
ABSTRACT The essay brings together advances, problems and proposals on the quality of 
Primary Health Care in Brazil, emphasizing the comprehensiveness of care, expressed in the 
completeness of health actions. Studies on access and quality of the Family Health Strategy 
(FHS) highlight advances in the expansion of population coverage and access of health actions, 
in the improvement of the structure of services, and provision of doctors. Structural problems 
persist, with emphasis on the availability of essential inputs and information and communica-
tion technologies. The organization and management of the services and of the professional 
practice of the teams suffer from a systemic problem of incompleteness of the offer of actions 
and health care, despite the references standards, guidelines, goals and protocols. We propose 
the universalization of FHS in Brazil with guarantees of investments in the structure of the 
services, complete team with doctors, nurses, dentists, nursing technicians and Community 
Health Agents with full dedication. Programs of continuous education, institutionalization of 
monitoring and evaluation practices in local teams and the accomplishment of ‘quality col-
lective efforts’ stimulate the systemic improvement of the FHS in Brazil, contributing to the 
reduction of health inequalities.

KEYWORDS Quality of health care. Primary Health Care. Family Health Strategy. Health 
policy. Health evaluation.

RESUMO O ensaio reúne avanços, problemas e propostas sobre a qualidade da Atenção Básica 
no Brasil, com ênfase na integralidade do cuidado, expressa na completude das ações de saúde. 
Estudos sobre acesso e qualidade da Estratégia Saúde da Família (ESF) evidenciam avanços na 
ampliação das coberturas da ESF e do acesso da população, na melhoria da estrutura dos ser-
viços, na provisão de médicos e na cobertura de ações de saúde. Persistem problemas de estru-
tura, com destaque para a disponibilidade de insumos essenciais e de tecnologias de informação e 
comunicação. A organização e a gestão dos serviços e a prática profissional das equipes padecem 
de um problema sistêmico de incompletude da oferta de ações e de cuidados de saúde, apesar dos 
padrões de referência, diretrizes, metas e protocolos. Propõe-se a universalização do modelo de 
atenção da ESF no Brasil com garantias de aportes na estrutura dos serviços de equipes completas 
com médicos, enfermeiros, dentistas, técnicos de enfermagem e Agentes Comunitários de Saúde 
com dedicação integral. Programas de educação permanente, institucionalização de práticas 
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Introduction

The growing interest in evaluating advances 
and gaps in Primary Health Care (PHC) in the 
last 30 years1-8 has contributed to the devel-
opment of the Unified Health System (SUS) 
and the Family Health Strategy (FHS), by 
producing evidence on the range of univer-
sality, comprehensiveness and equity. Using 
criteria and internationally recognized con-
ceptual and methodological models4,6,8-12, 
evaluative research in Brazil has promoted 
knowledge about FHS, including approach-
es to the quality of health services. The 
definition of care quality is a complex and 
essential task for the evaluation of policies 
and interventions in PHC13. Researches of 
large scale on the quality of health services, 
often associated with policy-making14-16, still 
runs into difficulties, ranging from a lack of 
consensus on definitions, conceptual models 
and dimensions of analysis to the construc-
tion of indicators, standardization tools and 
comparison of results17-20.

Since the middle of the XX century, 
the quality of health care has mobilized 
academic interest in the United States and 
Europe21,22. In Brazil, the emphasis on the 
theme was incipient before the SUS, gaining 
relevance with its expansion and consolida-
tion23. Originally, quality expressed the value 
judgment of the user on medical care24,25. 
Over time, the concept began to encompass 
estimates of the degree to which care en-
hances patient health recovery and reduces 

the likelihood of maleficence compared to 
appropriate parameters26. The develop-
ment of the theoretical and methodological 
basis, of criteria and indicators to monitor 
and evaluate the quality of health services 
is strategic for the standardization of tools, 
the identification of areas that need more at-
tention or the need for protocol revision and 
reorganization of the service4,17-19.

