various actors in the evaluation modeling decision is also required by the variety of meas-
urable dimensions in health services, and by the need for prioritization by future users. In this regard,
Uchimura and Bosi (2002) efer authors and lists of possible evaluation dimensions: Gattinara et al. (1995) indi-
cate several factors that determine the quality of health services: professional competence; [...] user-user
satisfaction; [...] accessibility; [...] efficiency; [...] efficiency. On the other hand, Vuori ( 1991), also cited by
Acurcio et al. (1991), Akerman & Nadanovsky ( 1992); Santos, ( 1995) points out: [...] effectiveness; [...] effi-
ciency [...].

As the purpose of this study is to propose the artifacts for decision making, the evaluation approach called
"focused assessment for use" was selected. Patton (1997) includes in its definition the method or method of
making evaluating program outcomes and making judgments about the programs and/or to support the deci-
sion-making process on future programming. Regarding the value judgment aspect in the evaluation process,
this depends on the prior definition of the stakeholders in the evaluation, since these actors act to impact the
actions resulting from the decision applied in the management of the health services.

Therefore, it is part of the evaluator/investigator's arsenal of activities to devise an evaluation process for de-
cision making, based on the choice of methodologies, indicators and parameters that contemplate this diver-
sity of points of view, through the formulation of the best strategy, selection of approach, definition of levels
and attributes, as well as the selection of criteria, indicators and standards (Hartz & Vieira-da-Silva, 2005;
Tanaka & Tamaki, 2012).
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Method

The research is observational, transversal, by mixed method of evaluation. It was supported by a multiple case
study (Minayo, Assis, & Sousa, 2010) selected for convenience and participation availability, in a sample of
informants under the PhD of the University of Coimbra (CAAE: 54972816.9.0000.5051). The scope of this re-
search is health organizations within the scope of hospitals, polyclinics, Dental Specialties Centers (CEO),
Emergency Care Units (UPA), Psychosocial Care Centers (CAPS), and other specialized units of the SUS
health network. Included in the sample are the units in this profile, in which the top managers signed the au-
thorization form, and the managers and informants who signed a participation term (Free and Informed Con-
sent Term - TCLE).

In addition to the literature review (Acurcio et al., 1991; Akerman & Nadanovsky, 1992; Gattinara et al., 1995;
Santos, 1995; Viacava et al., 2004; Vieira-Da-Silva, 2005; Vuori, 1991), in this paper, we present a logical mod-
el to guide the initial proposal for the collection of qualitative data for structuring the global vision, based on
the scheme proposed by Hartz and Vieira-da-Silva (Souza et al., 2005) prevalent in the literature. The pro-
posal from the point of view of theoretical framework was based on two different prisms. A logical framework
for the organization of services and another logical framework centered on the equalization of supply, de-
mand and measurement of results (Figure 1).

Figure 1. Diagram of the Logical Model - attributes or characteristics for health assessment
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Source: prepared by the author

The study was delineated in 2 stages and 4 phases. The first stage includes phases 1 to 3, which, from the
knowledge of managers and health professionals, consolidates an instrument that was applied in the second
stage, phase 4 (Figure 2). Based on the results obtained in the first stage, descriptive analyzes were per-
formed, and the results obtained in the second stage, descriptive and inferential analysis. The results of the
analyzes were equalized by the current literature and generated instruments containing indicators and per-
formance dimensions to be used in later phases.

In a pragmatic way, key decision makers interested in the evaluation for decision making at the governmen-
tal/systemic, organizational and managerial/sectorial levels of the health services were mapped. In the next
step, the preferences of key decision makers were consulted in two rounds. In order to carry out the consulta-
tion process in the structuring of the problem and ordering the preferences of methodologies and indicators,
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the qualitative techniques of expert panels were used to propose and initial validation of content followed by
Delphi groups of semi-structured interviews, which consisted of seeking consensus by successive consulta-
tions to the group of decision-makers in a written and structured way (Minayo, Assis, & Sousa, 2010).

The selected key informants were asked about the degree of relevance and preference of macro domains
(macrodimensions) and domains (indicators) of performance evaluation in health units and services by pro-
posing and weighing new performance measurement items according to their degree of personal knowledge,
based on models that emerged from the literature review. We have also been asked to classify the degree of
usability (importance/relevance), macrodimensions and performance indicators by governmental/systemic,
organizational and managerial/sectoral levels.

In the scope of this study, this logic model (Souza et al., 2005) proposes some categories of factors for health
assessment, in which the following stand out: effectiveness, efficiency, impact, technical-scientific quality,
user perception (satisfaction and acceptability), among others. It became the basis of consultation of the per-
ception of the key decision makers for the participatory structuring of the global vision (phase 1, n = 11), spe-
cific vision (phase 2, n = 42), besides the adjusted specific vision (n= 55), consolidated by the field application
(phase 4, n = 112), based on the weight of items by a 5-level Likert scale. It should be emphasized that each
item could have different amounts of answers, since the informants could choose not to answer all the items,
but comparability was guaranteed by the analysis of the weighted averages of all the answers obtained.

Thus, the initial application of the research addressed a focus group of 11 specialists in health assessment and
management (phase 1), with subsequent validation by four pilot groups of 42 managers and professionals
(phase 2), to identify the main domains and macrodomains (dimensions of performance) considered to be the
most relevant in the measurement of performance in health organizations, by the Nominal Group Technique
(TGN).

Phase 3 retained the fundamentals of the proposed logical model with aggregations of all performance evalu-
ation domains and macro domains that received above-average rating (greater than 3, relevant/important) in
phases 1 and 2, and captured responses from three pilot groups (55 managers and public health management
professionals). In order to consolidate the levels of final specific knowledge on the domains and macro do-
mains of evaluation in health systems and services, could add new evaluation items (domains and / or
macrodomains) that judged relevant information.

