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ABSTRACT This qualitative study analyzes the trajectory of Brazil’s National Primary Care Policy (PNAB) from 2006 to 2026 by 
linking normative revisions, policy-induction instruments, political-fiscal conditions, and public health emergencies. Federal acts 
and institutional documents were examined through documentary analysis, complemented by narrative synthesis. ‘Induction 
layers’ were defined as incremental sets of regulatory, financial, organizational, informational, and relational instruments that 
operationalize Primary Health Care (PHC). Documents were classified into ten dimensions: care organization; professional 
practice; care modalities; oral health; equity; workforce provision and training; infrastructure and digital transformation; 
co-financing; management and governance; relationships, participation, and co-responsibility; and emergency response. 
Findings indicate that the PNAB remains a core norm, accompanied by institutional layering and conversion. The 2017 revision 
increased organizational flexibility amid fiscal constraint, while later instruments intensified induction through financing, 
information, and equity. The future agenda depends on coherence among equitable financing, workforce stability, regional 
coordination, digital transformation, continuous care, social participation, and protection of PHC attributes.
KEYWORDS Primary Health Care. Health policy. Unified Health System. Health equity. Continuity of patient care.

RESUMO Este estudo qualitativo analisa a trajetória da Política Nacional de Atenção Básica (PNAB) no Brasil entre 2006 e 
2026, articulando revisões normativas, instrumentos de indução, condicionantes político-fiscais e emergências em saúde pública. 
Realizou-se uma análise documental de atos federais e de documentos institucionais, complementada por uma síntese narrativa 
da literatura. As ‘camadas de indução’ foram definidas como conjuntos incrementais de instrumentos regulatórios, financeiros, 
organizacionais, informacionais e relacionais que operacionalizam a Atenção Primária à Saúde (APS). Os documentos foram 
classificados em dez dimensões: organização do cuidado; atuação profissional; modalidades assistenciais; saúde bucal; equidade; 
provimento e formação; infraestrutura e transformação digital; cofinanciamento; gestão e governança; relações, participação e 
corresponsabilização; e resposta a emergências. Os resultados indicam a permanência da PNAB como norma-núcleo, acompanhada 
de processos de adição e conversão institucional. A revisão de 2017 ampliou a flexibilidade organizativa em contexto de restrição 
fiscal, enquanto instrumentos posteriores intensificaram a indução por cofinanciamento, informação e equidade. Conclui-se que 
a agenda futura depende da coerência entre cofinanciamento, força de trabalho, coordenação regional, transformação digital, 
continuidade do cuidado e proteção dos atributos da APS.
PALAVRAS-CHAVE Atenção Primária à Saúde. Política de saúde. Sistema Único de Saúde. Equidade em saúde. Continuidade 
da assistência ao paciente.

RESUMEN Este estudio cualitativo analiza la trayectoria de la Política Nacional de Atención Básica (PNAB) en Brasil entre 2006 
y 2026, articulando revisiones normativas, instrumentos de inducción, condicionantes político-fiscales y emergencias de salud 
pública. Se realizó un análisis documental de actos federales y de documentos institucionales, complementado por síntesis narrativa. 
Las ‘capas de inducción’ fueron definidas como conjuntos incrementales de instrumentos regulatorios, financieros, organizativos, 
informacionales y relacionales que operacionalizan la Atención Primaria de Salud (APS). Los documentos se clasificaron en 
diez dimensiones: organización del cuidado; actuación profesional; modalidades asistenciales; salud bucal; equidad; provisión y 
formación; infraestructura y transformación digital; cofinanciamiento; gestión y gobernanza; relaciones, participación y corre-
sponsabilidad; y respuesta a emergencias. Los resultados indican la permanencia de la PNAB como norma-núcleo, acompañada 
de adición y conversión institucional. La revisión de 2017 amplió la flexibilidad organizativa en un contexto de restricción fiscal, 
mientras que instrumentos posteriores intensificaron la inducción mediante financiamiento, información y equidad. La agenda 
futura depende de la coherencia entre financiamiento, fuerza de trabajo, coordinación regional, transformación digital, cuidado 
continuo, participación social y atributos de la APS.
PALABRAS CLAVE Atención Primaria de Salud. Política de salud. Sistema Único de Salud. Equidad en salud. Continuidad de la 
atención al paciente.
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Introduction

Primary Health Care (PHC) is the corner-
stone of health systems because it combines 
first-contact access, longitudinality, compre-
hensiveness, and care coordination, together 
with derived attributes related to family and 
community orientation and cultural compe-
tence1. In Brazil, the Family Health Strategy 
(ESF) consolidated a territory-based, mul-
tiprofessional arrangement consistent with 
this framework2, with effects associated with 
reductions in infant mortality and deaths from 
cardiovascular and cerebrovascular diseases3,4.

The National Primary Health Care Policy 
(PNAB) is the main federal regulatory frame-
work guiding PHC within the Brazilian Unified 
Health System (SUS). Established in 2006 and 
revised in 2011 and 2017, it sets guidelines, 
responsibilities, and organizational parameters 
while interacting with programs, incentives, 
and cofinancing arrangements that shape its 
implementation across territories5–7. Although 
the legal designation remains ‘Primary Care’, 
the contemporary agenda requires recognition 
that PHC has assumed broader responsibilities 
for coordinating care trajectories and integrat-
ing surveillance, health promotion, prevention, 
treatment, rehabilitation, oral health, contin-
uous care, and social participation.