Since its publication, in 1966, Donabedian 
has developed for more than two decades 
one of the most mentioned models to evalu-
ate the quality of health services22,24. The 
usefulness of the triad structure, process 
and outcome for evaluating health services 
has multiplied across the world after the 
International Conference on Primary Health 
Care, held between 6 and 12 of September 
1978, in Alma Ata, Republic of Kazakhstan. 
Convened by the World Health Organization 
(WHO) and the United Nations Children’s 
Fund, the Conference demanded efforts by 
governments in the pursuit of health promo-
tion to all the peoples around the world. The 
Conference produced a consensus that uni-
versal, comprehensive and equitable PHC 
was the model of qualified care to achieve a 
level of health that would enable the popula-
tion of the world to lead a socially and eco-
nomically active life. The proposal of Alma 
Ata was based on small-scale and low-cost 
primary care experiences offered to poor 
populations in countries of Asia, Africa 
and Latin America9. Despite the regression 
imposed by selective PHC as early as 198027, 

de monitoramento e avaliação em equipes locais e a realização de ‘mutirões de qualidade’ es-
timulam a melhoria sistêmica da qualidade da ESF no Brasil, contribuindo para a redução das 
desigualdades em saúde.

PALAVRAS-CHAVE Qualidade da assistência à saúde. Atenção Primária à Saúde. Estratégia 
Saúde da Família. Política de saúde. Avaliação em saúde.



SAÚDE DEBATE   |  RIO DE JANEIRO, V. 42, NÚMERO ESPECIAL 1, P. 208-222, SETEMBRO 2018

Facchini LA, Tomasi E, Dilélio AS210

after Alma Ata, PHC ceased to be a proposal of 
international doctors and pioneers in distant 
villages and became an endorsed approach and 
an incentive to its worldwide expansion.

The wide use of the Donabedian ap-
proach22,24 in studies on PHC was accom-
panied by new conceptual formulations to 
improve the characterization of the quality 
of basic services. From 1991, Starfield, in 
a classic study4, has initiated the develop-
ment of the theoretical and operational for-
mulation of the PHC attributes in relation 
to the health system and the care model. 
First contact access, continuity care, com-
prehensiveness and coordination of care, 
together with cultural competence, family 
and community orientation, were defined as 
attributes of the quality of care model. The 
author evidenced the association of a strong 
PHC with greater satisfaction of users with 
the system and with better health results28.

In Brazil, the theoretical contributions on 
PHC evaluation were remarkable in the last 
15 years, especially with the implementation 
of the FHS and with the institutionalization 
of the evaluation of Primary Care (PC) in the 
Ministry of Health (MH)6,10,29,30. There is 
an abundant documentation on the expan-
sion of FHS to the whole Country, one of 
the largest systemic experiences of PHC in 
the world. Multiprofessional teams, respon-
sible for specific territories and populations 
defined as first contact with the system, 
represent one of the most significant innova-
tions in PHC since Alma Ata17.

In 2005, the Baseline Studies of the 
Project for the Expansion and Consolidation 
of Family Health (Proesf ), conducted by a 
network of academic institutions, deepened 
the evaluation of the PHC in Brazil, with em-
phasis on access and use of services in PC, 
encouraging reflection on the quality of care 
offered to the Brazilian population in the 
large urban centers of the Country7,10,23,31-33. 
In 2011, the quality theme gained a major 
boost in the Brazilian PC with the imple-
mentation of the Access and Quality 

Improvement Program (PMAQ), which in-
stitutionalized the financial incentive of the 
MH to improve the standard of care offered 
to the user of the SUS in the Basic Health 
Units (BHU) and through family health 
teams16,34,35. The external evaluation of the 
PMAQ, conducted by a network of more 
than 40 universities and federal research 
centers, has promoted the expansion of the 
conceptions of Donabedian and Starfield16, 
when facing multiple theoretical and meth-
odological challenges to estimate the quality 
of PHC services in Brazil3,17,36,37.