The results obtained in the responses of phases 1 to 3 were evaluated, categorized and re-adjusted according
to the macrodimensions of performance defined by the most relevant literature (Acurcio et al., 1991;
Akerman & Nadanovsky, 1992; Gattinara et al., 1995; Santos, 1995; Viacava et al., 2004; Vieira-Da-Silva, 2005;
Vuori, 1991) in order to support the adjustment of a semi-structured questionnaire to be validated in the field
research phase, in planning (phase 4).

Finally, in the phase 4, he/she organized other three pilot groups of key informers, managers and profession-
als of health, for the application of an adjusted instrument, in a sample of 112 managers and professionals,
that emerged of the obtained results of the phase 3.

In each phase, the answers were consolidated with the software Excel 2016, graphic plans of values and ap-
plied descriptive analysis and inferencial with the software R (version 3.3.2), both with versions of free licens-
es.
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The descriptive analysis of the obtained results was applied and, in a way, integrated in the validation of the
questionnaire (phases 1 the 3: proxy A+B) and, later, in the field research (phase 4: proxy C). In a complemen-
tary way, an analysis to measure the levels of statistical significance as for the possible influence of three vari-
ables outstanding (level of attention at the health, level of complexity of the attendance and level of occupied
position/function) mediator as for the assessment of the four evaluation (Quantitative, Qualitative, Effects
and Satisfaction) macrodomains, still tends the addition of the Systemic/Strategic, in the phase 4.

The final analysis and modelling of the definitive instrument of this study left of the valuations attributed to
the domains and evaluation macrodomains by a sample of 112 managers and professionals, having been
structured on the results obtained in the field application (phase 4: proxy C). After the descriptive analysis, the
inferential analysis began, applied exclusively in the answers of the phase 4 (n =112), that were separated in
four analyses of results: Study of the factorial loads of the domains versus evaluation macrodomains; Valida-
tion for quality criteria and validity of the evaluation macrodomains; Analysis of the quality (adjustment) of
the resulting final model; and Analysis of the correlations between the variables and their influences in the
Noticed Global Performance.

Search results (1)

Finally, in the phase 4, he/she organized other three pilot groups of key informers, managers and profession-
als of health, for the application of an adjusted instrument, in a sample of 112 managers and professionals,
that emerged of the obtained results of the phase 3.

The Table 1 presents the descriptive analysis of the relative variables to the medium valuations of the do-
mains of evaluation of the sample phases 1 and 2 (proxy THE, n =53) and phases 1 to 3 (proxy A+B, n =108).
The global analysis allows to affirm that the wide majority of the 20 domains of analyzed evaluation obtained
high (superior or about 4, very important/relevant) medium valuation. In that way, all these 20 evaluation
domains were considered relevant/important for analysis in the next investigation phases, in the structuring
of a new instrument with domains and evaluation macrodomains properly aligned for the relevant literature
of dimensions and performance indicators and, later, applied in the sample of the following phase (phase 4).

It is stood out that the respondents increased four new evaluation (DsW_IndICSAP, D5X_AtendVincReg,
D5Y_AtendDesVincReg and D5V_ExtrapTetoOr¢) domains, added in a new evaluation (Systemic / Strategic)
macrodomain, that didn't have answers individualized in this analysis (they were distributed in the Other do-
mains), but they were incorporated in the new investigation phase (phase 4) of consolidation of the instru-
ment.

In the final stage (phase 4) they stand out the field results as for the respondents' knowledge on possible
macrodimensions and acting indicators in units of health, maintained the macrodomains nomenclatures and
evaluation domains, respectively. The wide majority of the 24 domains obtained high (superior or about 4,
very important/relevant) medium valuations. In that way, all these 24 evaluation domains were considered
relevant/important (Table 1) for analysis in the next investigation phases, in the structuring of a new instru-
ment with domains and evaluation macrodomains properly aligned with the literature (lllustration 2).
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Table 1. Valuation of Evaluation Domains by study phase

Fases 1a 3 (ciclo1) Fase 4 (ciclo 2)
Macrodomains Domains N Média D.P. 1.C-95% N Média D.P. 1.C-95%
D1A_Produtiv 108 3,85 0,90 [3,69; 4,03] 111 4,28 0,86 [4,12; 4,42]
D1B_EstrutAssist 107 4,00 0,9 [384;4,16] 111 440 0,79 [4,25; 4,54]
o D1C_CobertAssit 95 4,23 0,8  [4,06; 4,38] 102 4,36 0,81  [4,20; 4,51]
Quantitative
D1D_OtimizCusto 108 4,23 0,8  [4,07; 4,36] 111 4,14 0,82 [3,99; 4,28]
Da1E_EficienEcon 108 4,30 0,9  [4,15; 4,45] 111 4,27 0,82 [4,13; 4,42]
D1F_SustEconFin 81 4,24 0,8  [4,06; 4,40] 111 4,15 0,88  [4,00; 4,31]
D1G_Outros 1 4,18 0,87 [3,64; 4641 6 450 0,84 [3,83; 5,00]
D2H_QualidAssist 108 4,46 0,79 [4,30;4,61] 111 4,38 0,78  [4,23; 4,51]
D2I_RiscoAssist 107 4,38 0,75 [4,24; 4,521 110 4,40 0,68 [4,27; 4,53]

D2J_AtendHumaniz 108 4,58 0,60 [4,46; 4,701 109 4,35 0,77  [4,20; 4,49]

[
[
D2K_AcessibilServ 88 4,25 0,73  [4,10; 4,41] 112 4,12 0,81 [3,97; 4,27]
[
[
[