The 2017 revision was accompanied by 
intense technical and political dispute. The 
literature describes controversies regard-
ing the care model, team composition, na-
tional minimum standards, local autonomy, 
Community Health Workers, and ESF’s sus-
tainability in a context of political and fiscal 
constraints8–15. The establishment of the 
New Fiscal Regime through Constitutional 
Amendment N° 95/2016 set long-term limits 
on federal primary expenditures, with po-
tential effects on the share of public health 
expenditure in Gross Domestic Product and 
on its availability in per capita terms16,17. This 
controversy cannot be reduced to textual com-
parisons among ministerial ordinances: the 
policy also changes through adjacent policy 

instruments, such as cofinancing, information 
systems, workforce provision, digitalization, 
thematic health care networks, and emergency 
responses18,19.

In this study, ‘policy-steering layers’ refer 
to incremental sets of regulatory, financial, 
organizational, informational, and relational 
instruments that operationalize PHC, shape 
the behavior of managers and teams, and 
condition the actual delivery of care. The 
matrix engages with the debate on policy 
mix, which focuses on coherence among 
instruments20, and with gradual institutional 
change, particularly layering, understood as 
the addition of new rules and arrangements 
to a preexisting structure21. The layers were 
organized into ten dimensions: care organi-
zation; professional practice; care delivery 
modalities; oral health; equity; workforce 
provision and training; infrastructure and 
digital transformation; cofinancing; man-
agement and governance; relationships, 
participation, and shared responsibility; 
and emergency response.

PNAB was retained in the title because it 
is the official designation used in the min-
isterial ordinances analyzed and reflects a 
historical construction specific to the SUS. 
At the same time, the article recognizes that 
the future policy agenda is situated within 
the broader debate on PHC, given the con-
temporary expansion of its functions within 
the health system: care coordination, network 
integration, surveillance, health promotion, 
social participation, equity, and longitudinal 
follow-up of people’s care trajectories. This 
distinction avoids reducing the debate to a 
terminological change and allows it to be sit-
uated within the systemic responsibilities of 
the Brazilian PHC.

This study aimed to analyze the trajectory of 
the PNAB from 2006 through June 2026, identi-
fying the policy-steering mechanisms incorporat-
ed into its implementation and examining their 
implications for the care model, territorial equity, 
regional coordination, continuous care, and the 
future PHC agenda within the SUS.
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Materials and methods

Study design

This qualitative study comprised documentary 
analysis and a narrative synthesis of regu-
lations, federal acts, and publicly available 
institutional documents. Documentary anal-
ysis was adopted to rebuild policy trajecto-
ries through systematic reading, extraction, 
organization, and thematic interpretation of 
content22. Narrative synthesis was used to 
integrate controversies and evidence from 
heterogeneous fields, following guidance on 
transparency, logical coherence, and assess-
ment of interpretive robustness23.

Documentary corpus and analytical 
strategy

The corpus covered the period from March 
2006 to June 2026 and included 48 documents: 
the 2006, 2011, and 2017 versions of the PNAB; 
federal acts and regulations establishing pro-
grams, strategies, teams, and initiatives with 
a direct interface with PHC; frameworks for 
regionalization, health care networks, regu-
lation, cofinancing, digital health, oral health, 
and emergency response; and political-fiscal 
documents with potential implications for 
SUS sustainability.

The narrative literature included 26 studies 
addressing PHC attributes, the 2017 PNAB 
revision, cofinancing, equity, crisis response, 
and institutional change. For presentation of 
the findings, the period was organized into 
four historical windows grouping federal gov-
ernment cycles identified by letters, without 
personalizing the analysis of governments: 
2006-2011 (Cycles A-B; onset of C), 2011-2017 
(Cycles C-D), 2017-2022 (end of Cycle D; 
Cycle E), and 2023-2026 (Cycle F, considered 
through June 2026).

Document selection was purposive and 
theory-oriented, prioritizing acts that could 
potentially alter PHC operational capacities 

– access, longitudinality, comprehensiveness, 
coordination, community orientation, oral 
health, participation, and care continuity – 
and their integration with specialized care. 
Documents were located in official federal 
government repositories, the Brazilian 
Ministry of Health Virtual Health Library, 
and institutional webpages of the agencies 
responsible for the acts analyzed.

For purposes of historical organization, 
neutral terminology was adopted for federal 
government cycles: Cycle A (2003-2006, in-
cluded in the corpus from March 2006); Cycle 
B (2007-2010); Cycle C (2011-2014); Cycle D 
(2015-2018); Cycle E (2019-2022); and Cycle 
F (2023-2026, included in the corpus through 
June 2026). This terminology enables us to 
situate the period’s political-institutional in-
flections without personalizing the analysis.

The following information was extracted 
for each document: object, purpose, predom-
inant mechanism – regulation, incentive or 
cofinancing, information, organization of care, 
intersectoral action, or relational policy steer-
ing – the corresponding layer, and potential 
implications for PHC attributes. The layers 
were defined based on recurring dimensions 
across the PNAB versions and refined through 
cross-cutting synthesis of the findings, par-
ticularly regarding care relationships, user 
participation, shared responsibility, and care 
continuity trajectories. The second author 
reviewed extraction, classification, and syn-
thesis; disagreements were discussed until 
consensus was reached.