In a brief selection of contemporary 
studies on the dimensions of access and 
quality in the FHS, many of them come from 
the external evaluations of Proesf and PMAQ, 
which outline a complex and coherent 
panel, allowing to appreciate the strengths 
and weaknesses of the model of care to guar-
antee in an equitable and integral way the 
universal right to health in SUS3,10,17,36-38. 
The equitable expansion of access and use 
of health services and actions of the FHS 
is consensual, coinciding with strong evi-
dence of its effect on the improvement of the 
health situation of the Country in 30 years 
of the SUS39-41. The studies also highlight 
systematic problems in the quality of ser-
vices and actions of the FHS, which affect 
its completeness, the comprehensiveness of 
actions, be it in the health of women36,42,43, 
or in the care of chronic health conditions of 
adults and the elderly44. The articles reveal 
multiple approaches to quality of health 
care, but two consensuses emerge: access is 
quality and quality is process. Quality is to 
go beyond, to achieve more and better, is an 
essential measure to evaluate the compre-
hensiveness, to verify the responsiveness of 
the SUS to the health needs of the Country. 
The dimensions of the whole individual, 
the integration of actions and intersectoral 
action presented in the Federal Constitution 
of 1988 and Law nº 8.080 of 199038,39 can 
be operationalized through quality indica-
tors that express organizational processes 
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and professional practices within each FHS 
team, in the network of health services and 
in relation to the geopolitical territory. The 
quality of care and, consequently, compre-
hensiveness are made explicit, for example, 
in reaching completeness or totality of 
actions foreseen in official documents for 
each health condition. This measure entails 
estimating the integration of planned actions, 
including health promotion, disease preven-
tion, treatment and rehabilitation3,36,42-44.

In this article, based on a non-systematic 
review, we initially gathered a set of evidenc-
es with advances and problems in the access 
and quality of Brazilian PC, with special 
interest in the comprehensiveness of care, 
expressed in the completeness of health 
actions. In the second part, we highlight 
proposals to face the challenges identified 
in the literature. It is showed that the avail-
able knowledge reinforces the relevance of 
strengthening the FHS to improve the health 
conditions of the population.

Advances and problems in 
the quality of the Brazilian 
PHC

The consolidation of PHC in the last decades 
represents one of the most relevant advances 
of SUS as public policy and universal health 
system in Brazil. Such advance is anchored 
in the scope of the FHS, its main healthcare 
model, which surpassed the mark of 40 thou-
sand teams nationwide by 201640. The sig-
nificant expansion and maintenance of the 
coverage of the FHS over the last 20 years 
provoked an increase in the supply of care and 
services and contributed to important posi-
tive effects on the health of the population.

It is worth highlighting the reduction 
of infant and under-5 mortality29,41-43 in 
Brazilian municipalities, even when the 
action of other determinants is controlled. 
Also, several studies11,42,44 have highlighted 

the role of FHS in reducing primary care 
sensitive hospitalization.

The superiority of the FHS model over the 
traditional model has become national and 
international consensus in the last decade. 
In the study by Macinko et al.10,45, adherence 
to the attributes of the PHC of Starfield was 
more marked in the FHS, in the dimensions 
of access in first contact, comprehensiveness, 
family focus and community orientation12,46. 
Facchini et al.17,23,47 reported that the provi-
sion of health actions, their use and contact 
by programmatic actions were more adequate 
in the FHS than in the traditional BHU.

The increasing access of the population 
to the wide service network was document-
ed in three National Surveys by Sample of 
Domicile (PNAD) and more recently in the 
National Health Survey48. The proportion of 
people who reported using BHU was 41.8% 
in 199849, 52.4% in 200350, 56.8% in 200851, 
reaching 65.5% in 201348. Almost 90% of 
the BHU have Community Health Agents 
(CHA), and more than 70% have teams with 
care on five or more days a week, in two 
shifts or more, with nursing consultation 
and bandages52.