Qualitative
D2L_AcessoServ 106 4,36 0,72 [4,21; 4,50] 112 4,26 0,83  [4,10; 4,42]
D2M_lIntegralAtenc 107 4,24 0,80 [4,09; 4,39] 110 4,04 0,92 [3,85; 4,20]
D2N_Equidade 96 420 085 [4,02;435] 55 3,84 1,05 [3,56;4,11]
D20_Outros 6 38 098 [317,450] 3 433 0,58 [400;5,00]
D3P_EficaciaProj 106 3,90 0,85 [3,73; 4,08] 112 3,89 1,00 [3,71; 4,08]
D3Q_EfetivClinica 107 433 07 [420;4,45] 112 4,48 0,74 [4,35; 4,61]
Effect
et 424 4,501 112 4,29 0,81 [4,13; 4, 44]

D3R_EficienAssist 105 4,36 0,70
D3S_ResolubAssist 9% 4,48 06 [435461] 110 450 0,75 [4,35; 4,64]

[
[
[
(4,14 4,451 111 4,38 074 [4,24;4,52]

D3T_Impacto 94 4,30 0,8

D4U_SatisfUsuario 95 454 0,70 [4,40;4,671 111 4,26 0,84 [4,13; 4,41]
Satisfaction

D4V_SatisfProfiss 37 3,78 1,6 [3,24;4,24] 112 419 0,89  [4,02; 4,35]

DsW_IndICSAP 111 3,87 1,14 [3,67; 4,07]
Systemic / Stra- pgx_AtendVincReg 12 3,76 0,87 [3,59; 3,92]
tegic Ds5Y_AtendDesVincReg 111 3,26 1,01 [3,08;3,45]

D5V_ExtrapTetoOrg 111 3,92 1,00 [3,73; 4,11]

D6X_Outros 5 440 09 [360;500] 1 400 o - [1,50; 3,75]
Others

D6Z_Outros 1 £4,00 - - 1 5,00 - [1,80; 4,20]

The figure 2 presents the comparative graph of the medium valuations obtained by the evaluation
macrodomains among the phases 1 to 4. The global analysis allows us to affirm that all of the evaluation
macrodomains (Quantitative, Qualitative, Effects, Satisfaction and Systemic/Strategic, increased in the phase
4) also presented high (superior or about 4, very important/relevant) averages. In that way, all these five eval-
uation macrodomains were considered relevant/important in the structuring of a new instrument with Do-
mains and evaluation macrodomains properly aligned with the literature (phases 2 and 3).
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The evaluation macrodomains in the phases 2 and 3 don't present significant difference among the degree of
importance/relevance of all of the macrodomains, once all their trust intervals were put upon. On average, the
individuals tended to give valuations (importance/relevance) inside of the same margins of values in the wide
majority of Domains and in all of the evaluation macrodomains that they presented high (he/she surrounds or
superior to 4, very important / relevant) averages. Of that form, 20 Domains and the four evaluation
macrodomains were considered relevant/important for analysis in the next investigation stage (phase 4).

Figure 2. Average importance / relevance score of Macrodomains and Evaluation Domains in Phases 1 to 4.
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In the phase 4, the wide majority of evaluation Domains has trust intervals inside of the same margins of val-
ues obtained for evaluation Domains. Also, the evaluation macrodomains don't present significant difference
among the degree of importance/relevance of all of the macrodomains, once all their trust intervals were put
upon. On average, the individuals tended to give valuations (importance/relevance) inside of the same mar-
gins of values in the wide majority of Domains and in all of the evaluation macrodomains that they presented
high (he/she surrounds or superior to 4, very important/ relevant) averages. 24 Domains and the five evalua-
tion macrodomains were considered relevant/important for analysis in the next investigation (stage 2 - proxy
D, in planning) stages.

In order to measure the factorial loads of each one of the 24 evaluation domains and their distributions on the
five evaluation macrodomains for later to build and to measure their contributions for the formation of the
variable latent Noticed (PGP) Global Performance, a Confirmatory Factorial Analysis (AFC) was made to vali-
date the evaluation macrodomains studied (Quantitative, Qualitative, Effects, Satisfaction and System-
ic/Strategic), coming from the proxy C (112 informers). Hair, et. al. (2009). AFC supposes that the latent varia-
bles present normal distribution. By definition, the variables in study didn't present normal distribution, once
they presented an ordinal, discreet and limited scale (Likert’s 5 levels). Therefore, robust estimators were
used for covariance structure in the Factorial Analysis Confirmatory with the statistics of test rescaling for the
method of Satorra e Bentler (1994), suggested in the literature for correction of the chi-square test (Maréco,
2014).

In agreement with Hair, et al. ( 2009) the components with smaller factorial loads than o,50 should be elimi-
nated. Since they contribute not in a relevant way to formation of the latent variable, they do not reach the
basic suppositions for the validity and quality of the final model that involve the dimensionality, reliability and
convergent validity. There were also excluded of the analytical model, any variables that their permanencies
impeded the convergence of the confirmatory factorial analysis (AFC).

Thus, the AFC of the medium valuations obtained for the evaluation macrodomains in the proxy C (phase 4)
highlights that in the final model, after analysis and exclusion of seven Domains of evaluation (D1A_Produtiv,
D1B_EstrutAssist, Di1C_CobertAssit, D2H_QualidAssist, D2M_IntegralAtenc, D2N_Equidade and
D3P_EficaciaProj), all the other 17 Domains that stayed in the analysis, presented superior factorial load to
0,50 (or their permanencies didn't impede the convergence of AFC) (figure 3).