After the findings were aggregated by layer, 
a cross-cutting synthesis was conducted to 
identify recurring structural tensions across 
different federal government cycles or in-
struments, as supported or problematized 
by the literature. The future agenda was 
developed from these tensions, distinguish-
ing dimensions that depend predominantly 
on regulatory changes from those requiring 
implementation, regional governance, co-
financing, information infrastructure, and 
stronger care relationships.
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Use of artificial intelligence

OpenAI® ChatGPT was used exclusively to 
support language review and grammatical 
correction. The definition of the study object, 
source selection, documentary analysis, in-
terpretation of results, and conclusions were 
developed by the authors, who assume full 
responsibility for the final content.

Ethical considerations

Submission to a Research Ethics Committee was 
not required because this study was based on 
public documents and scientific literature and 
involved no identifiable human participants.

Results

The analysis showed that the trajectory of the 
PNAB between 2006 and 2026 combines a core 
regulatory framework with policy-steering 
layers that accumulate, shift in relative weight, 
and produce practical effects on PHC. The 
findings were organized into three tables for 
presentation: Table 1 presents the key regulato-
ry milestones; table 2 gathers programs, strat-
egies, and policy-steering instruments; and 
table 3 integrates the political-fiscal context, 
institutional changes, and critical events.

Table 1. Historical timeline of the National Primary Health Care Policy (PNAB) and key regulatory milestones shaping Primary Health Care (PHC) 
(2006-2026), by federal government cycle

Historical 
window (federal 
cycles)

Foundational regulatory 
frameworks What has changed for PHC

Coordination with induction-hardened 
layers

2006-2011 
(Cycles A: 2003-
2006; B: 2007-
2010; onset of C: 
2011-2014)

PNAB 2006 (Ordinance nº 
648/2006)

Consolidates national guidelines and reaffirms the 
Family Health Strategy (ESF) as the organizing axis of 
Primary Health Care, strengthening territorialization, 
population assignment, longitudinal relationships, and 
accountability for population health. During this period, 
the expansion of PHC fostered complementary instru-
ments and the progressive incorporation of oral health 
into territory-based care.

Creates room for complementary policy 
instruments – intersectoral action, matrix 
support, care technologies, oral health, and 
strengthened teamwork – which gained 
greater prominence during this period.

2011-2017 
(Cycles C: 2011-
2014; D: 2015-
2018)

PNAB 2011 (Ordinance nº 
2.488/2011); Decree nº 
7.508/2011; PNAB 2017 (Ordi-
nance nº 2.436/2017)

The 2011 PNAB further developed organizational 
parameters and strengthened care coordination, lon-
gitudinality, and network-based integration. The 2017 
revision increased regulatory flexibility and reframed the 
debate on minimum standards, team composition, and 
equity, while preserving the ESF as the priority model. 
Territory-specific care modalities were also consolidated, 
including Street Clinic teams, riverside and river-based 
teams, and prison-based primary care.

Consolidates and expands policy instru-
ments related to quality improvement/per-
formance, information, workforce provision, 
care delivery modalities, equity, oral health, 
and integration within health care networks, 
with greater requirements for care coordina-
tion in specific territories.

2017-2022 (end 
of Cycle D; Cycle 
E: 2019-2022)

2017 PNAB as the current 
policy framework, with imple-
mentation amid changes in 
policy instruments

The policy remains in force, but sublegal and program-
matic instruments – particularly cofinancing and health 
information mechanisms – have assumed greater im-
portance in guiding priorities and monitoring. Oral health 
and territory-specific care modalities remain integrated 
into PHC but have been affected by changes in financing 
arrangements, indicators, and programmatic priorities.

A shift toward policy steering primarily 
through financial and information instru-
ments became consolidated, accompanied 
by the restructuring of programs and pri-
orities and greater demands for data man-
agement. In parallel, participatory bodies 
were weakened and social oversight was 
undermined – as exemplified by Decree N° 
9.759/2019 – reducing opportunities for 
deliberation and social consensus-building.
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Table 1. Historical timeline of the National Primary Health Care Policy (PNAB) and key regulatory milestones shaping Primary Health Care (PHC) 
(2006-2026), by federal government cycle

Historical 
window (federal 
cycles)

Foundational regulatory 
frameworks What has changed for PHC

Coordination with induction-hardened 
layers

2023-2026 
(Cycle F: 2023-
2026)

Recalibration of federal cofi-
nancing (GM/MS Ordinance 
Nº 3.493/2024); SUS Digital 
Program (GM/MS Ordinance 
No. 3.232/2024); Alyne Net-
work (GM/MS Ordinance No. 
5.350/2024); incentives for 
specific teams and vulnerable 
territories (GM/MS Ordinance 
Nº 7.799/2025; GM/MS Ordi-
nance Nº 9.572/2025).

Strengthens operational governance and implementa-
tion criteria, bringing regulatory guidelines into closer 
alignment with cofinancing, quality, and data instru-
ments. It increases the centrality of network-based care 
coordination, integration with specialized care, and the 
rebuilding of PHC institutional capacities, including oral 
health, home care supported by eMulti teams, riverside 
and river-based teams, Street Clinic teams, mobile units, 
border-area teams, prison-based primary care, and 
incentives such as eQuilombola.

Increases the density of policy components 
–equity, multiprofessional care, home care, 
territory-specific care modalities, quality, 
infrastructure, digital health, and oral health 
– and intensifies operational coordination for 
populations and territories facing longstand-
ing barriers to access.