In less than a decade, investments in infra-
structure of PC were expressive, particularly 
with the Infrastructure and Requalification 
Program of Basic Health Units (Requalifica 
UBS)53. In 2005, about 70% of the BHU 
evaluated in cities with over 100.000 inhab-
itants in the Northeast and South regions, in 
the Baseline Study of Proesf, had structural 
problems and deficiencies54, in contrast to 
the external evaluation of PMAQ in 2012, 
which found 15% of the total BHU in the 
Country in poor infrastructure conditions, 
mainly installations and inputs53. Neves et 
al.37, when analyzing the structure of BHU 
to care for people with diabetes between 
cycles 1 and 2 of PMAQ, observed that the 
prevalence of adequate structure of materi-
als, medicines and physical were higher in 
2014, compared to 2012. The adequate mate-
rial and equipment went from 3.9% to 7.8%; 
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medicines, from 31.3% to 49.9%; and service 
infrastructure, from 15.3% to 23.3%.

The launch of the More Doctors Program 
(PMM) in 2013 marked important progress 
in addressing the historical shortage of pro-
fessionals in number and adequate training 
to meet the health needs of the population, 
mainly doctors55-57. The PMM is the most 
comprehensive intervention to increase 
access to health care in FHS48,58, through 
a large-scale emergency provision (about 
18,000 doctors at its peak) combined with 
interventions to improve service infra-
structure and medical training and lifelong 
education55.

The presence of professionals of the PMM 
in 4,058 municipalities benefited approxi-
mately 63 million people, promoting the in-
tegration of teams and strengthening health 
actions58-60, with a positive impact also on 
the reduction of primary care sensitive hos-
pitalization. In addition, about 90% of the 
population is satisfied with the program, re-
inforcing its legitimacy and acceptability57,61.

Recent studies on the use and quality of 
care provided at BHU, notably those which 
analyzed data from the PMAQ, reinforce 
these advances in programmatic actions 
typical of primary care. During prenatal 
care, 89% of the pregnant women had six or 
more consultations, more than 95% updated 
the tetanus vaccine and received a prescrip-
tion of ferrous sulfate3. The access to the 
preventive screening for cervical cancer 
reached 93% of the women between 25 and 
59 years old36, and the coverage of breast 
cancer screening was 70%, exceeding the 
recommendation of the WHO and the MH62.

About 90% of users with diabetes diag-
noses had access to the consultation at the 
BHU in a six-month period and underwent 
blood tests to control the disease63. Facchini 
et al.47 identified a similar pattern in the 
elderly with the disease in a national survey 
on access and quality of the health network, 
and there was no difference according to the 
socioeconomic level.

Confirming the expansion of oral health 
services, Casotti et al.64 registered a high 
percentage of demand for consultation 
with the dentist reported by the interview-
ees at the BHU in the first cycle of PMAQ. 
The highest proportion of users were able 
to schedule between two and fifteen days, 
indicating improvement in access65 to oral 
health care among populations with greater 
social vulnerability.

In a complex picture of the reality of PC 
in the SUS, in the midst of so many positive 
results, obtained in just over two decades 
of implementation of the FHS, consistent-
ly emerges its most important problems. 
Despite the observed improvements in BHU 
infrastructure, even in short periods evalu-
ated in the PMAQ, problems still persist 37,53. 
The inequalities in the service infrastructure 
are marked by the characteristics of the geo-
political region, the population size of the 
municipality, the HDI and the coverage of 
FHS3,37,62. Poças et al.52 evidence that 74.6% 
do not have adequate external signaling and 
that 89.6% do not have professionals to listen 
and classify the user demand.

In the field of personnel provision and 
continuing education, the ability of the 
PMM to equitably improve the performance 
of the FHS in a short period of intervention 
remains a complex challenge for interven-
tion studies. The evaluation gains relevance 
considering possible changes in the patterns 
and trends of the FHS outcomes, in a context 
of severe financial constraint. This issue 
threatens the continuity of the PMM in its 
magnitude and coverage, putting at risk the 
provision of doctors in territories and vul-
nerable populations of the Country55.

In addition to structural and provision of 
staff problems, the organization of services, 
the management of the FHS and the profes-
sional practice of its teams suffer from a sys-
temic problem of the incompleteness of the 
offer of actions and health care, despite the 
availability of reference standards, guide-
lines, goals and working protocols. In the 
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case of prenatal care, only 15% of the pregnant 
women received all the procedures, exams and 
guidelines recommended. Breast examination 
was reported by 56% of the pregnant women, 
while the gynecological and oral cavity exams 
were not even given to half of them3.