In the analysis of the measurement model, the convergent validity, discriminant validity and reliability of the
constructs analyzed in each study are verified. Convergent validity ensures that the indicators of a construct
are correlated enough to measure the latent concept. The discriminant validity verifies whether the con-
structs effectively measure different aspects of the phenomenon of interest. Reliability reveals the consisten-
cy of the measures used to measure the intended concept. In order to test the convergent validity of the con-
structs, the criteria proposed by Fornell and Larcker (1981) which proposed that at least 50% of the variability
in each item under analysis should be explained by the underlying factor, it guarantees such validity in case
the Average Extracted Variance (AVE), which indicates the average percentage of shared variance between
the latent construct and its indicators and ranges from 0% to 100% (Hair, William, Babin, & Anderson, 2009),
is greater than 50% (Henseler et al., 2009) or 40% in the case of exploratory research (AVE > 0,40) (Nunnally &
Bernstein, 1994). For discriminant validity, the criterion used by Fornell and Larcker (1981), which guarantee
discriminant validity when the mean extracted variance (AVE) of a construct is not less than the shared vari-
ance of that construct with the others. In order to measure the reliability of the constructs, Cronbach's Alpha
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(A.C.) and Compound Reliability (C.C.) were used. According to Tenenhaus et al. (2005), the A.C. and C.C.
indices should be greater than o.70 for an indication of construct reliability or greater than 0.60 in the case of
exploratory surveys. To verify the dimensionality, the eigenvalue criterion was used greater than 1,0 or crite-
rion of Guttman-Kaiser (Guttman, 1954; Kaiser, 1960 apud Yeomans & Golder, 1982). The eigenvalue corre-
sponds to the amount of the variance explained by a component, and an eigenvalue equal to 1.0 represents
the totality of the percentage of the variance explained by a single variable. The sum of the number of eigen-
values corresponds to the number of analyzed variables. The Guttman-Kaiser criterion is based on the consid-
eration that a factor must explain at least the amount of variance that is explained by a single variable. For a
good measurement model, factorial loads above 0.70 or commonalities above o0.40 are expected, but items
with factor loads of less than o.50 should be eliminated (Hair et al., 2009), because, by not contributing in a
relevant way to the formation of the latent variable, they undermine the scope of the basic assumptions for
the validity and quality of the indicators created to represent the concept of interest.

The validity measures and quality of the evaluation macrodomains in the proxy C (phase 4) demonstrated
that the quality and validity of the macrodomains were insured, once all presented convergent validation (Ex-
tracted Medium Variance - AVE > 040), appropriate reliability (Alpha of Cronbach - A.C. > 0,60 or Composed
Reliability - C.C. > 060), unidimensionality and validation discriminante (Variance Shared Maxim - VCM < AVE)
(Table 2).

Table 2. Validation for quality criteria and validity of the evaluation macrodomains - Proxy C (phase 4)
(managers' vision and professionals).

Macrodomains Domains A.Ct C.C2 Dim.3 AVE* VCM°
Quantitativos 3 0,76 0,76 1 0,52 0,13
Qualitativos 4 0,71 0,73 1 0,41 0,24
Efeitos 5 0,75 0,75 1 0,44 0,24
Satisfacdo 2 0,73 0,74 1 0,59 0,24
Sistémico/Estratégia 4 0,72 0,75 1 0,44 0,14

1Cronbach's alpha; 2Composite Reliability; 3Dimensionality; “Variance Extraction; >Shared Maximum Variance

As AFC for the variable latent Noticed Global Performance, in the proxy C (phase 4) it presented the following
results:

e The macrodomain of larger weight was Satisfaction (27%) and the one of smaller weight was Quanti-
tative (15%). The macrodomain of Quantitative evaluation presented factorial load same to 0,48,
marginally eligible for the exclusion of the model. However, this macrodomain in the analysis was
maintained, once it didn't impede the validation of the variable latent Noticed Global Performance;

e Inthe final model, all the five macrodomains (Quantitative, Qualitative, Effects, Satisfaction and Sys-
temic/Strategic) stayed in the analysis and they presented superior factorial load to o,50 (or their
permanences didn't impede the convergence of AFC).
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There are a diversity of parameters and adjustment indexes and quality of the models of structural equations
(Bollen & Long, 1993). It was decided the use of a group of indexes thoroughly applied in the relevant litera-
ture (X¥/G.L. — chi-square test by degree of freedom, CFl — comparative fit index, TLI — Tucker-Lewis index or
no normalized adjustment index and the index RMSEA — root mean square error of approximation). These
selected quality (adjustment) parameters of the model prescribe adequacy when the p-value and RMSEA are
statistically lower than o.050. In addition, it is expected that X2/ G.L. is less than 3 (Arbuckle, 2008; Wheaton,
1987), CFlis larger than 0,80 (Bentler, 1990), TLI is larger than 0,80 (Bentler & Bonnet, 1980) and that RMSEA
(Steiger, Shapiro, & Browne, 1985) is smaller than o,10, being the ideal below oos.

Considering these results, Figure 3 summarizes the AFC adjustment and the modeling for the latent variable
Perceived Global Performance.

Figure 3. Perceived Global Performance Confirmatory Factorial Analysis - Proxy C (phase 4) (Manager and
professional view).

Performance
Global

Source: authored by the author

On the other hand, correlation analysis showed that the domains of evaluation showed higher correlations
with their respective macrodomains, in the proxy C (phase 4) (Table 4).
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Table 4. Correlations between domains and evaluation domains - Proxy C (cycle 2, study 1)
(Manager and professional view).