Source: Prepared by the authors based on the study’s documentary corpus (Brazil, 2006-2026).

In the 2006-2011 historical window, encom-
passing the end of Cycle A, Cycle B, and the 
onset of Cycle C, the PNAB consolidated na-
tional guidelines, reaffirmed the ESF as the or-
ganizing axis, and accompanied the expansion 
of teams, federal cofinancing, matrix support, 
and support technologies. Layering prevailed 
during this period: new initiatives were added 
to the core policy framework without altering 
its main orientation, expanding the scope of 
care, intersectoral action, clinical capacity, oral 
health, and territorial presence5,24.

In the 2011-2017 historical window, en-
compassing Cycle C and Cycle D, the 2011 
PNAB further developed organizational 
parameters and strengthened care coordi-
nation in conjunction with regionalization 
and health care networks6,15. The National 
Program for Improving Access and Quality in 
Primary Care (PMAQ), the Health Information 
System for Primary Care (SISAB/e-SUS APS), 
the More Doctors Program (Programa Mais 
Médicos), the PHC Unit Requalification 
Program (Requalifica UBS), Home Care, 
and Street Clinic teams exemplify additions 
that strengthened evaluation, information, 
workforce provision, infrastructure, and care 
delivery modalities. This represents layering 
oriented toward expanding capacities and 

formalizing quality standards.
The 2017 PNAB marked a regulatory inflec-

tion. The policy preserved the ESF as the priority 
model but increased organizational flexibility, 
recognized arrangements not equivalent to 
Family Health teams, and reopened disputes 
over Community Health Worker coverage, na-
tional standards, and equity7–14. The effect was 
not the immediate replacement of the ESF, but 
rather an expansion of the regulatory repertoire 
available to managers, creating conditions for 
gradual changes dependent on local capacities.

In the 2017-2022 historical window, cor-
responding to the end of Cycle D and Cycle E, 
sublegal, financial, and informational instru-
ments gained greater weight. Previne Brasil, 
Informatiza APS, the PHC Service Portfolio, and 
institutional reorganizations shifted part of policy 
steering toward population registration, record-
keeping, indicators, and data management25–28. 
This period reflects institutional conversion: 
existing instruments, especially cofinancing and 
information, began to steer new organizational 
behaviors even though the PNAB remained the 
current regulatory framework.

In the 2023-2026 historical window, corre-
sponding to Cycle F, multiprofessional care re-
building, cofinancing recalibration, SUS Digital, 
the Alyne Network, and regulatory and quality 
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instruments increased the density of the policy 
mix29–34. Federal policy steering came to combine 
equity, patient-team relationships, quality, in-
frastructure, digital transformation, integration 
between PHC and specialized care, and contin-
uous care. In this cycle, territory-specific care 
modalities and specific incentives – riverside 
and river-based teams, Street Clinic teams and 
mobile units, border-area teams, prison-based 

primary care, and eQuilombola – show that 
equity requires differentiated arrangements for 
historically underserved territories. Oral health 
is a component of comprehensiveness and ter-
ritorial equity.

Table 2. PHC institution-building initiatives by federal government cycle and policy-steering layers (2006-2026)

Historical 
window (federal 
cycles) Institution-building initiatives (examples)

Prevailing policy-steering 
layer PHC strategic function

2006-2011
(Cycles A-B; 
onset of C)

School Health Program (PSE); Guidelines for the 
Organization of the Health Care Network (RAS); 
Telehealth; Family Health Support Center (NASF)/
matrix support; Health Pact; publication of the Bolsa 
Família Program’s conditionalities; the Brazilian Pop-
ular Pharmacy Program; expansion of Oral Health 
Teams within the ESF.

Intersectoral action; technolo-
gy; multiprofessional support; 
oral health.

Expands comprehensiveness, health education, 
intersectoral coordination, and the teams’ clinical 
and care delivery capacity. Oral health strengthens 
the understanding of PHC as comprehensive, 
territory-based, and multiprofessional care.

2011-2017
(Cycles C-D)

PMAQ; SISAB/e-SUS APS; More Doctors Program 
(Programa Mais Médicos); thematic health care 
networks and care pathways; Requalifica UBS 
Program; Home Care; Street Clinic teams; riverside 
and river-based teams; prison-based primary care; 
Provab; PHC unit support sites and formal recogni-
tion of the PHC unit manager role; renaming of Nasf 
as Nasf-AB; integration of health surveillance and 
PHC; scope of PHC practices; minimum salary for 
Community Health Workers (ACS); inclusion of Oral 
Health Teams in quality improvement and monitor-
ing instruments.

Quality improvement/per-
formance; information; work-
force provision; infrastructure; 
territory-specific care mo-
dalities; thematic health care 
networks; oral health; equity.

Standardizes assessments and incentives; 
strengthens monitoring; addresses workforce 
shortages; supports longitudinality; expands in-
stalled capacity; and requires integration between 
PHC and specialized care. Territory-specific care 
modalities expand PHC’s capacity to reach pop-
ulations experiencing homelessness, riverine and 
water-based populations, prison populations, and 
communities in hard-to-reach territories.