Regarding the preventive screening 
for cervical cancer, 11% of PHC users had 
exams behind schedule, and 19% did not 
receive guidance36. The infrastructure for 
this screening was adequate for 49% of the 
BHU. Vaginal speculums, fixatives and forms 
of the Cervical Cancer Information System 
(Siscolo) were unavailable for one in five 
BHU. Information regarding the organiza-
tion and management of care revealed that 
only 30% of the teams could be classified 
with an adequate work process66.

For breast cancer screening, the findings 
of Barcelos et al.62 are of concern, because 
38% of users between 40 and 69 years who 
had been interviewed at the BHU had never 
received a clinical examination of the breasts, 
and about 25% of the women between 50 
and 69 years had never done a mammogram.

Considering the care of diabetes patients, 
less than half of the users with the problem 
interviewed in the BHU, reported feet care 
counseling, and only 30% reported having 
their feet examined in the year prior to the 
interview63, a similar finding from a popu-
lation-based national survey17,47. Only 14.3% 
of users reported receiving the full set of 
diabetes care. In an adjusted analysis, when 
considering the set of recommended items16, 
it was observed that the prevalence of com-
plete care increased significantly in BHU 
due to the adequacy of the infrastructure, 
organization and management of services 
and clinical practice.

Clementino et al.67, when analyzing the 
health actions directed at people with tuber-
culosis in PC based on data from the second 
cycle of the PMAQ, found that 81.1% of the 
FHS teams in Brazil had an annual estimate 
of the number of confirmed cases of tubercu-
losis and respiratory symptoms. In contrast, 

only 48% of the teams had records of case 
follow-up and directly observed treatment. 
The authors conclude by the presence of 
barriers in structuring BHU regarding the 
operationalization and sustainability of 
care for tuberculosis patients. Souza et al.68 
point out the need to, in addition to transfer-
ring the essential actions to the tuberculo-
sis carrier to the PC, structure these BHU, 
making them capable of performing the ap-
propriate management of the user in terms 
of clinical, structural and organizational ser-
vices, reinforcing the comprehensive care.

For oral health care, Casotti et al.64 re-
ported that infrastructure and access prob-
lems were still reasons for users to move 
to other services64. Fragilities of the local 
management on the work process and 
absence of preferential flows and structured 
complementary network for early diagnosis 
of oral cancer or for provision of prosthetic 
procedures were also relevant problems. 
The authors also pointed out that the lack 
of conditions for the teams to coordinate 
access to complementary services subtracts 
the possibility of ensuring comprehensive 
clinical care.

Another gap that needs to be faced con-
cerns Information and Communication 
Technologies (ICT) which, in their full po-
tential, contribute to care. Data from the 
PMAQ Cycle I, with more than 17,000 partic-
ipating teams, report that only 13.5% of the 
teams had optimal conditions of hardware, 
software and information use61. Bousquat et 
al.53 reported that, in general, 51.2% of the 
BHU had a computer and 35.4% had access 
to the Internet.

A recent systematic review article on the 
satisfaction of PHC users showed that BHU 
users evaluated as unsatisfactory the at-
tributes of first contact access, family focus 
and community orientation, considered fun-
damental for health care that is more equi-
table and competing for autonomy and social 
control, even in the Family Health Units69. 
Protasio et al.70 found that solving their 
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problems at BHU and feeling respected by 
health professionals are the most important 
factors for the user, in all regions of Brazil, 
regarding their satisfaction. However, other 
factors can be highlighted by region: opening 
hours (Northeast); professionals asking for 
relatives (North); interest of professionals 
in other health needs (Central West); being 
listened to without an appointment (South); 
and clarifying their doubts after the consul-
tation (Southeast).

In a balance of advances and problems of the 
Brazilian PC, the findings showed consistent 
and synergistic relationships between infra-
structure, work process and quality of the FHS 
services in the Country36,63. The accumulated 
knowledge indicates the need for systemic im-
provements in SUS and PC, whose problems 
affect large contingents of the Brazilian popu-
lation, with greater repercussion in vulnerable 
groups and remote regions.