Dominios/ - Quantitativos  Qualitativos ~ Efeitos Satisfacdo SIStem,IC.O/

Macrodominios Estrategia

D1A_Produtiv 0,28 0,25 0,30 0,23 0,09
Da1B_EstrutAssist 0,23 0,23 0,15 0,11 0,04
D1C_CobertAssit 0,20 0,32 0,37 0,38 0,09
DaD_OtimizCusto 0,75 0,17 0,27 0,40 0,13
D1E_EficienEcon 0,87 0,23 0,26 0,25 0,19
DaF_SustEconFin 0,83 0,27 0,34 0,18 0,16
D2H_QualidAssist 0,18 0,34 0,28 0,30 0,21
D2l_RiscoAssist 0,11 0,72 0,30 0,40 0,25
D2J_AtendHumaniz 0,19 0,82 0,37 0,41 0,29
D2K_AcessibilServ 0,24 0,65 0,45 0,26 0,39
D2L_AcessoServ 0,25 0,75 0,32 0,36 0,19
D2M_lIntegralAtenc 0,30 0,47 0,49 0,31 0,19
D2N_Equidade 0,34 0,36 0,39 0,34 0,26
D3P_EficaciaProj 0,28 0,23 0,44 0,15 0,33
D3Q_EfetivClinica 0,26 0,34 0,68 0,30 0,23
D3R_EficienAssist 0,40 0,45 0,86 0,35 0,39
D3S_ResolubAssist 0,18 0,37 0,71 0,39 0,31
D3T_Impacto 0,18 0,30 0,76 0,31 0,18
D4U_SatisfUsuario 0,25 0,32 0,44 0,85 0,28
D4V_SatisfProfiss 0,32 0,51 0,36 0,92 0,30
DsW_IndICSAP 0,19 0,31 0,33 0,21 0,65
D5X_AtendVincReg 0,13 0,40 0,30 0,28 0,76
D5Y_AtendDesVincReg 0,11 0,28 0,25 0,28 0,88
DgV_ExtrapTetoOrg 0,17 0,15 0,27 0,22 0,68

Source: authored by the author

In a complementary way, the correlations between the studied variables (domains and macrodomains of
evaluation) and their possible influences on the latent variable Perceived Global Performance were analyzed.
Thus, the inferential analysis of phase 4 responses, proxy C (112 informants), was concluded. A descriptive
analysis of the Perceived Global Performance variable was also explored, including the possible influences of
variables health care level and position/function level.

Finally, the comparison of the Perceived Global Performance in relation to the characterization variables se-
lected health care and function/function levels - Proxy C, while possible mediating variables of the latent vari-
able PGP showed that the average Perceived Global Performance was 4.16 and the median of 4.18; 75% of
the responses attributed resulted in an assessment higher than 3.88 (about 4, very important/relevant) for the
average PGP; the Primary level of attention showed the highest variability (0.34) in the Perceived Global Per-
formance and the lowest average valuation (3.88), while the Other level obtained the highest average valua-
tion (4.28). The other function level presented the greatest variability (0.12) in the Perceived Global Perfor-
mance, while the Organizational level obtained the lowest mean value (4.01) and the Systemic level the high-
est average value (4.25). There was no significant difference (p-value = 0.221) in PGF between health care
levels nor between job / function levels (0.332). There was no significant difference (p-value <o0.05) to consider
the variables health care or position/ function variables as mediators of Perceived Global Performance, in
proxy C (phase 4). It is possible to observe a variability in the average valuation of the Latent Perceived Global
Performance latent variable, depending on health care levels or job/function level. However, there was no
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significant difference (p-value <0.05) to consider variables health care or position/function variables as media-
tors of Perceived Global Performance, in proxy C (phase z).

Discussion (1)

To guarantee the appropriate administration of the performance of organizations of health they must build
an outline of information and indicators capable to guide the managers as for the monitoring and evaluation
of the effectiveness, quality and problem solving of the services, and also of the nets of health for subsequent
decision-making, besides the analysis of the positive impacts in the attendance of health of the population, as
well as the acceptance for the involved stake holders.

In this purpose, this investigation chose three priorities fully reached: 1) to identify and to guarantee the ap-
proval and stake holders participation in a selected sample of units of public health SUS-Brazil; 2) to validate a
semi-structured, participatory, literature-based instrument to collect the main macro dimensions and indica-
tors in the perception of professionals and managers at the government, organizational and managerial levels
in the context of public health organizations and services SUS-Brasil; and 3) to investigate, through inter-
views in panel delphi, the validation of the macrodimensions in four different phases: phases 1 to 3 (specialist
n=108) and phase 4 (n = 112 decision makers).

Besides, a relevant causal relationship of the levels of attention in health, of the complexity of the attendance
and of position/function with the evaluation (Quantitative, Qualitative, Effects, Satisfaction and Strate-
gic/Systemic) macrodomains was not identified, being suggested new studies with enlarged samples.
The study demonstrated that the quality analyses and validity of the macrodomains were insured, as well as
of the Perceived global performance, a latent variable (not directly observable, built in this study).

Search Results (2)

Moita et al. (G. F Moita, 2017; Galba Freire Moita, Barbosa, & Raposo, 2019; G. F Moita, Bernardo, Costa, &
Azevedo, 2018) concluded that the evaluation of services provided in the Brazilian public health, with valida-
tion of the questionnaire by scientific methods is practically non-existent, which makes it difficult to define
strategies to implement improvements in health services. In this scope, the authors (G. F. Moita, 2019; G. F
Moita et al., 2018; Galba Freire Moita, Raposo, & Barbosa, 2018) presented an adaptation study of the
Servqual Scale in which the application resulted in the valuation of original constructs, validated and adapted
to the SUS, aiming at the validation of issues on an innovative scale appropriate to SUS (QualitySaude). The
treatment and analysis of the data collected from this study were used as technological support for the appli-
cation of the proposed models and subsequent systematization of the results.

In one of the most widely used forms of client satisfaction measurement, it is assumed that clients create a
level of expectation regarding products and services and that disconfirmation (positive or negative) can gen-
erate satisfaction (positive disconfirmation) or dissatisfaction (Zeithaml, Parasuraman, & Berry, 1985), known
as the "gap model".

Guided by the "gap model, it is attributed to Parasuraman et al. (Parasuraman, Berry, & Zeithaml, 1991) the
development of a satisfaction measurement instrument called Service Quality Scale - Servqual. On this scale,
they proposed measuring service quality, based on Oliver's satisfaction model (Oliver, 1980), which states
that customer satisfaction is a function of the difference between expectation and performance. The position
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of the customer's perception about the perceived quality of service depends on the nature and extent of the
discrepancy between the service expectation and the performance perceived by the user.