2017-2022
(end of Cycle D; 
Cycle E)

Saúde na Hora Program; Previne Brasil; greater 
flexibility in medical workload arrangements; Infor-
matiza APS; Primary Health Care Service Portfolio 
(CaSAPS); Doctors for Brazil Program (Programa 
Médicos pelo Brasil); restructuring of incentives 
and monitoring parameters affecting teams, territo-
ry-specific care modalities, and Oral Health actions.

Access; cofinancing; digital 
transformation; information 
governance; service portfolio; 
oral health; care delivery 
modalities.

Reorganizes access and incentives; increases data’s 
centrality, population registration, and monitoring; 
accelerates digitalization; and reframes priorities 
within PHC. Territory-specific care modalities and 
oral health remain comprehensive care dimensions 
but are increasingly shaped by financing, reporting, 
performance, and service delivery arrangements.

2023-2026
(Cycle F)

Rebuilding of workforce provision and multiprofes-
sional care; eMulti and multiprofessional support 
for home care; new cofinancing arrangements; new 
PHC quality indicators; SUS Digital; Alyne Network; 
strategic infrastructure investments; relaunch of 
the Popular Pharmacy Program of Brazil; unification 
of workforce provision programs; strengthening of 
Brasil Sorridente and Mobile Dental Units; riverside 
and river-based teams; Street Clinic teams and affil-
iated mobile units; border-area teams; prison-based 
primary care; equity-oriented incentives, such as 
eQuilombola.

Cofinancing and governance; 
territorial equity; multipro-
fessional care; home care; 
territory-specific care modal-
ities; digital transformation; 
network integration; quality; 
oral health.

Intensifies federal policy steering across multi-
ple layers, strengthening local capacities, care 
coordination, and integration between PHC and 
specialized care. Home care supported by eMulti 
teams expands the capacity to provide conti-
nuous, shared, and territory-based care. Equity no 
longer appears solely as a general principle but is 
increasingly operationalized through differentiated 
arrangements for riverside populations, people 
experiencing homelessness, border territories, 
prison populations, Quilombola communities, and 
territories facing longstanding barriers to access.

Source: Prepared by the authors based on the study’s documentary corpus (Brazil, 2006-2026).
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Comparison across the groupings of federal 
government cycles indicates a qualitative 
change. The period comprising the end of 
Cycle A and Cycle B expanded basic capac-
ities; Cycle C and the beginning of Cycle D 
refined evaluation, information, workforce 
provision, networks, and territory-specific 
care modalities; the end of Cycle D and Cycle 
E concentrated policy steering on cofinancing, 
population registration, and monitoring; and 
Cycle F diversified redistributive, multiprofes-
sional, digital, structural, relational, and terri-
tory-based instruments. This trajectory shows 
that the policy does not operate only through 
ministerial ordinances: it takes shape through 
the interaction of rules, incentives, infrastruc-
ture, living labor in health care, patient-team 

relationships, regional coordination capacity, 
and mechanisms capable of delivering care to 
riverside populations, people experiencing 
homelessness, border populations, people in 
the prison system, and Quilombola territories.

This periodization also shows that PHC’s 
density increased without a new PNAB formal-
ly replacing the 2017 version. The shift occurs 
through the accumulation and reorientation of 
instruments: some expand capacities, such as 
workforce provision, multiprofessional teams, 
and infrastructure; others reorder priorities, 
such as cofinancing, indicators, and informa-
tion systems; and still others place strain on 
the model, such as emergency responses that 
may suspend or weaken longitudinal care.

Table 3. Political-fiscal and institutional context and critical events in the trajectory of PHC and the PNAB (2006-2026)

Historical window 
(federal cycles)

Political-fiscal and institutional 
contextual milestones

Public health emergencies / 
critical events Implications for PHC and for interpreting the PNAB

2006-2011
(Cycles A-B; onset of C)

Expansion of PHC and incremental 
strengthening of local capacities; 
federal policy steering through 
complementary instruments; ex-
pansion of the ESF and Oral Health 
Teams as part of efforts to strength-
en territorialization and comprehen-
sive care.

Weak integration between 
PHC and health surveillance 
in responding to public health 
emergencies; the influenza 
A(H1N1)pdm09 pandemic as 
a critical event for surveillance, 
vaccination, and territory-based 
response.

The context of expansion supports the implementa-
tion of the PNAB as the core policy framework and 
the development of complementary policy-steering 
instruments. At the same time, it highlights the need 
to integrate clinical care, health surveillance, health 
promotion, oral health, and intersectoral actions at the 
territorial level.

2011-2017
(Cycles C-D)

Regionalization and health care net-
works gained institutional ground-
ing with Decree No. 7.508/2011; in-
struments for quality improvement, 
workforce provision, infrastructure, 
information, territory-specific care 
modalities, and network organiza-
tion were intensified.

Zika and microcephaly, with the 
declaration of a Public Health 
Emergency of National Impor-
tance and international recogni-
tion of the emergency.

PHC is increasingly expected to ensure network-based 
care coordination, integration with specialized care, 
and territory-based response capacity. These crises 
test the integration between health surveillance and 
care, including longitudinal follow-up, care for pregnant 
women, child development, oral health, family care, 
community support, and the capacity to reach specific 
territories.

2017-2022
(end of Cycle D; Cycle E)

Implementation of the 2017 PNAB 
under the effects of the New Fiscal 
Regime established by Constitu-
tional Amendment Nº 95/2016, 
with greater pressure for efficiency, 
monitoring, and the reconfiguration 
of policy-steering instruments; an 
intensified role for information, 
population registration, indicators, 
and cofinancing.