Proposals to face the 
challenges of the quality of 
PHC services in SUS

Results of scientific researches, experience 
in management and health care, innovation and 
technological development achieved in Brazil 
in the last 30 years provide a wide knowledge 
to successfully face the problems of PC and 
qualify the FHS. However, the cycle of incre-
mental improvement observed in the Brazilian 
PC, since the Alma Ata Conference9, can be 
reversed as a result of the ongoing democratic 
breakdown in the Country, signaling gloomy 
perspectives on social rights. The systematiza-
tion of proposals to face the challenges refers to 
suggestions for improving the quality of health 
services, through feasible changes in structural 
and organizational characteristics of health 
teams and units and professional practices.

The first and most important proposal 
to overcome the challenges of PC in Brazil 
is the universalization of the FHS, solving 

its structural and organizational problems. 
The political commitment to the priority 
of the FHS, expressed in sufficient funding 
to guarantee the fullness of high-quality 
health care to the entire population, will 
result in more extensive investments in the 
FHS infrastructure37,53,54,62,64,66. The ad-
equate funding is fundamental to increase 
the superiority of FHS in improving the 
care and health conditions of the popula-
tion, compared to traditional, specialized 
and centralized medical models10,12,41.

Improvements in the construction, reno-
vation and expansion of BHU are still nec-
essary, but a complex and integrated policy 
is needed to expand and qualify clinical, 
support and information and communica-
tion technology equipment. Unfortunately, 
the restrictions imposed on SUS and social 
policies by Constitutional Amendment 
9571,72 seriously threaten the development 
of a rational and integrated public policy of 
expanding and updating labor tools, connec-
tivity and inputs.

The effects of the economic recession 
and the budgetary constraint on SUS may 
already be observed in the BHU, affecting, 
for example, the supply of vaccines and 
medicines and the provision of personnel 
in a context of increased demand for public 
services resulting from the increase in un-
employment, the reduction of labor rights 
and the purchasing power of the population. 
The precariousness of services may result 
in increased occurrence of health problems 
and a resurgence of fully controlled and 
eliminated diseases, such as, measles and 
poliomyelitis. The preponderance of market 
interests, expressed in the private man-
agement of public services, through social 
health organizations and other commercial 
strategies, fragments the supply and fore-
shadows uncertainties for the qualification 
of the infrastructure of BHU and the ways 
of working of the FHS teams. By prioritiz-
ing economic and commercial interest in 
health, the Country jeopardizes the quality 
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of services to meet the comprehensive health 
needs of the population, with negative reper-
cussions on the performance of the FHS and 
the organization of the BHU.

The infrastructure of the PC of the SUS 
will not be complete without the guarantee 
of sufficiency and quality of health workers 
with full dedication to FHS16,58. The imple-
mentation of PMM occurred in a context 
of development and consolidation of gov-
ernance initiatives that have encouraged 
PC in the last ten years, such as PMAQ16, 
REQUALIFICA UBS and the training and 
continuing education programs of health 
professionals of the SUS, developed through 
the Open University of the SUS (UNASUS)17. 
Democratic rupture threatens rules, norms 
and decisions concerning not only the PMM, 
but all workers of PC, with the possibility of 
affecting the roles and responsibilities of 
social actors, discontinuing interactions and 
interconnections, fomenting national and 
regional disparities and inequalities73. For 
example, the effects of the National Basic 
Attention Policy (PNAB) of 2017 on the con-
figuration of the FHS teams can make the 
Community Health Workers (CHW) into 
a professional category in extinction, not 
only by the reduction in the contingent tied 
to each team, but also by the defacement of 
their attributions72,74. The essential proposal 
for the universalization of the FHS and for 
the quality of care is the guarantee of com-
plete teams with doctors, nurses, dentists, 
nursing technicians and CHW throughout 
the national territory. Considering the in-
creasing demand of the elderly, users with 
multimorbidity and mental health problems, 
a more effective presence of the Family 
Health Support Teams (Nasf ) in daily care is 
needed, such as, physiotherapists, physical 
educators, psychologists, psychiatrists, nu-
tritionists, cardiologists and dermatologists. 
Telehealth strategies and distance technical 
supervision for all professionals qualify their 
practices, improving the resolubility of the 
service. Such resources would strengthen 

the matrix approach of chronic health con-
ditions, following and monitoring the com-
prehensiveness and coordination of health 
promotion actions, disease prevention and care 
of clinical problems for each user of the service.