Figure 3 -Flowchart of modelling of functionalities of the screens of QualitySaude
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In the perspective of quality evaluation in the methodology of the gap model by the algebraic comparison
between user-consumer expectation and perceived satisfaction in service organizations (Babakus & Mangold,
1992), which then became the Servqual Scale (Martin et al., 2003) with subsequent adaptation for application
in health services (Parasuraman, Berry, & Zeithaml, 1985) through reliability and validity analyzes, as well as
through correlation and exploratory factorial analysis, it can be concluded that the Servqual Scale is reliable
and valid in the hospital environment and in a variety of other health services.

Figure 3 presents the flowchart after modelling the functionalities of the screens of QualitySaude. It presents
the virtual platform of collection of data, that synthesizes the logic and diagram of the application web devel-
oped for interface with users. In the descriptive analysis of the variables of the 195 specialists' characteriza-
tion, the high technical capacity is observed as well as the experience in the area of quality administration and
satisfaction of the same ones and the 506 SUS users.

The 4o proposed constructs were validated with a high average (> 3) (Likert from 1 to 5), despite a slightly
higher valuation of Professionals than of Users. The 22 sub-dimensions and the five original macro dimen-
sions (Tangibility, Reliability, Stability, Safety and Empathy) were validated (average ~ 4) by Professionals and
Users. There was a tendency (p-value < 0.005) for mediation of the variables level of attention and level of
complexity, in the valuation of the 22 subdimensions and of the five macrodimensions by the Users, but only
regarding the level of attention of the Professionals. Figure 5 shows the bar chart with confidence intervals for
the subdimensions of the proposed constructs (n = 195).

Figure 5: Bar chart with confidence intervals for the subdimensions of the proposed constructs
(n = 195 specialists)
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On the other hand, Figure 6 shows the bar chart with confidence intervals for the subdimensions of the pro-
posed constructs.

Figure 6: Bar chart with confidence intervals for subdimensions of proposed constructs (n = 506 SUS users)
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Discussion (2)

In Brazil, the existence of a validated methodology in use to assess user satisfaction has not been verified. The
contribution of the present work resides in the validation of possible constructs (ideas-forces) for the cross-
cultural adaptation of the Servqual scale as a mechanism for evaluating users' satisfaction regarding Brazilian
public health. This opens up new perspectives for the management of health services in order to obtain scien-
tifically valid information about the perception of the people assisted. There is also the potential to boost the
actions carried out by some SUS ombudsmen.

The overall analysis of the responses of the 5o6 Users allows us to state that all 40 constructs, 22
subdimensions and 5 macrodimensions obtained high average valuation (> 3, important/relevant) and were
therefore considered relevant/important to structure the issues and the construction of a prototype devel-
oped in computer platforms, used as technological support for application of the validated instrument.

There were significant differences in the mean values attributed by the 195 specialists and by the 506 Users, in
the vast majority of the 22 sub-dimensions and in all five macrodimensions mediated by the health care lev-
els. However, there is no statistical evidence that the levels of complexity, assistance and of position/function
occupied by these informants are moderating factors of these subdimensions.

In this case, the proposed innovation involves the QualitySaude scale, derived from this process of cross-
cultural adaptation of the Servqual scale, as well as a prototype, in development, of an instrument to support
the application of the adapted scale within SUS.
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Finally, reliability and validity analysis steps are planned through correlation and factorial analysis of the re-
sults obtained in the field, including how much the factorial loads (amount of variance that is explained by a
single variable) on a Latent Global Quality Perceived variable besides the construction and validation of a final
model. It is also intended to apply usability testing of the QualitySaude platform.€

385



Galba Freire et al.

Referencias

Acurcio, F. A., Cherchiglia, M. L., & Santos, M. A. (1991). Avaliacao de qualidade de servigos de saude. Saude
em debate, 33, 4.

Akerman, M., & Nadanovsky, P. (1992). Evaluation of Health Services - What to Evaluate? Caderno de Saude
publica, 8(z), 5.

Alkin, M. C., & Christie, C. A. (2004). Evaluation Roots: Tracing Theorist’'s Views and Influences. Sage publica-
tions.

Arbuckle, J. L. (2008). Amos 17 users' guide (SPSS Ed.). Chicago, IL.

Babakus, E., & Mangold, W. G. (1992). Adapting the SERVQUAL scale to Hospital Services: An empirical in-
vestigation. Health Services Research, 26(6), 767-786.

Barbosa, L., & Neto, A. P. (2017). Ludwik Fleck (1896-1961) e translacdo do conhecimento: consideracoes
sobre a genealogia de um conceito. Saude Debate, 41(Especial), 13.

Bentler, P. M. (1990). Comparative Fit Indexes in Structural Models. Psychological Bulletin, 107(2), 238-246.

Bentler, P. M., & Bonett, P. G. (1980). Significance Tests and Goodness-of-Fit in the Analysis of Covariance
Structures. Psychological Bulletin, 88(3), 588-606.

Bollen, K. A., & Long, J. S. (1993). Testing Structural Equation Models. In S. F. Editions (Ed.) (Vol. 154, pp. 320)

Brasil. (1988). Constituicdo da Republica Federativa do Brasil de 1988. Distrito Federal: Brasilia: Congresso
Nacional

Brasil. (1990a). Lei 8.080, de 19 de setembro de 1990. Distrito Federal: Brasilia: Congresso Nacional
Brasil. (1990b). Lei 8.142, de 12 de novembro de 1990. Distrito Federal: Brasilia: Congresso Nacional

Brook, R. H., & Lohr, K. (1985). Efficacy, effectiveness, variations and quality: boundary-crossing research.
Med Care, 23(5), 23.

CIHR, C. 1. 0. H. R. (2004). Knowledge Translation Strategy 2004-2009: Innovation in Action. Retrieved from
Ottawa: http://www.cihr-irsc.gc.ca/e/26574.html

Donabedian, A. (1980). Basic approaches to assessment: structure, process and outcome. In H. A. Press (Ed.),
Explorations in Quality Assessment and Monitoring (Vol. 1, pp. 77-125). Michigan: Health Administrati-
on Press.