COVID-19, with the declaration 
of a Public Health Emergency of 
National Importance, and mpox, 
recognized as a Public Health 
Emergency of International 
Concern, with implications for 
surveillance, case reporting, 
organization of access, and conti-
nuity of care.

These crises require the maintenance of longitudinal 
care and the reorganization of access under conditions 
of system overload. They reinforce the need for resilient 
PHC, integrated health surveillance, network-based 
care coordination, and the preservation of care that 
cannot be interrupted, including care for chronic con-
ditions, mental health care, vaccination, maternal and 
child health care, oral health, home care, and care for 
populations living in vulnerable territories.



Pereira AG, Klitzke DD, Chaves ACC, Domingos HCT, Tomasini AJ, Brito Júnior JF, Oliveira LG

8/15 SAÚDE DEBATE   |  RIO DE JANEIRO, V. 50, N. 151, e11825, out-dez 2026

Table 3. Political-fiscal and institutional context and critical events in the trajectory of PHC and the PNAB (2006-2026)

Historical window 
(federal cycles)

Political-fiscal and institutional 
contextual milestones

Public health emergencies / 
critical events Implications for PHC and for interpreting the PNAB

2023-2026
(Cycle F)

Post–international emergency 
transition for COVID-19; recalibra-
tion of cofinancing; digital health 
as a structuring axis; rebuilding of 
multiprofessional care; expansion 
of investments; reorganization of 
thematic health care networks; and 
territorial targeting of incentives for 
vulnerable populations and specific 
contexts.

Persistent epidemic waves, in-
cluding arboviral diseases; mi-
gration flows involving migrants, 
refugees, and stateless persons; 
flooding in Rio Grande do Sul and 
other extreme climate events; 
environmental, humanitarian, 
and social emergencies; and a 
growing need for territory-based 
preparedness and response.

The agenda shifts toward ensuring coherence among 
the regulatory framework, cofinancing, quality, digital 
health, the health workforce, and territorially appro-
priate infrastructure. Integration between PHC and 
specialized care becomes a practical requirement for 
care coordination. Resilience comes to be understood 
as a strategic capacity of PHC, requiring continuity of 
care, home care supported by eMulti teams, commu-
nity-based approaches, social participation, integrated 
oral health care, crisis-ready physical, technological, 
and logistical configurations of PHC units, and the ca-
pacity to follow life trajectories in contexts of inequality.

Source: Prepared by the authors based on the study’s documentary corpus and the emergency response documents analyzed.

Public health emergencies acted as stress 
tests. Zika, COVID-19, mpox, arboviral dis-
eases, migration flows involving migrants, 
refugees, and stateless persons, Rio Grande 
do Sul flooding, and other extreme climate 
events revealed that PHC depends on prees-
tablished capacities to integrate surveillance, 
care, risk communication, vaccination, mental 
health, oral health, home care, and follow-up of 
chronic conditions. Resilience, therefore, is not 
an isolated attribute but a strategic capacity 
produced by cofinancing, the health work-
force, interoperable information, community 
presence, care continuity, and infrastructure 
suited to territorial vulnerabilities.

This perspective shifts the PHC agenda 
beyond the organization of teams and care 
flows to include the physical, technologi-
cal, and logistical configurations of Primary 
Health Care Units (UBS). Units capable of 
operating under climate instability, power 
outages, population displacement, access bar-
riers, service overload, and the need for rapid 
territory-based response become essential to 
sustaining continuous, safe, and equitable care.

The cross-cutting synthesis identified five 
structural tensions: a comprehensive national 
model versus local flexibility; equity-oriented 

policy steering versus unequal territorial ca-
pacities; quality improvement through cofi-
nancing, indicators, and information versus 
the risk of administrative compliance; coor-
dination assigned to PHC versus fragmented 
health care networks; and care continuity in 
the face of emergencies, chronic conditions, 
population flows, and social, technological, 
environmental, and climate transformations. 
These tensions underpin the discussion and 
the future agenda.

Discussion

This article primarily interprets the PNAB 
not merely as a succession of ministerial 
ordinances, but also as a policy in motion 
whose capacity to deliver PHC depends on 
coherence among policy-steering instruments, 
care relationships, regional coordination, and 
continuity of people’s care trajectories across 
territories. This perspective avoids reducing 
the policy to its regulatory text and makes 
it possible to understand how cofinancing, 
information, teams, networks, oral health, 
participation, and emergencies redefine im-
plementation priorities.
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PNAB 2017: Regulatory inflection 
and implementation conditions

The 2017 PNAB requires an ambivalent 
analysis: on the one hand, it maintained ter-
ritorialization, population assignment, care 
coordination, and ESF’s stated priority; on 
the other, it made parameters more flexible, 
recognized other team configurations, and 
differentiated essential and expanded stan-
dards7–14. The central issue is not flexibility 
itself, but the context in which it operates. In 
municipalities with adequate cofinancing, 
health professionals, connectivity, regulation, 
and specialized care support, adaptation may 
expand access. In vulnerable territories, it 
may legitimize limited service offerings and 
deepen segmentation.