Addressing training and the lifelong edu-
cation of health professionals and managers, 
for the attributes of PHC and for the health 
needs of the population and users under the 
responsibility of the FHS teams, through the 
expansion of approaches and devices of dis-
tance education, will benefit the quality of 
clinical care and collective action. Doctors, 
nurses, dentists and CHW, but also profes-
sionals of the Nasf, require programs of pro-
vision, lifelong education and development 
of the workforce in health, with special focus 
on the universalization of the FHS48. By em-
phasizing the daily routine of the service in 
the problematization of study themes, the 
specialization, residency and professional 
master’s degrees in Family Health provide 
students with access to evidence of health 
policy evaluations and actions useful for 
solving local problems and their generaliza-
tion for the BHU. Some experiences of life-
long education with emphasis on quality of 
clinical practice value the use of tools such 
as self-learning modules, interactive clini-
cal cases and electronic spreadsheets for 
automated monitoring of programmatic 
actions, designed according to the profile of 
PC users75. Training strategies and lifelong 
education are essential for the success of in-
terventions aimed at the qualification of pro-
fessional practice. Educational activities can 
develop professional assignments, improv-
ing the scope and coverage of care provision.

The provision of health care in the basic 
network and, particularly, in the FHS 
depends greatly on organizational process-
es and professional practices. In addition 
to the challenges related to the improve-
ment of the infrastructure of services, the 
qualification of processes of organization 
and management of care by multiprofes-
sional team is essential to increase the 
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effectiveness of the FHS, considering its 
mediating effect on health care.

In order to ensure access, comprehen-
siveness and resolubility, it is required to 
improve the flow of users within the service, 
from the reception to the end of the assis-
tance. Scheduling, reception, bonding, 
acute demand and scheduled demand, 
assignment of each professional, relation 
of the BHU with health care network and 
diagnostic and therapeutic support ser-
vices need to be discussed and agreed with 
teams and municipal management76.

Ouverney and Noronha77 has contrib-
uted to this debate by listing organizational 
principles and health care integration tech-
nologies that apply unequivocally to PHC: 
guidance for health needs; complexity of ap-
proach; multidisciplinarity of intervention; 
continuity care; interdependence and sharing 
of clinical analysis; clinical accountability; ter-
ritorialization; intersectoriality; economic effi-
ciency and continuous quality improvement. 
The analysis of the current situation of princi-
ples, attributes and categories of PHC in FHS 
teams highlights the coordination of care as 
a critical challenge in the reorganization of 
health actions. A broad effort to develop the 
coordination of care in the FHS will promote 
the articulation of the work of the members of 
the health team, among themselves, with the 
other spheres of the SUS, with the users and 
with the population78, reinforcing the effec-
tiveness of PHC and SUS.

A crucial element for the qualification of 
the FHS coverage is the improvement of the 
e-SUS for the production of useful informa-
tion to the teams and managers, through 
access to automated reports of individuals 
and communities about health situation and 
actions offered. Accelerating the incorpo-
ration of information and communication 
technologies facilitates the use of up-to-date 
information and enhances the improve-
ment of care78. On a daily basis, data are 
collected in different subsystems, many of 
which are not computerized, or face major 

implementation or operational difficulties. 
For example, the National Immunization 
Program Information System (SI-PNI), 
which has been in operation since 2010, 
faces major difficulties in expanding and 
using information due to the lack of com-
puter equipment in all vaccine rooms in 
the Country79. In addition, SI-PNI is vul-
nerable to the lack of registration of vac-
cines carried out in private clinics that 
multiply in the national territory, affect-
ing its capacity of epidemiological surveil-
lance of immunization coverage.