Dos Reis, E. J. F. B., Dos Santos, F. P., De Campos, F. E., Acurcio, F. A, Leite, M. T. T, Leite, M. L. C,, ... Dos
Santos, M. A. (1990). Avaliacdo da Qualidade dos Servicos de Saude: Notas Bibliograficas. Cadernos de
Saude Publica, 6(2), 12.

Flexner, A. (1910). Medical Education in United States and Canada: Report to Carnegie Foundation for
Advencement of Teaching. New York: Merrymount Press

Fornell, C., & Larcker, D. F. (1981). Evaluating Structural Equation Models with Unobservable Variables and
Measurement Error. Journal of Marketing Research, 18(1), 39-50.

Gattinara, B. C., Ibacache, J., Puente, C., Giaconi, J., & Caprara, A. (1995). Percepcion de la comunidad acerca
de la calidad de los servicios de salud publicos en los distritos Norte e Ichilo, Bolivia. Caderno de Saude
Publica, 11, 14.

Guttman, L. (1954). Some necessay conditions for common factor analysis. Psychometrika, 19, 149-161.

Hair, J. F., William, B., Babin, B., & Anderson, R. E. (2009). Analise multivariada de dados (Bookman Ed. 6a
ed.). Porto Alegre.

386



Collaborative validation of decision-making supporting tools in Public Health users in Brazil

Hair JR., J. F., William, B., Babin, B., & Anderson, R. E. (2009). Analise multivariada de dados (Bookman Ed. 6a
ed.). Porto Alegre.

Hartz , Z. M. A., & Vieira-da-Silva, L. M. (2005). Avaliacdo em satude. EDUFBA, 25.

Henseler, J., Ringle, C. M., & Sinkovics, R. R. (2009). The use of partial least squares path modeling in interna-
tional marketing. In E. G. P. Limited (Ed.), New Challenges to International Marketing (Advances in In-
ternational Marketing (Vol. 20, pp. 277-319).

Kaiser, H. F. (1960). The application of electronic computers to factor analysis. Educational and Psychological
Measurement, 20, 141-151.

Maroco, J. (2014). Andlise de Equagdes Estruturais: fundamentos tedricos, software e aplicagdes (Report-
Number Ed. 2a ed.). Péro Pinheiro.

Minayo, M. C. S., Assis, S. G. d., & Sousa, E. R. (2010). Avaliacdo por triangulacdo de métodos - Abordagem de
programas sociais (F. O. Cruz Ed.). Rio de Janeiro: Fundacao Oswaldo Cruz.

Moita, G. F. (2017). Tradugdo, adaptagao e validagdo cultural da escala SERQUAL para a mensuragao de satis-
facdo de usuarios do sus. Paper presented at the 3° Congresso Brasileiro de Politica, Planejamento e
Gestao em Saude, Natal/RN.

Moita, G. F. (2019). Avaliacdo Integrativa de Performance Multidimensional e Decisdo Multicritério: Um Proxy
de Painel de Indicadores de Eficiéncia, Efetividade e Qualidade para Governagdo de Organizagdes
Hospitalares e Servicos de Saude no Brasil [Integrating Evaluation of Multidimensional Performance
and Multicriterary Decision: A Panel Proxy of Efficiency, Effectiveness and Quality Indicators for Go-
vernance of Hospital Organizations and Health Services in Brazil]. (Doutoramento Doctoral). Universi-
dade de Coimbra, Coimbra.

Moita, G. F., Barbosa, A. C. Q., & Raposo, V. M. R. (2019). Quality Saude — uma adaptacao transcultural mul-
ticéntrica dos constructos da escala Servqual de satisfacao para o SUS, por translacdo de conhecimento
de especialistas e usuarios Rev. Serv. Publico Brasilia, 70(2), 325-364. Retrieved from
https://revista.enap.gov.br/index.php/RSP/article/view/3142/2291

Moita, G. F., Bernardo, C. G., Costa, J. C.,, & Azevedo, D. A. (2018). Business Intelligence Application in Adap-
tation of Servqual Scale at Brazilian Health System. Paper presented at the Proceedings of 11th IADIS
International Conference Information Systems, Lisbon.

Moita, G. F., Raposo, V. M. d. R., & Barbosa, A. C. Q. (2018). Os constructos resultantes da traducao, Adapta-
cdo e validacdo transcultural da escala servqual para a Mensuragao de satisfagao de usuarios do sus.
Paper presented at the 12° Congresso Brasileiro de Saude Coletiva, Rio de Janeiro.

Morra Imas, L. G., & Rist, R. C. (2009). The Road to Results Designing and Conducting Effective Development
Evaluations. Retrieved from Washington: https://openknowledge.worldbank.org/handle/10986/2699

Nunnally, J. C., & Bernstein, I. H. (1994). The Assessment of Reliability. Psychometric Theory, 3, 248-292.
Nunnally, J. C., & Berstein, I. H. (1994). Psychometric theory (McGraw-Hill Ed. 3a ed.). New York.
OECD (Ed.) (2002). Glossary of Key Terms in Evaluation and Results-Based Management. Paris.

Oliver, R. L. (1980). A Cognitive model of the antecedents and consequences of satisfaction decisions. Journal
of Marketing Research, 17(4), 460-469.

Parasuraman, A., Berry, L. L., & Zeithaml, V. A. (1985). A Conceptual Model of Service Quality and its Implica-
tions for Future Research. Journal of Marketing, 49, 41-50.

Parasuraman, A., Berry, L. L., & Zeithaml, V. A. (1991). Refinement and Reassessment of the SERVQUAL
Scale. Journal of Retailing, 67(4).

387



Galba Freire et al.