Evidence indicates that the 2017 PNAB did 
not immediately replace the ESF with other 
arrangements, but it altered the field of insti-
tutional possibilities12. Its most relevant effect 
is gradual: by shifting minimum standards, 
team composition, and local decision-making 
latitude, the policy began to interact with the 
New Fiscal Regime16,17, as well as with changes 
in workforce provision, cofinancing, and in-
formation systems. This context does not, by 
itself, explain the regulatory revision. Still, 
it helps clarify the inflections that unfolded 
in the PNAB and its implementation instru-
ments: greater regulatory flexibility, pressure 
for efficiency, monitoring’s growing centrality, 
cofinancing reconfiguration, and disputes over 
national minimum standards, equity, and the 
sustainability of the ESF. Thus, criticism of 
the 2017 PNAB must be linked to concrete 
implementation conditions and to the capacity 
of the Brazilian federative system to protect 
essential PHC attributes.

Intergovernmental tension is decisive for 
interpreting this inflection. The 2017 PNAB 
increased municipalities’ latitude for ad-
aptation, but local autonomy does not have 
the same meaning in every territory. Where 
there are workforce shortages, limited admin-
istrative capacity, or heavy dependence on 

federal transfers, flexibility may operate less 
as innovation and more as authorization for 
minimum standards. This is where regulation, 
cofinancing, and intergovernmental inequality 
intersect.

The PHC Service Portfolio may support 
transparency and planning35, including by 
explicitly defining oral health services, care 
for chronic conditions, mental health care, 
and preventive actions. However, without 
an adequate workforce, supplies, continuing 
professional development, regulation, and in-
tegration with specialized care, the scope may 
be appropriated as a checklist of procedures 
detached from longitudinality, community 
orientation, and shared clinical responsibility.

Territorial equity, the Equity and 
Sizing Index, and the risk of unequal 
implementation

The risk that uniform instruments may widen 
inequalities stems from municipal hetero-
geneity. Identical rules apply to territories 
with markedly different capacities for record-
keeping, connectivity, workforce provision, 
infrastructure, rurality, population dispersion, 
logistics, specialized care availability, and 
organization of oral health services. Equity, 
therefore, depends not only on the formal 
design of the incentive but, above all, on the ad-
equacy of funding levels, updated underlying 
databases, and institutional support enabling 
vulnerable municipalities to meet operational 
requirements.

The new cofinancing methodology in-
troduced in 2024 partially addressed this 
problem by incorporating the Equity and 
Sizing Index (ESI), which combines social 
vulnerability and population size29,30. This 
represents an advance over strictly uniform 
incentives because it recognizes that social 
needs and provision costs are not evenly dis-
tributed. However, its criteria still capture 
only incompletely rurality, territorial dis-
persion, Amazonian specificities, migration 
flows, specialized care access barriers, service 
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availability gaps, and registration capacity 
inequalities.

The subsequent expansion of the equity 
and quality component to riverside teams, 
Street Clinic teams, and prison-based primary 
care suggests a progressive correction of the 
design31. The incorporation of border-area 
teams, mobile units linked to the care of people 
experiencing homelessness, and specific in-
centives such as eQuilombola further advances 
this direction by shifting equity from an ab-
stract principle to operational mechanisms 
targeting territories and populations facing 
longstanding barriers to access.

Even so, the ESI should be understood as 
a necessary, but not sufficient, layer. Its ef-
fectiveness will depend on distributive eval-
uation, database updates, specific incentives, 
regionalized workforce provision, institutional 
support, and protection of a stable universal 
cofinancing base.

In the 2023-2026 historical window, cor-
responding to Cycle F, the analytical question 
shifts from whether equity is incorporated 
into the design of the financial component to 
whether the overall set of instruments enables 
unequal municipalities to achieve comparable 
outcomes. Quality indicators, patient-team 
relationships, and territorial follow-up can 
strengthen care when supported by stable 
teams and useful data; however, they may 
indirectly penalize territories with greater 
workforce turnover, poorer connectivity, and 
wider population dispersion. This tension 
indicates that the ESI must be linked to in-
stitutional support, digital health, workforce 
provision, and regional integration so that 
differences in capacity are not converted into 
differences in performance29–31.

Cofinancing, digital transformation, 
and relational policy steering

The Previne Brasil Program increased the cen-
trality of population registration, performance, 
and information quality. Still, it was criticized 
for shifting part of policy steering away from 

territories and toward registered individuals 
and a limited set of indicators25–28. SUS Digital 
and digitalization expand opportunities for 
clinical continuity, telehealth, and regional in-
tegration28,32, but may also widen inequalities 
when equipment, connectivity, interoperability, 
and technical support are insufficient.

The relational layer makes explicit a limita-
tion of administrative instruments. No min-
isterial ordinance produces care on its own: 
relationships, trust, communication, collabo-
rative work, active user participation, family 
support, and shared responsibility bring the 
policy to life. These elements do not replace 
cofinancing, information, or regulations; 
rather, they indicate that their effectiveness 
depends on sufficient team time, workforce 
stability, continuing professional development, 
community-based approaches, and governance 
that recognizes living labor in health care.

In this regard, digital transformation should 
support clinical and community decision-mak-
ing rather than merely increase recordkeeping 
requirements. Useful information is informa-
tion that supports follow-up, active outreach, 
shared care plans, patient safety, oral health 
care, remote monitoring when appropriate, 
and communication across points of the health 
care network. Digitalization weakens PHC’s 
relational capacity when it becomes an exer-
cise in administrative compliance.