In order to optimize ICT resources, data 
from different systems should be automati-
cally exported to e-SUS, which would allow 
the use of information to effectively support 
teams in their professional practice, as well 
as strategic management of services. Thus, it 
will be possible to overcome problems such 
as the obligation of professionals to fill data 
fields in multiple continuous registration 
systems, which generate inconsistencies in 
the records and the scarce use of information 
by health teams. In a context of fragmentation 
and multiplicity of systems and software, the 
recording of data in the electronic medical 
record becomes one of the bureaucratic tasks 
performed by health professionals80, to the 
detriment of health care actions.

The full institutionalization of monitor-
ing and evaluation practices of actions in 
the BHU is an essential device to qualify the 
management and organization of services, 
guiding initiatives and strategies to reach ob-
jectives and goals. Access to ICT resources 
and the use of automated electronic tools, 
such as the Notebook of Health Actions, fa-
cilitate monitoring and evaluation at BHU75, 
producing crucial estimates, such as cover-
age of actions and health programs.

Overcoming the fragmentation and in-
completeness of clinical practices and health 
promotion is one of the most urgent challeng-
es to improve the quality of PC in Brazil81. 
It is imperative to integrate, evenly, clini-
cal care, prevention and health promotion, 
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orienting the FHS to work processes with a 
matrix approach to user demands, especially 
chronic health conditions. Strengthening 
teamwork and the role of CHW is essential 
to ensure the comprehensiveness and coor-
dination of health promotion, disease pre-
vention and care of problems and clinical 
disorders, for each user of the service. For 
example, qualifying knowledge and skills 
in performing physical examination, proce-
dures and clinical reasoning, supported by 
protocols, alerts, active search strategies and 
tracking, can improve clinical intervention, 
case management and coordination of care, 
promoting the comprehensive care.

Collective efforts or quality campaigns, 
capable of mobilizing academic institutions 
and the BHU, may universalize postpartum 
care, immunization of children, pregnant 
women and the elderly, screening cervical 
and breast cancer, the care with the feet of 
people with diabetes, cardiovascular risk 
evaluation of adults and elderly, the promo-
tion of healthy eating and physical activity. 
For example, the decision to universalize 
postpartum care, by a home visiting in the 
first week of the baby’s life, is fully feasible 
and increases both coverage and quality 
(completeness) of the planned actions in of-
ficial guidelines. Another example refers to 
care to people with tuberculosis in the BHU. 
In most municipalities, the program is cen-
tralized, with the restriction of the actions 
of the teams in the treatment, with displace-
ment of the users and risk of interruption and 
non-adherence to the treatment. In order to 
ensure the access, diagnosis and treatment 
of tuberculosis, it is necessary, in addition 
to the transfer of the essential actions for 
the PC, to structure the BHU for the proper 
management of the user67.

However, it is needed more in-depth 
studies, capable of scrutinizing the organi-
zational details of services and the nuances 

of professional practice and interaction with 
users, to define and characterize quality in 
PHC. Critical and comprehensive studies 
regarding conceptual models, comparison 
groups, definition of indicators, instrument 
standardization and statistical approaches 
need incentives and support, considering 
their relevance to subsidize policies aimed 
at improving PC quality, such as the PMAQ.

Despite a context of reduction of the 
funding of SUS, it is worth proposing the 
continuity and improvement of the PMAQ 
due to its importance for the institutional-
ization of the assessment and definition of 
quality standards and their trends in the PC 
around the Country. Comprehensiveness is 
the principle of the SUS more directly con-
nected with the efforts to define the quality 
standard of the FHS, feeding a virtuous cycle 
with the universalization and equity of the 
care. The analysis of the completeness of 
health actions can be a valuable proxy of the 
comprehensiveness and makes it possible to 
capture aspects of structural, organizational 
and professional quality10,17,63.

The proposals listed may result in the 
systemic improvement of the quality of the 
FHS in Brazil, promoting a multiplicative 
effect on the equity of its results, contrib-
uting to a significant reduction of health 
inequalities3,17,36,41.
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