Patton, M. Q. (1997). Utilization-Focused Evaluation: The New Century Text (S. Publications Ed.). London:
Sage Publications.

Porterfield, J. D. (1976). Evaluation of Patients: Codman Revisited. Acad. Med, 52(2), 9.

Samico, |., Felisberto, E., Figueird, A. C., & Frias, P. G. (2010). Avaliacdo em saude: bases conceituais e opera-
cionais (Medbook Ed.). Rio de Janeiro: Medbook.

Santos, M. P. (1995). Avalia¢do da qualidade dos servigos publicos de atencdo a saude da crianca sob a 6tica
do usuario. Revista Brasileira de Enfermagem, 48, 11.

Satorra, A., & Bentler, P. M. (1994). Corrections to test statistics and standard errors in covariance structure
analysis InS. Publications (Ed.), Latent Variables Analysis: Applications for Developmental Research
(pp- 399—419). Thousand Oaks, CA.

Souza, L. E. P. F., Vieira-Da-Silva, L. M., & Hartz, Z. M. A. (2005). Avaliacdo em Saude: dos modelos tedricos a
pratica na avaliagdo de programas e sistemas de saude. Paper presented at the Conferéncia de consen-
so sobre a imagem-objetivo da descentralizacdo da atencdo a saude no Brasil, Rio de Janeiro.

Steiger, J. H., Shapiro, A., & Browne, M. W. (1985). On the multivariate asymptotic distribution of sequential
chi-square statistics. Psychometrika, 5o, 253-264.

Tanaka, O.Y., & Tamaki, E. M. (2012). O papel da avaliagdo para a tomada de decisdo na gestao de servicos
de saude. Ciéncia & Saude Coletiva, 17(4), 8.

Tenenhaus, M., Esposito Vinzi, V., Chatelin, Y., & Lauro, C. (2005). PLS path modeling. Computational Statis-
tics and Data Analysis, 48, 159—205.

Uchimura, K. Y., & Bosi, M. L. M. (2002). Qualidade e subjetividade na avaliacdo de programas e servicos em
saude Cad. Saude Publica, 18(6), 9.

UNDP. (2009). Handbook on Planning, Monitoring and Evaluation for Development Results.

Viacava, F., Almeida, C., Caetano, R., Fausto, M., Macinko, J., Martins, M., ... Szwarcwald, C. L. (2004). Uma
metodologia de avaliagdo do desempenho do sistema de saude brasileiro. Ciéncia & Saude Coletiva,

9(3), 14-.

Vieira-Da-Silva, L. M. (2005). Conceitos, abordagens e estratégias para a avaliagdo em saude. In Avaliacdo em
saude (pp. 15-39). Salvador: EDUFBA.

Volpato, L. F. (2014). Utilizacdo de uma ferramenta para analise da qualidade nos servigos publicos de saude.
(Doctoral). Universidade estadual de campinas, Piracicaba

Vuori, H. (1991). A qualidade da saude. Divulgagdo em saude para debate, 1, 9.

Wheaton, B. (1987). Assessment of fit in overidentified models with latent variables. Sociological Methods &
Research, 16(1), 118-154. d0i:10.1177/0049124187016001005

WHO, W. H. O. (2006). Bridging the "Know-Do" Gap: Meetingon Knowledge Translation in Global
Health. Retrieved from Geneva:

Yeomans, K. A., & Golder, P. A. (1982). The Guttman-Kaiser Criterion as a Predictor of the Number of Com-
mon Factors. Journal of the Royal Statistical Society. Series D (The Statistician), 31(3), 221-229.

Zeithaml, V. A., Parasuraman, A., & Berry, L. L. (1985). Problems and Strategies in Services Marketing. Jour-
nal of Marketing, 49(2), 33-46. Retrieved from https://www.jstor.org/stable/1251563

388



Collaborative validation of decision-making supporting tools in Public Health users in Brazil

Sobre los autores/ About the authors

Galba Freire Moita (Ministerio Saude, Brasil). Tecnologista Pleno de M&A do Min. Saude do Brasil. Doutoran-
do da Univ. de Coimbra na éarea Avaliacdo e Governanca de-Saude. (galba.moita@saude.gov.br, prgal-
ba@gmail.com - CRS 502, Bloco B, Apto 120, Asa Sul, Cep 70.330-520, Brasilia-DF). Victor Manuel dos Reis
Raposo (Universidade de Coimbra) Professor Auxiliar da Faculdade de Economia da Universidade de Coimbra
(FEUC). Doutor em Gestdo e Ciéncia da Decisdo pela FEUC. Membro do Centro de Investigacdo em Saude da
Univ. Coimbra (CEISUCQ). (vraposo@fe.uc.pt). Allan Claudius Queiroz Barbosa (Universidade Federal de Minas
Gerais, Brasil). Professor Associado da Faculdade de Economia e Administracdo da Universidade Federal de
Minas Gerais (UFMG). Doutor pela Universidade de Sdo Paulo. Membro do Observatério de RH do CEPE-
AD/UFMG (allan@ufmag.br).

URL estable documento/stable URL

http://www.gigapp.org/ewp

El Grupo de Investigacion en Gobierno, Administracion y Politicas PUblicas (GIGAPP)
es una iniciativa impulsada por académicos, investigadores y profesores Iberoameri-
canos, cuyo principal proposito es contribuir al debate y la generacion de nuevos
conceptos, enfoques y marcos de analisis en las dreas de gobierno, gestion y politicas
publicas, fomentando la creacién de espacio de intercambio y colaboracién perma-
nente, y facilitando la construccion de redes y proyectos conjuntos sobre la base de
actividades de docencia, investigacion, asistencia técnica y extension.

Las areas de trabajo que constituyen los ejes principales del GIGAPP son:
1. Gobierno, instituciones y comportamiento politico
2. Administracion Publica

3. Politicas Publicas

Informacion de Contacto
Asociacion GIGAPP.

ewp@gigapp.org

389