Future agenda: From regulations to 
care trajectories

The literature and the documentary corpus 
suggest that the future agenda should not 
begin by rejecting previous versions of the 
PNAB, but by critically selecting their achieve-
ments and inconsistencies5–14,24,29–35. The 2006 
version established the centrality of the ESF, 
territorialization, and accountability for pop-
ulation health. The 2011 revision further de-
veloped PHC organization and strengthened 
network integration, multiprofessional care, 
evaluation, oral health, and care delivery mo-
dalities. The 2017 PNAB, in turn, recognized 
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territorial diversity and the need for local 
adaptation while also making more visible 
the risks of flexibility without protection of 
national standards, segmented access, and 
weakened federal coordination.

Thus, the future agenda requires a policy 
that can combine a strong universal founda-
tion, equitable cofinancing, differentiated 
territory-specific care modalities, integrated 
oral health, continuous care, home care with 
multiprofessional support, social participa-
tion, digital transformation that is useful for 
care, and resilient infrastructure to address 
contemporary inequalities and emergencies.

The future agenda cannot be reduced to 
issuing a new ministerial ordinance. Part of 
it depends on regulatory changes, such as 
explicitly defining national parameters that 
protect the ESF, updating cofinancing rules, 
and strengthening integration among PHC, 
regulation, and specialized care. Another part 
depends on implementation: workforce pro-
vision, connectivity, infrastructure, continu-
ing professional development, institutional 
support, regional negotiation and agreement, 
and social participation mechanisms. The 
central tension lies in combining stable prin-
ciples with territorial adaptation without 
legitimizing unequal standards.

In the short term, the greatest politi-
cal-institutional feasibility lies in improv-
ing existing instruments: refining the ESI, 
evaluating its distributive effects, reducing 
the recordkeeping burden, improving indi-
cators, and strengthening eMulti teams, oral 
health, telehealth, and regional regulation. 
More profound changes, such as reorga-
nizing the PNAB around care trajectories, 
require intergovernmental negotiation and 
broader social debate. This means shifting 
the policy focus toward people’s concrete 
experiences within the health care network: 
how they access services, keep relationships 
with teams, move between PHC and special-
ized care, and receive continuous care in the 
face of chronic conditions, vulnerabilities, 
and emergencies.

Chronic conditions and multimorbidity 
make this shift visible. The challenge is no 
longer to coordinate services, but to follow 
people over years or decades by integrat-
ing professionals, technologies, supported 
self-management, oral health, mental health, 
specialized care, home care, family and com-
munity support, and palliative care when 
needed. Continuous care is not merely the 
persistence of a relationship; it is the capacity 
to sustain safe, comprehensive, and lifelong 
shared care trajectories.

The agenda also contains internal tensions. 
Expanding digital health may support con-
tinuity but can create new inequalities if not 
accompanied by connectivity, equipment, and 
support. Strengthening indicators may steer 
quality improvement but can reduce care to what 
is measurable. Expanding care modalities and 
teams may increase comprehensiveness but can 
fragment responsibilities in the lack of regional 
coordination. Therefore, the future agenda must 
be conceived as a coherent combination of in-
struments rather than as the sum of programs.

Social participation, community-based ap-
proaches, and intersectoral action cut across 
all these issues. Councils, intergovernmental 
negotiation, and mechanisms for listening to 
communities are needed to identify territorial 
effects, correct exclusionary instruments, and 
prevent the quality agenda from being reduced 
to what is measurable. PHC organized around 
care trajectories must combine technical 
quality, safety, equity, and health democracy.

Conclusions

PNAB’s trajectory between 2006 and June 
2026 reveals gradual institutional change. The 
policy remains the core regulatory framework, 
while regulatory, financial, organizational, 
informational, and relational layers redefine 
priorities, capacities, and implementation 
standards. The decisive issue is not only the 
policy text, but also the coherence of the policy 
mix that accumulates around it.
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The 2017 PNAB was a relevant regulatory 
inflection, but its effects depend on its inter-
action with the New Fiscal Regime, workforce 
provision, cofinancing, information systems, 
and local capacities. The ESI is a redistribu-
tive advance, although it remains insufficient 
to capture the full complexity of territorial 
conditions. Public health, climate, and hu-
manitarian emergencies have revealed that 
resilience depends on prior investments in the 
health workforce, interoperable information, 
integrated surveillance, community-based 
approaches, care continuity, and PHC unit 
infrastructure prepared to respond to envi-
ronmental instability, population flows, and 
operational disruptions.

As a limitation, documentary analysis and 
narrative synthesis outline trajectories and 
policy-steering mechanisms but do not esti-
mate causal effects or replace local implemen-
tation evaluative studies. The documentary 
selection may not cover all sublegal acts issued 
during the period. Even so, cross-validation 
among regulations, operational instruments, 
and critical literature supports the historical 
interpretation presented.

The future PHC agenda within the SUS 
should align equitable cofinancing, quality, 
digital health, multiprofessional care, 
oral health, regional regulation, and social 

participation with the preservation of essential 
PHC attributes. More than organizing services, 
the policy must sustain continuous, compre-
hensive, safe, and shared care trajectories, 
especially in the face of chronic conditions, 
multimorbidity, aging, territorial inequalities, 
and critical events. A living PNAB depends on 
coherent instruments, strong care relation-
ships, and effective integration of health care 
networks to reduce inequities and sustain a 
universal SUS.
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